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For many people who experience mental health 
problems, the support of an advocate during periods 
of distress is vital to help them overcome the 
complexities of the mental health system in order  
to get the right treatment and support services.

However the provision of advocacy services across Wales 
is still woefully inadequate. In some cases, advocacy is 
seen as non-essential, yet evidence clearly shows that 
it is integral to supporting a person’s wellbeing.

Mind Cymru calls on all political  
parties and the next Welsh Assembly 
Government to:

Extend advocacy provision beyond that 
detailed in Part 4 of the Mental Health 
(Wales) Measure 2010, to support former 
users of secondary mental health services  
to access their right to re-referral.

Commit to the improvement of community 
mental health advocacy through the 
development of a resourced Community 
Mental Health Advocacy Measure. This  
will have the potential to improve early 
intervention, prevention, break down 
stigma and discrimination and challenge  
the culture of crisis management.

Facilitate the provision of a fully trained  
and resourced workforce that can meet  
the needs of all people with experience  
of mental distress living in Wales.

End the postcode lottery to ensure equitable 
mental health advocacy services throughout 
Wales.

Advocacy: giving a voice to service users  
and carers

In a mental health context, an advocate supports 
another person, referred to here as the advocacy 
partner, to express their views and concerns, access 
information and services, defend and promote their 
rights and explore choices and options. By helping  
the advocacy partner to communicate their needs,  
the advocate also benefits the mental health service 
provider in minimising the risk of costly and 
sometimes dangerous mistakes.

The provision of advocacy in the community can  
help people who experience mental distress deal with 
problems and situations that may otherwise trigger 
contact with mental health services, and as such 
promotes social inclusion, equality and social justice. 
Therefore, it is essential that advocates are trained to 
recognise and deal with discrimination and are aware 
of the effects of discrimination on mental wellbeing. 
Ongoing professional development and supervision 
are key qualities in providing responsive advocacy 
services.

An advocate can ensure that the advocacy partner  
is being served effectively by a range of necessary 
support services, including mental health services, 
both in the community and in hospital. They may  
help to address issues about care plans, medication 
and problems with the hospital environment or 
aftercare services. In many cases an advocate may  
also support the advocacy partner to access essential 
community-based or non-health related services  
such as benefits or legal advice, or may help to find 
accommodation or childcare.
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Key facts

• Advocacy is considered to be one of the 11 areas  
for action in any mental health policy because of  
the benefits that are produced for consumers and 
families (World Health Organisation 2003).

• Children and adults from households with incomes 
in the lowest 20 per cent, are three times more likely 
to have common mental health problems than those 
in the highest 20 per cent (Centre for Social Justice 
2011).

• One in three Welsh seven-year-olds lives in a family 
with less than 60 per cent of the UK’s average house-
hold income (Centre for Longitudinal Studies 2010) .

• There are only three British Sign Language advocates 
in Wales, which has a deaf and hard of hearing 
population of 460,000 (2011).

• Black people were 40 per cent more likely to be 
turned away than white people when they asked for 
help from mental health services (Centre for Social 
Justice 2011).

Jake’s story

Jake* was discharged from the SAS. His last tour of duty was in Northern Ireland where he 
lived with his wife and children. The marriage broke down and as a result Jake moved to 
Wales to be near his family.

His ex-wife was reluctant to let him have contact with his children. Jake became homeless due 
to the local council deciding it had no legal duty to re-house him. He was very depressed and 
kept having violent outbursts and blackouts. He also voiced suicidal intent.

A referral to the local psychiatric team resulted in a diagnosis of a personality disorder, 
therefore no services were put in place.

Jake was admitted to hospital following an overdose. After being seen again by his 
psychiatrist and told that he could receive no psychiatric input, Jake made an another 
attempt to end his life, which resulted in serious injuries.

Following a GP referral made to a third sector advocacy provider in Wales, an advocate 
immediately wrote a letter to Jake’s psychiatrist requesting a second opinion of the diagnosis. 
Jake was seen by a different consultant who diagnosed Post Traumatic Stress Disorder (PTSD). 
The blackouts and violent outbursts were being caused by the trauma of the flashbacks being 
experienced.

An intense psychological support package was recommended and Jake was put on a waiting 
list. The advocate also negotiated regular visits by a community psychiatric nurse (CPN) and a 
community support worker to work with Jake while he was waiting for psychological support 
to start.

The advocate arranged for a letter to be sent to the local authority requesting urgent 
housing due to Jake’s vulnerability. This was accepted and Jake was given his own flat.

The advocate supported Jake to apply for various grants and benefits with the help of the 
Citizens Advice Bureau. 

The advocate also looked at ways in which Jake could receive even more specialist support.
They found a charity called Combat Stress which is a specialist facility designed for ex–services 
personnel who suffer the after-effects of being in a war zone. A referral was made by Jake’s 
GP and he is now receiving treatment as an inpatient at this facility. They will also rehabilitate 
Jake back into the community when he is ready to leave.

Jake also now receives regular contact with his children due to the advocate supporting him 
to access a solicitor and pursue access through the courts.

* Name changed for reasons of confidentiality.
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The case for mental health advocacy

• The value of mental health advocacy has been 
widely endorsed at international level including 
research undertaken by the World Health 
Organisation (WHO).

• Advocacy is one of the 11 areas for action in any 
mental health policy because of the benefits that are 
produced for consumers and families (WHO 2003).

• Welsh Assembly Government guidance (in 2008) 
does not regard the Independent Mental Health Act 
(IMHA) advocacy service as a substitute for other 
mental health advocacy services. Therefore this 
guidance endorses the need for further mental 
health advocacy services in addition to the IMHA 
advocacy service. However the provision of advocacy 
services across Wales is still woefully inadequate.

• The Wales Audit Office (WAO) baseline review of 
2005 reported ‘Whilst independent, trained and 
dedicated advocacy services are available at all adult 
mental health inpatient sites in Wales, community-
based advocacy services are only available in 15 
Local Health Board areas’ (WAO 2005).

In 2011 mental health advocacy services are still 
patchy across Wales, for example a service user in  
Mid Wales reported that he had to travel 47 miles 
each way to see an advocate. He was fortunate to 
have use of his own transport. The large geographical 
areas some advocates work within severely limits time 
with advocacy partners and many advocates work in 
isolation.Rurality is a real issue in relation to access to 
advocacy in Wales, not just in terms of transport but 
in terms of access to information about and availability 
of appropriate advocates to meet people’s needs.

The voice of service users

Advocacy is at the heart of empowering people who 
experience mental distress to have their voices heard. 
Therefore, it is essential that service users play an 
integral part in advocacy service design and delivery.

In 2006, the Mind Advocacy Standard project, 
supported by Department of Health funding, 
commissioned a series of consultation meetings with 
mental health service users. The findings were collated 
into a report which made the following 
recommendations.

• Advocacy is an essential process which supports 
individuals to negotiate the often daunting mental 
health system, have their voice heard, and be 
empowered when using mental health services.  

It must be commissioned and promoted as such, and 
should never be viewed as secondary to care and 
treatment services.

• Service users should be supported to become fully 
involved in the delivery of advocacy and to be 
remunerated for their work.

• Advocacy should be commissioned and funded 
independently of care and treatment services with 
service users at the heart of the process.

• Funding must be long-term in order that services can 
develop and service users are not abandoned.

• Advocacy needs to be available in the community,  
in hospitals and in prisons and places of safety. 
Mechanisms must be in place to enable individuals 
to move from one location to another (including 
between community, hospital and prison) and not 
lose the flow of their advocacy support.

• Advocacy is most effective when accessed in the 
early stages of distress, so steps must be taken to 
engage with individuals at this time.

• When an individual is engaging with an advocate, 
the terms of the relationship must be agreed and 
recorded, and the advocacy partner should receive  
a signed copy.

• A choice of advocate should be made available 
wherever possible. Advocacy providers must always 
be aware of the needs of non-English language 
speakers, people with disabilities, and anyone whose 
needs or background would prevent them from 
being effectively served by a ‘mainstream’ advocate.
All interpreters should have mental health awareness 
training.

• Advocates, commissioners and providers should be 
aware of and respond to the particular needs of 
refugees and asylum seekers.

• Commissioners and providers should ensure that the 
role of advocacy is promoted to the public, and to 
hospital staff and police officers, who should know 
how to work effectively with an advocate.

• There needs to be a well-funded independent 
service user organisation that is able to engage 
effectively with agencies involved in the 
commissioning and delivery of advocacy, and which 
will campaign for improved user involvement at all 
levels.

Equalities issues

Having a mental health problem creates another 
barrier to social inclusion for people who already 
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experience discrimination and exclusion based on their 
ethnicity, cultural background, disability, gender, 
sexuality or age. It can make voicing opinions, wants 
and needs almost impossible.

Although some advocacy services have been set up to 
meet the needs of specific groups (such as minority 
ethnic communities, older adults, children and gay, 
lesbian and bisexual people), most advocacy services 
are ‘generalist’. This can make it harder to work with 
advocates, as they may not understand the experience 
or the issues faced by the person they are supporting. 
For those whose first language is not English, it may 
be difficult to find an advocate who can speak the 
language of need. For 20 per cent of the Welsh 
population, the language of need is Welsh.

Stigma around mental health is a huge problem in 
minority communities. People tend not to seek help  
at an early stage so early intervention is difficult and 
help is often seen as a last resort. Awetu is a national 
organisation working to improve the lives of people 
with mental health problems throughout the black 
and minority ethnic (BME) communities in Wales. 
Awetu supports people to have their voice heard in  
all areas of their lives including housing and repairs  
as well as access to services, as an integral part of 
supporting mental health and wellbeing.

Language is a barrier but translation of information 
into a lot of different languages may not be the 
answer as many BME service users have issues around 
literacy and reading.Verbal information can be more 
appropriate.

Learning from Hakim and Pollard (2010) could be used 
in the wider context of community advocacy. Their 
survey of services for BME communities by IMHA 
advocates found that examples of the different ways 
that an IMHA service provider may meet the specific 
needs of [qualifying] patients include:

• joint-working with other services that have specific 
skills and/or experience of working with particular 
groups of people (for example, with BME 
communities)

• employing (sessional) workers with specific skills and 
knowledge.

The IMHA service provider may also build informal 
links with other local services that have levels of 
experience in particular areas, such as refugee and 
asylum groups. These informal relationships and 
joint-working links can include sharing best practice or 
referring patients on to other advocacy services that 
are better placed to meet these needs.

Developing this approach in community advocacy 
allows for earlier intervention and could prevent the 
escalation of mental health problems for the advocacy 
partner.

Mental Health Measure (Wales) 2010

The advocacy provisions within the Measure for those 
in hospital are welcomed. However, the Measure lacks 
provision for those people with experience of mental 
distress living in communities in Wales outside of 
hospital services.

The Mental Health Measure has become a priority and 
this is a risk factor for other, non-statutory advocacy 
services. There is a concern that the Measure will be 
seen as the ‘answer’ to advocacy provision. As 
finances are directed towards implementing the 
Measure, funding for community advocacy could be 
reduced. This is a serious concern, not least because 
community advocacy has provided much of the 
innovation in services and this should not be lost.  
The Measure should not overlay current provision and 
care must be taken so that advocacy services are not 
reduced to merely those that people or organisations 
have to provide.

Continuity

The lack of continuity is a huge problem in advocacy 
services. There is often a high turnover of staff due to 
the short-term nature of funding which affects the 
length of contracts that can be offered. It would be 
much more helpful if funding were to be granted on 
at least a five-year basis. Although a professional 
distance is maintained, at a time when people feel 
vulnerable, they often like and benefit from the 
familiarity and continuity of having the same advocate. 
Staff turnover leads to expertise and skills being lost. 
Specialist mental health advocates are in short supply.
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This briefing is the fifth and last in a series of five, following the schedule below:

Employment November 2010

Anti-discrimination December 2010

Talking therapies  January 2011

Equalities February 2011

Advocacy: giving a voice to  March 2011 
service users and carers 

For further information about any of the issues raised in this briefing and to subscribe to our monthly  
e-briefings which expand on the issues raised in our manifesto, please contact:
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e: r.coombs@mind.org.uk
T: 029 2034 6575   

www.mind.org.uk 

Rachel Bowen 
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