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Why Isn’t Government Policy More Preventive? 

Chapter 8 – Prevention and mental health 
In health policy, the conditions to support prevention policy are not yet apparent. Attention is 

low or fleeting, ambiguity is high, and debates on the meaning and application of prevention 

policies are wide. A supportive policymaking environment, producing regular windows of 

opportunity for specific policy changes, is difficult to identify.  

Such problems are accentuated when prevention and public health meets mental health. 

Recently, there have been meaningful calls for greater attention and resources to mental health 

policy, to pursue ‘parity’ between mental and physical health, and to stress the need for ‘public 

mental health’ to play a larger part in the public health agenda. However, this agenda remains 

in its infancy following decades of relative neglect, low public and policymaker attention, and 

uncertainty about what public mental health means (beyond the vague aim to promote mental 

wellbeing and prevent mental illness). At the same time, other policy agendas may undermine 

these fragile developments, such as when employment policy reforms affect the ability of 

people with mental ill health to receive social security benefits. 

In this context, we show that a firm commitment to public health and mental health is not 

enough to guarantee the success of preventive mental health initiatives. Rather, both fields face 

the major obstacles that we outlined in the first half of the book. They involve ambiguity, since 

‘mental health policy’ can refer directly to a range of issues including wellbeing, depression, 

dementia, severe and enduring illness, and mental illness related to crime (and indirectly to 

issues on disability and employment). Policies can include legislation to deprive people of their 

liberty, crisis intervention, suicide prevention, the prescription of medication, the provision of 

cognitive behavioural therapy (CBT), policies to address drug and alcohol dependence, the 

funding of public mental health, the broad commitment to ‘parity’ between mental and physical 

health, and work-related benefits. They also involve complexity, since mental health policy 

intersects with other policy agendas across a complex policymaking environment, including 

preventive health policy, post-war ‘deinstitutionalisation’, the New Labour’s focus on crime 

and anti-social behaviour, and the Coalition and Conservative government’s ‘localism’ agenda, 

welfare and employability reforms, and increasing attention to the concept of ‘wellbeing’.  

Mental health also accentuates policymaking complexity. Policy is delivered at multiple levels 

and by many types of government. Some policies address mental health specifically, while 

others relate more broadly to, for example, healthcare, social policy, crime, or employability, 

all of which can produce unintended consequences on mental health policy. 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’. Further, mental health has traditionally been 

lower on the policy agenda than physical health, presenting even fewer windows of opportunity 

for change. 
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To explore this intersection between mental and public health, we combine our theoretical 

approach with new empirical data, including documentary analysis and approximately 40 semi-

structured interviews conducted in 2006-7 and 2014-5. First, we provide context by describing 

what a ‘window of opportunity’ might look like in mental health policy. Second, we explain 

key developments and long term trends, before and after devolution in 1999. We identify a 

greater propensity of governments in the modern era to modify their thinking on mental illness, 

to change portrayals of target populations, and encourage some shift of emphasis from a 

paternalistic focus on in-patients treated by psychiatrists towards the inclusion of service users 

in the more local design of services.  

Third, we draw on our discussion of complexity to identify the mental health policymaking 

environment containing many actors, their ways of thinking, the rules they follow, the networks 

in which they participate, the socioeconomic context in which they operate, and their use of 

knowledge to underpin decisions. This focus allows us to explain how a new source of 

preventive thinking interacts with well-established ways of doing things in public bodies. It 

also helps us explain the gap between policymaker expectations and policy outcomes that we 

describe in Chapters 1 and 7. Such gaps have been a regular feature of policy studies for 

decades, but mental health policy highlights the willingness by central governments to devolve 

authority and build an ‘expectations gap’ into policy design. Finally, we show how modern 

reforms of social security and employment policies intersect with mental health. 

What does a window of opportunity for prevention mean in mental health?  

Mental ill health is a major cause and result of health inequality. First, ‘people with mental 

illness die on average 15–20 years earlier than those without’ and are more likely to engage in 

unhealthy behaviour (Chief Medical Officer, 2014: 12; 217; Scottish Government, 2017: 7). 

Second, it exhibits the socioeconomic causes of health inequality for adults and children 

(Pickett and Wilkinson, 2010; Roberts, 2017). In adults, the limited effectiveness of 

interventions such as ‘evidence-based interventions for depression and anxiety problems’ 

relates to a two-fold problem: ‘the prevalence of mental health problems is greater in poorer 

areas and … these areas had lower average recovery rates’ (Delgadillo et al, 2017: 1). ‘Social 

deprivation is a significant predictor’ of the outcomes of interventions (Clark et al, 2017: 7).  

Further, key prevention governance principles are particularly relevant to mental health. For 

example, a grass roots and third sector agenda, to involve service users in the design of public 

services, developed in mental health before New Labour’s prevention agenda took off (6 et al, 

2007: 31; Rogers and Pilgrim, 2001). We can identify a wide range of initiatives associated 

with prevention and wellbeing, including a focus on: person-centred care and an ‘assets based’ 

approach to help design services or ‘recover’ from addiction (focusing on the assets people 

have, not their problems or limitations); 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’ (Commission of the Future Delivery of Public Services, 2011: 28-32; 59; 

Bache and Reardon, 2013). 

Yet, the idea of ‘public mental health’ also sets the highest bar for preventive policymaking. 

Mental health is low salience, producing the inability to compete for attention and resources 
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with physical healthcare. Policymakers often perceive public mental health aims to be too 

broad, and responsibilities too cross-cutting, to make sense of. The policy problem also seems 

relatively ‘wicked’ because many aspects or types of mental illness are not preventable in the 

same way as unhealthy behaviour (Hannigan and Coffey, 2010).  Consequently, Hannigan and 

Coffey (2010: 221-3) argue that there has been a rise in government attention to mental health 

and public health from the 1990s, but: 

 policymakers have been engaging with problems that they do not understand  

 their policy solutions have produced major long term unintended consequences  

 there are unusually high levels of path dependence in mental health, relating primarily 

to the shift from acute/ institutional to preventive/ community based policies. 

Further, the social construction of target populations is distinctive. Both physical and mental 

health may remain dominated by a bio-medical model, but there is an additional debate on the 

nature of mental illness and the extent to which it relates to highly contested notions of (normal 

versus) deviant behaviour (Pilgrim, 2005). There is greater routine involvement by other 

professions, such as the legal profession in relation to human rights and the deprivation of 

liberty without trial (Kelly, 2008: 62-3; Pilgrim, 2007; Cutliffe and Hannigan, 2001; Anderson, 

2003; Paterson and Stark, 2001; Cairney, 2009a).  

In this context, actors compete to make sense of multi-layered complexity, produce simple but 

profound rules for healthcare institutions to follow, and promote social constructions of target 

populations to influence how they receive government benefits and burdens.  Possible agendas 

can focus on identifying deviants, regarding the rules on depriving people of their liberty, 

dependents, during a shift from institutional to community services, contender status, as mental 

health groups seek resources for negatively portrayed populations, and some (limited) 

movement towards advantaged status, as the funding for mental health services and inclusion 

of mental health in public health initiatives rises on the policy agenda from a low base 

(particularly among the ‘deserving’ ill such as pregnant women benefiting from prenatal care 

– interview, third sector group, 2015). 

Consequently, it is difficult to know exactly what a successfully-exploited window of 

opportunity for preventive mental health policy would look like. However, we can follow 

Chapter 7’s lead to identify long terms trends in policy and practice which reflect and reinforce 

three dynamics of policy change:  

1. new ways of resolving ambiguity by redefining mental health as a policy problem 

2. a policymaking environment more conducive to prevention policy 

3. specific windows of opportunity for agendas such as mental/ physical health parity and 

public mental health.  

Long term trends in mental health policy and policymaking 

Pre- and post-WW2 trends in UK policy and policymaking can be linked to long-term changes 

in the broad philosophies underpinning policymakers’ understanding of mental illness. There 

has been a long term paradigmatic shift from an era of institutional segregation towards modern 
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psychiatry, the rise of psychological alternatives, and modern ideas such as treatment based on 

‘recovery’, trauma, or wellbeing (Phillips et al, 2012; compare with 6 et al, 2007). Key long 

developments in thinking include: a move from the ‘Victorian asylums’, which demonstrated 

minimal attention to human rights and ability to treat people for illness, to the identification of 

environmental contributors to mental illness such as ‘shellshock’ following WW1, growing 

interest in out-patient treatment (Rogers and Pilgrim, 2001: 41-53), and a major push to 

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

community for older people and people with learning difficulties (Baldock et al, 2012: 299). 

Further, new thinking about mental health combined with cost-saving imperatives, hospital 

scandals in the 1970s regarding poor institutional care, the rise in pharmacological prescribing, 

and the development of community care alternatives.  

Although policy is notoriously difficult to define and measure (Chapter 1), we can identify the 

many possible links between mental health policies and the prevention agenda. For example, 

the trends we describe contributed to: 

 A 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). 

The 2015 figure for England was 20000, prompting the Royal College of Psychiatrists 

to commission a review into insufficient capacity (Smith et al, 2015). There were 

similar shifts in Scotland, although it has more per capita bed capacity (Cairney, 2009: 

686). Put starkly, after such a historic shift from hospital beds to community care, it is 

difficult to envisage additional ‘cashable’ savings from mental health prevention 

initiatives.  

 The development of legislation built increasingly 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, 

partly at the expense of a ‘social psychiatry’ focus on social determinants of illness, 

(Smith, 2015: 425). 

 An expansion of psychological therapies such as cognitive behavioural therapy (CBT) 

to address depression and anxiety. 

 A greater focus on early intervention for conditions such as psychosis (Radhakrishnan 

et al, 2017)  

 Preventive measures based on the promotion of good health as part of a broad attempt 

to broaden the scope of mental health to wellbeing. 

 Attempts to challenge mental health’s low status within the NHS and pursue parity 

between mental and physical health. 

Such shifts went largely in tandem with shifts in policymaking and consultation. The UK 

government has widened its consultation net, acted as a referee between often-competing 

groups, overseen a shift towards greater user involvement, and reduced the 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; Spandler et al, 2015); the intense post-war struggle of 
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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, to protect the 

rights to liberty of individuals or detain and treat individuals for the public good (Pilgrim, 2005: 

440).  

A coherent shift from institution to community, and from psychiatric to social ideas?  

However, we should not exaggerate the nature and speed of this shift. Rogers and Pilgrim 

(2001: 63) describe continuity in the ways in which policymakers thought about mental illness 

when processing post-WW2 legislation. They believed that psychiatrists could identify real 

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

patients could be treated effectively by a scientific profession with undoubted integrity. This 

belief contributed to successive Mental Health Acts, helped maintain a substantial role for 

hospital treatment, and hindered the funding and development of community based 

alternatives. Any movement towards greater third sector and user involvement should also be 

seen within this medical understanding of mental illness. 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 mental health policy change. For example, 

early mental health legislation exacerbated a classic problem: it helps deprive people of their 

liberty while insisting in legislation that this act has to be accompanied by a right to therapeutic 

care while detained, but without actually ensuring that adequate care is in place (2001: 79). The 

1983 Act 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 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 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).  

Policy change also took place at a time when politicians faced dilemmas regarding social 

attitudes 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) Further, a small population 

receiving ‘forensic’ mental health-related services receive the highest level of often-sensational 

media and public attention, compared to broader issues of depression in the population (the 

most populous group) and the adequacy of NHS, community and ‘preventive’ services 

(Cairney, 2009a). 

The Mental Health Act 2007: a major blip in long-term trends? 

This juxtaposition of (a) long terms trends towards more progressive policy, and (b) public, 

media, and politician attention to mental health and criminal behaviour, highlights one major 

blip in long term policy change: the process, from the late 1990s, to develop a new Mental 
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Health Act for England and Wales (Cairney, 2009a: 676). It represents a major break in policy 

and policymaking trends, and a partial shift in the social construction of mental health 

populations, from vulnerable people with rights to services to people potentially dangerous to 

the public. It shifted the rhetorical balance from individual rights to liberty and adequate 

services towards a concern for public safety, including a major focus on preventing crimes by 

‘dangerous people with severe personality disorder’ (DSPD) (see also the relationship between 

personality disorder and Imprisonment for Public Protection, in Sainsbury Centre for Mental 

Health, 2008).  

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

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

extensive efforts by governments to generate agreement between psychiatric and third sector 

groups on the balance to be struck between the deprivation of liberty to oblige treatment and a 

rights-based approach to secure appropriate services.   

A departure from this policy style produced a 10 year stand-off between the UK Government 

and the ‘Mental Health Alliance’ consisting of almost all relevant professional and third sector 

groups. The new policy went through several iterations, and received substantive pre-

legislative scrutiny, but did not change in a way that satisfied the 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 European Convention on Human Rights 

requirements (2009:  686). The 1983 Act remains ‘the main piece of legislation that covers the 

assessment, treatment and rights of people with a mental health disorder’ (NHS, 2016). 

Many issues remained unresolved, and the 1983 and 2007 Acts were still in need of further 

reform to deal with issues regarding, for example: 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; the disproportionate use of CTOs for Black patients; 

and, the role of preventive detention for public protection (Health Committee, 2013a; 2013b; 

Annison, 2014). The Policing and Crime Act 2017 addressed the relationship between police 

detention to provide a ‘place of safety’ (under s136 of the 1983 Act) but not the low hospital 

capacity to provide treatment (Chalmers, 2017). 

This experience of UK government policymaking contrasts with Scottish policymaking, in 

which the government secured consent for controversial aspects of policy which addressed 

similar issues of public safety and individual rights. Their respective mental health legislative 

reforms symbolise one of the starkest – albeit largely unrepresentative (Chapter 4) – examples 

of profound difference in UK and Scottish policy styles (Cairney, 2009a). Scotland’s Mental 

Health Act 2003 contained the same controversial measures on community treatment orders, 

producing the potential to use the Act more extensively without being constrained by hospital 

capacity. 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 (2009: 683). It then 
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amended legislation in the Mental Health Act 2015 to ‘allow service users with a mental 

disorder to access effective treatment quickly and easily’ and ‘enhance service users’ rights 

and to promote service users’ involvement in their treatment’ (Scottish Government, 2018). 

Back on course: the pursuit of parity between mental and physical health 

The UK government’s problematic legislative reform played out while the Department of 

Health was pursuing a more progressive agenda on mental health services and governance. In 

1999, the National Service Framework (NSF), a 10-year plan, became a vehicle to generate 

consensus on key principles, suggesting that: policy should help destigmatise mental health, 

most mental health patients are ‘vulnerable rather than dangerous’; and, there should be parity 

between attention to, and services for, mental and physical health (Cairney, 2009: 685). It stated 

that people with ‘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 NSF’s pursuit of ‘parity’ between mental and physical health services was based on a 

combination of arguments also found in the Scottish Government’s (2012: 1) approach. First, 

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 such as anxiety or depression in their lives, and tries to relate this to as-common 

physical conditions such as asthma. Second, it recommends whole-population and targeted 

health promotion, based on risk factors for depression and mechanisms to identify high risk 

and the need for early intervention. Third, mental health should receive more attention, and be 

better understood, to help reduce stigma and encourage people to seek treatment. Fourth, 

mental health ‘should have the same priority as coronary heart disease’. Fifth, funding for 

mental health services should rise substantially (an extra £233m per year – or £377 in 2017 

prices - over three years). Sixth, 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’ (foreword by Secretary of State for Health, Department of Health, 1999: 1). 

However, it also adds a strong note of caution about the likely speed of progress. It highlights, 

for example, the initial need to fill ‘gaps’ in institutional care for severe and enduring mental 

illness, and for a ten year plan to recruit and train specialist staff (1999: 7). This caution was 

reflected in practice, in which most investment went to institutional care and almost none to, 

for example, mental health promotion or stigma campaigns. 
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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. 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. Change management requires 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). 

Indeed, the more recent pursuit of parity for England – No Health Without Mental Health 

(Department of Health, 2011a: 2; 2011b; 2011c) – symbolises a lack of long-term change and 

a sense that government commitment to policy change is no guarantee of its occurrence. On 

the one hand, NHWMH reinforces or goes further than NSF themes. It contains a major 

principle, ‘We are clear that we expect parity of esteem between mental and physical health 

services’. It also has a set of aims on improving mental health in the population, including: 

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 seeking reduce the stigma associated with 

mental illness via the Time to Change campaign (2011a: 6). Its focus on prevention is far 

stronger than the NSF, which focused more on acute services and secured minimal investment 

in prevention-focused initiatives, while the roll out of Improving Access to Psychological 

Therapies signals a greater practical commitment to key services (interview, King’s Fund, 

2015).  

On the other hand, the 2011 strategy ran alongside a rhetorical shift from social determinants 

towards individual choices, an agenda which often seems to represent political cover for 

reducing service costs (chapter 6). In that sense, it provided no more assurance than the NSF 

regarding successful implementation. Indeed, eight years later, the Centre for Mental Health’s 

(2019: 1) description of ‘approaches designed to promote good mental health and prevent 

mental ill health’ (to inform the UK government Green Paper consultation on prevention - 

Chapter 7), suggests limited progress: 

prevention activity has for a long time been limited by a lack of priority and resources 

afforded to it. And opportunities to work across public services to support better health 

and reduce inequalities have not systematically been taken. 

Further, terms such as ‘recovery’ are ambiguous and therefore too-easily used in a misleading 

way. In an ideal world, they are connected to underpinning stories of how they began to ensure 

they are used to encourage policy change: ‘recovery’ was used initially by service users to 

challenge the way they were treated in health services, while ‘peer support’ described ‘people’s 

own agency in their lives and their own definitions of support. Initially, both were critical of 
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longstanding psychiatric assumptions’ (Beresford and Russo, 2016: 271). If not, they may 

symbolise the difference between policy change that, at face value, seems most in spirit with 

the prevention (and parity) agenda’s focus on user-led definition and design but, on further 

inspection, is used by governments to co-opt the language of a social movement to rebrand its 

preferred approach: 

the idea of ‘recovery’, which held the promise of reducing stigma and ending the 

tendency to write off service users as ‘untreatable’, has been used by policy-makers to 

force people into employment and cut short support … Meanwhile the introduction of 

a peer workforce into services has increasingly been used to restrict access to 

professional help and create a corps of low or non-paid ancillaries instead, often 

assimilating rather than equally valuing the experiential knowledge of service 

users (2016: 272). 

Public mental health: ‘Healthy Lives, Healthy People’ 

We can paint a similar picture about the UK Government’s public mental health commitment 

(Department of Health, 2010a: 20; 32). It highlights several links between mental and physical 

health, and the need to help people improve their ‘wellbeing’ and ‘resilience’. It also makes a 

commitment to ‘localism’ by identifying the need to address public health and inequalities, but 

also 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’s SOAs 

(Chapter 6), local authorities 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). 
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The pursuit of preventive and public mental health in Scotland 

In Scotland, prevention and service reform themes tie closely to the Scottish Government’s 

(2012) mental health strategy for 2012-15: ‘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 (2012: 19), and its programme of early detection (Chapter 9).  

Each early intervention is 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 some focus on inequality of access based on gender, sexuality and 

ethnicity (2012: 30), 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). 

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).  

In cases of severe and enduring mental illness, a preventive focus is often less clear, partly 

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

secondary prevention (to identify risk groups and resources) and tertiary prevention (to use 

public services stop a condition or its effect from worsening). The Scottish Government 

produced 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 (2012: 8; 23; although see 

Ward, 2015). 

The Scottish Government (2017) renewed this strategy after five years. As with the continuous 

renewal of UK strategies that we describe in Chapters 5 and 7, a frequently-renewed strategy 

could project a sense of cumulative long-term progress (such as to reinforce a user and human 

rights-based approach, and maintain legislation to make sure it is ‘fit for purpose’ – 2017: 33). 

It can highlight newer priorities, such as to use mental health services to keep people in work 

or support them back to work (2017: 33). It can also produce unintended consequences when 

it describes very similar aims to project the sense that have not progressed far. As Booth (2019) 
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suggests, ‘self-management’ appeared in Scottish Government strategy in 2005, which makes 

the sentence – “There needs to be a strategic shift towards recovery models focused on assets, 

strengths and self-management terms such as ‘self-management’ connect strongly to the idea 

of user-led recovery” (Scottish Government, 2017: 35) – seem like an acknowledgement of 

limited progress, akin to the ‘decisive shift of prevention’ in 2011 (Chapter 6). Further, like 

Beresford and Russo (2016: 271), Booth (2019) argues that the ambiguity of terms like ‘self-

management’ allows them to be connected rhetorically to a singular idea of user-led 

approaches while actually maintaining the existing mixture of often-contradictory approaches 

(informed by governmental, medical, and user-led ideas). In such cases, the use of prevention-

style wording in vision documents gives little indication of what policy actually is and how it 

will develop.  

Do governments accept or encourage a continuous expectations gap? 

For both governments, an enduring theme in prevention policy is that interventions take a long 

time to produce positive outcomes, such as early years interventions designed to improve life 

chances from conception to late childhood. Yet, much of our analysis of health policy suggests 

that it would be a mistake to simply wait for a broad commitment to prevention to pay off. 

Rather, if we focus on Chapter 3’s concepts describing the policy environment, we can identify 

the continuous causes of a gap between expectations and outcomes that are not time-specific: 

 The diffusion of actors. Policy strategies are made by central governments but delivered 

by public bodies in partnership with each other and stakeholders. For example, in 

English public health, healthcare commissioning bodies had considerable control over 

the direction of services before powers were transferred to local authorities.   

 Institutions and path dependence. Preventive policies involve incremental changes to 

reduce reactive services in favour of public health, punctuated by healthcare crises that 

have the opposite effect.  

 Policy networks. Group-government relations are generally consensual when central 

government ministers, civil servants and groups agree broad principles and strategies. 

These relationships are not as well developed between non-departmental public bodies 

and groups, or they change during delivery.  

 Ideas and the role of knowledge and evidence. The evidence on the social determinants 

of poor physical and mental health, and on the success of interventions, is difficult to 

pursue when policymakers seek evidence of value for money and ‘cashable’ savings. 

Broad, long-term, and low salience policy aims struggle to compete with specific short-

term high-salience health care issues (Chapter 7). These ways of thinking undermine 

public and mental health. They also influence the uptake of interventions within mental 

health, such as CBT which is supported by governments partly because it appears to 

demonstrate value for money - in small trials with skilled practitioners, rather than a 

successfully scaled up programme - as a tool to enable people to return to work (without 

providing a greater ‘return on investment’ by preventing demand for mental health 

services). 

 Socioeconomic context and events. The advent of ‘austerity’ provides a double-edged 

sword. It has prompted attention to prevention as a way to reduce public spending. 
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However, in practice, central governments delegate responsibility to local public bodies 

and cut their budgets, which undermines their incentives to produce long term 

preventive policies. Further, strategies to promote the development of social and 

emotional skills – ‘resilience’, ‘character’, ‘empowerment’, ‘recovery’, and ‘assets’ –

emphasise the role of personal responsibility and act as a cover for reduced investment 

(chapter 5).  

Overall, we can identify a commitment to preventive policy in the abstract but not a 

policymaking environment conducive to its delivery. This is particularly true when worthwhile 

‘preventive’ measures exacerbate inequalities and do not reduce costs. The latter may be a 

particular problem in mental health acute services, as described by the British Association of 

Social Work: ‘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).  

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

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

authorities and their partners, and exhorting local public bodies to shift to preventive policies 

to reduce costs. The outcome is a policymaking contradiction, in which governments encourage 

and undermine long-term preventive policymaking (Parsonage, 2010). 

These concepts help us paint a general picture in which we expect a gap between expectations 

and emergent policy outcomes. However, public and mental health policy also demonstrates a 

willingness of governments to accept and often encourage that gap. Our interviews from 2014-

5 with mental health groups in the third sector, think tanks, and NHS (including MIND; Centre 

for Mental Health; Mental Health Foundation; King’s Fund; NHS Federation) present a 

consistent theme on policy for England: almost all groups welcome the rhetorical direction of 

central government mental health strategy. Further, interviewees such as Baroness Professor 

Hollins (interview, 2015) describes a wider ‘sea change in thinking and talking’ among NHS 

England following the appointment of Simon Stevens as chief executive in 2014.  However, 

most groups question the likelihood of policy delivery. The combination of progressive policy 

and delegated governance highlights a three-sided process of policymaking in which we can 

expect a continuous expectations gap.  

First, the UK government consults widely to generate widespread consensus behind vague 

valence statements, to encourage mental health parity, promote ambiguous policies such as 

‘recovery’ (Pilgrim and McCranie, 2013) and ‘wellbeing’ (criticised as too vague by the Chief 

Medical Officer, 2014: 14), and generate a sense of ownership across government departments 

and ‘employers, schools, local authorities and the voluntary and community sector’ 

(Department of Health, 2011a: 3).  

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

ensure this agenda makes a practical difference within health and community care services. 

The Department of Health (2011: 3) states that power is ‘moving away from the centre’ and, 
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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’. Further, 

many of the indicators of the strategy’s success relate to long-term outcomes, nascent measures 

of wellbeing, and a wide range of broad socio-economic indicators of public health.  Only some 

aims, such as a commitment to waiting times for cognitive behavioural therapy, come with 

‘hard’ measures of success that allow them to compete for resources with acute services 

(Department of Health, 2013; 2014). Even in such cases, people wait much longer for mental 

than physical health services (Chief Medical Officer, 2014: 207).  

Therefore, while such measures – focusing on outcomes, wellbeing, and self-directed care – 

are generally well received, the unintended consequence is that parity of service is difficult to 

define or secure. The mental health strategy relates to broad aims and long-term outcomes but 

healthcare strategies relate more to short-term high-stakes targets. This problem has been 

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). Mental health and public health struggle to 

compete with physical healthcare in terms of day-to-day targetry and performance 

management. Further, two of our interviewees (mental health group, 2015) described (a) a 

physical health bias and relative lack of consultation with mental health groups within Public 

Health England and many local authority public health officers, as well as (b) the proliferation 

of ‘true unbelievers’ – about the return on investment for early intervention for mental health - 

in senior NHS commissioning. 

Indeed, funding decisions by bodies such as NHS England undermined the parity strategy, and 

Westminster’s 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) regarding services for children or adolescents 

with complex needs. Key decisions reinforce existing problems in relation to population mental 

health, when services fail to prevent conditions from worsening, and to 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; Chief Medical Officer, 2014: 12; 100). Central 

governments also expect local authorities to demonstrate the value for money of short term 

projects, producing a tendency to recommission individual projects rather than plan 

comprehensively for the longer term (interview, King’s Fund, 2015). 

Third, UK ministers have tended to deal with the problem by criticising limited progress but 

refusing to step in. 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 New Labour government, 

but Conservative ministers also recognise the pressure to intervene in ad hoc ways during crises 

(chapters 3 and 5). Now, they criticise the decisions of public bodies without intervening. Most 

notably, Norman Lamb, Liberal Democrat care services minister 2012-15, criticized an NHS 

England decision as ‘flawed and unacceptable’ (Campbell, 2014) but ministers did not 
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intervene to make such decisions more consistent with government aims. Similar criticisms, 

rather than interventions, can be found in Department of Health discussions (2011: 8-9).  

This approach to governance produces unintended consequences for group-government 

relations and policy networks. In the past, groups have focused successfully on ministers and 

civil servants in government departments. Now, ministers take a ‘hands off’ strategy and many 

civil servants have moved on to public bodies like NHS England and Public Health England, 

prompting groups to engage in complicated strategies to ensure influence throughout the public 

sector. In many cases, groups describe limited access to these bodies. Or, they criticize publicly 

the inconsistencies between ministerial policies and public body practices (Duggan et al, 2014; 

Carter et al, 2014). In this case, most interviewees are describing policymaking for England, 

but we first identified this dynamic in Scotland: ministers form alliances with groups to produce 

broad strategies, but expect groups to pursue the delivery of policy outcomes with local public 

bodies, and groups experience new problems of access (Cairney et al, 2016; Cairney, 2013b; 

2014). Overall, a progressive approach to public and mental health policy change in the abstract 

intersects with path dependence in the real world. 

When mental health and ‘welfare to work’ policies collide 

These group-government relations in health often contrast with relationships with other 

departments. In particular, the UK government has reformed social security benefits to seek a 

major increase in the number of people ‘fit to work’. It has contributed to a shift in relations 

that became so ‘toxic’ with some groups that we choose to describe our original data as from 

multiple interviews from 2014-15, rather than make reference to specific and identifiable 

mental health organisations.  

This experience exemplifies the remarkable ability of UK policymakers and influencers to 

compartmentalise disputes (which can be a pragmatic way to make policy) in the same way 

that they compartmentalise policymaking (which can undermine joined up approaches such as 

prevention). Ministers enjoy positive relationships with groups on one issue while they, or their 

colleagues, are simultaneously at a major standoff with the same groups. This dynamic first 

appeared during the law reforms described above, in which (a) New Labour ministers (and 

often civil servants) in the Home Office and Department of Health were at complete 

loggerheads with the Mental Health Alliance over the reform of the mental health act, but (b) 

health ministers and civil servants developed a mental health services strategy (and the reform 

of the law on mental capacity) that had major buy-in from the MHA (see Cairney, 2009a for 

the full story).  

The modern equivalent is a twin-track approach in which ministers and groups have produced 

immensely high agreement on the mental health strategy around No Health Without Mental 

Health, while group relations with the Department of Work and Pensions deteriorated. 

Interviewees describe infrequent or ‘frosty’ meetings with ministers on the tone of social 

security reforms and their intended or unintended effects (which are difficult to separate 

without knowing the motives of ministers), including sanctions or the complete withdrawal of 

disability-related unemployment benefits.  
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To some extent, these reforms marked an acceleration or accentuation of a longer term policy 

agenda on employment and ‘employability’. Successive governments and Prime Ministers had 

emphasised the relationship between one’s social status and earning a living, and New Labour 

took on the mantra that ‘the best welfare policy of all is work’ (Hutton in Department for Work 

and Pensions, 2006: iv). Our Healthier Nation identified the need to support ‘healthier 

workplaces’ and prioritise the health of working-age people to improve productivity and 

wellbeing (Department for Health, 1998), and the New Deal for work included a series of 

policies to reduce unemployment, with a particular focus on people with disabilities or 

experiencing chronic or long-term health problems (Department for Work and Pensions, 2006). 

Successive governments have argued that being employed is good for your mental health – if 

it boosts a sense of self-worth and social belonging as well as income (Siegrist and Theorell, 

2009; van der Noordt, et al, 2014) – and therefore a key measure in the prevention of mental 

ill health. Yet, for many, the most relevant causal factor is reversed - ill health is not the result 

of their unemployment, rather unemployment is caused by ill health (García-Gómez, et al., 

2010) – and certain types of work (particularly when low paid) can be as bad for people’s 

mental health as unemployment (Siegrist and Theorell, 2009; Broom, et al., 2006). 

Further, governments relate employment increasingly to the vaguely defined idea of a 

‘knowledge economy’ which values the ability to generate and transform information and 

ideas. The assumption is that, to gain and retain employment in a rapidly changing labour 

market, people need transferable skills and the ability to continue learning and adapting. In this 

way, unemployment is explained not as the result of a lack of jobs, but as a result of individuals’ 

lack of aptitude: the jobs are there, if only people knew how to do them (this is ‘lifelong 

learning’ to avoid ‘social exclusion’ – see Chapter 9). Or, the problem relates to previous ways 

in which governments addressed disability and unemployment. Most famously, the Black 

Review (2008: 12) – commissioned and delivered by the DWP under Gordon Brown’s Labour 

government - recommended a shift from GPs issuing ‘the paper-based sick note’, to explain 

unavailability for work, towards the ‘electronic fit note’ to describe in more detail how 

available they are and what it would take to change their status.  Therefore, governments 

support or compel people to become prepared to gain and retain employment, and identify the 

social groups most at risk of not maintaining their employability (Department for Education 

and Employment, 2001; Department for Education and Skills, 2003). As such, employability 

programmes have long run the risk of undermining the mental health – or the recovery from 

illness among some groups - by compelling them to accept certain forms of work (Grove and 

Membrey, 2005; Gorvern and Piggott, 2013; Vinokur and Price, 2015). 

However, Conservative led governments appear to have taken these approaches to a new level. 

Current welfare reforms feature relatively strict work activation policies that make access to a 

wide range of benefits conditional on claimants’ efforts to find work (Mattheys, 2015), without 

obliging employers to make reasonable adjustments in relation to employability status 

(Dorrington et al, 2018: 537). They combine this programme with the increased use of non-

governmental bodies to deliver policy. For example, one of the highest salience issues regarded 

the ways in which private companies – and Atos in particular – interpreted the rules on 

disability to decide if someone was (a) not fit, (b) maybe fit, or (c) fit for work (and would 
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therefore be sanctioned if they did not find it). Group-government discussions were productive 

to some extent – with companies now more likely to assign people to ‘maybe fit’ categories 

(further, since these interviews, the UK government announced measures designed to ‘join up’ 

employability and disability measures – Department for Work and Pensions and Department 

for Health, 2017). However, groups argue that the idea of ‘supporting’ people into work 

remains a euphemism for obliging, and their ‘win’ following consultation is a mild reduction 

in stress and anxiety for the people they seek to represent. At the same time, our Scottish 

Government interviews suggested that they were working with the DWP (making policy for 

Scotland in this area) to seek agreement for more supportive, intensive and evidence-informed 

(Modini et al, 2016), but expensive Individual Placement and Support (IPS) scheme for people 

with severe and enduring mental illness. 

Conclusion 

Mental health policy exhibits a mixed picture of prevention-related policy change. There is 

clear evidence of long term policy change, much of which may prove to be conducive to 

prevention initiatives in the future, even if mental health policy usually seems relatively 

untouched by modern prevention strategies. These opportunities and obstacles relate to the 

three key concepts we explore in each case study: ambiguity, complexity, and windows of 

opportunity. 

First, when compared to physical healthcare, policymaker attention is relatively low and 

ambiguity relatively high in mental and public health. Historically, UK policymakers have 

addressed ambiguity in important ways, by reframing mental health as a policy problem and 

relying less on stereotypes of mentally ill people as deviants. This reframing helped change 

policy from a focus on institutional care and public safety towards more opportunities for 

community care, a greater focus on rights to liberty and access to services, and preventive 

initiatives such as a focus on mental wellbeing. This process has not been consistent or 

continuous, particularly when the UK Government pursued a high profile agenda on DSPD. 

There also remain major gaps between rhetoric and action, such as when individuals have the 

right to treatment but insufficient access, a focus on physical/ mental health parity remains 

difficult to translate, public mental health remains ambiguous and difficult to operationalise 

and monitor, user-led concepts such as recovery and self-management are co-opted by 

governments and public services, and wider employability reforms seem to undermine mental 

health.  

Second, issues of ambiguity feed into the nature of policymaking environments. Historically, 

UK and Scottish policymaking environments have changed to become more conducive to 

mental health policy change. Major institutional and ideational changes, measured for example 

in relation to bed capacity, prescribing practices, the legal rights of individuals, and the routine 

consultation of mental health third sector and user groups, all contribute to an environment 

conducive to new strategies on legal and service reform, summed up by a focus on parity.  

However, the policymaking environment seems far less conducive to the delivery of such 

modern aims. There are many policymakers and influencers in many levels and types of 

government, with central governments creating strategies for other public bodies to 
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operationalise and deliver. The standard operating procedures of those bodies are not always 

conducive to delivery, because they have other statutory duties or priorities. The relatively 

small, consensus-based networks focused on central government strategies differ markedly 

from the diverse range of contacts between policymakers and potential influencers across a 

complex policy delivery landscape. Ideas about parity compete with more prominent beliefs 

on value for money and cashable savings, particularly during an era of ‘austerity’ in which 

preventive policy is delegated while budgets are cut. Each of these factors suggests that the 

policymaking environment contributes to a gap between stated policymaker expectations and 

actual outcomes. Further, policymakers seem to build such gaps into their own expectations 

and policy designs, even if they claim a desire to reduce them. 

Third, there may have been broad windows of opportunity to pursue prevention as a broad 

philosophy of government, and initiatives such as parity and a focus on wellbeing, but it is 

difficult to identify such windows for more specific measures to transform mental health 

policy. Historically, there have been opportunities for major policy changes, contributing to 

service and legislative reforms that transformed mental health policy. Postwar (and longer 

term) change in policy has been transformative. It is more difficult to identify equivalent 

preventive policies in the modern era, at least in the way we describe the accumulation of 

tobacco policy instruments to produce ‘comprehensive’ change in Chapter 7. There is evidence 

of general progress in mental health policy during the modern period, but also a ‘hands-off’ 

policy style which can contribute to the sense that highly lauded policy choices are not there to 

be delivered. The window of opportunity is for choices at a strategic and symbolic level, more 

than a specific set of deliverable objectives.  

Overall, policymakers may begin enthusiastically but quickly get the impression that a 

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, and delegation is 

so significant, the potential for policy to become incoherent rises, as each department pursues 

aims that either seem to contradict others, and a group-government consensus reached by one 

policymaking organisation is undermined by another.  

Only at this point of policy delivery can we identify more concrete choices producing winners 

and losers, as some initiatives catch fire and others are dampened. For example, in mental 

health, policy effects may vary according to ‘categories’ of illness or service, since a focus on 

recovery, early intervention or prevention may relate primarily to depression, the most common 

and well-known condition which is relatively straightforward to destigmatise, prevent, address 

early, and roll out by encouraging people to recognise a problem and seek services (indeed, the 

Department of Health and Social Care, 2019: 3-4 now seeks to ‘empower people to look after 

their mental health’ and ‘and improve the mental health literacy of one million people’). It 

contrasts with severe and enduring medically defined conditions, such as bipolar disorder or 

schizophrenia, which are more difficult to understand and address, provide less-recognised 

preventive benefits (such as to prevent the worsening of conditions), and are more likely to 

involve relatively expensive services which are often less conducive to personalised user-

driven delivery (in which the user commissions services, rather than the practitioner prescribing 



18 

 

action). There remains great potential to exacerbate inequalities associated with mental illness 

(such as in relation to mortality, physical health, and healthy behaviour) while improving 

mental wellbeing within the population as a whole. Further, a large number of local authorities 

and their partners are simultaneously struggling to make sense of this policy agenda while 

reducing the costs to deliver it. 

We provided more empirical examples in England, but Scotland is not relatively immune from 

these problems (particularly when UK policies on employability and disability extend to 

Scotland). In both governments, public mental health provides the ultimate case study of the 

prevention puzzle (Chapter 1). It demonstrates the unfolding effects of a new governance 

agenda in the UK and Scottish governments, to combine localism and local community 

partnerships with a shift to long-term outcome-based measures of success. It accentuates the 

problems evident in both public and mental health, including a struggle to compete with 

healthcare policy when policymakers seek quick ways to address simply defined problems with 

solutions that have a visible impact in the short term, or use performance and accountability 

measures that reinforce a focus on healthcare. These factors combine to shift our understanding 

of a ‘window of opportunity’ for prevention. There may be a ‘decisive shift’ among both 

governments, but only to promote a new agenda, not to design, deliver and prioritise a new 

collection of specific policy interventions. The ‘tools’ (Hood and Margetts, 2007: 5-6) used to 

further preventive policies, largely relate to nodality, in which central government represents a 

hub for policy strategy and learning, and organisation, to devolve responsibility to public 

bodies, rather than a major new source of authority or treasure. 

 

 


