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1.
Introduction
By principle The Citizens Advice Bureau aims to challenge issues within its community by
conducting social policy reports investigating all concerns that arise through our work with the
community. This report looks to investigate the significant issues people with mental health issues
face in accessing support provisions within Skye and Lochalsh and seeks to explore where these
provisions may be failing this uniquely vulnerable group within our society and community.

1.1

Methodology

Surveys were sent to all GP practices within Skye and Lochalsh as well as the midwifery and
health visitor teams covering the area. The surveys were constructed with a mixture of quantitative
and qualitative questions to not only measure how many front line staff know of mental health
provisions in Skye and Lochalsh, but also their own individual understanding of those provisions.
A review of current literature and research investigating mental health issues in rural areas, as
well as the risk factors associated with mental illness was conducted. Their findings were compared
to statistical information about the Highlands and Skye and Lochalsh to determine how mental
health provisions within Skye and Lochalsh are performing in relation to the governmental
legislation constructed to support and protect people with mental health issues within Scotland.

1.2

What is Mental Health?

Mental health is a term used to describe someone’s emotional well-being, and is a part of our
health that affects all of us. When someone is mentally healthy they have the ability to make the
most of their potential, effectively cope with the stress of life and participate fully in society as part
of a family, workplace and/or community. Having good mental health does not mean that someone
does not suffer from a mental health problem, but recover from mental health problems is possible
with the right support and understanding1. Mental health issues can range from mild to severe and
affect each person individually; two people may have the same diagnosis yet be affected by their
illness in very different ways.
Mental Illness, by the nature of the people it affects, is a varying issue and support for those who
suffer from mental illness cannot be applied in a “one size fits all” approach. Factors such as
location, stigma and discrimination all affect the availability of services. Equally, a person’s own age,
sex, capability, socio-economic standing and self identity also play a part in someone’s ability to
access the services designed to support them. In this report we aim to explore these varying factors
and how they relate to the unique geography that we live in.

1

Mental Health Foundation (2015) ‘What is Mental Health?’ [Online] Available from: http://www.mentalhealth.org.uk/helpinformation/an-introduction-to-mental-health/what-is-mental-health/ [Accessed 6 July 2015]
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2.
Geography of the Highlands
2.1

Defining the Geography of Skye and Lochalsh

There has been little research conducted to investigate rural mental health, as generally
speaking, psychiatric research and mental health policy has often been conducted and implemented
to mirror our predominantly urban way of life2. Though 98% of Scotland’s landmass can be defined
as “rural”3, a distinction must be made to also define “remoteness” when considering the
accessibility and usability of mental health service provisions in rural areas. The terms “rural” and
“remote” have their own distinct implications, as described by Hugo (2005)4. The term “rural”
implies factors such as population size and social living conditions, where as the term “remote”
implies the accessibility to services and goods. The Scottish Government urban rural classification
defines remote-rural Scotland as ‘Areas with a population of less than 3,000 people, and with a drive
time of over 30 minutes to a Settlement of 10,000 or more’5 (See Figure 2.1). Therefore, areas within
Skye and Lochalsh can be defined as ‘remote-rural’ locations with a population of only 13,0456 for
the whole area and over 2 hour drive to any settlement with a population of 10,000 or more.
Figure 2.1.a

The Scottish Government (2014) ‘Scottish Government Urban/Rural Classification 2013-2014’ The Scottish Government, p7, [Online]
Available from: http://www.gov.scot/Resource/0046/00464780.pdf [Accessed 1 July 2015]
2

Laura Anne Nicholson, (2008) ‘Rural mental health’, Advances in Psychiatric Treatment, vol 14, p302-309, [Online] Available from:
http://apt.rcpsych.org/content/14/4/302 [Accessed on: 26th May 2014]
3
The Scottish Government (2015) ‘Rural Scotland Key Facts 2015’, The Scottish Government, p4, [Online] Available from:
http://www.gov.scot/Resource/0047/00473312.pdf [Accessed 22 May 2015]
4
Hugo, G. (2005) The State of Rural Populations’ Cocklin, C., Dibden, J. (Eds.),,. University of New South Wales Press, Sydney, pp. 56–79.
5
The Scottish Government (2014) ‘Scottish Government Urban/Rural Classification 2013-2014’ The Scottish Government, [Online] Available from:
http://www.gov.scot/Resource/0046/00464780.pdf [Accessed 27 May 2015]
6
National Records of Scotland (2014) ‘Mid-2013 Small Area Population Estimates Scotland’ Crown, p23, Table 4.2, [Online] Available from:
http://nationalrecordsofscotland.gov.uk/files//statistics/population-estimates/sape2013/2013-sape-publication.pdf [Accessed 21 May 2015]
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It is important to understand that it is not necessarily the rurality of Skye and Lochalsh that is the
defining factor that impedes the accessibility of service provisions, but also its natural remoteness,
with vast areas of mountainous or croft land inhibiting easy access to roads and travel networks,
combined with factors such as transport, road safety and the continued centralization of public
services that create additional barriers to the accessibility and quality of mental health provisions.
The sparse population of the area also directly influences the ability to apply funding to services as
savings cannot be made through any adequate form of economy by scale leading to a general
underfunding of service provisions in remote rural areas, markedly reduced service provision, and
inherently both.
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2.2

Transport

The geography of Skye and Lochalsh leads to a difficulty in providing service provisions that are
easily accessible to people with mental health issues. As many services become centralized for
financial and policy reasons7, transport for access to these services has never been more important
in assessing the availability and accessibility of services for people with mental health issues.
Table 2.2.a

The Scottish Government (2015) ‘Rural Scotland Key Facts 2015’, The Scottish Government, p22-23, Figure 6-7, [Online] Available from:
http://www.gov.scot/Resource/0047/00473312.pdf [Accessed 22 May 2015]

As seen in Table 2.2.a, the difference between the accessibility of services between remote-rural
Scotland and the rest of Scotland is vast. Distance and time travelling can be a huge barrier to people
with mental health issues seeking and engaging with support provisions in their area. Equally, these
large distances provide a difficulty for services providing home visit or outreach facilities as a far
greater time must be allocated for travelling to their required locations than in more urban areas,
hindering the time available for direct work with service users. This has been most recently noted in
the proposed redesign of Skye, Lochalsh and South West Ross health services, where it was stated
that ‘during 2013/14 NHS Highland spent £1million for consultants to simply be in a car with no
clinical benefit to anyone.’8
In remote rural areas people are more structurally dependant on cars as opposed to consciously
dependant as those in more urban areas may be.9 The latter has the ability to travel by other means,
but chooses to use a car for the relative freedom, speed and flexibility of it. The former is dependent
on private car use as there is little other acceptable alternative with the long distances travelled to
services discussed above and the poor public transport options discussed below. The Scottish
Government’s research into rural Scotland suggests that in 2013 13% of people in remote rural areas
in Scotland had no access to a car for personal transport and 45% only had access to one car. 61% of

7

Jane Farmer et al (2011), ‘Rural Citizens’ Rights to Accessible Health Services: An Exploration’ European Society for Rural Sociology, vol 52 p135, [Online]
Available from:
http://www.researchgate.net/profile/Jane_Farmer/publication/263479897_Rural_Citizens'_Rights_to_Accessible_Health_Services_An_Exploration/links/549
11d2a0cf2d1800d87c7da.pdf [Accessed 27 May 2015]
8

Gill McVicar and Maimie Thompson (2014) ‘Proposed Redesign of Services in Skye, Lochash and South West Ross’ NHS Highland Board, p26, [Online]
Available from:
http://www.nhshighland.scot.nhs.uk/Meetings/BoardsMeetings/Documents/Board%20Meeting%202%20December%202014/4.1%20Redesign%20of%20Servi
ces%20SLSWR.pdf [Accessed 28 May 2015]
9

Deborah Shaw et al (1999) ‘The Distributional Effects of Fuel Duties: The Impact On Rural ouseholds in Scotland’, Regional Studies, vol 33, Issue 3, p1,
[Online] Available from: http://rsa.tandfonline.com/doi/abs/10.1080/00343409950082472 [Accessed 28 May 2015]
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drivers reported to spend over £100 a month on fuel for their cars.10 The cost of travelling in areas
such as Skye and Lochalsh can deter service users from engaging with mental health provisions as
the cost of travelling to appointments, often during working hours, can have a detrimental effect on
personal finances through high fuel cost and loss of earnings, those people not working and perhaps
in the most need of support may simply not have the money available to afford the expense of
travelling.
Though outreach and home visit services are more favorable, financially speaking, than
providing a localized service base the rising cost of fuel combined with the large geographical area of
Skye and Lochalsh and ongoing funding issues for public and volunteer sectors means the cost of
running these services is becoming a larger drain on service provision finances.
It is well recognized that public transport in remote rural Scotland is far from adequate, and with
13% of the remote rural population of Scotland dependant on public transport it is a large barrier for
service users’ engagement with provisions. However, though many local authorities and health
boards recognize the need and specific challenges such as logistics and financial constraints that are
associated with public transport in rural areas, many do not see the issue as something their
organization needs to deal with directly. This disregard can most easily be seen in the NHS Scotland
Rural Access Team’s final report for the redesign of health services. Travel and access to services is
deemed a priority issues however the report accounts that ‘the better use of voluntary
providers...taken along with a comprehensive look at current public agencies transport resource
might provide better solutions without increasing actual resources.’11
As shown in Appendix 1, 18 of 50 (36%) bus journeys available in Skye and Lochalsh during
typical working hours are dependent on school term times, with half of these areas having access to
public transport during school term times only. Service users travelling to Portree to engage in
service provisions, for example a general 10 minute GP appointment to discuss their mental health
or a psychiatric appointment at their local hospital outpatients department, will have to be in
Portree for an average of 2 hours and 43 minutes before being able to return home. Service users
travelling to Broadford will have to be in Broadford for an average of 4 hours and 23 minutes before
being able to return home. Seeking support for a mental health issue is very personal and it is a likely
scenario that a service user may feel upset or vulnerable after an appointment. It is therefore a huge
barrier to a services accessibility that a service user must wait such long periods of time before or
after an appointment before being able to return home. In the recent Scottish Household Survey,
51.6% of people felt that they were very or fairly satisfied with the quality of public transport in the
Highlands, compared with 71.1% in Scotland as a whole12. It must also be noted that when swapped
to the winter timetable, bus times are often far more reduced than their summer timetable
counterpart, further impeding the accessibility of centralized services.

10

The Scottish Government (2015) ‘Rural Scotland Key Facts 2015’, The Scottish Government, p30-35, Table 13 and Figure 11, [Online] Available from:
http://www.gov.scot/Resource/0047/00473312.pdf [Accessed 22 May 2015]
11

Rural Access Team (2005) ‘The National Framework for service change in Scotland’ NHS Scotland, [Online] Available from:
http://www.sehd.scot.nhs.uk/nationalframework/Reports.htm [Accessed 18 June 2015]
12

The Scottish Government (2013) ‘Scottish Household Survey Local Authority Tables Highland’ The Scottish Government, p80, Table 10.1, [Online] Available
from: http://www.gov.scot/Resource/0046/00469898.pdf [Accessed 26 May 2015]
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2.3

Road Safety

Roads in Skye and Lochalsh pose an increasing risk and barrier to people’s engagement with
services and the normal running of service provisions for people with mental health issues. Road
safety is a key priority for local police divisions.13 Road safety likewise it is a prioritized for The
Highland Council.14 However the roads in Skye and Lochalsh have a variety of different challenges
which affect the safety and usability for those trying to access centralized services.
The 2014 Scottish Road Maintenance Survey highlighted the dire condition of Highland roads,
detailing that the RCI (Road Condition indicator – see note 1) has shown a worsening trend in the
past 4 years, decreasing by 6.9% (See Chart 2.1), and has the 3rd highest depreciation rate in road
condition within Scotland.15
Chart 2.3.a

John MacLennan (2015) ‘Scottish Road Maintenance Condition Survey 2014 Results’ The Highland Council, p3, Table 4.3 [Online] Available
from:
http://www.highland.gov.uk/download/meetings/id/67370/item_11_scottish_roads_maintenance_condition_survey_2014_results.[Acces
sed 26 May 2015]

Note 1 – RCI is calculated by adding together roads classified as ‘RED – deteriorated to a point where
repairs are likely to preserve serviceability and to prolong its future’ and ‘AMBER – Further
investigation required’ and expressed as a percentage15.

13

Police Scotland (2015) ‘Eilean A’Cheo Multi Member Ward Plan 2014’ Police Scotland, p1, [Online] Available
from:http://www.scotland.police.uk/assets/pdf/142349/highlandsislands/216159/eilean_a_cheo_mmwp_apr_2014.pdf?view=Standard [Accessed 26 May
2015]
14
The Highland Council (2014), ‘Highland Road Safety Group 2013 to 2015 Action Plan’ The Highland Council, p2, [Online] Available from:
http://www.highland.gov.uk/downloads/file/12706/highland_road_safety_group_action_plan_2013_-_2015 [Accessed 26 May 2015]
15
John MacLennan (2015) ‘Scottish Road Maintenance Condition Survey 2014 Results’ The Highland Council, p2-5, [Online] Available
from:http://www.highland.gov.uk/download/meetings/id/67370/item_11_scottish_roads_maintenance_condition_survey_2014_results.[Accessed
18 June 2015]
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In 2011-12 Highland Council had the second highest expenditure on road maintenance standing
at £15.7 million and the highest winter maintenance spend of £4.8 million leading to the
implication in 2014 that conditions on Highland roads would continue to deteriorate with current
funding levels16.
Current road maintenance levels can cause many problems for people with mental health issues
travelling to engage with service provisions. When considering the adverse weather conditions
prominent in Skye and Lochalsh, especially during the winter months, the road conditions can
become a huge anxiety for those with mental health conditions who must travel to services based in
more central locations. Equally, services offering outreach or home visits are often disrupted by
severe weather and road conditions where employee’s safety must be considered as well as the
extra time needed to travel safely between destinations.

16

Scottish National Statistics (2013) ‘Scottish Transport Statistics’, Transport Scotland, p222, Table 10.3, [Online] Available from:
http://www.transportscotland.gov.uk/system/files/documents/statistics/sts2013amend.pdf [accessed 26 May 2015]
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2.4

Discussion

Patients in Skye and Lochalsh have two statutory options to help them travel to appointments:
The Highlands and Islands Patient Travel Scheme and The Scottish Ambulance Patient Transport
Service. Both of which are directed at supporting people accessing services in larger urban locations
such as Inverness or Fort William.
The Scottish Ambulance Service requires patients to meet a certain criteria to be able to access
their service and are more directed at patients with physical issues than mental health issues.
Though it could be argued that certain mental health issues could lead a patient to meet the
requirement of having “a medical condition that would prevent them from travelling to hospital by
any other means”.17 It is unlikely that many service users with mental health issues alone would be
able to freely and easily access this service.
The Highlands and Islands Patient Travel Scheme offers patients a reimbursement of travel
expenses over the first £10 to anyone who lives more than 30 miles away from the hospital they
need to attend. This is only available to patients who receive certain types of benefits and does not
cover other expenses such as loss of earnings or childcare costs.18
Though these initiatives offer support to those seeking treatment from a hospital setting there is
little support on offer to those needing transportation help in the local community.
A variety of voluntary organizations in Skye and Lochalsh do offer an outreach or home visiting
service to areas where access to their services proves difficult. Many organizations based in Portree,
such as the Citizens Advice Bureau and Am Fasgadh, offer weekly outreach works to the South of
Skye to help improve access to their supportive services, but many voluntary organizations do not
have the funding or ability to offer such services.

17

The Scottish Ambulance Service (2014) ‘Patient Transport Service’ Scottish Ambulance Service, [Online] Available from:
http://www.nhshighland.scot.nhs.uk/Services/Documents/Ambulance%20Support%20Leaflet%2007.pdf [Accessed 17 June 2015]
18

NHS Highland (2015) ‘Policy of Financial Assistance to Support Travel to and from Hospital’ NHS Highland, [Online] Available from:
http://www.nhshighland.scot.nhs.uk/OurAreas/ArgyllandBute/Documents/pt%20travel%20policy%201505%20NEW.pdf [Accessed 17 June 2015]
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3.
Visibility and Confidentiality
3.1

Dual Relationships and Boundaries

A ‘dual relationship’ implies any relationship outside of the formally clinical one between patient
and professional; this could be by attending the same leisure organizations, living in the same street
to each other or having children attending the same school. Relations outside of the strictly
professional relationship are generally viewed as inappropriate yet within rural communities they
are inevitable. These dual relationships can pose concerns around confidentiality and issues
maintaining a professional distance.19
The definition of “boundaries” within the therapeutic community is not rigid, as variations of
therapy distinctively conform to their own interpretation of where their professional boundaries
cross into the inappropriate. Family therapists, for example, will have a broader definition of
boundary factors such as confidentiality and who is the patient than an individual therapists due to
the nature of their specific therapeutic function.20
It is important to understand the difference between a boundary violation and a boundary
crossing and that both the professional and the client are equally responsible for the preservation of
appropriate boundaries. A boundary violation characterizes the abuse, exploitation or harm of a
client or professional, for example by inappropriate sexual relationships. These interactions are
clearly unethical and illegal in practice. A boundary crossing is a far more difficult to define issue,
though can be understood as a ‘deviation from traditional, hands off, ‘only in the office,’ emotionally
distant forms of therapy’ for example visiting a client in their home. Not all boundary crossings are
associated with dual relationships however all dual relationships constitute a boundary crossing.21
The second Principle of Good Practice for Psychiatrists describes how a psychiatrist ‘must not
engage in any inappropriate relationships that would constitute a boundary violation‘.22 Equally, the
Code of Ethics and Conduct for the British Psychological Society also states that psychologists should
‘remain aware of the problems that may result from dual or multiple relationships’ and that ‘they
should also be mindful of the importance of fostering and maintaining good professional
relationships with clients… as a primary element of good practice’.23
The issue of dual relationship’s is often something professionals in rural areas learn to deal with
“on the job” as training for mental health professionals is still a very urbanized subject. It is within
these difficult lines of professional and personal therapeutic partnership that rural mental health
professionals must find an ethical and workable middle ground. Rural practitioners are often left to
“do the right thing” without appropriate formal guidance or support, leading to a diverse and
subjective view of what is “good practice” when dealing with dual relationships.24
19
Elena Louisa Burgard (2013) ‘Ethical Concerns About Dual Relationships in Small and Rural Communities: A Review’ Journal of European Psychology
Students, p69-75, [Online] Available from: http://jeps.efpsa.org/articles/abstract/10.5334/jeps.az/ [Accessed 1 July 2015]
20
Ofer Zur (2006) ‘Therapeutic Boundaries and Dual relationships in Rural Practice: Ethical, Clinical and Standard of Care Considerations’ Journal of Rural
Community Psychology, Vol E9 (1) [Online] Available from: http://www.marshall.edu/jrcp/9_1_zur.htm [Accessed 2 July 2015]
21
Ofer Zur (2014) ‘Dual Relationships, Multiple Relationships, Boundaries, Boundary Crossings & Boundary Violations in Psychotherapy, counselling and
Mental Health’ Counselling and Mental Health [Online] Available from: http://www.zurinstitute.com/dualrelationships.html [Accessed 1 July 2015]
22
The Royal College of Psychiatrists (2014) ‘Good Psychiatric Practice: Code of Ethics’ The Royal College of Psychiatrists, p6, [Online] Available from:
http://www.rcpsych.ac.uk/files/pdfversion/CR186.pdf [Accessed 1 July 2015]
23
British Psychological Society (2009) ‘Code of Ethics and Conduct’ British Psychological Society, p4-22, [Online] Available from:
http://www.bps.org.uk/system/files/documents/code_of_ethics_and_conduct.pdf [Accessed 1 July 2015]
24
Susan S Manning and Mary Elizabeth Van Pelt (2005) ‘The Challenges of Dual Relationships and the Continuum of Care in Rural Mental Health’ Council on
Social Work Education, p36 [Online] Available from: http://maryvanpelt.com/books/Rural_Mental_Health.pdf [accessed 2 July 2015]
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3.2

Visibility

Visibility can be defined as ‘the state of being able to see or be seen’.25 In the context of mental
health care this can pose both negative and positive effects. People suffering from mental health
problems in rural areas often fear the visibility of their illness, to be seen as someone who is ‘unwell’
or ‘crazy’. Many people, especially those with a prominent presence within the community, may be
completely dissuaded from seeking help for mental health problems for fear of being recognized
accessing such services and stigmatized because of it. The exposure of their issues to the wider
community can have a detrimental effect not only on their standing in the community through
stigma and prejudice, but also their self-identity within that community. This can lead to the
isolation of people with mental health issues, especially in already geographically isolating areas
such as Skye and Lochalsh.
Visibility can often be an issue to the professional as well, who may feel they have little escape
from their job role as they too lack the anonymity that would protect their own privacy. Mental
health workers in rural areas have a higher social visibility within the community than their
colleagues in more urban areas;26 which can have both positive and negative effects on their
professional reputation. A negative relationship with a client may lead to others being dissuaded
from seeking help from them through the gossip of close-knit community. Respectively, maintaining
a positive presence within the community can aid the awareness and positively influence others to
seek professional help when they may not have.
The issue of visibility must therefore be tackled in a productive, yet confidential manner. The
privacy of service users must be respected and protected at all times with many mental health clinics
are situated with other community healthcare services limiting the visibility of those accessing them.
Equally, mental health services must still form a key part of the community itself or else further the
stigma associated with mental health and limit the access of their services to those who may view
them suspiciously through lack of awareness.

25

Oxford Dictionaries (2015) ‘Visibility’ Oxford Dictionaries, [Online] Available from:
http://www.oxforddictionaries.com/definition/english/visibility [Accessed 2 July 2015]
26
Sarah Matthews, Philip O’Hare and Jill Hemmington (2014) ‘Approved Mental Health Practice: Essential Themes for Students and
Practitioners, Social Science, [Online] Available from:
https://books.google.co.uk/books?id=M9q3AwAAQBAJ&pg=PT162&lpg=PT162&dq=visibility+and+confidentiality+in+rural+mental+health
+care&source=bl&ots=DjEuXQ-6HV&sig=pLIBbNx-o0jPsbTLWDudBfNk6s&hl=en&sa=X&ei=fmtxVdC2BuGQ7AbWoYGYDw&ved=0CD0Q6AEwAw#v=onepage&q=visibility&f=false [Accessed 2 July 2015]
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3.3

The Positives of Dual Relationships and Flexible Boundaries

Though controversial, dual relationships and flexible boundaries can have a positive influence on
the outcome of clinical support as well as the view of the wider community. Home visits, for
example, are a clinical necessity in rural areas such as Skye and Lochalsh given the dispersed
population of the area.
A strong relationship between service user and professional is key to the effective use of mental
health support and the subsequent recovery of the service user. Familiarity helps form the basis of
trust which can enhance clinical outcomes, and within a rural context dual relationships are often
seen as accepted and expected within the small community they are based. People understand the
limitations of their service provisions in rural areas and though they may not agree that these
limitations are socially equal compared to their urban counterparts, they can form a basis of
understanding that may not be found within urban service users who have access to a higher level
of privacy. The strong, informal relationships found within small rural communities can help
compensate for the limitations of services in rural areas and many service users appreciate the
“person-centered” approach that a dual relationship service can offer.
The enhanced visibility of service users within small rural communities, though feared by service
users as a cause of stigma and discrimination, can lead to a higher level of community care.
Community members may contact mental health professionals when worried about a particular
service user who is known to suffer from mental health problems, leading to a larger safety net of
care for people suffering from severe mental illness.27

27
Hester Parr and Chris Philo (2003) ‘Rural mental health and social geographies of caring’ Social & Cultural Geography, vol 4 (4) p481-484,
[Online] Available from:
http://www1.geo.ntnu.edu.tw/~moise/Data/Books/Social/06%20social%20security/rural%20mental%20health%20and%20social%20geog
raphies%20of%20caring.pdf [Accessed 2 July 2015]
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3.4

The Negatives of dual relationships and Flexible Boundaries

Many service users in remote rural areas fear social gossip as a form of stigma when seeking
help for mental health problems. Social familiarity in rural settings is often very high leading to an
exaggerated ideal of social conformity, a fear of the “community knowledge” about their personal
and emotional lives. This stigma and negative association can stay with someone even after they
have recovered from their mental illness. The fear of stigma can go so far as to influence family
members to refuse a person access to mental health services as a protection of their, and that of the
family as a wholes, reputation within the community.28
Unclear professional boundaries can lead to uncomfortable situations within social and clinical
relationships, placing the professional in a difficult position when considering the best practice and
care for their patient, and the ideals of their social relationship. When professional and service user
are close acquaintances or even friends, it can lead to difficulties making important clinical decisions.
For example, when a service user becomes too unwell to be in the community they may feel
abandoned or even betrayed by their friend/therapeutic professional when they make the decision
to seek emergency inpatient care for them. Certain disorders, such as Borderline Personality
Disorder which is characterized by a difficulty in interpersonal relationships, can find a dual
relationship within the therapeutic, recover setting difficult to manage and it may cause more harm
to their mental health then any benefit from therapy.29

28

Scottish Association for Mental Health (SAMH) (2012) ‘Remote and Rural mental Health’ Scottish Association for Mental health, p3-5,
[Online] Available from: http://www.samh.org.uk/media/287333/know_where_to_go_-_remote__rural_report_final.pdf [Accessed 2 July
2015]
29
Arnold A. Lazarus and Olef Zur (2002) ‘Dual Relationships and Psychotherapy’ Springer Publishing Company, [Online] Available from:
https://books.google.co.uk/books?id=hAqgHGiAUskC&pg=PT117&lpg=PT117&dq=dual+relationships+and+borderline+personality+disord
er&source=bl&ots=MskhNed7C&sig=x3RQAHvo_ecFzoTvCiG5VwjidGE&hl=en&sa=X&ei=i06VVdL2Bs3g7QaF15nQCw&ved=0CFYQ6AEwCA#v=onepage&q=dual%20rela
tionships%20and%20borderline%20personality%20disorder&f=false [Accessed 2 July 2015]
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3.5

Discussion

The issue of visibility and confidentiality in the rural setting is a complex ethical system to which
there is no “right” practice. Adhering to all legal obligations and ethical practices are a fundamental
obligation of professionals working within a care setting and any relationship out with the purely
clinical should be avoided as far as possible to ensure clear boundaries of practice. However, it is an
impossibility for professionals working within rural settings to completely isolate themselves from
their community for fear of a dual relationship or boundary crossing. Not only would this impede on
the professional’s own wellbeing and social needs, it ignores the therapeutic positives that
interpersonal relationships in mental health care can foster. Equally, isolating mental health
provisions from the community would only lead to further barriers to services for those who need
help and support. Maintaining a positive clinical appearance within the community can help reduce
stigma surrounding mental health support within rural communities and encourage a positive
outlook to the support and recovery of those suffering from mental health issues. Effective
communication with service users about their and the professionals expectations and acceptable
limitations to relationships outside of the therapeutic setting should be made clear at the start of
assessment and treatment process and clear boundaries agreed to, to ensure that the confidentiality
and privacy levels of both practitioner and patient are understood. This will helping to enrich the
client/patient relationship and build a clinical trust to aid the recovery process.
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4.
Availability of Services
4.1

Utilitarianism and Centralisation

Traditionally, mental health services have been centralized to urban areas in a utilitarian
approach to healthcare. The approach of centralizing services in a way which benefits the most
people seems, in principle, an obvious managerial method when considering the financial pressures
of NHS budgets. However, this has caused a huge inequality when considering rural mental health
support provisions, as in terms of social rights and social exclusion many people in rural areas feel
they do not have equal access to services as those in urban areas. This inequality can be linked to
the stereotypical idea that rural people have a ‘culture of self sufficiency’.30 This is often suggested in
rural mental health research. Though this self-reliance towards healthcare can be associated with
the culture of rural life, it’s isolation from social networks and support systems; it is also a
contributing factor to mental health issues such as stress, anxiety and depression in rural areas.
The view that rural communities are more “stoic” than their urban counterparts is also an
ingrained stereotype in rural policy making. The Remote and Rural Steering Group made note of
‘community resilience’ in its report in 2008, describing that rural communities ‘are facilitated to look
after themselves, utilizing all resources available to them, encouraging self care and using volunteers
and informal carers within the local community’.31 It is true that remote-rural areas such as Skye and
Lochalsh have a far higher than average level of volunteering than in urban areas. However research
from 2008 into volunteering around Scotland could not pin point any distinct socio-economic factors
as to why this was.32 It could be implied that as the “self-support” ideal is not mirrored in general
Scottish Health policy, fundamental legislation has helped shape the view that rural populations
have less of a service need than those in urban areas and where there may be gaps in service
provisions the volunteer sector can be used to patch these up. This reliance on voluntary sector
support in rural healthcare also adds an element of instability, as many charities and volunteer
organizations have experienced drastic cuts in funding since the recession in 2008.33
The NHS as a whole is a constantly changing entity in British culture today. Some research
discusses how it has evolved an industrial quality management system incorporating ‘target setting,
bureaucratized governance and performance frameworks’.34 Moreover how ‘this mass market
approach fails to incorporate differing priorities that steer citizen’s healthcare choices, including
access to transport or proximity to relatives’.35

30

Sheena Asthana et al (2009) ‘Social exclusion and social justice: a rural perspective on resource allocation’ Policy & Politics, vol 37, no 2,
p202-204, [Online] Available from:
http://www.researchgate.net/profile/Sheena_Asthana/publication/233526583_Social_exclusion_and_social_justice_a_rural_perspective_
on_resource_allocation/links/0a85e53c812345026d000000.pdf [Accessed 29 May 2015]
31
Remote and Rural Steering Group (2008) ‘Delivering for Remote and Rural Healthcare’, NHS Scotland, p11, [Online] Available from:
http://www.gov.scot/resource/doc/222087/0059735.pdf [Accessed 29 May 2015]
32
Norma Hurley et al (2008), Scottish Household Survey Analytical Report: Volunteering’ Scottish Government, p167-187 [Online] Available
from: http://www.gov.scot/Resource/Doc/209828/0055479.pdf [Accessed 2 June 2015]
33
Cheryl Pilbeam and John Woodhouse (2015) ‘Funding for charities and voluntary organisations’ House of Commons, p1, [Online]
Available from: www.parliament.uk/briefing-papers/SN01440.pdf [Accessed 29 May 2015]
34
John Clarke et al (2000) ‘New Managerialism, New Welfare?’ Sage Publications ltd, p17.
35
Jane Farmer et al (2009) ‘Territorial tensions: Misaligned management and community perspectives on healthcare for older people in
remote areas’ Health &Place, p276
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As part of Scotland’s National Performance Framework introduced in 2007, each NHS Board must
meet specified targets of performance for four grouped priorities. These are:
Health Improvement for the people of Scotland – improving life expectancy and healthy life
expectancy;
Efficiency in Governance Improvements – continually improve the efficiency and effectiveness of
the NHS;
Access to Services – recognizing patients need for quicker and easier use of the NHS services;
and
Treatment Appropriate to Individuals – ensure patients receive high quality services that meet
their needs.36
Each priority has associated targets set with delivery targets for their completion. Two targets
are set for mental health care and the performance of NHS Highland is discussed below. These
targets are associated with the “Access to services” priority and incorporate both child and
adolescent mental health services and general psychological services. Though “Access” is set as a
priority for NHS Scotland, it is in the view of waiting times rather than geographical location, ignoring
the geographical uniqueness of rural areas and, again, focusing policy and procedure to an urban
environment.

36

The Scottish Governement, ‘Scotland Performs NHS Scotland’ [Online] Available from:
http://www.gov.scot/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance [Accessed 29 May 2015]
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4.2

NHS Highland Mental Health Service Targets

Between October 2012 and December 2013 an average of 94.2% of children and young people
were seen within the 26 week benchmark set by NHS Scotland HEAT targets37 for Child and
Adolescent Mental Health Services (CAMHS) (See Graph 4.2.a). The new HEAT target, set to be
achieved by March 2015, require at least 90% of children and young people to be seen within 18
weeks from referral.38 Between April 2013 and December 2013 an average of 89.3% of children
and young people were seen within the 18 week target.

Graph 4.2.a

ISD Scotland (2012) ‘Child and Adolescent Mental Health Services Waiting Times in Scotland – Quarter ending 31 December 2012’ ISD
Scotland, p7, Table 2, [Online] Available from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-0226/2013-02-26-WT-CAMHS-Report.pdf?37423342467 [Accessed 19th May 2015],
ISD Scotland (2013) ‘Child and Adolescent Mental Health Services Waiting Times in Scotland – Quarter ending 31 March 2013’ ISD
Scotland, p7, Table 2, [Online] Available from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-0528/2013-05-28-WT-CAMHS-Report.pdf?37423342467 [Accessed 19th May 2015],
ISD Scotland (2013) ‘Child and Adolescent Mental Health Services Waiting Times in Scotland – Quarter ending 31 June 2013’ ISD Scotland,
p8, Table 2, [Online] Available from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-08-27/2013-08-27WT-CAMHS-Report.pdf?37423342467 [Accessed 19th May 2015],
ISD Scotland (2013) ‘Child and Adolescent Mental Health Services Waiting Times in Scotland – Quarter ending 31 September 2013’ ISD
Scotland, p8, Table 2, [Online] Available from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-1126/2013-11-26-WT-CAMHS-Report.pdf?37423342467 [Accessed 19th May 2015]

37

The Scottish Government (2013) ‘NHSScotland Chief Executive’s Annual Report 2012/2013’ The Scottish Government, [Online] Available
from: http://www.gov.scot/Resource/0043/00438661.pdf [Accessed 15th May 2015]
38
The Scottish Government (2015) ‘ CAMHS 18 week HEAT Target’ The Scottish Government, [Online] Available from:
http://www.gov.scot/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance/CAMHS18weeks [Accessed: 19th May
2015]
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These statistics, though covering only a short space of time, are promising in the target
performance of CAMHs services in the Highlands. It could be assumed that the integration of NHS
Highland Child and Adolescent services with Highland Council services in April 201239 has had a
somewhat negative effect on the waiting times which can be associated with the inevitable
complication of structural redesign. Though initial statistics look promising, the scale of integration
implies that a concise and organized service provision cannot be effectively managed and the impact
known within such a short space of time.
For general psychological services the HEAT Target requires 90% of patients to receive
treatment within 18 weeks of referral from December 2011.40 Due to NHS Highland migrating to a
new patient system from March 2014 - October 201441, limited data is available for comparison of
waiting times for psychological services. However, data is available from April 2013 – December
2013 with the average of these three quarters showing that only 78% of patients were seen within
18 weeks (see Graph 4.2.b). This data does not include Community Mental Health Teams who,
before the migration to the new patient system, did not electronically store patient data.42
Graph 4.2.b

ISD Scotland (2013), ‘Psychological Therapies Waiting Times in Scotland – Quarter ending 30 June 2013’ ISD Scotland, p7 Table 2, [Online]
Available from: http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2013-08-27/2013-08-27-WT-PsychTherapiesReport.pdf [Accessed 19th May 2015],
ISD Scotland (2013), ‘Psychological Therapies Waiting Times – Quarter ending 30 September 2013’, ISD Scotland, p7 Table 2, [Online]
Available from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-11-26/2013-11-26-WT-PsychTherapiesReport.pdf?37423342467 [Accessed: 19th May 2015],
ISD Scotland ‘ Psychological Therapies Waiting Times – Quarter ending 31 December 2013’, ISD Scotland, p7 Table 2, [Online] Available
from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-11-26/2013-11-26-WT-PsychTherapiesReport.pdf?37423342467 [Accessed 19th May 2015]

39

The Highland Council (2012) ‘Service Plan’ The Highland Council, p19 [Online] Available from:
http://www.highland.gov.uk/download/downloads/id/4852/health_and_social_care_service_plan [Accessed 29 May 2015]
40
Scottish Government (2015) ’18 Weeks RRT’ The Scottish Government, [Online] Available from:
http://www.gov.scot/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance/18weeksRTTStandard [Accessed: 19th
May 2015]
41
ISD Scotland (2014), Psychological Therapies Waiting Times in Scotland – Quarter ending 31 December 2014’, ISD Scotland, p28-29
[Online] Available from: http://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2015-02-24/2015-02-24-WTPsychTherapies-Report.pdf [Accessed: 19th Mar 2015]
42
ISD Scotland (2013) ‘ Psychological Therapies Waiting Times – Quarter ending 31 December 2013’, ISD Scotland, p21, [Online] Available
from: https://isdscotland.scot.nhs.uk/Health-Topics/Waiting-Times/Publications/2013-11-26/2013-11-26-WT-PsychTherapiesReport.pdf?37423342467 [Accessed 19th May 2015]
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Though target assessment does not give a clear picture of quality of care received, it does
imply where quality may be lacking. Wait times are directly affected by the volume of patients, staff
availability and clinical management.43 In addition waiting time targets, when missed, show a clear
indicator of a system that is under pressure. The target orientated working of NHS Scotland has
caused Theresa Fyffe, Director of the Royal College of Nursing, and Ian Ritchie, Chair of the Academy
of Medical Royal Colleges and Faculties Scotland and President of the Royal College of Surgeons of
Edinburgh, to call on the Scottish Government to change what they describe as ‘an unsustainable
culture that pervades the NHS’.44 The target orientated competition between NHS boards can lead
to an uneven care system, with prevalence given to those areas where statistical targets are
collected and untargeted services are diminished. Theresa Fyffe and Ian Ritchie go on to call for a
more ‘mature approach’ to target and standards within the NHS to help combat a service that is
‘focusing too much energy on all the wrong things.’

43

Jane Ball (2010) ‘Guidance on safe nurse staffing levels in the UK’ Royal College of Nursing, p10, [Online] Available from:
http://www.rcn.org.uk/__data/assets/pdf_file/0005/353237/003860.pdf [Accessed 2 June 2015]
44
Theresa Fyffe and Ian Ritchie (2015) ‘Building a more sustainable NHS in Scotland: Health Professionals Lead the Call for Action’
Academy of Medical Royal Colleges and Faculties in Scotland, p2, [Online] Available from:
http://www.rcn.org.uk/__data/assets/pdf_file/0011/626528/Externally-designed-final-statement-no-embargo-3-June-2015.pdf [Accessed
4 June 2015]
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4. 3

Patients and Staff

Between 2005 and 2014 there was an increase of 24.7% in new patients seeking treatment from
psychiatric services in the Highlands and the total attendance for psychiatric services rose by 16%
(See Graph 4.3.a).
Graph 4.3.a

ISD Scotland, NHS Scotland (2014), ‘Outpatient Attendance Summary – by NHS Board of Treatment and Specialty’, Table 1, p1 [Online]
Available from: http://www.isdscotland.org/Health-Topics/Hospital-Care/Outpatient-Activity/ [Accessed 15 May 2014]

The number of patients attending nurse led psychiatric care through NHS Highland increased by
73.4% between March 2010 and March 201445 (See Graph 4.3.b).
Graph 4.3.b

ISD Scotland (2014), ‘Table presenting preliminary aggregate data supplied by NHS Boards covering nurse-led patient contacts in acute and
non-acute specialties for the years ending 31 March 2010 to 2014’ ISD Scotland, [Online] Available from:
http://www.isdscotland.org/Health-Topics/Hospital-Care/Outpatient-Activity/ [Accessed: 19 May 2015]

45

ISD Scotland (2014), ‘Table presenting preliminary aggregate data supplied by NHS Boards covering nurse-led patient contacts in acute
and non-acute specialties for the years ending 31 March 2010 to 2014’ ISD Scotland, [Online] Available from:
http://www.isdscotland.org/Health-Topics/Hospital-Care/Outpatient-Activity/ [Accessed: 19t May 2014]
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Between 1997 and 2013 the average rate of inpatient admissions for psychiatric treatment in
the Highlands declined by 42.3%. There was a similar decline of 41.2% in patient discharges for the
same period (See Chart 2.1). This decline in inpatient care can be associated with the current trend
of mental health care shifting from inpatient led, hospital treatment to a “care in the community”
mentality.
Chart 4.3.a

ISD Scotland, NHS Scotland (2014), ‘Mental Heath Hospital Inpatient Care – Trends up to 31st March 2013’, ISD Scotland, Table 2, p10,
[Online] Available from: http://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2014-07-29/2014-07-29Mental_Health_Hospital_Inpatient_Care-report.pdf [Accessed 15th May 2015]

Though there is no wish or need to return to an archaic institutionalized approach to mental
health care, community teams in the Highlands are facing increasing patient loads and financial cut
backs, with the added burdens of a large geographic area, dispersed population and a difficulty in
filling and keeping higher tier medical staff. These difficulties are having a direct impact on their
ability to provide a service that is both accessible and available to service users within the financial
constraints of their ever shrinking budgets.
Between 2009 and 2013, total mental health staff numbers in NHS Highland decreased by
10.9% with this decrease incorporating: a decrease of psychiatric consultants by 64.5% and a
decrease in psychiatrists by 21.8%46. Between 2008/2009 and 2013 the amount of Mental Health
Officers working within NHS Highlands decreased by 30.9%.46 (See Graph 2.3). A recent Audit of
Highland Council’s Mental Health Officer’s performance highlighted that there was a significant
waiting list for service users to receive assessment from a Mental Health Officer and some have
been waiting since 2012 for this initial assessment.47 There was also no clear action plan on how
this issue was to be addressed. The Mental Health Officer’s were introduced within the integration
of NHS Highland and Highland Council Health and Social Care Services and suggests an opposing
situation to the CAMHS target performance discussed above. It also compliments the ideas
discussed by Theresa Fyffe and Ian Ritchie that target set analysis of performance does not
effectively discern a services performance as a whole.

46

NHS Scotland, ISD Scotland, Scottish Government (2013) ‘Mental Health Benchmarking Indicators toolkit 2013’ ISD Scotland, p9-17,
Table 2-5 [Online] Available from: http://www.isdscotland.org/Health-Topics/Quality-Indicators/National-Benchmarking-Project/MentalHealth-Dashboard.asp [Accessed 15th May 2015]
47
Nigel Ross (2015) ‘Internal Audit Reviews and Progress Report - 16/03/2015 to 09/06/2015’ Audit and Scrutiny Committee, p2, [Online]
Available from: file:///C:/Users/adviser/Downloads/Item_3_Internal_Audit_Reviews_and_Progress_Report.pdf [Accessed 18 June 2015]
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Graph 4.3.c

NHS Scotland, ISD Scotland, Scottish Government (2013) ‘Mental Health Benchmarking Indicators toolkit 2013’ ISD Scotland, p9-17, Table
2-5, [Online] Available from: http://www.isdscotland.org/Health-Topics/Quality-Indicators/National-Benchmarking-Project/MentalHealth-Dashboard.asp [Accessed 15th May 2015],

With such drastic reductions in staff, and a continual increase in service users, provisions in the
Highlands are becoming ever more stretched and the workload for the remaining staff increasing
drastically. This has a direct negative effect on patient care, as many mental health service providers
feel they are becoming entrapped within the bureaucracy and administration of their positions, and
spending less time providing direct support to their service users.48

48

Unison Scotland (2015) ‘See Us Scotland’s Mental Health Staff Speak Out’ Unison Scotland, p6, [Online] Available from: http://unisonscotland.org.uk/publicworks/SeeUs_MentalHealthStaffSurvey_March2015.pdf [Accessed 4 June 2015]

24 | P a g e

4.4

Funding

Meeting wait time targets is one of the key drains on NHS Highland funding, as well as filling
vacancies in rural areas such as Skye and Lochalsh.49 In 2013/14 NHS Highland needed a brokerage
of £2.5 million from the Scottish Government to make a small surplus of £0.1 million.50 This poor
financial management has required NHS Highland to make significant cuts in its financial planning to
meet government spending requirements even with a baseline increase in funding of £8.5 million
from the Scottish Government. However, with this increase in funding, NHS Highland has also
increased budgeted funding for social care from £67.3 million (£68.0 million actual outturn) to £73.5
million for 2015/16 Though this is good news for adult services around the Highlands, travel
expenditures for staff will see a reduction in funding by 8%, which will affect remote rural areas such
as Skye and Lochalsh the hardest in regards to local staff offering home and outreach services as
well as the availability of consultant reviews for people with mental health issues.
Between 2006 and 2013 there was a small increase of just 8.30% net expenditure on community
psychiatric teams by NHS Highland, however when taking into account inflation this becomes a real
term cut of 6.4%51. Total spending on general psychiatric services by NHS Highland in 2012/2013
stood at £48,406, a decrease of 8.1% compared to 2008/09 (see Graph 4.4.a).
Graph 4.4.a

NHS Scotland, ISD Scotland, Scottish Government (2013) ‘Mental Health Benchmarking Indicators toolkit 2013’ ISD Scotland, Table 1, p3,
[Online] Available from: http://www.isdscotland.org/Health-Topics/Quality-Indicators/National-Benchmarking-Project/Mental-HealthDashboard.asp [Accessed 15th May 2015]
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The Auditor General for Scotland (2014), ‘The 2013/14 audit of NHS Highland financial management’, Audit Scotland, p5-6, [Online]
Available from: http://www.audit-scotland.gov.uk/docs/health/2014/s22_141024_nhs_highland.pdf [Accessed 19th May 2014]
50
Nick Kenton (2015), ‘NHS Highland Revenue Budget 2015/165’, NHS Highland, p2-12, Appendix 1 & Table 5 [Online] Available from:
http://www.nhshighland.scot.nhs.uk/Meetings/BoardsMeetings/Documents/Board%20Meeting%2014%20April%202015/Item%205.6%20
Revenue%20Budget.pdf [Accessed on 20th May 2015]
51
Reuben Nowell (2014) ‘SPICe Briefing Mental Health in Scotland’ The Scottish Parliment, p32, Table 8, [Online] Available from:
http://www.scottish.parliament.uk/ResearchBriefingsAndFactsheets/S4/SB_14-36.pdf [Accessed 2 June 2015]
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4.5

Skye and Lochalsh GP’s Opinions

Surveys were sent to all GP practices within Skye and Lochalsh though the reply rate for these
was very poor. Those who did reply described a poor service which they found difficult to work
around.
Psychology services were pointed out to be a large issue, with the recent loss of the local
psychologists leaving some GP’s “unsure what is happening.” Referrals were described as
“obstructive” with CPN services described as “restrictive” and “limited”. None of the GPs who
responded believed that the local NHS Psychiatric Services were meeting the needs of people with
mental health issues in Skye and Lochalsh, nor did they believe they were a main supporter of
people with mental health issues with friends, family and local voluntary support provisions being
seen as the main support options.
All GPs rated mental health support provisions in Skye and Lochalsh as “poor”.
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4.6

Discussion

Though it is clear that there is an increasing demand on mental health services in the Highlands,
staffing levels and funding are suffering harsher cuts in the hope of balancing NHS Highland’s books.
Staff workloads are increasing with added pressures from under-staffing and the added bureaucracy
of target and statistical recording means that service users are getting less quality care from service
provisions with little ability for staff to change this. The poor financial management of NHS Highland
also points to a fundamental flaw in managerial competence, leading to a lack of trust in both front
line staff and public attitudes to the continued sustainability of healthcare for Skye and Lochalsh.
The persistent bias in legislation and policy between urban and rural Scotland only stands to
strengthen the inequality experienced by rural residents when seeking treatment for mental health
disorders.
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5.
Risk Factors Associated with Mental Health and
Support Provisions Available
5.1

What are Risk Factors?

Mental illness is closely associated with a variety of socioeconomic, environmental and
biological factors, each influencing a cause and effect on a person’s mental health.52 The
interactions of these factors have both a negative and a positive effect on mental health as seen in
Figure 5.1.a, and it is important to establish clear support for people within these risk factors as both
a defense against the development of mental illness and the assistance of those suffering from
mental illness.
Figure 5.1.a
Level

Adverse Factors
Individual Attributes Low self-esteem
Cognitive/emotional immaturity
Difficulties in communicating
Medical illness, substance abuse
Social Circumstances Loneliness, bereavement
Neglect, family conflict
Exposure to violence/abuse
Low income and poverty
Difficulties or failure at school
Work stress, unemployment
Environmental factors Poor access to basic services
Injustice and discrimination
Social and gender inequalities
Exposure to war or disaster

Protective Factors
Self esteem, confidence
Ability to solve problems, manage stress or adversity
Communication skills
Physical health, fitness
Social support or family and friends
Good parenting / family interaction
Physical security
Economic security
Scholastic achievement
Satisfaction and success at work
Equality of access to basic services
Social justice, tolerance, intergration
Social and gender equality
Physical security and safety

World Health Organisation (2012) ‘Risks to mental health: An overview of vulnerabilities and risk factors’ World Health Organization, p5,
Table 1, [Online] Available from: http://www.who.int/mental_health/mhgap/risks_to_mental_health_EN_27_08_12.pdf [Accessed 18
June 2015]

The key to supporting good mental wellbeing comes from a combination of challenging the negative
determinates of mental illness as well as encouraging and supporting the positive.
Certain demographics within society such as those suffering from poverty or economic exclusion and
homelessness, have a far higher proportion of mental illness as well as a higher risk of developing
mental illness than those in the general public.53 These factors both serve as a barrier to a person
receiving or acquiring support for mental illness as well as a symptom of mental illness itself.
Tackling these issues can help end the repetitive cause and effect these factors can have on a
person’s life.

52

World Health Organisation (2014) ‘Mental Health: Strengthening our response’ World Health Organisation, [Online] Available from:
http://www.who.int/mediacentre/factsheets/fs220/en/ [Accessed 18 June 2015]
53
Royal College of Psychiatrists (2010) ‘No Health without Public Mental Health’ Royal College of Psychiatrists, p27-30, [Online] Available
from: https://www.rcpsych.ac.uk/pdf/Position%20Statement%204%20website.pdf [Accessed 18 June 2015]
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5.2
Women’s Mental Health
Mental health issues are more common in women than in men, with 1 in 4 women requiring
treatment for depression.54 One of the highest risk times to a woman’s mental health is during
pregnancy and during the first year of her child’s life, or the ‘perinatal period’, especially if she has
previously suffered from mental health issues. This time represents a huge change in a woman’s life
not only physically but emotionally, mentally, socially, economically and subjectively. It is during this
dynamic shift that women become the most vulnerable to mental health issues, and her wellbeing as
well as the wellbeing of her child, depends on the effective support network of friends, family and
professionals that surrounds her.

5.2.1 Perinatal Mental Health Care in the Highlands
Perinatal mental health defines the mental wellbeing of a woman from planned preconception to her child’s first birthday.55 PND as it is known encompassed a range of disorders that
can affect a woman at various times during her pregnancy and postpartum period. Early
intervention has a significantly positive effect on maternal recovery and infant development and
has been well documented in Scottish policy with the publication of SIGN 127 in March 2012
setting good practice guidelines for the support and expert care of perinatal mental health.56

54

Ed Hallwell et al (2007) ‘The Fundamental Facts’ The Mental Health Foundation, p27-70, [Online] Available from:
http://www.mentalhealth.org.uk/content/assets/PDF/publications/fundamental_facts_2007.pdf?view=Standard [Accessed 6 July 2015]
55
Sally Russell et al (2013) ‘Perinatal Mental Health Experiences of Women and Health Professionals’ Tommy’s, p3 [Online] Available from:
http://www.tommys.org/file/Perinatal_Mental_Health_2013.pdf [Accessed 24 June 2015]
56
Susan Galloway and Sally Hogg (2015) ‘Getting it Right’ NSPCC Scotland, p10-30 [Online] Available from:
http://www.nspcc.org.uk/globalassets/documents/research-reports/getting-itright.pdf?utm_content=buffer835df&utm_medium=social&utm_source=twitter.com&utm_campaign=buffer [Accessed 16 June 2015]
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5.2.2 Postnatal Depression
Between 10% and 28% of women experience a major depressive episode during their
postpartum period.57 These issues generally develop within the first 3 months after the birth of
child.58 However, the onset of postnatal depression does not always coincide with the early
intervention and treatment of the disorder.
Postnatal depression has a significantly negative effect on the ability of a mother to bond with
her child and this poor early bonding can affect a child’s cognitive and emotional development, even
after the initial postnatal depression has resolved. Equally, postnatal depression has an adverse
effect on spousal relationships, with 25%-50% of new fathers with a depressed partner describing
themselves as depressed. Therefore the mental wellbeing of the whole family unit is affected by
that of the mother’s wellbeing and quick, compassionate support for her mental health not only
improves her prospects of quick recovery but also that of the family unit as a whole.
Risk factors for postnatal and antenatal depression are relatively consistent with those of
depression in the general public with issues such as social exclusion, previous mental health
treatment and major life events increasing a woman’s risk of developing perinatal depression.59
There were 3119 births in the Highlands in 2012 and approximately 21% of women accessing
maternity services in the Highlands will require some form of mental health care (See Chart 5.2.a)
Chart 5.2.a

Average Predictions of Perenatal
Mental Health Need in the Highands
1.31%

0.15%

11.54%
7.69%

Users of mental health
services
Require Hospital
Admission
Experience post-natal
depression

79.31%

Experience emotional
distress
No reported mental
health issues

NHS Highland (2012) ‘Combined Maternity Services Paper’ NHS Highland, p36, [Online] Available from:
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Many women do not seek help for postnatal depression however, and the reasons for this vary
and are examined in Figure 5.2.a. Better education for pregnant women about perinatal mental
health issues can help fight the stigma and self-stigma associated with the disorder and help
increase the number of women willing to seek support for their issues sooner. Between 8 weeks
post birth and 9/13 months there are no scheduled health checks by health visitors for women or
their children.60 This provides a fundamental disadvantage to women suffering from postnatal
depression as 53% of women who suffer wait over 3 months before seeking help for their
symptoms.61 During this time, women are more likely to see their GP about feelings of depression
and anxiety, often after reaching a crisis point in their mental health, and a study conducted by the
Centre of Mental Health suggests that “the voluntary disclosure by women should always be seen
as a “red flag” moment requiring further active and compassionate investigation”.62

Figure 5.2.a
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However, seeking treatment for perinatal mental health issues does not mean that women
have equal access to the correct treatment for their issues. Women in contact with psychiatric
services are often being managed by general services with little understanding of the importance of
previous history, nor the ‘distinctive clinical features of serious postpartum mental illness’.
Though prevalent, postnatal depression is only one of a range of perinatal mental health issues that
women can suffer from, and though they are equally as detrimental to the wellbeing of mother and
infant, many women remain undiagnosed, untreated and unsupported.
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5.2.3 Post-Traumatic Stress Disorder
The prevalence of post traumatic stress disorder after childbirth ranges from 1.5% to 6%.63 This
is in contrast to 2.6% of men and 3.3% of women in the general public.64 It is as closely associated
with the expectation and subjective understanding of a woman’s birth experience as the experience
itself. PTSD is closely associated with invasive obstetric procedures such as instrumental deliveries,
inductions and emergency caesarean sections and the prevalence of these in the Highlands are
examined in chart 5.2.b. These procedures as well as complications that can arise during labour, can
cause a woman to go through a huge amount of distress, associating their lack of control of the
situation with a fear for their own safety and the safety of their child. Prematurity of the child also
has a significant effect on this.65 The attitudes of staff are also associated as a risk factor for women
to develop PTSD, and NHS Highland has previously been openly criticised by women about their
experience of labour and birth in Highland hospitals with 52 complaints filed against NHS Highland
in 2014 including allegations of inappropriate behaviour by staff, and gross mistakes contributing to
the deaths of some babies over the past 5 years.66
Chart 5.2.b
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5.2.4 Postnatal OCD
Post natal OCD has a suggested prevalence rate of between 2.5% and 9% compared to the risk
factor of 2-3% for the rest of the general public though many women suffer alone, not knowing
about the disorder and many professionals consider the symptoms as a “reactive adjustment” to
motherhood.67
It is important to understand that PND is not the only perinatal mental health disorder prevalent
and often exacerbated by child birth and conditions such as Postnatal OCD and Postnatal PTSD and
equally as distressing and debilitating conditions.68
Unlike PND, postpartum PTSD and OCD are not screened for during antenatal checks and the
lack of awareness of them often leads to an ignorance of the suffering women with these disorders
go through. Equally, screening for perinatal mental illness is predominantly performed on women
who go on to have a live birth there is little research into the postpartum period of a women who
suffers a miscarriage or loses their child before or shortly after birth.

5.2.5 Miscarriage and Child Loss
There were 284 miscarriages in the Highlands in 2012.69 However the rate of miscarriage is
much higher when taken into account that many miscarriages happen before the 12th week of
gestation, when pregnant women are formally booked into maternity services. In the same year
there were 13 stillbirths in the Highlands.70
Though the StillBirth and Neonatal Society work closely within Raigmore hospital, women who
suffer from pregnancy or child loss are often medically located within general maternity areas while
they are in hospital and discharged back into the community with support generally discharged to
their GP or local Community Mental Health Team, who as discussed above have little experience in
the difficult factors associated with perinatal mental health or the complicated grief process of child
loss.
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5.2.6 Skye and Lochalsh Health Visitor and Midwife Team’s Opinion
Survey’s were sent to the midwifery and health visitor teams of Skye and Lochalsh to determine
their view of mental health provisions in the area and what issues or positives they feel define
mental health care in Skye and Lochalsh.
The view of perinatal mental health care within the Highlands from the frontline staff of
maternity and antenatal care was all-round a positive outlook. 50% of respondents rated provisions
in Skye and Lochalsh Average while the other 50% rated them Very Good, which implies a level of
professional satisfaction with mental health care in the Highlands as a whole. When asked whether
they believed NHS Highland psychiatric services were meeting the needs of people with mental
health issues within Skye and Lochalsh 50% of respondents said yes, describing a well working
“immediate referrals” system however the long waiting lists for psychological and specialists services
were highlighted as issues.
All respondents had not received any mental health training within the last 12 months, though
one had completed an E-Learning module within the last 12 months. The remotness of Skye and
Lochalsh leads many professionals to find it difficult to engage with training often situated in more
central areas, which can lead to an element of professional isolation.71 The difficulties faced by Skye
and Lochalsh midwives due to staff shortages, which suspended out of hours maternity services on
Skye for a month, will have obvious negative effects on staff ability to train and update their
training.72 Notably, Skye and Lochalsh Midwifery Supervisor Mairi Milne was nominated for the
national “Royal College of Midwives’ Annual Midwifery Awards 2014” for ‘demonstrating
outstanding support to midwives in the development of their skills and expertise to ensure excellent
care for mothers and their babies’.73 As discussed, efficient and experienced management is key to
the constructive use of staff as well as the most effective help and support for patients.
The majority refer to either CPN or GP support (50%) with local support networks second (30%).
Online support was used, though peer support networks were not mentioned as a referral method
(See Figure 5.2.b). For those experiencing antenatal depression or anxiety it was described that
there were “clear pathways” for midwives to follow and the referrals process to CPN care was
“quick”. The CPN team as well as GP’s support was described as “very good.”
Figure 5.2.b
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When discussing patient engagement 50% described it as “good” while the other 50% described
it as “average”. Another 50% of respondents would like to see the introduction of a peer support
group for people experiencing mental health issues during pregnancy or their antenatal period,
however issues such as the stigma and discrimination associated with perinatal mental health
exacerbated within a small community and the fear of losing their children were highlighted as
significant barriers seen by both teams.

5.2.7 Discussion
There are no provisions available for women in Skye and Lochalsh who have suffered from
miscarriage, still birth and child loss. As with the mental health disorders associated with post and
pre partum periods, woman in Skye and Lochalsh who have suffered loss and seek medical help will
be referred to general psychiatric teams.
Likewise, there are no support provisions in the voluntary sector for women who have lost a
child/ pregnancy, or suffer from parental mental health disorders. This could be associated with the
issues of confidentiality and self stigma, as within such a small rural environment many women may
feel judged or stigmatized for being seen accessing mental health services for perinatal mental
health issues. Many women look to online support when local provisions are so lacking, and with
notable the success of PNDandMe a twitter community set up and run by a local Stornoway mother
of 3 to offer support and raise awareness for perinatal mental health, highlights that support for
mental health issues can be delivered in new and far reaching ways.74 The majority of women who
access online help and support for mental illness describe it as a positive experience which helped
them feel less isolated and stigmatized.75 Online peer support fundamentally removes the
geographical burdens that women in remote rural areas face when seeking support for mental
health issues and offers the privacy to support that many people in small, rural communities lack.
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5.3
Homelessness
80% of the homeless population report some kind of mental health problem, with 45% formally
diagnosed with a mental health condition.76 Life expectancy for homeless men stands at 47 years old
and for women it stands at 43 years old.77 This is equal to the life expectancy of those born in the
early 1900s.78 Rates of suicide amongst homeless people are also over 9 times higher than the
general population.76 Furthermore 90% of those who attempt or die by suicide are diagnosed with a
mental illness before their attempt/death.79
Homelessness is one of the key hidden issues within the UK, and offers distinct challenges to the
delivery and accessibility of provisions available to support homeless people suffering from mental
health issues within the community.
Assessing the prominence of homelessness within the Highlands is difficult to do. Though the
number of applications assessed by the Highland Council under the Homeless Persons legislation
has increased by 9.2% between 2012 and 2014.80 This number does not take into account the
“hidden” homeless. “Hidden homelessness” describes those who are homeless but do not appear in
official figures of homelessness as they do not present themselves as homeless to their local council.
These can be people who are sofa surfing between friends/family or living in squats or camping.

5.3.1 Temporary Accommodation
When a household presents to their local authority as homeless, and they are deemed to be so
unintentionally, most will be placed into temporary accommodation until a permanent house can be
offered to them. Between September 2013 and Sept 2014 the number of households in the
Highlands living in temporary homeless accommodation increased by 52.3% and the number of
children living in temporary accommodation increased by 19.6%.
Living in temporary accommodation such as hostels and B&B’s not only increases the risk of
someone developing mental health issues but is also associated with a higher percentage of people
with severe mental health issues. 30%-50% of residents in temporary homeless B&B accommodation
or long-stay hostel accommodation report severe mental health conditions and this goes up to 60%
for those staying in emergency shelters or rough sleeping.81
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In 2014 66% of those in the Highlands living in temporary accommodation were housed in B&B
or hostel accommodation, 40% higher than the Scottish average.82 People in the Highlands spend
on average 88 days in hostel accommodation and 97 days in B&B accommodation before being
offered permanent accommodation.83
Homelessness has an obvious detrimental effect on a person’s ability to engage with service
provisions. With many people sharing living facilities in B&B or hostel accommodation the ability for
services to provide a private and confidential home visiting facility, such as health visitor
appointments, becomes increasingly difficult. Homeless accommodation rarely provides access to
communication services such as home telephone and internet access, further hindering those with
mental health issues ability to seek support and engage in self care through a telehealth approach.
Some uninformed health centres still run under the assumption that a person must have a
permanent address to register to access healthcare services such as GP appointments, this
ignorance to common practice provides a substantial barrier to people with mental health issues as
front line staff such as GPs are often the first point of contact for people wishing to seek treatment
for a mental health disorder.

5.3.2 Local Authority Support
The Housing (Scotland) Act 2010 established the “Housing Support Duty” for local authorities
and requires councils ‘to conduct a housing support assessment for applicants who are
unintentionally homeless or threatened with homelessness and that they have 'reason to believe'
need the housing support services’.84 “Reason to believe” covers a variety of issues and risk factors
associated with homelessness, one of which being mental health issues. The Housing Support
Services (Homelessness) (Scotland) Regulations 2012 consist of four regulations:
‘(a) advising or assisting a person with personal budgeting, debt counseling or in dealing with welfare
benefit claims;
(b) assisting a person to engage with individuals, professionals or other bodies with an interest in
that person's welfare;
(c) advising or assisting a person in understanding and managing their tenancy rights and
responsibilities, including assisting a person in disputes about those rights and responsibilities;
and
(d) advising or assisting a person in settling into a new tenancy.
13% of people in Scotland were assessed as having additional support needs due to a mental
health condition and 12% of applicants stated their reason for failing to maintain their previous
accommodation was due to mental health reasons.85 The questionnaire was answered by around
50% of applicants.
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Between July 2013 and March 2014 only 1% of homeless applicants were assessed under the
Housing Support regulations in the Highlands. Of those assessed, only 10% were provided with
support.
The above regulation is the only structural support available to people with mental health issues
who are homeless in Skye and Lochalsh, which appears to be considerably underused given the lack
of any other specific support for this vulnerable group’s needs and the issues they face with future
benefit entitlement.

5.3.3 Discussion
Homeless people with mental health issues based in North and Central Skye do have the ability
to visit Am Fasgdah, a local mental health drop in centre which offers a range of support for people
with mental health issues including advocacy, benefit advice, laundry facilities and a comfortable
living and dining area where meals are provided for a small fee. They also offer a small meeting
room where service users can meet CPN’s and other professionals, whom they often work closely
with in the support of their members. This facility is indispensable to people with mental health
issues who are homeless, especially when considering many B&B accommodations run a strict policy
that guests must vacate the property during working hours and do not allow access to cooking
facilities.86
However, services such as Am Fasgdah are fragile, and it is only through effective management
and financial planning that Am Fasgadh has been able to maintain and expand the services they
provide despite cuts from their core funding in 2012.87 With the continuing decline in funding and
donations to charitable organizations, the threat to fundamental support services in Skye and
Lochalsh is very real and the loss of which would have a detrimental effect not only on the
members they support but also the community as a whole.88
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5.4
Economic Inclusion and Exclusion
Mental health issues adversely affect a person’s ability to be included into their community and
the negative impact of mental illness can span across a person’s lifetime, with 50%-60% of adults
diagnosed with mental health issues receiving some form of mental health diagnosis before the age
of 15. People suffering from mental illness are more likely to hold no or low level educational
qualifications, be economically inactive (neither in employment or searching for employment).89 This
is potentially true of those in areas of high deprivation.90
Deprivation in rural areas such as Skye and Lochalsh is generally assumed to be low when
assessed by a cluster-based methodology as deprivation is often far more dispersed than in urban
areas and deprivation and affluence can often be seen neighbouring each other.91 However the 2012
Scottish Index of Multiple Deprivation found the constituency of Ross, Skye & Inverness West was
amongst the 5% most deprived areas in Scotland by income, employment, education and health.92
Between 2009/10 the cost of mental health in Scotland was £10.7 billion - this includes the cost
of health and social care support as well as economic factors such as absenteeism in employment
and the human cost depicting the negative effect mental health issues have on a person’s quality of
life.93 Severity of mental health condition cannot be assumed to be the main factor for someone’s
ability to be economically active, as there is ‘no clear cut relationship between diagnosis and
disability’.94 Personal characteristics such as a person’s ability to cope with stressful situations play a
key role in a person’s subjective view of their disability and their prospects of employment and
social inclusion. However, people with mental health disorders face various difficulties in accessing
and sustaining employment, as factors such as discrimination, stigma, absenteeism and
presenteeism pose as barriers to full economic inclusion.
Many people with mental health issues want to work and there is a clear benefit to a person’s
mental health when they become active within their community through volunteering or
employment. Isolation serves as not only a cause of mental health issues, but an effect of mental
Illness and a barrier to recovery. Employment and economic activity within a community is a key
factor for a person’s development of a healthy self identity as well as how others perceive them.94
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5.4.1 Stigma and discrimination within the workplace
People with mental health issues often find that they face the most discrimination within the
workplace and almost half of British employers would not want to employ someone with a
psychiatric illness. Many believe that someone with mental health issues would not be as capable at
their job as someone without mental health issues. This prevalent stigma only leads to further
isolate people with mental health issues, as many feel the need to hide their mental health problems
from employers which can cause further issues if they become unwell later in their employment.
Some companies may go through a disciplinary or even dismissal process if an employee fails to
disclose their mental health issues on application. 12% of people with a mental health issue believed
that their mental health had led to a negative experience in regards to employment including being
refused a job due to disclosing their mental health problems, being overlooked or refused a
promotion or facing direct discrimination in their working environment.95
Some people go to dangerous lengths to make sure that their mental health issues remain
hidden from their employers such as decreasing or stopping medication for fear of its affect on their
work capability or missing/ending outpatient psychiatric support or counselling sessions rather than
ask for the time off. This fear of prejudice and the decisions people make to ensure that their
mental illness remains hidden only provides more risks for someone to become unwell and can lead
to some remaining in work when they become unwell rather than taking sick leave and revealing
their issues to their employer.
Ignorance to mental health issues, rather than a socially innate prejudice to them, has been seen
to directly impact a person’s view of people with mental health issues. Research conducted by the
Scottish Government in 2013 found that simply knowing someone with mental health problems
reduced a person’s prejudice of mental health issues by around 11%. The fear of discrimination
causes those with mental health issues to hide their problems, furthering the ignorance of those
around them, becoming a perpetual cycle.
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5.4.2 Presenteeism and Absenteeism
Presenteeism refers to when a person is unwell yet continues to attend work with their
capability and performance negatively affected by their mental health issues. The cost of
presenteeism for Scottish employers is estimated to be over £1,240 million per year. Absenteeism,
where a worker does not attend work due to their illness is estimated to cost Scottish employers
£690 million every year. 7 out of 10 managers say they have managed an employee with mental
health issues yet only a quarter felt they ‘knew enough about managing someone with a mental
health problem to handle it and deal with it’.
The lack of an open work culture surrounding mental health and effective management of
employee’s mental wellbeing are defining contributors to the high costs associated with mental
illness in the workplace. Introducing an effective workplace program to provide recognition and
early intervention of mental health problems, encourage awareness and support better access to
psychological services from within the work environment has had proven positive effects on poor
work performance and sick leave due to mental health issues. Every £1 spent on wellbeing programs
within the workplace can lead to savings of up to £10 through their positive effect on absenteeism
and presenteeism.
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5.4.3 The Highland Workforce
The Skye, Lochaber and Wester Ross workforce is predominantly distributed between public
sector and hospitality employers with around 63.4% of the workforce employed between these two
job markets.96 Table 5.4.a explores the prevalence of mental illness within these employment
groups compared to the overall prevalence of mental illness within all employment markets across
Great Britain.
Table 5.4.a
Major Occupational
Group
Managers and
Administration

Minor Occupational
Group

Percentage of
mental illness
16%

Administration staff
within Government
General Managers within
Government
Teaching Professions

15%
26%
15%

Secondary School
Teachers
Primary School teachers
Health and related
occupations

18%
19%
19%

Nurse Auxiliaries
Care Assistants
Catering

19%
19%
18%

Bar staff
Chefs
Waiters
Teaching Professions
Secondary School
Teachers
Primary School teachers
Overall prevalence rate for Great Britain

29%
16%
18%
15%
18%
19%
13%

Stephen Alfred Stansfeld et al (2009) ‘Occupation and mental health in a national UK survey’ Social Psychiatry and Psychiatric
Epidemiology Table 3, [Online] Available from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3034883/ [Accessed 29 June 2015]

As shown, the employment market within the Highlands is predisposed to a higher prevalence
of mental illness. This can be associated with high risk factors for work related mental health
problems such as an imbalance of effort to reward, high job strain, low income and low levels of
perceived control.97 Catering staff, particularly bar staff, have a far higher mental health risk
which can be associated with the latter factors as well as job insecurity associated with tourist
driven, seasonal work, unfavourable hours and working closely with a highly expectant public. The
hospitality sector has been shown through joint research conducted by The Caterer magazine and
the charity Mind to still hold a strong “taboo” culture around mental health with 54% of people
working in the hospitality industries admitting that they have not told their employer about their
96

Highlands and Islands Enterprise (2011) ‘Area profile for the Lochaber, Skye and Wester Ross’ Highlands and Islands Enterprise, p9,
[Online] Available from: http://www.hie.co.uk/common/handlers/download-document.ashx?
id=6e4ca483-1954-4858-9ec9-40cc96b6e5bc. [Accessed 29 June 2015]
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Stephen Alfred Stansfeld et al (2009) ‘Occupation and mental health in a national UK survey’ Social Psychiatry and Psychiatric
Epidemiology [Online] Available from: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3034883/ [Accessed 29 June 2015]
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mental health issues, and 90% believe that there is a stigma surrounding mental health in the
hospitality sector.98
However, though employment still holds many risk factors for the development and
deterioration of mental health problems for employees, it is still a defining factor for the recovery of
mental illness. The occupation of time, monetary reward, social identity and social contacts all
benefit a person’s mental health and help build on their confidence and sense of self. Constructive
and supportive working environment’s that act on tackling the stigma, discrimination and promoting
positive mental wellbeing in the workplace only helps to enforce the positive effect employment has
on a person’s mental health.

98

Kerstin Kühn (2012) ‘Minds are not fair game - the Open Minds Survey Results’ The Caterer, [Online] Available from:
https://www.thecaterer.com/articles/344306/minds-are-not-fair-game-the-open-minds-survey-results [Accessed 29 June 2015]
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5.4.4 Unemployment and Benefits
Unemployment and economic inactivity both serve as risk factors for a person’s mental health
and the longer someone is out of work (paid or voluntary) the worse their mental wellbeing.
Sickness absence due to mental health has a double negative effect, as often many people wait until
they reach crisis point before seeking help or support for their problems, and subsequently need
more time off. The longer someone is absent from work, the more difficult it becomes for them to
return, furthering their risk of job loss. 55% of those who have lost their job due to mental illness
are unsuccessful in returning to work.
Employment and Support Allowance replaced Incapacity Benefit, Income support claimed due to
disability and Severe Disability Allowance for new claims in 2008, reassessment of those already
claiming these benefits was scheduled to be completed by spring 2014, however in the beginning of
2015 there were still 490,000 people waiting for their reassessment.99 In 2013 there were 8770
people claiming Employment and Support Allowance (ESA).100 In the Highlands, 86.5% of these
claims were for mental health and behavioural disorders.101 ESA is paid to someone if they are ill or
disabled and unable to work. There are three outcomes to an ESA claim, the claimant can be placed
into either the ‘work-related activity group’ offering regular interviews with an advisor to help them
return to work, the ‘support group’ for people who are unable to return to work or those declined
the benefit and found ‘fit to work’.102 Figure 5.4.a explores the proportion of Highland ESA claimants
in each ESA phase and figure 5.4.b explores the diverse range of disorders claimants in the Highlands
receive ESA for.
Figure 5.4.a

Percentage of ESA Claimants in each
phase of ESA Assessment in the3%
Highlands
Unknown

18%

Assessment Phase
48%
Work Related
Activity Group
Support Group

31%

GOV.uk (2015) ‘Employment and Support Allowance caseload (thousands): Gender of claimant by local authority of claimant and phase of
ESA claim’ Gov.uk, [Online] Available from: http://tabulationtool.dwp.gov.uk/100pc/esa/ccla/esa_phase/ccsex/a_carate_r_ccla_c_esa_phase_p_ccsex_male_nov13.html and http://tabulationtool.dwp.gov.uk/100pc/esa/ccla/esa_phase/ccsex/a_carate_r_ccla_c_esa_phase_p_ccsex_female_nov13.html [Accessed 30 June 2015]
99 Amelia Gentleman (2015) ‘After hated Atos quits, will Maximus make work assessments less arduous?’ The Guardian, [Online] Available
from: http://www.theguardian.com/society/2015/jan/18/after-hated-atos-quits-will-maximus-make-work-assessments-less-arduous
[Accessed 1 July 2015]
100 NOMIS (2015) ‘ESA and incapacity benefit Highland’ NOMIS, [Online] Available from:
https://www.nomisweb.co.uk/reports/lmp/la/1946157421/subreports/dwp_time_series/report.aspx? [Accessed 30 June 2015]
101 Gov.uk ‘Statistics on ESA claimants by LA and ICD10 code for mental and behavioural disorders: Nov 2013’ GOV.uk, [Online] Available
from: https://www.gov.uk/government/publications/statistics-on-esa-claimants-by-la-and-icd10-code-for-mental-and-behaviouraldisorders-nov-2013 [Accessed 30 June 2015]
102 GOV.uk (2015) ‘Employment and Support Allowance (ESA)’ GOV.uk, [Online] Available from: https://www.gov.uk/employmentsupport-allowance/overview [Accessed 29 June 2015]
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Figure 5.4.b
UnspecifiedDementia
Alcoholism
DrugAbuse
Schizophrenia
Persistantdelusionaldisorder

Number of ESA Claimants in the
Highlands by Mental/Behavioural
Disorder 2013

UnspecifiednonorganicPsychosis

0.93%

DepressiveEpisode

1.85%

RecurrentDepressiveDisorder
Unspecifiedmooddisorder
PhobicAnxietyDisorders
OtheranxietyDisorders
ReactiontoSevereStress

1.23%

0.31%
4.94%

2.78%

8.02%

7.72%

0.31%

5.25%

2.16%

0.31%
1.85%

5.56%

OtherNeuroticDisorders
Eatingdisorder

13.89%

SpecificPersonalityDisorders

41.36%

UnspecifiedMentalRetardation
SpecificDevelopementDisordersof
ScholasticSkills
PervasiveDevelopementDisorders
MentalDisordernototherwisespecified

0.62%
0.62%
0.31%

Gov.uk ‘Statistics on ESA claimants by LA and ICD10 code for mental and behavioural disorders: Nov 2013’ GOV.uk, [Online] Available
from: https://www.gov.uk/government/publications/statistics-on-esa-claimants-by-la-and-icd10-code-for-mental-and-behaviouraldisorders-nov-2013 [Accessed 30 June 2015]

The Work Capability Assessment is the process the DWP uses to assess whether a claimant is
eligible for ESA. After initially claiming for ESA by telephone or through their local Jobcentre Plus a
claimant is sent an in depth form to allow them to specify how their illness or disability effects them
and their ability to work and to supply supporting documentation. Once a claim for ESA has been
made and the initial questionnaire forms and “fit note” have been completed and sent a claimant is
placed into the “assessment” stage of the process. A claimant is then contacted to undergo a work
capability assessment. There is no time frame set for how long a claimant will wait for an assessment
and 2012 statistical research conducted by the DWP found that the average wait for this phase in
Scotland was 18 weeks.103 As shown in Figure 1.1, 31% of Highland ESA claimants were in the
assessment stage as of November 2013. In 2014 it was reported that over 712,000 claimants for ESA
across Britain were still waiting for their assessment, 55% of those waiting were new ESA claims.104
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GOV.uk (2012) ‘ESA assessment phase durations’ GOV.uk, Table 2, [Online] Available from:
https://www.gov.uk/government/statistics/employment-and-support-allowance [Accessed 30 June 2015]
104

BBC News (2014) ‘Hundreds of thousands hit by benefits backlog’ BBC News, [Online] Available from: http://www.bbc.co.uk/news/uk27796739 [Accessed 30 June 2015]
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The assessment is conducted by a contracted healthcare professional who assesses a claimant
by a number of measures of functionality, and compiles a report to a DWP decision-maker.105 If a
claimant does not agree with the decision they have the right to appeal, and the appeal rate implies
that the assessment’s do not accurately assess a person’s ability to work with 15% of claimants
appealing a “fit-to-work” assessment winning their appeal against it. Between 2009 and 2013 the
cost of appeals against ESA decisions rose from £21 million to £66 million.106 Further implying a
system that is out of touch with the people it is meant to serve. 78% of claimants said their health
had deteriorated due to the stress the Work Capability Assessment had put them through.107
The introduction of ESA and its associated ‘work capability assessment’ has generated a
considerable amount of criticism from leading mental health charities and advocacy agencies in
regards to mental health claimants, culminating into a ground breaking court ruling against the
Department of Work and Pensions (DWP).108 The ruling agreed that claimants with mental health
issues are put at a “substantial disadvantage” in the claiming and assessment process compared to
other claimants due to factors such as:





‘Failure to self-report because of lack of insight into their condition,’
‘Inability because of their condition to describe its effects properly,’
‘Unwillingness to self-report because of shame or fear of discrimination,’
‘Problems with self-motivation because of anxiety and depression which may prevent them
approaching medical professionals for help and assistance’.109

The Upper Tribunal (Administrative Appeals Chamber) ordered that the DWP must take
‘reasonable steps to address the disadvantage to people with mental health problems’ and ordered
an investigation to be carried out and the findings reported back to court with a course of
acceptable action.110
For claimants placed into the “Work Related Activity Group” many found that the experience
of the assessment progress hindered their recovery and ability to return to work. Claimants within
this group are also at risk of having their benefits sanctioned if they do not adhere to requirements
expected and made of them. Between 2012 and 2014 60,472 people claiming ESA were
sanctioned, 84% due to a “failure to participate in work related activity”.111 When considering
claimants who suffer from mental health issues, it is important to remember that capability to
participate in such activities depends on a person’s ability at that time, and that conditions are
inherently variable. A
105

www.parliament.uk (2015) ‘Employment and Support Allowance and Work Capability Assessments’ www.parliament.uk, [Online]
Available from: http://www.publications.parliament.uk/pa/cm201415/cmselect/cmworpen/302/30205.htm [Accessed 30 June 2015]
106
Amelia Gentleman (2013) ‘Work capability assessments decision follows years of criticism’ The Guardian, [Online] Available from:
http://www.theguardian.com/society/2013/jul/22/work-capability-assessments-criticism [Accessed 30 June 2015]
107
The Scottish Government (2014) ‘Welfare Reform (Further Provisions) (Scotland) Act 2012’ The Scottish Government, p37, [Online]
Available from: http://www.gov.scot/Resource/0045/00454504.pdf [Accessed 30 June 2015]
108
Mind (2013) ‘Victory for welfare campaigners as government loses appeal against benefits ruling’ Mind, [Online] Available from:
http://www.mind.org.uk/news-campaigns/news/victory-for-welfare-campaigners-as-government-loses-appeal-against-benefitsruling/#.VZJgSBtVhBc [Accessed 30 June 2015]
109
Secretary of State for Work and Pensions v The Queen on the Application of MM & DM (2013) EWCA Civ 1565, p10 [Online] Available
from:
http://www.publiclawproject.org.uk/data/files/Documents/News_items/MM_v_SSWP_final_J.doc_with_Appearances_corrected.pdf.
[Accessed 30 June 2015]
110
Public Law Project (2013) ‘A three judge court rules that the Work Capability Assessment discriminates against claimants with a mental
health disability’ Pubic Law Project, [Online] Available from: http://www.publiclawproject.org.uk/news/4/a-three-judge-court-rules-thatthe-work-capability-assessment-discriminates-against-claimants-with-a [Accessed 30 June 2015]
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Gov.uk (2014) ‘Jobseeker’s Allowance and Employment and Support Allowance Sanctions: decisions made to December 2014’ Gov.uk,
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person may be well enough to function and even excel in work based situations one week, and be
debilitated by their issues the next. As examined above, people with mental health issues often
struggle to communicate their needs and abilities effectively due to a lack of self-awareness or by
fear of stigma. With more than half of those claimants joining the Work Related Activity Group
suffering from some form of mental health issue.112 It remains imperative for their unique issues
to be better understood by frontline DWP staff and their policies. As many people with mental
health issues do want to work, it is important that they are properly supported back to work
through the programs essentially designed for that purpose. However, only 5.1% of claimants with
a reported mental health condition have found sustainable jobs through the Work Related Activity
Group to date.

5.4.5 Volunteering
Volunteering offers people unable to sustain employment due to their mental health issues the
same positive benefits associated with employment but with a far more flexible approach which
complements the varying nature of mental illness. Research suggests that areas such as Skye and
Lochlash have many of the socio-economic and geographical characteristics that influence voluntary
and community organisation such as:
 ‘Dispersed populations
 Small settlement sizes
 Transport challenges
 Higher per head costs of service
deliver
 Less comprehensive service provisions
 Potential Hidden Deprivation.’113
In 2013, 35% of the Highland population had provided unpaid help to an organization in the last
12 months, far higher than the Scottish average of 28%.114 The rate of volunteering in the Highlands
has remained higher than the Scottish average consistently, and research has shown that rates are
further increased when considering the remote rural nature of the community.115
People with mental health issues are generally under-represented in the volunteer sector,
though the reasons for this are still unclear when considering the vast improvements to wellbeing
and isolation volunteering provides.116
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Volunteering offers people with mental health issues the ability to work within their own
capabilities while opening up new social networks, gaining new skills, building confidence and a
positive self-identity as well as offering a structured and rewarding use of time as often people with
mental health issues struggle to find meaningful uses for their time.117 Which can often lead to the
exacerbation of mental health symptoms. For those wishing to return to employment volunteering
can act as a “stepping stone” though recent research by the Highlands and Islands Enterprise found
that the JobCentre is not ‘a significant route’ for people to engage in volunteering.118 Given their
key role in the support and management of people with mental health issues return to employment
it is important for the benefits of volunteering to be well understood within frontline staff and
more work done to raise awareness with claimants that volunteering is an effective step to
sustainable employment.
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Shimitras, L., Fossey, E., and Harvey, C. (2003), ‘Time use of people living with schizophrenia in a north London catchment area’, British
Journal of Occupational Therapy, 66 (2), pages 46-54 cited in Steven Howlett (2004) ‘Volunteering and mental health: a literature review’
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5.4.6 Discussion
Economic inclusion holds and important role within a person’s support and recovery of mental
health issues, benefiting them financially, socially and mentally. However, they can also serve as a
barrier to the access of mental health provisions. Those in employment may fear discrimination for
accessing support services for their mental health issues and feel reluctant to take the time off to
seek out treatment and help. Those on benefits can suffer financially through ignorance of the
complicated benefit’s system, especially when claiming in regards to a mental health issues. These
financial difficult acts as an obvious barrier to services when considering the ability for service users
to travel and access services within a remote rural setting as well as the contributing stress and fear
associated with benefit assessments and sanctions.
The introduction of the Mental Health Welfare Rights Adviser by Skye & Lochalsh Citizens Advice
Bureau (CAB), funded by the charity See Me until March 2015, then by The Highland Council, directly
benefits people with mental health issues within Skye and Lochalsh, especially those who may be
difficult for general CAB and other welfare right provisions to reach.
The roll of the Mental Health Welfare Rights Adviser is to provide ‘practical support and inhouse representation on statutory benefits, money and other social welfare matters for isolated
people with mental ill-health’.119 They also provide specific mental health training to other charitable
organisations as well as larger statutory bodies such as the Highland Council. This provision not only
directly supports people with mental health issues within Skye and Lochalsh but also helps to raise
awareness and understanding of mental health issues within public, private and charitable bodies.
This broader awareness work and training will lead to lasting support effects in Skye and Lochalsh,
fighting discrimination and stigma and aiding the better understanding and inclusion of people with
mental health issues within the area.
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6.
Conclusion
Skye and Lochalsh displays a patchy and complex array of provisions for people with mental
health issues, doubled in the challenges associated with the unique geographical remoteness of the
Highlands and Islands.
On the base level, access and transport to services is a severe barrier for people trying to access
services in the area, with the long distances needed to travel to centralized service providers as well
as the inadequate public transport available. Little help is available for service users to transport
themselves to provisions and many volunteer and NHS services have chosen to offer outreach
services to further remote areas to help reach less engaged or more isolated members of the
community.
Within the small remote community that we live issues of confidentiality and privacy become
barriers to these support networks, with many people still fearing the stigma and discrimination
associated with mental health issues. Those who work in psychiatric care and also known as parents,
neighbours and active members of the community and their visibility, though sometimes aiding in
the recovery process of service users engaging with them, can form a barrier for those more hesitant
to engage with services. The community knowledge of who’s who and family history can mean many
members of the community feel apprehensive engaging with services, even through an outreach
perspective, as friends and neighbours are far more likely to see and understand who is visiting them
and what they do. Fear of gossip and their illness becoming ‘common knowledge’ in their
community often means many people suffer in silence. This barrier is well understood by referring
front line staff and though offering psychiatric services in community healthcare centres that helps
to protect the confidentiality and privacy of patients it, again, relies on those service user’s having
the ability to access those services with the transport options available to them.
Services in Skye and Lochalsh have been steadily declining over the last 5 years, and this
reduction in services is causing a patchy provision between NHS services. GPs feel confused and
frustrated by the referral process to psychiatric services whereas those in maternity services feel
they receive a smooth and easy process. The poor financial management of NHS Highland implies
further reductions in services as well as a system which cannot cope with the pressures it is under.
Key wait time targets are being missed, and many people needing mental health care and support
are being left for unreasonable amounts of time before even gaining assessment from the support
teams they have been referred to. Increasing patient numbers and staff shortages are placing those
working within the psychiatric and mental health support care services under increasing pressure
while already challenged by a location that hinders smooth service management. Increasing
workloads and governmental pressures to compete with other NHS boards risks the quality of
service being overlooked for a statistical “in and out” process disassociated with the humanistic
approach needed for effective mental health care.
Mental health care for women during pregnancy and their post partum period is also a patchy
service of provisions, with those within the frontline staff seeing a generally adequate service given
the specific challenges facing the provisions and their accessibility. However, there is a clear division
between accessibility of services within the NHS itself, implying a “pot luck” of care. If a women is
referred through her midwife or health visitor she seems to stand a far greater chance of securing a
quick referral to the necessary services, however if she seeks this referral from her GP it is not as
guaranteed that she will receive such a quick and efficient referral.
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Housing in the Highlands is an issue that many feel is not adequately being assessed or
managed, and in Skye and Lochalsh homelessness is often a hidden issue. With a large proportion of
people seeking temporary homeless accommodation suffering from, or at a greater risk of
developing mental health problems there is still little to no support available to people during this
time of hardship. The voluntary sector has bridged this gap adequately, offering a varying and
adaptable service that many people with mental health issues in Skye and Lochalsh depend on for
support. Rather than being a “complimentary” service to statutory mental health care, as described
in governmental rural policy, voluntary services are bearing a far greater burden of responsibility tan
they may be capable of bearing. Funding for such important organisations is limited and becoming
further restricted, with core funding to services being cut in the austerity of our current political
climate. If organisations such as Am Fasgadh must make cuts to their services to account for financial
constraints a leading source of support for those with metal health issues in Skye and Lochalsh will
be cut also, with no other provisions available to further cover the cracks.
The jobs market within Skye and Lochalsh is a difficult market for those with mental health
issues to access and participate in. With the majority of work focusing on the tourist summer season,
many people work unsociable, long and low paid jobs during the summer and return to
unemployment during the winter months. This constant financial instability only serves to worsen
the effects inconsistent employment has on those with mental health issues. Many feel they are
unable to work, however the current ESA benefits system does not smoothly transition someone
from working to not working or vice versa. Many are becoming more unwell by going through the
ESA process, and the constant negative labeling of benefit’s claimants within the media only
strengthens the stigma and discrimination many fear in the workplace and from their communities.
The impending change to Universal Credit (migration deadline 2019) only implies a further chaotic
transition for those with mental health issues from one benefit to another, causing a lot of fear for
the future and their financial security. The voluntary sector is working to engage with service users
who are struggling with the benefits system and the introduction of the Mental Health Welfare
Rights Officer at the Citizens Advice Bureau identifies that this is a key issues affecting those with
mental health issues within Skye and Lochalsh.
The following recommendations, undertaken with a clear plan of development, can help ensure
that those with mental health conditions within Skye and Lochalsh are not further disadvantaged by
issues, complications and barriers to support that are far beyond their own control. These complex
issues cannot be addressed effectively within a small timeframe, and some issues need imaginative
and innovative solutions. With effective community partnership and engagement they can go on to
help develop our community into one of inclusion, support and equality.
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Recommendations



Highland Council and NHS Highland must work closely with local public transport operators
to ensure the smooth and effective running of public transport to all areas allowing people
to attend appointments and services without an unnecessary wait to return home.



NHS Highland, Highland Council and other statutory bodies should engage positively in antidiscrimination and anti-stigma work within Skye and Lochalsh to raise awareness of mental
illness a tackle the negative prejudices held against those with mental health issues within
the community.



Psychiatric services within NHS Highland must be audited to understand their unique
situation, both financially and through staff burnout and workload. With effective
management and clear referral pathways for al services many people will not face such
discrimination through the “pot luck” of the current NHS service referrals system.



Effective use of tele-health and a better understanding of the variety of voluntary and
charitable organisations available to help people with mental health issues should be made
available to all those providing care and support to those with mental health issues.



Establish clear core funding for voluntary or charitable organisations whose contribution to
the support and care of those with mental health issues within our community to ensure
that this support does not disappear with further governmental austerity cuts.



Education and awareness training for all frontline staff in NHS Highland, Highland Council
and Jobcentre Plus who engage with vulnerable members of the public to ensure they feel
included and supported through their issues.
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7.
Appendix
7.1

Bus Timetables for Skye and Lochalsh

Monday – Friday Buses from North Skye Areas to Portree
Sch – Only during school terms
NSch – During school holidays
F – Fridays only
Staffin to Portree
Arrive in Portree
Depart from
Portree
08:40
12:10
12:08
15:25 Sch (15:40
NSch)
15:08
17:50

Time in Portree
(Hours)
3:30
1: 19 Sch (1:23
NSch)
1:07

16:15 Sch

Uig to Portree
Arrive in Portree
Depart from
Portree
07:28
10:10
08:47
10:10
11:06
13:10
14:06
15:25 Sch (15:35
NSch)
16:43
17:50

Time in Portree
(Hours)
3:18
1:23
2:04
1:19 Sch (1:29
NSch)
1:07

Depart from
Peinchorran
08:10 Sch
12:00 F

Peinchorran to Portree
Arrive in Portree
Depart from
Portree
08:46
11:30 F
12:32
15:25 Sch

Time in Portree
(Hours)
2:54
2:53

Depart from
Fiscavaig
07:55 Sch

Fiscavaig to Portree
Arrive in Portree
Depart from
Portree
08:46
15:25 Sch

Time in Portree
(Hours)
6:39

Depart from
Glendale
07:28 Sch

Glendale to Portree
Arrive in Portree
Depart from
Portree
08:50
15:25 Sch (17:40)

Time in Portree
(Hours)
6:35 (7:50)

Depart from
Staffin
08:06
11:34
14:34

Depart from Uig
07:00
08:15 Sch
10:38
13:38
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Depart from
Dunvegan
06:58 Sch
07:57 Sch
08:07 Sch (08:04
NSch)
11:12
13:39

Dunvegan to Portree
Arrive in Portree
Depart from
Portree
07:35
10:15
08:44
10:15
08:50 Sch (08:44
10:15
NSch)
12:00
15:25
14:31
17:40

Time in Portree
(Hours)
2:40
1:31
1:25 Sch (1:31
NSch)
3:25
3:09

Monday to Friday Buses from South Skye Areas to Broadford
Sch – Only during school terms
NSch – During school holidays
F – Fridays only
Depart from
Ardvasar
07:30 Sch

Depart from Torrin
07:44 Sch

Depart from Elgol
08:08 Sch (08:14
NSch)
13:12

Ardvasar to Broadford
Arrive in
Depart from
Broadford
Broadford
8:00
16:21 Sch

Time in Broadford
(Hours)
8:21

Torrin to Broadford
Arrive in
Depart from
Broadford
Broadford
08:06
16:17 Sch

Time in Broadfod
(Hours)
8:11

Elgol to Broadford
Arrive in
Depart from
Broadford
Broadford
08:47 Sch (08:57
12:15
NSch)
13:55
15:30

Time in Broadford
(Hours)
3:28 Sch (3:18
NSch)
1:35

Daily Buses from Portree to Broadford
Depart from
Portree
09:10
10:15
11:05
15:20

Arrive in
Broadford
09:49
10:54
11:44
15:59

Depart from
Broadford
11:50
12:35
15:45
19:45

Time in Broadford
(Hours)
1:11
3:41
4:01
3:46
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7.2

Surveys Sent to GPs
General Practitioner Survey
Mental Health Provisions in Skye and Lochalsh

The Citizens Advice Bureau are currently conducting research into the local mental health
provisions in Skye and Lochalsh with the aim of producing a social policy report on the effectiveness
and deliverance of these provisions, as well as a catalogue of provisions. To do so we would like to
ask you a few questions about your knowledge and understanding of mental health support
provisions in our area. Your answers will give us a key insight into the services available and how
these are perceived and utilized in the local community.
All surveys are completely confidential and will be used for the sole purpose of the above aims.
1. How would you rate mental health support provisions in Skye and Lochalsh?
(Poor) 1

2

3

4

5 (Very Good)

2. What support provisions would you like to see extended or implemented in Skye and Lochalsh?

3. What resources do you normally refer patients to for mental health support? (Please specify
website/charities/other professional bodies.)

4. When was the last time you received training in regards to mental health?
o

Within the last 6 months

o

In the last 6 – 12 months

o

Over 12 months ago

o

I am a GP with specialist training in mental health
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5. How easy do you find referring patients onto further psychiatric care (through
CPNs/psychiatrists/psychologists etc)? Please explain your answer (e.g. difficult/straightforward
referral process.)
(Difficult) 1

2

3

4

5 (Very Simple)

6. Do you feel that the NHS psychiatric services are meeting the need of people with mental health
issues in Skye and Lochalsh?

7. Where do you feel patient’s gain the most support for their mental illness in Skye and
Loachalsh?
o
o
o
o
o
o
o

Friends/Family
GPs
Psychiatric Services
Local support provisions
National support provisions
Social Media
None/Self Care

8. How would you rate patient’s engagement with available support provisions?

(Poor) 1

2

3

4

5 (Very Good)

9. What do you see as the main barriers to patient’s engagement?

10. Are there any areas you feel that support is lacking? This could be for specific mental health
issues (e.g. postnatal depression) or more generic support.

Thank you for taking the time to complete this survey.
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7.3

Survey’s sent to Midwives and Health Visitors
Midwives and Health Visitors Survey
Mental Heath Provisions in Skye and Lochalsh

The Citizens Advice Bureau are currently conducting research into the local mental health
provisions in Skye and Lochalsh with the aim of producing a social policy report on the effectiveness
and deliverance of these provisions, as well as a catalogue of provisions. To do so we would like to
ask you a few questions about your knowledge and understanding of mental health support
provisions in our area. Your answers will give us a key insight into the services available and how
these are perceived and utilized in the local community.
All surveys are completely confidential and will be used for the sole purpose of the above aims.
11. How would you rate mental health support provisions in Skye and Lochalsh?
(Poor) 1

2

3

4

5 (Very Good)

12. What support provisions would you like to see extended or implemented in Skye and Lochalsh?

13. What resources do you normally refer patients to for mental health support? (Please specify
website/charities/other professional bodies.)

14. When was the last time you received training in regards to mental health?
o

Within the last 6 months

o

In the last 6 – 12 months

o

Over 12 months ago

o

I am a peri-natal mental health nurse
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15. How easy do you find referring patients onto further psychiatric care (through
CPNs/psychiatrists/psychologists etc)? Please explain your answer (e.g. difficult/straightforward
referral process.)
(Difficult) 1

2

3

4

5 (Very Simple)

16. Do you feel that the NHS psychiatric services are meeting the need of people with mental health
issues in Skye and Lochalsh?

17. Do you feel there is enough support for women who experience pregnancy loss/child loss in
Skye and Lochalsh?

18. Do you feel there is enough support for women who experience ante-natal depression/anxiety
in Skye and Lochalsh?

19. How would you rate patient’s engagement with available support provisions?

(Poor) 1

2

3

4

5 (Very Good)

20. What do you see as the main barriers to patient’s engagement?

Thank you for taking the time to complete this survey.
58 | P a g e

7.4

Acknowledgements

Many thanks to Michael James for the supervision and encouragement to complete this report
to the highest of personal and professional standards.
Thanks to all staff and volunteers at the Skye and Lochalsh Citizens Advice Bureau for their
support, guidance and friendship.
Thanks to the GPs, health visitors and midwives who took the time to complete the surveys sent
and for providing specialist insight into the support available for people with mental health issues
within Skye and Lochalsh.
Thanks to the SCVO for funding the project and supporting the development of internships
around Skye and Lochalsh.

Front cover Image: Edward Boatman (2015) ‘Health Care Symbols Collection’ [Online] Available
from: theNounProject.com

59 | P a g e

