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Mental health is the contradictory of mental disease. When a person has lost, contact with actuality, hallucinates, or is totally not capable or reluctant to carry out necessary functions to survive is known as a mentally challenged person.  Lack of understanding and misconceptions about mental illness add to the stigma related with the condition. It can be as serious, devastating and life threatening as any physical illness - yet less than half of those experiencing depression seek help. Studies put forward that men are at larger risk of their depression going unrecognised and untreated than women (Torrey et al., 2005).
This is related to several factors. Men may become aware of the physical symptoms of depression, such as feeling tired or losing weight, or become irritable or angry, rather than acknowledging feeling sad or depressed. It's common for men to use alcohol to mask the stress, though this in the end makes things worse (Lakeman, 2006). This essay discusses the dissatisfaction of the people by the mental health services and the best remedies to tackle this problem. 

People with mental illness face many social and economic barriers and find them excluded from many aspects of daily life that we take for granted. This may include education and employment. Such exclusion can lead to social disadvantage, chronic poverty and social and economic marginalisation from the wider community. Government policy aims to address such disadvantage by promoting recovery rather than emphasizing disability through mental health service systems (Bonney & Stickley, 2008).
According to Slade et al (2009), mental disorders are common in Australia. Many people have more than one class of mental disorder. Mental disorders are connected with substantial disability, yet many people with mental disorders do not seek help for their mental health problems. There are many mental health services, which serves the community.  Service use for mental health problems was higher among women compared to men, particularly in the 16 to 24 year age group. Two-fifths of women with a mental disorder used services compared to just over one quarter of men. Service use was lowest among the youngest and the oldest age groups, with particularly low service use among men aged 16 to 24 years old. Only 13.2% of men aged 16 to 24 with a mental disorder had used services for mental health problems in the previous 12 months.

People with a mental illness suffer significant disadvantage in accessing appropriate services, and are vulnerable to exploitation and neglect if safeguards do not exist to protect their rights. The reform of services over recent decades has aimed to redress this inequity and ensure that people with mental illness have every opportunity to live and participate fully in the community. All levels of government policy and legislation focus on developing high quality mental health service systems that are accessible, responsive to consumer need, and which build on evidence of effectiveness. The organization of mental health services and the principles of clinical practice are aimed at achieving these objectives (Cole, 2006).

One of the most critical issues in mental health services research is the gap between what is known about effective treatment and what is provided to and experienced by consumers in routine care in community practice settings. The gap between care that is known to be effective and care that is delivered reflects, in large measure, a paucity of evidence about implementation. Most information about implementation processes relies on anecdotal evidence, case studies, or highly controlled experiments that have limited external validity (Glasgow et al, 2006) and yield few practical implications. A true science of implementation is just emerging. Because of the pressing need to accelerate our understanding of successful implementation, concerted efforts are required to advance implementation science and produce skilled implementation researchers (Aarons, 2008).

For adult mental health workers, working with a vulnerable and marginalised group of the population presents so many challenges and takes so much energy and focus, that it can be almost impossible for the worker to be asked to notice the ramifications of the person's illness on

others. There are increasing expectations that mental health workers will be able to not only treat and care for the person, but also notice and indeed assess the needs of others around them, such as partners and children, and all of this in an already stretched and over worked sector (Torrey et al., 2005).
Australia is internationally recognised as a leader in the reform of mental health services. Its national mental health strategy encompasses the national mental health policy, subsequent plans and related publications. All states and territories are required to work towards the national priorities and to report regularly on achievements. The first plan (1992–93 to 1997–98) focused on deinstitutionalisation and the move to a community-based mental health system. Mental health services were integrated into the broader health system, including general hospitals and other parts of the health sector. The aim was to improve the access of people with a mental illness to generic health services and to decrease the stigma associated with mental illness. Other themes included a focus on those with a serious mental illness, the recognition and promotion of consumer rights, the provision of support for carers, and the measurement of service performance and consumer outcomes.

Cole (2006) also states that, the second plan (1997–98 to 2002–03) continued the first plan’s agenda and broadened its focus to address the growing burden of high prevalence disorders such as depression and anxiety. The plan prioritised mental health promotion, illness prevention, early intervention and relapse prevention. Developing a skilled workforce and encouraging more innovative service models was also emphasised. The plan highlighted the need to strengthen services for specific populations: people with co-existing substance abuse and mental illness (dual diagnosis), co-existing mental illness and intellectual disability (dual disability), and to better coordinate mental health with other health and support services to meet consumers’ multiple needs.

The third plan (2003–08) continues the commitment to improving services and outlines four priorities: promoting mental health and preventing mental health problems; increasing service responsiveness; strengthening service quality; and fostering research, innovation and sustainability (Cole, 2006).

These days’ mental health services are not satisfying the needs of the clients. Each caretaker should work honestly to implement what the client really wants. They should try to focus on a number of things such as priority to those in greatest need, community-based care, consumer and carer participation, continuity of care, service quality and responsiveness, expanding service capacity, creating new service options. The mental health professionals should coordinate their teamwork for the fulfilment of their clients by initiating prevention and early intervention, building a strong and skilled workforce, strengthening consumer participation and improving carer participation and support (Aarons, 2008).

Fear and anxiety provoke similar physiological responses. Fear is provoked when an individual perceives a threat to be real, immediate and demanding an active response. The anxious individual however, is focused on potential threats that may or may not come to pass in the near or distant future. The anxious individual can often do little to solve the problem and remains anxious or must attend to the anxiety itself (Catherall 2003).  

The context of psychiatric services today is vastly different to that experienced by Main in the 1950s when long-term psychotherapy and containment were the reason of psychiatric hospitals. Today different imperatives drive psychiatric service delivery and are both a response to, and concomitant source of, anxiety. Concepts such as asylum and continuing care are decidedly unfashionable, if not relics of a bygone era but are nevertheless sought or needed by some people. Acute or crisis services are more akin to drive by psychiatry in which only the most dangerous are provided beds and then for the shortest periods possible (Lakeman, 2006). 

Managing risk has usurped notions of providing care and practitioners increasingly operate under a critical and litigious public gaze. Our expectations for improvement or at least progression out of our public services are perhaps higher now than ever before. However our capacity to facilitate improvement has not kept pace with expectations of rapid resolution of problems of living as evidenced by numerous reports scathing of the state of mental health services (Catherall, 2003). 

As said by Lloyd & Deane (2009), there is now wide agreement that people with severe mental illness can be adequately treated and cared for in the community provided back-up hospital care is available when needed. Another important development has been the recognition that clinical treatment and care is insufficient for recovery and restoration of role functioning following illness onset, and must be supplemented by evidence-based practices in psychiatric rehabilitation.

 Lloyd & Deane (2009), also said that, allied health professionals and psycho rehabilitation team can work in this problem because allied health professionals can lead recovery-oriented approaches that incorporate evidence-based forms of psychiatric rehabilitation. Family psycho education and supported employment are provided as examples of such evidence-based practices that require wider implementation.

Bonney & Stickley, (2008), suggested that clinicians need to create an optimistic, positive approach to all people who use public mental health services. It goes on to say that ‘the mental health system must support people in settings of their own choosing, enable access to community resources including housing, education, work, friendships or whatever they think is critical to their own recovery. Even with optimal mental health treatment and care, serious mental illness can lead to prolonged disability as a secondary consequence of illness. This is often noted even when treatment is relatively effective and residual symptoms are minimal (Davidson et al., 2006).

Hence, even optimal treatment is insufficient to return people to premorbid levels of functioning. This calls for the provision of accommodations and supports that enable people with serious mental illness to lead safe, dignified and full lives in the community. Davidson et al. (2006) suggest that to capture the shift in practice required for this form of recovery it is necessary to identify and build upon each individual’s assets, strengths, areas of health and competence to support the person in managing his or her condition. Recovery has been described as more of a process than an outcome. It is generally recognized as a highly personal and nonlinear process that occurs throughout a person’s life. It is nonlinear in the sense that people with mental illness experience various ups and downs or relapses over the course of the illness. 

The level of their family’s involvement in their rehabilitation can significantly affect the recovery of people with mental health problems. Carers would like to be listened to, supported, and be involved in their relatives’ care. Additionally, they require information about diagnosis, treatment and services, benefits and who to contact in an emergency. They also request advice on ways to respond to their relative and to develop additional coping skills (Stanbridge & Burbach, 2007). 

Despite families expressed wishes to be included in their relative’s care and the strong evidence base for specialist family interventions, these approaches are not yet routinely available (Stanbridge & Burbach, 2007).

To sum up, after many years in the setting of Australian government policy and planning, mental health is now documented as a main public health problem. A synchronized move toward is now necessary if the mental health issues facing Australia are to be addressed in a way that has long lasting benefits to its citizens. It is likely that if more resources were available, far more of those young people presenting for help would be accepted into the service. The problem is therefore not one of insufficient psychopathology in those seeking help, but of limited service availability.
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