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1.0 Executive Summary

· Whilst detailed and up-to-date information on mental health issues is widely agreed to be an essential to challenging misconceptions and dispelling myths, knowledge and understanding were described as extremely limited.

· Existing knowledge of mental illness is largely based on the experiences of friends and family.

· There is a need to ensure that young men and women have access to information and advice on mental health issues.

· There is an urgent need to provide information on mental health issues in formal education in Northern Ireland, preferably introduced in primary schools. Mental health should be a core element of the National Curriculum.

· The prevalence of mental illness should be widely known.

· Stigma, prejudice and labelling mean that mental illness remains a taboo subject.

· The impact of the conflict on mental health should be acknowledged and addressed.

· Accessing appropriate mental health services is described as problematic and there is a need to provide locally based support from a variety of sources.

· Fear of discrimination as a result of seeking help for mental health problems leads to a reluctance to discuss and disclose information.

· Disclosure of mental health histories should be governed by an explicit code of practice. 

· It is essential that educational programmes are innovative and interactive.

·  Service users and carers should be involved in the design and delivery of services in a genuine and meaningful approach.

· On the basis of this study, it appears the approach of greater liaison between service users, carers, health care professionals, employment services, educationalists, voluntary/community sectors is an essential prerequisite to developing enhanced mental health services.

· There is a need for a public education programme to address the lack of understanding and knowledge about mental illness and challenge stigmatising and discriminatory attitudes and behaviour.

· Models for the promotion of better mental health and emotional well being  should be widely disseminated.

2.0 Introduction and background to the project

There is considerable research evidence that highlights the effects that stigma and social exclusion can have on individuals and families living within our communities who are affected by mental health and emotional difficulties. People with mental health problems remain amongst the most socially excluded groups in the UK (Batty, 2001). In the UK mental health difficulties cost the nation more to care and treat and cause more suffering and disability than any other type of disorder. Yet, despite this levels of understanding mental health and emotional difficulties have remained low. Myths and stereotypes about mental illness remain and this has led to the disempowerment and stigmatisation of those who experience mental health problems. Whatever form communities take, prevailing attitudes to mental health difficulties within them have not, to date, been based, on any ideas of common interest or identity. Rather, these have strongly reinforced notions of difference and inferiority.  From a psychological standpoint, it has been argued that communities have a ‘vested interest in ‘warehousing’ those people who are identified as been mad, bad or useless (Foster and  Roberts 1999). 

The historical impact of poverty, unemployment, poor housing and more than thirty years of the conflict have taken their toll on the mental health of the population in Northern Ireland, and this has been highlighted in a number of reports and studies. A report by a British charity on mental health Threshold, claimed that people in Northern Ireland felt traumatised by the conflict and did not feel free to talk about their experiences. This report suggested that people wanted to discuss the effects of years of civil unrest but were frightened of the consequences. It was claimed that the old adage ‘loose talks cost lives’ predominated on the streets. The report highlighted that mental health needs in the North of Ireland were 25% greater than in the United Kingdom as a whole. There was also 37% greater use of anti-depressants and 75% more prescriptions for tranquillisers than in the rest of the United Kingdom. Despite the ceasefires people here still do not feel safe, whilst at a political level there was a peace process, on the ground there is still a war psychology (RTE, 2002). A major study published in the Journal of Epidemiology and Community Health in 2003, found that mental health problems were linked to how much the troubles had affected people’s lives or their local area. It found mental health problems occurred more frequently among people living in less affluent areas, people with poor general health and among Catholics. The report concluded that a cessation of violence would not be enough to address the legacy of violence and intimidation. An active process of reconciliation was required to promote social inclusion and cohesion (BBC, 2003). Similarly research by the Northern Ireland Association for Mental Health noted that one in four people in Northern Ireland will develop mental health problems in their lifetime, a figure significantly higher than anywhere else in the United Kingdom. The study found that between 30% and 40% of all sickness absence was due to some form of mental or emotional disturbance (NIAMH, 2003). The Health and Social Wellbeing Survey (NISRA, 2001) also indicated that people in Northern Ireland are at a greater risk of mental ill health than their counterparts in other regions of the United Kingdom. In July 2003 the Royal College of Nursing highlighted the fact that mental health services in Northern Ireland were traditionally under-funded and limited due to years of political disinterest in mental health issues. They noted the need for increased therapeutic care and claimed that policy could not be discussed without reference to wider issues of rationing and a lack of round the clock service provision (RCN, 2003).   

Therefore, is it important to stress not all citizens of Northern Ireland have been affected by the violence in the same way and many parts of the province have been relatively peaceful and untouched by conflict. The social geography of the area has meant that much of the violence and intimidation occurred in the two cities of Belfast and Derry. Numerous studies and needs assessment profiles have highlighted the concentration of deprivation in the North West of Ireland, most notably in Derry and Strabane ( Compton, 1995).

3.0 Rationale

The Northern Ireland Executive Strategy, Investing for Health (March 2002) set out the broad aims of the investing for health agenda, they were to; 

· Improve the health of our people by increasing the length of their lives and increasing the number of years they spent free from disease, illness and disability.

· To reduce inequalities in health between geographic areas, socio-economic and minority groups 

The Executive identified seven key objectives in advancing these goals. Objective three was described as promoting mental health and emotional well being at an individual and community level. To this end in September 2003 the Western Investing for Health Partnership called for proposals from community and voluntary sector organisations to undertake an Action Research Project on mental health. The aim of research was to develop a better understanding of what mental health and well being means to communities. The objective of this research was to identify priority issues impacting on mental health. It was hoped that this research would facilitate an understanding of what communities understand as mental health and identify a range of issues that could be taken forward to promote a greater understanding of emotional well being within the Western Board area. 

The Action Research Project was awarded to S.T.E.E.R. Mental Health Organisation, which is the only independent mental health service user initiative in Northern Ireland and indeed on the island of Ireland.   S.T.E.E.R. is an acronym, which refers to the core activities of the organisation, support, training, education, employment and research. The organisation was established in August 1998 when a group of like-minded people began discussing mental health services in their local area. These people came from a variety of backgrounds and had a range of direct and indirect experiences of mental health services. Following initial discussions and research there was an agreement that there was major gaps in the services available to those recovering from mental illness. A key objective of S.T.E.E.R. was to address these gaps by providing a users organisation made up of people who had primary and secondary experience of mental illness. The organisation recognises the value of expertise through experience.  Evidence of the valuable contribution made by this group has come from a number of sources. To date hundreds of people have sought the services of the organisation. It currently employs five full and part-time staff and has twenty-one volunteers.  Additionally in just its second year of existence the organisation won the Whitbread 2000 Regional Organisation Award for Voluntary Action in Northern Ireland.  The organisation continues to grow and go from strength to strength; in November 2003 in partnership with the North West Institute of Further and Higher Education it scooped a prestigious National Training Award. The accolade was a reward for exceptional achievement made through the delivery of Supported Recovery Programs based upon the Recovery Model. 

The organisation has also developed a number of partnerships with academics working in the area of mental health, including Dr. Deirdre Heenan, Senior Lecturer in Social Policy at The University of Ulster and with Professor Mary Chambers Head of Research, Royal College of Nursing, Oxford University. This research project was undertaken with Dr Deirdre Heenan who has considerable expertise in the area of social attitudes. She was involved with the Northern Ireland Social Attitudes reports and is one of four co-directors and co-founders of the Northern Ireland Life and Times project, which was launched in October 1998 and is run on an annual basis. This survey aims to put on record the attitudes, values and beliefs of the people of Northern Ireland on a wide range of social policy issues.     

4.0 Questions that the project seeks to answer

The Western Investing for Partnership aims through this Action Research Grant to develop a better understanding of what communities perceive mental health and emotional well being to actually mean.  The researchers’ will seek to gauge the level of understanding within different age groups and in different geographical areas within the Western area.  They will also seek to identify potential resources that have been accessed by members of our communities to gain a better understanding of mental health and emotional well being.  The research will further seek the views and opinions within our communities as to where resources should be made available to increase awareness of mental health and emotional well being. Key questions will include;

· What is mental illness?

· How would you describe your knowledge of mental illness?

· What is your attitude towards mental illness?

· Would you describe your community as sympathetic and tolerant?

· Where did you obtain information on this subject?

· What in your view are the key issues?

· How prevalent in mental illness?

· How should services be provided? 

5.0 Methodology

As the research was largely exploratory in nature and aimed to ascertain attitudes and opinions, a qualitative research method was deemed to be most appropriate. Focus groups were used as the means of data collection, as they would enable the sharing of views and perceptions and thereby stimulate and enable in-depth discussions. Five focus groups were convened. Four of these were undertaken in Derry, whilst the other one was in the neighbouring town of Strabane. Two of the groups were made up of young people under the age of eighteen and the others comprised of adults. All of the groups were mixed in terms of gender and had between twelve and fifteen participants. Dr Deirdre Heenan from the University of Ulster facilitated all of the focus groups. The discussions were tape recorded and transcribed shortly afterwards. The data was analysed using thematic analysis, which involved the identification of themes and categories in the information (see Lincoln and Guba, 1985 for a fuller explanation of this method). Findings are reported through summaries and discussions of themes illustrated by direct quotes.

6.0 Key findings

What is mental illness?

In all of the focus groups there was considerable discussion about what the term actually meant. There was widespread agreement that it was difficult to generalise about mental illness. Most agreed that learning disabilities such as Dyslexia were not mental illnesses as they were deemed less serious and were usually considered as difficulties rather than illnesses. Much disagreement and debate ensued about other conditions, which had been the subject of increased media attention such as Autism, and Asperger’s Syndrome and Attention Deficit Disorder as many were unsure how they would group these conditions. 

I wouldn’t think of them as mental illnesses but more behavioural difficulties but I don’t really know much about them. My cousin is Autistic but it doesn’t really affect him he just gets extra help in school.

I think if you include learning difficulties as mental illness then the whole thing is meaningless. To me it means somebody who is unable to function in normal society.

There were notable differences between the examples of mental illnesses given by the younger people and the other participants. Young people were much more likely to mention Anorexia, Bulimia, Self-harm and Suicide. Whilst the older participants were more likely to refer to Depression, Alcohol abuse and Schizophrenia.

Whilst there was a general recognition that the majority of people who suffered from mental illnesses were not to blame for their condition, some respondents had less sympathy for conditions that they considered to be self-inflicted such as eating disorders. It was immediately apparent that the term mental illness was confusing and individuals were unsure when the term was appropriate. Many were reluctant to associate certain conditions with mental illness as they felt that this could be stigmatising. There was a general agreement that knowledge of this subject was limited and sketchy. As a result individuals avoided the subject, rather than entering into discussion or debate that would reveal their ignorance or misconceptions.

To be honest I don’t know much about it and it is embarrassing when people talk about it. I am afraid of sounding like a bigot or saying something to offend someone. Me and my friends would rarely talk about it.

Nobody wants to look stupid or say the wrong thing. There is an element of political correctness and you just don’t want to put your foot in it. 

No exact definition could be agreed, but when the participants were asked to give an example of a mental illness, the overwhelming majority mentioned depression. There was awareness that depression could be mild or severe and a belief that everyone had some experience of depression.

No matter who you are you can have a bad day when you feel down. Everybody knows what it is like to be below par.

Interestingly, there was some debate as to whether or not this perceived shared experience had a positive or negative impact. Some claimed that the notion that everybody has bad days meant that people were more likely to be dismissive of those with more chronic forms of depression.

Some people will just say you need to pull yourself together. You are seen as a malingerer but if your illness was physical people would be sympathetic

I think people who have depression are reluctant to go and see about it, as they are afraid of being dismissed. After suffering hell for three months I plucked up the courage to go and see my GP. He just more or less laughed at me and said you just need to win a million on the lottery. 

Overall, the respondents were sympathetic to those with mental illness and supported the view that society had a responsibility to look after those who required help. There was however some differences in attitudes related to the age of the respondents. A number of younger participants suggested that some people exaggerated their depression because they were ‘fed-up or ‘bored’ or just ‘couldn’t be bothered working’ but that there was nothing wrong with them. 

A number claimed that depression was just a convenient label used by people for a range of personal reasons such as laziness, benefit fraud and attention seeking. Older people were usually more sympathetic and less willing to doubt those who claimed to be depressed. 

Whilst there was variation in the levels of knowledge and understanding about what constituted a mental illness, overall knowledge about intervention and recovery was extremely limited. Linked to this it was apparent that most of the participants knew very little about the impact and effect that a mental illness could have on an individual and their family life. Many people suggested that if one had mental health difficulties they could not realistically expect to recover and ‘get back to normal’.

I think if its in you its in you. You might get better but it will always be there and could come back at any time. You can’t control it.

I’d say you could recover from some things like depression but not something that affects your personality. You can never go back to the person you used to be.

Others disagreed and contended that a mental illness could be recovered from in exactly the same way as a physical illness.

I have never thought about mental illness as any different from physical illness. You get treated and move on.

Of course you can make a full recovery! People need help and support and understanding. Half the problem is that there is a notion that you can’t get over it; some people here won’t let you forget.

Although, there was awareness that anyone can become mentally ill, participants were surprised and shocked that the World Health Organisation (2001) stated that one in four people around the world would suffer from mental health problems at some point in their lives. Younger people were particularly surprised and alarmed at the prevalence of mental health disorders.

I would have said it was about one in ten or even twenty; one in four seems very high, I think it just shows how much of it is hidden.

When you think about it, you would think that something that common would be taken more seriously. I mean we were never taught about it and so we are totally unprepared to deal with it.

God I find that figure shocking but what is even more shocking is that we know so little about it.

Some were sceptical of the figure one in four and were unwilling to accept this level of prevalence. A number of participants rejected this figure and wanted to know where it had come from. They suggested that the nature of mental illness meant that an estimate of numbers of people affected was virtually impossible.  

I find that number of one in four hard to believe. I mean to say how do you know. The problem here is when you say things like that you are including all those who have had a bad day. I’d say it’s more like one in fifty.

Dangerous or not?

There was much discussion amongst the groups about whether or not people with mental illnesses were considered to be dangerous. The vast majority of respondents agreed that there is a huge fear of mental illness. Many, though did not support the view that users of mental health services were dangerous or prone to violence, others though agreed that these people were more likely to be unpredictable and therefore to be avoided. Some people suggested that they did think of people with mental illnesses as dangerous and frightening and although they knew that was probably a stereotype there was a type of security and comfort in their ignorance.

I know this probably sounds stupid but I don’t really want to think about it. I know that it could happen to me, but I don’t want to deal with it unless I have to.

I just do not want to contemplate it. Its like cancer, if you don’t think about it, it won’t happen.  Ignorance is bliss and I suppose I am happy to live in denial. If you thought about all the things you could get then you would give up the will to live.

Some participants were annoyed with the attitude that mental illness should be ‘strictly on a need to know basis only’ as they claimed this attitude was in itself dangerous. They suggested that this lack of awareness was precisely the reason behind the general view that people with mental illnesses were violent and dangerous.

I think it is very irresponsible to say I don’t want to know. You want to know what affects your physical health, so it should be the same for mental health.

         That is precisely why there is so much stigma, the idea that it only happens to others not to somebody like me.

Socio-economic factors 

Many of the participants linked the mental health problems of the population to a range of socio-economic factors. Deprivation, unemployment and the effects of the Troubles were repeatedly mentioned in discussions about the mental health of the local population. 

          If you had a good job, no money worries, lived in a nice area without any worries about being blown up or the like then you would probably enjoy good health generally. Around here there are no jobs, no prospects, deprivation everywhere you look. Is it any wonder that people are tormented?

You can’t just look at mental health in isolation. The troubles took an enormous toll on people’s lives but it is only now that this is even being recognised. Life here was not normal for over thirty years and the circumstances have taken their toll.

I was unemployed for over six years and I can tell you that getting up in the morning feeling useless and knowing that there is nothing out there for you soon affects your state of mind. I was so depressed but I didn’t want anybody to know about it. 

The political and economic situation was repeatedly described as ‘abnormal’ and there was a broad agreement that the Troubles had adversely affected the mental health of many of the population. Many discussed having difficulties relaxing or living with a constant feeling of anxiety. As one respondent explained,

         I have suffered palpitations and anxiety attacks and found it next to impossible to do the things that other people took for granted. I was always afraid that something would kick off.

Whilst the impact of living with the trauma of the troubles has been explicitly recognised in a number of policy documents (DHSS, 1998, NIAMH, 2002), from these discussions it emerged that there was a common perception that this issue had not been adequately discussed or addressed. This was coupled with a cynicism about their future intentions in this area. There was a widespread belief that the cost of providing services in this area would be prohibitive and exercises such as this one were simply rhetoric.

No-body is going to tell me that the government have any intention of forking out for what is really needed. So far they have not really scratched the surface there’s so much that people are dealing with but cannot talk about.

Others though, contended that the government had accepted that it was better to be proactive rather than reactive and in the long term prevention and early intervention would prove more cost effective.

         I think they have realised at last that if they don’t identify the problem and deal with it, it will just be impossible.

         There is an acceptance that mental health needs to be dealt with in a holistic way. There is no point in throwing pills at people.

From the focus groups it became apparent that some mental illnesses were deemed to be more acceptable than others. For example it was claimed that Post-Traumatic Stress Syndrome and Post-Natal Depression were acceptable, as they were relatively well known, thought of as temporary and a result of a particular set of circumstances. They would ‘pass’ and were ‘not part and parcel of the person’. Other disorders that were described as ‘deeper within the personality’ or more serious such as Schizophrenia and Behavioural Disorders were however considered more dangerous, life changing and difficult to recover from.  

 Knowledge acquisition

What was immediately striking from these focus groups was the lack of information on mental illnesses and the fact that formal education provided little if any knowledge on the subject. Despite its prevalence, it appeared that mental illness was deemed by educationalists as unsuitable or inappropriate for the National Curriculum. None of those over twenty years old could recall the subject being discussed at school and whilst some of those in the younger groups reported that mental illness might have been mentioned in the context of social and personal development it was afforded scant attention. There was a perception that many of the teachers were ill equipped to discuss the subject in any meaningful way and were simply ‘covering classes’ or paying lip service to the subject under duress. They were not engaged in the subject and did not encourage or facilitate any meaningful discussion or debate.

You could see that they just didn’t want to talk about it; they just went through the motions.

         In our school it was covered as part of Personal and Social Education, but the teacher was a history teacher who just looked bored by the whole thing.

We did have a class on it but it was just boring. No-body listened or asked any questions it was used to fill in free time.

One girl aged sixteen claimed that she had been bullied for three years in school, which had led to depression and low self-esteem. Whilst her school had a written policy on bullying the reality was somewhat different. The onus was on her to prove that she was being bullied. She claimed that although the school were willing to tackle the issue of bullying they were not equipped to deal with the aftermath. When the issue had been resolved she was advised by her year tutor to ‘pull herself together and get on with it’.

Because the girls who were bullying me were four years younger than me it was never taken very seriously. The teacher just couldn’t get her head around the fact that they were picking on me. I knew she thought that it was my fault and I was to blame. She hadn’t a clue and in the end I didn’t go to school for a month. 

The focus groups revealed that counselling and support services in schools were very under-developed. It was suggested that those who experienced mental health difficulties were given very little support in schools. In some cases counselling was deemed to be the responsibility of the school chaplain who may or may not have had any training in this area. Many felt uncomfortable discussing mental issues in the context of religion. Young people had very little confidence in their teacher’s ability to deal with mental health and emotional issues and consequently were reluctant to discuss the subject with them.

Despite the fact that school children had to deal with personal and emotional issues on a regular basis they were given no advice and guidance in this area. Many described it as ‘pot luck’ or ‘chance’ if young people reached maturity without any major setbacks.

        We were told nothing; you just don’t discuss things like that at school. Anything personal is not dealt with. You are supposed to just take life’s knocks and get on with it. If you get by all well and good and if you don’t that’s too bad.  

        When you are at school you are supposed to take stress in your stride, its part of the territory. It’s one thing to deal with exams and pressure of work but personal things are different. A girl in my class had a total breakdown but none of us picked up on it. It was awful, we all blamed ourselves but we were never told what to look for or what to do. 

The vast majority of participants reported that they acquired their knowledge of mental illness through the experiences of friends and family. Everyone knew someone who had suffered from a mental illness and some had personal experience of mental illness. Most of those who had personal experience of a mental illness stressed their lack of prior knowledge and their difficulties in obtaining useful information and advice. GPs were commonly the first point of reference for those who were concerned about their mental health but overall this experience was described in very negative terms. 

         My Doctor just looked at me and said well what do you want me to do. I thought that was her job. In the end she said I was just feeling low and it would pass. When I went back she gave me tablets that made me feel sick and I just stopped taking them.

When I went to the Doctor he told me to stop drinking and exercise more. He admitted that he was not an expert and did not feel equipped to deal with my issues. I didn’t really know what to do after that.

Many suggested that GPs were overworked and simply did not have the time to discuss issues of mental health and consider how they should be treated. There was an agreement that they were usually not the best source of help and advice.

 I think mine took me seriously all right; it’s just that I knew he was pushed for time. You only get ten minutes for an appointment its not enough to feel that you have got anywhere. I think that they should have special clinics to deal with these issues. 

Traditional approaches for dealing with mental health issues were described as inadequate. It was suggested that the onus was always on the individuals to ‘pull themselves together’ ‘move on’ ‘get a grip’ or ‘get over it’. This emphasis on the individual resulted in many people being reluctant to seek alternative sources of help. 

         I just left feeling so deflated, he just said well there’s many a one is worse off than you. I’m sure that is true but its not much help to me. I honestly don’t think he believed me.

Gender Differences

From the focus groups it emerged that there was a general belief that it was easier for women to talk about mental health difficulties. It was claimed that they were more likely to have a close friend or family member who they could talk to openly. Also it was suggested that they had more access to information in this area, through women’s centres, magazines and health projects, which they had ready access to. It was suggested that men were much more likely to be reluctant to discuss these issues and furthermore this reticence was compounded by the feeling that there was no-one to talk to as in Northern Irish society men, were not expected to talk about their feelings, fears and anxieties. One woman explained that the culture of Northern Ireland meant that it was much more acceptable for females to talk about their problems.

I couldn’t tell my friends until years after my illness was over but I did get help from a counsellor. I knew that I had to talk about it and that I could get help. I think men just don’t know and are expected to keep it all bottled up.

Others suggested that women were more likely to have some personal experience of the health service as mothers and therefore were less likely to feel uncomfortable or daunted about discussing their difficulties with a professional.

         Once you’ve had a baby your dignity goes out the window. Most women have no problem talking about how they feel with a nurse or a Doctor. Its nearly second nature for them.

Ah sure, it is much easier for woman as they are users of the health service. They are more likely to go to their GP or related services and have a good idea what is available. Most men probably couldn’t tell you the last time they were at the Doctor.

Additionally, it was claimed that if men did pluck up the courage to discuss their feelings and fears about personal issues such as their mental health, their peer group were generally dismissive of what they perceived to be weaknesses and would deride them as wimps and girls. A middle-aged man claimed that his friends in work were unwilling and unable to discuss his difficulties.

         I suffered from panic attacks, anxiety and depression. When I told a colleague in work he just laughed and said I had little to worry about. He didn’t want to discuss it because men just don’t talk about things like that. He avoided me for weeks after and it was never mentioned again. 

Other men claimed that they would not know where to go to access up-to-date, relevant information on conditions, treatments and the services available. The perception that mental illness was a weakness prevented men from seeking help.

I was afraid of being laughed at, you know like I was less of a man. I wanted to tell someone but I hated the idea that I would be labelled as mentally ill. I was ashamed of myself and yet I had done nothing wrong.

I felt so down in myself but couldn’t really explain what was wrong. I went to the Doctor’s three times before I actually got up the courage to talk about it. I thought I was going nuts.

The recent controversy and publicity surrounding the alarming number of suicides amongst young males in North Belfast was a recurring theme, particularly amongst the younger participants. Suicide was described as a ‘common’ or ‘everyday’ phenomenon. All of the participants knew of someone who had committed suicide or someone who had been directly affected by it. Suicide was invariably linked with men although not necessarily young men. There was a general consensus that many men did not have the ability to deal with problems and often had issues linked to self-esteem and self-confidence. It was further claimed that amongst those with mental health difficulties, men were more likely to resort to alcohol and drug abuse.  

         Men are more likely to bottle it all up and then it just becomes too much to deal with.  I feel that society really has a duty to address this issue in a serious way; we have a duty to support them and encourage them to talk about it.

Stigma 

In line with many recent studies, (James 1998, Byrne, 1999, Porter, R, 1998), this research suggests that stigma around mental illness continues to persist in contemporary society. There was widespread agreement that meaningful discussions about mental illnesses were still taboo in Northern Irish society and not surprisingly the subject was associated with stereotyping and high levels of ignorance. The outcome of this was fear and stigma. Whilst many suggested that the Equality Commission should have a greater role in challenging discrimination in this area, others felt that it was unrealistic to assume that one organisation could have any meaningful impact on an endemic problem in this society.

The stigma of mental illness cannot be addressed through one commission. You can’t expect them to be everywhere and do everything. You have to start with the children and educate them.

Stereotyping was discussed at length during all of the focus groups. It was claimed that when people were asked to consider issues around mental health they usually reverted to a stereotyped model of mental illness. Whilst there was an agreement that this stereotyping was dangerous and a source of much discrimination and labelling, many described it as inevitable and unavoidable as the issue was not openly discussed and debated.

There was strong support for the contention that Northern Ireland was not a very tolerant society and the public were predominately prejudiced against those with mental health problems. There was a need for policies, which could challenge stigmatising and discriminatory attitudes and opinions. 

         Here you can be taken to court for discriminating against people because of their sex or religion but if that have a mental health problem you can do what you like with no fear of any comeback.

The vast majority of participants supported the view that stereotyping of mental illness was learned in early childhood and very young children were influenced by adult stereotypes, which affected their behaviour and language.

         Parents teach their children to avoid those with mental health problems, as they are dangerous. They are pointed out within communities and children know who they are. I would say by the age of five I would have been describing people as a half-wit or a madman. I was avoiding people who my parents had warned me about and telling my friends that they were to be avoided, as they were loonies.

         At the bottom of our street there is a group of mentally ill people living in a housing scheme. At night if I am going to the shop you can see the wee ones as young as five or six shouting abuse in at them and taunting them. Now where did they learn that? It makes me want to scream.

Although it was acknowledged that intolerance and prejudice existed in all communities there was some support for the contention that it was more widespread in working class communities. A woman who had suffered from depression suggested that this was because it was human instinct to want to identify someone who is worse off. 

         Those who are relatively well off tend to be better educated and more content. I think they are more like to pity those who have mental health problems. Those who are unhappy and discontented with their lot want to be able to say well at least I am not like them. 

Many linked stigma with a lack of knowledge and claimed that those who were better educated were more likely to be empathetic and sympathetic. Awareness raising was described as fundamental to challenging stigma and ignorance. 

Interestingly, amongst the younger participants there was little support for the contention that language was a significant factor in disadvantaging those who had mental health difficulties. It was claimed that terms associated with mental illness had become common parlance in the Province and therefore were more or less meaningless.

I would describe someone as mad or mental, nuts or schizo but it means nothing. In fact in some ways it means that I like them I think they are cool. If I thought someone actually had a mental illness I would be more likely to say they are not well.

Others noted that a wide range of terms had entered into everyday language and had become commonplace. People did not intend to cause offence when they used them and in many ways used them more as a term of admiration. They were careful not to use terms like this if they thought they could be considered cruel or use them to a person who they knew had a history of mental health difficulties.

         You would say he is off his head or he is a wing nut but it usually means they are a bit of crack. I wouldn’t say it to anybody who would take it bad.

There was some disagreement amongst the other participants about the power and influence of language. A number of people suggested that language was important as it reflected the divisions between them and us that exist in many people’s minds. Some participants claimed that language was extremely important as inappropriate language could cause hurt and offence and in many ways dehumanised people. Additionally it was claimed that attitudes towards mental illness often only became apparent through the language that was used to describe people in mental distress.  

When you refer to people as the loonies or nutters you are using this as a way of saying that they are different and it is acceptable to see them as different and inferior to you and your family.

On the other hand some people stressed that it was too simplistic to pinpoint language as a problem as many people used insulting terms unintentionally. It was suggested that language was simply a reflection of prevailing stereotypes and prejudices.

        We live in a small village and there were always people who were described as mental but it was not meant in a derogatory way, people just really didn’t know any better.

Disclosure

A number of the older participants expressed particular concern about discrimination in paid employment. There was a strong belief that those who had a history of mental illness had very little chance of ever regaining a ‘normal’ life, as their employment opportunities were extremely limited. Given that most people did not accept that people with mental illnesses could recover acknowledging that you were a sufferer meant that one would be labelled for life. 

         If I had a mental health problem I would make damn sure that no one knew about it. It would become your identity. You know he isn’t playing with a full deck and all that.

         No matter what way you put it having a mental illness is abnormal and nobody wants to admit that. It is not so much the illness that is the problem but other people’s perceptions and attitudes. 

Whilst some respondents suggested that many jobs such as operating heavy machinery meant that people with a history of medical illnesses should be forced to disclose them, others felt that this was an abuse of their human rights. The balance between risk and individual rights was the subject of much discussion. Many supported the view that if the medical profession automatically disclosed information on mental health to a perspective employer this would then destroy any chances of gaining employment. Consequently, those with difficulties were often in a catch twenty-two situation as they needed help but feared they would be labelled for life.

         You have to be realistic no employer is going to take the chance many of them are ill -informed and naturally assume that you would be untrustworthy, lazy and difficult. Many employers are terrified of mental illness and just avoid the whole issue.

It an associational thing. Once you are labelled as mentally ill you can kiss goodbye to any chance of work and therefore any chance of moving on. It is difficult but a balance is hard to strike, this needs to be discussed and debated with a set of guidelines agreed on but this has not actually taken place. Doctors should not automatically disclose information, which may be no longer relevant. 

One woman claimed that her daughter had lost her job because she had admitted to suffering from bouts of depression and her employer claimed she was unreliable and unsuitable for dealing with customers. She suggested that the stigma associated with mental illness meant that people should not disclose their mental health history.

I just think that it is so unfair; if you fell and broke your arm once it was healed you wouldn’t expect people to keep bringing it up and using it against you. Why should it be any different if you had a mental illness?

Another man claimed that employers did not want to be educated as it would mean they would have to face up to their prejudices.

         Many people here simply cannot deal with issues around mental health they don’t want to discuss it and are happy to associate it with weakness, stupidity, alcoholism, crime and unpredictability. They are terrified that they might have to deal with it. If you ask me that vast majority of people here stereotype those with mental health problems but they don’t even know that they are doing it. How do you expect to challenge misconceptions if they are not discussed in the first place? It suits people in power like employers to keep the ignorance.

It was suggested that all stakeholders should draw up a code of practice on disclosure of mental health histories, as this way individuals would know their rights and make informed decisions. This could encourage openness and remove of fear of being rejected because of stereotyping and discrimination. On a similar note a national report by MIND, suggested that government should pursue a major campaign to promote the employment of people with mental health difficulties and challenge the discriminatory behaviour of employers. The report claimed that up to 8 in 10 people living with mental illness had given up looking for work, leaving them marginalized and isolated (Brindle, 1999).     

Invisible and excluded

Mental illness was described as invisible. Something to be ‘swept under the carpet’ and not acknowledged in the hope that it would go away. It was suggested that people with mental illness were not accepted as part of the community and there was a ‘them and us’ mentality in most communities. Many claimed that there was a culture of silence around mental illnesses that meant that it was a taboo subject.

          There is just a wall of silence around it and until that is challenged and broken down there’s no point in doing anything else.

Whilst it was acknowledged that there had been advances in recent years with moves away from institutionalisation towards integration, in many cases people were ‘in the community but not part of the community’. This was the subject of much discussion and debate. In general people were in favour of mental health facilities being community-based, however there was broad agreement that people with mental health problems were still excluded from neighbourhoods and communities. 

        You have to ask yourself where do you actually see mental illness and you don’t, not really. There is a place on the Duncreggan Road but if you ask me that’s just as bad as Gransha. People should be living within the community in a row of houses or a housing estate not segregated into their own compounds.

         Your self-esteem and dignity would be destroyed by living in an institution, what impact would a place like that have on your chances of recovery? Places like that should be closed down as they belong in the Dark Ages when people knew no better.

          I know that there is a house for those with mental illnesses in our area and the local kids stand outside at night and shout abuse it bloody awful but they don’t know any better. These people have been marked out and labelled like Nazi Germany.

Others claimed that the authorities had to balance an individual’s freedom with the risk that they might pose to society but after further reflection could not explain why communal living areas presented fewer risks.

        When you think about it is hard to get the logic. I mean sure they can come and go as they wish so why do they all have to live together?

Attitudes to the integration of people with mental health problems in the community were broadly in line with other attitudinal surveys (National Statistics, 2003). Generally participants were supportive of community-based mental health services; hospitals and long-stay institutions were described as outdated and irrelevant.  There was extensive support for the view that where possible people should be able to continue with their everyday lives.

         If people are to be treated and be able to move on, services have to be in the local community. How are you going to help them by excluding and marginalizing them?

         The only way to deal with mental illness is in the community. I think in this day and age we have moved on from locking people up in padded cells.     

It is worth noting that none of the participants in the younger age group could think of any examples of community based mental health facilities. They had a vague idea that there had been moves towards care in the community but could not think of any specific examples. There was a general agreement that there were not sufficient services for people with mental illnesses and substantial support for increased spending on mental health services. The contention in a number of studies (Campbell and Donnelly, 1996, NIAMH, 2003), that there is a need to locate more mental health services in the community attracted substantial support. The lack of accessible services was described as an important barrier to recovery.         

If there were more drop in centres or places where you could just go and talk about your problems with someone who understood that would be a step in the right direction. 

A number of participants singled out industrial therapy type supported employment schemes for particular criticism. These schemes were described as outdated and patronising. It was claimed that these schemes encouraged the view that only certain types of work was suitable for those who had experienced mental health difficulties. They were described as exploitative and stigmatising.

One man was particularly scathing of his experience of industrial therapy organisations, which managed a number of employment schemes. 

To my mind my experience was that these supported employment schemes were paternalistic and insulting to those with mental health difficulties or indeed people with learning difficulties. Asking people to do mindless, repetitive, tasks is insulting to their intelligence and treats them like imbeciles. These schemes were set up and run by people who should know better and can have no excuse for their actions.

Awareness raising

Publicity about mental health issues appears to have had very limited impact with very few numbers of people able to recall any recently seen or heard publicity about mental health issues. Newspapers were described as the most likely source of information with a number of participants mentioning the recent furore over the press treatment of Frank Bruno’s mental health problems. When asked how stigma and discrimination could be tackled, respondents forwarded a number of ideas and policies that they thought would be effective. There was widespread agreement that a much greater awareness of mental health in society was required to address stigma and prevent discrimination and prejudice. It was suggested that people needed more information on the nature of mental illness and they needed to know what factors caused or exacerbated mental health problems. Additionally people needed a greater awareness of the impact of a mental illness on an individual and their friends and families. Education was considered essential in increasing knowledge and understanding. People wanted to see education about mental health introduced at an early stage in formal schooling in a classroom setting. Whilst there was some debate and disagreement about exactly when it should be introduced there was a broad agreement that it should it introduced at primary school.

Many people wanted to see the information delivered in a more innovative interactive way involving service users. It was not acceptable to simply say that the issue should be covered but much thought was required as to how the service should be delivered.    

It is not enough to just tick a box to say it is covered it needs some thought and planning if it is to be effective. 

I have thought for a long time that this needs to be on the curriculum. I mean when you think about a lot of the useless garbage that wee ones are taught in school and yet things which could change their lives is just ignored.

Opinions were divided on whether or not a media campaign aimed at raising awareness around this issue could be effective. Some people claimed that a campaign of public information could raise awareness and help to address discrimination and prejudice. Younger respondents were more likely to stress that any campaign would require careful thought and planning and one campaign aimed at the whole population could not be effective.

When asked what campaigns had caused them to reflect on their own behaviour, beliefs, ideas and opinions, many mentioned the recent advertisements against speeding and drink driving. 

         I think they can work but they have to be aimed at the right people. The speeding ones made me think because they were about people at school like me. 

          I think posters and leaflets are ok but people will only take any notice if they are interested in the issue in the first place. I think people need to be educated before they could be any good.

These campaigns had been successful as they had shocked people into reassessing their own behaviour and had highlighted how their actions impinged on the lives of others. 

In recent years the idea that service users should be acknowledged as experts and should be involved at all levels has attracted increasing support (Williams and Lindley, 1996, Hickey and Kipping, 1998 and Heenan, 2002). Similarly, a key message that emerged from this research was that there was a desire to see those who had personal experience of mental health difficulties participating in the design, planning and delivery of services. Respondents suggested that this involvement would give information campaigns credibility and would enable people to relate to what was being said. It was claimed that many previous health promotion campaigns had been patronising and ineffective. 

         Nobody wants to listen to self-appointed experts but everybody is interested in a human-interest story. People would understand better if real people told them about their experiences.

         If people had the opportunity to use their own experiences to help others I think that they would jump at it. Also people would realise they were not alone or freaks when they understood that others have come through the same thing.

Amongst the younger participants there was extensive support for peer education. It was suggested that if young people who had experienced mental health problems came to schools to discuss the key issues, this would be well received and could encourage tolerance. These sessions could be quite informal and thereby encourage and facilitate discussion and debate. One of the frequent suggestions during these discussions was that information campaigns should utilise examples of famous, successful and intelligent people who had experienced mental health problems. It was claimed that this could challenge negative stereotypes and address some of the stigma and discrimination encountered by many. 

         I think there is a need to stress the more positive aspects of experiencing mental health difficulties. Nearly all the best writers and artists had some experience of poor mental health. Why don’t they use them to give a positive image of the whole issue? When people think of mental health problems they think of poor, dirty, stupid people that has to be challenged.

         It might be useful to use somebody like Spike Milligan or even Robbie Williams to show that having mental health problems is acceptable.

         We need real life stories depicting recovery rather than public health messages.

Many argued that education campaigns should be stimulating and challenging and could provide answers to frequently asked question on mental illness. It was claimed that they could help to dispel the myths and misconceptions, which surrounded mental illness and might give young people the confidence to discuss the issues in a meaningful, constructive way.   

7.0 Conclusions


The findings of this action research project revealed that knowledge about mental illness within our communities is extremely limited and many people are confused about what the term actually means. A prevailing idea was that mental illness should be dealt with on a need to know basis. For some, the experiences of friends and family had increased their knowledge of mental health and emotional well being.  However, this was not gained in a formal structure, but more of a haphazard approach that as individual’s they had sought out information in an attempt to understand what their friend or family member was experiencing. Despite the preponderance of mental health difficulties in young adults due to the impact of drug and alcohol abuse, there was no coherent National Health Service approach established to provide balanced and accurate information on mental health. Obtaining support and detailed up to date information was described as dependant on chance. There was widespread agreement that services in this area were poorly resourced and inaccessible. The findings highlight the lack of cohesion and effective approaches to providing education and raising awareness of mental health and emotional well being within our society as a whole.

In the educational sector there is no identified formal approach to provide information on mental health or strategies for dealing with emotional or psychological distress. Coupled with this lack of information, there was a notable lack of support within educational settings for those who were experiencing emotional or psychological distress. On reflection, it appears incomprehensible that an issue, which will have an impact on the majority of young people in Northern Ireland, has been largely ignored in schools.  Many people are frightened by mental illness and much of this is a result of ignorance, which could and should be tackled effectively within the formal education system. Discrimination will not abate until it is recognised and dealt with in a comprehensive way. It could be argued that teaching and informing the population about mental health issues could be one of the most important functions of schools. Mental illness is no respecter of age, class, religion, gender and colour and this should be a core message of the local and global citizenship programme due to be introduced into the National Curriculum in September 2006.  

Stigma and discrimination were described, as endemic in Northern Irish society, where a lack of knowledge and understanding coupled with stereotyping meant that many people within communities were afraid of mental illness. There was a belief that admitting to have a mental illness brought shame on an individual and their families. Mental illness was still considered and described as ‘not right’ and therefore people don’t like to think about it and if possible keep it a secret. This fear of mental illness has inhibited open discussions and debates regarding mental health and emotional well being and maintained the societal reluctance to address unacceptable discriminatory behaviour towards an extremely marginalized section of our society. Clearly if people are to feel free to discuss mental illness in the same way that they might discuss any other illness, then they must be given the space and the information to do so.

Linked to this issue of stigma, discrimination and social exclusion in the workplace were identified as key issues. There was a general agreement that if people were honest about their mental health difficulties their chances of gaining employment or returning to employment would be adversely affected.  This represented a catch twenty-two situation, as many individuals’ who experience mental health or emotional difficulties require support to regain their self-confidence, self-esteem, self-worth and motivation.  It was suggested that the issue of disclosure should be dealt with by an agreed code of conduct so that individuals could be sure of their rights and not be subjected to inequalities or human rights abuses. 

There was overwhelming support for a community awareness raising campaign, which would educate the public and help to dispel myths and misconceptions. There was a recognition that this information campaign would present a challenge to policy makers but that it chances of success would be greatly enhanced by the involvement of former and current service users in the design and delivery of this programme. An approach, which involved an element of peer education, was advocated by the younger participants who suggested that it could help address prevailing misconceptions.

Attitudes and perceptions can be changed and those charged to do this need to adopt a proactive approach. Publicity campaigns need to reassure and inform those who are experiencing mental health difficulties. Public attitudes are shaped by the media, particularly newspapers and television and it is therefore imperative that this issue is dealt with in a non-sensationalist, informative manner, but nonetheless dealt with in a way which will engage and inform the population. The ability to empower and current and former users of mental health services and achieve social inclusion is largely dependent on changing prevailing attitudes and opinions. It is however imperative that any future action is informed by the views, opinions and experiences of service users. Policy makers must fully embrace the idea that if a strategy is to be a success it must be developed in partnership with the users of mental health services. 
8.0 Indicative Action plan

  Short Term

· Further research should be commissioned to assess communities mental health and emotional well-being needs and how these needs are been met or not met

· Increased input from Health Promotions Service within communities to promote better mental health and emotional well-being.

· The launch of a public campaign to raise awareness of mental health and emotional well-being within communities

· The establishment of Community Mental Health Outreach Officers that will work within communities and who would liase closely with primary care teams, other health related agencies and should be based within the voluntary or community sectors.

· Develop a cross sectoral strategy that will address the mental health and emotional well-being of communities in a holistic and partnership approach.

· Former and current users of mental health services should be recognised as experts and their opinions valued.

· More information on locating sources of help and advice should be readily available in health centres, shopping centres, churches and schools.

Medium Term

· The pro-active engagement of a more holistic approach across all sectors to address the mental health and emotional well-being within communities utilising a community development model,

· Further research should be commissioned to assess levels of discrimination with a particular focus on discrimination when seeking employment.

· Case studies should be used in campaigns to address misconceptions and generalisations.

· The general lack of knowledge and understanding should be combated through innovative educational programmes aimed at primary school children. Better education on mental health should involve interaction and innovation.

· Peer educators should be used in a classroom setting.

· Engagement of mental health service users to create a network of mutual support to participate in the development of policy, structure and services of mental health services

· Equipping communities with skills such as the Mental Health First Aid course that is currently running in Australia 

Long Term

· Local and global citizenship that becomes a compulsory part of the National Curriculum in September 2006 should explicitly deal with mental health issues.

· Further investment in locally based support networks.

· Widespread awareness to ensure that the prevalence of mental illness is widely known and acknowledged.

· Mental health services should develop strategies for early interventions and preventions of mental health difficulties.

· Post conflict in Northern Ireland there us a need to address the psychological impact of ‘the troubles’.
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Appendix One: Focus group schedule 

What does the term mental illness mean to you?

What is your attitude towards people with mental illness?

How would you describe your knowledge of this subject?

Where did you obtain your information on mental illness?

To what extent do you think mental illness is stigmatised?

What language is used to describe mental illness?

Are services in the area of mental health adequate?

What can be done to raise awareness?

PAGE  
1

