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MWA MENTAL HEALTH SERVICE REPORT 
''Domestic violence can have an enormous effect on mental health. It is now well accepted that abuse (both in childhood and in adult life) is often the main factor in the development of depression, anxiety and other mental health disorders, and may lead to sleep disturbances, self-harm, suicide and attempted suicide, eating disorders and substance misuse''. (Women's Aid - The Survivors Handbook)

·  Abused women are at least three times more likely to experience depression or anxiety disorders than other women.

· One-third of all female suicide attempts and half of those by Black and ethnic minority women can be attributed to past or current experiences of domestic violence.

· Women who use mental health services are much more likely to have experienced domestic violence than women in the general population.

· 70% of women psychiatric in-patients and 80% of those in secure settings have histories of physical or sexual abuse.

· Children who live with domestic violence are at increased risk of behavioural problems and emotional trauma, and mental health difficulties in adult life. 

 

Despite the frequent overlap between domestic violence and mental ill health, mental health professionals seem generally to ignore the issue of abuse. They are unlikely to ask about it and may therefore be unaware of it.  A woman may feel unable to disclose the abuse to her GP or to her community psychiatric nurse (CPN) or psychiatrist (if they have one). They may find that the reasons for their depression or other difficulties are ignored. They may feel blamed for the abuse & are very likely simply to be offered medication (such as tranquillisers, anti-depressants or sleeping pills) instead of being given an opportunity to talk about what is happening or has happened to them.

 

Manchester Mental Health Trust Approach to Domestic Abuse

Manchester Mental Health Trust does not have its own Domestic Abuse Strategy but follows the Manchester Multi-Agency Domestic Abuse Strategy 2010-2014. It is reported that NHS mental health workers receive mandatory Domestic Abuse Awareness Training & know where to refer women to who disclose abuse but it is unclear whether this happens in practice.
The focus of Manchester Mental Health Trust’s Mental Health Strategy is concentrated on Recovery from Mental Illness (see New Horizons publication & Department of Health Mental Health Strategy).  Services are currently undergoing structural change - the trust has taken over Primary Care Services which has had an impact on the services available.
Mental Health Services in Manchester

· Crisis Intervention

A&E & Crisis Teams-clients presenting with suicidal ideation can present at A&E & are often referred to the Crisis Team. GP’s are also gatekeepers to accessing mental health crisis services. The remit of the Crisis Team is to prevent people ending up in hospital & monitor adherence to the medication of clients in the community. Clients who present at their GP with suicidal thoughts will be referred to the Crisis Team who will then assess them. This should be immediate but can take up to 48 hours or so depending on the severity of the case. Both MWA refuge & outreach clients are referred to the Crisis Team via their GP or A&E but very often the client either doesn’t meet their criteria for the service or the service user refuses Crisis team Intervention.

Pearl Unit- This was a short term bed psychological assessment unit at the MRI which has now closed. 

SAFE team- (Self Harm, Assessment, Follow Up & Engagement)- based at MRI see clients who self-harm. This team has been used by MWA clients at A&E (one client used the service on a weekly basis to have her wounds dressed) & this team has visited clients in refuge & the team offer a number of one to one sessions.
Crisispoint- (Voluntary Sector Respite Care)- Clients can spend up to 10 days in 6 bedded unit (house in Levenshulme) Several MWA clients have accessed this service & found this intervention very positive. They receive intensive psychological therapy as an inpatient. It is neither for those with substance misuse issues nor for those experiencing psychosis.
Community Mental Health Teams CMHT- Can be accessed by SPA- (Single Point of Access)-In reality it is very difficult to access unless the client is suffering from psychosis. Anyone experiencing severe mental health problems is entitled to an assessment of their needs with a mental healthcare professional from CMHT. Care may be co-ordinated under a Care Programme Approach (CPA). This is a particular way of assessing, planning and reviewing someone's mental health care needs.

Someone might get CPA support if they: 

· are diagnosed as having a severe mental disorder 

· are at risk of suicide, self harm, or harm to others 

· tend to neglect themselves and don't take treatment regularly 

· are vulnerable. This could be for various reasons, such as physical or emotional abuse, financial difficulties because of their mental illness or cognitive impairment 

· have misused drugs or alcohol 

· have learning disabilities 

· rely significantly on the support of a carer, or have their own caring responsibilities 

· have recently been detained under the Mental Health Act 

· have parenting responsibilities 

· have a history of violence or self harm 

Approved Mental Health Practitioners (AMPH) also work alongside Community Mental Health Teams alongside psychiatrists and are the decision makers in sectioning patients. 

· Assertive Outreach Teams work with hard to engage/reach clients with multiple problems assertive outreach team worker & then she had to be sectioned first before obtaining the service. She only got a place when a client was discharged from this service back to the Community Mental Health Team. 
· Dual Diagnosis Team- work with clients with mental health & substance misuse problems. This service has not been used by MWA as waiting times are far too long i.e over a year. This team has only one or two team members.

· Primary Care Mental Health Teams- Open access. Clients can self-refer although GP’s still like to refer.
· Outpatient psychiatry /psychology- referral pathway via GP. Psychology wait times are up to a year or more- psychiatry 2-3 months wait time for an outpatient appointment .This is very disappointing as some MWA clients suffer with Post Traumatic Stress Disorder .One client was diagnosed by psychology service & then waited 10 months to be seen for therapy, during which time her distress had to be managed with CBT, anti-depressants & GP.

· IAPT Service  A new addition to the Primary Care Services in Manchester are the 18 IAPT (Improving Access to Psychological Interventions) workers - now known collectively as Manchester Psychological Wellbeing Service, funded by the NHS based in Self-help services at the Zion Centre.  IAPT workers cover North, Central & South Manchester to meet the demand for CBT interventions in patients with low mood & anxiety.  Manchester operates a 'step up 'service whereby clients assessed as 'too high need' are stepped up to secondary care if required. 
· GP- 1 in 4 people present at the GP with some form of mental health problem. Depending on the GP (i.e their attitude & expertise & knowledge of mental ill health & domestic abuse) influences the service the client receives. Many will be prescribed anti-depressants but some GP services now offer counselling & CBT services. MWA Mental Health Worker  advocates on a client’s behalf when required to obtain an optimum outcome. New Iris project should greatly improve outcomes for early intervention.  
· Self-Help Services- offer CBT, Computerised CBT , Counselling & Drop In groups for depression & anxiety. MWA clients have accessed these services. Waiting lists are short. Emotional Resiliency course to be rolled out in North, Central & South in April 2012.
· Roby & Neesa Projects-(Voluntary Sector Mental Health Services for the BME Community) MWA BME clients with mental health issues have accessed these services.
· Accommodation Services: Patients are detained in hospital by the Mental Health Act (1983) Section 2 & 3.  Beds are available currently at:

Edale Unit – MRI-  but this unit is due to close & beds are soon to be moved to North Manchester General
Park House- North Manchester General

Laureate House- Wythenshawe Hospital

MWA clients needing supported accommodation for their mental health after leaving refuge can access projects such as:
Creative support, Richmond Fellowship etc – access is obtained by referral into service by MWA Mental Health worker, MWA Refuge Worker & Outreach Worker.
Manchester Women's Aid & Mental Health
MWA identified the need to develop specialist support for women with mental health issues and recruited a mental health support worker.  The aim of the post is to work directly with women using our services, train staff to be able to respond to service users with mental health needs and promote good practice and referral pathways with external agencies to improve the response to victims of abuse with mental health needs.
The worker aims to:

· Ensure all women identified as having a mental health need receive an initial mental health assessment. 

·  Ensures all frontline staff can identify the signs & symptoms of mental ill health & how to make a referral to appropriate services. 
· Assess all clients using the PHQ9 scale for depression & the GAD 7 (General Anxiety Disorder Scale), clients are screened and their needs addressed via one to one support, referral to external agency or via group work (www.livinglifetothefull.com).
Who has used MWA mental health service?
· 125 women were referred to the service between April 2010- March 2012. 
77  were referred by MWA refuge workers  &   48  from MWA outreach   workers. Referral is via an internal referral system which categorises clients into high, medium & low risk. High Risk (suicidal ideation) is seen immediately, Medium risk are seen within a week & low risk are managed by the outreach/refuge worker under consultation with MWA Mental Health Worker.
· their range of diagnoses & numbers have included:
Depression & Anxiety: 99% of women referred present with these conditions and are screened using PHQ9 depression tool & GAD7 anxiety screen to detect low, moderate or severe depression & anxiety.
Panic attacks/Phobias: 70% have suffered panic attacks & have phobias such as a fear of traveling on public transport.
In addition to the above some women have further complications such as:

OCD: 5 women said they suffer with Obsessive Compulsive Disorder

Asperger’s: 1 woman had a diagnosis of Asperger’s

Bipolar Disorder: 5 women said they suffer with Bipolar Disorder
Eating Disorders: 4 women had eating issues- either anorexia or bulimia
Pseudo Seizures: 1 woman presented with unexplained seizures
Dysthymia: 1 woman had a diagnosis of Dysthymia
Schizophrenia: 1 woman had a diagnosis of Schizophrenia
Personality Disorder: 1 woman was suspected of having personality disorder & substance misuse
Self-harming & suicidal behaviour (including overdoses of prescribed or illicit drugs, cutting, burning & drinking bleach (prevalent in BME community): a quarter of clients said they felt suicidal at some point on their journey.
Post Traumatic Stress Disorder: 2 had a formal diagnosis of PSTD. One client has suffered Domestic Abuse & survived the Rwandan Genocide.
Learning Disability: 2 women had a learning disability
Case Study
PH
PH is a 50 year old white British female from Baguely who was referred to MWA refuge by GMP Feb 2010 due to serious Domestic Abuse from her current partner. Abuse was physical, emotional, psychological & financial.PH had historical alcohol problems & was a chronic self-harmer. She had learning disabilities but I was unable to find proof of a diagnosis which excluded her from obtaining a service from the Learning Disability Team. I learned she went to a special school in Cheshire as a child. She was assessed finally by this team after repeated requests & escalation of the problem to managerial level. She did not meet their threshold criteria.

PH was also assessed by the Community Mental Health Team & did not meet their threshold to obtain a care co-ordinator or obtain CPA. This excluded her from many mental health specific accommodations which require CPA funding.

PH had both children removed when they were young. Their biological father was an alcoholic and abused PH. He died from alcoholic poisoning. Both children were adopted & PH had no contact with them.
PHQ 9 & GAD 7 depression & anxiety scales were recorded throughout. I advocated at PH’s GP several times in order to get her assessed by psychiatry. I also asked for her medications to be administered in blister packs on a fortnightly basis to reduce risk of accidental suicide. The GP also gave me medication to administer when her behaviour became challenging (at one point she became so abusive towards the refuge worker that she refused to work with her).The client also became verbally abusive towards me (screaming at the top of her voice) on one occasion & I took her to the GP as she became agitated. I was called to the refuge on several occasions when this service user (who was a serial user of A&E services & assessed by  A&E alcohol & psychiatric liaison teams) self-harmed by cutting herself with a broken vodka bottle. She was referred to the SAFE team & assessed at the refuge. She was offered 6 sessions of therapy by this team which they delivered at the refuge. 

PH was referred to Richmond Fellowship & moved in Sept 2010.She has since moved into independent living in Wythenshawe.

During my work with PH I referred her to the following teams:
Crisis Team, CAT team, SAFE Team, Learning Disability Team, Community Mental Health Team, GP, Richmond Fellowship, Adult Placement Team, Praxis, St Lukes Church (Art Therapy), Longsight, Self-Help Services.
Problems encountered
· Limitations of MWA refuge service- PH would have benefitted from being in a 24 hr supported refuge as she struggled to deal with her emotions when staff weren’t present. During the night she would become distressed, drink & then self-harm often disturbing other service users & making unhealthy attachments with other women.
· Inability to obtain a service for PH & other MWA service users- PH wasn’t accepted by either the Learning Disability Team nor the Community Mental Health Team. She was vulnerable but wasn’t learning disabled enough nor mentally ill enough to meet threshold criteria.

· Waiting times for GP’s, Psychiatry, Psychology, counselling etc can still be long.  Outpatient psychiatry appointments can take up to 6 months depending on which area of the city a woman lives.  Psychology outpatient appointments are also at a premium. One MWA client waited over 12 months for a psychology appointment despite being diagnosed early on with severe PTSD. Even when in Crisis some clients have to wait 48hrs to see a Crisis Team worker .These issues need to be addressed with Manchester Mental Health Services in phase two of service development.
· Manchester Mental Health Trust has a high threshold criteria & acute shortage of beds. An MWA Mental Health Service client was waiting over 5 weeks for transfer from Tameside Hospital to Edale Unit in July 2010.  The Pearl Unit has closed down & the Edale Unit is being transferred to Park House.  Unless a woman has psychosis & is a danger to herself & others it is extremely difficult to obtain CMHT Care Co-ordination for women with severe depression & suicidal tendencies. It was an extremely difficult & lengthy process to obtain Assertive Outreach support for a particular MWA client who ended up at Tameside Hospital before she was sectioned. These issues are being raised by Link Mental Health Watchdog

· There is one service for Personality Disorder at Gaskell House. These issues are being highlighted by MACC & Link Mental Health Watchdog as part of review (cuts to) of Manchester Mental Health Services
· Appropriate Supported Housing. There is bed blocking across Manchester. Patients are waiting to be discharged from hospital in the community & many clients with mental health problems are ‘stuck’ in supported housing unable to move on due to lack of housing stock. These issues are raised & debated at PFIF subgroup meetings.PH & her ‘move on’ was brought to this Forum & her move to Richmond Fellowship was discussed at this forum.
Areas of work to be developed
1. Improve referral pathways to community mental health services by ensuring Manchester’s Mental Health Services Strategy identifies domestic abuse, its impact and the need for improved identification and referral processes. Contacts to be made in first instance with Liz Bruce, Strategic Director, Directorate For Adults- Health & Wellbeing Manchester City Council
2. Networking/Partnership Working – Continue to work & participate in the following meetings: 

i. PFIF Subgroup - chaired by Claire Bates, Great Places.                                                                 Aims & Purpose of meeting is to discuss bed blocking in the city & how to overcome this.
ii. Manchester Public Health Development Mental health group work network-chaired by Nicola Wood. This group  is brand new & meets 6 weekly to update on group work being offered across the city for people with mental health problems

iii. Mental Health Watchdog- The Link is involved in the review of Mental Health Services in Manchester.
iv.  MACC – Manchester Alliance for Community Care based in Swan Builldings chaired by John Butler .This group of voluntary sector mental health services meets bi monthly to discuss issues affecting service users across Manchester. MACC works with the voluntary and community sector on the strategic development of services which respond to local needs and to people as individuals.

v.  MWA Mental Health Worker also works closely with Michelle Ashworth, Manchester Public Health Development Mental Health Promotions Worker, who wrote & ran the Emotional Resilience Course for Manchester. This is to be rolled out via Self-Help Services in North, Central & South from April 2012. MWA clients are able to access this course. Michelle provides free of charge hand massage & guided relaxation including a ‘teach in’ on how to carry out massage on children & each other (pizza massage technique) to Service Providers in Manchester & offered this to MWA Service Users at the MWA Freedom Programme Graduation Ceremony in Dec 2011.  It received positive feedback from MWA clients.

3. Continue to support and train MWA staff in recognising and supporting clients with mental       health problems.

4. Expand CBT group work programme Living Life to the Full. Separate Pilot Study report available if required.
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