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Mental health policy and policymaking in a complex multi-level UK system: what is it, 

who does it, and what sense can we make of it? 

‘Mental health’ issues range from a focus on wellbeing and depression, to dementia, 

addiction, ‘hyperactivity’, severe and enduring illness, and mental illness related to crime. 

‘Mental health policy’ describes a wide range of policies, including legislation to deprive 

people of their liberty, crisis intervention, the prescription of medication, the provision of 

cognitive behavioural therapy, public mental health, and the broad commitment to ‘parity’ 

between mental and physical health. It intersects with other policy agendas, including the UK 

Labour Government’s focus on crime and anti-social behaviour, the UK Coalition 

government’s ‘localism’ agenda, its welfare and employability reforms, its increasing 

attention to ‘wellbeing’, and the Scottish Government’s ‘decisive shift to prevention’. How 

can we make sense of such a broad range of UK activity delivered at multiple levels of 

government? Do we really know what mental health policy is, how and why it is made, and 

what are the outcomes? This paper outlines how we might identify long term and broad 

trends in UK ‘mental health policy’, then presents two case studies – on mental health 

legislation, and the pursuit of mental health ‘parity’ in England – to show that a combination 

of policy and policy style often exacerbates the unpredictability of outcomes.  It uses a third 

case study, of ‘prevention’ in Scotland and ‘wellbeing’ in England to highlight the potential 

for vague government aims to produce unintended consequences and unclear outcomes. It 

concludes by worrying about the democratic implications of this argument: if we don’t know 

what policy really is, how can we decide if it is coherent and hold policymakers to account 

for the outcomes? 

Introduction: do we know what policy is and how it is made? 

Policy theory excels at providing a language to show why we don’t understand the policy 

process fully. It contains a focus on key concepts – including bounded rationality, 

institutions, networks, ideas, and socioeconomic conditions - which, combined, demonstrate 

the complexity of policymaking and explain why we don’t fully understand what is going on 

(see Cairney, 2012; Cairney et al, 2012; Cairney and Heikkila, 2014; Cairney, 2015; John, 

2003). 

The case of mental health policy is a prime example of layers of complexity: people with 

complex needs engage with a complex NHS system (Kernick, 2006) overseen by actors 

within a complex policymaking system. It helps show us how little we know about policy and 

the policy process. The analytical terrain is vast. ‘Mental health’ issues range from a focus on 

wellbeing,
 
to depression, dementia, severe and enduring illness, and mental illness related to 

crime – and the policy solutions associated with each problem may be so different that they 

seem incomparable. ‘Mental health policy’ describes a wide range of such policies, including 

legislation to deprive people of their liberty, crisis intervention, suicide prevention, the 
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prescription of medication, the provision of cognitive behavioural therapy, policies to address 

drug and alcohol dependence, the funding of ‘public mental health’, and the broad 

commitment to ‘parity’ between mental and physical health. It intersects with other policy 

agendas that are often difficult to relate directly to each other, including post-war 

‘deinstitutionalisation’, the UK Labour Government’s focus on crime and anti-social 

behaviour, the UK Coalition government’s ‘localism’ agenda, its welfare and employability 

reforms, its increasing attention to the concept of ‘wellbeing’, and the Scottish Government’s 

‘decisive shift to prevention’ which includes a focus on reducing inequality.
i
 Some policies 

are high profile and directed at acute problems specific to one government department, while 

others refer to less salient, broader, cross-sectoral approaches to policy that are difficult to 

define and for specific government units to ‘own’. Some are contained within one level of 

government, while others are delivered across multiple levels. In this context, it is a major 

achievement simply to make sense of the kinds of questions that we should not take for 

granted: what is policy, how is it made, by whom, why, and what is the outcome?  

I examine these issues in three main ways. First, I outline how we might define ‘mental 

health policy’ in the UK or, at least, identify long term and broad trends in policy. I argue that 

‘policy’ is a combination of the choices made by governments and the way they choose to 

make and carry them out (‘policy styles’), and that the style of policy consultation and 

implementation can produce outcomes that do not reflect, and can even seem contradictory 

to, policy choices. Second, I present two case studies to demonstrate this link between 

policies and styles: the UK Government’s unsuccessful consultation with groups while 

reforming mental health legislation (primarily for England and Wales), and its pursuit of 

‘parity’ (in England) combined with a ‘hands off’ governance style. Third, I outline the case 

study of ‘prevention’ in Scotland and ‘wellbeing’ in England to demonstrate the greater 

potential for government aims to produce unclear consequences when cross-cutting policies 

interact. In the conclusion, I discuss one key implication: if our understanding of mental 

health policy and policymaking is so limited, how can we identify the extent to which policy 

is ‘coherent’ and hold policymakers to account for the outcomes of their choices?  

What is mental health policy in the UK? 

As a profession, we don’t really answer the abstract ‘what is policy?’ question. Instead, we 

raise it in week 1 of teaching to suggest that policy often seems impervious to definition, or 

that simple definitions – for example, the sum total of government action, from signals of 

intent to the final outcomes - produce more questions (Cairney, 2012: 23-5), including: does 

‘government action’ include what policymakers say they will do as well as what they actually 

do? Does it include the effects of a decision as well as the decision itself? What is ‘the 

government’ and does it include elected and unelected policymakers? Does public policy 

include what policymakers do not do? Further, by widening the definition to outcomes, we 

effectively argue that policy goes far beyond the choices of elected policymakers, requiring 

us to study what goes on in their name when they don’t pay attention. The action often takes 

place elsewhere and, to identify policy, we have to piece together a range of choices and 

outcomes.  



To make sense of this process, we can combine two strategies. First, we simplify this process, 

by arguing that ‘policy’ is really a combination of three factors:  

1. The policy instruments chosen by governments, including legislation, regulation, 

funding, and the provision of public services and organisations (although it is not a 

simple process to identify and measure these instruments). 

2. A government’s ‘policy style’, which relates to consultation, or the ways in which it 

engages with other actors or organisations when making policy, and governance, 

including the mechanisms it uses to ensure compliance with its policy aims, and the 

extent to which a decision made at the central level can be modified or contradicted 

by other (public or private) bodies or types of government. Indicators 1 and 2 overlap 

since, for example, a key part of a governance style is the set of policy instruments it 

uses to secure compliance with its aims – such as legislation or targets (although, the 

relative absence of mental health targets, compared to physical health, may be more 

of a feature). 

3. The outcomes, or at least the outcomes we can link to policy choices.  

Second, we may try to assign meaning to policy and policymaking by forming narratives 

based on a mixture of empirical and normative elements: what are the most important 

indicators of policy and change; how proportionate a policy response seems when compared 

to (what we consider to be) the size of the problem; how much it has changed over time, 

based on our expectations; what motivated policy change (such as long term ‘paradigm’ 

shifts or short term strategies); the impact of policy on different social groups (the size of the 

problem, and its treatment, varies considerably by gender and ethnicity, and there is a general 

distinction between adult/ child services); and, the extent to which policy was made in an 

appropriate way, or at least in a way to encourage the effective delivery of policy choices.  

The latter is a particular feature in UK mental health policy, in which the provision of 

therapeutic services often seems disconnected from the development of legislation to protect 

rights and deprive people of their liberty. 

Long term (pre-devolution) trends in policy and policymaking 

Pre- and post-WW2 trends in UK policy and policymaking (before devolution in 1999) can 

be linked somewhat to long term changes in the broad philosophies underpinning our 

understanding of mental illness - at least from the days of institutional segregation, towards 

modern psychiatry, the rise of psychological alternatives, and modern ideas such as treatment 

based on recovery, trauma, or wellbeing (Phillips et al, 2012). While it still remains a 

medicalised issue, we may identify shifts away from a focus on acute mental illness to be 

treated solely in institutional settings by psychiatrists, towards a major push to 

deinstitutionalize much mental health care (in line with wider trends towards care in the 

community for elderly patients and patients with learning difficulties – Baldock et al, 2009: 

299), think more broadly about social definitions of normal/ deviant behaviour, broaden the 

scope of mental health to issues such as depression and wellbeing, and pursue greater parity 

between mental and physical health. This has helped produce some broad trends, including: 



 A shift from the widespread use of asylums. Rogers and Pilgrim (2001: 41-53) 

describe a general move away from the ‘Victorian asylums’ (which demonstrated 

minimal ability to treat people for illness), the identification of environmental 

contributors to mental illness (such as ‘shellshock’ following WW1), and growing 

interest in out-patient treatment. They also track the post-WW2 reduction of in-patient 

capacity in England, from 150000 beds (almost half of all NHS beds) in 1954 to 

50000 in 1992 (2001: 61-74; Baldock et al, 2012: 295), prompted partly by a mix of 

costs saving imperatives, hospital scandals in the 1970s regarding poor institutional 

care, the rise in pharmacological prescribing, and the development of community care 

alternatives (although most of it happened from the 1980s). The figure for England 

was 22300, and a further fall prompted the Royal College of Psychiatrists to 

commission a review into capacity (Smith et al, 2015).  

 The development of legislation built, to an increasing extent, on the need to protect 

human rights when depriving people of their liberty without trial (Rogers and Pilgrim, 

2001: 55).  

 Post-war technological development, leading to the expansion of prescription drugs. 

 More recently, an expansion of psychological therapies (such as cognitive behavioural 

therapy, CBT) to address depression, and potentially preventative measures based on 

the promotion of good health (as part of a broad attempt to shift the focus from mental 

illness to wellbeing). 

 Attempts to challenge mental health’s status as a ‘Cinderella’ service.   

This shift went largely in tandem with shifts in policymaking, and consultation in particular, 

in which the government has widened its consultation net, acted as a referee between often-

competing groups, and overseen a shift towards greater user involvement, and reduced 

medical dominance, of consultation. This is no mean feat, given the unusually wide range of 

views in mental health, from “the ‘medical model’ at one end to the belief that mental illness 

is a social construct at the other” (Cairney, 2009: 675-6), the intense post-war struggle of 

voluntary and user groups to challenge psychiatric dominance in consultation and service 

delivery, the divisions within each lobby (Pilgrim, 2007: 90), and the fact that, in many areas, 

there is no natural point of consensus between two fundamentally different aims, such as to 

protect the rights to liberty of individuals or detain and treat individuals for the public good 

(Pilgrim, 2005: 440).  

However, we should not exaggerate this shift, to treat it as a binary move from psychiatric to 

social notions of mental health. For example, Rogers and Pilgrim (2001: 63) describe 

continuity in the ways in which policymakers thought about mental illness when processing 

post-WW2 legislation - that psychiatrists could identify real mental conditions, inevitably 

requiring treatment, which often justified the deprivation of liberty for treatment, and that 

patients could be treated effectively by a profession with undoubted integrity – which 

contributed to successive mental health acts, helped maintain a still-substantial role for 

hospital treatment, and perhaps hindered the meaningful development of community based 

alternatives (which were also constrained by limited funding). A shift towards greater 3
rd

 

sector and user involvement should also be seen within this broader medical understanding of 



mental illness (and a medical understanding of evidence
ii
). So too should the study of 

devolved policy from 1999, in which territorial governments were free to develop policy and 

policymaking approaches, but in the context of a medical model shared across the UK. 

We should also not overestimate the coherence of a number of mental health policy changes, 

or treat policy change as part of an overall long term plan. It is rare to find an overall policy 

greater than the sum of its parts. For example, mental health legislation began to discuss the 

importance of individual patient rights without being accompanied by the provision of 

adequate services (2001: 79), leading to classic problems about: depriving people of their 

liberty, insisting in legislation that this had to be accompanied by a right to therapeutic care 

while detained, but not providing actual levels of adequate therapeutic care. Further, mental 

health legislation from 1983 referred to a ‘duty of aftercare for discharged patients’ without  

ensuring adequate services, while bodies such as the Mental Health Act Commission, charged 

with the oversight of services, were often under-resourced and had limited impact (2001: 79-

80). Similarly, a shift towards greater community care (following the NHS and Community 

Care Act 1990) was patchy, to partly reflect: the difficulties of joined up working between 

NHS, local authority, third and private sector services; a slow shift in resources from 

hospitals to community settings; and, some perverse incentives to set up community 

‘institutions’ rather than at-home treatment (2001: 84). This all took place in the context, 

facing politicians, in which: 

 ‘segregation’ on the basis of mental illness ‘is both wanted’ (to separate people from 

the general public) and ‘distrusted by the general public’ (or by people fearing that 

they could be subject to this policy) (Rogers and Pilgrim, 2001: 76). 

 The smallest group of people receiving (‘forensic’) mental health-related services 

receive the highest level of media and public attention, compared to broad issues of 

depression in the population (the most populous group) and the adequacy of NHS, 

community and ‘preventive’ services. 

This is the context in which to understand the first two case studies. The value of these cases 

is that they help us further understand broad policy and policymaking trends – and, in two 

different ways, identify a major gap between initial policy choices and actual outcomes. At 

one policymaking extreme is the production of mental health legislation from the late 1990s, 

which highlights a detour (by the UK Government) from long term trends towards the 

production of consensus with professional, third sector and user groups and the pursuit of 

rights-based policy. A stand-off between the UK government and groups lasted for 10 years, 

and produced rather limited legislation which satisfied neither side. The initial policy 

intention changed throughout the initial policy process. At the other extreme is the post-2010 

process of consensus-building around the idea of parity between physical and mental health 

services (for England), which has produced a broad aim supported by almost all actors, but 

which appears to be undermined by the UK Government’s hands-off style (combined with 

the more general constraints on the links between policy choices and outcomes in complex 

policymaking systems). A highly lauded policy choice is undermined by other government 

choices and contrasts with a set of highly-criticised outcomes.  



The Mental Health Act 2007: a detour from the past 

Cairney (2009: 676) describes the process, begun in the late 1990s, to develop a new Mental 

Health Act (primarily for England and Wales), as a major break in policy and policymaking 

trends: it shifted the rhetorical balance back to public safety instead of individual rights to 

liberty and adequate services; and, it produced a major stand-off (lasting almost ten years) 

between the UK Government and almost all relevant professional and third sector groups in 

what became the ‘Mental Health Alliance’. 

Previous approaches, when processing the 1959 and 1983 Acts, were based more on a ‘broad 

commitment to service modernisation and patients’ rights’ (2009: 676), and involved 

extensive efforts by governments to generate a degree of agreement, between psychiatric and 

third sector groups, on the balance between the deprivation of liberty to oblige treatment and 

the pursuit of a rights-based approach to secure appropriate services.  This past experience 

helped build up the expectation among mental health advocacy groups that the new bill 

would represent a chance to reinforce that agenda and provide a forum for consultation and 

negotiation between competing groups - at a time when many groups had, to some extent, 

become closer together in attitudes (for example, the psychiatric profession increasingly 

criticised the idea that it represented ‘jailers’ within the system).  

Further, this broad approach to policy and policymaking appeared to be in evidence at the 

early stages of consultation, when the Richardson Committee secured an agreement between 

major groups in 1998, based on the statement that ‘if you enforce compulsory powers over an 

individual, then they are entitled to a minimum quality of care’  (2009: 679). This argument 

represented unfinished business from the 1983 Act which had been used to detain people 

without providing adequate services. The new legislation had the potential to represent a new 

attempt to oblige governments to provide adequate services to the people detained under the 

Act. 

Yet, the committee’s emphasis on joining up policy on rights and services was large rejected 

by the UK Government. In general, the report had low status within government. 

Richardson’s was an external advisory committee, chaired by a legal academic, with a very 

specific remit - not a weighty Royal Commission, chaired by a Whitehall insider, charged 

with examining policy overall. Specifically, it was lower in status than parallel work, done by 

the Home Office, to legislate to address its identification of the a category, DSPD (Dangerous 

People with Severe Personality Disorder), which: symbolised a shift in government thinking, 

with ‘public safety taking precedence over patients’ rights’, and ‘no trade of entitlement for 

compulsion’; and was used, in part, to reject the idea that people could only be detained under 

the Act if they could be treated therapeutically (2009: 680).  

The effect on group government relations was profound: all but one group (across the whole 

sector) opposed the government’s position, articulated in 2000, on detention in the absence of 

treatability - which was exacerbated by the idea that detention could now take place in the 

community (previously, a maximum number of beds placed practical limits on the numbers 

of detentions under the Act).  The government’s policy went through several iterations, and 



received substantive pre-legislative scrutiny, but did not change in a way that satisfied the 

Mental Health Alliance. Instead, the positions of government and groups became entrenched, 

they never produced a negotiated settlement, and the government produced a much smaller 

Mental Health Act 2007 which focused largely on modernisation to meet new ECHR 

requirements. In many ways, the issues remain unresolved, and the 1983 and 2007 Acts are 

still in need of further reform to deal with issues regarding, for example: the relationship 

between police detention to provide a ‘place of safety’ (under s136 of the 1983 Act) and low 

hospital capacity to provide follow-up treatment; the inappropriate use of the 1983 Act to 

secure access to in-patient hospital services; the negligible effect of community treatment 

orders (CTOs) on hospital admissions; and, the greater use of CTOs for black patients 

(Health Committee, 2013a; 2013b). 

Scotland’s Mental Health Act 2003: a contrast in policymaking but not policy and outcomes? 

This experience of UK policymaking is all the more significant when we see, from the 

experience of Scotland, what could have happened; that governments can secure consent for 

controversial aspects of policy. The first Act passed by the Scottish Parliament was 

emergency legislation to close a loophole in mental health law, to help detain a patient on the 

basis of public safety and override concerns about his lack of treatability. This produced 

concerns that the bill would produce the wrong message, exacerbating mental health stigma 

and ‘diverting funds from more positive representations of mental health’ (Cairney, 2009: 

682). Scotland’s Mental Health Act 2003 also contained the same controversial measures on 

community treatment orders, producing the potential to use the Act more extensively without 

being constrained by hospital capacity (the Scottish Act will also be amended via the Mental 

Health (Scotland) Bill 2015).  

Yet, the Scottish Parliament passed the bill four years before Westminster, even though it 

began far later. It had built up a reputation for progressive policy and inclusive policymaking, 

in areas such as mental capacity, and it engaged in a two year process to generate sufficient 

consensus for the Act by responding and adapting to concerns. The consultation process 

made it ‘quite difficult to oppose the legislation when it was introduced, because it was seen 

to be so thorough and engaging and so difficult to argue against’ (interview, SAMH, 2006 in 

Cairney, 2009: 683), while the Act contained important provisions pursued by mental health 

groups, including: an emphasis on individual rights and care; a relatively high threshold 

before someone can be detained under the Act; and, safeguards, such as the right to be heard 

by a mental health tribunal within 28 days (2009: 683). 

This comparison highlights an extreme example of a UK policy linked inextricably to a 

policy style that eventually had a major effect on initial policy choices. It also highlights the 

extent to which ‘blips’ in long term policymaking can help us understand long term trends, 

since the Scottish case perhaps represents the UK Government’s likely direction of travel if it 

had not introduced such as strong legislative agenda on public safety driven by high profile 

cases of mental illness related violent crimes (and had, instead, maintained a focus on 

improving service coordination to address such cases – Baldock et al, 2009: 297). 
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Yet, a focus on this case alone would provide a misleading  picture. First, the outcomes of the 

Westminster and Scottish Parliament Acts may not be as different as the processes suggest; 

the Acts share many elements, are underpinned by similar trends in ideas towards treatment; 

and, are implemented by the same psychiatric profession. The Scottish emphasis on rights 

and responsibilities to patients may be more relevant to the process of developing policy 

‘ownership’ among groups than policy implementation. Further, differences in 

implementation may be explained by historical factors which have shaped their respective 

capacities for treatment.  

Second, the Acts relate largely to a very small part of the population. At the same time as it 

faced such difficulties in processing the Mental Health Act, the UK government oversaw a 

much more consensual process (at least with groups in the Mental Health Alliance) to 

produce the Mental Capacity Act 2005, which was a more effective vehicle to help further the 

principles generated by the Richardson committee: ‘the assumption of a person’s capacity, 

the pursuit of means to help that person make decisions and the ability to override someone’s 

wishes only if a number of safeguards have been satisfied and the decision is deemed in that 

person’s interests’ (2009: 685).  

Further, the UK Government’s process to develop a long term planning framework for mental 

health in 1999, the National Service Framework (NSF), became a vehicle to generate far 

greater levels of consensus on key principles, such as that an important aim of policy was to 

destigmatise mental health, stress that most mental health patients are ‘vulnerable rather than 

dangerous’, further a relatively new emphasis on parity between attention to, and services for, 

mental and physical health (2009: 685) and generate the principles, absent in the Act, that 

people ‘mental health problems can expect that services will: 

 involve service users and their carers in planning and delivery of care 

 deliver high quality treatment and care which is known to be effective and acceptable 

 be well suited to those who use them and non-discriminatory 

 be accessible so that help can be obtained when and where it is needed 

 promote their safety and that of their carers, staff and the wider public 

 offer choices which promote independence 

 be well co-ordinated between all staff and agencies 

 deliver continuity of care for as long as this is needed 

 empower and support their staff 

 be properly accountable to the public, service users and carers’ (Department of 

Health, 1999: 4).  

The pursuit of parity 

The NSF, as a statement of national standards for England, represents the early pursuit of 

‘parity’ between mental and physical health services, based on a combination of arguments 

(Department of Health, 1999; see also Scottish Government, 2012: 1): 



 A large part of the population is affected by mental illness, to the extent that it is as 

normal as physical ill health. The NSF suggests that one in six people are affected ‘at 

any one time’ by mental illness (primarily anxiety or depression) in their lives, and 

tries to relate this to as-common physical conditions (such as asthma). It recommends 

whole-population health promotion, based on risk factors for depression (focusing on 

healthy behaviour), combined with mechanisms to identify high risk to aid early 

intervention. 

 Mental health should receive more attention, and be better understood, to help reduce 

stigma and encourage people to seek treatment.
iii

 

 Mental health ‘should have the same priority as coronary heart disease in our 

programme of National Service Frameworks which will lay down models of treatment 

and care which people will be entitled to expect in every part of the country’. 

 Funding for mental health services should rise substantially (it discusses an extra 

£233m per year over three years). 

 Addressing mental health should go hand in hand with addressing other sources of 

inequality, relating ‘the special needs of women, men, and different ethnic groups’
iv

 

(foreword by Secretary of State for Health, Department of Health, 1999: 1). 

However, it also adds a strong note of caution, highlighting, for example, the initial need to 

fill ‘gaps’ in (often-institutional) care for severe and enduring mental illness, and the prospect 

of a ten year plan to recruit and train specialist staff (1999: 7).  

This discussion raises a fundamental question about the time it take to produce major 

transformations in health service and community care policies, and how we might evaluate 

the nature and speed of policy change – since one might expect the pursuit of parity to occur 

over many years, to account for new training and service design, or decades, as the attitudes 

of one generation are replaced by another. This may require short and long term milestones, 

to help us measure progress or question the extent to which there is any. In that respect, the 

NSF provides an eclectic mix of measures, including of: the population’s psychological 

health (via the National Psychiatric Morbidity Survey); rates of suicide; the extent to which 

NHS Direct and psychological therapies are ‘rolled out’; the level of prescribing for mental 

health (in relation to clinical guidelines); levels of psychiatric emergency readmission; 

service user and carer experiences; and, many ‘local milestones’ on information about, and 

access to, specialist and emergency services (1999: 39-40; 99). 

Even if we accept that major change takes time, the most recent pursuit of parity for England 

– the ‘cross government’ mental health strategy No Health Without Mental Health (2011a: 2) 

– symbolises uncertainty about long term change or, at least, the centrality of government to 

policy change. On the one hand, it represents a document which reinforces or goes beyond 

many of the NSF themes. It contains a major principle – ‘We are clear that we expect parity 

of esteem between mental and physical health services’ – and a set of aims on improving 

mental health in the population, helping people ‘recover’ from mental health illnesses, 

improving the physical health of people with mental health problems, improving care and 



support, enhancing services to prevent the development of some mental health problems, and 

reduce the stigma associated with mental illness (2011a: 6).  

On the other, it seems to provide little assurance regarding successful implementation. 

Instead, it highlights a second role for the study of policy styles. In this case, the process of 

policymaking contains separate tracks. First, a consultation style is used to generate 

widespread consensus behind quite-vague valence statements to encourage mental health 

parity, and to generate a sense of ownership across government departments and with 

‘employers, schools, local authorities and the voluntary and community sector’ (2011a: 3). In 

that sense, groups are generally positive about the message that the strategy document sends. 

Second, a governance style highlights the limited ability of central government ministers to 

ensure this agenda has a practical difference within health and community care services, 

because: (a) power is ‘moving away from the centre’ and, in line with the ‘Big Society’ 

theme, ‘We want more decisions about mental health taken locally, with more flexibility for 

local people to make decisions based on local needs (2011: 3); and, (b) many of the indicators 

of success, used for this mental health strategy, relate to long term outcomes, nascent 

measures of wellbeing, and a wide range of broad socio-economic indicators of public health 

(annex A).  Only some aims, such as a commitment to waiting times for cognitive 

behavioural therapy, come with ‘hard’ measures of success (Department of Health, 2013; 

2014). While these overall measures may be welcome in one sense - a focus on outcomes, 

wellbeing and self-directed care is often well received - the unintended consequence is that 

parity of service is difficult to secure if mental health relates to broad aims and long term 

outcomes but physical health relates to short term high stakes targets – as described in 

comments in 2014 by the Chief Medical Officer (Triggle, 2014), director of the Centre of 

Public Health at the National Institute for Health and Care Excellence (Mason, 2014), and the 

British Medical Association (2014).  

Further, recent funding decisions by bodies such as NHS England appear to have undermined 

this parity strategy, and the Health Committee (2013a: 3-4) reports that local ‘commissioners 

find it easier to cut mainstream mental health services because of the way in which they are 

commissioned through block contracts’ (see also Siddique and Meikle, 2015; McNicoll, 

2014). In some cases, NHS England and GP commissioners cannot agree on who should fund 

services, producing major gaps (which vary markedly by region) in relation to services for 

children or adolescents with complex needs, and reinforcing problems in relation to mental 

health (when services fail to prevent conditions from worsening) and services (when patients 

are held in adult wards or police cells, or staff morale falls to the extent that people leave the 

service) (Royal College of Psychiatrists, 2015: 6). 

One major new development regards how ministers now deal with the problem. In the past, 

we may have expected them to intervene directly in the running of the NHS. The phrase 

‘command and control’ was a feature of the previous Labour government. Now, they may 

decide to criticise the decisions of public bodies without intervening to change them. For 

example, Norman Lamb, care services minister, criticized an NHS England decision as 

‘flawed and unacceptable’ (Campbell, 2014) but ministers did not intervene to make such 



decisions more consistent with their aims (similar criticisms, rather than interventions, can be 

found in Department of Health, 2011: 8-9).  

This kind of outcome may also produce consequences for group-government relations. In the 

past, groups may have focused successfully on ministers and civil servants in government 

departments. Now, ministers may take a ‘hands off’ strategy and civil servants may have 

moved on to public bodies like NHS England, prompting groups to engage in complicated 

strategies to ensure influence throughout the public sector – or, at least, highlight the 

inconsistencies between ministerial policies, public body practices, and outcomes (see, for 

example, several letters to the Guardian, including by a group of mental health charities 

(Duggan et al, 2014) and practitioner groups (Carter et al, 2014)). 

Mental health as the ultimate cross-cutting issue: public mental health, wellbeing, 

prevention and early intervention 

The idea of public mental health takes our analysis one stage further, involving a similar 

focus on outcomes, cross-cutting policy problems, and local delivery and coordination, but 

also a stronger sense of ambiguity when we think about the relationship between mental 

health and policies on ‘prevention’ and ‘wellbeing’. Policies for mental health which focus on 

wider determinants of health become joined, increasingly, to strategies to identify 

connections between socio-economic status, housing, education, employment and health, and 

are often built on the hope that ‘prevention’ strategies or ‘early intervention’ will address may 

problems before they become acute (Cairney and St Denny, 2014). Prevention can involve 

primary, secondary and tertiary measures.
v
 As a philosophy of government, it has the ability 

to become a focal point for government action, based on the promise that preventive 

measures can address inequalities and/ or costs, either to public service provision or the 

economy (Billis, 1981: 367; for example, the Department of Health, 2010: 46 makes 

reference to ‘working-age ill health … costing England £100 billion a year’ and 2012a: 2 

makes reference to inequalities).  

However, it may also represent the ultimate example of the unclear links between policy 

philosophies and detailed policies and outcomes, since it is difficult to know what policy is, 

who is responsible for outcomes and how we would measure their success. At least, in the 

case of ‘parity’, we can use measures such as funding (largely under the aegis of a single 

department) to generate a sense of progress. With public mental health and prevention, the 

aims may be too broad and responsibilities too cross-cutting. This problem may be 

compounded by the nature of many aspects of mental illness which are not preventable in the 

same way as unhealthy behaviour. Further, if a key measure of the success of early 

intervention is a long term shift from acute to primary or early intervention services, mental 

health presents unusual problems, since it is difficult to imagine that preventative policies 

will reduce the need for, or cost of, acute and ‘crisis intervention’ care.  

Scotland’s ‘decisive shift to prevention’ and England’s Healthy Lives, Healthy People  

The Scottish Government (2011) made a commitment to engage in a ‘decisive shift to 

prevention’ across government, to help reduce inequalities and respond to reduced budgets. 



This agenda goes hand in hand with the reform of public services, to devolve delivery to local 

authorities (charged with stating, in annual strategy documents, how they will take forward 

this broad agenda), ‘community planning partnerships’ (networks of local authorities, public 

bodies, and stakeholders including groups from the third and private sector), share 

responsibility with the public sector for policy success, focus on longer term outcomes related 

broadly to measures of community wellbeing, and aim ‘to empower individuals and 

communities receiving public services by involving them in the design and delivery of the 

services they use’ (Commission of the Future Delivery of Public Services, 2011: vi).  

As a broad policy aim or philosophy, prevention can be linked to a wide range of initiatives 

linked to improving wellbeing, including a focus on: person-centred care and an ‘assets 

based’ approach (focusing on the assets people have, not their problems or limitations) to 

help design services, or ‘recover’ from addiction; social networks to address the mental 

health effects of isolation; and, community-wide initiatives to focus specifically on ‘the needs 

of deprived areas and populations’ (2011: 28-32; 59).  

Primary prevention and service reform themes also tie closely to the Scottish Government’s 

(2012) mental health strategy for 2012-5: ‘Self-help, self referral, self-directed, self 

management and peer to peer are all concepts that will only grow in importance and which 

demand a different mindset and approach to service design’. There is a strong focus on early 

intervention, linked to the Scottish Government’s Early Years Framework which focuses on 

child development from pregnancy to 3 years old, and initiatives such as the Family Nurse 

Partnership (a US programme also rolled out in England, to direct resources to support 

vulnerable first time mothers - 2012: 19), and its programme of early detection, built on the 

idea that the ‘risk of long-term negative personal and social outcomes, including school 

disruption, family stress and dysfunction, mental health problems, loss of employment 

productivity, social isolation, drug and alcohol problems, as well as crime and antisocial 

behaviour’ can be ‘predicted by externalising behaviour at age three’, and addressed through 

intensive parenting programmes such as ‘Triple P and Incredible Years’ (2012: 20).  There is 

also some focus on inequality of access based on gender, sexuality and ethnicity (2012: 30), 

on examining the underlying causes of behaviour such as self-harm and eating disorders, 

linked to the broad theme of ‘distress’ (2012: 34-5), and developing a framework to support 

‘wellbeing in later life’ (2012: 36). 

In cases of severe and enduring illness, the distinctiveness of this focus is often less clear. 

The pursuit of parity between mental and physical health services suggests a focus on 

secondary (to identify risk groups and focus resources) and tertiary prevention (to stop a 

condition or its effect from worsening), producing targets on measures such as: reducing 

psychiatric in-patient re-admissions (2012: 6); reducing the suicide rate (2012: 7); 

introducing a target of receiving CBT within 18 weeks of referral, and to align the prescribing 

of antidepressants with clinical guidelines  (2012: 8); rolling out alcohol brief interventions 

(2012: 32); and, reducing the wait for Child and Adolescent Mental Health Services 

(CAMHS) treatment from ‘26 weeks by March 2013’ to ‘18 weeks by December 2014’, 

partly by growing the workforce (with further commitments related to looked after children 

and learning disability) (2012: 8; 23; although see Ward, 2015). The Scottish Government 



(2012: 11) also seeks to incorporate a focus on ‘prevention, anticipation and supported self 

management’ by directing resources to early detection, seeking a notional hierarchy of 

treatment, from community treatment and home treatment for crisis prevention, to ‘day case 

treatment’ in hospitals and then in-patient care (2012: 11; 39), and seeking to improve the 

physical health and employability of people with severe and enduring mental illness (2012: 

43-6).  

These themes seem to be just as central to the UK Government’s modern articulation of its 

public health strategy. In its White Paper, Healthy Lives, Healthy People (Department of 

Health, 2010a: 20; 32), it highlights several links between mental and physical health (for 

example, people with mental illness die younger and are more likely to engage in unhealthy 

behaviour), and the need to help people improve their ‘wellbeing’ and ‘resilience’. It also 

makes a commitment to ‘localism’: identifying the need to address public health and 

inequalities, but delegating policy to Public Health England and identifying the main driver 

of policy coordination in Directors of Public Health at the local authority level (2010: 7). This 

public mental health strategy: 

‘Complements A Vision for Adult Social Care: Capable Communities and Active 

Citizens
 
in emphasising more personalised, preventive services that are focused on 

delivering the best outcomes for citizens and that help to build the Big Society … The 

Government is radically shifting power to local communities, enabling them to 

improve health throughout people’s lives, reduce inequalities and focus on the needs 

of the local population … There has not been enough focus on the root causes of ill 

health. Mental and physical health and wellbeing interact, and are affected by a wide 

range of influences throughout life’ (2010a: 4; 7; 21; 23; see also 2010b).  

There is a strong emphasis on the rejection of ‘top-down initiatives and lectures from central 

government’ in favour of a ‘new approach’ which: ‘gets to the root causes of people’s 

circumstances and behaviour, and integrates mental and physical health’; links wider factors  

‘such as education, employment and the environment’ to health inequalities; focuses on 

environmental (rather than biological or genetic) causes of many mental illnesses, such as 

domestic violence and the effect on children of witnessing violence; and, signifies a shift of 

policy responsibility, ‘to be shared right across society – between individuals, families, 

communities, local government, business, the NHS, voluntary and community organisations, 

the wider public sector and central government’ (2010a: 36). Further, as in Scotland, local 

authorities, now in charge of the health and wellbeing of their populations (since 2013), must 

state how they are addressing this agenda in strategy documents (Learmonth, 2015). 

Does prevention and wellbeing mean everything and nothing? 

These broad ideas of prevention and wellbeing raise common problems for both 

governments, including that many worthwhile ‘preventive’ measures often exacerbate 

inequalities and do not reduce costs. The latter may be a particular problem in mental health 

acute services, as described starkly by Faye Wilson, chair of the British Association of Social 

Work’s mental health reference group: ‘The government’s mental health strategy says 



intervene early, intervene with communities, and intervene with children. That’s laudable and 

absolutely right. But with no additional resources? Amid all the cuts, how do you balance 

early intervention while still intervening at the top end?’ (Community Care, 2012). Or, a 

combination of prevention and localism can be a tempting solution for governments, since 

they can reduce budgets at the same time as delegating responsibility for policy outcomes to 

local authorities and their partners, knowing that they can exhort local public bodies to shift 

to preventative policies to reduce long term costs even though long term policymaking 

suffers during periods of austerity (Parsonage, 2010). 

Further, these policy aims are so broad that, to all intents and purposes, we may not know 

how they play out, in terms of practices and outcomes, unless we get a sense of policy and 

policymaking in multiple government departments, and examine how partnerships and 

strategies emerge across multiple levels and types of government. The combination of 

policies for mental health, public health, and prevention becomes so broad that everything is 

connected, prompting the possibility that preventive public mental health means everything 

and nothing. Or, when policy aims are so broad and cross-cutting, the potential for policy to 

become incoherent rises, as each department pursues aims that either seem to contradict 

others, or a group-government consensus reached by one department is undermined by 

another. 

Perhaps the starkest examples come from UK Government policy, in which a focus on 

wellbeing can involve positive frames, relating to the production of new measures of 

happiness to compete with GDP as a measure of a country’s progress (Bache and Reardon, 

2013), or rather negative frames about anti-social behaviour, when a focus on ‘prevention’ 

and an appeal to the root causes of inequalities is be used to describe its new agenda on 

‘Troubled Families’, in which the government seeks to identify a core group of families with 

intergenerational problems (regarding unemployment, chaotic lifestyles and low education 

attainment) and ‘turn them around’ in a relatively short space of time (Department for 

Communities and Local Government, 2012). Or, public mental health and an ‘assets based 

approach’, can be combined with the UK Government’s framing of economic inactivity and 

excessive welfare dependence, to describe its controversial reframing of social security 

policy, beginning with Dame Carol Black’s (2008) review, Working for a Healthier 

Tomorrow, which recommended a major reform in the way that people are assessed for 

unemployment related benefits: ‘The paper-based sick note should be replaced with an 

electronic fit note, switching the focus to what people can do and improving communication 

between employers, employees and GPs … Government should pilot a new Fit for Work 

service based on case-managed, multidisciplinary support for patients in the early stages of 

sickness absence, with the aim of making access to work-related health support available to 

all’. The implementation of this idea is perhaps now (as with legislative reforms from the late 

1990s) the most criticised aspect of government policy by the mental health third sector, even 

though it can be framed as an important case of preventive public health (BBC News, 2012).  

Scotland is also not immune from these problems, since any way to give meaning to a broad 

strategy will produce winners and losers, as some initiatives catch fire and others are rejected 

according to new criteria. In mental health, the effect may be on particular ‘categories’ of 



illness or service, since a focus on recovery, early intervention or prevention may relate 

primarily to depression, the most common and understood condition which is relatively 

straightforward to destigmatise, prevent (or address early) and roll out (by encouraging 

people to recognise a problem and seek services). It has the potential to contrast with severe 

and enduring medically defined conditions, such as bipolar disorder or schizophrenia, which 

are more difficult to understand and address, provide less-recognised benefits (preventing the 

worsening of conditions), and are more likely to involve relatively expensive services which 

are less conducive to personalised delivery (many people reject the idea that they have a 

problem and will refuse to commission services). There remains great potential to exacerbate 

inequalities driven by mental illness while improving mental wellbeing within the population 

as a whole, while a large number of local authorities and their partners are simultaneously 

trying to make sense of a new policy agenda and reduce the costs to deliver it. 

Conclusion 

Mental health policy exemplifies the nature of policymaking in a complex system, in which 

policymaker attention can lurch dramatically from one issue to another, and they may draw 

on quick, emotional judgements to treat different social groups as deserving of government 

benefits or sanctions. Different rules develop in many parts of government, producing 

unpredictable outcomes when, for example, well-established rules and relationships within 

the Department of Health cross-cut with criminal justice agendas in the Home Office, and 

welfare and employability reform in the Department of Work and Pensions. Long term 

changes in group-government relationships – from primary consultation with the medical 

profession, to an increasing role for the third sector and service user groups – are often 

undermined by tensions over salient policies such as legislative and welfare reform. There 

has often been a strong events-driven agenda based on high profile cases of mental health 

related violent crimes, combined with government responses that have been criticised by 

mental health groups. We can see long term ‘paradigm’ shifts, such as from a focus on 

institutionalisation towards community and personalised care, but without a sense that it is 

always based on the development of a new way of thinking about mental health (the 

endurability of the ‘medical model’ is still significant) rather than an economic imperative.  

Each of these elements could contribute to a sense of complexity: policymakers juggle anti-

stigma and stigmatising judgements about how to treat mental health; policy is processed in 

multiple institutional settings which often seem inconsistent with each other; group-

government relations exhibit long term shifts but short term instability; there is no clear 

picture on paradigm change; and, the reaction of policymakers to events can knock well-

established strategies and relationships off course. When combined, they suggest that the 

world of policymaking is too complex to predict or fully understand. They expose slogans 

such as ‘joined up’ or ‘holistic’ government as attempts to give the appearance of order to 

policymaking when we know that: policymakers can only pay attention to a small portion of 

the issues for which they are responsible; they delegate or devolve most decisions; different 

understandings of policy problems, and the rules used to solve them, develop across 

government; and, policy outcomes ‘emerge’ at local levels.  



The idea of ‘complex government’ can also be used to reject the idea – associated with the 

‘Westminster model’ - that power is concentrated in the hands of a small number of people in 

central government (Cairney, 2015). Instead, governments develop strategies to deal with the 

fact that their powers are rather limited in practice.  Consequently, there is a profoundly 

important tension between the reality of complex government and the assertion of 

government control and accountability. Policymakers have to justify their activities with 

regard to the idea of accountability to the public via ministers and Parliament. We expect 

ministers to deliver on their promises, and few are brave enough to admit their limitations. 

Yet, the reality of government is that they cannot take meaningful responsibility for decisions 

and outcomes that appear to be out of their control – so, instead, they look for new ways to 

share responsibility with other actors. This has a reinforcing effect on the difficulties of 

understanding the system, since localism agendas produce a large number and wide range of 

‘policymakers’ using short-cuts to make decisions, developing their own institutions, 

networks and ways of thinking, and reacting to policy conditions that vary markedly across 

the UK.  

This conclusion presents a major problem for traditional notions of democratic 

accountability: if our understanding of mental health policy and policymaking is so limited, 

how can we identify the extent to which policy is ‘coherent’ and hold elected and unelected 

policymakers to account for the outcomes of their choices? This is a particular problem when 

we consider the broad aim of governments to shift resources towards early intervention and 

preventative policies, from acute to primary care, or from physical to mental health: how can 

we generate a broad sense of perspective to assess the extent to which these changes are 

happening? 
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i
 Mental health is a remarkable source of inequality in relation to factors such as healthy behaviour (including 

smoking), health (there is a strong link between mental health and mortality), employment opportunity, the 

prison population, and vulnerability to assault (Department of Health, 2011c; Rosenfield and Mouzon, 2013; 

Khalifeh et al, 2015) 
ii
 See for example Department of Health (1999: 6) which uses the language of ‘evidence based medicine’ 

(Oliver et al, 2014) to describe a hierarchy of evidence underpinning the policy strategy.  
iii

 Also note the uneasy balance to describe broad and general mental health services: ‘Most people who suffer 

from mental illnesses are vulnerable and present no threat to anyone but themselves. Many of these patients 

have not been getting the treatment and care they need partly because the system has found it so difficult to cope 

with the small minority of mentally ill people who are a nuisance or a danger to both themselves and others’ 

(1999: 2). 
iv
 Women are twice as likely to be affected by (or, at least, seek treatment for) depression (and women are less 

likely to feel safe in hospital, and more likely to be carers of service users), young men are at higher risk of 

suicide, BAME groups are more likely to de diagnosed with mental disorder and subject to compulsory 

detention, there are higher rates of mental illness in prisons, and a range of factors contribute to mental illness: 

unemployment, growing up in a poor household, domestic violence, childbirth, homelessness, physical illness, 

drug and alcohol misuse (1999: 13; see also Department of Health, 2011b). 
v
 Primary prevention – stop a problem occurring by investing early and/or modifying the social or physical 

environment. Focus on the whole population.  Secondary prevention – identify a problem at a very early stage to 

minimise harm. Identify and focus on at-risk groups. Tertiary prevention – stop a problem getting worse. 

Identify and focus on affected groups (Gough, 2013: 3). In other words, it has the potential to range from a 

whole population medical inoculation to the Troubled Families programme. 
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