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About your trainer 

Stuart Sorensen is a registered mental health nurse with over 25 years experience (both 

pre and post registration) working in various social care settings. He began working with 

elderly people as a volunteer in the early 1980s and has since worked in residential and 

community settings with a variety of populations.  

Stuart qualified as a registered mental nurse in 1995 and worked in full time practice until 

2006. Since then he has divided his time between clinical practice and developing/delivering 

training on a wide range of topics. In addition to his nursing registration Stuart also holds 

a diploma in counselling, a diploma in nursing studies and a post graduate diploma in PSI 

(psycho social interventions). His main interests include working with people with serious 

and enduring mental disorders, people with personality disorders and those with addictions 

or with dual diagnoses. He is also particularly interested in issues relating to deliberate self-

harm. 

Stuart is passionate about the possibility of recovery from mental disorders and much of his 

clinical and training work has been based around helping people to recover from serious 

mental disorders such as schizophrenia. 

As a trainer Stuart is keen to help staff ‘at the coalface’ to find a balance between the 

conflicting (and seemingly impossible) rights of workers, carers and service-users. Based 

upon his years of experience as a worker and clinical specialist Stuart’s training has the feel 

of reality about it rather than the ‘ivory tower’ presentations that come from simply reading 

a book. Stuart understands the difficulties and dilemmas facing workers on the front line 

because he has faced them too. 

Training and consultancy work includes contracts for Caring Alternatives, Essential 6, ARC 

(Scotland), The Police Complaints Commission for Scotland (PCCS), Impact Health & Social 

Care Training, The former Commission for Social Care Inspection (CSCI), East Training & 

Consultancy Ltd., Public Sector Providers, The National Health Service, The Rising Sun Trust, 

Linkswork and various other, regional and national government, voluntary sector and 

private sector organisations. 

 

 

 

 

 

 

 

 

 

 

http://www.thecareguy.com/


www.TheCareGuy.com    ©Stuart Sorensen 2014                            
 

4 

 

An introduction to mental health work (1 day) 

Session 1 

1   What’s a social care support worker worth? 

2   What is mental disorder? 

3   Three models 

Session 2 

4   Three types of symptom 

5   Anxiety 

6   Depression 

Session 3 

7   Psychosis 

8   Pathologising reactions 

Session 4 

9   Types of recovery 

10 Self harm and suicide 

11 Relapse planning 
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Introductory questionnaire 

Please get into small groups of three or four and answer the following questions. It’s 

important that every member of your small group agrees. That will get you talking and if 

you’re talking, you’re also thinking. 

Don’t worry – your answers won’t be marked – just discussed. 

 

 

 Statement T F 

1 Mental illnesses are more difficult to cure than physical illnesses   

2 People who hear voices are mentally ill   

3 Anxiety is good for us   

4 Depression is a normal human experience   

5 Alcohol causes depression   

6 Deliberate self-harm is about attention-seeking   

7 Which of these are symptoms of depression (please tick)? 

 Sleeplessness 

 Dietary disturbance 

 Delusions 

 History of childhood abuse 

 Panic attacks 

 Over-active (manic) behaviour 

8 Mental disorder is caused by (please tick) 

 Chemical imbalance 

 Traumatic experiences 

 Discrimination 

 

9 ‘Psychotic’ means……..(please complete the sentence) 
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What’s a social care support worker worth? 

Despite what many mental health professionals might like to think the evidence is clear 

that good quality support work is by far the most important part of mental health care 

packages. To understand why we’ll need to look at some research that has been developed 

over the last fifty years or so. 

It’s extremely important to bear in mind that mental health support in social care is 

different from medical mental health services. Whilst we work alongside medicine what we 

do is different. 

Psychiatrists prescribe medications and deal in diagnoses. In Social care we are interested 

in helping people to function in the world, to become involved in their communities and to 

develop ‘real world’ coping skills. 

We are interested in much more than symptoms alone. Our job involves paying attention 

to the environment to social circumstances and other aspects of quality of life that 

psychiatrists don’t really work on. 

The basic principles of our work in social care are very different from the principles of 

doctors such as psychiatrists. We work with health services but what we do is different. 

Our role is to complement psychiatry, not to recreate it (at one extreme) or to fight against 

it (at the other extreme). 

High Expressed Emotion 

George Brown came up with this in the late 1950s (Brown G. et al 1958) and then refined 

it (Brown & Rutter 1966) to mean three types of behaviour: 

 Criticism 

 Hostility 

 Over-emotional involvement 

 

It is important that Expressed Emotion is managed. At first this is managed by the care 

workers but over time (and with help) the individual develops the skills and techniques 

that most people use without thinking. 

This builds upon Moral Treatment, first devised by William Tuke, in the 18th century. 

Moral Treatment involves respect, value and meaningful contribution. Tuke founded The 

York Retreat with remarkable results using just good quality support and meaningful 

activity. The person with the most influence here is the support worker. Their attitude is 

one of the most crucial elements of the care process.  

The World Health Organisation’s ‘International Study of Schizophrenia’ (ISoS) shows that 

places where there is good social support, involvement and respect have much higher 

recovery rates than the developed world where there may well be access to high-tech 

medications and talking therapies but a stigmatising culture. Once again – the emphasis 

is upon social situations rather than treatment. (Harrison G. et al 2001). 

Similair findings were reported by the British Psychological Association in the ‘Recent 

Advances’ document from 2000. As a general rule people live up or down to the 
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expectations others place upon them. If then, support workers do not expect their service-

users to recover there seems little chance that they will. 

The most important thing is the optimism and positive attitude of support workers and 

care assistants. That’s why social care organisations emphasise potential and personal 

growth for service-users. ‘Therapeutic optimism’ is a vital part of the process of recovery. 

What is mental disorder? 

This is not an easy question to answer and different people will give you different 

definitions.  These differences can be cultural, social, religious or to do with assumptions 

and expectations about how people ought to be. 

‘mental disorder’ means problems with 

thinking, feeling and behaving 

Mental Health vs Mental Illness 

Physical illnesses can be serious or trivial and the same is true for mental health problems. 

They can be life-long or very short-term. People with mental disorders often find their 

level of mental health changes over time. People suffering from mental disorders can go 

long periods without diagnosis (perhaps never being diagnosed) because their problems 

are not severe enough to stop them coping with life. From the perspective of social care, 

coping is the key. 

Diagnosing Mental Illness 

This is easier said than done. There are no blood tests to identify mental disorders. 

Diagnosis is a judgement about the person’s behaviour (including what they say) and 

whether or not they conform to the norm for their culture. 

What is ‘Normal’? 

‘Normality’ is very hard to define. However the whole idea of mental disorder is tied to 

how well (or how ‘normally’) people cope in their society or culture.  So before we can 

diagnose mental illness we must first decide what we think is normal for the person’s 

society and culture.  

Here in UK psychiatrists use the World Health Organisation’s ‘International Classification 

of Disorders’ (ICD-10 1992) to diagnose what is and is not a mental disorder. Some people 

argue that this really only reflects what is ‘normal’ for Western, middle class, male 

psychiatrists. This can cause problems for people from different cultures or with different 

characteristics. 
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          Exercise (small group discussion) 

Until late in the twentieth century homosexuality was considered to be a mental disorder 

and was treatable by ‘aversion therapy’ or chemical treatments to suppress sexual 

appetite. 

 

1. What do you think of this ‘diagnosis’? 

 

 

 

 

2. How could mental health professionals have decided that homosexuality was a 

mental disorder? 

 

 

 

 

3. What might people say in 30 years about today’s mental health treatments and 

diagnoses? 

 

 

 

 

 

Three models of mental health and disorder 

The biological (medical) model 

The basic medical idea is that mental disorders are rooted in physical problems and that 

people need physical treatments to alleviate them. That’s why psychiatrists prescribe 

medications (chemicals that have a physical/physiological effect on the body). 

This is the opposite of the popular view that there is a difference between the ‘mind’ and 

the body. Many people think that mental life is very different from physical life. However…. 

Most people accept that hallucinogenic drugs like magic mushrooms and LSD affect 

perception. Drugs such as cannabis and ecstasy and amphetamine (speed) can cause 

psychological problems like paranoia as well as major emotional problems around anger 

and anxiety. These are psychological problems caused by physical (chemical) changes.  

The medical model tells us that the fabled ‘mind:body’ split does not exist. Both are part 

of the same, single system.  After all – if the problem wasn’t caused by dodgy chemistry, 

why give people chemicals to ‘fix’ it? 

What do you think? Can body chemistry cause mental disorder? 
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The social model 

The social model is different. It blames society for people’s problems. The argument is 

that my problems aren’t caused by the fact that I have no legs or that I hear voices but 

rather by the fact that people with no legs cannot use services or that voice-hearers are 

stigmatised. 

A good example might be the London underground service (the tube). Originally all tube 

stations only had stairs. Wheelchair users couldn’t use the tube.  

Was this problem caused by their disability or by the fact that society ignored the needs 

of disabled citizens? 

The social model says that society has a responsibility to all. That’s why so many tube 

stations have now been fitted with mechanical lifts. It’s a social solution to a social 

problem. People have physical differences but the problem is caused by the way that 

society responds. This is why we have laws about discrimination and fair access to services 

and employment. 

The social model says that the way society responds to people who are psychologically 

different is the real problem. The social stigma surrounding mental disorders can be a 

barrier to inclusion, employment, insurance, housing and many other aspects of our 

society that other people take for granted. The effect of such exclusion and alienation on 

self-esteem and life opportunities is well known to be extremely detrimental. 

What do you think? Can social pressures cause mental disorder? 
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Merging the two – Stress and vulnerability 

The possibility of a chemical imbalance doesn’t mean that there are no other factors to be 

considered as well. Similairly, social problems don’t remove the possibility of biological 

issues.  

The ‘stress and vulnerability’ model includes both and more. It looks at different types of 

stressor and also the different types of vulnerability. Some people are more vulnerable to 

stress (or particular types of stress) than others.  

 

The five stressor types are: 

 Biological; 

 Socio-cultural; 

 Psychological and coping style; 

 Developmental. 

 Environmental 

 

According to the ‘stress and vulnerability’ model, distress or disorder is what happens 

when the stress we face is more than we can cope with. Some people are so vulnerable to 

a range of stressors that they seem to be distressed or mentally disordered ‘all the time’. 

These are the people who end up diagnosed with ‘serious and enduring’ mental disorders. 

 

 

http://www.thecareguy.com/


www.TheCareGuy.com    ©Stuart Sorensen 2014                            
 

11 

 

This leaves us with two basic tasks. 

1. Work on reducing stress levels and help the individual to learn how to manage their 

own stressors; 

2. Help people to reduce their vulnerabilities across the five areas. 

 

What do you think of the Stress & Vulnerability model? 

 

 

 

 

 

 

 

 

 

Brabban’s bucket © Alison Brabban 
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Three types of symptom 

Diagnosis can be confusing. There’s a lot of it. Fortunately it doesn’t need to be such a 

problem. We work with the person, not the label so most of the time we only need to 

understand the symptoms without worrying about the diagnosis. So here’s a breakdown 

of what really matters in psychiatric diagnosis. 

The term ‘diagnosis’ comes from Greek. It’s made up of two words: 

1. Dia – through 

2. Gnosis – knowledge 

 

Diagnosis means ‘through knowledge’ and it is meant to do two things: 

1. Predict outcome (so that we know what to expect); 

2. Inform treatment (so that we know what to do). 

 

Bear in mind that while symptoms can lead us to diagnoses, diagnoses don’t necessarily 

tell us much about the specific symptoms any one person might experience. Diagnosis 

only works one way. 

Symptom  Diagnosis  Treatment 

 

 

Diagnosis looks at types of symptom (problem) and puts them into categories.  

In very simple terms mental disorders are a combination of three types of symptom: 

• Anxiety – physical and psychological arousal 

• Depression – physical and psychological dearousal 

• Psychosis – hallucinations, delusions and thought disorders 

 

All mental disorders (except the dementias which also include memory and orientation 

problems) are made up of these three symptom types or people’s vulnerability to them. 

Personality disorders are diagnoses based upon the way people usually think and 

behave and upon their vulnerability to anxiety, depression and psychosis. It’s a description 

of lifelong problems that show up in all situations. To put it another way… 

Wherever you go – you always take yourself with you 

There are no blood tests for personality disorders. Neither are there any physical 

examinations. What we have instead are judgements about behaviours. Some behaviours 

are thought to be ‘normal’ and some ‘abnormal’. People with enough ‘abnormal’ personality 

traits are said to have Personality Disorders. 
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Signs and treatment of anxiety 

Humans have evolved a physical reaction to danger. It’s called ‘freeze, flight or fight’. 

That’s how our ancestors stayed alive. Imagine an early human ancestor being hunted by 

a predator. S/he would: 

1. Freeze (the predator might not notice them); 

2. Fly (running away is safer than fighting); 

3. Fight (if there was no escape). 

 

We still have this reaction today. It brings physical changes like trembling, sweating, heart 

and breathing changes and racing thoughts. These help us to run fast or to fight hard but 

they also make it difficult to think clearly. 

That’s a problem in modern society. It may have been appropriate many years ago but 

there’s not much point in fleeing from the Gas Bill. What we usually need to do in times of 

threat is think – the very thing that the freeze, flight or fight protocol prevents because it 

reduces blood flow to the brain. 

The trick then is to learn to control the physical symptoms of anxiety and the thoughts 

that cause it. The same physical techniques can be used to deal with anger too, although 

the beliefs and thought patterns are different. 

Medications like diazepam can help to control the physical symptoms of anxiety but ideally 

they should only be used to get relief while the person learns to control their anxiety for 

themselves. This involves learning relaxation techniques and also changing the way that 

they think (the psychology of anxiety). That’s how social care services work with 

psychiatric services in a way that complements the whole multi-disciplinary team. 

This means being as realistic as possible about worries. Most things that people worry 

about never happen. So forcing ourselves to be realistic is very important. We can 

concentrate on the real threats and forget the rest. Then we can help people to plan, both 

should the worst happen and also how to prevent it. Very basically this becomes a fairly 

straightforward three-point process: 

1. What’s the worst that could happen? 

2. If it does happen how can you survive it? 

3. Now we know you can survive the worst what can you (or we) do to make sure it 

doesn’t happen? 

The trick with unjustified anxieties is always to gain experience of facing (surviving) the 

thing you fear. Gradually developing ‘safe’ memories is really important. This is called 

‘Gradual desensitisation’. 

Never try to do this quickly. It’s a idea to try to force a person to face their fears if they’re 

not prepared to do so. That’s called ‘Flooding’. It can be very harmful and can even cause 

Post Traumatic Stress Disorder (PTSD). 

Avoiding things that make us anxious actually 

makes anxiety worse in the long term. 
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When you become anxious what happens to your…… 

Heart rate? 

 

 

 

Breathing rate? 

 

 

 

Muscles? 

 

 

 

Stomach? 

 

 

 

Blood pressure? 

 

 

 

Skin? 
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Anxiety – dos and don’ts 

Do  Offer and encourage participation in desensitising activities 

 Encourage the person to balance work, rest and play 

 Maintain regular keyworking sessions that DO NOT offer 

reassurance unless it is true that things really will be OK 

 Use the 3 stage process: 

What’s the worst that could happen? 

If it did happen how could we deal with it? 

How do we prevent it from happening? 

 Offer and encourage participation in general, meaningful 

activities 

 Develop collaborative (written) plan to deal with anxiety attacks 

 Develop quick relaxation skills 

Obsessions and compulsions 

Do  Create collaborative relapse profile 

 Offer and encourage participation in desensitising activities 

 Offer and encourage participation in general, meaningful 

activities 

 Develop collaborative (written) plan for dealing with increased 

symptoms 

Phobias 

Do  Provide the opportunity to gently experience the thing the 

person fears in very gradual steps 

 Talk openly about the phobia but only so long as the person can 

tolerate this 

In general 

Don’t  Force the person to face their fear suddenly (flooding) 

 Insist that the person talks about their fears if they really don’t 

want to 

 Dismiss the problem 

 Try to deliver formal therapy unless you’re specifically trained to 
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Signs and treatment of depression 

If anxiety is a call to action that is there to help us solve a problem (how to be safe) 

depression is the opposite. Depression is a form of physiological de-arousal. Arguably this 

is about giving up.  

Biological (physical) signs of depression include sleep disturbance, appetite disturbance, 

apathy and lethargy, tearfulness, slowing down of physical movement and passivity (the 

opposite of assertiveness). 

We all have bad days and the occasional low mood is OK. Clinical depression includes 

biological symptoms. It is thought to result from low levels of various brain chemicals such 

as serotonin. Low serotonin levels can cause depression but inactivity (a major symptom 

of depression) also reduces serotonin levels still further.  That’s why people are given 

antidepressants called ‘selective serotonin reuptake inhibitors’ (SSRIs). These increase the 

amount of serotonin in the brain and help people to improve their mood. 

In social care services the basic trick with depression is to encourage positive action. This 

is how we can complement psychiatrists’ work without duplicating or contradicting it. Get 

people active and give them a reason to continue. This is more than distraction, it involves 

purpose.  

The psychological symptoms of depression (what we think about) are just as important as 

the physiological ones. Depressed people tend to think in a particular way. They tell 

themselves the same sort of gloomy, pessimistic things over and over again. This is what 

psychologists call negative thinking.  

General thinking errors 

There are some ‘general’ thinking errors that are important to understand not only for 

depression but, as we shall see, for many forms of mental ill health. These ‘general 

thinking errors’ are… 

Ignoring the positive - People seem much more likely to focus upon bad things that happen 

to them than they are upon the good. 

Exaggerating the negative - One swallow doesn’t make a summer. One difficult 

conversation doesn’t mean it’s going to be one of those days and a couple of frustrations 

today don’t mean you’ll never succeed at anything. 

Determinism – The fact that your parents were Irish doesn’t mean you can never learn to 

control your temper. Nor does your uncle’s suicide mean that you will do the same. Just 

because you were ‘brought up’ to behave in certain ways doesn’t mean you always must 

and a thirty year old trauma won’t inevitably ruin your enjoyment today. 

Other typical forms of depressed thinking include: 

 Things will never get any better 

 People would be better off without me 

 I can’t help being depressed after what I’ve been through 

 Depression runs in my family – it’s genetic 
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Depression – dos and don’ts 

Do  Offer and encourage participation in motivating activities 

 Hold regular keyworking sessions that allow the resident to 

ventilate. 

 Empathise (acknowledge the feeling but then look for ways to 

solve problems or improve things) 

 Present a realistic (neither overly optimistic nor pessimistic) 

point of view. 

 Be clear that the depressed person can overcome but they must 

take responsibility for their mood and join in with support 

activities. 

 Offer and encourage participation in general, meaningful, 

increasingly physically demanding activities 

 Monitor and develop healthy dietary and sleeping routines 

 Keep an eye out for signs that the person is helpless and 

hopeless. These are serious suicide indicators 

 Get outside help if you need to  

Don’t  Sympathise (it encourages people to give up) 

 Agree that things are terrible 

 Agree that depression is inevitable in the circumstances (it’s 

never inevitable) 

 Avoid the person (it can be really draining to spend time with a 

depressed person but, even though they don’t show it it’s often 

the fact that other people are willing to spend time with the 

depressed person that will make the biggest difference) 
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Group exercises 

 

Amanda’s Anxiety 

Amanda is extremely anxious. Her GP diagnosed her with ‘free floating anxiety’ over 15 

years ago and has treated her with ever increasing doses of (diazepam/valium) ever since. 

Over the years her anxiety has increased in spite of counselling and medications. She is 

now addicted to the diazepam and cannot sleep or even hold a conversation without it. 

There is a fairly straightforward way to help Amanda to overcome her anxiety problems. 

What do you think would have to happen? 

 

 

 

Joseph’s Depression 

Joseph is 49 years old. He was made redundant 18 months ago and is no longer able to 

provide for his family. Most importantly for Joseph he cannot afford to help his youngest 

daughter, Gillian through university. He supported her older brother and sister and feels 

that he has let her down because he can’t do the same for her. Gillian has suggested that 

maybe it would be better if she just went out and got a job when she finishes her A levels. 

How might Joseph react to this? 

How might you be able to help him? 

 

 

 

Alan’s Agoraphobia 

Alan (46) has hardly been out of the house for years. He becomes unbearably anxious 

whenever he even thinks about going out. He still lives at home with his elderly mother, 

Edna, who has spent the last ten years or so caring for him.  

Edna is terminally ill and is not expected to live much longer. She is bedridden and needs 

help with all but the most basic self care tasks. Alan has been using alcohol as ‘dutch 

courage’ to help him get to the shops 

You are Alan’s main carer. What can you do to help him through the difficult times ahead? 
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Signs and treatment of psychosis 

Psychotic symptoms come in three broad groups which are: 

 Hallucinations; 

 Delusions; 

 Thought disorders. 

 

Perhaps the most well-known psychotic diagnosis is schizophrenia but there are many 

others. You may also have heard of bipolar affective disorder, drug induced psychosis, 

psychotic depression, post natal (puerperal) psychosis and delirium. 

Hallucinations may occur in any sense (e.g., hearing, seeing, tasting, smelling, touching) 

but auditory hallucinations are by far the most common.  

True hallucinations are different from what most people understand as thoughts. The voice 

in your head, the internal chatter of thoughts you experience all day long is not an 

hallucination. Hallucinatory voices are experienced as though they come from a source 

outside of you. You hear them through your ears – or at least that’s how it seems. 

Delusions The textbook definition of a delusion is: 

A fixed, false belief not amenable to reason 

This means that no matter how we try we will not convince a delusional person that they 

are mistaken. Actually modern psychology has shown that it is possible to reason through 

delusions but it takes time and training. 

Thought disorder is the third of the ‘big 3’ psychotic symptoms. For many people it is, 

the most difficult to understand. Unlike delusions which are all about ‘what’ we think, 

thought disorders are about ‘how’ we think. It’s thought process, not thought content. 

Thought disorders include: 

 Flight of ideas 

 Clang association 

 Poverty of thought 

 Thought blocking Knight's move thinking 

 Word salad 

 Perseveration 

 Concrete thinking 

 Over-inclusivity  

 

Most antipsychotic medications work by reducing a brain chemical called dopamine. They 

seem to reduce hallucinations and delusions in some people but too much can cause 

thought disorders, Parkinsonism, sexual problems, visual disturbances, movement 

disorders and weight gain. Psychologists use a range of techniques to help people to 

reason through delusions and reduce the need for strong medications but this takes a lot 

of time and training. Unless you have been specifically trained in how to do this the advice 

is not to try. It’s easy to make things worse. 

Remember that our job in social care is to complement professional services 

like psychiatry and psychology – not to try to recreate them. 
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Psychosis – dos and don’ts 

Hallucinations 

Do  Develop ‘hearing voices’ strategies such as making an appointment 

 Develop self-attributing explanations (they’re my own thoughts) 

 Develop meaningful activities and habits 

 Encourage the person to check ‘evidence’ in the real world (if the aliens 

were really in town the police and the army would have been involved – 

let’s see if they were) 

 Maintain a valued social role 

Don’t  Argue 

 ‘Humour’ the person by pretending you can see/hear ‘it’ too 

 Ignore the situation 

Delusions 

Do  Help the person to understand link between thoughts and feelings 

 Develop basic ways to check evidence (critical thinking skills) 

 Offer alternative explanations whenever you can 

 Develop network of trusted others to check ideas with 

 Develop meaningful activities and habits 

 Look out for evidence that the delusion involves other people (do a risk 

assessment and get outside help if needed) 

Don’t  Ignore the delusion 

 Humour the person 

Thought disorders 

Do  Develop self-soothing and anxiety management strategies 

 Balance work, rest and play 

 Ensure periods of minimal sensory stimulation 

 Develop habit of maintaining regular periods of low stimulus 

Don’t  Over stimulate 

 Talk at the same time as other people 

 Change the subject when the person is struggling to think of a reply 

 Rush the person for a quick response 
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Exercise: Hearing voices 

Please get into groups of three. 

Take turns to ‘be’ the voice whilst the others in your group hold a conversation. 

Take turns to be ‘voice hearer’ and ‘non voice hearer’ 

The task is to hold a ‘normal’ conversation whilst ‘the voice’ is whispering, shouting or 

otherwise speaking into the voice-hearer’s ear.  

‘The voice’ can make personal comments, give instructions (command hallucinations) or 

make observations about the situation and/or other people. 

 

 

Exercise: Pathologising reactions 

All people are susceptible to stress and trauma and all people can develop mental disorders 

given enough social, biological or psychological problems. 

The trick is in helping people to develop new skills and techniques to combat the stressors 

they face or to cope with their reactions to them more effectively. Of course this isn’t 

always easy, especially since the first step in learning to solve problems is honestly to 

confront and recognise them for what they are. 

Let’s begin by noting down some of the stresses you face and the less than helpful 

reactions and behaviours you exhibit as a result. Also think about what a psychiatrist might 

make of your ‘symptoms’. 

Problem Reaction Name of symptom 
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Of course, we might well assume that nobody here today thinks of themselves as ‘mentally 

ill’ and yet we do, from time to time, all display some symptoms of mental disorder. How 

can that be? 

 

 

 

 

 

 

 

 

 

 

 

Three types of recovery 

It’s important to be clear about what we mean by recovery. Many people believe that there 

are actually three types of recovery and if a person can achieve any two of the three then 

they have recovered. The three types of recovery are: 

Social recovery This is to do with community acceptance. If our friends, colleagues and 

neighbours don’t have a problem with us then we have social recovery. We are productive, 

contributing members of society. 

Psychological recovery If we are not distressed by our ‘symptoms’ then there is no 

psychological (or emotional) problem. This is known as psychological recovery. 

Medical recovery If we are free of the medical symptoms of mental disorder then we can 

be said to have recovered – so long as the symptoms do not return. This is why mental 

health professionals who are interested in recovery work hard on ‘relapse prevention’.  

What this means 

Many people argue that any two of the three is enough for meaningful recovery. What 

matters is that people have a place in the world, can function appropriately within society 

and are not distressed or incapacitated by their experiences. 

 

 

 

 

Think about the ‘symptoms’ that you, or your colleagues have identified. What label or 

‘diagnosis’ might a psychiatrist come up with to describe your condition? 

What effect would that label have upon your life? 

 

Would that label make it easier or harder for you to deal with stress? 

 

If you disagreed with the diagnosis what might the psychiatrist say? 

 

What might be a better way for professionals to react? 
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Therapeutic optimism 

There’s another really important principle here. It’s to do with expectation. 

People don’t work at things they don’t believe in. Mental health recovery can be difficult – 

it takes work and before people are prepared to do that work they must first believe that 

it’s possible. 

That’s why therapeutic optimism is so important. We need to believe recovery is possible 

for our service-users or we won’t work toward it – and neither will they. The other side of 

this is the self-fulfilling prophecy that maintains illness and dependence. If we believe that 

people are beyond help we won’t try very hard to help them.  

Make sure that the self-fulfilling prophecies in your service are positive. 

 

 

Think of up to three people with mental health problems and about how they 

differ from ‘normal’. If they behaved or thought differently, if they learned 

other ways to cope with life’s problems would they still be considered 

mentally ill? 

 

 

 

 

 

What would they need to do or think differently for them to recover? 
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Signs of self-harm and suicide 

For most people Self-Harm is a coping strategy that has nothing to do with suicide. 

However, for some people Self-Harm does lead to suicide. It’s as though the person is 

rehearsing– a way of preparing themselves for the final act. For these people we can think 

of the ‘suicide ladder’. 

It is always a good idea to assess for signs of suicidal thinking and get professional help 

if there is any doubt but remember that the majority of people who harm themselves 

are not about to commit suicide. However, in broad terms if someone’s behaviour is 

moving up the ladder in stages then it is definitely time to seek professional help. 
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Responding to a person who harms themselves 

Working with people who hurt themselves can be a confusing and bewildering experience. 

It is often extremely frustrating and distressing for the staff who may well be at a loss to 

understand why their service-user keeps on injuring themselves. Traditional views about 

‘manipulation’ or a ‘cry for help’ may bring some limited sense of explanation but they do 

little or nothing to help prevent future self-harm.  

For many people, Deliberate Self Harm is the only effective coping strategy they know. 

Imagine a small child in a sweet shop. They can have anything they want but there’s a 

problem. The lights are turned off and all they have is a small ‘pen’ torch – the kind with 

a very narrow beam that only illuminates a small area.  The child can’t see most of the 

sweets. 

In one sense this is what it’s like for people who harm themselves. Other coping strategies 

are available to them but they either don’t know about them or they don’t believe that 

they will work. Often our job is to turn the lights on. 

Don’t waste time attacking the only coping strategy the service-user knows. That is 

unlikely to succeed and, quite frankly you wouldn’t want it to. If you remove the only 

coping skill a person has then they may see no alternative but suicide. It is no coincidence 

that service-users who harm themselves are around 50 times more likely than the general 

population to kill themselves. 

“About 3 in 100 people who self-harm over 15 years will actually kill themselves. This is 

more than 50 times the rate for people who don't self-harm. The risk increases with age, 

and is much greater for men.” 

Royal College of Psychiatrists leaflet: ‘Self Harm’   www.rcpsych.ac.uk  

 

As well as the ‘Suicide Ladder’ there are other important things to look for. These are 

some of the most significant ‘risk indicators’ for suicide: 

 Suicidal statements 

 Previous suicidal behaviour 

 Expressions of hopelessness 

 Expressions of helplessness 

 Family or close friends who have attempted/completed suicide 

 Access to lethal ‘means’ 

 Putting things in order 

 

If you see these things get appropriate professional help immediately. 
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Relapse profiling 

Often if you catch the relapse early enough you can prevent it before you need to take serious 

measures such as hospitalisation or heavy duty medication. Relapse profiles contain several 

features: 

Early signs monitoring: 

 Biological signs (sleep, appetite, energy etc) 

 Perceptual signs (hallucinations etc) 

 Cognitional signs (delusions, odd thinking etc) 

 Behavioural signs (withdrawal, restlessness etc) 

 Emotional signs (irritation, tearfulness, excitability etc) 

 

Relapse prevention plans and triggering criteria: 

 Biological (eg short term sleeping tablet or limited prn anxiolytic) 

 Social (eg befriending service) 

 Psychological (eg ritualised thinking or particular evidence) 

 Environmental (eg brief respite or similair) 

 Situational (eg short term sick note) 

 

Practical planning: 

 Who to contact 

 Who holds Power of Attorney  

 Is there an Advance Decision or Statement of Preference 

 What to do about pets, children, work etc etc 

 

A decent relapse plan is not something that should be taken lightly. It may take several 

sessions to devise and then should remain ‘under review’ always. 
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