How do Approved Mental Health
Professionals Make Decisions During
Mental Health Act Assessments? An

Observational Study of Practice

Charlotte Anne Scott

Submitted in accordance with the requirements for the degree of Doctor of
Philosophy

The University of Leeds, School of Healthcare
July 2022



Intellectual Property and Publication Statements

The candidate confirms that the work submitted is her own and that
appropriate credit has been given where reference has been made to the work
of others.

This copy has been supplied on the understanding that it is copyright material
and that no quotation from the thesis may be published without proper
acknowledgement

The right of Charlotte Anne Scott to be identified as Author of this work has
been asserted by Charlotte Anne Scott in accordance with the Copyright,
Designs and Patents Act 1988



Acknowledgements

Thank you to my funding body the Economic and Social Research Council via the White Rose
Doctoral Training Centre for making this PhD possible, and to the Max Hamilton Research
Fund for additional financial support. Thank you also to all those who participated in and
helped to facilitate this research. | hope | have done justice to the time and knowledge that

you graciously shared.

This has been a long time in the writing and along the way lots of people have inspired and
motivated me to keep going. My Supervisors Siobhan Hugh-Jones and Peter Morrall have
been wonderful. Patient, insightful and supportive, keeping me on track and helping me
feel less overwhelmed. To my Great Uncle, Roy Broadley, now aged 96 - thank you for your
encouragement and for planting the seed of an idea to keep on going with the studying.
This is for all four of the Broadley siblings, 1920’s born gemes. It is especially for Phyl who as
one of the girls in the family left home at 14 to work ‘in service’ looking after children not
much younger than herself. She trained as a teacher in her 40’s and was my role model.
Although no longer around to see me complete this study, everything she taught me about

life and priorities helped steer me to the completion of this study.

Thank you to my kind and patient sister Emma and brother in law Steve for helping with the
children and to my parents Susan and Roger and mother in law Pat too. You are all brilliant.
Also, thank you Rob for championing me and telling me | could do it and for ensuring | had
the space and time to think and write. And for making me smile when | was down

metaphorical rabbit holes.

And finally, to Nola and Gwylym, two amazing beings not even in the world at the start of all
this — to remind you to go out and seize the day and that you can do anything if you put

your mind to it.



Where, after all, do universal human rights begin? In small places, close to home — so close
and so small that they cannot be seen on any maps of the world. Yet they are the world of
the individual person; the neighbourhood he lives in; the school of college he attends; the
factory, farm or office where he works. Such are the places where every man, woman and
child seeks equal justice, equal opportunity, equal dignity without discrimination. Unless
these rights have meaning there, they have little meaning anywhere. Without concerned
citizen action to uphold them close to home, we shall look in vain for progress in the larger

world’ Eleanor Roosevelt to the United Nations in 1958

"'Cela est bien dit," répondit Candide, 'mais il faut cultiver notre jardin', Candide, Voltaire,
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Abstract

This project is a qualitative research study exploring how Approved Mental Health
Professionals make decisions within the framework of an assessment under the statute of the
Mental Health Act (MHA 1983). AMHP’s work within a clear statutory framework, with
accompanying Code of Practice, and operate within both local and national policies which
detail how, and in what circumstances assessments ought to be undertaken. These decisions
are clearly framed within statute, and amendments in 2007 led to the implementation of a
set of ‘Guiding Principles’ which should underpin all decision making under the Act. Alongside
legislative changes to the role of the AMHP, research and reports highlight the pressures
placed on these practitioners via increased workload, resource issues and a reducing
workforce. The Care Quality Commission report a year on year increase in use of the MHA.
This research explores how AMHPs’ make decisions within this current context and if and how
contextual factors effect these judgements. It is a case study design using observations of
practice during ‘real time’ assessments of the mental health needs of individuals, combined
with interviews with AMHPs and a Key Informant who was assessed under the MHA. There
is a scarcity of research that explores what occurs during practice in this area and so this
project contributes to furthering an understanding of this. The methods also shed light on
the ethical implications of accessing a ‘hard to reach’ area of practice. The findings develop
research knowledge around professional discretion, the impact of emotion on decision
making, and values-based practice. They contribute to a conceptual understanding of the
ways in which AMHPs set the scene for effective decision making, exploring virtue ethics and
relationship-based practice. The contextual barriers that create challenges to AMHP practice
are outlined and recommendations made to support the AMHP workforce in delivering

human rights-based practice.
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Chapter One: Introduction
This research was generated through an Economic and Social Research Council studentship

award, aimed at increasing the investment in Social Work research within the White Rose
Doctoral Training Centre. The intention, at the outset, was to explore the ways in which
Approved Mental Health Professionals make decisions when carrying out Mental Health Act
assessments. This topic was salient as the AMHP role had only been in operation since
November 2008 further to the amendments to the Mental Health Act in 2007 which abolished
the previous ‘Approved Social Worker’ role. Amongst a range of other changes to the
statutory role one of the most significant was the opportunity for a range of practitioners
other than Social Workers to take on the role. This included nurses and Occupational
Therapists. During the review of the legislation that eventually amended the Mental Health
Act 2007 objections had been raised that the social model approach which Social Workers
were presumed to take would be diluted by professionals from a more medicalised
background taking on the job (HL, HC, 2005). One of the key decisions that an AMHP is
responsible for is deciding upon whether the grounds are met to apply for an individual’s
detention under the Mental Health Act. The act presumes that prior to making such an

application all alternative ‘least restrictive’ options have been explored.

As my studentship included one year carrying out an MA in Social Research, | took this
opportunity to explore in more depth the debates that occurred during the parliamentary
review. Using a key informant interview and content analysis of a range of literature, but
primarily the oral and written evidence submitted to the parliamentary review | developed a
framework of understanding the debates that took place. Within the theoretical framework
of an advocacy coalition approach (Sabatier & Jenkins-Smith, 1993) which seeks to provide a
framework for understanding the impact of pressure groups and other stakeholders, upon
development of policy, | explored the ‘turf wars’ that played out within the key players who

contributed to the parliamentary review consultation.

This MA research highlighted that the debate around the AMHP role was focussed less on
how a nurse or occupational therapist would maintain an element of independence in the
Mental Health Act assessment process compared to a social worker AMHP, and more upon
how any practitioner can be expected to carry out the AMHP role effectively given the

changing environment within which they operated, and the myriad duties and responsibilities
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inherent in the role. These are conclusions that were shared more recently in findings from
Stone (2019) in a qualitative research study using vignettes to explore decision-making by
nurse and social worker AMHPS. The findings suggest that whilst there were different
approaches to decision making these were across the whole sample, rather than suggesting

particular professional backgrounds approached MHA decision making in a particular way.

The research questions that were eventually developed for this doctoral research project
were in response to the contextual challenges to AMHP decision making that became
apparent through a review of available literature and within the wealth of material related to
use of the MHA. The main aim of the research was to shed further light on an area of decision

making about which remains a scarcity of research knowledge.

1.1 Situating the research within a longitudinal context
This research commenced in 2013 and was completed almost 9 years later in 2022. This

extended timeframe was because of a variety of obstacles that arose, some within the
research process and some related to life events outside the research journey. The first delay
occurred due to the time it took to gain ethical approval given the observational nature of the
research, in an ethically sensitive area of practice. It took a year from commencing this
process to the first day of fieldwork. This part of the research journey is set out in the
Methods chapter. Further delays were due to two separate periods of time on maternity
leave and a suspension from studies in relation to the Coronavirus pandemic. The first pause
occurred at the end of the fieldwork in 2016. Further breaks occurred from 2018-19 and again
in 2020-21. The research journey was thus interrupted at the analysis stage given that the
initial literature review, research design, ethics application and fieldwork all took place before
the first period away from the project. The impact on the research was the passage of time
when additional research and literature related to the topic was published, necessitating a
strategy to ensure ongoing engagement with this literature, and also the potential impact on
the relevance and saliency of the data collected. | will explicitly address the strengths and
limitations of relying on research carried out within this timeframe to defend a doctoral thesis,
to ensure transparency and to evidence why the design still generated findings that are highly

relevant in current times.
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Prior to identifying the research question, aims and objectives | carried out an in-depth
literature review that | outline within the Chapter 2. This is presented as a distinct section of
the chapter to ensure clarity as to the context | was working within at the time the research
was designed. The research literature around AMHP decision making that became available
subsequent to commencing the fieldwork for this project, a significant body of literature given
the time that elapsed in the research journey, is considered in the context of the findings
within the Discussion chapter, explicitly evidencing how this research is an original

contribution to knowledge within the contemporary literature.

In the Discussion chapter | will also outline how developing themes around mental health law
reform were considered in relation to the findings, and how the themes that came out of the
analysis have clear relevance to the questions being explored more widely around AMHP
practice in current times. The key issues and gaps in knowledge at the outset of the research
led to the aims and objectives being developed — in light of the current context | explore if
these aims and objectives enabled data to be generated that sheds light on current AMHP

practice, and argue that they do.

1.2 The Role of the AMHP:
The Approved Mental Health Professional (AMHP) role is a statutory role within the scope of

mental health legislation in England and Wales.

The legal duties of the AMHP are outlined in Section 13 of the Mental Health Act 2007 with
its key functions being to: ‘interview the patient in a suitable manner and satisfy himself that
detention in a hospital is in all the circumstances of the case the most appropriate way of
providing the care and medical treatment which the patient stands in need’ (S13 (2) and to
make an application for admission if the AMHP is satisfied that it is ‘necessary or proper’ to

doso (S12 1 (b)).

Two medical recommendations must also be in place to recommend that admission for
assessment and or treatment is necessary on the grounds outlined in Section 2 and 3 of the
Act: that the person is ‘suffering from mental disorder of a nature and degree which warrants

the detention of the patient in a hospital for assessment (or for assessment followed by
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treatment) for at least a limited period; and he ought to be detained in the interests of his

own health or safety or with a view to the protection of other persons’.

Local Authorities having a responsibility to put in place a 24-hour AMHP service in accordance
with S13 of the MHA. Since the amendments to the MHA in 2007 the role can be undertaken
by a nurse, psychologist, or occupational therapist as well as social worker (subject to carrying
out additional post qualifying training), and the majority are employed by a Local Authority.
Available evidence suggests that the take up of AMHP training by these other professions has
been limited. For example, Parker (2010) evaluated an AMHP training course in at the
University of Bournemouth and found that of 72 students only 5 were from a non-social work
background. More recently, as nationwide statistics have begun to be collated to map out
AMHP numbers and demographics, based on a survey of all Local Authorities it was estimated
that of the 3900 AMHPS in the workforce, 95 % were from a social work background, 4 % from
nursing, and less than 1 % were occupational therapists or psychologists (Skills for Care, 2021).
Possible explanations for this disparity between professional groups was explored by Stevens
et al (2018) and Knott & Bannigan (2013) in relation to occupational therapy. Stevens et al
(2018) multi methods enquiry used surveys and interviews with 52 participants comprised of
non-Social Work background AMHPs, nurses, OT’s and AMHP Leads. Amongst the factors
cited that deterred people from taking on the role were perceptions around working
conditions, and that there were pressures around resources ‘Stress and anti-social hours;
shortages of ambulances and mental health hospital beds; the impact of structural societal

problems (Stevens et al, 2018, p60).

The AMHP role first drew scrutiny during the reform of the MHA, a process that beganin 1998
when the role of the applicant under the Mental Health Act was termed the Approved Social
Worker. During the reform period growing evidence was provided by the British Association
of Social Work (BASW), a key stakeholder in the Social Work profession, of the pressures on

the role in terms of decision making (Hargreaves, 2000).

BASW called on the Mental Health Act Parliamentary Review to consider a radical reform of
the ASW role, focused on what they outlined as the balancing act one individual must manage

when carrying out a MHA assessment (HLHC, 2005). They argued that the decision making
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role should be separated out from the ‘stage management’ role that was currently required
of the ASW in terms of co-ordinating the assessment, negotiating practical issues such as
conveyance to hospital via liaisons with police and ambulance, accommodating pets, securing
property whilst also supporting the service users in the midst of the heightened emotion of
an assessment. They questioned how any individual could be expected to make a balanced

and informed decision within this context.

Hargreaves, (2007) representing BASW, argued that unless Health Authorities were given the
statutory responsibility for managing the resource issues that accompany an assessment, the
pressures on the role would increase exponentially. Whilst changes to the MHA were made
and the Approved Social Worker role became the Approved Mental Health Professional, the
statutory duties were relatively unchanged in terms of coordinating the assessment.

Therefore, the concerns raised by BASW (2004) and Hargreaves (2007) were not addressed.

Research findings from Webber & Hudson (2012) in which a total population of AMHP’s were
invited to participate in a survey to elicit information primarily related to the emotional well-
being of AMHP’s, found that one third of AMHP’s no longer wished to practice in the role and
that resource pressures such as lack of access to beds and difficulties in gaining police and
ambulance support during Mental Health Act assessments placed stress upon individuals
tasked with being an AMHP. These findings reflected the anecdotal concerns for the role that
BASW highlighted during the 2007 Mental Health Act reform processes - that unless
significant changes were made to the job there would be a crisis within the workforce due to
issues such as an ageing workforce with a lack of new recruits due to the undesirability of the

role and its accompanying pressures.

1.3 Key Literature: Setting the context of the Research Topic

Alongside pressures that were evidenced in relation to the AMHP role (e.g. Furminger &
Webber, 2009), wider concerns were being raised in terms of trends in use of the Mental
Health Act. The context of these concerns at the time this research was designed is
summarised in key findings from the Care Quality Commission’s Report on the Use of the

Mental Health Act 2011/12 (2013). This outlined anecdotal evidence from a range of
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stakeholders involved in the workings of the Mental Health Act. For the purposes of this

research the following points are salient:

‘Pressures on beds continued to put services and patients under stress, making
it harder to provide appropriate care for people in times of crisis. In 2011/12
93 wards (6% of all wards) visited had more patients than beds, a further 10%
were at full capacity’ (CQC, 2013, p52)

‘In one authority, AMHP’s felt that Crisis and Home Treatment Teams were
underperforming in their role to provide practical support as alternatives to

hospital admission’ (CQC, 2013, p54)

‘AMHP’s in another authority said that their hospitals seemed to have an
‘aversion’ to voluntary patients, and that there were significant difficulties in
finding a bed for voluntary patients which they felt as a pressure to use the Act.
In other authorities AMHP’s also told the CQC that they feel pressure to use
detention under the Act as a means of ensuring access to a bed’ (CQC, 2013,

p54).

Other issues identified in this report included a lack of alternatives to admission in rural areas

and long waits for transport to take someone to hospital once a decision has been made to

detain them to a psychiatric hospital (CQC, 2013). The overarching concern was the impact

these resource-based issues were having on the quality of care of patients/service users and

understanding why detention rates were increasing.

Explanations for the trend in year on year increases in use of the Mental Health Act included:

J Admissions being delayed due to shortages of in-patient beds and patients being

discharged at an earlier stage of their recovery due to this resource pressure (Keown

et al, 2011). The Mental health crisis care concordat recognised that outcomes are
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improved for individuals when access to services occurs speedily during a crisis (HM

Government 2014).

. A developing culture of risk aversion within practitioners (The Schizophrenia

Commission, 2012, Glover-Thomas, 2011).

. Conditions on inpatient wards deteriorating with overcrowding, staff shortages, and

patients less likely to agree to informal admission (Jones et al, 2010)

) Socio-economic factors impacting on mental wellbeing with increases in social

isolation, exclusion, and substance misuse (Tew, 2011).

. Service users less inclined to defer to professional judgement about the best way to

meet their needs (Brown et al, 2009)

A statistical analysis study carried out by Keown et al (2011) examining data collected by the
Hospital Admission Statistics and Involuntary admissions rates, for the period from 1988-2008,
evidenced a relationship between a reduction in inpatient beds and an increase in admission
under a section of the Mental Health Act. Whilst the authors do not offer qualitative
commentaries on this trend the study does provide a reliable statistical analysis of a total
population over a twenty-year span. This trend was formally acknowledged by the
Government in their response to a Parliamentary Scrutiny into the Implementation of the
Mental Health Act 2007 (DofH, 2013). Of the 12 recommendations made the top priority was
an urgent investigation into whether ‘patients are being detained to access psychiatric unit
(DofH, 2013, p3). A statement was issued by Louis Appleby, CQC Board member on this

matter:

‘We have heard anecdotal evidence that patients may be detained under the 1983 Act
simply to obtain access to an inpatient bed. Our view is clear: the principle of least
restriction is a fundamental consideration for professionals making decisions about a
course of action under the Mental Health Act. Detention solely as a mechanism to
secure access to hospital treatment would not be lawful and if the hospital or local
authority staff think it is happening, or feel pressured to admit people in this way, they
should report it to their trust — and if necessary the CQC’ (DofH, 2013, p3).
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This was a key concern at the time this research was developed and at this time the discourse
was around unlawful use of the Mental Health Act. This was of relevance to policy makers as
if unlawful practice occurs because of cuts to services, legal cases can be brought against Local
and Health Authorities in relation to breaches of Human Rights legislation (for example the
case of DD vs Durham. (DD v Durham County Council [2013] EWCA Civ 96, [2013] MHLO 31)
DD argued that an inpatient admission breached his rights under Articles 3 and 8 of the
European Convention of Human Rights. The issue was of relevance to practitioners who may
feel forced into acting unlawfully as the only way to secure a bed for a service user that
requires admission. It had relevance to managers who may make budget decisions and
inpatient bed cuts based on guidance from central government. However, arguably it was of
most relevance to the individuals who may be detained unnecessarily due to there being a
failure by statutory services to meet their needs either to prevent admission via better
provision of services within the community, or by barriers to admission unless a person is on

a ‘section’ of the MHA.

Oral evidence given to the Post-Legislative Scrutiny of the Mental Health Act 2007 (DofH, 2013)
provided a service user perspective of their experiences of being made subject to the Act. For

example:

‘We have cases where someone has reached an absolute crisis, through lack of services
in their own area, has had no access to support and has ended up in Bethlem hospital

for five weeks before a care plan was even gone through’ (HCHL, 2013, Ev21).

This anecdote suggests a breakdown of support from services both pre and post admission
and further evidence suggests that due to poor regard for the care and treatment available
as an inpatient, less individuals are minded to agree to informal admission (that is, not on a
‘section of the MHA). For example, ‘People have a bad experience of care before they go into

hospital, so that they are already frightened and scared on the hospital ward’ (HCHL, Ev 22).

A media campaign led by the College of Social Work put forward a list of possible reasons for
the trend towards increasing use of the MHA based on anecdotal evidence from practitioners

and service users, and pressures on services. These included:

e People not knowing where to go to access urgent help.
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e Difficulties in accessing an urgent psychiatric bed.

e Social and Financial pressures placed upon people because of the current economic

climate and stressors of welfare reforms.

e Fewer people receiving preventative social care due to changes and reduction in health

and social services.

e The AMHP role is unrecognised and under resourced (Guardian Social Care Network,

2013).

1.4 Contemporary Issues
Over the subsequent decade these key issues have remained pertinent and have led to

further work to reform the Mental Health Act (DHSC, 2022a). This was led by a Conservative
Party agenda ‘to stop the year on year increase in the use of compulsory powers and to address
the stark race inequalities in its use’ (Centre for Mental Health 2019, p1). A key report,
providing an Independent Review into MHA reform from Wessely et al (DHSC, 2018) made a
series of recommendations which marked a shift towards rights-based practice underpinning

any proposed reform.

‘I continue to believe that it is at times reasonable to make a temporary infringement
of liberty and autonomy, and even impose treatment on people who do not want it.
But we have to do better in ensuring that no one is made worse than they would have
been without this imposition, more are made better, and all have their dignity
respected. Likewise, as far as possible they should still be able to make choices as to

how they are treated’— Simon Wessely, Modernising the Mental Health Act,2018, p6’

A policy position statement from the Centre for Mental Health (2019) sets out the findings
from nine key pieces of research conducted into a range of topics including trends in use of
the Act, alternatives to admission such as the use of crisis intervention, and the experiences
of individuals subject to MHA assessment and their family members/carers. This research
was collated and summarised to highlight the key issues where empirical research evidence
indicated factors that were impacting on use of the MHA to inform the Independent Review

of the MHA. These were summarised as:
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1. The impact of the implementation of the Mental Capacity Act in 2005 on decision
making — where a person was assessed as lacking capacity to consent to admission
detention under the MHA is more likely.

2. An observed steady increase in the prevalence of mental health problems in the
population as a whole (p3)

3. Despite an increased number of people accessing mental health services, community
resources had not increased correspondingly, making it harder for people to access

support to prevent or manage crisis and relapse of mental ill health (DHSC, 2019, p3).

The Policy paper highlights that the research findings did not provide empirical evidence that

austerity and a reduction in inpatient beds had impacted on use of the MHA.

Key debates have now shifted from discussion around unlawful use of the MHA to wider
concerns about the availability of beds and community resources as alternatives to admission.
Significantly the Coronavirus pandemic has had an impact on mental wellbeing and has
correlated with increasing numbers accessing mental health services and increasing concerns

being raised about the availability of community resources to prevent admission (CQC, 2022).

Of note is the raised profile of the AMHP role, in part due to the Social Work profession having
a new regulatory body, Social Work England. They are tasked with approving and monitoring

AMHP training courses.

This is in marked contrast to when | trained as an Approved Social Worker via a local training
provider. The course is now led by Higher Education Institutes and is a post graduate level
course. Social Work England have established a set of criteria, based upon regulations set out
in Schedule 2 to the Mental Health (Approved Mental Health Professionals) (Approval)
(England) Regulations 2008 that trainees AMHPs must evidence to become an AMHP. These

include meeting criteria around informed decision making:

e Be able to evaluate critically local and national policy to inform AMHP practice.
e Be able to draw on, and evaluate critically, a range of research relevant to evidence
based AMHP practice.

e Be able to gather, analyse and share information appropriately (SWE, 2020).
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Alongside the new regulatory body (established in 2020) the Department of Health and Social
Care have appointed a Chief Social Worker and a Mental Health Social Work Lead with
responsibilities including involvement in Mental Health Act reform, ‘strengthen AMHP
workforce arrangements’ and develop monitoring tools of AMHP activity (DHSC, 2022b). The
DHSC have also developed an AMHP workforce development plan alongside key partners
including Skills for Care and Social Work England (Skills for Care, 2019). This document
collates research around the AMHP role and reporting around contextual pressures to set
priorities to address the identified issues. This can be considered a hugely increased focus on

the role, with plans for clear monitoring frameworks to report on the AMHP role.

A view from Ruth Allen, Chief Executive of the British Association of Social Worker, reported

by Carson (2018) is that:

“Data is power. If we really start to look at the level of need, how many staff have you
got, it then starts to expose the pressures on referrals.”

Allen says the lack of national data about AMHP activity, with statistics instead focused
on local services, means “everything is all about how this or that council provides a
service”. “The upshot is that this quite risky and very pressurised work has stayed a bit
off the radar,” she adds. “It has been quite convenient at national level to not know

what’s happening’ (Carson, 2018).

This suggests that there has been a political agenda in terms of lack of attention to the AMHP
role, with suggestions that empirical data to shed light on the pressures that have been
reported anecdotally may lead to more accountability from Central Government.

Issues that are reported as requiring closer scrutiny include the demographics of the
workforce as AMHPs tend to be an older workforce, with an impact on retention and

recruitment to ensure enough AMHPs are in role.

The AMHP workforce development plan (Skills for Care, 2019) explores a range of challenges
for AMHP practice including increasing the numbers of non-Social Worker background AMHPs
to increase numbers, implement clearer pathways for training and continuing professional

development. Locally it is recommended that:
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‘Local authorities, MH Trusts and STPs should monitor the morale, pressures and
workload of their AMHP services and the professionals who work with and support
AMHPs. There should be regular audits of these issues and plans to resolve problems

through a ‘whole-system’ regional approach’ (Skills for Care, 2019).

The AMHP workforce development plan also has a recommendation that the AMHP practice
should be subject to regulation and inspection via the Care Quality Commission, who regulate
all other activity carried to within the jurisdiction of the Mental Health Act. Many of the plans
link to recommendations made by Campbell & Davidson (2010) almost ten years prior, in

response to an audit of ASW practice in Northern Ireland.

In summary, concerns around use of the MHA, the role of the AMHP and how decisions are
made within the scope of the Act remain pertinent and evolving. Indeed, MHA reform is a
‘live’ topic with the White Paper being published in the same month as this thesis was

submitted (DHSC, 2022a).

The research remains original in its aims and objectives as a qualitive enquiry using
observational methods to explore decision making of use of the Mental Health Act. It seeks
to contribute to a clearer understanding of what drives decision making, the motivators and
factors that come into play and the views of those operating within modern mental health
services and statute. | am interested in exploring what impact these ‘pressures’, as identified
by the CQC may be having on practitioners and from what source they originate. The research
is also concerned with gathering a service user perspective on the lived experience of being
at the sharp end of these ‘pressures’ and the way in which these are conceptualised by these

individuals.

1.5 Researcher Standpoint
As a Social Work practitioner the research topic is of particular interest to me as | have worked

as an Approved Mental Health Professional and Social Worker within a Community Mental
Health Team, and as such have been responsible for making decisions under the Mental
Health Act, primarily deciding whether or not the grounds were met to apply for detention
for assessment or treatment as per Section 2 and 3 of the MHA. Working within this field |
was aware of the pressures | encountered as an individual and the anecdotal experiences of

colleagues. For example, delays in identifying inpatient beds, an increase in service users
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being placed in so called ‘out of area beds’ with the accompanying impact on access to family,
local community and other factors which arguably are factored into an individual’s ‘recovery’.
As a practitioner researcher | inevitably bring along an inherent bias to the research but
threaded throughout the thesis | reflect on this and defend and critique my position as
appropriate. Maintaining a reflective diary during the research process, as advocated by Fook
(2002) ensured greater transparency in accounting for the direction that the project took and

ways in which the analysis was undertaken.

Alongside the changing context of mental health practice that occurred alongside this
research- most significantly the move to further Mental Health law reform - inevitably | have
also developed personally and professionally as time has passed. Notably in the early days of
the research | identified very strongly as an AMHP as | continued to practice in an Emergency
Duty out of hours team, carrying out Mental Health Act assessments. During the fieldwork |
was still practicing as an AMHP. Due to a change in personal circumstances — becoming a
parent — | decided to stop working as an AMHP in 2015 and moved away from mental health
practice more generally. In recent years | have been employed in managerial roles within
social care, involved in policy development, writing local practice guidance based on Policy
and statute, and have been involved in research collaborations. Whereas my standpoint at
the outset of the research was clearly ‘practitioner-researcher’ | identify more closely now as
a ‘research- practitioner’. | have some ‘distance’ from the research project as | am not
immersed in the world of AMHP practice as | had been for 10 years prior to stepping back
from the role. | will reflect on this shifting standpoint during the discussion chapter as the
lens through which | analysed the data had changed since the fieldwork days. For example,
when the reflective memos were written | felt much more emotionally involved in AMHP
practice and shared a sense of collective identity with the AMHP practitioners who
participated in the observations and interviews. Arguably this subsequent distance enabled
me to put different questions to the data generated by the research methods — | will explore

this during the discussion.

1.6 Summary
This Introductory chapter has set the scene for the research, outlining the context of the

AMHP role at the outset of the project, considering developments in terms of use of the MHA

and Mental Health legislative reform. | have outlined the research problem, presented key
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literature that highlights gaps in knowledge around AMHP decision making, and discussed my

standpoint as an AMHP and Social Worker.

Chapter 2 explores a wide range of literature of selected as being of relevance to the research
‘problem’. | set the scene within which the research is situated, that is, a potted history of
the historical development of mental health services within the UK (e.g. Porter, 2002, Bentall,
2004, Miller & Rose, 1986). Alongside this, | consider the wider theoretical questions around
mental health discourse and models of understanding mental disorder, how this is defined
and understood within western culture. The literature review then moves on to explore
empirical research around AMHP decision making, models of decision making, professional
identity, discretion, professional ethics, and the role of professionals when implementing
policy into practice, exploring in particular the concept of ‘street level bureaucracy’ (Lipsky,
1980). Consideration is also given to the power dynamics operating during a Mental Health
Act assessment, identifying the ‘key players’ and exploring research and theoretical
frameworks that shed further light on decision making in the context of risk and
organisational pressures. This sets the scene to outline the research questions, aims and

objectives.

Chapter 3 explores research theory, methodology, design, the process of gaining ethical
approval, and discussion around how the fieldwork required a reflexive, ongoing
consideration of what it is to be an ethically engaged researcher. This chapter includes
reflection on the nature of the data that was collected as access to observations was limited
due to issues around eligibility criteria and consent to use of data. This is outlined and
explored, setting out the ways in which it was necessary to reflect and adapt the research

process to answer the research questions.

An account of the analysis is provided and a rationale for the choice of approach to analysing

the data.

Chapter’s 4 and 5 outline the research findings, drawing upon an analysis of field notes and
reflective memos to tell the story of a Mental Health Act assessment from the point of referral
to the face to face assessment of an individual, and the decisions an AMHP is required to

make at all points of this assessment journey, ‘How AMHPs do what they do’. These themes
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are then considered alongside the interview data from reflective conversations with the

AMHP participants, ‘how AMHPs talk about what they do’.

Chapter 6 provides a discussion of the findings and demonstrates how the research sheds
further light on the gaps in knowledge around AMHP decision making. It evidences how the
research provides an original contribution to knowledge that contribute to a conceptual
understanding of AMHP decision making, professional identity. This chapter also considers
the recent development in AMHP research and sets out the ways in which the findings are
contemporary and relevant when considered in this context. A consideration of the impact
of the Coronavirus pandemic and Mental Health Act reform are also explored in the context

of the findings.

Chapter 7 provides a conclusion to the study with the limitations of the study explored, ideas
for future research and the relevance and implications of the study for research, policy, and
practice. The impact of the research will also be made explicit in this discussion, and

suggestions for future research and current practice guidance.

A note on language: As will be explored in the literature review, the use of language within
the mental health field is contested and has the potential to empower or disempower
individuals experiencing mental health issues. In brief, my position allies itself with the Social
Model of Disability (Beresford et al, 2010) and | take the view that historically society tends
to discriminate against and socially exclude those individuals who are diagnosed with mental
illness (see Sayce, 2000) These debates are extended in the following chapters. As arguably
language is used as a means of reducing this discrimination and restoring some of the power
imbalance that has historically rested disproportionately with the decision makers — |
therefore use the title ‘people with lived experience’ interchangeably with ‘service user’
noting that service user can have some negative connotations. This is reflective of the shifting
times since the research was designed. Whilst | would not choose to use this term now at the

time of writing the ethics application, | adopted this term in preference to the term ‘client’.
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Chapter 2: Literature Review

2.1 Introducing the Chapter

This chapter is structured into the following parts:

e A summary of the Literature review technique,
e A critical analysis of the theoretical, empirical, policy, and practice literature related
to AMHP decision making

e Anoutline of the research questions, aims, objectives

To set the scene in terms of the area of practice within which the AMHP role is situated, a
brief overview of mental health policy and law will be provided. Next the empirical research
related to the AMHP role is critically evaluated, delineating between the research that was
available at the outset of the research and research design, design and research that became

available later.

| then outline and critically evaluate the theory around professional decision making and
explore concepts such as Professional Discretion and Virtue Ethics in relation to decision

making.

Finally, the research questions, aims and objectives are set out, defending the ways in which
they sought to develop research knowledge to address the gaps as identified in this appraisal

of the literature.

2.2 Search Strategy and rationale
Key search terms: Approved Social Worker, Approved Mental Health Professional,

professional decision making, professional discretion, Mental Health Act, Risk AND Mental

Health Act, Experience of being assessed under the Mental Health Act
Databases used: PsychINFO, Social Care Online, Google Scholar.

| took a narrative approach to the literature review to elicit a wide range of material in relation
to the research question. Whilst systematic reviews can be considered the ‘gold standard’ in

terms of an approach to critically appraising literature in relation to a research question
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(Pawson et al, 2003, Smith & Noble, 2016), due to my familiarity with the research topic | was
aware that at the onset of the research there was little empirical research exploring the topic
of AMHP decision making. To set the scene for AMHP decision making | took a conscious
decision to appraise a wide range of literature to examine the wider context of AMHP practice
in terms of the discourse around mental health policy. In addition to the knowledge
generated by existing research in the field, consideration of policy, parliamentary review
papers, key informant commentaries and case law proved invaluable in generating a
framework for understanding the context within which the research problem is situated.
Literature that portrayed the experiences of individuals who have been made subject to the
Mental Health Act was also sought. This approach is advocated by Pawson (2006) and thus |

borrowed from a realist synthesis approach to literature review.

As referred to in the Introduction, one impact of the longitudinal nature of the research (given
the delays and interruptions in the research journey), was the need to ensure an ongoing
engagement with contemporary literature related to the research topic. The substantive
literature review was carried out in the early stages of the research journey to inform the
development of the research question and design. This part of the research journey took place
without interruption. However, given that a year elapsed from the commencement of the
ethics application, to gaining approval and commencing the fieldwork, | remained engaged
with the literature via regular searches via the databases identified earlier in this chapter. |
consider that the most significant event in the research journey that impacted on the
development of this Literature Review, was the year pause at the end of the fieldwork. This
and the subsequent pauses in the research necessitated that whilst the research question and
design were informed by contemporaneous literature, the analysis was carried out in the
context of a growing body of AMHP related literature given the policy and research focus the

role has been given in recent years.

| began this research programme by conducting a literature search using key health and social
care academic databases but the challenge to remain abreast of the literature throughout the
nine year research journey was managed by carrying out regular searches of relevant health
and social care databases and also checking resources via the Department of Health and Social

Care, British Association of Social Work, Community Care Inform, Social Care Institute of
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Excellence (SCIE), Skills for Care, The College of Social Work (until its demise), Social Work

England, The Care Quality Commission and Research in Practice.

The AMHP research community is also a generous space in terms of nurturing ideas and
sharing resources and | became aware of research papers via these research networks. Of
note was the impact of online ‘communities of practice’ which developed through online
networks such as twitter. These online forums also alerted me to new publications and hand
searches led to further insights. This also served as a source of motivation as a reminder of

the saliency of the research questions | was exploring.

Given the prominence of debates within the media in relation to Mental Health Act reform
this also served as a source of knowledge in terms of policy developments and to gain insight

into the dominant discourse around mental health policy, which shifted over time.

Whilst Feltham (2005) in Pease (2012) warns of the risk of research being devalued if it relies
upon so called ‘grey literature’ they also argue that in relation to evaluation of practice issues,

this type of knowledge is essential to include (albeit it with a critical eye).

2.3 Mental Health Policy and Practice: The Historical context:
In England and Wales health and social care is delivered via health and Community Care policy

and legislation, notably the Mental Health Act 1983.

A Joint Parliamentary Committee Briefing (HoL, 2005), in the context of reforming the MHA
1983, summarises the history of mental health legislation within England and Wales. The
report highlights the competing priorities of the allocation of resources, public safety and

individual patient care that underpinned the development of legislation:

‘Mental health legislation has at least three centuries of history behind it. Many of the
issues which the current Government and this Joint Committee have had to address
would be familiar to our predecessors since at least the beginning of the 19t
century.....it is an issue which raises fundamental questions about the personal
autonomy and liberty, the role of the state and the extent of its powers and
responsibilities, public attitudes towards people who are mentally-ill, developments in

medical and behavioural sciences, the clinical judgement of medical practitioners and
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other professionals and complex questions of medical science, ethics and belief (HL

Paper 79-1, HC, 95-1, 2005, p8).

To provide an example of the intersection of the state and mental health, Porter (2002)
considers the role of politics and social control in the development of an approach to
‘madness’ as far back as the 17" Century. After the English civil war religio-political
extremism was discouraged and thus viewing madness as spiritual/mystical in origin (as had

been the causal explanation) was ‘deemed ruinous to public order and public safety alike’ (p28)

It is beyond the scope of this literature review to explore this history in great depth, but some
understanding is necessary to situate the AMHP role within this socio-medical-political

context.

Lester & Glasby (2006) outline the timeline that seeks to set out the origins of state
interventions in mental health and the formation of institutionalised care within hospital

settings, exploring the relation of statute to modern Mental Health Statute:

e 1377 —Bethlem Hospital opens and admits ‘distracted’ patients.

e The Madhouses Act 1774 — enables a form of regulation to oversee privately run
‘madhouses’ that had increased in number over the previous century.

e The Lunatics Act 1845 - |led to the establishment of publicly owned asylums.

e The Lunacy Act 1890 — the emergence of legislation concerned with protecting civil
rights for people living outside institutions

e The 1930 Mental Treatment Act -placed duties upon Local Authorities to provide
mental health services

e The 1959 Mental Health Act — led to the implementation of The Mental Welfare
Officer (the predecessor of the ASW) and the foundations of the Mental Health Act
1983.

The reform of the Mental Health Act in 2007 was heavily influenced by calls from a range of
pressure groups and interested parties, to consider the rights of the individual being assessed
(Mental Health Alliance, 2004). According to the Department of Health (2013) debate ensued

as to whether these underlying principles should be integrated into the primary legislation.
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They were eventually written into the Code of Practice with Section 118 of the MHA ensuring
that the principles must be taken into account by listing the key areas that decision makers
must consider. The ‘Guiding Principles’ should be ‘considered’ when making decision under
the Act MHA Code of Practice, Para 1.1, reinforcing the focus on the individual being assessed).
According to the Department of Health (2013) they are intended to ‘inform every decision
made under the Mental Health Act 1983 and improve the quality of services for people who

come under the provisions of that Act’ (p7)

The Guiding Principles:

Least restrictive option and maximising independence
Empowerment and involvement

Respect and dignity

Purpose and effectiveness

Efficiency and equity (DH, 2015)

Due to the lack of regulation from the CQC into AMHP practice there is no clear monitoring

framework to understand how these Principles are embedded in practice.

2.4 Setting the Scene: A Critical Perspective

Mental Health legislation is based on an a priori assumption that Mental Iliness is a fact or a
truth. Critics such as Pilgrim (2015) challenge this assumption on the basis that an
understanding of ‘otherness’ or ‘madness’ as defined and diagnosed as mental disorder, is a
contested phenomenon. This approach to understanding madness as a social construct has
been written about extensively (e.g. Pilgrim & Rogers, 2010, Horwitz, 2012, Laing, 1960,
Beresford, 2013) with some critics proposing the abolition of compulsory mental health care
(Sayce, 2000). Eisenberg (1988) bases an understanding of the social construction of mental

iliness on four premises, which problematises the basic assumptions held about mental illness:

‘First, that all scientific concepts are inventions of the imagination. Second, that the

human sciences are beset by a paradox: what is believed to be true about behaviour
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affects the very behaviour which it purports to explain. Third, that the trajectory of
illness is influenced by the beliefs patients and doctors hold about course and prognosis.
Finally, that physicians, no less than their patients, are constrained by socially

constructed roles’ ( p1).

In the context of a MHA assessment, Kinney (2009) suggests that the criteria for use of the
MHA is based upon a ‘false premise’ given that dispute remains as to the nature of ‘madness’
and the medical model that underpins the Act. He outlines the context within which MHA
assessments take place and argues that they are ‘like experiencing first hand a labelling theory
experiment’ (Kinney, 2009) based on a psychiatrist spending twenty minutes interviewing an

individual to ascertain if they are experiencing a mental disorder.

Pilgrim and Rogers (2011) take the approach of considering modern day mental health
practices through the lens of comparing acts carried out under the MHA with other areas of

a person’s life:

‘Certainly in any other circumstances, may of the actions associated with the enforced
detention and treatment of some mentally disordered people would leave perpetrators
open to charges of abduction, false imprisonment and assault. The existence of

‘mental health law’ protects agents of the state from these charges’ (p263)

They suggest that as a defence practitioner’s ‘close ranks’ and develop a narrative that
justifies their actions regarding use of the MHA. This could be considered the dominant

discourse that threads throughout all elements of statutory mental health practice.

Pilgrim (2015) encourages a questioning approach to mental health policy and to consider
where assumptions about the nature of mental health problems arise, to critically reflect

upon how this impacts upon practice.

2.5 Paradigms of Understanding Mental lliness: The Individual/Medical Model, The
Social and Human Rights Models of Disability and the Survivor movement

Whilst the libertarian stance of Sayce (2000) can be considered an ontological positioning in

relation to the concept of mental illness (the ‘myth of mental illness’, Szasz, 1974) other
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models can be regarded as epistemological positionings around situating concept of mental

health.

For example, driven by the disability rights movement, the Social Model of Disability is
underpinned by values round social justice and anti-discrimination, with the standpoint that
people are disabled as a consequence of the barriers and attitudes imposed by society, rather
than as a consequence of the impairment that they have (Barnes, 2019). Beresford et al (2010)
carried out research exploring the views of people with lived experience of mental health
issues, towards the Social Model of Disability as a model for promoting a rights-based
approach to conceptualising mental health issues. These findings summarise key concerns
that whilst dispute remains over the cause of mental distress, this model has limits in

addressing these conflicting assumptions.

The polar opposite of this concept is the Individual, medical model of understanding mental
iliness, where behaviours are attributed to physiological, genetic, or functional causes, that
can thus be treated with medication (Huda, 2019). Miller and Rose critique (1986) what they
consider a simplistic view of the power Psychiatry and Psychiatrists have within the field of
mental health. They challenge ideas around Psychiatrists being agents of social control and
there is one over-arching ‘power’ that they adhere to. This, they argue is too simplistic and
they offer a model to understand the nuances of the psychiatric profession and the
development of mental health services placing the discussion within a historical examination
of the subject area. They counter to what Rose argues are the dominant sociological and
political discourses of recent decades i.e. the medicalization of madness. Rose identifies how
mental health has diversified into a range of professions and services and to offer psychiatry
as a ‘straw man’ is to disregard the growth of these allied professions and also the shift within
psychiatry to acknowledge the impact of social stressors and ‘psychological’ explanations for

madness.

Parallel to the Social Model of Disability is a movement within mental health termed the
‘Survivor’ movement (Barnes & Bowl, 2001). A co-produced definition of the movement is

offered by Wallcroft et al (2003)

‘The ‘service user/survivor movement’ is a term used to describe the existence of

numerous individuals who speak out for their own rights and those of others, and local
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groups and national organisations set up to provide mutual support or to promote the
rights of current and former mental health service users to have a voice. Group
members and individuals may call themselves ‘survivors’, ‘service users’, ‘clients’, ‘ex-
patients’ or other similar terms. The term ‘movement’ implies that these individuals,
groups and organisations share some common goals and are moving in a similar

direction (p3)’.
These goals were described as:

e Wanting to change mental health services
o Seeking alternatives

e Mutual support about shared issues

One of the primary concerns raised by the Survivor movement is the focus on risk and
perceptions around dangerousness. This was evident in the discourse around the
amendments to the MHA in 2007 which were made within in the context of high-profile
murders and accompanying media reporting that around mental health and dangerousness.

This extract from the Mental Health Act White Paper in 2000 illustrates this:

‘The Act has failed to protect the public or patients as the tragic toll of homicides and
suicides by mentally ill people shows. That failure has undermined public confidence

in mental health services’ (DofH, 2000, p 15).

In recent years this polarisation of understanding mental health has, arguably developed to a
more nuanced position. The MHA continues to be underpinned by definitions of mental
disorder as diagnosed via the Diagnostic and Statistical Manual, as criteria for compulsory
assessment and treatment, as diagnosed by a medical doctor (a psychiatrist). However,
psychological, and sociological understandings of mental health are also considered
mainstream with the development of a range of psychological therapies developed to
manage the experiences of people diagnosed with various conditions. For example, so called
psychosocial approaches to understanding mental distress Morrison et al (2008),
Greenberger and Padesky (1995) which are embedded in NICE treatment guidelines (NICE,

2015), and the increasing use of Cognitive Behavioural Therapy on a wider scale via
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programmes such as Increasing Access to Psychological Therapy (IAPT) Clark (2018). There
has also been growing discourse around alternative ways of understanding the experience of
voice hearing and unusual beliefs (e.g. Romme & Escher, 1993). The NHS Long Term Plan
(2019) includes commitments around improved access to psychological therapies and has

implications for wider services such as 24-hour mental health crisis care.

Evidence suggests that the language and focus on current Mental Health Act reform takes a
rights-based approach with a shift in the discourse around understandings of mental health
issues. Human Rights Based practice has developed as distinct from the Social Model of
Disability, and perhaps resolves some of the tensions in applying the Social Model of Disability
to mental health as it allows space for ongoing debate about the nature of experience that is
defined as mental illness. Lawson & Beckett (2021) propose that the two models can align
rather ‘improve’ upon the Social Model of Disability. Ideas around coproduction and the
Recovery Model have also developed. The introduction by Simon Wessely to the Independent

Review of the Mental Health Act (2018) summarises this shift:

‘The rhetoric surrounding the genesis of this Review could hardly have been more
different from that of 20 years ago. The Terms of Reference of this Review speak about
the problems of the rising rate of coercion, seen as something undesirable, as opposed
to the aim of public policy. Discrimination and stigma, especially towards ethnic
minorities, is specifically included. Likewise, | was tasked to see If the Act is up to date
in how it deals with human rights (it isn’t). During the time of this Review, neither
myself nor my three Vice Chairs have experienced any political pressure to shape our

decisions in a particular direction’ (DHSC, 2018, p9)

Considering these underlying models of understanding mental illness is of relevance to the
research topic as it sets the scene in terms of the shift in the dominant paradigm around how
society perceive mental illness and how mental health law reflects this — or not. Whilst the
AMHP is required to consider the social circumstances of the person who is being assessed,
they are situated within a wider socio-political with differing views on the nature of mental

health.

Socio-political Theory and the relevance to Mental Health decision making
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Writing in the Independent Review of the Mental Health Act report Wessely raises concern
about the shift towards increasing focus on risk within mental health services, and cites this

as a potential driver for increasing rates of admission under the MHA:

‘The importance of risk management and safety has steadily risen across society — as
reflected in some key sociological texts. It is seen by many as a principal driver in
modern society, so it is not surprising that it has become very influential in medicine as
a whole, partly driven by scandal and perceived failings. But there are few places where
it has achieved the prominence or dominance that it has in mental health, and this
happened over a relatively short period of time. When | started my first post in
psychiatry in 1984 risk assessment was taught to everyone in the context of deliberate
self-harm, but in general it was forensic psychiatry that was most concerned with it,
and where most of the relevant research originated. But within a few short years this

had changed’ (DHSC, 2018, p9).

Rose (1999) also explores the shift in focus (within psychiatry) from clinical diagnosis to
assessment of risk, often utilising the technological advances that he suggests underpin our
society — a sense of feeling protected and secure as information can be coded, quantified and
risk assessed. ‘Confinement becomes little more than a way of securing the most risky until

their riskiness can be fully assessed and controlled’ (Rose, 1999 p261).

Goffman (1961) explores the impact of living within an institution based on research carried
out in the USA during the 1960’s. He considers the ways in which people behave are
influenced by the social conditioning they are subjected to, for example the routines of the
individual institution. Goffman explores the concept of ‘The moral career of the Mental
Patient’. This suggests that people begin their career as ‘patients’ due to factors in addition
to their mental state. He argues that individuals are subject to ‘contingencies’ that is, the
influence of others on their situation. For example, the perceptions or behaviours of others
leading to a behaviour being perceived as requiring intervention from mental health services.
This might be a partner who grows tired of an individual due to other factors as a consequence
of their own issues (problems at work etc) or a new neighbour moves in who is not agreeable
to being waken in the middle of the night by loud music and calls the police out. Goffman

(1961) also explores what is termed an ‘alternative coalition’ —if a third person (e.g. a mental
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health professional) witnesses the events pre admission it becomes a ‘public social fact’ and

the sense of betrayal and abandonment is increased for the patient.

This has relevance to decision making within the scope of the MHA as this considers the wider
societal impact of detention under the Act. For example, the journey of an individual from
being a non-patient to a patient — considering the impact on role and identity of being
admitted informally or against a person’s will. It also sheds light on the ways in which

perceptions of risk can shift dependent upon the wider social factors that are present.

Glover-Thomas (2011) carried out research exploring the ways in which those involved in
MHA assessments define risk — both within and between professional groups. The research
used semi structured interviews with 19 participants from a range of professional
backgrounds. She explores what she describes as a shifting focus to risk but lack of clarity

within and between professional groups in terms of how they understood it:

‘Risk terminology now has a common usage within the clinical setting yet defining this
notion or giving it some clearer definition remains elusive. Participants of the research
recognised that despite reference to and use of ‘risk’ within their daily activities, they
did not have a working definition upon which they relied. Indeed, participants offered
circular definitions or restated or paraphrased the statutory criteria for compulsory
admission—what has been called in this paper, the ‘risk is risk’ paradox: decision-
makers cannot define risk in the abstract, but they know it when they see it’ (Glover-

Thomas, 2011, p23)

Commenting on rising detention rates Webber (2012) argued that there is a role for Mental
Health Social Workers as they ‘can help to challenge the prevalent discourse of risk in mental

health services. (Webber, 2012).

Foucault (1973) outlines the case of Pierre Riviere—an account of a murder viewed through
the lens of a variety of professions, all of whom can be considered to be vying for their position
to be privileged. The ‘moral’ of the tale is to shed light on how standpoint and value base can
lead to a different interpretation of the same narrative, and the shifting nature of this in

relation to concepts of power.
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Considering this tale alongside Goffman’s (1961) ideas around contingencies suggests that
narrative always changes and is socially constructed to support an individual’s view at a given
point in time. In relation to AMHP practice this has relevance in terms of how they gather
information to make a decision and then synthesis this based on an interpretation of a
storyline. For example, how do they consider other narratives and is it difficult to change the
course of this dominant narrative based on the referral that they receive and the ‘headline’
news regarding risk. A consideration of risk in this context suggests that it is necessary to
understand the social norms, culture, and dynamics of relevance to the individual that is being

assessed.

Ridley et al (2009) carried out participatory research with people who had been detained
under Scottish Mental Health law. They explored the events leading up to compulsory
admission with 49 ‘service user’ participants were recruited to take part in interviews and
focus groups around their experiences. The findings suggest that the journey from ‘non

compulsion’ to compulsion is not linear:

‘In summary, individuals’ accounts of the state of ‘non compulsion’ and the ‘episode’
leading to compulsion, suggested that in reality so called ‘stability’ was for many a
fraught and uncertain time, ad that the pre-compulsion ‘episode’ may better be
represented in terms of the interplay of personal or health crises with carers’ and

professionals responses, rather than as a specific event’ (Ridley, 2014, p138).

Arguably this account has resonance with the ideas of Foucault and Goffman in terms of

perception and the impact of factors beyond the manifestation of mental distress.
Spandler (2014) writes that:

‘Good decisions about compulsory mental health care should be based on an
understanding of the prevailing context, a person’s needs and the relationship the
professional has with the person concerned. This is often difficult for approved mental
health practitioners who usually have insufficient time to develop relationships with

people being assessed’ (p68).

Spandler later argues that because of the context within which AMHPs make decisions, there

is a risk that a person’s presenting circumstances are considered within a bio-medical
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perspective, as symptoms of illness, rather than understanding them within a social model

perspective e.g. Tew (2011).

Service user/Survivor research has identified issues of coercion within mental health services
as an under researched area (Rose et al 2008, Russon & Wallcraft, 2011, Gault, 2009, Hoge et
al, 1997). Pilgrim & Rogers (2010) identify that historically service user or patient views have
been dismissed or given insufficient weight within research and argue this is reflective of the
general attitude of what they view as a paternalistic health care service. This viewpoint
suggests that when exploring decision making under the MHA, research knowledge around

the experience of being assessed, should be sought.

2.6 Models of Decision Making
The approach that this research takes is to explore AMHP practice in the context of decision

making decisions, to contribute to the growing body of knowledge that seeks to shed further
light on how decisions are made, the implications of this on practice and outcomes for people

being assessed.

Professional decision making is a key area of interest within all health and social care roles.
In the event of tragic events occurring, such as the death of children or incidents involving
adults who are within the care of health and social care services, public inquiries scrutinise
the decisions that professionals made and the rationale for those decisions being made.
Commenting on ‘best practice’ for Social Worker’s working within Child Protection the Munro

report (D for E, 2011) advocates:

‘Drawing on the best available evidence to inform practice at all stages of the work
and of integrating that evidence with the Social Worker’s own understanding of the
child and families circumstances and their values and preferences’ (2011, Para 6.34,

p92).

O’Sullivan (1999) explores tacit, or intuitive decision making, and analytic approaches to
decision making, for example taking a formulaic approach or framework approach to decision

making. His model is in relation to social work practice and he argues that:

‘Decision situations in social work are unstructured in the sense that they consist of a

potentially unlimited number of elements each impacting on the others in an uncertain
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way. By the very nature of unstructured situations, it is not possible to construct
effective technical rules for determining the features of the problem and the best
course of action. In such circumstances it is tempting for social work theoreticians to
maintain that it is only professional intuition that can be used to make such decisions.
At a time when professional intuition is being undermined with the introduction of
bureaucratic forms of assessment (Howe, 1992), there is a danger that the argument
becomes polarised between intuitive decision making and technical decision making.
It needs to be recognised that analysis is not inevitably technical, together with
intuition, it provides two equally valuable ways of thinking (R. Adams, 1995, p. 398)

that are available to professional workers’ (O’Sullivan, 1999, p84).

Taylor and White (2000) discuss the ways in which professionals ‘argue’ a case and suggest
that the types of language used, and the emphasis placed on certain elements of that case
are intentionally applied in order to provoke a validating response from their audience.
Whilst this example is in relation to child protection practice, this has relevance to AMHP
decision making when considering the type and quality of information accessible to AMHP’s
charged with making a decision, which is then synthesised by the AMHP as part of the

decision-making process.

This links into the ideas Taylor (2013) discusses around ‘anchoring’ — that being that an
individual can quite quickly bias their thinking towards a particular conclusion and the risk
that this can occur uncritically if reflection is not incorporated into practice. Taylor suggests
that the risk of this occurring can increase during situations where a decision must be made
quickly, and a practitioner draws upon knowledge gained from practice or ‘what has

happened before’.

Taylor (2013) places this in the context of coercion and the impact that this has on individuals.
This is relevant to decision making given that coercion is generally understood as to persuade
(an unwilling) person to do something by force or threat. How then does this relate to the
service user’s experience of being detained under the Mental Health Act or agreeing to

informal admission. How much of an informed choice is this?

These ideas have relevance to this research as, in the context of a Mental Health Act

assessment it is often the case that the AMHP receiving the referral has little or no prior
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knowledge of the service user or their circumstances. By the time the referral is made for a
Mental Health Act assessment the referrer must have good grounds for thinking that
compulsory admission to hospital is a real possibility. | aminterested in how the AMHP makes
sense of the information that they receive and how this informs their decision making, bearing
in mind the potential that the referrer is biasing their information to support their view. This
is described by Houston (2003), when considering the moral discourse theory of Philosopher

Jugen Habermas as ‘strategic action’, that being;

‘In strategic action one actor seeks to influence the behaviour of another by means of
threat of sanctions or the prospect of gratification in order to cause the interaction to

continue as the first actor desires’ (Habernas, 1990, p58 in Houston, 2003, p63).

Taylor (2013), Taylor and White (2000) and Houston (2003) all suggest models of accounting
for bias when weighing up information, these approaches all share similarities in that they
encourage practitioners to apply an ethical framework to decision making that serves as a
rationale for decisions made. The Guiding Principles can be considered one such framework
but in practice AMHPs may also be influenced and guidance by reflection on a wider set of

ethics and values which inform decisions.

Parallels can be drawn between Goffman’s (1961) work on ‘contingencies’ and the findings of
Hackett & Taylor (2013) who carried out research to explore the use of experiential and
analytical cognitive processes in decision making within social work with children and families.
They differentiate between the two types of knowledge social worker’s draw upon when
making decisions — that which they have learnt through their own practice experiences and
that which they have gained through reference to research, most specifically evidence-based
practice. They highlight a potential limitation of relying on experiential decision making as it
can lead to the practitioner ‘anchoring’ themselves to one fixed point of view or failing to
consider alternative outcomes. In relation to Mental Health Act assessments this model may
impact on assumptions being made and decision biased by factors such as gender, diagnosis,

race, or social class.

Peay (2003) explored practitioner decision making under the MHA, recording the discussions
between medical practitioners and an Approved Social Worker when making decisions on the

outcome of the assessment. She identified some decisions makers as following ‘the
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terminology of constraint; namely, the perception by the decision maker that he or she has no
choice but to follow a particular course of action’ (Peay, 2003, p102). Having an awareness of
trends in use of the Act can provide an evidence base to inform decision makers, ensuring
that AMHPs have an awareness of the potential for discrimination and also the risk of failing
to step back and explore a range of available options beyond the dominant discourse within
the assessment. Campbell argues that this is essential if AMHPs aim to maintain their

independent position within the assessment process;

‘If mental health social workers fail to understand the potential for discrimination in
the use of compulsory powers, then questions arise about the adequacy of the holistic
knowledge that the professions claims in debates about the causes of, and solutions

to, mental ill-health’ (Campbell, 2010, p330)

2.7 Emotion and Decision Making

Reflecting on her own experience of carrying out MHA assessments, Dwyer considered that:

‘Amidst all the interactions, gathering of information, thoughts and practicalities, the
most important person is the service user who is being assessed. There needs to be a
mental stillness within the social worker to be able to focus and concentrate on this

person, a still point amidst the ‘sound and fury’ (Dwyer, 2011, p346).

Whilst specifically researching Social Work with children and families, Ferguson (2011) also
notes the impact of the Social Worker’s experience and knowledge and the ways in which this
then manifest in their approach and practices. He also identifies team culture, inter
disciplinary working and practitioner experience levels as factors that can also impact on the
types of knowledge that are drawn upon in decision making. This strikes to the heart of the
leap between theory and practice — whilst an individual may have a thorough and in depth
knowledge of the law (be it The Children Act 1989 or Mental Health Act 2007) the way this
plays out in a real life practice situation may be very disparate from the Code of Practice and
the notion of ‘best practice’. This approach to decision making links to practitioner skills and

practice wisdom and capacity for critical reflection in their practice (Fook, 2002).
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O’Sullivan (1999) explores the impact of practitioner emotional state on their decision making
and the complexities around understanding this. Examples are given of strong emotions
motivating practitioners, such as ‘pride in a job well done (1999, p95). Quirk et al (2000)
identify this sense of pride in the job as a finding around AMHP practice. However, emotions
such as fear and anxiety or stress can lead to the potential for one aspect of a decision to take
prominence. Research suggests that AMHPs work under pressure and the impact of how this

influences decision making is an area that required further exploration.

2.8 Professional Discretion

Lipsky (1980, 2010) provides a theoretical framework that is useful in understanding how
professionals make the links between policy and practice when working within a working
environment of tension and stress. He proposes that workers will experience tensions
between providing a service for service users and meeting the requirements of managers and
explores how they exercise discretion in this task. Whilst some have critiqued the role of
discretion within social care suggesting that as managerialism has increased this has marked
the ‘death of discretion’ (Lymbery, 2000) others argue that Lipsky’s work continues to have
resonance for current public service professions (Evans & Harris, 2004). Arguably, the role of
the AMHP has specific features which make this theoretical framework of relevance. Under
English law, the decisions that AMHP’s take regarding whether to section an individual under
the MHA are independent of their status as an employee of either a local authority social

services department or primary care trust.

The MHA Act Code of Practice (DofH, 2008) only provides guidance rather than legal duties,
thus the Guiding Principles are not statute. During the MHA reform Eastman & Peay (1999)
argued that; ‘In this context, the Code arguably broadens and makes legitimate the clinician’s
discretion, it does not constrain it’ (p26). How then do the Guiding Principles operate in
practice, have they been integrated into practice and what other knowledge sources do
AMHP’s utilise to gather and synthesise knowledge to make a decision? There is a scarcity of

research exploring this.

Fulford (2011) considers the impact of a value base on practice. He outlines how shared

values often underpin policy developments; a theme echoed by Heginbotham & Elson (1999)
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who explore how public policy is influenced by law. These ideas have relevance when
considering the impact of the Guiding Principles on the practice of professionals operating
under the Mental Health Act. What status do they have and whose interests do they serve?
One of the key elements Fulford (2011) explores in relation to use of the MHA is consideration
of how practitioners can both respect autonomy and act in an individual’s best interests and
the tensions that this can lead to. This enters into a debate about care versus control in the

social work role.

Evans (2015) explores the impact of ethics on decision making, in relation to the ethical codes
that professions are required to adhere to. He proposes that this can lead to ‘a set of law-like
injunctions, rather than principles and aspirations’ which suggests that a focus on critical
reflection can be diluted. He suggests that the application of ethics to practice ‘encompasses
dilemmas, conflicts, and intuitions and feelings as well as principles’ (Evans, 2015, p87, in
Webber 2015). This approach to ethical decision making has some parallels with work from
Banks (2018) around Virtue Ethics, which has relevance when considering AMHP practice as

framed by the MHA Guiding Principles.

2.9 Empirical Research exploring the role of the AMHP

Observational studies of ASW/AMHP Practice
As regards an in-depth commentary on what it is that an AMHP actually does day to day, the

only observational study of practice to date was carried out by Quirk et al (2000). They carried
out a large-scale qualitative research project shadowing a range of MHA assessments across
London. The research was carried out prior to the 2007 amendments so is in relation to the
ASW role. However, given the similarities in the role in terms of function and duties, the

research is of direct relevance to the AMHP role.

This was a comparative study which shadowed five teams within different boroughs in London
over a period of 14 months. Assessments were observed in a range of setting including within
service user homes and policy custody suites. A grounded theory approach was taken (Glaser
& Strauss, 1967) to develop a hypothesis about what was occurring in practice with the

findings suggesting that resources were an explaining factor in differences in the application
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of the Act within different geographical areas. These are described as ‘non-clinical and extra-
legal factors’ (2000). The research was carried out in the midst of the parliamentary reform
of the Mental Health Act 1983 and Quirk et al (2000) warn that policy makers should invest
time in considering policies around the allocation of resources and service organisation in

addition to legislative change.

The research findings suggest six ‘influences’ on the possible outcome of a Mental Health Act

assessment:

1. How the teams organise MHA assessments

2. Resource Constraints

3. Support of ‘the team’

4, Variations in local operational norms

5, Perceptions of conditions on the admission ward
6. Chance

(Quirk et al, 2000)

The findings also indicate that certain biases were considered to influence decision making
with some factors leading to bias towards detention and other towards not using the Act.

These include:

e Work pressures leading to pragmatic decision making
e Risk averse cultures

e Difficulties accessing community services for people in crisis

Factors that are suggested as informing bias towards non-use of the Act include:

e Team support in ‘risky situations
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Robust critical challenge from peers to account for decision making
ASWs who prioritised the ‘social worker’ and ‘therapeutic’ elements of the role

High bed rate occupancy and negative perceptions of inpatient ward environments

Quirk et al (2000) also considered the multiple roles the ASW enacted as they were observed

prior to the assessment, during the interview and then what is termed the aftermath — what

happens next. Key to the findings is how the roles are interchangeable so that the ASW was

observed acting in these roles within the same assessment. These were defined as:

Applicant

Social Worker

Care Manager

Advocate

Hate figure

Supervisor/Trainer

Therapist
Policeman/executioner
Bureaucrat

Ongoing Contingency Manager

Impresario

There is dissonance between many of these roles — therapist/executioner, advocate/hate

figure and the researchers highlight the challenges that this places on the ASW. This research

also interviewed people who had been assessed under the Act with the findings suggesting

that the Social Work role was valued.

A recommendation is that alongside the ASW there should be a ‘stage management’ role to

take some of the burden of all the other tasks away from the ASW:

‘This research has indicated the time-consuming nature of MHA assessments,
especially for ASWs. It has also demonstrated the considerable skills required to pull
them off. ASWs evidently have a significant stock of knowledge that extends well

beyond their knowledge of the Act itself. Also noted was the importance of being in a
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team comprised of supportive but challenging peers. Numerous ASW roles were
observed, such as those of 'impresario' and 'ongoing contingency manager' (Quirk et

al, 2000, p54).

This research captures the nuances of ASW practice and serves as a source of knowledge of
the realities of mental health practice, in terms of context, during that period of time.

Significantly it also sheds light on the impact of context and values on decision making.

Fistein et al (2016) is a key paper in terms of its contribution to the development of research
knowledge of MHA decision making ‘in action’. One of only two studies to use observational
methods, seven MHA assessment discussions were observed further to the interview with the
person being assessed. The researchers note that this was over a 12 month period and that
due to MHA assessments being a ‘hard to reach’ area of practice, the issues in gaining access
to observe led to a limited number of assessments in the sample. Ethical considerations are
not outlined, and the focus is on a very specific part of the assessment — the discussion
between the decision makers as to the next step — whether eligibility for use of the MHA is
met. The observations are followed up with interviews, including interviews with
practitioners who were not observed. The focus of the interviews was around decision
making in terms of the outcome of the assessment. However, a limitation of the study is the
difficulties cited around recruiting AMHPs to take part in the interviews. Possible
explanations include workloads and a lack of time to participate. The findings therefore are
based on only one AMHP interview, alongside fifteen interviews with doctors. The insights
around decision making from an AMHP perspective are limited to the seven assessment

discussions (reported to have lasted around 20 minutes).

Fistein et al (2016) propose that for the participating practitioners, decision making around

use of the MHA could be considered within a range of themes:

e Diagnosis
e Likelihood of response to treatment
e Risk assessment

e Decision making capacity
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The suggest that this is a practical framework based upon criteria from the MHA but adapted
for practice, and that views around a person’s capacity to make their own decisions around
admission impacted upon the perceptions of use of detention. This is conceptualised as ‘soft

paternalism:

Soft paternalism justifies limitations on liberty, for the benefit of the person being
limited, provided that they are unable to make a choice that would be consistent with

their own interests (Fistein et al, 2016, p55).

They set out how the participants used this concept to justify their decision making. The
authors, writing in the context of reform to the Mental Capacity Act Deprivation of Liberty
Safeguards, and MHA reform are the case for aligning both Acts to reduce the apparent

confusion between application in practice of the two statutes.

There was also discussion about the perceived ‘difficulty’ of decision making with
‘straightforward’ decisions being characterised as situations where there was a clear social

stressor impacting on the person, which had a clear resolution. Other factors included:

e an uncontested diagnosis of psychosis or severe mood disorder,

e g high probability of improvement if treated,

e impaired decision-making capacity resulting from difficulty understanding the need for
treatment (as perceived by the clinicians),

e q high risk of harm to the patient or others, and

e the presence of significant distress or disability (Fistein et al, 2016, p54).

More challenging decisions were characterised as involving risk, with findings exploring risk
averse practice such as where decision makers erred towards making an application based on
the perceived risk to the practitioners if an adverse incident occurred as a consequence of not
detaining that person. An interview extract with a Psychiatrist summarises this — the view of

the AMHP was not gained, which is a limitation of the findings:

Psy17: I think I'm being slightly controversial here, but | think the GP's concern here
was more about covering our arses for any potential risk, rather than what was in the

best interests of the patient. And | was more concerned about the long-term strategy
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of managing this person, the therapeutic relationship with the team and so on. So |
think we all had slightly different takes on what would be the best thing to do in this
case. | think eventually, again I'm being a little bit controversial, | think the GP's fears
about a potential nasty incident communicated itself sufficiently to both the social
worker and me, and we decided the safest option would be for him to be in hospital.

(Fistein, 2016, p55).

The findings summarise a view that the participants had merged aspects of the MCA and MHA
including justifications for decisions based around best interests which is a criterion within
the MCA rather than MHA. Whilst limited in terms of the wider AMHP decision making role
the research does illuminate some aspects of ‘street level bureaucracy’ (Lipsky, 1980) in terms

of how practice on the ground deviates from statute.

AMHP Skills
Bowers et al (2003) identified through interviews with practitioners the skills that Approved

Social Workers (as was the role at the time of their research) use when carrying out a Mental

Health Act assessment:

Gathering and assessing information

o Organising
J Communication skills
J Keeping things calm

These findings perhaps support Hargreave’s (2000) view that much of what is done by the
ASW/AMHP is to ‘oil wheels’ — and perhaps this is reflected in the lack of research interest in

how AMHP’s actually go about making these decisions.

Trends in Use of the MHA
Hatfield (2008) uses statistical data to explore trends in use of the Mental Health Act prior to

the amendments in 2007. This empirical research aimed to explore the demographics of
people being assessed, pathways to assessment and outcome of the assessment. It was a
longitudinal study over a nine-year period with data gathered from six Local Authorities who
had made local arrangements to collect data as part of a MHA Monitoring system. 73.2 % of

assessments were recorded amounting to data from 10, 961 MHA assessments. The



48

monitoring form used to collect data had been designed by the research team, increasing the

reliability and validity of the study.

The findings give a comprehensive overview of rates of detention considered in relation to

housing, ethnicity, diagnosis, gender, previous contact with services amongst other factors.

Statistically (p<<=0.001) single men were more likely to be detained than single women, and
single people overall accounted for over half of all detentions. There was over representation
of people described as African Caribbean in two local authorities. 39.2% of assessments
occurred with people living in council or housing association accommodation with the second
biggest group being owner occupied (20.4 %). 59.1 % of people assessed had a diagnosis of
some form of psychosis. The findings also suggested an increased concern about drug and
alcohol use accompanying mental distress, over the nine-year reporting period. 48.9% of
referrals came from Psychiatrist and 4 % from a person’s Nearest Relative. 73.2% of
assessments resulted in detention. Risk to self was identified in 97.6 % of assessments and
risk to other people recorded in 49% of assessments. 9.5% of assessments led to outcomes

other than detention or other forms of care, just under three quarters resulted in detention.

The study suggests that the social milieu of those assessed and detained under the Act
is one of disadvantage, as reflected in their housing and employment status. This
confirms other studies that highlight the wider social inequalities that impact
differentially upon those with mental health difficulties (e.g. Rogers and Pilgrim, 2003).
People who live in disadvantaged urban areas are likely not only to experience material
hardship at a personal level, but may also have limited access to 'social capital'
(McKenzie and Harpham, 2006), including the informal bonds with other people and
local sources of support that may buffer people when in crisis (Hatfield, 2008, p15).

Hatfield (2008) proposes that ASWs are best placed to manage and understand the
complexities associated with the experiences of poverty and discrimination to frame an
understanding of crisis within a social model context. The findings also shed light on the link
between social disadvantage, discrimination, and incidences of mental ill health, and

perceptions around this.
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A Reflection on the AMHP role
Dwyer (2012) reflects upon AMHP practice in response to Ferguson’s (2010) work around

Child Protection practice. One aim of the paper articulates views on the complexity of the
AMHP role and highlights the gaps in knowledge around AMHP practice but also the

implications of these gaps to individual’s learning about social work practice:

‘These two aspects of social work practice that are both at the control end of the care
and control spectrum have similarities in regard to the basic details of practice. One
such parallel is that the minute details of the work, the very stuff of what social workers
do, right from receiving a referral for an assessment under the Mental Health Act, to
the point where the service user is sectioned and admitted to hospital, or agrees a
voluntary admission, or a ‘holding’ plan made — these myriad, complex and interesting
details — are not sufficiently talked about, and not written about. Social work students
reading about mental health law and policy will have no notion of how this is made

real in practice’ (Dwyer, 2012, p2)

This paper is anecdotal from Dwyer’s own experience as an AMHP, and is not based on
empirical research, however, it is useful informing perceptions around the role of the AMHP
within the limited literature. The conclusions further evidence the range of tasks and roles
the AMHP takes on and the uncertainties in terms of the leap between statute and guidance
as written down and practice, on the ground. Dwyer documents her own experiences of
waiting for an ambulance to arrive in a person’s home, dealing with hostility towards her, and

the threat to personal safety from someone threatening to use a knife.

Bressington et al (2011) carried out empirical research to map the understanding of the AMHP
role within a cohort of trainee AMHPs. The aim was to explore assumptions around different
profession’s suitability to undertake the role, within the context of nurses and occupational
therapists being eligible to become an AMHP. They aimed to evaluate the impact of the
training and practice elements of the AMHP training course on the trainees understanding.
Five nurse trainee AMHPs and four Social Worker trainee AMHPs participated so the sample
size was small. Data was collected via the use of concept maps at three points in the training,
and semi structured interviews. Whilst the main insights from this paper relate to methods,
with the authors proposing that use of this method demonstrated how knowledge of a topic

developed through the training programme. The findings suggest that at the conclusion of
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the training the learning from both cohorts was similar. Of interest for this literature review
are data extracts from the findings that shed light on the trainee’s views around the shift from

theory to practice:

... lknow the theory behind it, but the practice isn't there. | know I've got the knowledge,
but I'm nervous about how I'm going to put it into practice... | felt that I'd done a lot of
research and I'd done a lot of class work ...but | hadn't actually got it where it would

all be working in the actual role, (Bressington, et al, 2011, p5)

Since the research was designed and fieldwork began several more recent AMHP research

studies have been published, that explore decision making.

Exploring the Least Restrictive Option
A qualitative study by Hall (2017) explores professional decision making where the outcome

of the assessment was to refer the person for home treatment, i.e. not admitted. The
research took place shortly before the AMHP role was introduced, so the research explored
the ASW role. Of the 54 MHA occurring within the Health Service site nine assessments were
identified where the ASW had requested home treatment as an alternative to admission.
Semi structured interviews were undertaken with all parties — the service user, ASW and
home treatment worker and a framework analysis was taken exploring how the approaches
taken by the workers fit into a framework exploring the impact of negotiation, social crisis

and practice models as factors leading to the outcome of home treatment.

Hall (2017) took a social constructionist approach to exploring how the assessing workers
constructed the social situations of the individuals that they assessed. In terms of decision
making, the findings suggest that the ASWs approached their assessment by making sense of
the persons presentation in relation to their social circumstances whereas the home
treatment workers were more focussed on identifying any presenting mental disorder. In
terms of the dynamics between the assessors, the findings also suggest that the ASW took on
a negotiator role in terms of gaining support or arguing the case for home treatment rather

than admission.

‘They need to negotiate a common understanding of mental illness with the HTT [home

treatment team], agree a timescale for team decision-making, adhere to the resources
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available to the HTT, and ensure that the team feels secure with the decision-making

of that ASW’ (Hall, 2017, p10).

The study is small scale in terms of sample and deductive in its approach in terms of being
driven by a model of understanding decision making in response to key themes from a
literature review of existing knowledge around this field. It is not made explicit how this
methodology aligns with a framework analysis approach to the research. The researcher was
unable to recruit the people who were assessed to participate in the research so their view
does not form part of the findings and the barriers to recruitment are not given. It does
however contribute to an understanding of the ways in which the ASW approached decision
making from a different model of understanding mental distress. The findings also shed light
on the ways in which ASWs can seek to manage perceived risk in a way that is less risk averse

than the other assessors.

Power and the AMHP role
Buckland (2014) used Foucauldian Discourse Analysis to explore use of Power within Mental

Health Act assessments. Taking the position that ‘Discourse therefore emerges at the point at
which power and language intersect’ (Buckland, 2014, p4) this research focuses on the ways
in which AMHPs articulate their positioning in terms of power. The research is situated within
a very specific understanding of power and aims to explore the ways in which power is
experienced and how it shifts in terms of how AMHPs make sense of the role. The findings
offer insights into the ways that race, gender and social model understandings of mental
disorder are understood by the AMHPs and the contradictory positioning in terms of talking
about the role standing outside the ‘system’ whilst at the same time basing some decisions

on dominant narratives around risk.

AMHP Identity

Leah (2019) developed the work of Quirk (2003) exploring the multiple roles of the AMHP in
the context of how AMHPs identity. The range of roles that the AMHP holds alongside the
statutory role were outlined for all the participants (ranging from Care Coordinator, to

manager, to service commissioner), of whom there were ten.
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Eight roles were identified and formed a framework for analysis of the data from qualitative

interviews:

e Quasi-legal

e Detective

e Legal Enforcer

e Custodian of Social Justice
e Advocate

e Educator

e Mediator

e Therapist

Of note is the author’'s comments that across all participants there was an emphasis on the

role of ‘Custodian of Social Justice:

Caring for people, protecting individuals’ human rights, and working with other
professionals to ensure this was upheld was a core element of this role. The seriousness
attached by participants of enacting the ‘custodian of social justice’ role was illustrated

by all participants’ narratives (Leah, 2019, p10).

Leah notes the limitations of the study in the number of participants and makes explicit her
position as an ‘insider’ researcher. The research findings outline the roles that can seem at
odds with each other and identifies gaps in the knowledge that require further exploration.
These are around the ways these roles are enacted in practice in terms of how AMHPs
navigate the tensions between the roles, which can seem dichotomous and requiring further

investigation to explore the nuance of this area of practice;

‘For example, how AMHPs resolved the tension between the duty to legally coerce,
whilst also protecting individuals’ human rights, witnessed between roles of ‘quasi-
judge’ and the ‘custodian of social justice’ was not examined within the study (Leah,

2019, p17).

Morriss (2016) carried out doctoral research to explore the identity of AMHP seconded into

Health Trusts. This study recruited seventeen AMHPs across England and took a qualitative
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approach using interviews to explore the research question. The research sheds light on the
challenges of the role and the perceptions of the participating AMHPs in terms of the ‘dirty’
nature of the work they carry out. This sociological concept, attributed to Hughes (1971) and
first considered in relation to the ASW role by Quirk et al (2000) is explored further with

Morris reviewing the literature and theorising that:

‘Dirty work designations are more likely when the staff were not engaged in what they
deemed to be ‘proper’ work, namely therapeutic work with service users. Thus,
exercising social control was designated as ‘dirty’ because it deviated from therapeutic

work. (Morriss, 2016, p4)

Through analysis of the interview data Morriss explores the dichotomy between the social
justice and empowering nature of social work values, and the compulsory powers an AMHP
can use, discussing some of the contradictions seemingly apparent in the way AMHPs make

sense of this:

‘Although Andrew [AMHP participant] describes the act of detention as necessary at
times and as aligned with his social work values, he also depicts some elements of
AMHP work as dirty, notably the ‘damage’ done to service users. Additionally, there is
an emotional, almost physical, impact on the AMHP of the ‘guilt’, ‘mental power’ and

‘gravity’ involved in removing someone’s liberty’ (Morriss, 2016, p7).

The conclusions of the research outline how AMHPs seem to gain status from the statutory
powers and for the participating AMHPs the role did not encompass so called ‘dirty work’.
The findings do however suggest that some aspects of the role can be considered dirty work,
and the AMHPs did refer to the challenges of the role that had an impact on their emotions
and risk of burn out. These factors included these included ‘lack of beds, complexities of co-
ordinating the assessment and the emotional labour involved (Morriss, 2016, p14). Morriss
also notes that as observations of practice were not used this limits the insights gained from

the data.

The sociological concept of ‘dirty work’ is further explored by Vicary et al (2019). They explore
the term ‘Role over or roll over’ in terms of situations where the AMHP is left with the ‘dirty

work’ of the assessment such as when an assessing doctor signs the medical recommendation
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and then departs. Using qualitative methods and interpretative phenomenological analysis
to make sense of the data, 12 AMHP participants (five Social Work AMHPS, five nurse AMHPs,
two Occupational Therapist AMHPs) were recruited and data gathered via rich picture
drawings and semi structured interview, with the aim of exploring the experience of carrying
out a MHA assessment. This research found that the AMHPs experienced a sense of
abandonment during assessments when they were left by the doctor and solely responsible
for the rest of the assessment’s coordination (e.g. arranging and waiting for transport). The
findings explore dirty work in the context of shift, in terms of roles being passed on and the
AMHP perceiving this as being left with the ‘dirty work’. Vicary et al (2019) suggest that as
there were few examples of the AMHP challenging the doctor in these situations, that they
were legitimising this. This does lead to discussion around perceived power in the different
roles, and perceived status. Vicary et al (2019) do flag that nurses tended to challenge more
than other professional backgrounds, challenging the assumption that nurses are daunted by
long established hierarchies within health care. This was a key concern cited during the

debate around opening up the AMHP role to other professions.

Leah (2022) asks if the AMHP role is a ‘Fool’s errand’, defined as:

‘A foolish undertaking, particularly one that is nonsensical, or certain to fail, that
involves an individual participating in a task which is known by that individual to be a
waste of one’s time or unwise but despite this knowledge is still carried out by the
individual against their better judgement and in the knowledge that the action or the

‘errand’ is unlikely to be successful’ (Leah, 2022, p14).

Aligned to the consideration of AMHP practice as ‘dirty work’, Leah considers the role from a

perspective of the potential futility of the role, given the pressures placed upon it.

The research explores the impact of resource pressures, primarily difficulties identifying
inpatient beds, on the experiences of AMHPs, through use of interviews. Ten AMHPs were
recruited over three health care trusts in the North West of England. They were asked to talk
about their experiences of carrying out Mental Health Act Assessments, and the barriers and
challenges they encountered when attempting to fulfil their role. Key findings suggest that

relationships with other professionals and the resources available during Mental Health Act
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assessments (e.g. alternatives to admission) were identified as the areas in which the role

became problematic and outcomes could be detrimental to those that were being assessed.

Emotion and the Role of the AMHP
Quirk et al (1999) noted the emotional labour that was required of the AMHP ‘performing the

act’, a theme picked up and explored in depth by Gregor (2010).

Gregor (2010) carried out interviews with twenty five AMHP’s to explore their views on the
transition to the new role and found that organisational pressures were a key issue identified
as a barrier to carrying out the role and that if AMHP’s were not adequately supported by
managerial and organisational structures levels of stress and anxiety would increase. This
was felt as not conducive to carrying out the AMHP role as Gregor argues that a higher level
of practitioner emotional resilience is required to enable an individual to cope with the
demands of the role whilst practicing reflexively and combining ‘cognitive and emotional

facets of personal development’ (p440).

In relation to the AMHP role, Gregor (2010) explored the impact of this kind of work on the
mental well-being of the worker. Support and supervision from the team and management
is identified as vital in ensuring AMHP’s can maintain their emotional resilience and apply

balanced and reflective decision making to the MHA assessment task.

This appraisal of the literature highlights that the majority of AMHP research involves small
scale qualitative studies using predominantly interviews to elicit data. Quirk (2003) and
Fistein et al (2016) are the only studies to shed light on MHA assessment decision making ‘in

vivo’ via use of observational methods.

Themes that are identified within the research in relation to the AMHP role are around
training and learning, developing practice experience, motivations to carry out the role, the
relationship between power and the AMHP role in terms of status and links to sociological
theory around dirty work. The research also identifies the myriad roles and responsibilities

that AMHPs hold, within a context of uncertainty due to contextual pressures.
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2.10 Outlining the research questions:

The AMHP role has distinctive decision-making powers within statute. As this review of the
literature has demonstrated, these decisions do not occur in isolation and rather they are
situated within a complex evolving context of mental health practice. They are asked to
inform decisions with the values of The Guiding Principles but how does this translate to

practice and how is this experienced by the people being assessed?

We can see therefore that there is a framework that decision makers are required to consider
when making decisions under the Act but the Code does provide further guidance to stress
that the ‘guiding principles’ should be used to inform not determine decisions. It also
emphasises the impact of context on how they are weighted against each other and
considered in each individual situation. Models of understanding decision making highlight
the use of both tacit and analytic knowledge including the potential for bias and anchoring to
inform decision making. Research from Fistein et al (2016) proposes ways in which
practitioner values can inform decision making My research concerns itself with how this
‘weighing up’ is applied in practice, the bridge between policy and practice and if indeed
practitioners do inform their practice by this framework. A review of the literature
demonstrates that there is a scarcity of research exploring how AMHP’s have begun to apply

these principles in practice since the legislative changes of 2007.

Contextual factors sauch as trends in use of the Act, statistical evidence around higher rates
in lower socio economic groups, age, race are all factors layered with the expectation that
they bring a social model perspective to the assessment whilst arguably entrenched in a

medical model led understanding of mental distress.

Decision making has serious life changing implications for people and the AMHP role in the
system has not been subject of extensive research focus. This research aims to shed further

light on this:

How do AMHP’s make decisions during Mental Health Act assessments?

Aims:
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e To explore how AMHP’s generate and synthesise knowledge to make decisions.

e To consider if and in what ways decision making corresponds with the model of
decision making outlined within the MHA Code of Practice’s ‘Guiding Principles'.

e To explore how AMHP’s make the links between policy and practice in their work and
what motivators drive these links.

e Toidentify barriers and aids to decision making within the context of a Mental Health
Act assessment — such as the impact of time constraints, emotion and environment

on decision making

The next chapter sets out how | went about designing the research to seek to answer the

research questions.
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Chapter 3: Methods

This chapter provides an outline of and rationale for the research theory and methods that
were used to seek answers to the research question. The epistemological and ontological

assumptions that underpin the research design will also be set out.

Qualitative methods, combining observations and semi structured interviews were used to
elicit data, with fieldwork carried out accompanying AMHPs during their working day. Whilst
taking this approach would necessitate careful navigation to gain ethical approval, as | had
worked as an AMHP in my Social Work practice | was of the view that carrying out fieldwork
would lead to a richness of data around day to day practice that would be less available via

interviews alone.

Due to the observational methods used in this study and the focus on an ethically sensitive
topic, a detailed account is provided of the journey that led to ethical permissions being
granted, and a discussion around the ethical dilemmas presented. The specific research
techniques are outlined, and in-depth information provided about the research access
procedures, sampling strategy and accessibility. The validity and reliability of the research
are also explored, considering the triangulation of data collection methods and the strengths
and limitations of the approach taken. Reflections on the research process are threaded
throughout this chapter but made explicit in a section considering researcher reflexivity and
reactivity to the research process and the ‘realities’ of putting research design into practice
in an ‘in vivo’ research setting. The chapter ends with a description of the analytical

techniques employed and a rationale for this choice of method is provided.

3.1 Research Theory: Situating the research Epistemologically and Ontologically:
Cruickshank (2003, p. 5) states;

‘We need to understand where we are coming from to make sense of how the
conclusions we draw from empirical research are framed within particular ontological

assumptions about how social reality is constituted’.

My standpoint is as a qualified Social Worker with a value base that has been informed by

professional training in terms of anti-oppressive practice, rights-based practice, and social
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justice. This sits alongside my personal values that align with principles around social justice,

(Pickett & Wilkinson,2009)

Social Work knowledge, research, practice, and education draws upon a range of academic
disciplines such as sociology, psychology, social policy, politics, health sciences and
philosophy (Webber & Carr, 2015). Arguably Social Work research sits within a tradition of
practice-based research with increasing focus on contributing to debates around evidence -
based practice. It is within this mixed bag of disciplines that my own academic training has
occurred, threaded through with what | can remember from an Undergraduate degree in

Philosophy 25 years ago.

From the outset, the purpose of this research study was to produce original knowledge that
is of practical use - to inform social work practice and to contribute to the field of AMHP
decision making. | aimed to shed light on an area of decision making that occurs every day
across England and Wales but usually behind ‘closed doors’ with little research scrutiny
despite the outcome of those decisions having the power to deprive an individual of their
liberty. With aninterestin human rights | hoped to explore how these are upheld in everyday

scenarios.

It was not the intention to productive definitive answers to the research questions, as
arguably this is not the nature of the social world which is ever shifting and complex. This way
of seeing the world seems most closely allied with critical realism (Bhaskar, 1978) — that by
conducting empirical research it is possible to say something about the world and results of
that enquiry that can be generalisable to some degree, but there is also acknowledgement
that interactions between groups and individuals are socially constructed and context and
culture dependent. (Pawson & Tilley, 1997). Use of this approach enabled me to explore my
standpoint as a ‘practitioner researcher’ and the strengths and pitfalls of researching a topic
that | am familiar with from both perspectives (e.g. impact on the research design through to
analysis of the data). Houston (2010) advocates the use of critical realism as an underpinning
philosophical position when undertaking qualitative research that explores social work

practice.

Houston (2001) offers a critique of the post-modern turn within social work theory and

practice and explores critical realism as an approach that reconciles some of the key debates.
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One of the advantages of the approach for a field of practice concerned with social justice
and anti-oppressive practice, is the approach to knowledge, with an acknowledgement that
there are social structures that exist (such as power, law, discrimination) and that the ways in
which society interacts with these structures can be empirically explored. Pilgrim (2014)
explores the use of critical realism as a methodology to explore mental health practice. He
argues that it enables critique of the dominant narrative driven by a diagnostic medicalised

approach to understanding mental health.

Pilgrim (2014) explores the polarisation of positivism and social constructionism and proposes
that critical realism sits within a middle ground that moves beyond these debates and thus
has relevance for producing meaningful research in the field of mental health. He argues that
critical realism enables research to be framed in such a way as to place emphasis on
acknowledging, exploring, and challenging the dominant assumptions and narrative that
underpin knowledge in this area of practice. He explores the relationship between critical

theory and critical realism in this context:

‘Critical theorists and perhaps Habermas in particular, recognised that dominant
positivist narratives potentially play a role in ensuring the continuation of status quo
explanations of social phenomena. Critical realists for their part articulate this position
by suggesting that looking beneath the surface and developing explanations for what
causes things to happen is potentially emancipatory in that it can challenge and
ultimately help change dominant narratives and discourses, something which
positivistic approaches often fail to do or are not concerned with doing in the first

place. (Wilkinson, 2019, p2)

Teater et al (2017) argue that underpinning Social Work with Evidence Based Practice enables
the profession to demonstrate to policy makers more robustly and most importantly the
public, the valuable contributions the profession makes to social care. This perhaps
demonstrates the ways in which practitioners are encouraged to negotiate an understanding
of the world combining what can be learnt from the ‘real world’ that exists and the contextual
understanding of individual situations — the dualism that is supported by taking a critical

realist approach. Pease (2012) explores these dilemmas for Social Work practice and research
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and suggests that rather than staunchly maintaining an objective universalist or subjective

relativist position, research should seek to bridge the gap between the two paradigms.

In summary, an understanding of critical realism has informed this research in terms of
informing the epistemological positioning of the research. It does not claim to sit purely
within this methodological approach but borrows from the key principles that underpin it as

a rationale as to why the findings might be relatable and relevant to all AMHP practice.

3.2 Values Based Research
A key motivator for me is the impact that research can shed light on social issues. Having

worked in AMHP practice | have observed and been a part of the power that the MHA has
over individuals who have their liberty deprived. Longhofer & Floersch (2013) write from a
critical realist perspective and set out the case for the ways in which research should be

informed by values and how this can be enacted in terms of reflexivity to the research process:

‘Indeed, it could be argued that truly reflexive practice and research on practice is
guided by this inevitability and by the creative tensions between the normative and
the descriptive. In short, reflexivity is not only the hoped-for practice outcome. We
hope, too, that our scientific practice is reflexive and by that we mean that values are
fully engaged as objects of inquiry in their own right and that methodological choices
are informed by those value commitments and recursively explored in the research

process’ (Longhofer & Floersch, 2013, p4).

The research questions and research design aim to explore values-based practice and are

motivated by a value base that promotes social justice.

Tew et al (2006) propose a set of principles to inform the value base of social research within

mental health with one principle being to ensure research has an emancipatory purpose:

Emancipatory purpose — how will research produce evidence and theory that can

enable service users and carers to:

® have a greater awareness of their situation so that they can make informed decisions

and choices

e have more control over the direction of their lives



62

e participate more in social, economic, and political life and can enable them, in

conjunction with practitioners and members of the wider community, to:
e challenge stigma, injustice, and social exclusion? (Tew et al, 2006)

3.3 Ethical Considerations informing choice of methods:
Initial considerations around the research question included how ethical it was to include

people who had been assessed under the MHA as research participants. For example, they
may feel they already have more than enough of their time taken up with talking to
professionals and so may be reluctant to participate. The process of being assessed under
the Mental Health Act is potentially disempowering and traumatic — this may lead to
individuals being motivated to talk about their views in relation to this but it could also mean
that potential participants choose to leave these experiences in the past and not revisit them.
There was the potential that service user’s may be guarded, perceiving me as a professional

who is part of ‘the system’ and give me an edited or angry version of events.

The research proposal and later the research protocol was been reviewed by a service user
and advocacy group who fully supported the aims of the project and the methods used (see
Appendix 1). Support was also gained from AMHP practitioners and the Head of Collaborative
Research at the proposed NHS research site. Whilst there were ethical implications to
carrying out research that included observations of practice, given the lack of research
evidence that explores what occurs during a MHA assessment and given this event has such
an impact on the human rights of an individual it is a research worthy topic (see Stone et al,

2019).

Observations of social work practice ‘in the field” are also advocated by Ferguson (2014) who
notes that little research focus has been given to what actually occurs in social work practice
between practitioners and clients, with the majority of observational studies taking place

within the office environment rather than in the community, within service user’'s homes.

3.4 Decision to use Qualitative Methods
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The research utilised observations, field notes and interviews to generate qualitative data

suitable for analysis by qualitative methods.

There were two components to data collection:

1. Observations of day to day AMHP practice including accepting referrals for MHA
assessments, coordination, and attendance at the assessment. Data was captured through

use of field notes.

2. Semi structured interviews conducted with AMHP’s and people with lived experience to

explore how decisions are made.

Webber & Carr (2015) argue that the polarisation of research methods is unhelpful in the
context of Social Work research as the different types of research knowledge generated by
guantitative and qualitative methods can be useful in providing a broader understanding of
the social issues it aims to shed light on. Consideration was given to a mixed methods
approach to explore the research questions. For example, an online survey with free text
could explore AMHPs attitudes towards the Guiding Principles would have enabled access to
a large cohort of AMHPs and would have generated a large data set around attitudes. These
findings could then be analysed as a distinct data set alongside the observation and interview
data. However, as the intention of the research was to explore the nuances of every day
AMHP practice and decision making, and what underpins this’, a purely qualitative approach
was adopted. The research was inductive to some extent although informed by research
questions. Whilst | considered taking a theory driven, realist evaluation approach as outlined
by Pawson & Tilley (1994) ( evaluating a framework of decision making to understand decision
making), the literature highlighted significant gaps in research knowledge about the nature
of AMHP decision making, the contexts within which they occur and the nuances of practice.
The use of an inductive qualitative research methodology aims to fill these gaps and
contribute to new knowledge about decision making and the contextual factors that influence

this.

3.5 Case Study Approach
A qualitative case study approach was taken to explore the research questions. This approach

arguably ‘permit(s) the evaluator to study selected issues in depth and detail (Patton, 1990,
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p13). It also enables a breadth of focus to the study, to allow the data to drive the research,
inductively. This approach isin line with both the nature of the questions and the ontological
and epistemological assumptions that underpin the research as there is opportunity to

consider empirically the contexts that drive decision making.

‘Case studies generate context-dependent knowledge which is an appropriate form of
knowledge base in social sciences and disciplines based on observation and
understanding of human behaviour and interaction in context’ (Widdowson, 2011,

p25).

The focus of the research was decision making in AMHP practice and the case is the research
site within the observations and interviews were carried out. Whilst case study approaches
can be criticised for their lack of generalisability the ‘So what?’ question, Flyberg (2006)
defends the use of case studies as a means of contributing to the generation of knowledge.
Flyberg suggests that as learners, humans base their understanding on seeking information
on a range of cases and examples which, when considered alongside a range of other sources
of knowledge, enable us to know something about a particular topic or field. These research
findings aim to say something that is generalisable across all areas of AMHP practice at all
times, with one aim of the research questions and methods being to generate themes that
have relevance to the research focus — how AMHP’s make decisions. These themes may then
generate questions for further research alongside highlighting issues and trends that could
prompt reflection on practice for individuals, in response to the findings. In this way the

research aims to be of value to both theory and practice.

Peay (2003) outlines the pros and cons of ‘in vivo and invitro’ research methods, i.e. being
research conducted ‘in life’ rather than in a ‘laboratory’. Her own research exploring how
professionals make decisions during Mental Health Act assessments took a vignette case
study approach and she advocates this approach as a means of placing greater controls upon
the research and the data that is generated. Peay highlights some of the ethical and
methodological implications of carrying out ‘in vivo research into professional decision

making;

e Cost—time, resources and financial

e Difficulties in accessing decision makers
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e The decision-making process may be intermittent and infrequent

e The recollection and explanations for their decision making may be affected by the
passage of time if it is not possible to interview decision makers soon after a decision
has been made

e Some research is ‘barred’ in practice due to issues with access

e Data collection must be extensive to control for the many exogenous variables that

may complicate these studies (Peay, 2003, p122)

As will be detailed later in this chapter when discussing the ethical implications of carrying
out this research, it was necessary to address the points raised by Peay (2003) plus the other
dilemmas highlighted, when designing this research and gaining favourable ethical opinion.
As has been referred to previously, this PhD has been funded by an Economic and Social
Research Council studentship via the Social Work pathway that aims to invest in social work
research. Having the space and time of post graduate research study to devote to designing
and carrying out this research enabled it to happen as it has been a time-consuming process
given the obstacles and hurdles that had to be overcome in order to arrive at the point of

collecting data.

3.6 Ethnographic methods:

Ethnography is defined as:

‘A particular method or set of methods which in its most characteristic form involves the
researcher participating overtly or covertly in people’s lives for an extended period of time,
watching what happens, listening to what is said, asking questions — in fact, collecting
whatever data are available to throw light on the issues that are the focus of research

(Hammersley & Atkinson, 2007,p1).

Using observational methods | had the opportunity to reflect in action on what was occurring
during an assessment (Schon, 1984) aiming to capture something of the intangible nature of
an assessment — the emotions that underpin it, the pressures (both seen and unseen) on all
the parties involved. Nuances such as a GP looking at her watch and wanting to hurry the

assessment along, the AMHP without a mobile phone signal and having in the back of his mind
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that he has his child to collect from the after school club and no way of letting them know he
will be late. | could case my gaze to shed light on how knowledge is generated, balanced and

a decision then made within these contexts.

Pithouse (1998) carried out observations of social workers based in child care settings over a
period of 12 months with a key aim to make the ‘invisible trade’ of social work visible by
producing empirical research to shed some light on the activities that take place beyond doors

often closed to researchers, ‘in vivo'.

‘Social Workers, like all of us, must establish the bases for their activities. They
routinely do so through the medium of talk. They, like most of us, are not professional
theorists of the social structure, nor for that matter of the psychological structure of
group and individual processes. It is in this respect that oral traditions are typically
bereft of a technical or medical vocabulism. They do not employ some arcane argot;
like most of us they live in a broader collective that the work setting. They apply the
language of their broader membership to express the common-sense theory of doing

social work’ (Pithouse, 1998, p158)

A statement from Hammersley & Atkinson (2007), describing the merits of ethnographic
approaches, provide further justification for use of observational methods to gather data to

answer the research questions;

‘What is happening here, then, is a significant development of the ordinary modes of
making sense of the social world that we all use in our mundane lives, in a manner that
is attuned to the specific purposes of producing knowledge’ (Hammersley & Atkinson,

2007, p17)

By using ethnographic methods within a case study site (Brewer, 2000), complimented by in
depth semi structured interviews, a depth and richness of data could be gathered that would
not be possible if interviews were the only method, as they would report on an event through
the lens of time having passed, reflection and hindsight impacting on what is reported or felt
relevant to mention by the participant at that momentin time. Patton (1990) notes that when
some aspects of practice become more routine ‘they may cease to be aware of important
nuances that are apparent only to an observer who has not become fully immersed in those

routines’ (p204). As my identify as an AMHP was known to practitioners there is a risk that
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through use of interviews alone they may assume shared knowledge and so something of the

nature of how they make decisions in practice could be lost (see Pithouse, 1998)

‘For researchers, the closeness of the case study to real-life situations and its multiple
wealth of details are important in two respects. First, it is important for the
development of a nuanced view of reality, including the view found at the lowest levels
of the learning process and in much theory, that human behaviour cannot be

meaningfully understood as simply rule-governed acts’ (Flyberg, 2006, p222).

Field notes were written during the observations, noting what happened during the
assessment from the point in time that a referral was received by the AMHP, to the end of
the assessment. Reflective memos were added soon after each observation to begin the
analysis of the data whilst the event remained fresh in my memory. Hammersley & Atkinson’s
(2007) guidance was followed on managing the vast amount of field notes that were
generated during observations with the additional aim of supporting the analysis and

strengthening the quality of the research findings.

Hammersley & Atkinson (2007) provide useful advice on ways to manage the vast amount of
field notes that are generated during observations and how this organisation strengthens the

quality of the research.

‘These techniques play an important role in promoting the quality of ethnographic
research. They provide a crucial resource in assessing typicality of examples, checking
construct indicator linkages, searching for negative cases, triangulating across
different data sources and stages of the fieldwork, and assessing the role of the

researcher in shaping the nature of the data and the findings’ (p157).

In advocating observational methods to shed light on research practice Ferguson states;

‘Reclaiming this lost experience of movement, adventure, atmosphere and emotion is
an important step in developing better understandings of what social workers can do,
the risks and limits to their achievements, and provides for deeper learning about the

skilled performances and successes that routinely go on’ (Ferguson, 2010, p1102).

Use of these methods enabled data to be generated that could be triangulated to produce

research knowledge. The aim was to produce findings that are not just an account of what
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AMHPS do (which, as an AMHP | was familiar with), but a robust method of making sense of
this information from a research perspective. Personally, this would lead to a shift from
practitioner knowledge to researcher knowledge but maintaining relevance to practitioner

due to this dual approach to seeking answers to the research questions.

Guidance was also taken from the Mental Capacity Act Section 32 (3), regarding carrying out
research with people who are unable to give consent and the requirements of the ESRC
framework for research ethics (2012). The initial application to the Social Care Research
Ethics Committee had used this legislation to design the research as my perspective was that
the person would be likely to lack capacity to understand the full implications of participating
in research on the day that they were assessed under the MHA. However, the Ethics
Committee took a different view and required me to gain consent to use the observational
data after the event. This was unexpected as suggested their view was that the observation
in itself was not research, rather it was the subsequent use of the data that defined at which

stage the fieldwork became research.

3.7 Observations of Practice:

Observations of practice took place within a range of settings within which AMHP’s are based
(within the case study site) such as multi-disciplinary Community Mental Health Teams and
out of hours services that are staff solely by local authority staff. Based on my working
knowledge of the AMHP role it was my assumption that this approach would produce a broad
range of opportunities to observe assessments within the community including in service

user’s homes and on hospital wards and police custody suites.

Designing the interviews:

The interview schedules for both AMHPs and people who had been assessed were designed
to prompt a reflective discussion about an event we had both experienced either as
researcher (me), the AMHP carrying out the assessment, or the person who the assessment
was for. The comprised open questions and prompts that also provided scope for the
discussion to lead in unexpected ways rather than being narrowly confined to a rigid interview
schedule. The questions were designed to maintain a focus on decision making, for example,

from the AMHP interview (Appendix 2):
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e Why did you decide to become an AMHP?

e Looking back at the recent assessment, what are your overall impressions of what
went on?

e What went well?

e What didn’t go so well?

e Would you have done anything differently with the benefit of time to reflect on what
happened?

e What types of knowledge did you draw upon during the assessment to help you make
a decision? (Prompts — tacit, case law knowledge, evidence based/research-based

knowledge).

| considered models of professional reflection (e.g. Gibbs, 1988, Schon, 1991 and Johns, 2000)
that | used in practice when supervising Social Work students and borrowed from these

approaches to underpin the interview with prompts designed to aid reflection.

| drew upon my Social Work skills to set the scene, form a rapport, and promote an
environment where the participant might feel able to speak openly about the topic. | used
active listening skills including use of silence to allow time for thoughts to germinate and

meaningful space to think through responses both my own and the participants (Green, 2008).

The same approach was taken with the interview schedule (Appendix 3) for people who had
been assessed under the MHA. Further to the initial NRES application this was amended to
reflect feedback and requirements from the committee. It was also approved by the service
user network research group. The full version in within the appendix but example questions

include:

e Please tell me a little bit of background as to why you are, how long you have had
contact with MH services etc.

e What do you remember about your recent assessment under the Mental Health Act?

e What are your main thoughts about that day?

e Why do you think you were assessed under the Mental Health Act?

e How were you involved in the decision making during the assessment?

e How were your views and wishes taken into account?
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The questions were designed to explore how the Guiding Principles of the MHA were
experienced (or not) during the assessment as the questions related to the values that

underpin these Principles.

3.8 Early considerations around access and recruitment:
As a practitioner researcher | was well placed to access to research participants due to links

with local authority workers and knowledge of the management structures that AMHPs are
subject to. This enabled the identification of gatekeepers and ensured that discussions could
take place at the outset of the research design to determine the feasibility of access to
research participants. Prior to seeking ethical approvals, | liaised with the key gatekeeper in
the research site and was able to establish early on that there was a ‘will’ to support the
research using observational methods of ‘real life’ Mental Health Act assessments. | was also
able to consult with service users/survivors to discuss the research project and gain feedback
from this stakeholder group. Having received positive feedback and support to explore this
area of practice boosted my morale and motivation when overcoming the various hurdles
that had to be met prior to the fieldwork being carried out. Having an understanding of the
duty rota system that the majority of AMHPS tends to operate within | was also able to plan
for the logistics of recruitment and setting up not only the observations but also following up
with the interviews for both AMHPS and service users. Having an ‘insider’ knowledge of
mental health services helped towards ensuring the research methods were realistic and
achievable. This insider knowledge also assisted the successful ethical approval process and

planning recruitment and access.

3.9 Sampling and Recruitment Strategy
The case study site was selected using an information orientated selection method (Flyberg,

2006), that being that the research site chosen was likely to produce a range of learning
opportunities about what goes on in practice. This case study site lends itself to the answering
of the research questions as the chosen Local Authority operated across a range of urban,
suburban and semi-rural sites and had a large population (over 500,000 according to the 2011
Census returns) and so allowed opportunity for observations of a range of assessment settings.
Whilst it was not the intention of the study to claim that the case study site was a

representative sample, AMHP work is varied and complex and the case study site was chosen
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to reflect the context within which all AMHP’s operate. There was also the pragmatic choice
of site as it needed to be geographically accessible for me to spend time carrying out the

fieldwork and as it is more time and cost effective to carry out the research more locally.

The case study site allowed observations of practice in a range of settings within which
AMHP’s are based (within the case study site) such as multi-disciplinary Community Mental
Health Teams and out of hours services that are staff solely by local authority staff. These
settings were likely to produce a broad range of opportunities to observe assessments within
the community and on hospital wards and police custody suites. The case study setting also
facilitated observations of AMHP’s positioned with a range of working environments
including those ‘integrated’ and those ‘de-integrated’ with NHS staff, which perhaps does

have some bearing on the types of approaches that are used by practitioners.

All AMHP’s who were currently employed and participating in the AMHP duty rota within the
Local Authority case site were invited to participate in the study with a total of up to 10 being
recruited. At the time of recruitment to the research there were around 45 full time
equivalent AMHP’s practising in the case study site, totalling 75 individuals. The aim at the
outset was to observe up to 10 Mental Health Act assessments with a limited number of 10
AMHP participants. This number was determined to ensure sufficient data was gathered to
explore a range of assessments and circumstances and was limited to ensure that the analysis
of the data could be carried out at a level to ensure the richness and nuance is explored in

depth.

The participant numbers were limited as although employed by a Local Authority, AMHP’s are
usually based within multi-disciplinary teams with NHS colleagues and alongside being on a
duty rota for Mental Health Act work, also carry out non statutory work. As informed consent
would be required from wider team members to permit observations to take place within
these shared work bases, logistically it would not be possible to seek this from ten separate
teams - therefore, through collaboration and liaison with the potential participants, the
AMHP’s who were recruited ideally would be based in 2-3 different teams. This decision was
taken as it was felt that the approach to recruitment would not impact upon the nature of
the assessment received as these occur randomly from the wider geographical area. There

was the potential for a further 30 co-worker participants (based on 10 workers per team) to
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be involved in the research taking this approach to recruitment, although research data would

not be collected in relation to their practice.

Service user participants would be included if they were referred for assessment by a
participating AMHP and the inclusion criteria was met (outlined below). The service user
would be invited to be interviewed about their experiences of being assessed within
approximately 1 month of the assessment taking place if someone who knew them well could
confirm that they were able to give informed consent at that time. The total number of

service user participants would be up to 10.
Total sample size: 20

The research aimed to observe 10 Mental Health Act assessments, gathering field note and

audio recorded data.
The sample to be comprised of:

e Upto 10 AMHP Participants

e Upto 10 service user participants

e Upto 10 post observation interviews will take place with the Approved Mental Health
Professionals participants who carried out the observed Mental Health Act
assessments.

e Upto10interviews will be carried out with the service users whose assessment under

the Mental Health Act was observed.

AMHP participants were identified via the Lead AMHP for the Local Authority who held
contact details for all AMHPs operating in that area. | also attended the AMHP's team
meetings to provide information about the research and follow this up with email to each
AMHP containing the participant information sheets (Appendix 4). Once an AMHP indicated
via email or telephone that they were interested in participating they received a consent form
to sign and return. | planned that if more than 10 AMHP's consented to participate a

pragmatic decision would be made to select the 10 participants based on their team base.

AMHP Co-workers would be identified by requesting via the participating AMHPs a list of

contact details for their team members. | then emailed a copy of the co-worker participant
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information sheets (Appendix 5) to all team members and attended a team meeting to

provide verbal information about the study and to answer and questions that may arise.

Service User participants would be identified when a referral for a Mental Health Act

assessment is received by the participating AMHP.

Inclusion Criteria:

e AMHP practitioner employed by X and participating in the duty rota for carrying out
Mental Health Act assessments.
e Service user who gives verbal consent to have their assessment observed and later

gives informed consent to the use of this data.

Exclusion Criteria:

e An AMHP who is no longer practising in X.

e Aservice user who does not give verbal consent or gives verbal consent to be observed
but chooses not to consent to the use of this data being used for the research.

e Aservice user who is under the age of 18.

e A service user who lacks the capacity to give informed consent to either stage of the
research.

e A service user who verbally objects to the researcher being present during the
assessment.

e A service user who has a long-term cognitive impairment such as a diagnosis of
dementia which makes it unlikely that they would regain capacity to consent to
participate.

e Aservice user who becomes distressed by the research process.

e Any participant who withdraws their consent to participate.
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3.10 Gaining Ethical Approval — the National Research Ethics System and Social Care
Ethics Committee
By far the greatest challenge to carrying out this research project was the ethical implications

of the use of the methods employed. At the outset of the research design several individuals
— a psychiatrist, a Social Work academic, some AMHP practitioners shared their views that |
would ‘never get ethical approval to do that” when | spoke about my intention to observe
Mental Health Act assessments for the purposes of research data collection. However, Harry
Ferguson, a Social Work academic who has written extensively and advocates for the use of
observational methods in his exploration of Child Protection practice asked me: ‘why not?
Thus began a journey that took over 12 months from the point of submission of the NRES

form, to the first day of fieldwork.

Stone et al (2019) of which | was a co-author, outline the challenges of gaining ethical approval
to carry out research into AMHP practice given the context within which they practice, across
Local Authority and various NHS sites. This is cited as a barrier to carrying out AMHP research
and an argument presented as to why this is of concern in terms of the potential lack of

scrutiny upon a role that makes such key decisions in an individual’s life:

‘The key issue here is that the current multisite procedural ethical governance
processes can act as disincentive to designing and undertaking a study that focuses
upon the AMHP profession. AMHP work happens away from public scrutiny as the
assessments which are undertaken occur in people homes or institutional settings.
Although arguments for privacy and upholding dignity are convincing as to why this
should be the case, research offers the opportunity to illuminate AMHP practice and
provide some form of evaluation where otherwise none would exist. Recent UK
governmental statements have expressed concern about the over use of the mental
health legislative powers being used to remove the liberty of people who are
experiencing mental disorder and at risk, but the opportunity to offer evidence is

diminished through problematic procedural ethical arrangements (Stone et al, 20189,

pl2).

The main ethical issues for this project related to the involvement of human participants and
the potential risk of harm that the study could place them under. The study aimed to interview

mental health service users who, due to this status, were regarded as vulnerable (ESRC, 2012).
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The plan was to involve people with lived experience in two ways — during the observations
of practice and when invited to talk about their experiences of being detained via a semi
structured interview. Asthe researchinvolved NHS patients and Local Authority service users,
it was necessary to seek approval via the Health Research Authority National Research Ethics
Committee. | specifically took the application to the Social Care Research Committee which
required a trip to their office base in London to present the case to the committee. The study
gained favourable opinion on the 22" May 2015 (REC ref no: 15/IEC08/00). The final
application was accompanied by a large volume of supporting documents including six
different participant information sheets dependent upon the circumstances of recruitment

and consent (please see appendix).

As the AMHP participants were employees of the Local Authority, appropriate approval was
required to involve these participants as per local R&D policy. In addition, R&D consent was
also required via the NHS Trust within which the AMHPs were operating, as people being
assessed who | hoped to recruit, were NHS patients, AMHP co-workers may be NHS
employees and the observations were likely to be taking place on NHS property. This led to
a long journey of navigating the University ethics procedures but also gaining approval from
the Social Care Research Ethics Committee via the National Research Ethics System. It also
led to confusion from the University R&D team as there were no clear procedures in place
clarifying what ethical permissions were required from the Local Authority as the employees
often worked within an NHS setting. Logistical challenges prior to access led to substantial
delays to the research timeline and highlighted potential barriers to carrying out research in
more complex areas of practice. There were points in the journey when | considered
abandoning the plan and redesigning the research exploring a research design that would be
less likely to encounter such challenges. However, this would have meant losing the
observational element of the study which | felt was too important to jettison — and so |

persevered.

The key issue was how to gain informed consent to participate in the research. For example,
when preparing the ethics application | considered that for stage 1 of the research, the
interviews, advance consent would not be possible to gather from the service user

participants if the assessment was unplanned as is often the case, and so careful thought was
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required to manage this issue ethically. Quirk et al (2008) carried out a similar study using
observational methods to explore decision making in the context of Mental Health Act
assessments although this was prior to the amendments to the Act in 2007. Verbal consent
was deemed sufficient from the service user participants in this study and no reference is
made to the issues in the authors summary, around gaining informed consent. In addition, a
similar study gained ethical approval to be carried out in South Maudsley NHS Trust,
commencing in 2012. A film crew from Channel 4 shadowed AMHPs' during Mental Health
Act assessments. This included filming participants who were unable to give consent at the
time for filming to take place. Filming took place after consultation with the care team who
were asked to give an informed opinion as to the appropriateness of the film crew being
present. The crew returned to the service user once they had capacity to consent and if they

refused then their film was not broadcast.

Whilst initially | drew upon guidance from the Mental Capacity Act 2005 (DoH, 2008) to inform
involving participants who may lack capacity to consent, as the NRES felt it unnecessary the
final ethical approval around gaining consent took a similar approach to the Channel 4
documentary. Consent would be sought at a later date from people who had been observed
at their MHA assessment with the requirement to consult with the person’s care team prior

to an observation taking place.

Participating in the research did not alter the care or treatment that the individual being
assessed would have otherwise received. There was a risk that service users may feel coerced
to participate but this was reduced and managed by informed consent being reviewed at
different time points in the research (via seeking verbal consent prior to the observation,
gaining informed consent after the observation and seeking consent again prior to the

interview).

3.11 Negotiating consent
Due to the nature of ethnographic research, that being that it seeks to explore ‘real life’

situations as they occur in ‘real time’ there are inherently ethical challenges to anticipating
and therefore gaining informed consent for all possible events whilst carrying out field work.

Murphy and Dingwall (2007) explore these issues in depth and suggest that issues around
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consent are constantly being negotiated and re negotiated between researcher and

participant.

‘Typically, at the start of such research, consent is both tentative and limited and the
researcher’s access to sensitive aspects of the setting may be restricted. Over time,
as the trust between researcher and hosts develops, access may be granted to

previously restricted areas or interactions’ (Murphy & Dingwall, 2007, p8).

Service Users: There are issues with gaining informed consent due to the often-emergency
nature of a Mental Health Act assessment and it being unreasonable and potentially coercive

to gain this on the day of the observation.

The inclusion and exclusion criteria outlined the situations when an observation might not be
appropriate, for example if the person being assessed was unlikely to have the capacity to
give informed consent such as an individual experiencing an advanced stage of dementia.
Prior to seeking consent to observe an assessment | outlined how a discussion would take
place with the participating AMHP as to the appropriateness of this, considering risk issues
amongst other factors. | anticipated that there would be three different approaches to

gaining consent based on three different scenarios:

1. If the participating AMHP is aware of an assessment with at least 48 hours’ notice and if it
is appropriate to do so based on the inclusion and exclusion criteria, the person due to be
assessed would be given the participant information sheet and given at least 48 hours to
consider giving informed consent for their Mental Health Act assessment to be observed and
also to be audio recorded. They would then be contacted further to the assessment to check

that consent is still given and to invite them to be interviewed (See Appendix 6).

2. If the assessment is unplanned then verbal consent for the observation of the assessment
would be sought, and to audio record it, prior to the assessment commencing. If this was
provided, they would be given a brief information sheet at the end of the observation to
outline the research and to ensure that they had my contact details. | would then liaise with
the assessed person’s care coordinator to determine an appropriate time for them to receive

the full Participant Information Sheet and to consider giving informed consent to use of the
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data gathered prior and during their assessment and/or to be interviewed about their

experience of being assessed (See Appendix 7).

3. If a person being assessed chooses not to have their observation observed but data was
gathered during the observation of the AMHP carrying out work prior to the assessment,
informed consent would still be sought from the person being assessed as this is information
about them. | would then liaise with the assessed person’s care coordinator to determine an
appropriate time for them to receive the full Participant Information Sheet and to consider
giving informed consent to use of the data gathered prior to their assessment and/or to be

interviewed about their experience of being assessed (See Appendix 8).

Family and Friends — as it is possible that the person being assessed is accompanied by a
friend or family member, it would be necessary to gain their consent to observe proceedings.
They would be asked to provide verbal consent on the day including a request being made for
permission to audio record the assessment. They would then be given a Participant
Information Sheet to consider giving informed consent for any data gathered during the

assessment that includes their comments, to be used in the research.

Although | was unable to recruit any participants who had been assessed, had these occurred
| had taken steps to manage any distress the questions may lead to, with sensitivity to the
personal nature of the research topic. Built into the research design was respect that the
participants may choose not to answer or talk about some aspects of their experiences. In
addition, if during an interview a participant became distressed or upset, they would be asked

if they wished to stop the interview or have a break from the interview.

To mitigate risks and offer support, service user participants would be given information
about the Independent Mental Health Advocate service (if the assessment had led to their
detention under the Act). Participants would also be given information about Patient Liaison
and Advice services in their area should any concerns about practice arise that they wished
to pursue. They would also receive contact details for the researcher so that if there were
any follow up questions after the formal interview they could make contact and be provided
with relevant follow up information as required to aim to alleviate any anxieties they may

have about participation.
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Throughout the research process all participants were reminded that they were free to

withdraw consent at any time.

In terms of the risk to the AMHP participants, the primary issue identified was the burden on
their time of participating in research at both the observation stage and the interview. As a
workforce working under pressure it was possible that being observed and having to

accommodate me as a researcher could add to these stress loads.

It was also necessary to consider and identify issues around consent and risk in relation to the
AMHP co-workers at any team within which the AMHP is based. They were informed of the
study and asked to give informed consent to the researcher being present for any
observations they were also involved in. Given that the observations research would take
place withinthe AMHP's working environment, the potential for individuals who have no prior
knowledge of the research to become part of the observation, was identified. For example,
co-workers such as General Practitioners, police, and ambulance crew. They were given
information about the study and asked me to give verbal consent for the me to be present
and to return signed consent forms after the observation had taken place. It was also possible
that friends or family members of the service user who is being assessed would be present.
This scenario did not arise but plans were made that in the event of others being present at
the assessment, they would be asked to give verbal consent to the observation and given
Participant Information Sheets and a consent form to return after having at least 24 hours to
consent to the use of data collected from an observation from which they became a part. The
co-workers and family/friends of the service user were not considered research participants

as their role in the decision-making process is not the focus of this research.

Provisions were made that any AMHP or service user participants would be given the
opportunity to withdraw consent at any time during the observations. AMHP’s within the
teams who did not wish their practice to be observed were reminded that they were free to
refuse to consent and | agreed to ensure that any observation be suspended should that

worker have any interactions with the participating AMHP.

As part of the application for ethical approval | considered the potential that for service users,

being observed and talking about their experiences of being assessed and potentially
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detained under the MHA could be emotionally distressing. Stress is thought to contribute to
relapse of mental health issues (Zubin & Spring, 1977) and so this needed to be addressed as
a risk. These risks were balanced with the benefit to the service user participants as research
suggests that having a voice and being heard is empowering to individuals and that this leads

to a positive outcome of mental well-being (Postle et al 2008).

Prior to an observation of practice, the person being assessed would be asked to give verbal
consent for me to be present. As there was the possibility that an additional person being
present at the assessment could cause further distress | assessed and managed this on an
ongoing basis throughout the observations, with a low threshold of stopping the observation

if necessary to prevent further distress.

Figure 1: Decisions and Consent Process as agreed by the Social Care Ethics Committee
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3.12 Researcher Safety
It was necessary to consider my own safety during the fieldwork particularly as | was in the

late stages of pregnancy when carrying out the observations. During the observations | was
in the company of the participating AMHP. An assessment of potential risk to participant and
researcher safety was carried out through a conversation with the AMHP prior to each
assessment. | also drew upon my practice experience of carrying out Mental Health Act
assessments and my wider Social Work practice to assess and manage any risks to personal
safety and would have withdrawn from a situation where this could not be maintained. If the
AMHP advised that the observation should stop due to risk to participant or researcher safety

| confirmed that this would be respected.

| also agreed to adhere to Local Lone Working Policies outlined how | would ensure that the
individuals care coordinator was aware of any visits to carry out interviews, and also that the

team base is informed when the interview has finished and | was leaving the research site.

3.12 Accessibility
Prior to commencing the fieldwork, it was necessary to gain favourable ethical approval from

the Social Care Research Ethics Committee. Alongside this | was required to fulfil the
requirements of the NHS Research and Development procedures which required amongst
other things an Occupational Health Check, Hepatitis B jab, research passport and DBS check.
| also had to have all the interview schedules and participant information sheets and consent
forms reviewed and approved by the local Service User Network group prior to starting the
fieldwork. Given the relationships | had nurtured from the start of the project | was able to
start recruiting participants as soon as | received a favourable opinion. However, as is
outlined later in the chapter when | set out the aims of the research and compare these to
what actually happened, gaining access, and recruiting AMHPs was relatively straightforward.

Issues arose when navigating what activities, | could report on once out ‘in the field’.

3.13 Anonymity and Data Protection
As the research is a qualitative enquiry direct quotes will be used in the research findings.

However, these have been anonymised and local identifiers removed. Participants were made
aware of how the findings would be presented via the participant information sheets. A
digital recording device was used to audio record observations. This device was password

protected and the file uploaded to a University of Leeds computer with a password protected
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file that only | had access to, as soon as possible after the recording has been made to ensure
it was securely stored. The files were named using the participant ID to ensure that no
personal information was saved or associated with the audio recordings. During the fieldwork
| made hand-written notes in a notebook and used ID numbers and pseudonyms for
participants to ensure that no identifying personal data was stored with these notes. After
each observation | typed up field notes and saved as password protected files. Once typed up

the paper notes were securely destroyed.

A list that links the participants with their ID numbers and their pseudonyms were stored as
a separate file on a University of Leeds computer only accessible to the researcher. All

electronic files were automatically backed up daily - to the secure University of Leeds server.

Signed consent forms were stored in a locked filing cabinet at the University of Leeds, School
of Healthcare. This is in a keypad accessible office that only PhD students within the School of
Healthcare can enter. Field notes were stored in this locked filing cabinet in the key accessible
PhD office at the University of Leeds, School of Healthcare. All electronic data was stored as

files on a password protected University of Leeds computer, only accessible to the researcher.

3.14 Confidentiality and Disclosure
All participants were made aware that the Researcher was a registrant of the Health and Care

Professions Council and thus bound by their standards of proficiency which includes to ‘be
able to recognise and respond appropriately to situations where it is necessary to share
information to safeguard service users and carers or others (HCPC, 2012, 7.2). It was also
necessary for me to refer to the local Whistleblowing Policy within the case study site to

ensure local procedure could be followed in the event of a disclosure.

If an AMHP or service user participant were to disclose information that seemed to raise a
safeguarding issue in relation to Safeguarding Vulnerable Adults policies (DofH, 2000b), the
Safeguarding Lead and/or AMHP Line Manager would be informed. For example, if a
practitioner disclosed information that indicated they had caused another person intentional

harm or deliberately acted illegally.

The participant information sheets for all participants clearly stated what actions would be
taken in the event of a safeguarding concern being raised. For example, if a service user

participant was to share information that seemed to indicate that they or someone else was
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in immediate danger, that individual’s care coordinator would be informed, and the
information passed on. | planned to manage some of these risks to the research by reminding
participants of the waiver to confidentiality during the interview if it seemed a disclosure may

be made.

Any findings that used direct quotes from the interview transcripts were carefully checked to
reduce the risk of identifying data being included in the final thesis. For example, specifics
related to circumstances surrounding admission were not included in any reporting of the
research if it seemed that the individual could be identified by others than knew them well.
This was particularly pertinent if a service user disclosed their negative views about a
practitioner or service and may then be concerned about this third party being able to
recognise themselves as the focus of discussion. This is one drawback of using a case study
approach where participants are likely to know each other even if they do not share that they

have participated in the research.

3.15 Complaints and Concerns
All participants had my contact details to report any complaints or concerns and in recognition

that they may prefer to talk with someone else about these, the participant information

sheets also had contact details of both of my academic supervisors.

3.16 Incentives
Further to taking advice from a service user consultation group, a £20 high street voucher

would be given to service user participants in recognition of the time and knowledge that they
have shared. Offering small financial incentives is advocated by Faulkner (2004) who provides

guidance on the ethics of carrying out survivor/service user research.

All participants received a thank you card for their participation to reinforce the value that is

placed upon their contribution to the study.

3.17 Risks and Benefits
Both AMHP and service user participants were reminded that if they disclosed any

information that indicated malpractice in the case of the AMHP, or a risk to their own or
others safety in the case of the service user, that this information would be shared with the
AMHP's line manager and the service user's care coordinator. The principles of Safeguarding

Vulnerable Adults were used to inform these decisions to disclose. | drew upon my previous
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practice experience of operating within this framework. As a member of the Health and Care
Professions Council (at the time of the fieldworks) | had an awareness of my professional duty
to share information that indicated that a worker may have acted illegally or in a way that is
abusive or neglectful to service users. The Health and Care Professions Council required that
they required of registrants that all actions undertaken would remain in line with the bodies
standards of proficiency that included an expectation to practice ‘within the legal and ethical
boundaries of their profession’ (HCPC, 2012). This requirement rested heavily, and | spent
much time invested in grappling with the ethical dilemmas associated with the research

design.

As a Mental Health Social Worker and AMHP, at the onset of the fieldwork | had over ten
years’ experience of working with individuals with severe and enduring mental health needs
and of assessing people under the Mental Health Act and Mental Capacity Act (2005). The
interviews with service users would be terminated and the data not used if there were any
concerns on the day that the participant was unable to give informed consent to participate.
This would be assessed using the principles of the Mental Capacity Act 2005 and based on
asking the participant to clarify their understanding of the content of the participation
information sheet, the purpose of the study and also situations where confidentiality may be

seen as needing to be breached.

Observations of social work practice ‘in the field’ is also advocated by Ferguson (2014) who
notes that little research focus has been given to what actually occurs in social work practice
between practitioners and clients, with the majority of ethnographic studies taking place
within the office environment rather than in the community, within service user’s homes. The
benefit to the AMHP participants is that they are contributing to a further understanding of
the demands of the role. There is a risk that being a participant places a burden upon the
AMHP as they would be subject to extended periods of having their work observed which
could be tiring or perceived as intrusive. This would be managed in part by taking guidance
from Hammersley & Atkins (2007) on managing field relation in terms of establishing working
relationships and reflecting constantly on behaving in an appropriate manner, backing off and
giving the AMHP space as needed and respecting the time that the AMHP is giving to be part

of the study.
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3.18 Validity/reliability/triangulation
Pawson et al (2003) suggest a framework for considering the strengths of social care research

in terms of the types of knowledge that are drawn upon to inform the research:

e Organisational knowledge

e Practitioner knowledge

e the policy community, that is, knowledge gained from the wider policy context
e research, gathered systematically with a planned design

e service users and carers. (pviii)

Whilst this framework was developed for the purposes of carrying out quality systematic
reviews, the principles still have relevance to wider social care research. In terms of the data
collected for the purposes of the research practitioner, researcher and service user
knowledge were gathered which then enabled an analysis of different standpoints on the

research questions.

In terms of methods, the purpose of using observational methods alongside interviews was
to generate data that considered AMHP decision making in vivo and on reflection in terms of
how AMHPs talk about what they do. Froggett (2012) describes this combination of methods

as:

‘Practice near ‘ethnographic observation using free-floating attention and thick

description and practice distant methods ‘semi structured interviews’ (Froggett, 2012).

The Case Study design, whilst situated within a particular context in terms of socio economic
and demographic factors (for example an urban inner city setting), does provide the
opportunity to frame the data generated within a clear research site in terms of team culture,
and the resources available to the AMHP participants. When considering decision making this
has relevance as the findings relate to AMHPs working within the same context. For example,
had the participants been situated in teams across England, the contexts within which they
worked may have varied. Given the small number of participants involved in the research
potentially this could have led to the themes identified within the data becoming less reliable

as a means of shedding light on AMHP practice. The Discussion chapter explores this in more
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depth when then considering how context specific research can have relevance to wider

AMHP practice.

Pawson et al (2003) have developed a set of questions to critically evaluate the quality of any
type of knowledge. For the purposes of this thesis | have put the questions to the research

knowledge generated:

e Transparency — is it open to scrutiny?
e Accuracy —is it well grounded?

e Purposivity —is it fit for purpose?

e Utility —is it fit for use?

e Propriety —is it legal and ethical?

e Accessibility —is it intelligible?

e Specificity — does it meet source-specific standards? (2003, pv)

Throughout the research | aimed to fulfil these criteria with transparency throughout in terms
of researcher standpoint, epistemological positioning around the research topic, and respect

towards the ethical review process, including the ongoing reference to negotiating consent.

Tew et al (2006) identify how ‘insider’ knowledge, -in this context data from the AMHPs and
key informant, plus my own perspective as a Practitioner Researcher - should be combined

with a clearly defined approach to analysis in order to produce good quality research:

Good research needs to combine the ‘insider’ (experientially based) knowledge and
insights of service users and carers with frameworks that give space for rigorous

analysis, so that a clear and authoritative picture can emerge (Tew et al,2006, p7).

As | outline later in this chapter when discussing the approach to analysis, an
acknowledgement of the impact of the analysis on the transparency and quality of the

research was paramount during the analysis.

3.19 Data Collection
Through use of two data collection methods, their choice informed by research theory, |

sought to ensure triangulation of methods. The observations, interviews, transcripts and
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fieldnotes enabling an approach to answering the research questions that was based on a
broad range of perspectives to the questions. For example, the fieldwork sought to capture
practice ‘in the moment’ or ‘in vivo’ and the practitioners’ reflections on their practice in the
interviews elicited data around how AMHPS talk about what they do. A key element of the
research design was to ensure that a source of knowledge on the research question was a
sought from those whose lives were impacted upon by the AMHPs decision making — the

person being assessed.

3.20 Recruitment - What actually happened:
The chapter thus far outlines my original intentions, research design and the intricacies of the

ethics applications which involved dealing with a range of possible situations that could arise
during the observations. On paper the research had grand aims. The reality when | came to
the point of the data collection led to quite a different picture and required ongoing reflexivity,
patience, and some level of determination to develop a rich data set from which to identify
meaningful findings. This was primarily due to issues around recruitment, access and

adhering to the inclusion criteria as determined by the ethical approval.

Initially five AMHPs volunteered to participate in the research, three of whom who were
based together. As outlined below, an additional four AMHPs were recruited in a second

round of recruitment.

The following table outlines the demographics of the participants and range of years post

qualifying as an AMHP:

Table 1: AMHP Participant Demographics

AMHP Participant Demographics

Gender: 5 Female

4 Male

Years post qualifying: Given the small | Under 5 vyears: 4

number of participants and risk of providing
5-10 years: 2
identifying data, years post qualifying have

15-20 years: 2
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been provided rather than the age range of

the AMHP.

Ethnicity: All participants were white British

It is of significance that the participants were of the same ethnicity. As will be explored within
the Discussion chapter, this lack of diversity within the participants does limit the findings of
the research as it was not possible to include the experiences of AMHPs from black and
minority ethnic groups for example. National statistics regarding AMHP demographics were
not gathered centrally at the time the research was designed, but in 2019, 2 years after the
fieldwork was completed, Skills for Care provide a summary of AMHP demographic

characteristics based upon data gathered from the National Minimum Data Set for Social Care:

‘Overall, AMHPs are more likely to be male, older and white than the social work
workforce. Data from the NMDS-SC shows that while 21% of social workers are aged
55 or over, this rises to 30% (almost in 1 in 3) when we look at just AMHPs. With regard
to gender, overall, 19% of social workers are male, this rises to 29% when only
considering AMHPs. Lastly, 77% of all social workers are white, this rises to 85% for

AMHPs.” (Skills for Care, 2019).

Given that the majority of AMHPs are white British the participants ethnicity reflects this

trend.

The next table outlines the data that was generated during the fieldwork, and a summary of
the barriers encountered. This information was collated within a Reflective Diary. Key to
enabling me to navigate the challenges that arose during the whole research journey was my
use of a Reflective diary, which | wrote from the early days of the PhD journey. This document
was a place in which | could untangle thoughts related to methods, ethics, research design
and how the data gathered would be able to answer the research questions. The diary also

served as a tool to develop ideas and to then use supervision as a forum to discuss and hone
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these, particularly in relation to the limited access | had to participants and also to

opportunities to observe Mental Health Act assessments.

This part of the research journey required reflexivity to respond to the challenges
encountered when gathering data in terms of how to maximise the data that could be used
within the project, but also how to optimise then richness of what was being gathered. This
included shifting my focus from frustration at what | was unable to observe, to valuing the

data that | was able to collect.

Table 2: Fieldwork data collection summary:

Data Collection Summary

Total Fieldwork Hours: 60 over 5 months 4 with AMHPS who were observed, 1 with an
AMHP who an observation participant was
AMHP Interviews: 8
but no suitable assessments arose, 3 with
AMHPS who were not observed and

recruited later due to limited data.

1
Key Informant Interview:
Observations of AMHP in office Observation of assessment
e PA — 5 hours spent observing e PB carrying out assessment at 136
arrangements being made for suite
assessment that it was not e PA attempting to carry out
appropriate to attend due to issues assessment in the community

around capacity to give informed (person didn’t answer the door)
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consent (Su has  advanced
dementia).

e PB — 3 hours spent observing
assessment at 136 suite.

e PA - 7 hours observing
arrangements prior to a community
assessment (warrant needed).

e PC - 2 hours observing
arrangements for a community
assessment but as there was no bed
this did not go ahead.

e PC - 6 hours  observing
arrangements for carrying out
assessment in a care home

e PC dealing with an assessment
where there was no bed identified.

e PA organising ward assessment (that
| observed)

e PE dealing with an assessment for an
older person with dementia.

e PA organising police custody
assessment (that | observed)

e PC dealing with assessment for

which there was no bed.

PC carrying out assessment at a care
home

PA carrying out assessment on ward
(S3)

PA carrying out assessment in police

custody (S3)

AMHP Interview

Interview with PB re the 136 assessment

Interview with PA re ward assessment

Interview with person who was assessed

None recruited
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Interviews pending PC re the care home

assessment.

Barriers to data collection

Referrals it was not possible to attend:

Referral for participant with a
learning disability (3 hours fieldwork
unusable).

Plus, t/c from PB re two assessments
it was not possible to attend (a child
and person with severe learning
disability).

Non-English speaker & issues around
gaining informed consent.

Referral received for service user
with severe dementia

Referral received for service user
with severe dementia

Referral received but risk of violence
to others perceived as high (police
Taser team involved - not

appropriate for me to attend).

Other barriers to data collection:

On three duty days no referrals were
received by the participating AMHP

(plus another 3 days where | was on
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standby — not included in the total

fieldwork hours).

Barriers to recruiting people who were e One consented to use of the

assessed under the MHA observational data but declined to
be interviewed

e One deceased and daughter gave
consent posthumously

e One asked for all data around
assessment to be destroyed

e One remained too unwell to give
consent to use of data or to

participate in an interview

Using a Reflective Journal enabled space to recognise the impact of carrying out fieldwork as
a distinct part of the research journey. | did experience a sense of frustration that after the
year long process of gaining ethical approval the challenges were not over, even once | was
over the threshold of the participating AMHPs office door, sat eagerly waiting with notepad
in hand. This is the point at which the challenges began in terms of making decisions along
with the AMHP as to which referrals it would be appropriate for me to attend. | spent many
days sitting in the office waiting for something to happen or having to leave early as the

inclusion criteria was not met when a referral did come in.

Another barrier was that due to maternity leave | had a finite period of time within which to
gain informed consent from the people who had been assessed to use the observation data
that was specific to an assessment, for example around risk issues and specifics of the case,
and also to gain consent to participate in an interview. Even within a five-month timeframe
two of the people whose assessments | had observed remained too unwell, in the opinion of
their care coordinator, to approach to discuss participation. | also attempted to follow up
consent on my return from leave but unfortunately two of the people who had been assessed

were no longer in contact with mental health services.
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| have reflected on the time and effort that went into gaining ethical approval but maintain
that the original aims of the research were justified and that perhaps if a bigger study were
to take place with researchers involved who are themselves people with lived experience,

some of the barriers might have been broken down and participation may have been higher.

3.21 Rationale for broadening the inclusion criteria:
After discussion with my Supervisors the decision was taken to undertake a second attempt

to recruit AMHPs specifically to participate in the interviews. The fieldwork observations and
reflective memos plus the initial interviews had provided rich data around decision making
but there was scope to gain further knowledge around decisions making given | had been
unable to recruit the ten AMHP participants as | had originally aimed to do. Due to time

constraints it was not possible to carry out further observations of their practice.

| took the decision to include a Key Informant Interview — the viewpoint of an individual who
had previously been assessed under the MHA but not during the observations, as insights and
knowledge from this perspective had been an integral part of the original research design.
Therefore, whilst the interview was not able to shed light on decision making on a specific
assessment — exploring the viewpoint of the AMHP and the person who had been assessed,
the data generated still contributes to an understanding of the AMHPs role in decision making.
The Key Informant was recruited via Service User network links — the individual approached
me to ask to be involved within the remit of the work they carried out to promote awareness
of mental health issues within professional training, identifying as an ‘expert by experience’.

She was a white female in her 30’s.

| did consider if the interview data from those AMHPs whom | observed should be privileged
over the interview data from those who were not observed as the interviews focussed on an
assessment of the AMHPS choosing. Whilst | aimed to reduce the risk of the AMHP opting to
discuss a particularly challenging or risky case by asking them to talk me through their most
recent assessment, during some of the interviews the AMHP steered me to assessments that
they felt had more to say about decision making. With such a small sample | took the view
that it would not be empirically sound to make comparisons between the two types of
interviews in terms of the research findings and for transparency note that there may have

been an impact on the depth and richness of data where a relationship had not been
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established prior to the interview. This may be a limitation of the research in terms of a
dilution of the original research design and methods, but for the scope of a PhD research

project on balance made the decision to include all interview data as one data set.

The next part of the chapter outlines the Pilot for the project and how | responded reflexively
to the evolving context of the research. This led to the need to develop a particular set of
research skills including flexibility, reflection, and pragmatism. In terms of contributing insight
into research methodology around practitioner researcher the research journey sheds light

on the messy reality of carrying out research versus what is planned carefully on a page.

3.22 Pilot Study - reflections
To inform the ongoing approach to research — and to respond reflexively to the ethical

challenges inherent when using observational methods, | took a reflective approach when
piloting the observations and interviews. Due to the difficulties in gaining access to the
research site, and the time setting up the observations to align with the participating AMHPS
duty days, | was pragmatic in my approach to the pilot. There was a significant risk to the
research project if | built in further delay to the timeline of fieldwork, and so the initial
observations days and interviews were used as opportunity to pause and reflect on the

approach | took.

The following section outlines this, based upon notes made in my Reflective Diary, also

demonstrating that this stage of the research led to early analysis of the data:
Observations in the office:

What went well were the ways in which | negotiated settling into the office space. For
example, | took time to think about where | sat in the office, conscious to ensure that | was
not sat in anyone else’s seat, and also close enough to the AMHP to observe their day, without

being too intrusive.

Some unexpected situations arose, that cannot be anticipated in advance and dealt with on
an ethics application form. For example, during one observation the participating AMHP
passed me their mobile phone to answer as the AMHP was busy on another call. In this

instance | took a message and didn’t get involved in any discussions, but recall needing to
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‘think on my feet’ and experience the dilemma of wanting to be of help but conscious of my
‘observer’ role. In terms of maintaining relationships this was the best course of action, but
the event reinforced the evolving nature of observational fieldwork in terms of research
methods, design and navigating consent. It also highlighted how as an observer of practice it
was not possible to be ‘neutral’ such as if | was watching what occurred from behind a mirror,
or in retrospect on a video screen. | was very much part of the dynamic of the room and it
was necessary to acknowledge and reflect on the ways in which my presence as ‘participant
observer’, impacted on what occurred and how | recorded this. Given that the AMHP
participants worked in fairly quiet office spaces and we were often one to one during the duty
day, | reflected upon how it felt harder to be an observer, for example when getting a running
commentary as to what the AMHP planned to do next. | found that the AMHP’s seemed to
use me as a sounding board, speaking aloud to posit questions. Clearly, | was not there to
make any decisions on the case but still had to navigate striking the balance between being

interested but also maintaining an observer role.

Another incident occurred when | dealt with the team manager chatting to me when | was
attempting to note down a telephone conversation the participating AMHP was having. Not
wanting to appear rude | entered into conversation, possibly at the expense of missing a key
part of what the AMHP was doing. This was driven by my need and want to take the time to
‘fit in” and to reciprocate the generosity of the participants in giving their time to the study,
yet also maintained the role of researcher. During later observations as | became more
comfortable in my researcher role | took a firmer stance and became more comfortable in
my relationships with the participants to talk about how | felt about not being able to help
(e.g. when one of them asked ‘what would | do...”). This enabled me to nurture open and
honest communication between us which arguably benefitted the interview stage of the
research as a rapport had been formed to potentially elicit the AMHPs open reflections on

their practice.

In terms of making fieldnotes, after the initial observations | reflected on what had become
the focus of the notes, questioning what | consciously left out or decided to leave in. | was
unsure how the AMHPs would articulate their decision-making processes, or how | would

make sense of this. | had in mind an awareness of the nature of tacit knowledge ‘the
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importance of what practitioners do not consciously know or cannot express although they
use it in their daily practice’ (Schon in Frogget, 2012, p5). | took steps to overcome this anxiety
by writing everything down verbatim, grateful for being able to handwrite speedily. The first
transcriptions reminded me to attend to this soon after the observations to ensure | could
read my own sometimes hard to decipher scrawl. These verbatim notes became even more
valuable as the fieldwork developed and it became apparent that the majority of the data
would be accessed via time spent in the office with the AMHPs, given the difficulties with

access and ethical approval when observing the interview stage of the assessment.

What didn’t go so well during the early days of the fieldwork was primarily linked to my shift
from practitioner to researcher. | reflected that | tended to become too involved in anecdotes
—realising that | was missing being part of a team and being in a social work office, for example
the camaraderie. However, by being open and sharing something of myself perhaps this
paved the way for more open discussion and the AMHP to trust me, for example, forming a

rapport.
An example of this is evidenced in a reflective memo:

Note from reflective memo log: ‘PA is a good orator, explaining his rationale and not
shielding me, i.e. not always by the book, open about his personal life, explaining why

he doesn’t use some doctors’.

As a result of these early pilot reflections on being within the office space, | made some
amendments to how | carried out the fieldwork moving forward. Having reflected on the
dynamics between myself and the participating AMHPs, particularly when in a one to one
situation, | made an effort to overcome the risk of the observation steering towards
conversation of our practice experiences and adopted a more enquiring approach. For
example, | used open questions and Socratic dialogue - the ‘Columbo’ approach — not just
having ‘a chat’ but ensuring that there was a purpose to my enquiries. This would include
encouraging the AMHP to explain themselves, describe what they were doing in more depth
without making assumptions that | knew why they were doing something. This did feel
uncomfortable at times as | felt that the AMHP did not have the time to clarify what | think |

know the answer to (‘Why is she asking that, doesn’t she know??’), but from a research
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perspective this was the data to capture as it could challenge my assumptions and

expectations, given my knowledge of the AMHP role.

The early days of the fieldwork also led to unexpected learning opportunities. Situations
arose where a referral did not amount to an assessment due to factors such as a lack of a bed
or the individual not opening the door to be assessed. Whilst | was unable to gather data
regarding the decision to detain or not, the data | did gather shed light on the various other
decisions that the AMHP made when managing the referral. A very interesting area of
decision-making was highlighted around how the AMHP manages situations where there is
concern regarding risk but no way of doing anything, for example as there is no bed that the

individual could be admitted to if necessary.
Observation of assessment:

Reflecting on what went well after the first observation of the AMHPs face to face interview
| considered the ways in which | conducted myself during the event. | took the time to
introduce myself and explain what | was doing there at the assessment. The AMHP assisted
with this conversation and we placed the emphasis on what the AMHP was saying and doing

being the focus of the research at that stage.

| reflected on the value of the data that was gathered, for example during the first assessment
| noted that the busy hectic environment provided research data to illuminate the context

within which decision making occurs:
‘PB: In terms of decision making, its quick decisions today’

‘The design of this place is not good, it’s like a goldfish bow!’ (PB commenting on the
environment at the 136 suite with another service user leaning against the window

staring in at us). ‘It’s not safe’
PB: ‘I don’t know whether I’'m coming or going’

| noted in the reflective memo that the AMHP had not appeared perturbed and had come
across as calm and measured, not flustered at all. | compared this presentation with myself

considering how if | would have coped if | was there in my AMHP role. This reflected led me
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to recognise the potential that | used myself as a benchmark when observing AMHP practice,
considering if this was inevitable and if so, how | would recognise this and the potential impact
on the analysis of the data. This led to ongoing reflections around looking for difference from

the ways in which | would have approached a referral.

The first observation also led to reflections about the logistics of the observation, for example,
where | sat. During the interview | ensured that | was not within direct line of sight, but next
to the person being assessed, to reduce the impact of my observatory role as much as

possible.

| had anticipated difficulties in gaining consent from AMHP co-workers, evidenced in the
complex and long considered Participant Information sheets for this cohort. In practice they
were happy and quick to give verbal consent. This was interesting and | felt surprised that
they did not ask many questions regarding the research but were supportive. Being an
‘insider’ seemed to help. The AMHP introduced me as ‘This is Charlotte, she’s an AMHP but
she’s doing some research on me’. | did note in the reflective diary that at times | felt concern
that gaining access was too easy and worry that perhaps | was not transparent enough about

my role.

There were things that did not go so well during the assessment, which | recognised. For
example, audio recording the observation was not possible as the two assessing doctors and
AMHP were not supportive of this, plus | did not think it was appropriate. The Ethics
Committee granted approval to record the observations subject to gathering informed
consent, but | did not feel comfortable asking for this during any of the further assessments
as it felt an unnecessary intrusion. However, due to the slow pace of the assessment it was

possible to make verbatim notes on what the AMHP was saying.

| made significant reflective notes about how | collected the data, and the trials and
tribulations of what paper to use. | was conscious, for example, of turning the pages on my
note pad. | had purposely taken a smaller pad in to write notes as | thought this would be less

intrusive, but it transpired that it was more distracting as | had to keep turning the pages,
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which was quite loud. | also forgot to write down timings, not writing down how the AMHP

informed the person of the section.

The initial observation also led to reflections on personal safety. Whilst | ensured that | did
not take up a position of ‘power’ in the room (on a higher chair, directly opposite the person
etc) | did the opposite of what | would do from a practitioner risk assessment point of view
i.e. | was furthest from the door and the closest to the person which potentially would have

put me at risk had the person become distressed or agitated.

Further to these reflections | amended the ways in which | approached the rest of the fieldwork:

e Explaining why | was taking notes and what | was writing (what the AMHP says).
e Using a larger and quieter note pad for fieldwork observations.

e Consulting with the AMHP prior to the assessment about where | should sit.

Informed Consent process:

Gaining Informed consent was an area that | felt quite anxious about prior to starting the
fieldwork, linked to the amount of time | had spent compiling the detailed application for
ethical approval. Despite these anxieties, | reflected on what went well further to the first
observation. | experienced significant help and enthusiasm from the participating AMHP to
follow up with the person who was assessed. This was perhaps made easier as she was
regularly visiting the wards to see other people. She went to see him on the ward a few days
after the assessment to hand over the short information letter but felt that she risked
deterring him from considering participating as he still seemed very afraid and troubled by
his beliefs and not able to attend to what she was trying to tell him. The following week she

sent me an email:

Email from AMHP Participant B: ‘| went up to X’s ward again last week with your letter,
but staff advised me he was still really unwell and quite paranoid (he can only be given

a low dose of meds due to sensitivity). | saw him & he didn’t look at all “with it” (I don’t
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think he recognised me). Therefore, | thought it wise to retreat and try again later, as

paranoia may make him more likely to say no to you’.

| agreed a plan for her to continue to follow up as his mental health improves and fedback my
appreciation that she had taken such proactive steps to increase the likelihood of the person
receiving the information they would need to make a decision regarding informed consent to

participate in the research.

Some aspects of the observation went less well. For example, | had not factored in that if the
time frame for gaining informed consent went over 4 weeks the service user may have been
assessed for a second time under the MHA (e.g. if detained on a section 2 and then assessed
for S3). However, as the first assessment is likely to be the one that brought them into
hospital | remained hopeful that as this is potentially a key experience for someone they
would still be able to recollect and reflect on this for any interview purposes. | considered
that it may be that the individual had little recollection of the event which would be

interesting and important to capture given the implications for participatory decision making.

Further to these reflections | made amendments, related to the way in which | perceived
timeframes as it seemed that a four-week period to gain informed consent was optimistic and
I may well have to be prepared to follow up for a period longer than this dependent upon

each individual’s circumstances.
Interview with AMHP

In terms of what went well during the first interview, the AMHP was forward coming in
engaging with the interview process — it lasted for 1 % hours. | ensured | provided the
opportunity to stop the interview around the hour mark but the AMHP indicated they were
happy to continue talking. This gave time to cover questions relating to the context of their

practice and the specifics of the assessment that was observed.

What went less well was issues linked to time management and logistics given the realities of
the unpredictable nature of the AMHP role. Due to the AMHPs workloads and commitments
it was necessary to reschedule the first interview, which was time consuming as | had arrived
at the team base and it the interview was cancelled at the last minute. The first interview had

to be postponed as by the time | arrived the AMHP had received a referral and so needed to
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prioritise this. This took up half a day (driving to their office and back plus time to reorganise
the interview). The AMHP was helpful and rescheduled for the next day but this was a
reminder that even with the best laid plan’s fieldwork is a somewhat messy and disjointed

experience.

The cancellation also led me to reflect upon the emotional state of the AMHP during the
interview. | characterised this as ‘having the ‘headspace’ to do the interview’ in the reflective
diary. | also noted the impact of time and the timing of the interview further to the
observation. For example, the AMHP had done other assessments in the week since the
observation and noted that it may not be possible to recall all the details. My reflections and
verbatim notes helped here as | was able to frame my questions in relation to the assessment

which the AMHP fedback helped trigger memories.

In response to this reflection | made some amendments in the approach to planning the
follow up interview with the participating AMHPs to set the scene as effectively as possible
for the AMHP to have the time and reflective space to do the interview, and planning for
managing this. One strategy was to aim to arrange them early on during the persons duty
day, whilst their day is clear, although this then then risked interrupting the interview if they
receive a referral. Mindful of the timing of the assessment and when to carry it out | also
made time at the close of further interviews to seek feedback about the experience of being

interviewed.

Dealing with the unexpected:

Early in the fieldwork the dissonance between the research design in terms of the plan | had
gained ethical approval for on paper, and the reality of navigating consent when carrying out
real time observations of practice, became apparent. All the participating AMHPs made
remarks that | began to categorise as ‘off the record’. Two different dynamics emerged during
the observations at the pilot stage — one to one observations and observing two AMHPs in

the office together. An unsaid code arose whereby when | didn’t have my note pad out, they
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would know | was not recording verbatim (e.g. when | lent my pen and we joked that this
would stop me writing). This might occur when the topic of conversation was unrelated to
AMMHP practice, or during tea breaks for example. It was also necessary to manage sensitively
negative comments regarding management. One AMHP spoke of how home life had impacted
on practice with one particular assessment when we were talking informally in the car and |
was not taking notes. | managed this by using reflective memos to note these ‘pearls’ and to
use the reflective interview to give space for the AMHP to return to this conversation during
an ‘on the record’ conversation where consent to the use of data was transparent. In terms
of negotiating ongoing informed consent, | reflected upon how out of around 80 potential
AMHP participants, only 6 had agreed to participate in the observational stage of the research
and reassured myself that they must have thought about the implications of being a

participant (assuming that this was a factor in deterring the other 73 from participating).

The early days of fieldwork also highlighted the issue of how to deal with uncompleted
assessments. For example, where one AMHP was unable to carry out an assessment as there
were not beds locally or nationwide and due to risk issues could not begin the assessment.
This led to a realisation that the research focus may shift upon some of the other decisions
that AMHPs make - if there was no bed to potentially admit to, how do they deal with this? |
also realised that as the local practice was to ‘pass on’ the referral and this had always gone
to a non-participating AMHP, | would be unable to see ‘what happens next’ with the referral.
This shed light on the non-linear nature of AMHP practice and that my plan to collect data
that neatly moved through the stages of an assessment from referral to potential detention,
were unrealisticin practice. | would need to deal with the data in a more fluid way to answer

the research questions.

A final area that | was required to navigate was how | responded when | was asked for my
opinion. For example, when one AMHP was ‘agonising’ (their use of word) over a letter
intended to inform the person due to be assessed that they would be seeking a warrant, | was

asked for my opinion on this:

PA ‘I know you’re not supposed to tell me.....
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I managed this by giving some feedback on what the AMHP had said and something validatory
along the lines of the AMHP was clearly taking time to think through what to do next in what
| agreed was a very challenging situation. Another moment occurred when | asked a question
during the observation that led the AMHP to say ‘I feel stupid now’ as the question prompted
them to recall that the address on a medical recommendation may be incorrect. This
statement was made ‘in jest’ but to make sure | then shared an anecdote from a time when |

had made a mistake on a section paper, to demonstrate my own fallibility.

The biggest challenge that the pilot/early days of the fieldwork elicited were the timescales
involved and the ‘messiness’ of data collection. The fieldwork was time consuming in terms
of waiting for referrals to be received that were then also appropriate to observe in terms of
the eligibility criteria, plus discussing the appropriateness of observing which | felt was an
additional demand on the time of the already pressurised participating AMHPs. Whilst they
were all supportive and accommodating, | remained mindful of this burden throughout the

course of the fieldwork.

3.23 The Impact of being a ‘practitioner researcher’
To inform the reading of the analysis and the lens through which | considered the data, it is

necessary to set the scene in terms of my role as a practitioner researcher and the ways in
which relationships were established and developed with the participating AMHPs. As the
observations from the pilot suggest, this has a bearing on the analysis as the reflective memos
formed the initial analysis, reflecting ‘in action” on what | was observing. As much time was
spent one to one with the AMHP some of the verbatim comments gathered during the
observations were comments made directly to me, thus becoming a form of interview data.
How | captured these and began to make sense of the comments impacted on the interview
guestions and themes generated in the more formal interview setting. | was aware of
occupying a space as ‘participant observer’ given my role as AMHP and the dynamics between
myself and the participants during the fieldwork and the standpoint from which | undertook

the research (Hammersley, 2000).

3.24 A reflection on the observational methods
Prior to commencing the fieldwork, | had spent two afternoons in the team base where three

of the AMHPs were based to provide participant information and complete the consent forms.
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It is common practice to have a social work student within a team and initially | was viewed
as a ‘student’ on placement, enabling me to fit into the workspace relatively quickly, and
perhaps viewed as ‘non-threatening’ - my research of interest but not apparently viewed as
an ‘inspection’ or audit of the workplace. | brought in milk and teabags, recognising from my
own work experience that the seemingly small details of working life can become the issues
that lead to tensions and frustration between staff members. | also took in cakes and biscuits
and generally tried to ingratiate myself in the team setting. There was a lot of sitting about
waiting for something to happen and it was always necessary to have an awareness of how

to fit into the office setting to avoid the AMHP feeling scrutinised:

Extract from reflective memo: I keep forgetting a book to read (so | can occupy

myself whilst ‘nothing’ is happening). BUT taking time to get to know the participant

As an AMHP, social worker and as a pregnant woman | soon found shared ground that enabled
me to develop a rapport and to feel more comfortable in a role that at first felt difficult. | was
aware that it was a busy office and that they were doing me a ‘favour’ allowing me to observe
what went on behind these closed doors. As the weeks went on there were times that |

guestioned my role and purpose:

Extract from reflective memos: | get the impression I’'m becoming a burden — why???
Last time wasn’t expecting me, no reply to email or text..however, is probably just
the case they are too busy. How to navigate this? Have emailed to confirm [the next
date] when I will go in-but feel need to be more tenacious? Strategy — go in on the

[next date] anyway? Ask about being a burden and recheck consent?

Consent from the participants was a constantly evolving concept as time passed and they
continued to invite me to observe their duty days. | was also aware that this was my main
opportunity to gather data and with the birth of my child looming | soon overcame the
concern that | was ‘burden’. My primary aim was to utilise all opportunities as every day that
| spent observing elicited the richness of data that | had hoped the research design would
evoke. | never overcame the sense that | was an ‘outsider’ trying to be an ‘insider’, but this
tension provided me with the distance | needed to prioritise my role as a researcher rather

than a practitioner. The six-month duration of the fieldwork did lead to relationships being
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developed which | suggest are evident in the data generated from the interviews with the

AMHPs, and the unguarded comments made during the assessments.
Questions that arose during the fieldwork, prior to the analysis of the data included:

J How does my position as a practitioner researcher impact on the dynamics between

me as interviewer and interviewee in terms of the data that is elicited?

e Should | privilege any one type of knowledge, for example that which is gathered from a
service user perspective? It can be argued that as a disempowered group one
responsibility of the researcher is to give ‘voice’ to these individuals? Guidance from

Pawson et al (2003) is a helpful framework for addressing these issues.

e How do | narrow the research focus during the fieldwork —i.e. what did | write down,
take note of during the observations — how do | reflect on what | had observed and

use the interviews to reflect on this with the AMHP participant.

This summary of reflections on the pilot study outlines how the research design evolved in

response to the challenges and dilemmas that arose early in the fieldwork.

3.25 Practitioner Researcher challenges
As has already been referred to, a key challenge for me as a Practitioner Researcher was

managing this shifting identity and the impact it might have on the research, particularly the
fieldwork and empirically investigating an area of practice with which | was so familiar.
Delamont et al (2010) explore ethnography within education settings and problematise the
potential for researcher immersed in a topic to see only what they expect to see whilst
carrying out fieldwork. They argue for the need to make the familiar ‘anthropologically
strange’ (Delamont et al,2010, p1). They suggest one way of doing this is to investigate
another culture from that which the researcher is familiar with. The case study site for this
research was purposefully in an area that was demographically and geographically very
different to teams within which | had previously been based. | had always worked in rural
areas and within an AMHP team structure that was organised differently to the case study

site so that organisationally the structures within which the AMHPS operated had difference.
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Coar & Sim (2006) explore research methodology around interviewing peers, within the
context of General Practitioner (GP) practice. The interviewed GP participants about their
experience of being interviewed for the purposes of research in their practice, by a peer.
Amongst their findings was the potential for peer researchers to engage in a deeper level

understanding of professional practice:

‘a fellow professional can harness prior understanding of the topic and the professional
culture, and may be able to pursue issues more thoroughly by virtue of not having to
seek explanations of basic terminology and concepts. He or she can also enlist feelings
of professional cooperation and solidarity to encourage disclosure and may gain
informants’ confidence more readily than a non-practitioner. It may also be possible

to explore sensitive issues or tap extreme or deviant views’ (p5).

Within the interviews the power shifted, when considering power in a Foucauldian sense —
Coar and Sim propose that Professional Identity can be developed and maintained through
talking about what one does and thus an interview exploring professional practice can be one
way that this identify is enacted. This could be considered the impact of ‘performance’ on
observational and interview data. However, when interviewing peers, in her work around
AMHP practice Gregor (2010) identified that there is the potential that AMHP’s can assume a

shared understanding when talking about what they do.

My experience of interviewing peers had some parallels with both these findings. One AMHP
who | did not observe but who | interviewed seemed keen to impress and talk about the ways
in which she challenged authority and developed her practice. Another was more defensive
at times but which on reflection could have been driven by a frustration that some of my
guestions seemed ‘obvious’ in terms of an implicit understanding of what an AMHP does.

“Why bother asking?”

The purpose of the research was not to answer questions around research methodology but
there is scope beyond this thesis to explore this in more depth as a methodology by which to
explore values-based practice. One factor that did appear relevant was the relationships that
developed over time because of spending time with the participants in an office setting.

Arguably this facilitated trust and openness during the interview —setting the scene to explore
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themes such as values, ethics, discretion (Evans, 2019) and ‘professional wisdom’ (Banks,

2009).

| recognised the potential power imbalance between researcher and participants given that
there was the potential for an AMHP to feel under scrutiny, whilst already in a high-pressure
situation. | had also been transparent from the outset of the recruitment process that my
background was as an AMHP and mental health Social Worker. This could have impacted on
the AMHPs behaviour in terms of ‘performance’ both during the observations and during the
interviews. Given | was a peer, but there was also the potential to feel that their practice was
being audited. | hoped that this was mitigated by the likelihood that only those AMHPs who
felt comfortable being observed in their practice would choose to participate. Social Workers
are observed in their practice on a regular basis, but this is often by students on placement.
In terms of the approach and manner that | took, the interview schedule was semi structured
due to the nature of the qualitative enquiry, but this also encouraged the participant to lead
the conversation. Prompts were included to elicit information, but the interviews were
handled sensitively, drawing upon my own experiences of social work practice to engage

respectfully and appropriately with all participants.

Ferguson (2014) carried out observations of child protection practice and outlined how he
tried to behave in such a way as to signal difference and independence from the practitioners.
He made it clear at the outset of the assessment that he was there as an observer and did not
speak unless spoken to and then kept his answers short. | also took this approach to attempt
to differentiate my role in that setting from my professional background i.e. clearly adopting
the role of researcher rather than practitioner. | aimed to reduce any perceived threat to the

practitioner who may feel their practice is under scrutiny by another social worker/AMHP.

However, during the reality of fieldwork unexpected events occurred. For example, during
one observation an AMHP had omitted some information on the statutory paperwork which
| noticed, and which could have made her day much more difficult to manage as this was a
key piece of paperwork. In this situation | took the decision to step into the situation and
point this out to her as | felt | wanted to be helpful. She told me that she felt ‘stupid now’.

Of course, this had not been my intention, but it highlighted for me the power dynamics
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within the researcher participant relationship, and how | was perceived despite my best

intentions.

| took the approach that the nature of the relationships with the participants would impact
upon the fieldwork and interview data gathered. Given that | was spending large amounts of
time with them and hoped to elicit honest and open accounts of their working day,
establishing an open and trusting rapport was important. | was also informed by the views of

Cooper around the motives for carrying out research:

‘Research is about generating ‘new knowledge’ but in my view it is also about
enlarging the scope of our self-knowledge in the personal, professional and societal
domains. We need sound methodologies for conducting research of any kind, but
actually we can only hope to generate new knowledge in so far as we are emotionally
and ideologically open to the possibility of discovering something new, including things
we really did not want to know. If we are blind to or defended against this possibility
then the best methodologies may not help us much, although we should recognise that
the formal properties of many research methodologies exist precisely in order to

ensure systematic open-mindedness’ (Cooper, 2009, p14).

As previously outlined, being a practitioner researcher, | inevitably bring along an inherent
bias to the research at every stage but threaded throughout the research project | reflect on
this and defend and critique my position as appropriate. Maintaining a reflective diary during
the research process, as advocated by Fook (2002) and Ortlipp (2008), alongside the writing
of memos, ensured greater transparency in accounting for the direction that the project took

and ways in which some data is prioritised and some other set aside.

Banks (2018) has developed her work around Virtue Ethics to focus specifically on the area of
researcher integrity. This shifts beyond what she considers the ‘shallow’ area of compliance
with procedures, codes and prescribed ethical standards, towards the deeper
conceptualisation of what it means to be an ethically informed researcher. This explicitly
places emphasis on the impact of the researcher on the research design, fieldwork and
analysis and aligns with the approach that | took. | explore this further in the Discussion
chapter as this is an evolving concept and Banks’ work has developed alongside the timeline

of this research.
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One practical step to ensuring the research was conducted in an ethical way throughout all
steps of the process was to include within the Participant Information sheets that any
participant who so requests would be sent copies of any publications that arise from the
research and also made aware of dissemination events. These actions aimed to demonstrate
that the participants input is invaluable to the study, with the aim of empowering those

individuals who have taken part in the research.

3.26 Analysing the data — my approach
Braun and Clarke (2022) suggest that Reflexive Thematic Analysis can align with the

ontological assumptions of Critical Realism as it is an approach to analysis that ‘provides
access to situated, interpreted realities, not simple decontextualised truths’ (p171). The
approach to analysis aligned with the broader research methodology as it enabled me to
identify themes that relate to the context within which AMHPs make decisions, such as legal,
policy and cultural, whilst also exploring the ways in which practitioners relate to and make
sense of these during their practice. For example, how policy and the law impact on practice
and how practitioners interpret this day to day. This contrasts with an approach to analysis
such as Interpretative Phenomenological Analysis (Smith, Flowers & Larkin, 2022) that focuses
on meaning making in terms of the ‘double hermeneutic’ — the researcher making sense of
how the participant makes sense of an experience and has less focus on the context within
which this experience takes place. IPA takes a particular epistemological positioning which
informs any research design that then uses this methodological approach to analysis. The
analysis of this research did place some focus on reflecting with the participants to make
sense of their experience of decision making, and so an understanding of IPA has relevance,
but the broader reflexive approach to analysis as offered by Braun and Clarke (2022) enables
this meaning making in addition to allowing the space for wider contextual issues to be

identified as themes.

In their original well cited article Braun & Clarke (2006) acknowledge that thematic analysis
has traditionally been criticised for its lack of vigour and simplistic approach but argue that it
can be a robust tool for analysis. However, they argue that when applied with transparency
as to the detail of how the analysis was carried out, this approach to analysis encourages an

openness on the part of the researcher to state the ways in which decisions were taken to
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identify the themes rather than taking more of an objectivist stance that would view the
themes as ‘emerging’ from the data independent of the researcher. Their model has
developed over time to a model that draws upon reflexivity as the defining concept of the

approach.

During the observations of practice, | wrote up and keep on top of field notes on a daily basis.
This enabled me to begin the iterative process of making sense of the data, using reflective
memos that Hommersley and Atkinson (2007) recommend as a tool to collect and gather any
thoughts that occur during this process, -whilst keeping the verbatim comments, statements
from practitioners and real time observations separate to ensure the data remains distinct

and avoids becoming ‘foggy’.

The research design elicited two distinct data sets — the observational data which included
the reflective memos and verbatim recordings, and the interview data. | used Braun and
Clarke’s six stage analytical framework to first code the data and then to identify themes (see
Appendix). | was later informed and influenced by their most recent publication providing an

in-depth exploration of Reflexive Thematic Analysis (Braun & Clarke 2022).

| transcribed the field work data and reflective memos soon after each observation day to
ensure that the nuances of the day were fresh in my mind. Due to some time constraints in
part due to delays in gaining ethical approval and breaks for maternity leave, | used a
professional transcribing service to transcribe the interview recordings. To ensure that these
were an accurate written transcript of the audio | listened back through the interviews and
cross referenced against the professionally transcribed interview data to check for

discrepancies and to assist in taking me back to the interview.

| used excel and handwritten notes to first code the data within and between the two
different data sets to ensure that the findings could differentiate between the types of data
being drawn upon. The coding led to the key themes being identified with sub themes sitting

under these wider themes.

| analysed all of the data (field notes and interview transcripts) at a ‘latent’ level —that is an

analysis that ‘starts to identify or examine the underlying ideas, assumptions and
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conceptualisations — and ideologies — that are theorised as shaping or confirming the

semantic content of the data’ (Braun & Clarke , p13).

The analysis was an iterative process, making time and space to explore the data and identify
the nuances of practice around decision making. It was an intense experience, becoming
immersed in the data, such was the richness of the content. One challenge was ensuring | did
justice to the data as a valuable insight into AMHP practice. Again, some of the principles
around researcher integrity were of relevance. Ethically | felt a sense of duty to the

participants to find the points around learning and insight into AMHP decision making.

Braun & Clarke (2022) have developed a 15-point checklist for good reflexive practice, against
which | have considered my own analytic journey. A key point of relevance is their claim that
good reflexive analysis is characterised by ‘The researcher is positioned as active in the
research process; themes do not just ‘emerge’ (p269). Throughout the thesis | have aimed to
demonstrate insight into the role | have as researcher which can be viewed a strength but
also a limitation in terms of the lens through which | have understood the data. This is

explored further in the Discussion chapter.

In summary, this chapter has outlined the research theory that underpins the research design
and detailed the ethical challenges and approach to gaining ethical approval. The sampling
strategy and issues around access were discussed and the barriers around recruitment. The
challenges around access and recruitment were explored, and the changes in terms of the
data that was collected. A summary of the key learning from the Pilot Study was outlined
including the ways in which this impacted on the ongoing fieldwork, responding reflexively to
the issues that were raised. Finally, the analytic approach was described alongside a rationale

for the choice of this method.
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Chapter 4: Findings

The following two chapters distil the 60 hours spent observing AMHP practice and over 16
hours of interview time, via eight AMHP interviews and one Key Informant interview, into the
key themes that emerged via the application of Reflexive Thematic Analysis (Braun & Clarke,

2022).

Chapter 4 sets out the context for AMHP practice, gathered via the observational data, setting
out how the decisions that Mental Health statute and Codes of Practice require them to make,

are accompanied by a raft of further decision points during the day.

Chapter 5 presents key themes from the data, largely drawn from the Interview data, which

need to be understood within the context presented in Chapter 4.

4.1 Structure of the chapters: a rationale
When arriving 'on shift' for an AMHP duty day it is usual that the unknown looms ahead. The

nature of AMHP practice is such that they are expected to be ready to respond to a crisis. For
example, even when the AMHP may have awareness of an assessment that is likely to take
place, another, unexpected situation could arise that diverts the AMHP onto another task.
This uncertainty became evident early in the observations, and as will be explored, within the
interviews with AMHPS. To reflect this sense of uncertainty and unpredictability | have set
out the first part of the analysis along the lines of the AMHPs day, in order for the data to tell
the story of a day in the life of an AMHP. Broadly, this is the activity that takes place in their
work base, prior to receiving a Mental Health Act assessment referral, what the AMHP does
once the referral is received - responding to this request. Next, | consider the data around
the 'doing' of the assessment, meeting with the person who is being assessed, or journeying

to meet them.

Arguably, the data generated to explore the research questions is rare, as there is a scarcity
of research data that considers what AMHPs do in everyday practice rather than how AMHPS
talk about what they do. As was discussed in the Methods chapter, the process to gain ethical
approval and then access to participants, was time consuming and challenging to navigate.
Thus, to do justice to this data exploring a hard-to-reach area of practice, and in evidencing
with integrity the work that the participating AMHPs carried out, | have taken the decision to

clearly differentiate between the observational data and the interview data. Chapter 4



113

outlines this observational data to tell the story of the AMHP participants’ work and illustrate
the journey that they take during this day. Similarly, to setting out on a long journey and
choosing one route over another, the analysis suggests that the path that the assessment
takes can be influenced and changed by the decisions the AMHP makes. To answer the
research questions, it is therefore necessary to set out what these decisions are, the factors
that influence them and how AMHPs synthesise information to enable them to make a
decision. This section sets out the themes that were identified via the early analysis of the
data, through use of the reflective memos, and provides opportunity to shed light on the
verbatim dialogue that takes place when the AMHP is carrying out their role. The next chapter
then explores what AMHPS say about what they do - gathered via the reflective interviews.
This will connect to the themes that were elicited during the fieldwork, which provides the
context for decision making. Structuring the presentation of the findings in this way reflects
how the reflexive analysis was taken deeper in handling the interview data, as the interviews
concerned the AMHP talking about their practice in a reflective space (the interview
environment). Arguably this led to richer data being elicited around how they perceive the

motivators and values that inform their practice and decision making.

In summary, the first chapter will demonstrate some of the thematic connections in the ‘Day
in the Life of an AMHP’ as told via the observational data, setting the context for the AMHP
role. This outlines the stage of the day when the AMHP is waiting to receive the referral and
makes decisions as to what happens next. The chapter then goes on to outline what happens

when the AMHP leaves their office base and journeys out to the assessment.

The next chapter will demonstrate the identified themes within the interview data, exploring
AMHP reflections on what they do: 'What AMHPs say they do'. This chapter includes analysis
of the Key Informant Interview, threading this analysis through with the AMHP interview data

analysis.

A final summary section will pull together the two chapters as a reminder of the key themes
that were identified through the data corpus, presented within the analytic framework of the

AMHP journey, which is then explored further in the Discussion Chapter.

The themes generally represent the views of the AMHPs as a whole, in terms of how data was

identified during the analysis within each observation or interview that shared a view that
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contributed to the themes. Where there was a distinctly different voice or view this is
highlighted as an exception, for example in the case of an AMHP who had particular views
about the impact of experience on effective decision making. There were so few instances

where this was notable that all occasions are presented within the findings.

4.2 Themes (and sub themes):

e Managing Uncertainty (AMHP wellbeing and resilience)

e Spaces and Places (Context and the impact of emotion on decision making)

e AMHP Motivation

e Professional Identity (Professional discretion, practice wisdom, knowledge, skills, and

traits)

e Values and ethics: the lens through which decisions are made

e Power and Powerlessness

e Being Human
A note on use of the data: All identifying data has been removed but an attempt has been
made to provide a close an account of events as possible without compromising confidentiality
of the individuals whose MHA assessment forms the basis of some of the narrative from the
AMHPs. The presentation of the analysis and findings would have been different had consent
be gained from all those present at the assessment, such as the AMHPS perception of risk and

how this informs decisions.

4.3 A Day in the Life of an AMHP: The Context within which AMHPs make decisions

Introduction:

The analysis of the data has led to my proposal that the work undertaken by an AMHP can be
considered a journey whose destination is known but the route is not. The analogy of a ‘Route
Unknown' journey will be used to ground the analytic outputs. Some key details about the
AMPHSs role have informed the selection of this analogy based on descriptors offered by the
AMHPs when talking about their role and working day. It is also a useful analogy to
understand the sometimes-circuitous nature of the role and the barriers that can be

encountered due to both contextual and internal obstacles. These includes resource
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limitations and the emotional state of the AMHP. To set the scene for this journey, the AMHP
role is constrained by time in that the work they carry out is reactive. This can be considered
the point at which they are sat waiting to turn the engine on and set off on their working day.
They receive a referral due to an individual presenting in apparent crisis, with the referrer
having reason to believe the person may require compulsorily admission to a psychiatric
hospital. The key focus to the role, upon which all action pivots, is resolving the crisis that is
outlined in the referral information. This ‘resolution’ can be considered ‘the destination’ and
it is typically hoped to be achieved on the same day that the referral is received. Whilst the
crisis may be deescalated during the AMHPs workday, the pressure of achieving an outcome
quickly saturates the AMHPs day. Using the analogy of a journey to present the findings of
the analysis captures the uncertainty and reflexivity demonstrated by the participating
AMHPs. The AMHP is clear that there is a journey to undertake, but it can be considered an
unknown journey in that the destination is not certain. The AMHP also does not know which
passengers they will collect along the way in terms of the other agents involved in that day or
that crisis. There may be obstacles, delays or barriers which will require navigation. AMHPs
also have a ‘rules of the road’ in the Mental Health Act and accompanying Code of Practice,
which they must try to follow, although their ‘driving’ must be responsive and flexible to the
context. This journey analogy therefore seems a useful one to ground and make more tangible

the AMHPs experience of decision making.

4.4 What AMHPs do' and the context for their decision making: Receiving the referral

To tell the story of that working day, the following analysis is framed as the methodical tasks
that the AMHP works through in their role. As will be illustrated, the journey is not in fact
linear, with a clear route to the end point — external factors such as the availability of
resources can impact on the course of the working day. But by first setting the scene and
presenting the data as ‘A Day in the Life of an AMHP’, a sense is gained of the ‘chaos’ of the
role, which is developed as the theme ‘Managing Uncertainty’. The analysis identified that
Managing Uncertainty is a key aspect of the context for AMHP decision making as they work
to resolve issues around the logistics of the assessment, and synthesis information to make

decisions around use of the Mental Health Act. This theme sheds light on how AMHPs
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manage uncertainty in their day. It encompasses the sub themes of AMHP ambivalence,

wellbeing, and resilience.

The AMHP participants worked across a range of teams and settings and the observations of
their day to day practice were carried out in a range of locations, usually commencing at the

start of the duty day for each AMHP, around 9am.

Three of the participants shared an office in an old building in the city. Their work included
Mental Health Act work but also covered other more ‘generic’ Social Work in their local area.
Whilst | was with this team there was frequent discussion about the long term fate of their
work base as it was widely acknowledged that it needed a new roof, it was drafty, needed re-
decorating, and was hot in the summer, cold in the winter. This seemed in some way to be
part of the identity of the participants as they told me about some of the foibles of the
building but spoke with affection about it. As an observer, with my own experiences of being
part of team (also in an old, on-the-cusp-of-being-condemned, public sector office) it seemed
to me that the team were close, sharing anecdotes of their home and family life and using
humour, particularly ‘gallows humour’ to pass the day. The setting for the team reflected a
sense of working against the odds, within a poorly resourced service —a team coming together
in shared adversity. Much of the data presented in this section explores how that team base,
proximity to colleagues, interface with managers and other professionals, influenced and
impacted upon the AMHPS practice in terms of their decision making, and their approach to

the role.

During their duty day an AMHP can expect to receive a referral for a Mental Health Act
assessment at any time up until the end of their ‘shift’. Once a referral is received, even if
that is towards the end of a 9-5 ‘day shift’, the AMHP would often be required to work late
into the evening if necessary. A referral would be received where the referrer has concerns
about an individual’s mental wellbeing and that there are sufficient reasons to consider
admission to hospital due to the apparent risk of harm to self, harm to others, or of
deteriorating health. By definition that person is likely to be at a point of crisis. The AMHP is

the lynchpin in deciding what happens next.

On occasion they can pass this on to the emergency ‘out of hours’ team but the implicit

expectation is that once a referral has been accepted and work has begun, that the AMHP
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continues with this piece of work until its conclusion. In other terms, they hold the risk

associated with the assessment until a satisfactory outcome can be found.

During the AMHPS working day they may or may not receive a referral. In the next section of
this chapter | explore the data around this generated by the interviews with AMHPs.
Participant D termed the time waiting for a referral to come in as ‘the waiting game’. More
broadly this can be described as ‘Managing Uncertainty’. At this stage in the day the AMHP
does not yet know if their ‘journey’ will commence. They are in the parking lot waiting for

further instruction.

4.5 Receiving the Referral - Managing Uncertainty: Ambivalence and the ‘tipping
point’

During the observations the participating AMHP received a referral on each of the days | was
with them — although not all of them led to an assessment e.g. a bed could not be identified
and on balance the AMHP decided not to visit due to the perceived risk around heightening
the anxiety of the person being assessed, or there were issues in identifying a second doctor.
One AMHP was asked to arrange an assessment outside his usual geographic location as the
AMHPs on duty in this ‘patch’ were all already busy with other Mental Health Act work. Other
scenarios emerged which this section and the analysis of the interview data will explore. This
extract of dialogue between two of the participating AMHPS evidences the dilemma
experienced when they received a referral later in the day, after all the other available AMHPS

had already been called on:

PC: I’'m the last AMHP standing, everyone’s out so no doctors available. It’s a very busy day
for MHA assessments. [There’s] no bed, maybe after 2, but she won’t let anyone in but will

come willingly to her mum’s to be seen

PA: Hold onto the no bed thing.

PC: Do I start ringing round now on of chance?

PA: If you don’t, you’ll be screwed at 2pm trying to sort it out.

There is an ambivalence evident — ‘hold onto the no bed thing’ i.e. that the AMHP might not

be able to go out on the assessment, alongside the knowledge that arranging an assessment
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can be complex and time consuming. The AMHP reflected with her colleagues that some days
she feels OK about being called out late, but that evening she had a social event she really
wanted to attend. The analysis also identified a spectrum of perceived ‘difficulty’ in terms of
the type of assessment that was received. For example, one AMHP described receiving an
assessment on a hospital ward as ‘not too bad’ as the ‘unknowns’ were reduced. It was
certain that the person being assessed would be present, and one of the doctors had already

seen the person to complete their part of the MHA paperwork.

There seemed to be a ‘Biting point’ during assessments—when the ‘engine’ is sat idling waiting
to start accelerating once it becomes clear the assessment will go ahead. This was linked to
factors external to themselves, such as the availability of a doctor to accompany them on the
assessment, or the likelihood of a bed becoming available were one needed. Once the
decision had been made that they would continue with the assessment, this ambivalence

diminished — they stepped into ‘action’, and their journey began.

The interviews shed further light on this ambivalence which | explore in the next chapter.
What became apparent throughout both sets of data in terms of managing this uncertainty
was that this was a stressful element of the job, that the participating AMHPs at times felt at
risk, or uncertain of how their day might pan out. The main concern was an impact on their
personal life — for example, working beyond their usual hours, potentially being alone in an
unknown location such as an individual’s home, waiting many hours for an ambulance to
arrive to convey that person to hospital. Initial ambivalence to the assessment seems to be a
coping strategy for managing this stress and anxiety —an underlying hope that the assessment

does not need to proceed.

Early on in the analysis as | explored this sub-theme | reflected if | was looking for the data to
tell me this story as reassurance from my own days of AMHP practice — a prevailing hope |
always held when on duty, that | might not actually be required to go out on the assessment,
alongside my enjoyment of the role, and a motivation to practice as an AMHP. However, this
paradox was echoed throughout the data sets —as it became apparent that AMHPs had
preference for assessments in certain locations, at certain times of the day which they clearly
articulate, whilst also speaking with pride about fulfilling the role. This ambivalence does not

seem driven by an unwillingness to undertake the tasks required of an AMHP but it does
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appear to reflect the ways in which AMHPs protect their own wellbeing and bring a sense of
safety or control into their working day. It does not impact on their sense of duty to the
individual who is being assessed. The impact of the AMHPs emotional state on decision
making is explored further within the interview analysis. The AMHPs perception of the task
ahead and the ways in which they mitigate the stressors they experience as a consequence
of these tasks, has relevance to decision making in terms of their capacity to carve out the

reflective space they need to make ‘good decisions.

Discussion between AMHP Participant A and Participant C on another occasion further
evidenced this ambivalence, in this situation there was some suggestion the AMHP was
hoping that a bed would not be identified, as this would make it less likely the assessment

would go ahead:
PC: He [the psychiatrist] doesn’t think we should go out until we have a bed...
PA: It would be rash if not foolish to go out before a bed is identified

PC: Will we need the police? He’s just going to chase them [the bed managers] up now and

ring me back

PA: They sometimes rustle them up annoyingly [an inpatient bed]
PC: They might say go and assess and wait for a bed

PA: But were you not listening, the consultant said look for a bed first

PC: [reflecting on the situation with PA] if its hospital [it’s OK]....it’s messy in the community,

I’m taking someone along. If my phone rings say I’ve died or gone out..

In addition to shedding light on ambivalence towards the task, the AMHPs discussion
reflected some of the tension experienced when a referral is received in terms of the potential
barriers they might face. In this scenario there were risk issues associated with seeing the
individual in their own home, without having first identified a potential bed if admission was
assessed as necessary. The AMHPs joke about what to say if her phone rang whilst she went
to make a coffee, evidences some of the ‘gallows humour’ | observed, but also a sense of trust

and rapport between the AMHP colleagues. This suggests AMHP sought out emotional
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support to manage the uncertainty and tension as each could empathise about the difficult
situation they were experiencing. This could be characterised as an ‘off the record’ remark,

unlikely to have been elicited via an interview.

The AMHPs also spoke about the ways in which the Duty Manager can help to alleviate the
anxiety of the uncertainty around the role, but also increase this anxiety. As will be explored
in the next chapter, perceptions around the support available via the Duty Manager had
implications for the AMHPS emotional resilience and wellbeing when talking about the role

and their longer-term view around continuing to work as an AMHP.

An example of this interaction with a manager occurred during observation 3 with AMHP
participant C when, having ended a call to discuss a complex referral with the duty manager

she stated to her colleague:

‘Fuck off — X says they’ve detained her but X boasts about how few they’ve done...”

This suggests the AMHP has a lack of trust in and respect for her line manager, traits which
did seem to be present in the interactions with her peer. This also suggests that there are

characteristics that make a working relationship more supportive.

Support from colleagues including frank and open conversations were evident between the
AMHPs based within the same office. This support seemed to be valued more highly than
support from the management team. For example, | observed Participant C seeking
reassurance from her colleague that the steps she had taken to hand over the assessment to
an AMHP on duty the next day were sufficient. This was despite having also spoken to the
duty manager. Another exchange evidenced this openness between colleagues — using quite
flippant language within a trusted relationship that | did not observe her using when fulfilling

other aspects of the role:

AMHP C: Why isn’t this straight forward?
AMHP A: It is relatively
AMHP C: | just wanted to go the community, see mad lady, sign my paper

This reflects the different ‘roles’ the AMHP takes on and the different dynamics within the

varying professional relationships they hold. Perhaps this was also an honest glimpse of some
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of the personal feelings towards the AMHP role and the ambivalence about the role reported

earlier.

Participant A spoke to me about the AMHP role in terms of the support he receives to fulfil

the role from others, during my first day of fieldwork with him:

PA Observation 1: ‘The whole of social care and the NHS would collapse if it wasn’t for good

will’

This comment was made in the context of talking to me about the AMHP rota and how there
is no set rota to seek support and ‘back up’ when going out on assessments, particularly in
the community. He spoke of his reliance on networks and friendships to provide practical and
emotional support and learning how to prioritise other work commitments when juggling the

AMHP role.

4.6 Motivation, professional identity, values, and ethics
A sense of duty was identified as a sub theme in terms of the standpoint that the AMHPS

brought to the role. Despite the pressures experienced as a consequence of managing
uncertainty, the AMHPs, the motivation to fulfil the duties of the role seemed to be driven by

a clear sense of duty to the person who was being assessed.
PA articulates this as ‘do to someone else what | would expect for me’

Whilst the data elicited this theme more explicitly during the observations of the face-to face
assessment with the individual, it was threaded throughout the preparatory work the AMHP

undertook to plan for the assessment.

This sense of duty and the need to manage uncertainty linked into a third theme identified,

that of power and powerlessness for the AMHP.

4.7 Power and Powerlessness
Interms of the statute the AMHP has the legal power to decide how to proceed once a referral

has been received. There is a duty to assess but given some of the contextual issues as
outlined above, this was not always taken for granted given the dilemma that was prevalent
during the fieldwork. The AMHP also must consider the current legal status of the person

who has been referred for assessment. During a telephone conversation with the authority
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holding an individual for further assessment the AMHP asked on what grounds the person

was being held:

OBS11 PA: Ato C: | like that man. What’s the legal basis? The ‘making it up as you go along’

Act —it’s refreshing!

This suggests a pragmatic approach to an assessment held at a police station where it was not
clearif the Mental Health Act or Police and Criminal Evidence Act were being used as the legal
basis for the person to be kept in custody. It also demonstrates where situations in practice
deviate from the statutory framework with professional discretion in use from the police

officer.

All the participating AMHPs shared their views regarding a lack of bed availability —in addition

to difficulties in identifying doctors to accompany them on the assessment.

Once the referral has been received there is a period of time when the AMHP has to decide
on the next steps. When the AMHP receives the referral and the ‘tipping point’ has been
reached (that it seems feasible logistically to plan the assessment that day) they then move

to the next stage where they commit to the assessment and begin to take action.

The action can be broken down into three key elements: locating a bed, establishing more
information about the person being assessed and liaising to identify one, sometimes two,
‘Section 12’ doctors to accompany the AMHP on the assessment. However, other tasks can
also arise. For example, during Observation 2 with AMHP participant A his first words upon
reading through the referral were ‘Oh, a dog’ — it is the AMHPs duty to ensure that any
animals that a person may own (from a goldfish to a horse) are safely accommodated in the

event of admission.

The possibility of a bed was the most cited barrier to commencing the assessment. During
one duty day Participant C received a referral that had been handed between duty AMHPS
over six days. She was advised not to start planning the assessment as there were a further

five individuals also waiting for an inpatient bed. She discussed the situation with a colleague:

PC Obs 1: What are you supposed to do? Wait until there’s a bed and then start ringing

round?
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Colleague to Pc: so no-one’s been to see her? She’s been seen by the crisis team though?

PC: Someone tried to assess on the [date] but she left the flat moments after they arrived.
I’'ve passed to EDT [emergency duty team] — they promised a vulnerable adult welfare check

and the son has advised we wait for a bed before going out.

Participant C then made another call to the son to update him — my reflective memos note

her sense of frustration and apologetic tone during this call.

The dilemma as outlined above, that seeing the person without the assurance that there
would be a bed if needs be had the potential to increase risk for the person, is explored further

within the interview data.

During one observation the AMHP experienced a dilemma around the most appropriate route
to address the concerns that were outlined in the referral. Due to some accompanying
physical health issues for the person who was due to be assessed, the AMHP was required to
liaise with a wider group of medics and negotiate timescales for the assessment based on the
outcome of physical health checks. The psychiatric ward would not admit her until physical
causes for her presentation had been explored and ruled out and there was some dispute
between the GP and psychiatrist as to the best course of action in terms of addressing the
medical concerns. The AMHP articulated the dilemma during a conversation with one of the

assessing doctors:

t/c to 2" doc — | can’t decide what to do. She sounds detainable but not sure if you put on
your recommendation where to go to [psychiatric or physical health ward]. GP and 1° doc
don’t think she needs physical, but Dr X wants her to otherwise she’d have to go to the
psychiatric ward, then be transferred, then back again. She’d still need detaining as doesn’t
have the capacity to go to the physical ward. Give me 10 mins, just waiting for my manager

to ring me back.

To me: Part of me thinks, just go, she needs the assessment completing (was going to say

she needs detaining)

To me: If this comes to nothing I’ll have wasted all morning on it.
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The dilemma included how to manage the logistics of the section paper in that the doctor is
required to include the address of the place of admission. The AMHP needed to decide
whether to proceed with her assessment or to wait for the outcome of the blood test which
could have been a day or two. The frustration in the time this was taking is also illustrated

well in this example.

Participant C Obs 6: T/C to her duty manager — giving overview, CPN knows her unwell,
really common to deteriorate quickly, refused to give consent to community ECT. GP saw,
Dr saw, made 1° rec, set up, Nearest Relative happy. All ready to go and spoke to Dr X, he
said she’s physically deteriorated quickly and wants checking physically. Dr X wants this
before she comes in given risks — physically frail. Bloods taken 15 mins ago. The surgery sys
24 hrs, the other Doctor says 4 hrs. Once the results are in...sounds detainable, flat, not
eating, drinking. Do we sit on it? She’s in a nursing home so could do under the Mental
Capacity Act — physical? There is a bed, the 1°t [medical] rec has the psychiatric ward on but
he could change that. What | thought was..I could go out...do the form and put 2 hospitals,
1% Dr could change his. Just checking on dehydration if she still needs a physical bed. Worst
case, admit under capacity act, there a couple of days and then detain her to the psychiatric
in a few days. Ok, cool... She’s thin, frail — her physical health breaks down. Go and do it,

doesn’t change the outcome.

t/c to first Dr — we’ll need to make a decision about 4 — can she be left another day pending

bloods?

In this scenario the AMHP appears to frame the decision making within logistics of seeing the
person before a bed has been identified. By drawing upon resources and talking through the

potential for not doing the assessment she concludes that the assessment should go ahead.

During all the observations, securing the agreement of a doctor to carry out the assessment

also led to delay and uncertainty for the AMHP.

During one observation Participant A had to make a number of phone calls to make contact
with the psychiatrist who had made the referral. His aim was to add to the brief information

he had received when the referral was made:
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PCA Obs1: This is what I find most frustrating — not being able to get hold of anyone, you

can’t make informed decisions

Across the observations this was a recurrent issue of lack of access to information. Either the
AMHP could not access all electronic records (such as NHS records when based in a local
authority team), or sparse referral information, articulated by Participant A during this
observation as ‘a dearth of info’ - alongside the difficulties in contacting the referrer or other
involved workers. Participant A initially took a critical stance towards the referrer — not
immediately accepting the narrative of risk as outlined in the referral information, nor the
need for admission. This appears to relate back to the ambivalence stage of the assessment
when the possibility of not acting is still being considered. It also reflects some of the
powerlessness experienced by the AMHP. One participant articulated this during an

assessment:

PC Obs2: ‘’m scuppered’

My reflective memo states shortly after this comment:

PC starts looking at a job on the internet whilst waiting on the phone

This reflects some of the push and pull experienced by the AMHPs, the motivation to continue
in the role alongside actively questioning why they continue to do it. This sits within the theme
of Power and Powerlessness in terms of the frustration experienced when not being able to

fulfil the role due to external factors.

In terms of collating information once the referral has been received and the assessment and
action underway, several issues were identified that suggested that the AMHP categorises
information to support or challenge the dominant narrative presented in the initial referral.
For example, PA reflected with a colleague on the quality of referral information he had
received, suggesting that due to previous knowledge of different practitioners he ‘trusted’
the information of some over others. This could be considered a hierarchy of knowledge that
he considered when synthesising the information around the assessment and his decision

making:
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PAObs 1 (comment to colleague) The ward manager couldn’t tell me anything. They’re
suggesting he’s resisting being in hospital, what’s the info? No one has a clue...the
psychiatrist is bang on it with the MCA [Mental Capacity Act], will take time out and not
brush me off. When you get something from him you know it’s not going to be...not just

using the Mental Health Act to make their life easier rather than it being necessary’.
Participant B greeted me at the start of a later assessment with the words:

PBobs1: 've never had 4 files on this table before, it’s just awful. I finish at 9 (om) but can’t

see that.

This AMHP had received 4 referrals for Mental Health Act assessments, on the same evening
and described it as ‘spinning plates’. This setting amplified the uncertainty that is inherent in
the role and evidenced the AMHPs need to prioritise and synthesis information on different
individuals at the same time, to decide which task to focus on first. This scenario only
occurred once during the fieldworks (i.e. that an AMHP received more than one referral on
that day). However, even when dealing with just the one referral the data revealed the
‘juggling’ that the AMHPs undertake. The interview data referred to the setting up of an

assessment as completing a ‘jigsaw puzzle’.

4.8 The impact of Space and Place: the role of emotion on decision making
Whilst the other observations saw the AMHP based in the relative ‘safety’ of a team office,

this AMHP was working within a setting where people were conveyed for assessment — for
example individual’s assessed under Section 136 of the Mental Health Act, where the police
had concern for a person’s mental health and immediate safety. | sat with her in the office
based on the hospital site, a room down the end of a corridor clearly visible to anyone that
was within the unit. One distressed person was walking up and down the corridor, face to

the glass looking into the office space that the AMHP and doctors used:
PB Obs 1:‘The design of this place is not good, it’s like a goldfish bowl. It’s not safe’

Therefore, for this AMHP in this situation there was the uncertainty of managing multiple
referrals, layered with being situated within a place that felt unsafe, raising the stress levels
of that AMHP. Although she articulated feeling stressed and under pressure to me as an

observer this pressure was not evident. She presented as calm and methodical as she worked
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through tasks. | observed this AMHP making calls to family members to gather further
information about the individual she was due to assess. Outside the room there was noise
and distraction due to other distressed people being present at the unit. The AMHP was
making plans to see the individual she was due to assess on another part of the hospital,

outside the ‘136 suite’, discussing this with colleagues:

PB Obs 1: ‘I can’t assess properly with a woman shouting outside the room — I’'ve rung [the
other ward], they need 5 minutes to think, worried about it being a place of safety. |

explained a place of safety can be anywhere’

This extract evidences professional discretion and legal knowledge, but also the backdrop of
the working conditions AMHPs are placed in. Making decision within emotionally charged

environments.

| observed this AMHP on another day when we were due to meet for her interview. Upon my
arrival she stated that it was quiet so far and asked me to wait whilst she completed a task.

A short while later this had changed:

Extract from reflective memo:

The day | was due to interview her she was doing another long shift 8.30-9. I arrived and

was told all was calm, when | saw her she was dealing with three assessments:

1. A v distressed woman on 136 from abroad, partner flying to join her and staying locally

2. An under 16 ‘| told them, no, keep them on the ward (when it was suggested to bring

them to assessment unit)

3. Someone on assessment unit, medical recommendation done the day prior, already

looking for a bed

Discussion with colleagues re bed — how to prioritise, partner would struggle with

accommodation etc, discussion with doctor, negotiation, treading carefully.

Prioritising the child ‘ I'll need to read up (on MHA) before | see them (due to age group)
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Itis the nature of the role for an AMHP based within a crisis team that they are likely to receive
numerous referrals. This example sets the scene for the interview data that explores how

AMHPs manage this task.

4.9 Professional Identity
Observing the AMHPs | became aware of their use of interpersonal skills when making

arrangements to set up the assessment, especially during telephone calls. These sit within
the theme ‘Professional Identity’. For example, the two AMHP participants who | sat
alongside and observed the conversations between the two, markedly shifted their tone of

voice and use of language when making calls to different people.

During one observation Participant A made calls to 8 different doctors before one confirmed
they would attend. During another observation 6 doctors were contacted before one agreed
to attend the assessment. | reflected with him on how he had apparently maintained his

patience throughout this lengthy process. He replied;
PA Obs 1: ‘1 try and be human and personable’

During another Observation with AMHP Participant A he called 20 doctors before one agreed

to attend:

Data Extract: Identifying the Section 12 Dr:

1. I’'mringing re an assessment in..... CANT DO
Let’s give Dr X a ring — out of her way though as other side of the city, might not be overly
keen to do it.
PA to me: See because I’m the last AMHP called out all the other Dr’s will be busy

2. t/ctoS12 - NO (4 call he’s had)

3. Dr Y- he’s usually keen but bet he won’t come out — NO CANT

Reflection: geographical considerations an additional barrier to getting a Dr)

4. Bet he won’t come out either but I’ll give it a go — NO ANSWER

5. NO ANSWER

6. Tone of voice, half expecting him to say no — no fair enough, thanks anyway
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7. Tone —more upbeat ‘Thanks anyway

8. Are you interested or available? NO

Reflection: an exercise in persistence and patience

9. VOICEMAIL
10. NO ANSWER
11. NO PA to me: there is a rubbish Dr, ’'m getting a bit desperate, | know she’ll be
available, she’s retired.
12. NO ANSWER
13. NO
14. NO ANSWER
15. NO ANSWER
PA to me: Pool of 40 possible’s but some restrictions when they can come out.
16. NOT AVAILABLE

Reflection: PA remains polite throughout, doesn’t let his frustration? Show

17. NO ANSWER
18. CANT DO
19. NO ANSWER

PA to me: no bed, no doctor...that’s the way it goes

t/c to crisis: so what do we do? Try again tomorrow? You’re thinking there isn’t going to be

anything..

PA to me: no beds in the whole country. I’ll keep trying Dr’s cos at least then we’ll have two

RECS

20. YES!!!

Participant D made a comparison with ‘haggling’ when on the telephone to one doctor,
explaining what was needed to be done before he was free to carry out the face to face
assessment, in order to compromise on a time to meet. This was the second call the Doctor

has received that day in relation to a request to attend a Mental Health Act assessment:
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Participant D Obs2: You probably know why I’m ringing then...[use of humour[ that’s where
lam ....Pve got a medical rec | need to pick up, they went out but there were no beds. | need
to pick up a med rec from crisis all the way to the [hospital] and back so how about 1.30

12.45? (negotiating based on their travel times) This is like haggling isn’t it...I'll set off now’.

During the process of locating and confirming the doctor’s attendance there were two, at
times competing factors the AMHP considered. They spoke of their preference for certain
doctors, but that given the scarcity of available doctors during the period the fieldwork was
conducted, there was a sense of accepting whoever is available. There was a sense that
practitioners at times take pragmatic steps to manage a situation, whilst demonstrating a
value base that critiques what can be considered the traditional dominant paradigm within

mental health services:

AMHP Participant A: One Dr — the past 20 years in psychiatry seem to have passed her by —
you know that authoritarian manner — she was trying to wrap things up..’if you want to go

now no one will stop you from leaving’..

One explanation for the lack of available doctors was the increase in other statutory work,
specifically the Deprivation of Liberty Safeguards which had seen a huge increase in use due

to a significant change in case law which broadened the definition of ‘deprivation of liberty;:

PA Obs 1: ‘There’s problems getting a Section 12 doctor as they’re on the DolLS gravy train,

there is a preference to do DolLS, the Mental Health Act is messy and long winded’

This had the potential to impact on the final outcome of the assessment, according to some

of the participating AMHPs:

PA Obs 1: Statement to researcher: Dr X would have come out but as he’s more thorough
I’'ve gone for Dr Y instead. He’ll have read up on [the electronic medical records] and come
with some background knowledge. Some don’t know anything and take a cursory glance
at the notes and then you almost see them filling in the section papers in their head before

the assessment’.

The Code of Practice states it is best practice for a doctor with ‘prior acquaintance (REF) to
make one of the medical recommendations for admission. In practice case law has clarified

that prior acquaintance can be considered any doctor who has access to the person’s medical
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records. They do not need to have met face to face. In some cases, this might suggest that a

GP is best placed to assess, alongside a doctor with specialist mental health knowledge.
Participant A reflected on this during one observation:

PA Obs 1: ‘The GPs probably not going to come out. They do sometimes but it’s rare — they
do sometimes as out doing a domestic visit. | give them a call more in hope than expectation
— they’d have to come from A to Z and will have other things to do. I'll leave a message and
then they don’t get back to you and in the meantime I could be sorting out a Section 12

doctor’.

This extract also highlights the application of policy to practice. This is what the Code of

Practice states an AMHP should do. This is what happens in reality.

During the second observation of Participant A a scenario arose that encompassed a lack of
referral information, being unable to contact the referrer or anyone who knew the individual
well, and knowledge that on the previous day another AMHP had tried to contact 18 doctors
before one agreed to attend to assess. This extract is a telephone conversation to the team

where the referring psychiatrist is based, in conversation with the duty worker for that day:

PA Obs 2: The problem is I've got this referral in, looking like Dr Y wants to go out at 3.30
and he’s going to make a sec 2 recommendation without ever having met her. [There’s]
quite a lot of gaps on the referral see, if | wait another hour you see — is there no one else

about? Your team has asked me to complete a MHA ass so I’d have thought so’.
My reflective memo noted:

The AMHP is very calm, matter of fact...not engaging in ante-upping, taking the stance there

may be no concerns.

This evidences to some extent the AMHP taking a position in terms of putting the
accountability for demonstrating grounds for considering use of the Mental Health Act, back
to the referrer. This can be considered an example of the AMHP taking control, or asserting
power, over the situation in terms of pacing the assessment, pausing before taking the next
step to ensure more information was gathered to inform decision making. The themes Power
and Powerlessness and Professional Identity in terms of professional discretion overlap to

some extent.
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4.10 Professional Identity: Professional Discretion
During the observations | noticed the ‘gear changes’ that the AMHPs experienced. The

‘waiting game’ prior to receiving the referral, the ambivalence in terms of gathering energy
to take on the challenge of arranging the assessment, and then ‘going out’ on the assessment.
At times this energy was diverted, for example if a barrier emerged that led to the AMHP
being unable to take further action. At all stages the AMHP is required to make a decision as

to what occurs next, such as ways in which to resolve any obstacles that arise.

For example, during Observation 2 Participant D had arranged a time to meet the doctor to
carry out the assessment but the assessment was postponed due to there not being any
available beds. It was handed over to the Emergency Duty Team. The AMHP was required to
liaise with the son of the woman had been referred for assessment, an older person
experiencing dementia, to update him on the situation. He was aware that the son did not
want his mother to be admitted to a bed ‘out of area’ and during the observation he reflected
on this dilemma stating:” That’s not covered in the code of practice’ in terms of how the

AMHP resolves this resource driven issue.

The interviews explored with the AMHPs how they managed this ‘gear change’ in terms of
stress levels — the ‘action to inaction’, and also walking away at the end of the day, leaving
work behind. The second Observation of Participant D, the referral for the older woman
experiencing dementia also identified the emotional investment in an assessment and
perceptions of the experience for the individual being assessed. The AMHP had prior
acquaintance with this individual and was aware that some of her beliefs involved a fear that
‘people were coming to take her away’. He reflected on his role in potentially reinforcing this
belief and that given pressures of bed availability it was a possibility the assessment would
take place out of hours. During the duty day he shifted from gearing up to assess in difficult
circumstances, to the dissatisfaction of handing the task on to the emergency out of hours

team.

During the observations Participant A and Participant C discussed documenting the outcome
of the attempts to set up the assessment that was thwarted due to the concerns about

assessing without any suitable inpatient bed being identified:
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PC Obs 3: [In the context of updating the duty manager on the barriers to assessment] he

doesn’t care though but at least | can write on the form I've told him’

This evidences some of the anxiety that the AMHPs described in the interviews, an a element
of defensive practice to bringing back some control to what seemed to be circumstances

outside of their control, or to regain some ‘power’ when feeling ‘powerless’.

During Observation 6 with Participant C a further scenario arose when the results of physical
health checks were delaying a decision as to where it would be most appropriate to admit an
older adult. The AMHP was aware that the assessment may need to be handed over onto the

next day’s duty AMHP. She discussed this with her colleague Participant A:
Participant A: What’s the plan?

Participant C: Get 2 recs and drop them off at crisis. Her mental health is unstable regardless
of what comes back on blood results, needs to go to hospital, not going to agree to it. If by
4.30 noresults, ring consultant about him and GP making a decision if she can stay overnight

— they need to make a decision on that.
I’ll hand it back to the rota — I’m on duty for our team
Participant A: Have you got a cast iron reason for doing that?

Participant C: | can’t do that, I’'m on duty, if they’re not happy they can argue it out with

(area team manager)

Reflective memo — Participant C also talking about an email asking if she can be available at

4 this afternoon and talk of new referrals (general background pressures of the job).

Here the colleague appears to be gently challenging the AMHPs decision making, with use of
the phrase ‘a cast iron reason’. The AMHP responds assertively that she will escalate these
workload decisions to a senior manager. This was in a context of her talking about workload
pressures increasing and an awareness that she was on duty for her own team the next day
(for non-Mental Health Act related urgent work). This can be considered an example of
decision making to protect well-being and resilience, knowing the limits of what is

manageable and putting boundaries in place to take back some control of the situation.
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In terms of the AMHP being accountable for decisions when the context limits the available
options, Observation 4 with Participant A provided further analytic insights. This extract is
the conversation the AMHP has with the son of the individual for whom there is concern. It
illustrates the ways in which the AMHP shared information with the family member and took

steps within the context of limited resources, to manage risk:

‘I've been given the case of your Dad to arrange a MHA ass, are you aware? Spoke
to your sister..she explained both of you are mainly involved. Arranged to go and
see your Dad at [time’ with S 12 Dr (can complete MHA ass) to see if they agree with
the Dr who said your father should be in hospital. There isn’t a bed in [city], or the
country. What we have to do — the team at X, they look for beds for us, they try out
of area beds, they called me at [time], tried out of area but there isn’t anything or
the likelihood of one today. To put you in the picture, | know it’s the evenings when
your Dad goes to the pub — what time does he go out? It’s a tricky situation, I’'m not
sure what we can offer, if there isn’t a bed | can’t section as have to put an address.
Just thinking of what to...could you give your Dad a call tonight to check he’s OK?
Later on.. I can go out and assess and if Dr agrees he needs to be in hospital have up
to 14 days to make an application — matter of that AMHP seeing your dad, there isn’t
much point until there is a bed but if we have 2 med recs your Dad can be detained.
Tonight, ways of keeping him safe — you can’t stop him, rather you don’t come to the
assessment but think...all | can do is apologise for a lack of provision as a family you
can keep him safe when I’'ve seen him I’ll give you a bell and let you know what the
second Dr has said.

PA to me (as he put the ‘phone down): Walking away with your fingers crossed —that

feeling when...what can you do?’

It could be said that the AMHP holds power in this situation in that the fate of the man for
whom there is concern, is within the scope of the AMHPs role to influence. The AMHP is
enacting a statutory role and talks about the use of a Section of the MHA to detain. However,
there is also a sense of powerlessness articulated by the AMHP, and honesty and openness in
the information that is being shared — perhaps as a means of mitigating the loss of power.

The representative of ‘services’ admitting that there are limits to what they can do. Toreturn
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to the theme of professional identity, the AMHP has to be accountable for unsatisfactory
outcomes and actions (or inaction). They are the ‘human face’ of the barriers that exist when
accessing mental health care in that the AMHP is responsible for liaising with family members
(as well as the individual) to involve them in the assessment. How this dissonance sits with

the AMHP is explored further within the interviews.
This tension is summarised in an extract from an observation with Participant A:

PAObs4: on telephone ringing a family member (a LA employee) ‘if he is one of

us at least he’ll be civil’.

In summary, the observations within the AMHPs office base enabled the analysis of the data
to shine a light on the circuitous nature of AMHP practice. According to statute the AMHP
receives a referral and acts upon it to arrange and then carry out a Mental Health Act
assessment. In practice, this next step is dependent upon the availability of other
professionals, the location of an inpatient bed, plus the accessibility of information to inform
the AMHPs decision making. The AMHP is required to manage uncertainty, experiences the
push and pull of power and powerlessness (in part due to resource constraints limiting their
scope), and is required to act autonomously upholding their professional identity. Each stage
requires the AMHP to make decisions that taken in isolation might have minimal impact, but
cumulatively demonstrate the power the AMHP has over the situation as this sets the scene

for the next part of their working day — going out on the assessment.

This extract encapsulates a lot of those uncertainties and asks a key question around AMHP

motivation:

AMHP A to AMHP colleague (C) ‘[It’s] really messy, don’t know if we can get in, no

beds in [CITY], sister pissed off and there a dog and no referral to crisis.
There’s definitely one dog there but not sure if there’s another

Why do we do this bollocks?

4.11 Section 2 ‘Going out’ on the assessment:
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The analysis identified a clear shift in the AMHP role once they leave the team or office base
and ‘go out’ on the assessment, developing the analytic theme ‘Spaces and Places’. This stage

occurs once all the arrangements have been made to make the assessment happen.

The analysis elicited themes around the context for AMHP decision making in terms of the
settings in which they are expected to make decisions. Data was also collected about the
ways in which AMHPS speak with and gather information from the person being assessed.
This sheds lights on if and how the Guiding Principles of the Mental Health Act are being

applied — the framework for decision making as set out in the MHA Code of Practice.

These observations took place: in the community (at the home address of the person being
assessed), at a care home, within a s136 suite, in an interview room at the police station
custody suite, and on an acute psychiatric hospital ward. The setting for the assessment
brought different issues for the AMHP and so this section of the chapter considers each
setting individually. What was shared across all assessments was the time the AMHP spent
‘face to face’ with the person being assessed. This was the moment when that person’s views
are gathered and the AMHP assesses how they are ‘presenting’ via their verbal and non-verbal
communication. This key area of decision making will be presented across each face to face
assessment scenarios. For clarity, each section will include a table to indicate which themes

are evident within the presentation of the findings.

4.12 ‘Setting off’ — journeying to the assessment

Themes:

e Spaces and Places

e Managing Uncertainty — emotional resilience

It is of note that that the analysis identified that the uncertainty the AMHPs experienced in
the office when setting up the assessment (preliminary enquiries regarding the bed situation,
establishing who else would be attending the assessment), is amplified once they leave the
team setting. The uncertainty could be considered an intellectual challenge in the office but
once out on the assessment other factors are present such as lone working, risk issues and

working in an unknown or unfamiliar setting. The AMHP interviews shed more light on the
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anticipation and anxiety experienced by the AMHP prior to undertaking assessments,
particularly in the community. The fieldwork data provides context regarding the nuances of

what occurs during this stage of the AMHPs working day.

During two of the assessments | travelled in a car with the AMHP. This time spent in the car
marked the transition between the safety of the office and the face to face element of the
assessment. During one journey an AMHP participant spoke to me openly about an
assessment she was able to pass onto a colleague as the presenting circumstances were ‘too
close to home’ in terms of some events in her own life. The car can be considered a place for
reflection as it is a time when the AMHP is thinking through what will happen next, but also a
time to debrief or ‘decompress’ after the assessment — the transition from work to home.
Data from the interviews will explore this transition further. My reflective memos noted that
the time spent in the car with the AMHP felt more informal, with an openness about the day
ahead. | noted if the participant was not consenting to data being collected during this task
as they may not have perceived this was a part of their working day for observation. This
reflected the shifting approach to ethical approval and consent which was outlined in the

Methods Chapter.

The physical journeying to an assessment can add an element of uncertainty to the AMHPs
day such as where to park — the hospital for example being notoriously difficult to find a
parking spot causing additional delay. Participant C commented to me during one

observation:
‘You have to pay and display at the hospital, it adds to the stress’

| travelled separately to the AMHP on one occasion and was given parking ‘tips’ for finding a
space close to the ward and instructions on gaining a parking pass from the reception. Insider
knowledge that eases the barriers encountered in a working day. The AMHPs also spoke of
not knowing certain areas of the city well, or there being traffic delays or road works. These
layers of uncertainty felt important to note as further evidence of the challenging

circumstances within which AMHPS are making decisions.

4.13 Assessment in police custody
Themes:

e Places and Spaces
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e Professional Identity

e Values and Ethics
A further observation took place at a large city police station. | have visited several police
stations in the course of my own social work practice, but these tended to be small stations
with just a few cells. Stepping into such a large station with high security procedures was

daunting, even with my previous experience:

Extract from reflective memo: At the police station: Where did | sit — being pregnant,
watching out for cups, risk to self as a researcher etc...not appropriate to take notes
as he was suspicious, guarded, unpredictable, | was concentrating on keeping myself
safe. Another person in custody became aggressive and | had to be ushered back
into a room out of the way. How did I feel? Familiar with custody suites but smaller
ones — this one felt more intimidating but also had better panic systems etc. | was

so keen to get data maybe I didn’t look after self as well as should have done.

With the passage of time since carrying out the fieldwork and analysing the data this memo
sheds light on the unexpected ‘making the familiar strange’. At the time this setting was
familiar to me, or at least not unexpected. Since stepping away from AMHP practice this
memo led me to consider to what extent AMHPs become familiar with decision making under
pressure — de-sensitised to the situations within which they operate and which may appear
from the ‘outside’ to be situations of extreme pressure. The interviews explore this tension
further — what motivates AMHPS to continue in the role. As | as researcher ‘didn’t look after
myself as well as | should have done’ what light can this shed on AMHP wellbeing and
resilience? What becomes ‘custom and practice’ and what aspects of the AMHP role require
further scrutiny to understand issues around recruitment and retention in the role for
example. It is also of note that the decisions being made under this type of emotional

pressure include decisions to deprive individuals of their liberty for up to six months.

During this assessment the person being assessed was seen in a small interview room, a panic
alarm strip running around all four walls. He presented as agitated and distressed. Referring

to himself in the third person and directing all his comments to the custody officer. The
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assessing AMHP became an observer in some ways as the assessment felt tense, and

unpredictable.

Extract from reflective memos: Would have been more intrusive to leave after the
assessment had commenced. | didn’t take notes. A’s main role — to listen — Dr took
the lead, 25 min assessment. Sometimes nothing to say? What other options? A

moved his coffee under the desk — risk management.

The AMHPs make decisions in stressful working conditions, even when in a more controlled
environments, such as a police station or hospital assessment unit, unpredictable elements

prevail.

PAObs: (t/c to crisis team): ‘[He’s] way detainable, really unwell. Deteriorating
mental health, apparently no risk to others. Police confirmed no record at all. He
did talk, continuously but just addressed police officer, said he wouldn’t speak unless
he was there. Constantly in third person, quite bizarre. Grounds for assessment —
certainly meets it. Police going to take him to [hospital] rather than an ambulance.

Zero chance in the community’

In this situation there was no ambivalence from the AMHP. The decision around use of the
MHA — was the person ‘detainable’ did not appear to present him with any challenges. This
aspect of the decision making was echoed within some of the interview data. By the time the
decision needs to be made — whether to detain — there was often a sense that there are no
other appropriate options but to admit to hospital. If there are limited options, the decision
maker is thus limited in the outcome of their decision. This scenario is not uncritically
accepted by the participating AMHPs as will be explored in the next section of the chapter

and the discussion.

4.14 Assessment in the community:
Themes:

e Spaces and Places
e Power and Powerlessness

e Professional identity: Professional Discretion, practice wisdom
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e Values and Ethics
The assessment location was a flat on a city centre housing estate. We parked in a small
resident’s car park outside the flats and met the assessing doctor. The AMHP was dressed
casually but the doctor was wearing a shirt and tie, dressed more formally and clearly an

individual ‘at work’.

PA2: Reflective memo: Stood in the cold, talking about beds [with  the  assessing

doctor]

We walked up to the flat and the AMHP knocked on the door but as there was no answer we
went round to the back door. There was no evidence of anyone being at home, for example

a television or radio playing, or lights on.

The AMHP called his manager to discuss the next steps, evidencing reflexive practice, or

reflection ‘in action’ (reference Schon reflexivity etc):

PA2:t/c to manager: Not 100% certain she’s in and the problem is | don’t want to
shout through the letterbox as they’re people about. Might be ideal for (full time
AMHP) to run with next week. Might be unwell, might not be. I’'m being quite careful
about what to put on the note. Don’t know whether or not to tell her we’ll come
back Monday. Potentially we could get a warrant so it’s important she lets the

worker in.

The AMHP spent 30 minutes sat in the car making a decision about how best to word the note.

He stated to me:

You’ve got to try and put yourself in her shoes. Try and be as non threatening as

possible’.
The Reflective memo states:

Sat in the car with Participant A as he decided what to write to her about the warrant.
This took 30 minutes, agonising over small decisions saying to me: ‘for us it’s just a

note but if you’re highly distressed you can unpick it all, the meaning’.

The AMHP had a legal duty to consider use of a warrant which would be provided by a

Magistrate and authorise the police to access the house. He weighed up the risk in terms of
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her mental health of not seeing her, against the impact this intrusion to her privacy. The use
of the term ‘agonise’ reflected how conflicted he presented during the observation when

deciding how to proceed. He stated to me:

Participant A obs 2: ‘How best is it to tell someone what is happening? It might be

more frightening not to explain, to be open about it’.

This suggests that the AMHP is not just carrying out the legal functions required but is applying
a value base to the decision making, considering the emotional impact on the individual, and

also how to use the power invested in the AMHP role.

The assessment pausing as the person was not at home and it was then the weekend. In
terms of resource pressures, the AMHP updated me the following week. The assessment had
still not taken place 4 days later as there were no beds available ‘in the country’, the AMHPs
comment reflecting a sense of powerlessness, using the analogy of a game of chess — being

part of a wider system or ‘game’:

Participant A: ‘It’s a stalemate’

This scenario evidenced the ‘inaction after action’ that the AMHPS can experience, the pace
of the assessment shifting from all the energy that goes into setting up the assessment but
often leads to ‘inaction’ as there is no bed, or the person isn’t a home once the AMHP
eventually go out to assess. This sits within the theme of power and powerlessness. It is of
relevance to decision making in terms of motivation to continue in the role and resilience to
the barriers that can emerge when attempting to fulfil the functions of a role. There is also a
guestion around the impact that these delays have on the person due to be assessed. This is

considered in the Discussion chapter.

4.15 Assessment in a care home:
Themes:

e Spaces and Places
e Values and Ethics
e Professional Identity: skills, knowledge, practice wisdom, sense of duty

e Being Human
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One assessment took place in an older person’s nursing home. This setting enabled good
access to records as the staff kept a written file around the person’s care needs. The AMHP
was able to speak with the carer who knew the person being assessed well, and they had the
calm and privacy of an office environment to meet in. The Doctor was also able to be present
to talk over the situation, and there was a lengthy conversation held which the AMHP led to
summarise the situation so far and the risk issues present. The AMHP met with the person
being assessed in her room, an older woman experiencing mental distress and eating and

drinking very little:

AMHP Participant C: The Dr’s are worried about your mental health. What kind of

place do you think it is?

Person: The [PSYCHIATRIC WARD

AMHP: It’s not [PSYCHIATRIC WARD] it’s a care home. How long have you been here ?

What’s your mood like — happy, sad? What do you think you’ve come here for?
AMHP: Just a bit of...

Do you think you’re poorly? (C then helps her with her cardi) The Dr’s are bit worried
you’ve not been having a lot to drink or eating..do you know what you’ve had to eat
today? Yesterday you didn’t drink anything at all. You haven’t been letting the
nurses change your pad either. If a Dr said you needed to be in hospital would you

go?
Do you think you need to go in again?
Who will think you’re stupid (going back and forwards to hospital)
Dr’s are worried about your eating and drinking so might be a reason to go to hospital.
Are you sat funny on it? (helping her with her cardie)
What do you think you’ve had a blood test for?

My reflective memo noted that the AMHP used open and some closed questions to elicit
information and the person being assessed made brief replies, some which seemed out of

context to the question. | noted a warmth and concern in the AMHPs tone of voice, which
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appeared to set the person at ease. She also used physical contact as a connection, resting
her hand on her shoulder and helping her with an item of clothing that looked uncomfortable.
This seemed to evidence some of the interpersonal skills used by the AMHP in setting the

scene and attempting to form a rapport.

The AMHP discussed the outcome of the interview with the doctor. The doctor made a
comment that he had felt he did not need to ask many questions to form his opinion. Whilst

the person had limited verbal communication the AMHP stated:

1 like to give them the opportunity (in response to Dr re capacity — he said there wasn’t much

need to go on as she lacked capacity to consent to admission).
She formulates her decision that the person does need to be admitted in these terms:

Participant C: I can’t see what else they can do for her here — given historical risk, we
know about those, historically she relapses quickly. Not going to help her mental

state.

Again, it seemed that the alternatives to admission were already limited at the point the

AMHP was required to make a decision around eligibility for use of the MHA.

The AMHP also displayed a sense of personal involvement rather than solely ‘professional’ in
that she stated she was ‘feeling ‘better’ as she knows the person being assessed had eaten
and drunk a little, which reduced some of the risks outlined in the initial referral. The analysis
identified this as the way in which AMHPs underpin their approach with a value base. The
information they make sense of when making decisions being made through the lens of a
particular set of values such as maintaining dignity and demonstrating empathy. This also had
an impact on how the AMHP was left ‘feeling’ at the end of the assessment when she was not
able to proceed with admitting the person to hospital due to the medical test results still being
unavailable and thus a bed could not be identified. The AMHP made contingency plans,

deciding on the best course of action but also expressed her frustration at the situation:

I’ll take the section papers back to crisis so if something happens later EDT can get

hold of them — it’s out of my hands, its pants! | hate ones like this
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AMHP to nurse: what will happen is, the AMHP will need to make the rec, see her
again as I’'m busy tomorrow. It’s not going to happen today unless I get a call about
the bloods. Tried to ring GP, it just rang, The blood samples have left the home —
probably tomorrow. She has eaten and drunk and opened her bowels — that’s a

positive.

There was a resolution of some kind in that the AMHP made a clear plan of action to be
followed up, but there is the suggestion that a sense of unmet duty is present for the AMHP,

even though this is driven by external factors.

4.16 Assessment on a hospital ward:
Themes:

e Spaces and Places

e Professional identity

e Power and Powerlessness
In this setting Participant A presented as relaxed and calm, having informal conversations with
the ward staff and the assessing doctor. There was a sense of predictability in that the
assessment took place in a side room on the ward, there was already a bed identified as the
person was an inpatient. The AMHP was able to speak face to face with the ward staff to
elicit information about recent days and was also able to read the electronic record for
detailed daily entries and risk information. The remit for the AMHP was clear in this scenario
—to speak to the person, consult with the Nearest Relative, and make a decision as to whether

the criteria was use of the Mental Health Act was met.

Participant A Obs3 ‘We have clear evidence — slept for 5 hours in the last 3 days,
offering out other patients, aggressive, playing loud music, masturbating in front of
staff. Is he unwell? Does he come under the [Mental Health] Act? No insight, lacks
capacity, possible risk to self and others, family called the police as concerned. |

couldn’t even explain why | was here...1 tried three times.

The AMHP explained the outcome of the assessment to the person, in this instance there was

an emphasis on the person’s legal status and rights. The AMHP appears to make the situation
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more tangible for the person by giving an example of how this deprivation of liberty impacts
on the here and now for the person in terms of seeing family and leaving the ward for a

cigarette:

Participant A Obs 3: ‘I’'ve had a chat with the doctor and agree that its best if you
stay in hospital under Section 3 of the Mental Health Act. Your choice whether you
leave or not is temporarily taken away from you. You can still go out for cigs and
visit your family if the doctor thinks that’s OK. You’ve been detained under Section
3 which means that you have to stay in hospital for up to six months or if you
disagree you can ask for a tribunal or a manager hearing. You can get free legal

advice, a solicitor or free access to an advocate, completely free if you decide that’.

This can be considered an example of how the AMHP uses the inherent power in the role and
the ways in which this power is mitigated by ensuring the person is made aware of their own

rights, or power in the situation.

In terms of setting the scene for decision making arguably a ward setting is conducive to the
AMHP being able to focus on fewer decisions without the contextual pressures that being out
in the community at a person’s home could bring about. There are also fewer distractions
such as thinking through if there is a bed, how to accommodate any pets etc. In simple terms,
the AMHP has less to ‘hold’ in their mind when synthesising information to inform decision

making.

What is less clear is the perspective of the person being assessed as the data did not shed
light on this. Is there a bias towards deciding to maintain the status quo and make an
application for continued detention? The person is not in their own environment and the

imbalance of power could be considered starker in this setting.

4.17 Assessment in a ‘place of safety’ — Section 136 of the Mental Health Act
e Spaces and Places

e Managing Uncertainty
e Power and Powerlessness
e Professional identity

e Being Human
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This assessment took place in the setting that the AMHP termed a ‘goldfish bowl’ and
commented on how these working conditions felt stressful. How AMHPS work in situations
that are immediately risky is explored later in the chapter but during this observation | noted
that the AMHP presented as calm, paced, and methodical in her manner. In addition to the
stress perceived by the workers, | reflected on how the individual, held in a place without
their consent, potentially experiencing distressing thoughts, might feel seeing this group sat

in the office with their files, books and ID badges.

The assessment took place in a side room, but it was still possible to hear noises from outside
— or people shouting and a disturbance that happened to be occurring outside the hospital.

The AMHP interviewed the person alongside two doctors:

Participant B: Can you remember what the ward was like?
I know it’s hard but please give it another go, to explain what’s happened..

I'll try another tack — what happened when you were first unwell? Would you agree

to stay in hospital for a few weeks? Maybe, you might want to leave.
We’ll arrange an admission; we’ll agree on that. How we go about it....

My reflective memos note: displaying empathy, you can get your clothes washed and red, get

away from the noisy corridor’.

The AMHP also kept the person informed, ‘we’re going for a chat and will come back to you

soon’.

In terms of working through the information, her conversation with the doctor evidences the

information she was considering:

To doctors: It’s the capacity, get him talking about anything just to assess capacity.
Looking suspicious, thought blocking? Getting distracted by noise. Said he was
unwell, in hospital but not why he’s unwell. Said it was possible he may want to

leave.

Participant B to me: Quite a different assessment but we found out what we needed

to do fairly quickly’
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Has to be [Section] 2, not seen by services for X years and neither of you [the doctors
know him. Make sure | don’t confuse him with the other guy I’'ve been trying to sort
all day. So...I1 think Section 2, he needs a fresh assessment, there’s not a treatment
plan in place, he needs assessment for treatment plan. We don’t know how
accepting he’ll be. Section less restrictive, he’s agreeing to come in, Section 3 is

heavy handed’
To me: | don’t know whether I’'m coming or going’
The AMHP later gives a rational to the parent of the individual :

‘We are proposing to admit him to hospital under Section 2. He’s agreeable but not
sure he has the mental capacity to consent. | need to authorise the admission. Can
only be voluntary if they really know they’re going. More ethical to admit under
section than admit without any rights. Do you know your rights [as Nearest

Relative]’?

Reflective memo :a note on the environment long shift, man threatening, juggling,

goldfish bowl, put myself in the corner, shouting’

This extract sheds light on decision making ‘in action’ and incorporates many of the analytic
themes. This AMHP acknowledges that she is juggling lots of thoughts and trying to attribute
the correct information to the correct person. My memo reported that she is typing her notes
as she speaks, maintaining a record. There is direct reference to being ‘ethical’ and
promoting rights, and that this is underpinning the decision to detain suggesting the use of
values and ethics to situate decision making whilst also having explicit awareness of the
power inherent in the role. In this situation the AMHP cites the MHA and the statutory
grounds for when to use Section 2 — admission for assessment, and Section 3 -admission for
treatment, and articulating with the assessing doctors and later the family member, her
rationale for deciding upon Section 2. There is a reliance on the legal framework for decision
making in terms of this specific decision. In terms of how the AMHP finds the ‘space’ to make
decisions, her approach is to be methodical and take some control over the ‘chaos’ or

Managing Uncertainty.



148

4.18 Conveyance:
Themes:

e Professional Identity: Professional Discretion
e Values and Ethics
Once the AMHP has made the decision to make an application for detention to hospital they

are responsible for arranging transport or ‘conveying’ the individual to hospital.

In relation to the older woman assessed in the care home, Participant C talked through the

logistics of how she would be transported to hospital:

Participant C (Obs 6) to Participant A: Frail, elderly, psychotics powers...you want to
put her in your car instead of an ambulance. You’re going against Code of Practice

so have to justify.

Participant A to C: | wouldn’t consider it unless you’ve got someone from the care

home sat in the back with her’
Participant C: | can’t justify 999 ambulance; | could be waiting ages.

Participant A: She needs to be taken to hospital as quickly as possible due to renal

failure (if one fib doesn’t work you need another) you need to get back for your tea!

This ‘pearl’ from the analysis illustrates professional discretion in practice. There is overt
reference to the Code of Practice and what this states around transporting people to hospital.
The AMHP displays empathy and discusses what ‘feels’ the right course of action in terms of
the response to the age of the person and what they are experiencing. The colleague cautions
against this but then offers a solution to speed up the ambulance ‘if one fib doesn’t work you
need another’. This suggests the ways in which AMHPs use their skills to navigate the system
in a way that brings about a desired outcome based upon the values that they bring to the
role and situation. This evidences how the AMHP attempted to regain power or control over
the situation. This extract also evidences the use of humour and camaraderie that these
colleagues used to support each other emotionally with the task, the use of interpersonal
skills. It also identifies something around how AMHPs perceptions of the person and the

assessment based on characteristics or demographic information impact upon their approach.
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This suggests that the AMHPs values and beliefs inform their decision making. This is explored

further in the interview data.

4.19 Being Human: Human connections or ‘making space’
The analysis identified a further distinct theme that links to a sense of duty and professional

identity but is specifically related to what can be termed ‘Being human’. This theme does
align with the interpersonal skills which are a sub theme of Professional identity, in that it is
an approach the AMHPs take to forming a rapport with others. The defining characteristics
of Being Human as identified within the data corpus was around how the AMHPs pause to
‘make space’ and find ways to sit and be present with the people they assess. During the
observations all the AMHPS displayed ways in which they made attempts to connect with the

person being assessed.

e Wording of the note — the AMHP who agonised over how best to convey information
without causing unnecessary alarm.

e The AMHP in the care home helping out with a cardigan and using reassuring physical
contact to help the person feel more comfortable.

e Practical help e.g.: PA: ‘You can still go out for cigs’ and saying that the person can

get some clean clothes and have some food on the ward.

The exception was the police station in that the AMHP sat quietly and did not speak directly
with the person. However, the observation of this AMHPs practice found that this connection
was considered in other ways. For example, given the approach | had observed the AMHP to
take during other assessments it appeared to be an intentional action to sit silently and make
space for the officer who the person was responding to, to take the lead. The thread that
runs throughout these examples can be related to dignity and respect — how the AMHP
demonstrates this, and why they do this as this motivation sheds light on the values that the

AMHP brings to their practice.

This is explored further in the interview data as some of the AMHPs spoke about learning the
legal aspect of role almost as an actor learns lines, which then allows them to bring their own
skills and values to the role. For example, it may not be a specific decision to be made, but is
a conscious aspect of AMHP practice to help someone feel at ease, reduce power imbalance,

demonstrate empathy and involve them in the assessment - this aligns with the Guiding
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Principles and the interview data analysis explores when this is knowingly the case or is

related more to the AMHP values being intrinsic in AMHP practice.

4.20 Summary of Chapter:
In summary, this chapter has outlined a ‘day in the life of an AMHP’ using the analogy of a

journey to set out the unpredictable nature of the AMHPS working day. The observations all
highlighted the uncertainty, logistical challenges, contextual pressures, and interpersonal
skills that AMHP encounter and employ in their every day. The analysis also identified the
reflexivity, synthesis of knowledge and professional discretion that underpins the AMHPs
decision making. The extracts presented in this chapter sets out some of the pathways down
which the AMHP journeys, and the about turns and barriers encountered during their duty
day. Thereis a sense of the clock ticking and the AMHP attempting to gain control —or power-
over the situation by pulling together the various elements required to set up and then attend

the assessment.

The context within which decisions are made has been detailed as this helps to make sense
of the ways in which practice deviates from statute and the Codes of Practice. For example,
the Code of Practice provides guidance on how AMHPs should arrange conveyance or how
they should determine which doctors would be most appropriate to involve. In practice
resource constraints can be seen to limit the options and the analysis evidenced how AMHPS
use professional discretion when carrying out the role and fulfilling statutory duties. The
impact of place and emotion (such as anxiety) on decision making has been set out, and the
ways in which AMHPS maintain a sense of control and power over their working
circumstances. This includes the ways in which they utilise support and manage their
resilience and wellbeing. The next section develops these themes based upon the interview
data, exploring how AMHPS reflect upon what they do in terms of how they describe the role

and the decisions make on a daily basis.
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Chapter 5: How AMHPs talk about what they do and the decisions
they make:

5.1 Introduction to the Chapter
This chapter explores the analysis of the interview data that used semi structured interviews

to reflect with the AMHPs upon the work they carried out during the observations. There
were additional interviews with AMHPS that were not observed, and which are also included
in the analysis. The Methods Chapter explored if there were any differences in the data, in
terms of ‘performance’ and | reflect on the ways in which the AMHPS who became familiar

with me spending time with them, potentially spoke differently about the role.

Chapter 4 set the scene for AMHP decision making, providing the context of AMHP practice
within this case study site, and introduced the analogy of a journey that the AMHP makes
during their duty day. This chapter develops the key themes that were identified through

analysis of the fieldwork data:

e Managing Uncertainty (AMHP wellbeing and resilience)

e Spaces and Places (Context and the impact of emotion on decision making)

e AMHP Motivation

e Professional Identity (Professional discretion, practice wisdom, knowledge, skills, and
traits)

e Values and ethics: the lens through which decisions are made

e Power and Powerlessness

e Being Human — connections and making space

Each theme is considered in relation to the research questions, to relate back to what the
research can contribute to an understanding of how AMHPs make decisions. The fieldwork
data suggests that there is not a clear framework or process within which AMHPs make
decisions. Rather the analysis of the first set of data identified that decisions are made
through the lens of how practitioners perceive the AMHP role in terms of a statutory role that

places duties and expectations upon them. The AMHP then uses a set of skills —interpersonal,
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logistical and skills to manage uncertainty, which arise as a consequence of the context within
which they operate. This section of the analysis can be considered to identify how AMHPs
make sense of what they do in terms of the role, the challenges, their motivation. It also

sheds light on how AMHPS talk about their role and how they make decisions.

5.2 Managing Uncertainty:
The observations shed light on the waiting or ‘limbo’ when, on a duty day the AMHP is unsure

what the day will bring and what time the referral will be received.
AMHP C: All day you’re in limbo (p17)

In the interviews the AMHPs spoke of how they felt at the start of the day in terms of waiting

for a potential assessment call to be made:

PD Interview: ‘Different people have different perspectives. Personally, | much
prefer having an assessment arranged as long as I've got a doctor and as long as |
can go out, I've got my day planned. The worst thing is just sitting without an
assessment and looking at your watch when it's approaching sort of four o'clock and
thinking | can still get one through and have to arrange a....The uncertainty is
definitely the worst part for me. The best thing you can hope for is for in the morning

for it [the referral] to come through and have time to co-ordinate it’

This AMHP also related uncertainty to his emotional wellbeing in terms of experiencing
anxiety and that waiting for the unknown was more anxiety provoking than carrying out the

assessment.

There was also discussion about the time of day the assessment could be arranged for and
the impact of resources on timings. For example, the timing of the referral may have a knock-
on effect in terms of the number of doctors who may be available, resulting in the AMHP
making a compromise in terms of who accompanies them on the assessment. This choice can
then have an impact on the outcome of the assessment as the accompanying decision makers
may take a different stance on the action that needs to be taken. The later the assessment is
in the day the available resources may also be limited such as availability of a bed, or an

ambulance for conveyance.

Interview PD: Yeah so the problem seems to be that you go through the list and a lot



153

of people [doctors], there seems to be more of a push within their work places for
them not to go out, for them not to go out during the day, during clinic et cetera. So
generally, you'll get people saying you know I can come out, but | can only come out
at half four, five o'clock which means you're already on the back foot. You've already,
sort of...you've got a full day at work and then you're having to do the assessments

sort of last thing in the day.

AMHP E: You get used to being on AMHP duty, but that doesn’t mean to say it’s not
anxiety provoking, even after doing nearly twenty years I still think oh goodness, I’'m
on duty today. The phone rings and you think God knows what I’ll be doing later ,
where I'll be, what time I’ll get home. That sort of thing’ (p17)

This timing then had an impact on the resilience of the AMHP — for example in terms of fatigue
and the ‘ambient’ stress of the impact on their personal life, if they are required to work
beyond their usual contracted hours. The location of the assessment also became apparent
as a factor in the AMHPs stress levels. AMHP C spoke of being ‘knackered by three o’clock’
and identified that challenge of needing to ‘be fresh coming onto the assessment to make

all these complex decisions and all of these plans’.

The analysis identified that the AMHPs took steps to regain control over the uncertainty of
what their working day may bring. These varied from practical arrangements they could put
in place such as getting a good night’s sleep the night before being on duty, booking in flexi
time to recoup the overtime worked. Experience and confidence in the role also had an
impact on the approach one AMHP took to managing the uncertainty as regards the impact

on his anxiety levels:

PDinterview: Yeah, I think, it's like anything isn't it. | think the more situations you've
been in and the more experience you have, the easier it is to picture what you can
do in those given situations. To start with you're thinking 'what if this happens’,
‘what if I can't get an ambulance’, and you know you never gonna sort that until the
next morning. There's always an answer. Sometimes you are stuck, and you know
you have to hand over responsibility but there's an answer there and so that kind of

alleviates some of that anxiety, thinking, knowing what the alternatives are, helps.
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AMHP C spoke about feeling anxious about situations she had not been in before as until she
has gained this experience, she would dwell upon it and worry that ‘today might be the day’.

For example:

I’m very much the kind of person that once I’'ve done something I’'m fine. But I can
worry about doing it. So, for a long time I didn’t have to go and get a warrant [from
a magistrate for the police to enter a property] and that really fazed me. But it won’t

now ‘cos | know what I’'m doing’ (p10).
AMHP H shared a similar view:

l used to really fear community assessments and | think it’s a psychological thing as
well because you’re waiting for the phone to ring, you’re on duty and you’re waiting
for the phone to ring and when you’re a bit nervous going out into practice, | think

that worries you a little bit’ (p21)

The analysis identified that experience and ‘learning the ropes’ was key to reducing some
anxiety associated with the role, but across the AMHPs an element of anxiety remained in

terms of dealing with the unknown or managing uncertainty.

The analysis also identified the potential impact of uncertainty on the experience for the

individual being assessed:

AMHP B: ‘ am a bit of a one thing at a time and I’ve got a bit of a one thing at a time
kind of brain. So that is a bit of a struggle yeah, I’ve got to be careful that, you know,
everybody gets a good service really, there’s a risk to be sort of overlooked,

neglected, slip through the net in whatever way’ (p11)

This is of relevance to decision making as identifies something around setting the scene for

effective decision making or finding that space to make decisions.

5.3 Spaces and Places:
The theme of the impact of place was evident across both data sets — the observational data

and interviews. Place had animpact on uncertainty and an impact on the emotional response
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of the AMHP to the situation in terms of their physical safety and their perception of the
availability of emotional support. Place also had relevance in terms of the power dynamic
between the person being assessed and the AMHP, the implications of meeting with the

person in their own home or a public place.

Community assessments were associated with uncertainty with concern about bed
availability a background issue, although usually the AMHP had addressed this prior to ‘going
out’ on the assessment. Logistical concerns were prevalent with concerns about how long a

wait there might be for an ambulance, or if the police would support if necessary.

All the AMHPs spoke about times when they had felt unsafe or put at risk — physically or

emotionally. One AMHP described receiving a community referral as ‘heart sinking’. (PGp37)

In the context of whether she planned to continue in the AMHP role she was clear in her view

regarding work ‘in the community’ (usually an individual’s home address);

AMHP Participant G: ‘I just can’t be bothered with it all, the hassle. | don’t mind
doing the assessments, and | don’t mind doing the paperwork, | don’t mind anything
of it. | just don’t want to go out into the community, because of the police and
ambulance problem. And it’s risky, ’'m not getting any younger, and there is a risk

involved. | prefer to do it in safer environments’ (p36)

This AMHP recalled having been chased out of a house by a person wielding a hammer, and

spoke of a challenging situation in the community:

AMHP G :And | don’t know, people get carried away by, oh well that’s our duty, and
that’s this, that and the other. And I did do something once, and | stayed outside
somebody’s house hours on end, waiting for the ambulance to arrive that didn’t
arrive. And I cried and cried and cried ‘cause | felt so alone. And I thought, do you
know what, | wouldn’t do that again! | just wouldn’t do it again. Why would I sit in
the middle of a really rough part of the City, because the ambulance won’t come?
I’m leaving. | wouldn’t do it anymore, and the manager had switched their phone
off by mistake and | couldn’t get through to anybody. It was awful. And | just

thought you know, what am | doing here? So, | think people do put themselves in
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very risk situations, Oh well, we can’t leave them because this...well no. no, no. I've

got my family; I’'ve got my life. I’'m not risking my life for this. No way’ (p38)

This extract clearly evidences for this AMHP how ‘place’ had a significant impact on their
emotional wellbeing but also demonstrates the limits, for this AMHP of their ‘sense of duty’.
This is not at all costs and suggests that for this participant the experience of being in
uncomfortable and risky situations led her to put in place boundaries as to when ‘enough is
enough’. This can be viewed as the AMHP using the interpersonal skills associated with

assertiveness and using practice wisdom to influence decision making.

The observations suggested a ‘hierarchy’ in terms of which type of assessment the AMHPs
preferred. Here one participant describes a hospital assessment as ‘a lot easier’ as there are

less decisions and factors to manage:

AMHP E: It was one of those lovely ones where necessarily there, there’s no
complicating factors like there are at home, conveyance, bed location that kind of

thing. They’re already in hospital so that makes it a lot easier (p10)
AMHP A made a similar comment:

AMHP A: It often feels, particularly going out in the community and you just don’t
know how it’s going to work out, hospital assessments feel a lot more under control
so to speak. You know, in terms of variables, there are far fewer of those. In the

community all sorts of things can and do happen (p7)

AMHP D spoke about the thoughts he has ‘in bed’ at the end of a working day and that
community assessments tend to be those that he dwells upon more in terms of his decision

making due to the unpredictable nature of them:
In the community, everything’s so unpredictable and fluid, it’s easy to put a foot
wrong, especially when people are displaying unpredictable behaviour and it’s the

first time you’ve me them’ (p9).

AMHP H highlighted a sense of isolation;
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You’re in the community by yourself, the doctors often will go and then you’re left
with a duty manage who, you know, kind of, help out and answer the phone but it’s

very much you feel isolated...after five [pm], physically there is no one [to call on for

support] (p17)

Another AMHP highlighted the impact of a delay with an ambulance arriving on his wellbeing:

AMHP E: It’s extremely stress provoking. You’re sat in somebody’s house with them
for three or four hours, seems like an eternity. People can be very unwell so that’s
tricky. Obviously AMHPS are only human. Get quite tired after 5 o’clock, because

you’ve done eight hours work haven’t you, so that’s a bit challenging to do that’ (p12)

Whilst the observational data identified the impact of place on the AMHP, the interview data
shed more light on how place impacts on the individual being assessed. Some of the AMHPs
highlighted this as a decision they make — how to set the scene to assess somebody in a
‘suitable manner’. This seems to demonstrate where the AMHPs values influence their
approach to practice. This was identified within the observational data as ‘Being Human’,
making connections with the individuals being assessed, and which can be considered to

occur in a broad range of ways:

AMHP E: It’s a challenge really. You try and do it in a ‘suitable manner [as per the
MHA] You interview people in all sorts of situations sometimes, which is not ideal,
but you do the best you can. Interviewing people in corridors or standing up, music

on, that sort of stuff, so it can be quite hard (P14).

This extract suggests that the decision was underpinned by adherence to the MHA Code of
Practice but that it was also about applying discretion in terms of what a ‘suitable manner’ is.
The AMHP referencing some of the obstacles that it is not possible to plan for in advance of
the assessment. The analysis identified some of the decisions the AMHPs took to mitigate

the adverse impact of environmental factors during the assessment. For example, AMHP B
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used a separate room on the ward during one observation and reflected on this decision

during the interview:

AMHP B: ‘Yeah, and trying to reduce...you know, trying to care for people who are
around other people who are really agitated. Like obviously, it was distressing him
all the kerfuffle going on outside. | mean, in terms of things that went well [during
the assessment], | think obviously the decision to take him somewhere else to assess
him was a good one. And just the fact that he was in here with some very noisy and

disturbed people was obviously a big negative in the whole thing’ (p31)

AMHP A referred to ‘little dark dingy rooms that are horrible’ on the ward and made
attempts to avoid these, referring to the environment that someone is in as important in
setting the scene for the assessment in terms of the planning that takes place before the
interview. Another example involved decision making around who should be present at the
assessment, collaborating with family members to make a decision as to whether they should

be present to support the person:

AMHP C: So | can ring someone up and speak to the Nearest Relative and suggest do
they want to come along and they say, well actually it’s going to make things far
worse sort of things worse for me, or yes it would be useful. So, these are things you
need to check out and kind of get the atmosphere in that environment, so

interpersonal environment right.

AMHP A outlined his approach to assessment, in terms of making someone feel comfortable:

AMHP A: And you know, it’s like first base Social Work isn’t it, communicating,
engaging it used to be. | don’t know what it is these days, key skills rather than
competencies, but that ability to respond as one human being to another. Because
that’s your baseline isn’t it, it’s like two human beings in a room, this is what we’re
doing. I've got one role and you’ve got another role but there is that thread of

humanity connects us. And it’s that that I try and maintain come what may because
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if you lose that then I think it can become — abusive is too strong a term but is kind
of oppressive. Because you can say all the right things, do all the right things but
nevertheless you can end up sailing towards something that has got an emotional

feeling that is quite oppressive’ (p14)

These findings support the theme of power and powerlessness that underpins how AMHPs
set the scene for decision making. It sheds light on how they recognise and take steps to
mitigate the negative impact of the decisions inherent in the role in terms of the power to
detain. It also develops the theme of Being Human, the ways in which AMHPs bring their
interpersonal skills to the role to make space to be with the person being assessed. One of
the AMHPs explicitly linked the MHA Guiding Principles to setting the scene for the

assessment, in term of maintaining dignity and respect:

AMHP H ‘I've had many assessments where they’ve been in A & E, there’s only a
curtain separating people, it’s not ideal, there’s members of the public running
around. It’s about- it sounds like a small thing but just saying can we assess in a
private room and being mindful in terms of confidentiality and what the dignified
thing for the service user. We have to be mindful. | think the [Guiding] principles
are very much part of my decision making and very much part of my Mental Health

Act assessments’ (p28)

Participant A also spoke of this sense of duty to time the assessment appropriately and

referred to the AMHPs role in making this decision, based on a value base:

The other thing is to do with time, you know, it’s often not ideal to be assessing
someone in the middle of the night. If someone’s come after a stressful day and they
arrive at midnight or 11 o’clock, is it really ethical to wake them up at 3 or 4 in the
morning for an assessment, or should they be left to sleep ‘til at least 6 o’clock. So,
there’s that consideration as well, but | think that’s probably more if an AMHP thing
than a doctor, | think that’s something we probably feel more strongly about, or

conscious of’ (p18)
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This extract also relates to the impact of resources on the assessment, for example delays in
finding a doctor to assess, and the AMHP mitigating the impact of these resource pressures
on the experience of the individual. It also ties into the theme of professional identity and
interpersonal relationships in terms of perceptions of the other workers involved in MHA
work. This AMHP then goes on to talk about the ways in which as an AMHP workforce they
are using the statute to provide a rationale for why they advocate for delaying assessments

at times:

AMHP B: We as AMHPs feel really strongly that somebody...it’s only fair to give
someone..to assess someone when they’re presenting in a sort of representative
way you know. There’s a big risk if you assess them when they’re heavily under the
influence, you’ll make the wrong decision and you know, somebody could be

deprived of their liberty when it’s not really warranted’ (p19)

Underpinning these types of decisions appears to be consideration by the AMHP of the impact
of the setting, timing, and other environmental factors on the opportunities to involve the
person in their assessment. Setting the scene appropriately to build rapport and reduce the

power imbalance inherent during a Mental Health Act assessment.

One AMHP spoke specifically about how she met with an individual out on the street, outside
her home. Place is relevant here for the AMHP — they were in a public space and the AMHP
acknowledges some degree of risk but also how the location impacted on the dynamics

between her and the person being assessed:

AMHP G:‘] think what went well about it, was that, | mean sometimes | maybe put
myself slightly at risk, but because she refused to speak to the doctor, | sort of
followed her, and it was out on the street, and | just said to her, I just kind of tried to
speak to her at her level, and leaned over a recycling bin, and said, just please talk

to me. Let me chat to you, I just want to talk to you’

‘So I managed to engage her, not for long, but I think if | hadn’t done that, | wouldn’t
have been able to make that decision, because | was able to make a very quick
assessment of her mental state in those five, six, seven minutes that she gave me.

And so | felt pleased that she had responded to my, whatever, communication skills
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you know? And I didn’t frighten her, and that she would speak to me, and that she
was in control. When she said it was over, it was over. She was able to manage it’

(p24)

Place seems to have an impact on decision making in that some of the power shifts given

assessment can occur in a public space, or in an individual’s own home.

5.4 Professional Identity — professional discretion and practice wisdom and the impact
of emotion on decision making

The analysis identified the ways in which AMHPs take steps to manage uncertainty and the
challenging contexts within which they operate. The interview data shed light on some of the
nuances of how AMHPs recognise barriers and what they do to reduce the impact on their

decision making.

For example, AMHP A makes reference to the pressure of time impacting on how much
information it is possible to gather prior to going out to carry out the assessment and that he
attempts to fill in gaps in the knowledge by speaking directly to people. In reference to the

use of tacit knowledge, or intuition he stated:

AMHP A ‘I think in terms of intuition, the | suppose, using information that | get
through intuition it’s almost | have to..l think the accuracy of that tends to go up
within the least rattled or agitated I feel internally. So if | feel, you know, relatively
at ease with something, or not, | don’t know, able to access that sort of information,
then | can be more confident that it’s going to be accurate, whereas if things are
going at 100 miles an hour, there is sometimes a gut response, but I’'m not sure of

that, if that makes sense’ (p17)

During the interview we spoke about the note he spent time drafting outside the home of the
person he had attempted to visit during one observation. When reflecting on the note he

wrote and the time it took he stated:
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AMHP A If | feel rattled I’'m aware of the impact that has on my reasoning, so I’'m
able to just..what that means is it maybe takes a bit longer to think things through
or | will double track and just think, have | got this right, like with the letter | wrote
to...I wasn’t feeling rattled as such it was more a case of | knew | had to get it done
and | was like, let me check is this right. And it’s more a case of that | think when |
feel rattled just having to double check, think it through again, bounce an idea off

someone’ P18

He went on to talk about how if there is no space to stop and think then decisions are made

on a reactive basis which he describes as:

‘Potentially dangerous practice. Because if you are reacting then there is no — it’s
almost like bang bang bang, | don’t know, something happens and then you react,
something...there isn’t the space to step back from what’s happening and see the
bigger picture. And if you don’t see the bigger picture then | think often you react

rather than responding. If that makes sense?p18

This links in with the theme of professional wisdom, or tacit knowledge, ‘gut instinct’ that
AMHPs perhaps employ when in situations of heightened emotion. For example, using this
knowledge to assess a situation, particularly around the risk to personal safety as was outlined
earlier. Inthis context the AMHP seems to be suggesting that tacit knowledge if not as reliable

as analytic knowledge to inform decision making.

AMHP B also reflected in the impact of heightened emotion on decision making, as a

consequence of a lack of breaks and feeling hungry :

I mean yesterday | had my lunch at about quarter past 5. Today | managed it at 2
0’clock which was good. But yeah, busy days, | don’t think you make your best
decisions when you’re frazzled and being pulled in loads of different directions. |
mean, when I’'m saying about decisions, | don’t mean the final outcome in the system,
I mean the smaller decisions and the planning and the deciding what to do and do

when. | don’t feel that there’s any overall outcomes that have suffered’ (p20)

AMHP E reflected on the impact of tiredness on decision making:
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You’re making quite weighty decisions and you think is my mind in the right place to
make this decision because | might have done nine/ten hours already. The process,
just the sheer effort in setting up, does make you feel quite tired. And yeah, it’s
almost like...I don’t know, it’s hard to say really in terms of how mentally alert | am

at that particular time. (p20)

Again, this reflected how AMHPs recognise the pressures of the role and take steps to mitigate
the impact of this on their wellbeing. The findings identify how AMHPs then make the link
between their emotional state and their perception of their decision making. The AMHPs
reflect on how if they manage their emotional and physical wellbeing this then sets the scene
for them to feel more able to make ‘good’ decisions. Coping mechanisms included one AMHP
ensuring they slept well the night before, mentally preparing for a long day ahead. One spoke
of how he brought food and money to work and made sure his phone was charged and

another practised a mindfulness exercise at the start of every working day.

Another AMHP (Participant F) reflected on the impact of all the other decisions made during
a duty day in terms of distracting him from the decision regarding use of the Mental Health
Act, making an explicit distinction between the ‘key’ decision in terms of whether or not to

apply for detention, and the myriad of other decisions the AMHP is accountable for:

AMHP F ‘Process, sort of process logistical stuff can be the...sometimes | perhaps
forget about the assessment and the importance of the assessment ultimately. It’s
not that it gets marginalised, it’s just the process and just the sheer effort involved,

coordinating, arranging, that is huge’ (p14)

Some of the AMHPs spoke about how their non AMHP role’s placed additional pressure on
them as alongside the consequences of the duty day they had the background stress of the
caseload they held and the knock on effect of not being available to respond to issues with
other people they supported, due to being on AMHP duty. One AMHP described the impact

on decision making as a consequence of these competing pressures:

AMHP H: | think if you’re in a state of mind where you’re feeling overwhelmed, |
think it can affect your decision making, you know, if you’re not relaxed it can affect

how much you can think about things, do you know, in terms of the smaller details
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of assessments. | think in the back of your mind if you’re thinking, well I've got
someone as a safeguarding referral, | need to do this...I don’t think you can give your
all mentally to that Mental Health Act assessment, | think it impacts on your ability

to do that 1 do’ (p19)

One way in which the AMHPs mitigated this risk was to request time with management to
catch up on work or write reports, but the data suggests that the receptiveness of some team
managers varied dependent upon how familiar they were with the AMHP role. The AMHPs
also spoke about how peer support enabled them to feel some of the pressures associated
with the role were reduced, along with the opportunity to use supervision to reflect on their
practice. However, across all the AMHP participants, a lack of availability for AMHP specific

supervision was cited as an issue.

AMHP H: I've never had AMHP supervision in four years, I’'ve never had AMHP

supervision once’ (p32)

AMHP A reflected on the AMHP role in relation to the ‘every day’ Social Work role:

So it’s no different doing AMHP stuff to having to deal with the normal parade of
human risk very often that you get in general Social Work. People who are in quite
awful situations or experiencing quite distressing illnesses. So | suppose the
difference between that half hour [MHA assessment] sometimes is there can
be...the intensity can be ratcheted up compared to regular case work. That’s what
the difference would be. But in terms of my mental wellbeing for myself would be
just the same stuff that | do when I’'m dealing with case work | guess (daily

meditation) (p9)

These parallels made between AMHP practice and Social Work practice in general suggest
that those AMHPS who hold two roles also have the additional burden of ‘juggling’ tasks and
thus develop ways to best manage this. The analysis suggests that practitioners use discretion
to decide what tasks are important and what can be left undone - and being comfortable with
that sense of always having tasks that should be done or aren't fully completed ‘by the

book’. AMHP A: 'So how | deal with it is there is a whole lot of stuff that doesn't get
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done'. However, the extent to how easily this sits appeared to vary between AMHPS with
some of the participating AMHPS identifying this as a key stressor. For example, outstanding
tasks that are sat waiting remain in the background as a mental workload which then impacts
upon stress levels on AMHP duty days. This was cited by some of the AMHPs as a factor that

led them to consider stepping down from the AMHP role.

In terms of organisational pressures impacting on AMHP wellbeing and resilience, one AMHP
spoke of the difference when working in a ‘crisis team’ where all team members were
responsible for responding to mental health crises on a daily basis, not always within the legal
framework of a Mental Health Act assessment. The analysis identified how feeling a sense of
belonging in a team that had a shared understanding of the impact of this type of work, on
stress levels but also the logistical challenges, led to her feeling more supported and able to

rely on colleagues to help out:

AMHP B: Which is great because I think I’'ve sort if got used to, as an AMHP, you feel
that you are really on your own with stuff.....yeah and just things like practical stuff.
Like I was detaining somebody, | hadn’t managed to reach the person that | thought
was Nearest Relative and there was concerns about the home situation. So | was
going to go out as early in the morning as | thought was polite, which was probably
about 7.15am. But | said to the shift coordinator, ‘Is there someone I could borrow

so they just found a volunteer and | took a nurse with me’ (p22).

This relates to how AMHPS manage the uncertainties or stresses of the role (in this example
the risk to personal safety due to the unpredictable home situation), enabling clearer focus
on fulfilling the role. Or in other terms, being less ‘rattled’. This supports the AMHP to set

the scene for more effective decision making.

AMHP E spoke about resilience and how experience within the role had led her to become

firm about taking time back when she had worked late;

AMHP E: ‘So I'd rather leave at 6 [pm], so | can go home and be with my kids, rather
than stay to 9 o’clock on a Friday night. And | do that because | really look after

myself. | always take my time back, | always have lunch, | always take a break. |
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will never burn out. I’'ve been doing this job for 25 years. And | wouldn’t stay late

and not take the time back because who is going to benefit from that?’

This extract suggests that the AMHP makes a direct correlation between her wellbeing and
her ability to fulfil the role. This recognition of the impact of emotion on decision making was
also identified by AMHP C although this extract introduces the idea of character traits setting
the scene to become an effective AMHP, implying that at the outset it is necessary to

approach stressful situations in a particular way:

AMHP C: | think you need to be a certain kind of person to be able to do the AMHP
role. So I think you’ve got to be quite level headed and not panic and not get really
anxious so that you can go into the situation, you can assess it and you can keep a
calm head. Because if you’re quite anxious and worry about absolutely everything

then it would just make the situation worse’ (p14)

When considering the fieldwork data and interview data it is of note that AMHP B in particular
utilised peer support to talk through challenges and appeared to find the situation challenging
when setting up the assessment. Once in the assessment setting, she presented as calm. The
analysis identified this shift in AMHPs which can be considered in terms of ‘performing’ the
role and is related to place and space. For example, in the safety of the office environment
with peer support the AMHP can offload and share anxieties with, but is then able to step
into ‘role’ as the AMHP when liaising with others and carrying out the interview part of the
assessment. There appears to be a formality about the role which perhaps reflects the

statutory powers and respect that AMHPs hold for the role.

5.5 Place — the impact of location and context on decision making
Whilst the data identified that the potential location of the assessment can lead to

anticipatory anxiety for the AMHP in terms of the less predictable nature of some settings,
the interview data also shed light on the impact on the AMHP whilst actually within the setting.
The AMHP is required to reflect in action in all situations as they synthesise information to
make decisions, but the analysis identified that some ‘places’ make this a more challenging

task. AMHP B articulated this as:
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‘It makes it really difficult to focus. | mean yesterday it was terribly difficult to focus
on what I needed to do, especially if you’ve got people who are a little manic or
agitated in whatever way and they’ll keep coming in the office and won’t be able to
grasp that they need to not keep coming into the office. Yeah that’s a problem with
it being a bit of a goldfish bowl in here. If people are angry and agitated obviously

that’s even worse (p13)’

When, during the interview | put it to AMHP A that making ‘space’ in the midst of an

assessment enables thinking time, or reflection on the situation he disagreed:

‘It’s also just there is no thought there as well. | meant it’s the ability to actually sit
with someone and not necessarily thinking at all, your just actually being present
with them and seeing what comes out of that presence. So thinking isn’t always the
way into these things. Whereas being present with somebody what’s appropriate

can come out of that presence’. (p19)

He described the assessing doctor as being ‘present’ in the assessment too, which articulated

what he meant by this term:

‘There was a kind of sense that the Doctor was really there with him and some of the
doctors you can feel it’s almost like, oh this gentleman is exhibiting these symptoms
and all the rest of it, and it’s almost like that intellectual knowledge in some way
separates us, it’s almost like they are there on that intellectual, that sort of level of
looking at somebody and collecting data and then analysing it but they are not really
with them in any human sense, where | think with the Doctor there was a warmth
to him which was kind of we are here together on this one. A sense of us, and that’s

what | try and develop on assessments (p19)

When | asked about how being present is developed as a skill his view was that it is not
something that can be taught or that necessarily comes with experience as a practitioner. He
gave the example of a newly qualified Social Worker who may find being present with

someone comes more easily than someone who has been qualified many years:

‘You could end up burnt out and really being a million miles from being present with

somebody’
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So, for this AMHP decision making comes from making the space to be with a person and to
step back and ‘see the bigger picture’ to ensure that decisions are based on this as much as
possible. This sits within the sub theme of practice wisdom but challenges the assumption
that practice wisdom necessarily develops with experience which the other AMHPs focussed

on as aiding their effective decision making.

5.6 Place as a space to reflect

Whilst place appears to have an impact on the resilience and opportunities for the AMHP to
focus and reflect on decision making whilst carrying out the assessment, the analysis also
identified how space is used to reflect before and after the assessment. For example, the
observational data highlighted the use of the car as an informal space to plan for the day
ahead and think through tasks. Some of the AMHPS also spoke about the use of space to
transition from their AMHP duty to ending their working day, specifically the use of their car.
Returning home after an assessment marks the end of the AMHP duty journey and a boundary

to delineate from one role to the next:

AMHP H: | think when | get into the car, it’s a technique I've used from when | was
training to be a social worker, | think right, that’s it now, | can think about it in the
car, when | get home | that that psychological cut off point. I’ll have the journey
from base to my home to be the time where I’'m thinking and unpicking and once |
get home | think right that’s it now, I’'m not going to think about it and I think that’s

how I learnt to do it, to have that thinking space on my journey home’ (p30).

Participant A described how he would park his car up and walk the last stage of his journey
home to unwind and reflect on the day’s events to enable him to then ‘switch off’ from the

pressures of the day:

AMHP A: ‘If | don’t drive my car — if the assessment is late then | would go home, but
99 times out of 100 I will park the car up and walk the last 30 minutes home, because

I get to walk along the river’ (p9)
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However, another AMHP referred to his home environment and the end of the day as a place
to reflect, an extract that also highlights the ways in which the role can be a burden in terms

of findings ways to make sense of and reconcile the day’s events:

AMHP D: ‘You have to sit in bed at the end of the day and think about it and think
well could | have done that better? Was there a better way of doing that? Under that
pressure and in those situations there’s probably always going to be something

you’d do different (p19)

This was an exception to the views shared by the other AMHPs, who tended to identify the

ways in which they did not take work home with them.

5.7 Practice wisdom and the impact on decision making

The analysis of the interview data identified how all of the AMHPs consider the journey their
practice has taken since qualifying and taking on the AMHP role. This was referenced in terms
of how they feel about the different types of assessment whilst waiting for the referral to be
received. The theme can be developed to explore how experience, which for the purposes of
the analysis is considered as practice wisdom as the data suggests this incorporates a wide
range of skills, values and knowledge that is then applied to the role. Two analogies were
used to describe the role — one as an actor learning lines and the other as a newly qualified

driver hitting the road for the first time without an instructor alongside.

AMHP A: You did ask a bit about experience. | think there is an element to
which..’cause if you are trying to do that then part of the scenario is you are playing
a particular role and you have to try and play that as well as you can do, so it’s about
the balance, well not balance it’ s having both things isn’t it, the human connection
but you’re the patient, I’'m the AMHP, here’s the doctor, we have all got out roles we
playing like in a play or something like that. And if, | don’t know, you are in a play
on stage and all of a sudden you do something random you shouldn’t have done, it

throws everyone else out. So it’s the same I think, and the more experience | have
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of being an AMHP the more you know what the role is so you know what the
part..it’s a bit like somebody playing Hamlet a million times or something, you know
what it is and you can maybe sort of, | don’t know, embody the role that little bit
more because you don’t have to be worrying you might fluff your lines because you

know them so well if you know what | mean’ (p21).

AMHP H: When | first qualified, it’s really scary, it is. It felt a little bit like doing my
driving test, | had someone who was with me all the time, an AMHP and then you

go on to the rota, once you’re warranted and then you’re on your own. (p21)

Another AMHP reflected on her aspirations for the role and the realities of practice but also
highlighted how for her the role went beyond learning statute and policy and was driven by

values and a sense of social change. This extract illuminates how she defined this:

PG ‘I learnt from one of my older colleagues. When | first started, when you’re all
new and excited and think you can change the world, before you grow up and realise
that’s a bunch of shit. | decided what | wanted to do, and it’s the job that I've just
got, which I’'m not necessarily keen on doing right now, but there we go. So | moved
myself, so | could learn what | needed to know, to do what I expected to do in ten
years’ time, and people thought | was being a bit strange, that actually | was going
to wait ten years to do the job that | actually wanted to do. But watching the people
that did the job, they were calm, and | wasn’t. They were clear about what they
were doing, and | wasn’t. They had a different way of communicating with people
that | hadn’t got, and they took a lot longer than I did. So | went, and I learnt how
to do that. And | watched one of the guys after having kicked a woman’s door in
with the police. And he stood at the side of this lady, who was creeping up the walls,
psychotic right, and he just stood there, and she said that there were things in her
sink, and he said ‘show me? Just tell me about the things that you see in the sink,
and be inside her world just for that minute, ‘cause then you can understand how
frightened she is and everything, and then you can understand what you need to do,
to make her world different, and how you can get her safely from there to there,

without making it any worse’ (p39)
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AMHP D spoke about how he reminds himself to slow down and make space for decision
making as in some circumstances the need to carry out the assessment is driven by taking the

first opportunity when an assessing doctor and bed availability align:

‘You have to be really spur of the moment...I don’t think that’s necessarily the best
approach because you don’t want to miss anything but | get my doctor, | go there, |
do my assessment and that’s dzz dzzz, but legally well no that doesn’t have to be the
case. | can go with the doctor, they can do the medical recommendation but then |
sort of halt it there, go back, you know to find a quiet place on the ward, ring family,
ring professionals involved. I'll try and break it up a bit just to try and make it a better
assessment and try not to think of that as the be all and end all that now we need to

complete the paperwork, because you do have time to put things together’ (p8).

The analysis identified that the AMHPs make use of tacit knowledge when carrying out the
role, described as one AMHP as ‘gut instinct’ and another in a more physical sense when

talking about assessing risk to self in the context of the role:

AMHP H: ‘The thing that you can’t bottle is the hairs on the back of your neck, and
you’ll know exactly what I’'m on about. When you walk into a situation and they just
go (gesticulates to back of the neck) and you don’t know what it is but you know
there’s something wrong, and you don’t know why you need to keep away from this

person, but you really need to be at arm’s length’ (p42)

The AMHPs also spoke about how they use risk assessments to inform their decision making
— for example a model of understanding risk that makes some assumptions around past
behaviour predicting future behaviour. Whilst this may demonstrate the use of analytic
knowledge as this approach uses the application of a model of risk assessment, the ways in
which the AMHP describes her approach suggests that subjective or tacit knowledge is also in

use:

AMHP B ‘I mean, in terms of self-harming, sort of what would appear to be suicide
attempts, it’s a case of sort of looking for clues really. Like some people seem to
make quite a few attempts but they always in some way ensure that they’re going

to be rescued, we know that they sometimes do things but they will always let
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somebody know either what they’re going to do, or what they’ve done. So, you
know, that s big protective factor. So, where people will do stuff and it really does
appear to be complete good luck they were found, then we’ll obviously look much,

much more, maybe more risk averse in our plan for them’ (p17)

The analysis also identified some recognition that there is a bias towards the view that there
are more people being detained out of area and this might be fuelled by factors other than
personal experience. This extract was of significance as the only data that elicited a more
critical view in terms of how the AMHP was making sense of the context within which they

operated:

AMHP B: ‘I think it’s hard to say isn’t it because how much of its just your expectation
based on what you hear from other people, what you hear on the news. But I feel

I’'ve become more aware of people being sent out of area recently’ (p24)

This articulates something around the way in which this AMHP understood the impact of a
dominant narrative on her practice. This concept of conscious and unconscious bias is
explored further in relation to the Key Informant Interview and the ways in which the AMHPS
spoke about the factors that underpin their decision making in terms of how they synthesis
information about risk and use of the Mental Health Act to deprive individuals of their liberty.
This section also explores how the analysis of the data shed light on how underpinning models
or frameworks of understanding, in other terms, the AMHPS ontological and epistemological

position, impacts on their approach to decision making.



173

5.8 Policy to practice: Values and Ethics and Professional Discretion

The MHA Code of Practice outlines the five Guiding Principles that should be considered when

making decisions about a person’s care, support, and treatment under the Mental Health Act.
The five overarching principles are:

e Least restrictive option and maximising independence

Where it is possible to treat a patient safely and lawfully without detaining them
under the Act, the patient should not be detained. Wherever possible a patient’s
independence should be encouraged and supported with a focus on promoting
recovery wherever possible.

e Empowerment and involvement

Patients should be fully involved in decisions about care, support and
treatment. The views of families, carers, and others, if appropriate, should be
fully considered when taking decisions. Where decisions are taken which are
contradictory to views expressed, professionals should explain the reasons for
this.

e Respect and dignity

Patients, their families, and carers should be treated with respect and dignity and
listened to by professionals.

e Purpose and effectiveness

Decisions about care and treatment should be appropriate to the patient, with
clear therapeutic aims, promote recovery and should be performed to current
national guidelines and/or current, available best practice guidelines.

e [Efficiency and equity

Providers, commissioners, and other relevant organisations should work together
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to ensure that the quality of commissioning and provision of mental healthcare
services are of high quality and are given equal priority to physical health and social
care services. All relevant services should work together to facilitate timely, safe
and supportive discharge from detention (MHA, Code of Practice, 2005, p23)

The interview questions specifically asked AMHPS how they applied these principles to their

work.

The analysis identified a close relationship between AMHP practice and the statutory
framework in terms of a rationale for decision making and as a tool to assert role and
knowledge when working alongside other professionals. For example, a familiarity with the

MHA and Code of Practice to justify decisions. For example;

AMHP B ‘I think | would always fall back on the Code of Practice, or you know Jones
[Mental Health Act Manual] because that was, | mean it’s in there that, sort of
explained when Section 2 or Section 3 is appropriate. So I think, yeah, ’'m probably
not good at voicing my own opinions, so I'll always fall back on the, well the Code of
Practice, yeah I'll refer to something in writing whether it’s you know written

guidelines, the Reference Guide of the Code of Practice (p23)

However, threaded throughout both sets of data was how AMHPs fill in the gaps’ between
the statute and practice. This part of the analysis also included an exploration of the ways in
which the Guiding Principles are implicitly and explicitly applied to AMHP practice. This then
leads into how this value base and professional discretion is applied specifically to the concept
of power and powerlessness. Use of the Code of Practice is also closely linked to practice

wisdom in terms of learning the theory and then applying this to practice:

AMHP H: There’s the shift isn’t there, because you do the legal stuff but the bit you
need to learn is how to apply that to your practice and you can’t do that until you go
out and do that on an assessment yourself. You can learn the theory behind it but

in terms of how it applies, that’s the bit you learn when you’re out doing it’ (p23)

AMHP B referred to the Guiding Principles as implicit in her decision making, and the impact

of experience on how she applies these to the decision making:
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I think when you’ve been AMHP’ing a while, you always have them [the Guiding
Principles] in the back of your head and it might not be very explicit. Like for example,
I’'m aware with Bob we didn’t really discuss the least restrictive options but | think
that was because it was obvious to us all that...you know, it almost didn’t need
saying that he couldn’t be safely managed at home because he was so unwell. And
in terms of, you know, I mean sort of clear about what the purpose of admission was,
and that he needed assessing and be treated obviously as soon as possible and in
quite an intensive way. So there was no less restrictive option. And | think, you
know, involving him in terms of participation, involving him as much as possible in
the assessment and listening to his views. So I think it’s sort of automatic rather

than...(p15)

AMHP H gave a similar example of how she applies the least restrictive principle when making

decisions:

AMHP H: I think | always have them in my mind, the Guiding Principles. I think its...I
can out them in hierarchy of importance but for me the least restrictive principle Is
always at the forefront of my mind. | start with, well | work from the bottom up; can
this person not be managed in the community or can they, then can they be
managed intensively in the community is the next step. If not, then can they go
informally, have they got capacity to consent to that, are they agreeable to that and
if not then we’re looking at use of the Act and | start from the bottom and work my

way up’ (p27)

Another AMHP was less sure about how he applied them and demonstrated a will to underpin

his decisions with the Guiding Principles:

AMHP F: | hope it underpins what | do. | suppose conscious things like the least
restrictive principle, and | hope it underpins what | do. Ultimately detention under
the Act is one of the last resorts...I look for evidence that people have tried things..it

shouldn’t just be, please this person needs detaining so we just go and enforce it’

(p15)
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The AMHPs spoke mainly about the Least Restrictive Principle when asked directly about use
of the Guiding Principles suggesting from this small cohort of participants this was the

principle that came most readily to mind evidencing how they underpin their practice.

Whilst the AMHPs did not explicitly link this approach to the Guiding Principles there was a
constant theme across all the interviews in relation to how the AMHPs set the scene to
develop rapport and respect the people they assessed. This sits within the ‘respect and
dignity’ Guiding Principle. For example, the AMHPs spoke about how they approached their

work from a particular stance:

AMHP C: | think ’'m down to earth, is probably what it is and I’'m very honest with
people and I'll tell people...explain what’s happening, what’s going on, introduce
myself, make sure I’'m very clear about what’s happening. And that’s important. But
I think its that human element that we were talking about before. | think it is just

acknowledging that this is a difficult situation, its challenging, and being empathetic’

(p9)

There was some evidence of professional discretion in terms of use of the law. For example,
whilst reflecting on events during an observation, AMHP A described one police officer’s

creative use of statute as:
AMHP A ‘A triumph of common sense over bureaucracy’ (p27)

The AMHP explained that due to the concerns about the person being assessed he felt that
this was proportionate to the risk present. It is of note that this AMHP had spoken about his
‘anti psychiatry’ stance and critique of the mental health system. This suggests that AMHP
practice is nuanced and practitioners are comfortable at times with working more closely ‘to
the edge of the law’, arguably taking a more pragmatic and authoritarian stance at times. In
this situation there was not a clear legal basis for detaining the individual as S136 of the
Mental Health Act had not been used, but all parties were in agreement that in that moment

the necessary thing to do was to assess the person as quickly as possible.

One AMHP summarised how she viewed the role of the AMHP in terms of what is required

when synthesising knowledge to make a decision:



177

AMHP G ‘There’s a million and one decisions that are made in the back of your head
before you reach one decision on a piece of paper and it would be very difficult to
unpack those. But in lots of respects that’s what we’re expected to do, is unpack the
psychology, the sociology, the circumstances for that particular person, the research

and the practice and everything else, to make sense’ (p40)

Another AMHP also summarised how she views the AMHPs responsibility in terms of decision

making:

AMHP H: | think as AMHPs we look at things more in the round and look at
someone’s picture more holistically and look at family and look at support networks
and I’m not sure all the medics do that. | think they get focussed on the criteria and
risks and of course we look at that but we look at that more holistically, that’s what

the benefits are of the AMHP and our ability to do that (p36)

AMHP D articulated the disconnect between what the MHA sets out and what happens in
practice in situations where there is no bed available and other plans are made to manage

the perceived risks until a bed is sought:

It comes down to risk management but that doesn’t click in with the Mental Health
Act does it because ultimately if there was a bed you would be saying this person
needs to be detained, but when you are saying this person needs to be detained
you’d be formally completing the process so legally that person is a risk to
themselves and other people. But that process just stops dead when there are no

resources available’ p12.

AMHP H spoke of the MHA process being ‘disrupted’ by a lack of beds and articulated the
dilemma or ‘quagmire’ where there is a duty to assess but no available resources to facilitate

an admission if necessary:

I think, a lack of coherent plan of what to do when there’s no bed for community
assessments in terms of risk assessment and risk management, cause | don’t think

that’s clear, | don’t think that’s clear’ (p4)



178

She describes taking steps to apply a ‘sticking plaster’ when it is apparent an application

needs to be made but there is no bed:

But yeah, what least restrictive options can we draw upon that we’ve already
deemed not to be viable, does that make sense, in the short term we try and utilise
that or, again it depends on the situation but family play a huge role, carers play a
huge role, sometimes it’s about kind of, depending on the living arrangements,

you’re supporting them through that process and liaising with them’ (p5).

This extract supports the theme of professional identify and the sub theme managing
relationships as the AMHPs interpersonal skills are drawn upon to negotiate and liaise with a
range of ‘players. AMHP H stated ‘It’s about relationships from the outset’ in terms of

managing the uncertainty of an assessment.

The analysis identified the ways in which some of the AMHPs managed the disconnect
between best practice and reality. For example, AMHP D described how when there is no
bed 'you try and be a bit more covert about it [the purposes of the assessment]. This suggests
that at times AMHP divert from best practice as a pragmatic and proportionate response to

the resource pressures and barriers they operate within. AMHP D articulates this as:

AMHP D ‘You have to just do the best you can with what you've got really'. It’s scary
that increasingly there are no beds locally or nationally. You learn your priorities
and you learn the bits that have to be done in the best interests of that person It’s
what we do, isn't it. You have to find your way around things to try and make it

work' (p10)

Another AMHP talked through an assessment where the decision was made not to detain —
she emphasised her view that whilst there remained a risk that the person may become more
unwell and place herself at increased risk of coming to harm, she took into account the
individual’s age, the availability of family support, and how to impose compulsory mental

health services on her could lead to barriers in her recovery:

‘So, her risks weren’t dramatic, she’s just unwell and | can understand that a young

person who has a psychosis, it is better to treat them with medication. But
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sometimes you have to weigh that up really against, how restrictive is this really?
Especially when the parent is saying | just can’t see it being of any benefit, and

they’re the Nearest Relative’ (p21)

This AMHP reflected on if her assumptions may have been different had the individual been

an older person:
Interviewer: ‘Yeah, it sounds like her age was a factor in weighing up...

AMHP: Yeah, | think sometimes when somebody’s reached a certain age, and you’ve
got loads of, | mean, | probably shouldn’t, you’re going to record me saying this, |
just sort of think, what have they got to lose, they’ve had it done to them so many
times. But | always want younger people to have a better experience of mental
health services, and | don’t want them to be too traumatised by it, unless they
absolutely have to be, in which case | won’t hesitate you know? Get the police in,
restrain them, do whatever we need to do, put the handcuffs in, throw them in the
back of the van, admit them, inject them. If it has to happen. But if we can avoid it,

I'll do it at all costs’ (p23)

This extract speaks to the theme of power — and powerlessness. The AMHP implies that for
those entrenched in an adult life of contact with mental health services, the cycle is already
setin motion. But for younger people energy can still be directed to reduce this risk for them.
It also captures an honesty around factors that are used and weighed when making decisions
around admission. It also reflects the ‘flippant’ use of language that some of the AMHPs
shifted into during the interviews and observations. To what extent this was due to the
impact of my role as practitioner researcher is interesting to consider and could be given as
an example of where being perceived by the AMHP participants as an ‘insider’ led to a

frankness, or openness in what they chose to share.

5.9 Power and Powerlessness
The observations and the interviews elicited a clear sense of the pressures and uncertainty

inherent in the role and the analysis explored why AMHPs want to continue working in these
high pressure settings, arguably within a ‘flawed system’ due to the wider resource and

structural barriers within mental health services. This can be considered as the ways in which
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the AMHPs manage a sense of powerlessness. In some ways AMHPs speak of being thwarted
by a ‘system’ that is beyond their control, but their sense of esteem and identity is built
around findings ways to take back this control. The push and pull of power. This however is
relative as conversely the AMHP role has inherent power in terms of the power to deprive an

individual of their liberty:

AMHP H: | need to be really clear as an AMHP that this is the only way that this
person can be managed otherwise it’s not fair to deprive them of their liberty. It’s
not fair on them as a person and | think it goes against your values and ethics in
social work to be imposing that care and treatment, we need to be satisfied that this

is the only way that this person’s care and treatment can be managed really’ (p29)

Other power dynamics became evident during the analysis. For example, the power the
AMHP has over deciding which other decision makers to accompany them on the assessment

(although this power was then limited by the availability of the doctors).

AMHP G articulated her decision-making power regarding the choice of doctor:

They need the right doctor there, the right gender, that speaks the right language.
And we’ll have that doctor over there because that one’s going to talk sense, and
we’re not having this one, because he’s going to sign the first piece of paper that
lands on his desk. It’s not about the first doctor at the top of the list. | do have a

doctor at the bottom of the list, however, that doesn’t get a phone call ever’ (p11).

There are also the dynamics between the AMHP and any involved family members. The
Nearest Relative has a statutory power to object to an admission under Section 3 of the
Mental Health Act and has the power to request discharge from a Section. The analysis
suggests that the AMHPs awareness of the dynamics at play here is managed via interpersonal

skills and negotiation.

For example, AMHP H outlined a scenario where a young person was experiencing signs of
psychosis, hearing voices, highly distressed and not sleeping well. He was suspicious of
mental health services and did not have a trusting relationship with any workers. However,
he had family support around him who wanted to support him to start some new medication

at home.
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The AMHP spoke about how she took on board the families’ viewpoint and balanced the risks:

My feeling, yeah on that day | thought he’s detainable yeah, but today I didn’t think

that an application needed to be made. Does that make sense? (p11)

She also spoke of how she factored in the likelihood of the Nearest Relative exercising the
right to discharge their relative and that she thought there was a strong chance of this

happening:

That would’ve set us apart from each other from the outset and it would’ve severed
the relationship with mental health services | felt, from the outset. And also, she
knows him well and I’'ve met him once and she’s known him and been caring for him
for a while. She knows far better than me and in that respect it was opinion and |
didn’t, yeah, I didn’t want that to be the first issue with mental health services where

we disagree because | didn’t think the risks were there, imminently today’ (p11)

This suggests that there can be a burden placed upon the AMHP in terms of managing risk
and supporting individuals to remain ‘in the community’ even where the threshold for

admission under the Mental Health Act is met.

Another relationship that the AMHP navigates in terms of shifting power is the ward staff and
bed managers who it is necessary for them to liaise with during the course of the assessment.
Again, the analysis identified how interpersonal relationship skills are employed to help these

dynamics run more smoothly. One AMHP reflected on the negotiations to secure a bed:

AMHP D: I just try always doing it in a polite calm way, you know, because it usually
ends up in the best results | think. If you rock the boat sometimes people can say
well ’'m going to concentrate on this case over there instead, so it generally works —
the polite approach’ (p15)
The data also suggests that the AMHP negotiates power with their wider organisations, in
terms of what the statute requires them to do, how services are organised locally to support
this and what they are being asked to do. This can include the support they receive from
managers, the duty rotas, how often they are on AMHP duty, how large their other caseloads
are. The analysis identified how local knowledge and networks are used to help smooth

relationships with others and alleviate some of the contextual boundaries. An example was
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the willingness of the assessing doctors to stay with the AMHP after the outcome of the

assessment was decided but when the logistics of admission were still underway:

AMHP C ‘You know the ones that are flexible, you know the ones that you’ve got a
good relationship with, and you know that they might stay with you if you need them
to, so it’s just an easier ride for me, and it just gives you a bit more resilience really’

(p16)

Another AMHP spoke of being left with the ‘dirty work’, describing some of the logistics that
they felt left to deal with :

AMHP B: ‘Yeah, so you can feel really stuck because you’ve got the responsibility for
sorting out but you don’t actually have the ability to do it.. So people say, well,
that’s the AMHPs..physical hospital say that the AMHPs responsibility, and it’s like,

yes but you’ve got the contact with the transport and all the numbers’ (p27)

Another aspect to power that was identified was the dynamic between the AMHP and the
doctor in terms of decision making with some AMPHs distinguishing between those doctors
who take a more traditional approach to understanding mental health and those who are

more ‘anti psychiatry’.

This was considered by one AMHP in the context of how nurse AMHPs may encounter and

manage disputes with the assessing doctor:

AMHP H: | wonder what the dynamic would be for nurses who have that kind of
encounter with medics and there is very much a hierarchy despite new ways of
working being really really old now, there is still that hierarchy where doctors think

that their decision is the end decision (p36)
Another AMHP also referred to ‘hierarchy’ and identified as being outside this structure:

AMHP B: | think sort of contributing another point of view, another perspective. So

I think sometimes its helps being outside the hierarchy of the health service’ (p27)

The analysis identified how AMHPs try and make sense of their power in terms of the legal

power to detain an individual against their will, and how they then use this power. There was
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a recognition of the impact of their actions upon the people that they assess. The data
suggests that for the participating AMHPs a key role was how they acted as a ‘buffer’ from
the impact of the MHA upon the person who is potentially going to be detained — making a

traumatic situation as tolerable as possible.

AMHP H: ‘It’s really important isn’t it because you are in a position of significant
power aren’t you, and you have to look at equalising that as much as you can do |
mean, the bottom line is you’ve got a piece of paper, if you have got
recommendations, to make that person go to hospital. It’s a huge amount of power
isn’t it. So, if you can kind of balance it out in anyway, you should do. And as well,
just in terms of the emotional tone to it, that’s really important as well. Because to

detain someone you do it in as nice a way as you can do’ (p13)

AMHP G spoke of a ‘mindset’ that spoke to the theme of a sense of duty and empathy, ‘putting

yourself in someone else’s shoes:

‘They’re not a case number. They’re not a shit report that you’ve got to fill in at the
end of the day. That’s a culmination of an experience that you’ve shared, and
whether it’s good or bad, in lots of respects, is your responsibility. And that’s the
mindset where you get — blowing my own trumpet — decent AMHPS. You go in with
the mindset that that could be me, it could be my mother, it could be my Granny,

and believe me, you treat them differently. That could be my baby boy (p47).

AMHP H also identified the potential impact of being immersed in a role that focuses on being

with people in crisis;

I think you can easily get desensitized to what we see sometimes, not just as an
AMHP but in the role of mental health and | think I’'m aware of that and can reflect
on that and show that it isn’t affecting my decisions making, | think it’s really
important to do that throughout your practice really because otherwise | think you
forget just how big and important a decisions it is ‘cause it’s huge, you know, families
can get really really distressed and we need to ensure that we’re doing absolutely

the best thing that we can be doing for the person really (p29)
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This extract also relates to a sense of duty and what becomes the ‘norm’ in terms of the
working conditions that AMHPs operate and make decisions within. One AMHP spoke about
how other mental health professionals within the team are not motivated to train as an AMHP
due to the long working days, potential risks and logistical challenges when carrying out the
role. This suggests that others perceive the role as a very distinct aspect of mental health
practice. This is explored further later in the chapter when exploring what motivates AMHPs

to continue in the role.

AMHP D also identified the need to remind himself of the power he holds when carrying out

an assessment:

I’'ve got to keep in mind that although | can’t remember everyone | assessed, for

them and their family they will never forget it - it’s such an important thing to

happen (p8)

There was some reference to what other AMHPs do, in terms of a degree of criticism, towards
the practice of colleagues for example that they would not challenge the doctors and be there
to ‘rubber stamp’ decisions within a critique of the circumstances. This sheds some light on
how some of the AMHPs identified themselves as ‘other’ and suggested that there is not
always a sense of solidarity within the professional group. Another AMHP reflected on the
‘turf wars’ between professional groups and that AMHPs do not always appreciate the work
that is carried out by other teams. This suggested a different perspective towards health

colleagues:

AMHP F: ‘And | don’t think they realise that the Crisis Team will move heaven and
earth to get a bed. | don’t think they realise the work that gets put in to do that, they
just sort of say, oh there’s no beds, and they never get us one, it’s like, you didn’t see
that Health Support Worker sending 25 faxes or ringing round every single hospital
that they can, especially if it’s a high risk person in the community, they will do

everything they can, and we need to appreciate that really’’ (p16)

This extract also relates to the ways in which bed shortages have become part of the dominant
discourse when citing pressures on the role. This suggests a more nuanced approach to this

issue.
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Conversely, the AMHPs also spoke about how their knowledge and role led to others valuing

them more as team members, for example:

AMHP H: ‘I think certainly in this team I feel that | am, kind of respected and drawn
upon for being an AMHP. | think we being something different in terms of upholding
the social perspective and | think there’s a lot of mileage to be had in terms of
decision making, | think that makes a difference in having that overview from a

social perspective and whether or not someone gets detained’ (p34)

One of the AMHPs spoke about how she always seeks more information to justify how the
‘least restrictive’ option is explored and why this is a key responsibility as a check to balance

power;

AMHP H: When they say “The least restrictive option is not viable” that’s not enough
for me, I want to know why they’re not because...I don’t think this has changed in
terms of all the years of my AMHP practice in that even though | do assessments
every day, ’'m fully aware of the amount of power potential we have and that
detaining someone is a really big thing, it’s a really big thing for someone and it
should absolutely be a last resort and that we are satisfied that we cannot manage
this person in any other way and only then should we be looking at, you know,

detention under the Act (p28)

This AMHP also spoke about the AMHPs duty to challenge the doctor and how a clear sense

of role and autonomy enables this conversation:

‘You do have to assert yourself and you know, it’s how you go about that isn’t it. |
don’t have a problem with that, | think if you do I don’t think you can be an AMHP,
to be honest because we have to offer that different perspective and say to the
doctors, | disagree with you..I’'m still very autonomous and will make a decision

autonomously irrespective of what the medics are saying’ (p36).

One AMHPs response stood out as the exception as she spoke about actively wanting to assert

the role in a way that could be perceived negatively by others:
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AMHP E ‘1 want to be an awkward AMHP, | don’t want to be difficult, but I also don’t
want to be seen to be ’just saying ‘where do | sign’. ‘Cause in this city, as ’'m sure
there are everywhere, there’s both you know? We’ve got AMHPS that will, sign
wherever you like, and we’ve got AMHPs that will not make applications at all.
Obviously they will, but they see it as a contest between them and the medics, or the

first [medical]rec and the second rec, and | don’t see it like that, you know? (p28)

This extract also sheds some light on the interface between roles and the potential for conflict

and competition, going on to explore how she mitigates this:

AMHP E ‘So | rang the doctor that works on that team, so | didn’t just ring any old
Section 12 doctor, | rang the doctor that | know works with that team, and that he
would know her history, and | also know that doctor as being a very thorough and

very thoughtful, and slightly anti psychiatry doctor’ (p20)

This use of role to overcome barriers also links into the ways in which the AMHPs operate as
a ‘buffer’ to minimise the impact of the Act on the person being assessed, also aligned with
the ways in which they are ‘Being Human’. The observations shed light on this but the AMHPs
also spoke about this during the interviews in terms of the practical things they can do to
support the person being assessed. Although practical actions there is a sense that these acts

demonstrate respect towards the person:

AMHP G: ‘But it’s about finding the thing that helps them — to go and pack their own
bag, because actually if you’re going to be in hospital, you want clean knickers, and
you don’t want them ones that are too tight, that don’t fit. And you don’t want that
toothbrush that’s been sat on toy shelf for the last six months, that you’ve not used
because your other ones in your bag that you’ve been on holiday with. If you’ve got

to go somewhere unpleasant that’s what you want’ (p43).

When reflecting with AMHP B about how she helped make the person at the care home

comfortable and assisted with putting her cardigan on she noted;

‘I think that’s the bit that we bring to the assessment really as an AMHP. | think
we...I do anyway. So it’s distressing and even if people don’t know that they’re being

assessed | think it’s important to have that reassurance, that human element’ (p6).
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5.10 Motivation to continue in the role

The analysis clearly identified the stressors of the role and barriers in terms of resource
pressures. It also identifies the frustrations and challenges encountered by the participants.
There is a potential contradiction as there is recognition from the AMHPs that to make ‘good
decisions’ their wellbeing must be managed. The observations and interview data suggested
a ‘love hate’ relationship with the role, such as the ambivalence about receiving an
assessment referral on their duty day and the challenges they spoke about. As AMHP A asked
to his peer during an observation: ‘Why do we do this bollocks?’. So, what motivates AMHPs

to continue in the role?

AMHP A: Well I still, I don’t know, I kind of have mixed feelings about mental health
services and | suppose the mix, I’'m not always convinced that hospital is the best
place for people experiencing mental distress. But it’s almost a pragmatic view, a
bit like | put in community support for people, you know like home care, and you
know things could be far far far better for people and it’s a bit rubbish often, but it’s

as good as it gets’ (p11)

Another AMHP (Participant F) cited the multiple roles and expectations placed upon him as
one reason he sometimes considered stepping back from AMHP practice. But the motivation

to help others led him to stay in the role:

Well | mean, people being in distress isn’t good. You should try and alleviate it in
some way. |think we have ifyou are in that..I feel I’'ve got some kind of responsibility
if I can do, to try and alleviate it and even if it’s not the ideal solution it’s, like I said,

as good as it gets’ (p12)

AMHP F said something similar:
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‘Somebody’s been really really ill there and you think..I like to think if | was really ill,
I may lack capacity and be quite unpleasant with it, but I’d like to think somebody
was looking out for me and hopefully I’d get better as a result of that. So you think
it’s quite a hard piece of work, but there’s a beginning and an end to it. You’re seeing
people who are really really unwell aren’t you, so that’s quite satisfying, | suppose,

to help people like that’ (p18)

AMHP D spoke about how the stress of the role in terms of barriers to accessing a doctor and
a bed can lead him to have doubts about continuing in the role but that the adrenalin, thinking

in the moment and working in a crisis setting is also enjoyable to him:

‘1 had a moment the other week, | don’t know what it was but we were arriving at
the hospital and there were two police cars, there was the ambulance at the front
and me and my car just sort of following all round this. And the, | was thinking “I did
this” through phone calls and through all this was, sort of a process and | was kind
of like “oh actually well that’s quite good, it’s all in a line, it’s all organised in a line.

Nothing terrible happened and it all...yeah that was quite a nice feeling like’ (p20)

AMHP H articulated her motivation to work in the AMHP role as:

‘I still really enjoy getting my teeth into the work, that’s the work, that acute type of

work that I really love’

The analysis identified how for the participating AMHPS their motivation to work in the role
could be distilled down to wanting to help people when they were at crisis point and relating
their approach to how they would hope to be helped were they ever in that position. There
is evidence of the use of empathy and consciously acting in a way that they hope would be
reciprocated were they to ever be in the position of being assessed by an AMHP. There was
also a sense of the satisfaction that can be achieved through managing the chaos and disorder

of the assessment when some form of clear outcome is realised:
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AMHP D: The reason | keep doing it is because when you do a good job of it,
you can see an immediate, something that would have ended in crisis and
I’'ve kind of, and yeah it’s quite a dark motivation and that is the motivation
just to do a good job. Which I think is probably why emotionally and in terms
of anxiety, why resources have such an impact. Lack of resource because that
affects your ability to do a good job and I think that’s probably why it’s such

a stress factor. But yeah, it’s certainly not for the money’ (p18)

It is interesting to consider why the AMHP describes this as a ‘dark’ motivation but the
impression gained during the interview and the analysis was that there sits with this AMHP
and across the participants a sense of guilt when talking about enjoyment of the role, as
inherent in their work is an individual at the centre of all this who has been experiencing a
very challenging time in their life. This loops back to the ways in which AMHPs mitigate the

power inherent in the role.

PBinterview: But there definitely are some rewards, | mean when | went up to the
ward to try and take this letter to X, another chap jumped out and said ‘Ooo thanks
for, you know, thanks for all your help the other day, you know, for getting me in
here’. It was great, it was this chap that we’d seen the week before who was totally,
totally different, but remembered me and he was someone that we’d assessed in the
136 suite and admitted and you know, he was obviously doing really well and he,
you know, I’d spoken to his family on the phone and he’d reconnected with them
having been estranged from them and | sort of facilitated that a bit, | mean with his

permission.....

The analysis also identified how AMHPs gain an esteem from practising in the role, and the

opportunity to be agents of a wider social change:

‘l mean | think if you can manage some kind of humanity in a situation then that’s

good enough. | think that is the change and that’s the revolution’ (p20)



190

There was also a recurrent theme around a sense of duty and how they build their esteem
around being autonomous practitioner, which for some creates anxiety but paradoxically also

becomes a motivator to continue in the role:

AMHP E ‘I quite like the unpredictability; I like the acuteness of it. | like working with
people, it sounds terrible, but | really enjoy working with people that are quite
distressed, and being the person that they talk to, and that | can absorb it and reflect

it back, and sort of make sense of it really, and I can calm that situation down’ (p4)

This sheds light on the reasons why practitioners continue to practice as AMHPs but also
evidences something around the ways in which the uncertainty and chaos inherent in a MHA

assessment, is mitigated.

For example, one AMHP spoke of enjoying the need to make lots of decisions in a short space

of time and having to juggle the demands of various tasks;

AMHP E ‘] like that, I’'m like firing at all levels, it’s exhausting. It’s absolutely
exhausting work, and it draws on the skills you’ve got, you know, when you’re
training, your empathy, your compassion, the law, the Capacity Act (sic), what you
might know about PACE (Police and Criminal Evidence Act), what you might know
about Best Interests and capacity. So yeah, definitely, it pulls on all your resources’

(p4)
AMHP D identified a similar motivation:

I like the....I don’t know how to say it really — I like the getting it in, thinking, planning,
doing all that, setting it all up, | do like all that kind of stuff. Going out, thinking on
my feet, that’s what I like. 1 like all that (p19)

For another participating AMHP the nature of the work suited her in terms of managing

workload and her wellbeing as she recognised that this type of decision making suited her:

AMHP B: ‘Yeah, | mean it is a weird sort of job, it’s not the sort of thing to enjoy
really. But I've found I’m better suited to immediate work, I’'m not somebody that...it

doesn’t sit easily with me when I’'ve got loads of different things hanging over me. |
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tend to take it home if I've got loads of stuff hanging over me, if | feel I’'ve got this
great backlog of stuff and people to worry about, yeah I find it a bit hard. I’'m not
very good at compartmentalising and separating work and life, so | find I’'m just...|

think immediate work does work better for me’ (p7).

In summary, the analysis identified the dissonance for AMHPs in that what they found

stressful about the role also motivated them to continue to work in the role.
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5.11 Key Informant Interview

This interview was the final interview that | carried out and thus also served as a form of
analysis as | was able to put some of my early findings to the participant, for her view. The

contribution to knowledge of this section of the findings is:

e An account of the lived experience of an individual being assessed under The Mental
Health Act

e Aconsideration of the limitations of the research design and ideas for future research

e Suggestions for practice — themes that emerged from this interview which also align

with views from the literature around lived experience.

As an ethically accountable researcher this chapter has been set out as a stand-alone section
of the thesis in recognition that traditionally this perspective has been given less weight in
empirical research. The data was thus analysed within the individual data set of the interview
transcript but then put to the larger data set which incorporated the observational and AMHP

interview data where the themes identified within the AMHP data triangulated.

The interview followed the format of the interview schedule that | had gained ethical approval
for, and the participant was given the ‘Service User participant information’ sheet and
consent form. A criticism of research with so called ‘vulnerable’ participants is that the ethical
consent procedure can take a paternalistic stance and make assumptions about the ways in
which the voice of people with lived experience is presented. The participant had views about
this, around having forums within which to tell her ‘story’ to health and social care

practitioners and students:

‘That’s one of the reasons why | like being on the user care group of the AMHP course,
because | can use my experience and in a way it’s like having therapy because you’ve
had a bad experience, well not a bad experience about the AMHP, but the overall

was a bad experience and you can get that across’

The participant’s standpoint is as an individual findings ways in which to make sense of and

be empowered by talking about her experiences. It is not claiming to be representative of all
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people who have been assessed under the MHA, but as will be explored in the next chapter,

her perspective resonates with other accounts of this experience.

Perceptions of risk — how ‘behaviours’ are perceived:

The Key Informant spoke of what | have termed the ‘insight paradox’, a phenomenon
whereby when an induvial asks for help it is not offered, but once they stop asking for help

services perceive there to be a higher risk:

‘It was sort of like I’d gone past the point of wanting the help. I’d had months, maybe
technically years because of all the ADHD diagnosis and then not having the

diagnosis and then not getting the support, and then my son not getting the support’

There was a sense she until she reached a crisis point, she would receive a limited response.
In terms of risk assessment and AMHGP decision making it raises questions around how

behaviours are perceived and why someone is doing what they’re doing.
One AMHP spoke about the ‘insight paradox’ around grounds for admission to hospital:

AMHP B: ‘There might be some people who are seeking admission, often the people who

are seeking admission may be the ones that don’t need it’ (p29)

It is interesting to try and understand what values underpin this statement in terms of what
the extract says about the AMHPS perception of admission. There appears to be a
contradiction in that those people who want to be admitted find it difficult to be admitted
and those who do not are considered by decision makers to be most in need of admission.
This sheds some light on perceptions around ‘insight’ but also indicates that the AMHP is

weighing up information around risk to make a judgement on the necessity of admission.

One of the AMHP participants reflected on how behaviours can be perceived and interpreted
asindicative of the person experiencing mental distress. The AMHP recalled a situation where
over time they assessed an individual on numerous occasions, gaining an understanding of

the ways in which certain behaviours were perceived;
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PG: ‘And it’s the time you take to build the trust that helps the situation. | don’t ever
have trouble with him. Other people think he’s a bloody nightmare, but he trusts
me’ (P38

The AMHP reflected that this rapport has led to future situations de-escalating, rather than
the police being called and neighbours watching as he was escorted out to a police car,

eventually he would say to the AMHP;

PG: ‘IY'm not right good am I? And I’d say no | don’t think you are fella, what do you

reckon? And he said, can we go in your car’? (p38)

The same AMHP spoke at length about taking the time to understand the basis of any unusual

beliefs;

[The woman was saying] I’'m not paranoid, and actually she’s not completely
paranoid. She complains about the neighbours all the time, the neighbours are a
pain in the arse, the neighbours are being absolutely horrendous to her. And we
were investigating that. So, for me, it was about getting to the basis of, how much
of this is paranoia, how much of this is real, what is the rumination, which is what
she does, when something has happened. She ruminates and elaborates. And that’s

not psychotic’ (p19)

Conversely Participant E cited a situation where a police officer had perceived an individual’s
actions as them being ‘a troublemaker’ and the AMHP in this situation took on the role of
challenging this viewpoint and presenting an alternative perception of what was occurring for

the person:

‘And that was somebody who didn’t understand mental health, because he really
treated her very badly when she was so psychotic. And he said, ‘oh she’s putting it
on’. And I’m like she’s not,’cause I’d met her before, I’d met her three weeks before,
and | said, she’s really unwell. And they just don’t understand that people’s
behaviour changes when they’re unwell. He thought she was just a troublemaker.

Which she was as well, but you’ve got to take that into the picture, you know?’ (p24)
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The Key Informant Interview shed some light on relationships and engagement with

professionals as well as a view on how she responded to being detained:

‘I wasn’t engaging with anybody at the start [of the compulsory admission]. But the
actual journey down | think | was engaging more engaging with the people at that
point and then when | actually got to the hospital then | was very resistant to staff
at that point. But | think when...I think | was more...probably more in shock or

something, not feeling any strong emotion or anger about the situation’.

The participant reflected on how with the benefit of time she sees her actions as a way to she

was consciously making this choice;

‘One of the things which I did was | had a jug of water and | knocked it on the floor
to..looking back now I was annoyed that I’d been ignored and stuff and if you knock
a jug of water on the thing then you’ve got to be...people around and stuff. Even
though | was..but | was more engaging with people at that point because | was
asking for the help. But then when | was on the [psychiatric] ward | was very
opposed to the staff. When | was an inpatient at the beginning and then you’re
monitored quite closely, but every time I’d shout and swear at the staff that came in,
as soon as they came in I’d have a go, not physically but verbally, I'd just shout at

them until they’d left’

When considering the power and powerlessness experienced by the different parties involved
in decision making the analysis of the AMHP interviews suggested that AMHPs recognise the
ways in which their power impact on the people that they assess in that they takes steps to
mitigate this power by demonstrating respect and maintaining the person’s dignity for
example. However, this extract provides an example of the ways in which the Key Informant
identifies that she took back some control or ‘power’ over her circumstances in that her
actions led to a consequence that she had significance influence over. What is of note and
which requires further exploration is the ways in which these behaviours are perceived by
AMHPs and other decision makers within mental health services. For example, are perceived
as a sign and symptom of mental disorder, or as manifestation of a sense of loss of control

and frustration?
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Whilst the scenario described by the Key Informant was ‘post admission’, it is of relevance to
AMHPs as they are making the decision that detention is the most appropriate course of
action. This detention is for assessment or treatment of mental disorder and there is tension
as to if a ward setting is the most appropriate place for someone to be when this emotionally
distressed. This relates back to the comments from AMHP H around delaying an admission on
the basis that detaining the person might have a detrimental impact on longer term

relationships with mental health services due to breaches of trust.

5.12 Experiencing the assessment — what is important for the person? What ‘sticks” in
memory?
The Key Informant spoke about her impressions of the day of the Mental Health Act

assessment that stick — she spoke about how it is difficult to recall what occurred on the day:

Key Informant Interview: | don’t recall too much of what went on. | think there were
the two people, there was a woman who talked the most. They were trying to be
helpful, they came across in a helpful way, and they did talk to me about what was

going on, because they said oh it’s [the ward] going to be female only’ (p10).

This provides an insight into the nature of the spaces that AMHPs can nurture to make spaces
and ‘be human’ with people. It also highlights the challenge of the role in terms of how they
make these spaces amid a challenging day with the contextual pressures that were outlined
in the last section of this chapter. ‘Helpfulness’ defined as giving information and telling her
what was going on were highlighted as the abiding memories. It is of note that she cannot
recall the professions of the people she spoke with and did not distinguish between the roles.

She also spoke about how she would travel to the hospital being very important to her:

Key Informant Interview: | think what | wanted to happen was taken into account
and what | wanted to happen couldn’t be done, but then | was given the option of

‘well we could do this instead’ (p10)

Her views around conveyance and a view around not wanting any personal items with her
were identified as the Key Informant as being what mattered to her during the assessment
and that she was listened to on these important matters. This extract suggests that the

actions that AMHPs take to mitigate the power in their role, does have an impact on a sense
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of the person being assessed regaining some sense of power and control over their

circumstances.

The Key Informant also spoke about having reflected over time, and that she now perceives

the assessment marking the end of one of the most traumatic periods of her life;

‘That was because | finally started to get the help on that day, so looking back
on it with my perspective of today, it was like that’s when | was finally listened to,
but then what I’m thinking is why did everything have to happen first before things

started getting taken seriously’.

AMHP participant G spoke of skills she brings to the assessment in terms of hearing the voice

and views of the person:

‘You’ve got to validate their experience, but get them to invite you in, and that’s the
key. It’s not asking, it’s that they want you in there, that they want you to
understand them. And acknowledging that, actually, yeah, I can see that you might
think your walls are blue. Do you realise that I think they’re yellow? Do you know
that we don’t experience things the same? Is a lot easier than to go, ‘you’re talking

nonsense’ (p39)

This extract returns to the theme of ‘Being Human’ —the ways in which this AMHP finds a way
to connect and listen to the person with the aim of building some trust and a rapport. It also
links in with the theme of power and the ways in which AMHPS mitigate this power by being
respectful and maintaining the person’s dignity. The analysis also identified ways in which
AMHPs make sense of a person’s situation by considering the circumstances from the
perspective of the person and using this as a basis to communicate using the same terms and

ways of speaking about what is happening for that person.

Participant G also spoke about the approach that she takes when working with people with a
diagnosis of Borderline Personality Disorder, outlining what she brings to these interactions.
These can be considered as the values that underpin her approach in terms of the traits she

utilises:



198

AMHP G Interview: Consistency, boundaries, empathy, support, openness, honesty.

I’m not moving and this is where | am’ (p40)

5.13 The AMHPs day as a journey
This analytical approach to understanding the nuances of the AMHP task and duties can be

considered helpful as it illustrates the ways in which the themes elicited by the data inform
an understanding of AMHP decision making. The discussion chapter outlines how this model

could be of use to practice.

The proposed model uses the analogy of a car journey — an accessible way in which to outline
the complexities of AMHP practice and incorporates all the themes and some sub themes as

identified by the analysis across the data corpus:
The car park — choosing the make and model:

This is the start of the AMHPs duty day. The vehicle used to make the journey will be different
dependent upon each individual AMHP as the car model type and its inherent attributes can
be considered as the AMHPs starting point. This is informed by their professional identity,
professional identity, and practice wisdom. Arguably the type of car used to make the
journey will impact on the experience of the journey as this is the lens through which the
journey is made. For example, a badly maintained car may need to make more stops or to
refuel more frequently. Some cars perform better in traffic, others on a country road.
Similarly, some AMHPs prefer certain types of assessment or situations and describe being

better prepared for some scenarios over others.
Preparing for the journey

Before the car leaves the car park some items need to be packed —a map book, perhaps the
highway code for a new driver, a satnav, and some food to eat. The fuel the AMHP needs can
be considered the support they perceive they have access to, such as peer and manager
support. It could also be the resilience they have to deal with the uncertainties ahead. The
luggage the AMHP puts on board can be considered the knowledge they need, for example

the Code of Practice and Mental Health Act manual.

Ready for the off — the traffic light turns green
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This is the moment the referral is received, and the engine is no longer idling - the journey
has begun. Early in the journey decisions need to be made about the route, which can be
considered how the AMHP prepares for the assessment. The driver is not passive as they set
off along a road. Whilst obstacles may arise the driver (the AMHP) is required to be reactive
but also maintain some sense of direction by being proactive in the situation. There may be
some anxiety at the start of a journey -what if | get lost, what if the roads are busy, what if |
can’t find anywhere safe to pull over and check the map? The AMHP also experiences anxiety
and a sense of the unknown . They are required to Manage Uncertainty and draw upon all

facets of Professional Identity to undertake the journey.
Any Passengers?

The journey may require stops to collect passengers. In most cases a doctor, but sometimes

colleagues, the person being assessed, their family or friends.

The AMHP is required to decide about which passengers to pick up, for example via their
preferences for and availability of an assessing doctor. At times they may ask a peer to
accompany them if there are some concerns around risk. It might also be necessary to bring
friends and family of the person being assessed along on the journey, particularly in situations
where there is no identified bed and decisions must be made about the timing of the
assessment and risk management. For example, when family members are asked to support
their loved one when limited resources lead to delays in assessment and possible admission.
The AMHP is required to use Professional Discretion, interpersonal skills, and practice

wisdom.

Barriers: roadblocks, potholes — on some journey’s events occur that end the journey
prematurely such as a break down or road closure. In the working day of the AMHP these
barriers can be considered contextual in terms of resource availability such as a lack of a bed,
the person isn't home when they arrive to see them, or they abscond, and a different route
is needed. The AMHPs professional identity, approach to managing uncertainty and practice
wisdom inform how they barriers are dealt with. There are times on a journey when it is so
well known the driver is surprised to find themselves at a road junction so soon, driving on

‘automatic pilot’. It is also possible to miss a turning at a busy junction when the driver is



200

overwhelmed by information and options. In terms of the AMHP role this is characterised by

the AMHP being distracted, or of finding it hard to concentrate.

Bridges — on a journey a bridge overrides an obstacle to make the journey possible. In terms
of AMHP practice the ‘bridges’ they encounter during their working day can be seen via the
networks and connections they have with others to ease problems and benefit from goodwill.
These are driven and nurtured by the AMHPs interpersonal skills, knowledge about systems
of support and resources around them — e.g. insider information regarding bed situations,

good links with the referring team, and existing rapport with family members.

Short cuts — If a driver is new to an area, they are more likely to rely upon a map or to follow
the directions on a sat nav. Familiarity with an area and local knowledge may enable a driver
to take short cuts or back roads to arrive at their destination sooner. Professional discretion
can be described as the confidence to deviate from the map and local knowledge, for example
to apply discretion when following policy and statute. An example may be when an AMHP
acts pragmatically to mitigate for resource limitations, deviating from best practice. The more
experienced the AMHP the less they might refer to policy and instead adapt their approach
to their own style. Professional discretion can be considered the places where they take
more risks, overtaking or speeding. More cautious AMHPs may get the map out and consult.
Even in a local area the Code of practice and MHA are like the highway code and map of the

area - some parts more familiar, some less so.
Service stations, traffic lights and traffic jams

Motorway services are a place to pause, rest, eat, refuel, and plan the next part of the route.
During a duty day the AMHP may build in these intentional pauses or reflective spaces to
synthesise knowledge, consider their next steps and plan. This is a deliberate pause, driven
by the AMHP as an opportunity to make space and reflect. There might be other pauses on
a journey, driven by external factors, an enforced reduction in speed or temporary pause due
to traffic lights, road works or traffic jams. During an AMHP duty day this would be
characterised by time spent waiting for the referrer to call them back, waiting for a doctor to
agree to accompany them on a visit, or waiting for information to inform next steps and
decisions. Later on in the journey, after the assessment has taken place these stops could be

caused by delays in securing police or ambulance support to convey the person to hospital.
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Destinations — There is an initial destination at the journey’s outset —to meet with the person
who has been referred for assessment. Their location may be at a police station, at their
home in the community, on a hospital ward. The AMHP must decide on the route to get there,
who to take and what maps (knowledge) to use to inform these decisions. Once the
assessment has taken place a second destination is decided upon — potentially a hospital ward
but it also might be going back the way they came, to the office in the event that the grounds
for detention are not met. It is in these places that decisions are made in relation to the

application of policy to practice, informed by knowledge, values, and ethics.

Adverse driving conditions: Bad weather, stressful driving conditions, icy, wet, needing the
toilet — these all have an impact on concentration and focus and can lead to heightened
anxiety and stress levels. Witnessing an incident on the road such as an accident can be
upsetting and distracting, seeing human distress, ‘Being Human’. The driver might miss a
turning, not be able to receive and synthesise all the necessary information needed to take
the correct road. This has parallels with the impact of emotion on decision making for the
AMHP, making it more difficult for them to make informed decisions and relying more on tacit

knowledge.

Driving home and parking up at the end of the day — At a journey’s end some time is spent
thinking about the day and the destination. This is the time to decide where to park, for
example close to home or a walk away. For the AMHPs this is space to think and reflect and

marks the end of the duty day, for some delineating between work and home.
Fuel and maintenance

Wear and tear have an impact on the performance of the car and the potential to disrupt
future journeys. For the AMHPs this wear and tear can be signified by the emotional impact
of the AMHP role and their resilience and wellbeing plus the ambient stressors related to the
role. It is necessary to add fuel to a car to keep it going and for an AMHP this fuel can be

considered the factors that keep them engaged and motivated to continue in the role.
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Figure 2: Pictorial Aid: The AMHP decision making journey
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5.14 Summary
This chapter and the previous one have set out the themes and sub themes as identified

through the use of Reflexive Thematic Analysis (Braun & Clarke, 2022). The analogy of a
journey was used as an analytic tool to set out the ways in which AMHP decision making can
be considered in terms of decision making in context. The next chapter explores the relevance

of these findings and what they contribute to an understanding of AMHP decision making.
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Chapter 6 Discussion:

This chapter explores the relevance of the research findings in terms of responding to the
research questions and demonstrates the ways in which this is an original contribution to

knowledge in the field of AMHP decision making.

The aim of the research was to explore AMHP decision making in practice with the objective
being to explore how AMHPs are informed by the context within which they work and the
ways in which they enact the statutory responsibilities of the role, and Guiding Principles of

the Mental Health Act.
6.1 Research Aims:

e To explore how AMHP’s generate and synthesise knowledge to make decision

e To consider if and in what ways decision making corresponds with the model of

decision making outlined within the MHA Code of Practice’s ‘Guiding Principles'.

e To explore how AMHP’s make the links between policy and practice in their work and

what motivators drive these links.

e To identify barriers and aids to decision making within the context of a Mental Health
Act assessment — such as the impact of time constraints, emotion and environment

on decision making

As was discussed in the Methods chapter, the nature of the methods used to explore these
aims enabled a richness of data that could then be analysed to identify key themes related to
the research question and aims. A Case Study site was selected which was large enough to
make recruitment realistic yet bound within the framework of specific geographic and service
area. The area was unfamiliar to me within my own practice which set the scene to nurture
an openness and curiosity to gain an insight, via the data, into the context of AMHP practice

within this nuanced setting.
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Whilst the data is specific to the practice of the AMHPs within the case study area, this
approach enabled the research to focus on the nuance, depth, and detail of practice within a
specific context that was shared by the participating AMHPs. As is outlined later in this
chapter, the findings of this research align with findings from other AMHP research, and so
can be said to offer a valuable and transferable insight into key issues experienced by AMHPs
wherever they are based. In this way whilst the knowledge claims are specific to the case
study site, they have relevance and offer research knowledge of AMHP practice and decision
making more widely particularly that all AMHPS within England have as their starting point
the Mental Health Act as a framework for practice. Thus, as was discussed in the Methods
chapter when outlining epistemological and ontological positionings, the findings of this
research are understood through the lens of a critical realist perspective — that being that
whilst knowledge is context specificit is also informed by influences and social constructs that
are relatable more widely. In terms of AMHP practice this could be characterised by the ways
in which policy, statute, resource pressures and other factors such as power, are experienced

by AMHPs wherever they are based.

It is also of note that in terms of the demographics of the participants, the AMHPs and key
informant all identified as White British. A recent survey exploring AMHP identity received
258 responses from AMHPs of whom only 2.4% identified as Black/African/Caribbean/Black
British and 1.6% as Asian/Asian British (Hemmington et al, 2021). Statistics evidence that in
2021 Black People were detained under The Mental Health Act at four times the rate of white
people (NHS Digital 2022), continuing a long-standing trend in disproportionate detained
rates. It has been suggested that one way to mitigate for this inequality is to increase the
number of Black AMHPs (DHSC, 2022c). This research does not shed light on the experiences
of Black AMHPs and it is important to highlight that as such the findings should be viewed as
being limited to the perspective of white AMHPs, understood by myself as a White British

researcher.

Within this context of knowledge claims and what the findings can offer to wider
understandings of AMHP practice and decision making, this chapter examines some of these
key themes to set out the ways in which the findings are situated within existing theoretical
frameworks and models of understanding decision making and AMHP practice, threading

throughout ways in which this has relevance to every day practice. Next, the findings are
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considered within a contemporary setting, exploring current literature, policy, and statute to

outline the continuing relevance of the research findings

The discussion addresses the following points, considering how the findings contribute to

furthering an understanding of these issues in relation to AMHP decision making:

e Understanding AMHP decision making within the analogy of a journey —the relevance
of space and place and the impact of emotion of decision making

e Exploring Virtue Ethics to understand practice wisdom: shedding light on values led
practice

e Professional Discretion, Street Level Bureaucracy and using a Foucauldian concept of

power to explore the AMHP role

6.2 The relevance of Spaces and Places for AMHP decision making

As was outlined in the previous chapter, the journey analogy to understand the complexities
of AMHP decision making was developed as an overarching framework to pull the key themes
together. This research uses the journey as an analytic tool, but this analogy also contributes
to the growing research around Social Work practice as a fluid, in motion task (Ferguson,
2010). By shedding light on the nature of AMHP practice in this way the nuances and reality
of day to day practice is highlighted. In terms of relevance to practitioners it also highlights
the ways in which spaces and places can impact on practice, particularly as spaces to reflect

and manage wellbeing.

These findings suggest that to understand AMHP decision making it is first necessary to
develop a nuanced understanding of the contexts within which they work and the values that
underpin their approach. The analogy of the journey connects the themes and sheds
particular light on the importance of Places and Spaces when considering AMHP practice. The
various environments within which AMHPS carry out decisions — in the office, the car, at
people’s homes, police stations and hospitals, serve as spaces where the role is enacted but

also provide opportunities to reflect, interrogate and interrupt thoughts.
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Considered in this was it becomes apparent that the theme of ‘Spaces and places - the impact
of emotion in decision making’ and ‘Values and Ethics closely align to form a proposed
conceptual understanding of how these dynamics impact on decision making but also

demonstrate something of the traits and qualities that AMHPs bring to their practice:

e Thelocation of the assessment can impact on the emotional state of the AMHP. Short
term this could make decision making more challenging as the AMHP may find it
harder to concentrate or have the space to reflect in the knowledge gained to make a
decision based on all available information. Longer term the impact of working in
places with heightened emotion may on the resilience and wellbeing of the AMHP and
motivation to remain in the role

e The AMHP demonstrates an approach to practice that has a particular value base
driving decisions. For example, choosing quieter spaces to see the person, meeting
them on more neutral territory such as a on the pavement.

e The AMHP makes decisions around pauses in their day to reflect, talk to peers, eat,
refer to statute and the Code of Practice

e The use of space by the AMHP to delineate between work and home, finding ways to

‘park’ the emotional burden of work.

The findings identify the ways in which AMHPs find these spaces, for example the physical
space of their car at the end of the day, or during a walk, or the metaphorical space of a break
with a peer to talk over the day’s events. This aligns with Ferguson’s (2009) view that to
practice more effectively Social Worker’s working in Child Protection need to slow down and
‘create stillness and moorings while on the move (p576). Ferguson also explores the use of

the car as a space to reflect and make sense of practice (Ferguson, 2010).

‘Thus, cars have deep meanings for staff as spaces where the self can be replenished,
and the supports and emotional resources needed to do effective social work can be
built up. In addition to promoting personal safety through providing the means for a
quick getaway from hostile clients, cars seem to provide an emotional comfort zone
for professionals, a haven from the office politics as well as services users. It is a ‘back-

region’ (Goffman, 1959) where the ‘face-work’ and demeanour required to conduct



208

professional interviews can be relaxed and one can be ‘oneself’ again’ (Ferguson, 2009,

p15)

The wider implications of the Coronavirus pandemic on AMHP practice are explored later in
this chapter. However, in terms of place and space and the ways in which AMHPs utilise these
to reflect on practice and manage the emotional burden of the role, there is growing

recognition of the impact of the working environment on wellbeing.

Ferguson (2016) argues that Social Work is not a static profession, rather that it is in perpetual
motion and thus research should be conducted that reflects the mobile nature of the role.
Drawing upon the work of Kesserling (2006) his research focuses on ‘mobility’ within child
protection Social Work of which there are parallels with AMHP work given both roles have
the power to remove an individual from their home circumstances, against their will or the

will of others. He states that:

‘From the moment they left their desks and stepped out of the office and onto the
street social workers were to a significant extent constructing their own practice in
interaction with the environment, the family and their use of and experience of the car

and the family home’ (Ferguson,2016,p5)

The analogy of the journey that was outlined in the findings section has practical use as a tool
to understand the complexities of the AMHP role, but it also contributes to a developing
understanding of the mobile nature of Social Work as a theoretical framework for

conceptualising Social Work practice.

‘While the movements of professionals are constrained in significant ways by
bureaucratic demands and organisational dictates, as | have tried to show, when the
staging of social work practices are also considered “from below” in terms of the lived
experiences of social workers and service users, a much more nuanced, uncertain, fluid
and dynamic characterisation of practice emerges. Beyond the office walls, in several
ways the car and mobilities assist service users and practitioners to meet their aims
and in some key respects liberates them to disclose emotional truths. Home visiting
too requires creativity, courage and a capacity to cope with highly unpredictable work.

Where children are kept safe it involves professionals moving towards them to properly
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see, touch, hear and walk with them to ensure they are fully engaged with and the
risks to them uncovered. In crucial respects professional helping must be understood

as work on the move’ (Ferguson, 2016, p15).

Arguably this approach as advocated by Ferguson has parallels with a Social Model of
understanding mental health in that it recognises the strengths in being alongside an
individual, on their terms and in their space. The theme ‘Being Human’ also sits alongside this
as the examples given by the AMHPs had relevance to the spaces and places within which the
AMHP was situated. The concept of being alongside also interplays with how AMHPs mitigate
the power inherent in their role. For example, the AMHP who met with a young woman by
the bins outside her flat, working creatively to form a rapport and speak with her on her terms
or the observation of the AMHP who helped the older woman with her cardigan. Another
example was the AMHP who recognised the impact of posting a note through someone’s
front door, delivering potentially distressing news within their home ‘space’. This is explored
later in this chapter when considering the relevance of Relationship Based Practice to these

findings.

Banks (2018) also makes the connection between the dilemmas in social welfare practice and
metaphor around places and spaces, drawing upon the literature that describes this area of
practice as ‘rough ground, swampy lowlands, and in relation to mental health practitioners
the metaphor of practitioners tacking as if in a sailing boat, to tackle the rough seas. She refers
explicitly to the qualities which are required to navigate metaphorical barriers and challenges
and proposes that these qualities when taken as a whole can be considered to define

professional wisdom:

‘Whichever metaphor we use, however, the professional journey is fraught with
challenges, and the ability of practitioners to navigate the turbulent context in which
they work seems to require a range of human qualities such as mental agility,
perceptual acuity, sensitivity to context, courage, commitment, good judgement,
practical knowledge, collaborative working and appreciating the wider political
context in which they operate. In philosophical and professional language such
qualities have often been associated with practical wisdom (phronesis) and more

specifically professional wisdom (Banks, 2018, p4).
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In terms of what the findings identify around how AMHPs develop an understanding of their
value base and making space, the AMHPs spoke of becoming more comfortable in the role as
they increased the theoretical knowledge in terms of the functions of the role —the statutory
framework of the MHA. The AMHPs spoke about the role in terms of learning lines for a play,
or learning to drive a car, analogies that suggest gaining skills that then enable them to take
onarolein a play or use a car as a means of transport to get to a destination. In some senses
the means to an end, with the desired outcome being able to comfortably enact the AMHP
role to enable them to deal with the in the moment challenges and dilemmas that they

encounter during AMHP practice.

The concept of practice wisdom can be considered a way of defining what it is that enables
them to then practice in this manner. Adult Learning Theory such as Benner’s 5 stage model
(1982) can be drawn upon as a model of understanding this journey from ‘novice’ to expert’
in terms of shedding some light on the transition practitioners make from ‘learning the lines’,
when embedding theoretical knowledge. However, this does not necessarily articulate how
a practitioner develops their ‘ethical self’, explored by Banks (2018) as Practice wisdom. One
of the participating AMHPs reflected on the impact of ‘burn out’ and suggested that
experience does not always enable an AMHP to make space to ‘just be’ with the person they
are assessing. There was a suggestion that there is a mysterious, undefinable quality that
AMHPs bring to the role. Gregor (2010) sought to characterise this as the ‘emotional labour’
of AMHP work but the concepts around virtue ethics seem to best encapsulate this essence

of practice that the AMHPs spoke about.

6.3 The impact of emotion on decision making

The findings suggest that emotion has relevance for decision making both in the moment and
cumulatively, in terms of the relationship between heightened stress and resilience and
wellbeing. The findings also indicate that the stress and uncertainties inherent in the role in
terms of the acceptance from participants that this was the nature of the job, are also to same
factors that motivate AMHPs, maintain their professional identity and provide a sense of duty

and esteem. Research from Watson (2015) exploring AMHP motivations to continue in the
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role also identified the ways in which adrenalin and anticipation within the AMHP role serve

as a motivator whilst also acting as a significant stressor.

Vicary (2020) used ‘rich pictures’ as a methodological tool to initiate discussions about the
AMHPs experience of carrying out a Mental Health Act assessment, in terms of their
emotional response. Interpretive Phenomenological Analysis was used to explore the
meaning within the drawings each AMHP produced to represent these experiences. One
image was of a ‘whirring clock’ to indicate the pressure of time, and another depicted a figure
being pulled in different directions by competing priorities. She suggests one finding from
this research with twelve AMHP participants from a range of professional backgrounds, is a
sense of ‘push and pull’ in terms of experiencing both positive and negative emotions at the

same time during the course of their AMHP work:

‘Data indicate that a range of seemingly paradoxical emotions are present
and crucially are experienced as co-existing, a dissonance which participants actively
use to accomplish their role. As such AMHPs demonstrate sophisticated emotion
management providing a new understanding of the part emotions play in AMHP work’

(Vicary, 2020, p258)

Vicary’s findings have resonance with the findings from this research in terms of the
ambivalence the AMHPs may feel when a referral is received in terms of the period of time
when the assessment might not go ahead, but then this is resolved by a sense of duty and
motivation to use their skills to manage uncertainty and resolve the barriers that might

present during the course of their duty day.

The findings suggests that one of the greatest stressors on the role is not being able to
complete the task as the AMHP would like, and how they manage this dissonance impacts on
morale and resilience, which then impacts on their perceived capacity to make informed
decisions. The research findings also identify the ways in which AMHPs recognised the
detrimental impact of feeling anxious, uncertain, overwhelmed, or fearful during an
assessment. Some of the AMHPs spoke about how they felt they did not make their best
decisions at these times and may be more likely to miss key pieces of information. Research
into the impact of effect on cognition (Blanchette & Richards, 2009) suggests that anxiety can

lead to more risk averse decision making.



212

Considering the impact of this lack of fulfilment in the role also has relevance when informing
discussions around the retention of the workforce, particularly within the current context of
increased pressures. This dissatisfaction can be termed ‘moral injury’ in terms of the

dichotomy when acting in ways that affront an individual’s value base (Litz et al, 2009).

Austin et al (2005) explored the impact of ‘moral distress’ on Psychologists. This was
characterised as situations where the participating Psychologist felt that their integrity was
compromised due to contextual factors such as the demands placed upon them by the
organisations within which they were based. The Psychologists responded in a variety of ways,
one being to focus on the work with their clients to gain a sense of job satisfaction or seeking
support from peers. Some left their roles. Austin et al (2005) propose that it is necessary to
recognise and acknowledge moral injury within some roles due to the impact this can have
on practitioners. More currently Romero-Garcia et al (2022) explore moral distress and moral
injury in the context of Emergency Department nurses working during the Covid 19 pandemic
in Spain and also found a link between practitioners feeling unable to fulfil their roles due to

contextual constraints, leading to higher rates of nurses choosing to leave the role.

The Coronavirus pandemic arguably has led to a greater understanding of the impact of moral
injury across the health and social care workforce in terms of managing the dissonance
between the job a practitioner seeks to do, based on their sense of duty and value base, and
what in reality they have to do. The DHSC created an Ethical Decision-Making Framework to
accompany the Coronavirus Act 2020 to support practitioners working under The Care Act in
a time of increasingly scant resources (DHSC, 2021b). The framework is accompanied by a set
of principles to underpin decision making. There are comparisons between pressures in this
context and the pressures upon the AMHP task in terms of the longstanding issues seen
around bed shortages and reduced alternatives to admission due to limited community

resources.

This does lead to the question, how can AMHPs be expected to make robust decisions in this
situation? Is there a fundamental flaw in the AMHP role in that they are juggling too many
tasks to meaningfully pay due regard to the key question of if someone should be deprived of
their liberty to recent assessment or treatment under the Mental Health Act, as suggested by
Hargreaves (2000) in relation to the Approved Social Worker role (the AMHP predecessor). Is

there just too much for the AMHP to do?



213

What seems to be the consistent recommendation to counter or mitigate these challenges is
the availability of reflective spaces, supervision, and supportive peers (MacClean 2020,
Ferguson 2020, Singer et al, 2019). The findings from this research support these factors as
being important in maintaining AMHP resilience and motivation to continue in the role and

to feel they can effectively fulfil their functions as regards decision making.

6.4 Emotion and Relationships
One of the AMHPs spoke about how her relationships with people at times had led to a MHA

assessment being diverted, as the crisis was alleviated through communicating and
understanding where the person was coming from, using empathy to underpin her approach.
The AMHPs also spoke about developing trusting relationships and thinking about the impact
of their decisions on the longer-term outcome for the person, for example the risk that any
trust and rapport might be damaged if a person was detained to hospital. This emphasis on
valuing the importance of relationships when carrying out AMHP work can be described as
relationship-based practice (RBP), an established theory within Social Work practice that has

its origins in psychoanalytic and psychosocial models (Ruch et al, 2018).

Ingram and Smith (2018) set out the ways in which Relationship Based Practice is underpinned
by practitioners having an awareness of self and an emotional intelligence towards how this

self presents as and interacts with others.

They identify the challenges that this approach has faced considering the shifting paradigm

within social care:

‘RBP collides with and poses a fundamental challenge to managerial approaches to
social work, foregrounding relationships, in all their ambiguity and messiness, above
the bureaucratic, instrumental and ostensibly rational foundations of contemporary

practice (Ingram & Smith, p12).

In terms of AMHP practice there is an additional challenge to implementing this approach as
the power is in the relationship is even more weighted towards the AMHP. The findings
suggest that AMHPs do still utilise these skills which are characterised by the ways in which

they make space to ‘be human’ during their interactions.

Kohli & Dutton (2010) and Ruch (2018) propose that even in more coercive settings such as

Child Protection, or ‘brief encounters’ when people are experiencing crisis, relationship based
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practice remains key to working in a way that promotes the rights of individuals as it promotes
the creation of spaces to meaningfully hear what people have to say about their

circumstances.

Smith (2015) carried out qualitative research exploring the experiences of Nearest Relatives
during the Mental Health Act assessment of a loved one. A key finding was the impact upon
the Nearest Relative of the AMHPs approach, in terms of the relationship that is formed
between them. Referring to the principles of Relationship Based Practice Smith proposes

ways in which this is positively experienced by the Nearest Relative participants in the study:

‘Air, light and sunshine might be hard to find at the dark and difficult times that
characterise many MHA assessments but the objective of helping nearest relatives
‘breathe more easily and see more clearly’ so that they can assume more mastery and

control about the combination of circumstances they face should be valued’ (2015, p14)

This model of relationship-based practice can be seen to align with the concept of Virtue
Ethics as both approaches seek to uncover the values and skills that practitioners use to
underpin practice. In some ways it is an ontological positioning that then informs all aspects
of practice whatever the setting. The research findings of this study suggest that the AMHPs
key skill is making space to be with a person and allow these relationships to form even when
under pressure, when the person is experiencing mental distress, and when in the majority
of situations this is the first time that the person being assessed has met the AMHP. This can
be considered the ways in which the AMHP sets the scene to actively listen and make space
for the person to contribute to the assessment. Even if this is fundamentally to put the person
at ease, mitigating the power imbalance, or making the space to consider the referral
information from a different viewpoint, for example when making sense of the actions a
person has taken and whether these are evidence of risk associated with mental wellbeing,

or if there are other social or psychological explanations to consider.
Ruch at al (2018) argue that:

‘In order to work in that way [relationship based], Social Workers require a distinctive
kind of support and development, in terms of training, supervision and leadership, and
that the organisational and policy contexts in which they have to operate will have a

critical effect on their capacity to work effectively’ (2018. p15)’
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This view aligns with the findings of this research, that supervision and reflective spaces have
a key to play in maintaining the wellbeing of the AMHP and in turn ensuring they are
emotionally able to fulfil the key functions of the role. This includes making space to ‘be
human, demonstrate empathy and promote the person’s dignity. These traits align with the
spirit of the Guiding Principles of the MHA in terms of the ways in which AMHPs empower
and involve individuals in decision making and listen to their views as a means of

demonstrating dignity and respect (DHSC, 2015, 22).

Whilst there was limited data to explore the experience of the assessment in terms of
relationship, via the Key Informant Interview, the findings do suggest that ‘helpfulness’ and
being validated were key memories in terms of the experience of being assessed. For example,
listening to her preferences for how to travel to the hospital, and explaining why some options
would not be possible. A recent study from Blakley et al (2021) interviewed ten participants
who had been assessed under the MHA in the previous six months and who could recall the
assessment. They note that there continues to be a lack of research knowledge focussing on
the experience of being assessed under the MHA. One finding relates specifically to

relationships in terms of the interaction with the assessing AMHP:

‘Participants remembered and valued any positive interactions with professionals
during the process: He (AMHP) had quite a calming demeanour ... and he just listened
tome ... he wasn’t like ‘oh I’ve got to go in 10 min’ kind of thing and | didn’t feel rushed.

(Alice) (Blakley et al, 2021)

Findings from Smith (2015) exploring the experiences of Nearest Relatives during Mental

Health Act assessments propose that

‘Establishing connections with service users and their relatives does not resolve these
complex and multifaceted difficulties but it does help people feel less alone when
confronted with them. At least this constitutes a place to start from ..” (Smith, 2015,

p351)

This extract also has relevance to the findings in terms of how AMHPs use certain traits to

mitigate power, as is discussed later in this chapter.
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Findings from a systematic review of the literature around experiences of being assessed
under the MHA highlight that ‘fear and distress” were commonly reported experiences,
mitigated when those involved in carrying out duties under the MHA formed ‘caring and
collaborative relationships’ (Akther et al 2019). The research does not define at which stage
in the assessment and detention ‘journey’ these experiences relate, as it may be that much
of the research evidence gathered was whilst the person was an inpatient on the ward.
However, this paper is of relevance to the findings of this doctoral study around how AMHPs
make the ‘space’ to sit quietly with individuals, demonstrate empathy and compassion by

actively listening to and validating their experiences, amidst an often-chaotic context.

The Centre for Mental Health (2019) in a position statement to influence Mental Health Act
reform also takes a stance on the need to improve the experience of people being assessed

and detained under the Act and highlight the role of relationships in this:

‘Being sectioned, or seeing someone you care for sectioned, can be traumatic and
distressing, with long-lasting consequences. But where both patients and carers are
given clear information about their rights and what to expect, where staff build good
relationships with them, and where the use of force is minimised, these experiences

can be significantly improved’ (DHSC, p7).



217

6.5 The Impact of values on decision making

Whilst the findings suggest that AMHPs frame their decision making from a particular value
base which manifests as displaying traits such as empathy, listening skills and ‘making space’
to be human with people, the findings suggest that it is also necessary to take a step further
back when considering the assumptions that are made during decision making in the context
of a Mental Health Act assessment. The AMHPs standpoint, informed by their personal and
professional value base as well as their motivation and identity in the role, are likely to inform
how they synthesis information to form a view on a situation. The findings suggest that the
AMHP participantsin this study took a critical stance to the assessment in terms of scrutinising
the referral information and pursuing further information to make sense of and fill in the gaps
which were often present in the initial referral information. There was a sense of not
accepting information on ‘face value’ and seeking to explore the meaning of the information
particularly around information related to risk, the prompt for the referral being made. There
was also a sense of practitioners making decisions — small acts of rebellion - around the
assessing psychiatrist based upon the robustness of their decision making and the time they
would take to listen and consider the assessment. Some of the participants spoke of
acknowledging that admission to a ward was not an ideal environment, but an acceptance
that this was the current system. This reflects something of the moral injury outlined earlier,
with some of the participants talking about how they think about how they would want to be
treated, or how they would want a family member to be dealt with if they ever found

themselves as the recipient of a Mental Health Act assessment.
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Pilgrim’s (2015) model based on Bourdieu (1977) uses the sociological concepts of doxa,
habitus and field to explore underpinning dominant assumptions about mental health law
and policy in the UK. Doxa in this context is a concept defined as ‘traceable to Aristotle and
refers to the taken for granted assumptions that operate in a particular cultural setting, or
time, or place (Pilgrim, 2015, p54). These assumptions include the necessity of compulsory
treatment for mental health problems, that people can lack insight and not recognise their
own need for help from services, and that a legal framework is required to clearly outline the
ways in which this care and treatment is implemented. Pilgrim argues that an alternative set

of assumptions could include:

e The need for help is not self-evident in life. It is socially negotiated. It can be defined
by others or by the person with the problems.

e Many people with problems do not seek help; this fact is not peculiar to those with
mental health problems. Also, it is not self-evident that paternalism should be invoked
legitimately when people are deemed to have lost their reason in the view of others.
That invocation and the mandate for coercion it creates in particular cases are
culturally-derived, self-reinforcing, self-serving and reflect particular contingencies

during social crises’ (Pilgrim, 2015, p56).

Whilst the findings do not support the view that the participating AMHPs took an overtly
critical stance to the systems within which they work, there was evidence of steps being taken
to explore situations from the person’s perspective and seek other explanations for their
presentation. However, the findings did suggest that some held a view around people seeking
admission when this was not required, although the data was limited in terms of the

opportunity to explore this further within the analysis.

Of note around assumptions and the impact these have on decision making is the impact of
available beds. The AMHPs spoke of the ways in which assessments were delayed at times or
postponed with reliance on family members to support the person who was distressed. Data
from the Coroner’s Office evidences that in some regions in 2019 there had been delays of up
to 29 days for a bed to become available (Cooper, 2021), and the Care Quality Commission

report that in the year 2018/19 Coroners made them aware of at least 7 deaths amongst
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people who were assessed as requiring admission but for whom no bed was available

(CQC,2020).

The DHSC Chief Social Workers have recently brought this issue under further scrutiny, writing
directly to Directors of Adult Social Services, Principal Social Workers and AMHP Leads to
highlight the need, in relation to 5140 of the Mental Health Act, for Local Authorities, NHS
commissioners, police forces and ambulance services to ensure that they have a joint policy

for the safe, appropriate admission of people in their area (DHSC, 2021).

In the meantime, the findings from this research provide further evidence that at the time of
the fieldwork AMHPs were making decisions around when to assess, driven by the
frustrations of not being able to identify a bed if one was needed. The findings also outline
some of the ways in which AMHPs manage these delays. It could be considered that the
momentum to assess on a particular day at a particular time is driven less by concerns around
risk, but by the availability of resources. What is an emergency to admit an individual one day
might have been managed as an alternative to admission on another with the only difference
being the resources that were available. For example, in terms of the narrative of the person’s
journey, concern about their circumstances could be considered to only become an
emergency if there is a bed, otherwise somehow the situation gets managed and there is a
delay to assessment. Is the timing of the assessment resource driven or needs led? AMHPs
are perhaps unintentionally upholding the ‘least restrictive option’ for want of another option.
Whilst data from the Coroner’s Office is a stark reminder of the impact of unmet needs,
further exploration is required to understand if delays in some situations lead to positive
outcomes for some people, for example a social crisis might ease and the perceived risks
reduced by the point of the assessment. An individual also has more time to reassure
professionals that they can be supported in the community rather than compulsorily on a

hospital ward.

These ideas generated by the finding’s links to theory such as those assumptions set out by
Pilgrim (2015) and Goffman’s (1961) work around the role of ‘contingency’ when
understanding an individual’s journey through mental health services. The findings suggest
that resources, particularly bed availability, have an impact on the timing of assessment and

that the timing is not dependent solely on apparent risks.
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6.6 Professional Discretion and Decision Making
Evans and Harris (2004) in response to Lipsky (1981) consider the ‘death’ of discretion within

the neoliberal managerialist context of social care. In terms of professional discretion, the
AMHP role can be considered unique in that the AMHP is solely accountable for their decision
making. They need to act in good faith to prevent individual culpability, as the employing
Local Authority will take vicarious liability for any acts carried out in good faith. The statute
therefore invites, to some extent, the AMHP to demonstrate discretion in terms of putting
policy and statute into practice. There was a sense from the analysis that AMHPs did feel they
were acting in isolation in terms of their decision making, in terms of the sense of duty they
described. However, the duty was towards the person being assessed as opposed to the
organisations within which they were based. The analysis did not elicit any data around the
AMHP feeling influenced by hierarchy, rather that as Social Worker AMHPS they were
inherently independent from the health service hierarchy. When considering the power in the
role in terms of identity and fulfilling their legal duties, the analysis suggested that the
participating AMHPs were accountable primarily to themselves and the person being
assessed. For example, there was ownership of decision making and acknowledgement that
context shaped the outcome of their actions at times, but that the stance of the participants
maintained their independent role. This independence was almost a badge of honour and
was a factor in the esteem associated with the role. There was some reference made during
the observations to defensible recording and providing a rationale for their decisions, but this
seemed driven by recording the ways in which contextual barriers had impacted on the

outcome of the referral (e.g. when there was a delay due to a shortage of beds).

Evans and Harris (2004) explore professional discretion as ‘a series of gradations to make
decisions’ (p871) — this has relevance to the findings of this research when considering
situations where AMHPs acted ‘at the edge of the law’ for example when working more
‘covertly’ and not giving an individual all the information that they were being assessed, to
mitigate the impact of an application being necessary but a need not yet identified. This can
also be considered during the situation at the police station ‘the making it up as you go- along
Act’ to hold the person in the cells for assessment. This leads to further discussion around

the motives of the AMHP when using discretion — the examples given by the AMHPs were
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motivated by consideration for the wellbeing of the individual (although this is an example of
when a viewpoint from that individual would shed more light on if this intervention was
welcome or if the AMHP was exerting a more paternalistic, protective power than was not
justified). These decisions can also be viewed as ‘pragmatic’ in the sense that the AMHP is
making decisions in a short space of time with limited options. Hardy (2015) explores the
notion of pragmatism in decision making and asserts that pragmatism is not ‘value free’ but
rather can be characterised as decision making that draws upon knowledge based on a
situated understanding of a particular situation, but that the decisions made are driven by a
value base in terms of the desired outcome. ‘What is best in a particular situation for a
particular person’ (Polkinghorne 2004 in Hardy, 2015). This way of understanding AMHP
decision making resolves some of the dilemmas that the AMHP participants articulated in
terms of navigating contextual barriers and finding practical solutions to overcome them,
whilst still driven by a sense of duty to maintain the ‘spirit’ of the MHA. It is a useful model
to perhaps ease some of the tensions in the role in terms of how the AMHPs spoke about the
stressors they experienced due to bed shortages or delays in identifying a Section 12 Doctor.
Therefore, whilst they are limited in the available options, and make pragmatic decisions to
overcome these barriers, the findings suggest that the motivation to overcome these barriers

is driven by a value base that places the person being assessed at the heart of the assessment.

Taylor (2017) explores models of decision making and discretion and proposes that a useful
framework for understanding decision making is the conceptual model developed by Simon
(1956) that uses the metaphor of a pair of scissors in which the individual and the organisation
within which the decisions are made form the two blades. Taylor advocates this approach as
a contemporary way to understand human decision making in that both the individual and
the context within which they make decisions must be examined to understand the ways in
which decisions are made. This approach supports the conceptual understanding of this
research in that to understand the AMHPs decisions it is necessary to know something of the
context. This also supports the ways in which the data was gathered, via the observations
which set out the nuances of practice, and the observations which enabled some sense to be

made of how AMHPs talk about what they do.

Nyathi (2018) when exploring child protection Social Work using observational methods to

explore ‘real life decision making”:
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‘Found that practitioners took into account a number of dimensions, including the
consensus between professionals and with family members; the individual
professional’s state of mind; the priorities of other agencies and professionals; and
organisational factors such as the availability of resources. He concludes that this use
of a combination of intuitive heuristics and analytical thinking has the potential to aid
our understanding —and hence our teaching — of professional judgement and decision-

making’ (in Taylor & Whittaker, 2018, p4)

These findings closely align with the findings of this research, suggesting some parallels can
be drawn between these two areas of practice and that these findings can contribute to an
understanding of this conceptual understanding of decision making. For example, whilst
Taylor (2017) urges caution in sole reliance on heuristics when making decisions there is

acknowledgement that:

‘What is required is greater clarity on approaches to the analysis of data in making
judgements and decisions (Barlow et al, 2012; Taylor et al, 2015), and this might be
supported by heuristic decision models. (Taylor,2017, p12)

Nyathis’s (2018) findings provide nuance to decision making in practice and suggest that
intuitive or tacit knowledge is used at times of increased pressure when a decision needs to
be made in a short time frame. The same could be said of AMHP practice with the participants
in this research highlighting that they sometimes have limited access to information within
which to make decisions. Time pressures arguably necessitate an increased reliance on
‘intuitive heuristics. If thisis the case, then an understanding of what informs these intuitions
is paramount to further an understanding of AMHP decision making. Where a divergence
does occur is in relation to the impact of emotion on decision making, with the suggestion
that Child Protection Social Workers use discretion to defer some decisions to another time

when they are more able to focus:

‘By using discretion, it seems professionals are able to deal with different aspects of
the case, depending on their anxiety levels or how mentally comfortable they feel
handling the issues at hand. There may be some more complex issues that a
professional feels ill-equipped to deal with on one occasion, which they would defer to

another time when they feel better prepared (Nyathi, 2018, p9).
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This contracts with the findings from this research where the AMHP does not usually have
time at their disposal to make a decision given that the referral is usually acted upon on the
same day they receive the initial referral information. The findings also identify how AMHPs
tend to work with uncertainty and in anxiety provoking situations most days. Again, this sheds
light on the context for decision making which, according to the ‘Scissor model’ is integral

when understanding how humans make decisions.

6.7 Power and the AMHP role

The findings of this research suggest that whilst AMHPs can feel powerless at times, they are
still empowered to manage the uncertainty that they encounter during their working day, and
that this powerlessness is relative, having parallels with findings from Buckland’s (2020)

research into AMHP practice:

‘This snapshot of the ASW and AMHP literature has some echoes with the user, survivor
and carer literature in the sense of powerless described by many AMHPs and a feeling
of being part of a system with its own momentum. However, these feelings are
negotiated from a position of relative and/or perceived power as the AMHP is the
potential applicant for a hospital admission. This chimes with the general mental
health social work literature suggesting that social workers will often experience
themselves as existing in liminal spaces, between users and their families or between
users and other, more medical staff. The enormity of their sense of significant power

and simultaneous lack of power often appears almost paralysing’ (p260)

Tew (2006) outlines the contested and debated concept of ‘power’ more generally and
specifically within the context of Social Work practice. He proposes a framework for
understanding power as a matrix of power relations that can shift from protective to
oppressive dependent upon the necessarily shifting and fluid dynamics within relationships .

This is based upon a Foucauldian concept of power:

‘That brings us back to the problem of what | mean by power. | hardly ever use the
word power; and if | do sometimes, it is always a short cut to the expression | always
use: the relationships of power. But there are ready made patterns: when one speaks

of & people think immediately of a political structure, a government, a dominant social
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class, the master facing the slave, and so on. That is not at all what | think when | speak
of relationships of power. | mean that in human relations, whatever they are-whether
it be a question of communicating verbally, as we are doing right now, or a question
of a love relationship, an institutional or economic relationship-power is always
present: | mean the relationships in which one wishes to direct the behaviour of
another. These are the relationships that one can find at different levels, under
different forms: these relationships of power are changeable relations, i.e., they can
modify themselves, they are not given once and for all. The fact, for example, that | am
older and that at first you were intimidated can, in the course of the conversation, turn
about and it is | who can become intimidated before someone, precisely because he is

younger. These relations of power are then changeable, reversible and unstable’
(Foucault, 1988, p122).

The findings of this research suggest that due to their professional identify and sense of duty
AMHPs find ways to overcome their sense of powerlessness via the ways in which they take
back control when the face uncertainty. Arguably of greater relevance from the findings is
what these highlight about the ways in which AMHPs use their power. Tew’s framework
resonates with the findings from this thesis as a conceptual framework for understanding the
ways in which AMHPs mitigate the power that they hold in terms of the power to detain
someone against their will — seeking ways to use protective power as opposed to oppressive.

However, Tew cautions that

‘Deployments of protective power may easily slide into ones which are perceived as
oppressive and disempowering by the recipients. Those in power may use their
positions to enforce their agenda (however subtly) on those who may be vulnerable.
Alongside this, any tendency to rescue rather than to work in partnership may stifle or
further undermine the abilities of those who may already find it hard to mobilize power
on their own behalf — and thereby serve to perpetuate, rather than combat, their

experience of powerlessness’ (Tew, 2006, p41)

This caveat returns this discussion to the limitations of this research in terms of generating

research knowledge from the viewpoint of those at the receiving end of an AMHPs power.
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Looking to other literature, arguably this extract supports the importance of the MHA Guiding

Principles in terms of participation in decision making.

‘Invitations to co-operate and work alongside may potentially allow shifts from
entrenched identities (such as ‘expert’ or ‘victim’), and start to undermine social
constructions of ‘us’ and ‘them’ — thereby opening up opportunities for all participants
to enter into ‘an active self-transformational process’ (Fitzsimons and Fuller, 2002: 487)

in Tew, 2006 p42.

Whilst specific to discourse around power this does support the shift towards co-production
within health and social care more widely - as advocated by the findings of this research in
terms of shedding light on the research questions from all of the key stakeholders as well as

shining meaningful light on values based practice.

Jobling (2016) explored the concept of coercion within the framework of Community
Treatment Order’s exploring power through the lens of Governmentality (Dean, 2009).
Jobling suggests a more complex and nuanced way of understanding power and the
relationships in which people subject to CTOs perceive the power the Order has over their
lives. Individuals can experience dissonance in their feelings around the CTO and can both
agree with the principles of the restrictions but also oppose the coercive nature of this which

challenges simplistic cause and effect evaluations of the effectiveness of CTOs more widely:

‘A governmental analysis of how service users think and act in response to
disciplinary and coercive forms of power has implications for why CTOs follow
particular pathways. The CTO cannot be understood as transformative in and
of itself, but instead as acting in conjunction with ethical ‘self-work’.
Consequently, simplistic policy theories about the responses of ‘target’ groups
to intervention cannot predicate what programme outcomes will be. It seems
that both the multifaceted motivations and challenges service users bring to
CTOs, coupled with the complex ways they interact with CTOs, mean such

expectations are not always fulfilled’ (Jobling, 2016, p18).

The Informant Interview shed some light on the ways in which she ‘took control’ once
admitted to a psychiatric ward, and how she felt her behaviours were perceived negatively

by the ward staff. The findings provide some insight into the nuanced relationship with power
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and compulsion experienced by one individual detained under the Act. This could also be
explored further in relation to the ‘insight paradox’ and the ways in which power shifts within
the dynamic of the MHA. Conceptualising this within the framework of Governmentalism is

a helpful starting point to explore this nuance further.

In terms of the powerlessness experienced by the AMHP, for example the stalemate or being
‘scuppered’ due to bed shortages, the findings demonstrate that the burden is placed upon
the AMHP in terms of managing the logistical challenges of an assessment. For example, even
though the statute places the responsibility for locating a bed with the Consultant Psychiatrist,
in practice it is the AMHP who holds the risk around delaying the assessment given they are
responsible for managing logistics and orchestrating the assessment. The CQC report around
use of the MHA in 20/21 highlights the responsibilities around finding a bed in practice

remains a key area of ambiguity and pressure (CQC, 2022).

6.8 Critical Reflection upon the use of Power
Fook and Askeland (2006) suggest that critical reflection is a tool by which practitioners can

explore the relationship between power and professional judgement:

‘The Social Care workers who operate laws and regulations do not necessarily have to
do so blindly but use their professional judgement. However, to use their power
purposefully they must become conscious of it as a first step. This is one of the
functions of critical reflection, to enable awareness of one’s own use of power. A
further function of critical reflection is to enable changed actions based on these new

insights about the operation of power’ (p44)

BASW argue that a key role of Social Work is to have the legal literacy to enable them to
inform those citizens that they work with of their rights (BASW, 2021). The findings from this
research suggest that the AMHPs use legal literacy to mitigate the power they hold in their
role as AMHPs alongside critical reflection on their practice. However, what is not clear is
how much the interview process enabled this space for reflection and how much is
entrenched in practice. The observation data suggests that AMHPs do value the space to
reflect but there was variation across the AMHPS in terms of if the Guiding Principles were

implicit or explicit in their daily practice and decision making.
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6.9 Situating the findings in a contemporary context:

Since this research was designed and the fieldwork carried out, there have been key
developments specific to AMHP decision making but also the wider context of Mental Health
practice, in relation to legislative reform, policy developments and the focus of regulatory
bodies on the AMHP role. The impact of the Coronavirus pandemic on mental health services
is also pertinent. This overview explores recent research around AMHP decision making and
evidences the continuing gaps in knowledge. | then set out how this research contributes
original knowledge to the debate and highlight the ways in which this research can have

impact given the timely nature of the findings.

6.10 Research - Current literature around AMHP decision making:
A key paper by Abbott (2021) takes a systematic review approach to appraise all the available

research evidence exploring AMHP decision making. The author aimed to answer two key

questions:

1. What processes shape social profession decision making about compulsory admission to

mental health hospitals in practice?

2. What methodological approaches have informed studies in this area, and how have these

shaped the current state of knowledge?

This paper has direct relevance to this thesis and the research findings as it takes a systematic
review approach to literature, up to current times, specifically exploring AMHP decision
making. This can be considered a reliable resource against which to consider recent research
findings and the gaps that remain in terms of research knowledge. Abbott makes clear
reference to the benefits, and challenges of shedding further light on the ‘systemic processes

that shape professional decision making in practice’ (2021, p13).

Using the time frame 1983-2020, and search terms ‘AMHP’,’ASW’ and ‘Mental Health Officer’
alongside ‘compulsory assessment’ 1738 papers were identified. These were refined down
to23 papers with the inclusion criteria that they must include empirical data to inform the
research questions of the review. The majority of these 23 gathered data using semi
structured interviews and a relatively small number of participants. Only one used

ethnographic or observational methods (Quirk, 2003). The findings of each paper were
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analysed using a thematic analysis approach to broadly distinguish how they inform an
understanding of decision making in this area of practice. These themes were cross
referenced with the findings of each research paper and discussed with a group of AMHP
practitioners to ‘explore resonance of the emerging findings with their experience’ (Abbott,

2021, p5).

Key themes: Three key themes emerged that had an influence on how decisions are made:

Professional Positioning: This relates to professional identity, personal and professional value

base and attitude, and degree of professional experience.

The paper outlines the ways in which AMHPs either frame their decision making clearly within
a social model understanding of mental disorder, or in other studies where the role appears

superseded by the medical professionals also involved in the decision-making process.

Characteristics of those Assessed: Refers to the research evidence that explores risk and risk
assessment in terms of the presentation of the individual being assessed. There is evidence
to suggest that men aged under 40 and from a lower socio-economic background are more
likely to be assessed under the MHA, and that class and race also have an impact on the
outcome of that assessment. The paper identifies that a gap in knowledge is the ways in
which AMHPs actively identify the potential for these characteristics to bias the outcome of

decisions, and how they may mitigate against, or challenge this in their practice.

Organisational Factors: The paper states that organisational — or contextual factors — have a
significant impact on decision making in all the research findings. This includes the
cooperation of other professionals, the availability of transport to convey an individual to a

psychiatric hospital;

‘The fact that necessary agencies may not be present (Morriss, 2016; Davidson et al.,
2019; Leah, 2020) or, if present, feel under pressure to be elsewhere because of strains
on resources (Bowers et al., 2003), creates the impression of a febrile environment for
decision making, where logistics impinge significantly on the concerns of the social

professional’ (p10).

The review has limitations in terms of a broad-brush approach to a wealth of, mainly,

qualitative data, with a lack of transparency about the number of participants and how the
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researchers interpreted the primary data. It is difficult to understand how the author
‘weighted’ the analysis of the themes that emerged from the review as the papers are listed
to evidence a viewpoint. The papers also span a large time frame and explore the role of
practitioners operating within different statute (e.g. Northern Ireland, Scotland, and
England/Wales). Despite these differences the role and responsibilities of the social care
professions have similarities in that they all have a duty to consider a ‘social model’ approach

to decision making, and so inform an understanding of if and how this is done.

In the context of a lack of available beds or means of conveyance (e.g. police of ambulance

assistance) the author comments;

‘The importance of such logistical arrangements might also indicate that decisions are
influenced by information known by the AMHP before the person is assessed in person.
The literature does not explore this, illuminating a need to explore the temporality of

such decision making’ (p11).

Whilst this is in the context of understanding the potential of systemic racism and the impact
of race on the outcome of decision making around compulsory detention, it highlights both a
gap in research knowledge due to the limited methods used in gathering data around decision
making in this area of practice, and the benefits of taking an observational approach to data

collection:

‘Given the extent of racial disparity evident in compulsory mental health law decision
making, the absence of engagement with this issue in the overall literature is striking.
This resonates with Keating (2021), who points to diminished representation of the
voices of black men in research. Future research needs to focus on the institutional
context under-pinning this disparity, drawing on ethnographic methods to illuminate
Responding to such gaps in knowledge entails practical and ethical challenges
confronting researchers who wish to carry out ethnographic research in clinical
encounters between professionals and citizens experiencing high levels of mental

distress’ (p13).

The themes also hint at the nuances that lay beneath decision making, such as unconscious
bias, for example when outlining the ways in which AMHPs cite tacit knowledge, or ‘gut

instinct’ as a driver in decision making the author refers to a paper which interviewed AMHPs
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stating; ‘Buckland is wary of uncritically accepting this kind of individual ‘common-sense’

framing, drawing attention to how it can enable unexamined ‘cultural bias’ (p15).

This paper evidences gap in the research literature that this doctoral research seeks to
address via the findings. For example, the impact of bed shortages and the potential for this
uncertainty to act as a stress, the relationship between this stressor and the resilience of
AMHPs, and the pressures ‘in the moment’ when managing uncertainty. My findings also
suggest that resources can impact upon outcomes for individual’s. For example the AMHP
considering how the news may be received by a Nearest Relative that the only identified bed
is located a long way from a person’s home, or how decisions around the risk of assessing
when there is no bed are made. The research also explores the ways in which the AMHP
participants identified with their role within an organisation, the motivating factors for taking
on the AMHP role, and their decision to remain in that role despite the often cited pressures

and demands.

There still only remains the Fistein et al (2016) and Quirk (2000) study that takes an
observational approach to exploring decision making and the latter was conducted prior to
the amendments to the Mental Health Act in 2007 that saw the shift from the Approved Social
Worker role to the AMHP role. Due to the research methods used, my research contributes
original knowledge to the topic and seeks to shed further light on an identified knowledge
‘gap’ that explores AMHP decision making ‘in practice’, in terms of what AMHPS actually ‘do’,
with empirical data to evidence this in the form of reflective memos and reflective interviews.
Having spent time getting to know the participants and observe their day to day practice
argue that a strength of the data is the richness and depth in developing an understanding of
the contexts that AMHPS practice within and how they respond to this to inform decision

making.

A second key paper of relevant to this research was authored by key AMHP researchers and
academics (Hemmington et al, 2021). It was commissioned by the Social Work regulatory
body Social Work England established in 2020 and thus has influence in terms of impact and
demonstrates some of the increasing focus and investment in research focussed on AMHP

practice:
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‘Social Work England commissioned this piece of work as part of a commitment to
learning about the professionals in these specialisms and people’s experiences of them.
The objective of this research was to undertake a study into the experiences of AMHPs
and BIAs and those who have experience of their interventions. Existing research is

generally inconclusive, and little is known about this area’ (p5).

It aimed to recruit AMHPs from all the eligible professions (Social Work, Occupational Therapy,

Nursing and Psychology) and aimed to understand:

e AMHPs views and feelings on their identity in terms of their regulated profession, and
the impact of this on their practice

e How views and approaches of the AMHP may vary across the different professions
and the potential impact of this on the experience of the people they assess.

e The experiences of people assessed by AMHPs and if their experiences may vary

dependent upon the regulated profession of the AMHP.

The team used surveys, focus groups and interviews to gather data, with 258 AMHPs
responses to the survey, 21 AMHP participants across 4 focus group, 14 interviews with
people with experience of being assessed by an AMHP, 2 interviews with people who had

acted as Nearest Relative as defined by the Mental Health Act.

The relevance of this paper to my research findings

This paper returns to a research question that formed part of my initial proposal for the PhD
— what impact profession has on AMHP practice. It was co-produced with people with lived

experience. Interestingly, the researchers note that early on in this process it emerged that

‘The planning phase indicated people may not know the professional background of
the AMHP or BIA undertaking the assessment. We also know that AMHPs’ and BIAs’

professional identity is highly nuanced and is influenced by many variables including:

e Professional (in terms of their regulated professional background as social workers,

registered nurses, occupational therapists, and psychologists)
e Organisational (for example, where team setting or type may have an influence), and

e Personal (including where core values influence the work)
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The research team therefore developed a project that was designed to explore these
various nuances and variables and to provide all participants with an opportunity to

reflect on and discuss the nature of the work quite broadly’ (p6).

As | discussed in the Introduction chapter, my MA research had scoped this research question
and | had decided to explore how any AMHP makes decisions in practice, as a starting point
given the lack of research evidence considering this. This research supports my view that this
was the right direction to take as there continues to be a low number of participants from
non-Social Work backgrounds, and ambiguity remains about the role from those being

assessed under the MHA:

‘Perhaps of greatest interest is the perception that AMHPs disappear into the
background, along with their role. People generally did not know what an AMHP was
and, where they did, this knowledge did not appear to have been gleaned from a
Mental Health Act assessment. Several did not know that an AMHP had been present
in the assessment, despite their essential role as decision-maker and applicant. Albeit
in a different context this mirrors AMHPs’ own concerns about their invisibility, a

concern shared by BIAs also (p61)

Four key themes were identified by Hammesley et al (2021). Firstly, the invisibility of the
AMHP role as perceived by AMHPs and supported by findings from interviews from people
with lived experience of being assessed under the Act. Secondly, the stress and burn out
experienced by AMHPs related to a conflict between a value base that aims to support people
and meet their needs, but working within the limiting context of a lack of beds and availability
of other resources such as means to convey the person to hospital. This linked into a theme
around AMHP identity and the ‘love hate relationship they had with the role. A final theme
was around the importance of making space and time to enable the person being assessed to

tell their story, in their own words.

The themes that emerged have resonance with some of the themes identified within my
research analysis — particularly around making space and ‘being’ with a person, a quality

highlighted by the AMHPs and the people with lived experience:
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“Just gauge the mood of the patient [...] and know as much as you can. Let the patient
relax and tell their story [...] And | think it’s important not to ask questions from a list

[...] that detracts from the human level” (Hammersley, et al. 2021, p26)

“One thing | didn’t like is that the AMHP sat there scribbling all the time rather than
looking at [me] [... ]| Whereas the next time it was totally different. It was a discussion
[...] They listened to me [..] Eye contact [is very important] [...] It’'s about the

conversation [...] It’s what | call ‘a joint venture’”(Hammersley et al, 2021, p26)

Having one-to-one time is really important [...] if they’re in your house [for a short time]

then they’ve made their decision that’s not good”(Hammersley et al, 2021, p26)

This study does what | sought to explore but | was only able to recruit one person to
participate— the lived experience of being assessed under the Act. Arguably, including this
group as key stakeholders in the research reflects how the discourse has moved on during my
PhD —a response to the growing acknowledgement that this area of knowledge and expertise
has not been given sufficient focus historically. This is a valuable resource to shed light on the

experiences of people subject to assessment under the MHA.
There were some reflections on the role of the Social Worker AMHP as a distinctive identity:

“Social workers seem to have a more social background and looking at us [...] you know
[...] for the person [...] The medical thing is what I’'m against. ‘Cause you’ve already got
two doctors in there, you need one with a different perspective. If you put a nurse in
there, which they can do, or a psychologist or an occupational therapist, they are kind

of adding to the medical model” (p28)

“It’s about how they react. Social workers tend to be more laid back and chilled out,
dress like normal people [...] Occupational therapists are even more [...] normal!
Nurses are like medics [...] If I’'m off it the social worker will say ‘what’s happened’? The

medical profession will say ‘pop a couple of extra smarties” (p28)

Other findings also highlighted a theme that has emerged from my data; the ‘love hate’

relationship with the role:

‘Some AMHPs spoke about having a love/hate relationship with the role and, whilst

many talked about how much they enjoyed it, they recognised that due to the
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propensity for burnout it was a time limited role. A clear and resounding message from
many AMHPs is encapsulated as: “[It is] not a job that you can do alone for any
sustained time, and I think it is also about burnout after all these years of this relentless

[...] chivvying and challenging (p36)

The National Workforce Plan for AMHPs (DHSC, 2019) is referenced regarding the impact of
the role onindividuals in terms of stress, burn out and the consequences of supporting people

who are often experiencing significant distress or trauma:

‘Further, it recommends that ‘"AMHP supervision should be viewed as the cornerstone
of quality AMHP practice’ (p.33). Standard 4 of this plan is entitled ‘AMHPs’ personal,
professional, physical and psychological safety’ and here there is a recommendation
that services ‘ensure that AMHPs’ safety and well-being is at the forefront of
operational considerations’ (p.33). Reference is also made within this report to ADASS’
policy recommendations that AMHPs’ morale, workload and work-stress issues should
be monitored with partners at a strategic level, for example, with health and wellbeing

boards (ADASS, 2018). (p60).

With the changing context of Social Work regulation and the professionalisation of the role
(more widely than just the AMHP role) AMHP practice has been given more focus and my
findings also support the importance of regular reflective supervision to maintain wellbeing,
resilience, and best practice. Over the past 18 months wellbeing and the impact on the Social
Work workforce has been given even more focus, with the Chief Social Worker, a Statutory

role based within the DHSC, making this a key priority for 21/22.

The contexts to practice outlined within this research have clear parallels with the context
within which my fieldwork was situated, demonstrating that the themes that emerged from
my analysis have continued relevance at the current time despite the fieldwork having been

carried out in 2015/16.

6.11 The changing context of AMHP Practice: Policy and Practice

Since my research journey began in 2012 there has been some acknowledgement that the

AMHP role has not received sufficient attention and that more should be done to promote
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the role and ensure an equitable service via the introduction of National AMHP Service

Standards. (DHSC, 2019). This has in part been driven by the introduction of the Chief Social

Workers Office within the Department of Health and Social Care, and a new regulatory body

for Social Work, Social Work England. This has seen a central resource to oversee practice

development within Social Work and a focus on the different areas of Social Work Practice.

The AMHP Workforce Development plan notes that:

The AMHP role is one of the most important in mental health. It is integral to the core
services of both local authorities and NHS Trusts, and has an impact on acute NHS
Trusts, ambulance services and the police. There is evidence, however, that it has not
been given the full support, recognition, review and structure that it requires in order
to be completely effective [The Association of Directors of Adult Social Services (ADASS),
2018; Care Quality Commission (CQC), 2018; King's College London (KCL), 2018;
Stevens et al., 2018a]. (DHSC,2019,P3)

The BASW All Parliamentary Group on Social Work (2019) recommended that:

New mental health legislation should open with a definition of the social model and
importance of the social determinants of mental illness ... explicitly naming social
workers as the key professionals doing this work (p4).

A national data set on the number of MHA assessments (not just admissions), their
outcomes, the age of the people assessed, ethnicity and discharge rates should be
established by NHS Digital and Skills for Care (p10)

New mental health legislation must have greater regard to both health and local
authority resources to ensure compliance with legislation and human rights, including
ensuring that local areas introduce a minimum number of AMHPs linked to population
base (p7).

CCGs should be held transparently accountable for their duties under Section 140 of
the current Mental Health Act or its equivalent in new legislation, making sure that
there are enough beds, enough children and young people’s beds, and that AMHPs

know where they are (p8).
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These aims reinforce the value of this research as the findings shed further light on areas they
acknowledge require further focus in terms of staff support to maintain resilience, retain staff
and ensure that training and supervision are regularly provided to support AMHPs in their

role.

In terms of ongoing resource pressures, findings from BASW (2019) in response to the review
of the Mental Health Act identified AMHPs giving evidence around high workloads, spending
large amounts of time locating beds, reliance upon beds many miles from a person’s home
and the impact of a shortage of AMHPs in terms of feeling pressured to make decisions, and

explicit reference to the negative impact this has on relationships:

AMHPs need time to make the appropriate, least restrictive decision for an individual;
time to get to know them, to explain their options to them, to talk to family members
and to come to a collaborative decision. In order to have that time and not be rushed
onto the next assessment, there needs to be a sufficient number of AMHPs in every

local area (BASW, 2019, P7).

This evidences that the contextual factors explored in these research findings remain relevant
in current times. The impact of the Coronavirus pandemic has further heightened the impact

of these pressures:

Staff are now exhausted, with high levels of anxiety, stress and burnout, and the
workforce is experiencing high levels of vacancies. The negative impact of working
under this sustained pressure poses a challenge to the safe, effective and caring
management of inpatient services and to the delivery of care in a way that maintains

people’s human rights (CQC, 2022, p10).

Whilst referring to the raft of staff who work across mental health services, this explicit
message from the regulator tasked with overseeing the use of the MHA reinforces the
pertinence of the main research findings from this study. The CQC identify a direct correlation
between staff wellbeing and their ability to maintain human rights. This research sheds light
on the practice experiences of AMHPs working under pressure and how they articulate the

impact of this pressure on decision making.
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6.12 The Relevance of Mental Health Act Reform to the research
Alongside this research journey the MHA has also been subject to consultation, with reform

looming. In report outlining recommendations for MHA reform Wessely (DHSC, 2018) sets
out ways in which any reform should be underpinned by an emphasis on upholding human

rights:

I am confident that our recommendations will “shift the dial”, in favour of greater
respect for wishes, choices and preferences. And | am confident that this has the
support of all the stakeholders we have consulted. Research across the board, not just
in mental health, has established beyond doubt that the greater the involvement of
patients in decisions about their care and treatment, the better the outcome. | believe
that these changes will increase a person’s dignity, reduce the likelihood of unintended
adverse outcomes, and reduce the risk of subsequent relapse. It will also go some way
to overcoming the negative views that exist around inpatient psychiatric treatment

(DHSC, 2018 p13)

Arguably the recommendations outlined by Wessely et al (DHSC, 2018) mark a distinctive shift
from the dominant debate during the previous Mental Health Act reform period as the focus
is clearly on strengthening the rights of individuals subject to the Act. As was outlined in the
Literature Review that situated the research at its outset, prior to the 2007 amendments the
discourse around the changes were driven by concerns around risk, further to several high

profile murders carried out by people with a mental health diagnosis, As Wessely states;

‘Sadly looking back we can see that some of the decisions taken by government leading

up to the 2007 Act were an overreaction’ (DHSC, 2018, p8).

The Draft Mental Health Bill was published in June 2022 with a response from the House of
Lords due by the end of 2022. Commentators have stated that the reform will amend the
existing Mental Health Act rather than rewrite a whole new Act. Early responses suggest that
scrutiny will be made of why some the reforms advocated by the Wessely review have not

been written into the Bill:

‘The draft legislation adopts many, but not all, of the recommendations of the
independent Review. Even where it does not adopt those recommendations expressly

(as with the recommendation to place principles on the face of the Act), it can be seen
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in many cases to have ‘internalised’ those recommendations through the measures
that it introduces to push practice towards greater respect for the rights, will and

preferences[2] of those subject to the Act’ (Ruck-Keene, 2022)

It remains to be seen what the amendments will entail once they become statute but even if
the principles are not explicitly enshrined in Law it can be argued that the dominant discourse
around compulsory mental health care has shifted and rights based practice remains an

aspiration. Again, to refer to Wessely:

‘No one can fail to have noticed the change in public attitudes towards mental illness.
Now positive stories about mental illness outweigh negative ones. Media headlines are
always a good barometer of the zeitgeist, and some of the stigmatising headlines of

the past are much less common, if not entirely a thing of the past’ (2018, p8).

How the obstacles that impede the successful implementation of this are overcome also
remains to be seen. However, it is my view that these research findings contribute to an
understanding of how rights-based practice can be translated to everyday situations that
occur when people are assessed under the Act. The findings also contribute original
knowledge to the debate that demonstrates that to make rights-based decisions, uphold
respect and maintain dignity, key decision makers require organisational, emotional, and

professional support to set the scene to do this.

6.13 The Impact of the Coronavirus Pandemic on AMHP practice

The context within which AMHPs operate has been significantly impacted upon by the
consequences of the Coronavirus pandemic. In terms of use of the MHA it may be that the
pandemic exacerbated existing pressures that led to an increased use in the MHA. The Care

Quality Commission’s annual report on use of the MHA states;

‘NHS digital statistics on the use of the MHA, published in October 2021, while
incomplete, suggest that during 2020/21 the overall use of the MHA increased by
about 4.5%.1 This rise may in part reflect reduced access to community mental health
services during the pandemic. It may also be that the reduction of inpatient bed

capacity at the start of the pandemic led to an increase in the use of the MHA for the


https://www.mentalcapacitylawandpolicy.org.uk/draft-mental-health-bill-now-published/#_ftn2
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remaining bed capacity. This is not new; the impact of reduced bed capacity on use of

the MHA was noted over a decade ago’ (2022, p7).

It is significant that the CQC focus their monitoring report on the experiences of people once
detained to a hospital ward. Their monitoring report does not include a review of the
assessment that leads to someone being ‘liable to be detained’ i.e. once the AMHP makes an
application for detention as AMHP practice is outside their regulatory responsibilities as they
are employed by Local Authorities rather than Heath services (CQC, 2018).. This practice still
seems to go on behind closed doors and receives less scrutiny than the experience once

someone arrives on the ward for assessment and treatment.

There is also increasing evidence around the impact of working from home, a key feature of

the pandemic. A BASW (2021) survey of the Social Work workforce found that

e 71.5% [of 1119 participants] of respondents agreed or strongly agreed that the Covid-
19 crisis had adversely impacted workplace morale in their place of employment.
e 68.3% of respondents agreed or strongly agreed that working from home during the

Covid-19 crisis had made it more difficult for them to switch off from work.

McFadden et al (2021) also explored the impact of Covid 19 on the Health and Social Care
workforce via a large-scale workforce survey with 2721 respondents from health and social
care setting across the whole of the UK. According to this study, one Social Worker ‘felt that
working from home “negated it being my "safe place" after a difficult day” (p37). A follow up

study in 2022 explored the ongoing impact on staff wellbeing of working from home:

Respondents referred to the absence of spatial boundaries to explain their inability to

‘switch off’ at home (McFadden et al, 2022, p42).

Ferguson has commented specifically anecdotal evidence around the impact of fewer

commutes for work:

I’m hearing that practitioners are finding it particularly hard at the end of the working
day not to have the journey home to process all the experiences and feelings that have
come up, a transitional experience that leaves the mind freer to relate to partners,

family, friends. (Ferguson,2020)
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These reflections are pertinent given the likelihood that AMHPs are also working more
frequently from home in terms of writing up reports and planning workload. Further insights
are required to explore the impact of this on wellbeing and resilience, but the findings from
this research suggest that being situated amongst colleagues and peers was a vital emotional

support for the participating AMHPs.

6.14 Summary

This chapter has explored the findings from the analysis and considered how they contribute
to existing knowledge around AMHP decision making, and the ways in which these findings
contribute original knowledge to this field. The relevance of recent changes to policy and

practice alongside the impact of the Coronavirus pandemic was set out.

| worked within adult social care during the Coronavirus pandemic and was responsible for
delivering practice guidance around use of statute within this context. When talking to
practitioners about rights-based practice there was a sense of people feeling overwhelmed,
under stress and struggling to manage large caseloads. We spoke about how the relatively
small actions can have an impact — sharing information, listening — basic social work skills and
that arguably it is in these ‘small places’ that rights are upheld as the scene is set for
collaborative working with the views of the individual respected and given prominence. This
research contributes to a model of approaching practice that is underpinned by virtue ethics
and rights-based practice in that it demonstrates how this is operationalised in practice, the
motivation of practitioners but also the organisational barriers that limit the scope of
individual practitioners. It also suggests that whilst the outcomes of assessments in terms of
rates of detention are understandably the ‘headline’ news in terms of the AMHPS role in use
of the Mental Health Act, that the decisions along the way, from the point of referral, also
have an impact on the final outcome and also the experience of assessment for that person.
Contrasting the ‘headline’ decisions around decisions to detain an individual or to remove a
child from the care of its parents, Taylor (2018) notes ‘It is important to recognise that we
make countless decisions everyday in our professional lives that are less high profile but which
can be as important’ (p1). These findings support this view. For example, the way in which

an AMHP approaches an assessment may have consequences longer term around ongoing
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trust and relationships with services and when making sense of a moment in their life when

control and power was removed.

It can be argued that in terms of day to day decision making the AMHP role is more protected
from the influences of local priorities, and organisational agendas as it is an independent role.
However, in practice this independence and discretion is limited by the options available.
These findings are reinforced by recent research from Leah (2022) who explores the notion
of AMHP practice as a ‘Fool’s Errand’ in terms of being placed in situations where there are
limited options to fulfil their role due to the resource pressures. The AMHPs sit with this
moral injury and work resourcefully to overcome barriers and uncertainty. The findings from
this research contribute to a developing understanding of how those charged with upholding
rights enact this day to day, providing an insight into what usually occurs behind metaphorical
closed doors. In terms of a review of statute and the impact of any amendments that aim to
strengthen the rights of individuals, research of this type is essential to demonstrate the
meaningful ways in which statute translates to practice. The findings also strengthen the
viewpoint that whilst practitioners may have a will to uphold the Guiding Principles, they must

also have access to the resources — the way — to fully enact these principles.

In terms of AMHPs carrying the burden of organisational challenges, a developing model of
considering resilience from an organisational rather than individual’s responsibility is offered
by Considine et al (2015), who propose a Social Model of resilience. They critique what they
perceive as a move towards increasing expectations on individual Social Workers to maintain
their emotional resilience as a professional standard. This supports the findings of this
research in that resilience and the threats to resilience are more nuanced in practice. For
example, the findings suggest that the participating AMHPs finds ways to cope with the
demands of the role as laid out by Law e.g. mitigating use of power, application of values etc,
but when they are limited in exercising the role due to external factors this is cited as a stress.
Rather than considering it the individual’s responsibly to maintain their resilience in these
circumstances arguably the organisations within which they are situated should bear some of

this burden and ensure the contexts within which AMHPS operate are supportive.
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Chapter 7 Conclusion

This concluding chapter provides a summary of the thesis content. It sets out the limitations
of the study which in turn fuel ideas for future research. Next, | outline a set of
recommendations for practice, policy and research methodology based on the findings and
their relevance as detailed in the previous chapter. | also state the ways in which this study
is likely to have impact both now and on future research and practice in the context of the

AMHP role:

7.1 Limitations of the Research
As was explored within the Methods chapter, after 18 years as a qualified Social Worker and

nine years as an AMHP | am entrenched in the world of Social Work practice and thus see the
work of practitioners through this ontological and epistemological lens. Whilst | aimed to
adopt a reflexive approach to the analysis as outlined by Braun and Clarke (2022), being
explicit in my standpoint, there is the potential that the analysis was influenced by a
confirmatory bias — the lens through which | analysed the data. For example, how would the
same data have been analysed and interpreted in different hands? Arguably this is a
fundamental ontological and epistemological challenge in post graduate research when the
work is undertaken, and ‘owned’ by one individual in terms of accountability for the study.
Discussing the assessment with the person who was assessed after the event was also an

attempt to hear the voice of that person in the reflection or early analysis of the event.

This research had lofty aims in terms of increasing understanding of values-based practice
and the perspective of people with lived experience. On reflection this was a high expectation
within the scope of post graduate research particularly given the hard to reach area of
practice that was the research focus. For example, as was discussed in the Methods chapter,
it took a year to gain ethical approval for the project. To overcome these barriers, one way
to develop this would be to either expand the research over a wider geographical area taking
an action research approach such as people with lived experience carrying out the interviews

and analysis, or focussing on the AMHPs practice by taking an observational approach but
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limiting this to time in the office with the AMHP. This would reduce the barriers around
gaining ethical approval but would maintain the benefits of observing practitioners ‘in vivo’
and also develop those relationships which arguably lead to a deeper level of reflection and
openness about decision making and the application of values and ethics to practice in terms

of content of the data.

My original intention was to explore decision making from the perspective of all those
involved in the decision but primarily the AMHP and the person being assessed. In part this
was driven by my own practice experience when | had conversations in the course of my
Mental Health Social Worker role, with people who had been detained, or were subject to
Community Treatment Orders. What came across to me was the impact of the loss of control
and the sense of not being listened to. For example, the voices of families being heard above
the person being assessed, or pieces of information given more weight than others which led
to certain decisions being made. If space was more routinely made for the AMHP and the
person who was assessed to come together at some point after the assessment arguably this
could enable questions to be asked and some control returned to the person, particularly if
the assessment is considered a traumatic event. | had hoped that these research findings
would contribute to furthering understanding of how reflecting together in this way can be
of benefit. Had the design gone to plan this would have enabled analysis of data from

different viewpoints and would also give voice to a perspective that is less often heard.

One benefit of the passage of time since this research journey began is that perspectives have
shifted and the views of those with lived experience are becoming more prevalent in the
discourse around mental health care and statute reform. For example, ‘co production’ is now
an often-cited term that is referenced in the CQC’s annual reports and the review of the
Mental Health Act. The voice of people with lived experience is threaded throughout these

reports and given increasing weight.

At the beginning of my studies | read a paper by Le Grand (1997) which argues that there has
been a shift in how policy makes perceive the motivation of those engaged in the welfare
state. It proposes that people can be distinguished as Knights (motivated by altruistic
intention), Knaves (self-interested individuals) and pawns, that is, passive recipients of the
state. This viewpoint informed my thinking as | recognise that my bias is towards believing

that AMHPs are unlikely to be motivated by the money or the power inherent in the role. An



244

early example of my shifting perspective during the analysis was my at worst, naivety, at best,
readiness to expect that all practitioners give their optimum when fulfilling their role. It was
my view that all AMHPS share at least some fundamental values that they weave through

their practice.

This bias could be seen to manifest as influencing the analysis. For example, during the
fieldwork when the AMHP spoke more informally, used more disrespectful language, or
applied a creative use of the Law, | chose to understand this as them using a safe space with
peers to diffuse some of the tension and anxiety they experienced fulfilling the role. 1 also
understood this as having ‘good intentions towards the person they were assessing and using
discretion to pragmatically overcome contextual barriers. However, | recognise that it is a
naive view to assume that all AMHPs enter the profession as Knights. To use Le Grand’s (1997)
definitions, those AMHPs that err towards knavish inclinations were unlikely to participate in
a study which involved such close observations — perhaps perceived as scrutiny - of their

practice.

Some of the AMHPs referred to ‘other AMHPs’ who perhaps were more likely to ‘rubber
stamp’ a decision, or ‘go along with the doctor’ but | did not find evidence of this via the
analysis of the data. This is an area of practice that could be explored via Fitness to Practice
complaints to the Social Work regulator Social Work England, or via the CQC and is a whole

other research project beyond the scope of this thesis.

The richness of the data led to an in-depth analysis that could have been considered from a
different standpoint, for example the ways in which risk is perceived and understood. This
was limited as it was not possible to use all the data gathered due to issues around consent
from those being assessed. Also, as | was unable to recruit participants to be interviewed
amongst those whose assessment, | had observed it was not possible to shed light on risk
from the standpoint of all parties. An area to explore and understand is how the view of the
AMHP around risk relates to the perception of the person who was assessed. This perspective
would also serve as feedback to the AMHPs in terms of reflecting on their practice. For
example, an AMHP may identify as and consider themselves to be an ethically informed
practitioner, but this perception may contrast with how the person being assessed perceived

the individual or the role.
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Similarly, an AMHP may aim to underpin their work with the Guiding Principles but who is
best placed to assess this and make a value judgement? The perspective of the person would
have shed much light on this and enable an analysis of how AMHPS perceive their practice

and how it is experienced by those the decisions are being made about.

7.2 Equality and Diversity
The Centre for Mental Health (2019) in their work to set out key issues around use of the

MHA, to inform the MHA reform, call for a greater emphasis on ‘co-production’ between
services, individuals, and carers to improve positive experiences of admission. It also takes a
position on the need for future research to explore the ongoing inequalities in terms of the
characteristics of people detained under the Act (e.g. race, socio economic status) and to
increase understanding of the possible drivers behind an increase in mental health issues
across the population. The work carried out by The Centre for Mental Health, exploring
research to inform Mental Health Act reform sheds light on variations on use of the Act in
terms of the characteristics that increase likelihood of being detained, these being a diagnosis
of psychosis or bi-polar disorder, perceived risk to others (as opposed to risk to self, another
criteria for detention under the MHA), and being male, single (or previously married), a non-

home owner and unemployed or in receipt of state benefits (2019).

A future research aim would be to shine a light on the practice of a broader range of AMHPs
including those from black and minority ethnic backgrounds as the participating AMHPs were
all white British origin and | am a white British woman. Some of the people whose
assessments | observed were from black and minority ethnic groups but due to issues around
consent to use the observational data around the specifics of the assessment there were

limits to the analysis.

In the context of MHA reform Wessely, (2018) explores bias in terms of its impact on decision

making, specific to race and stereotyping:
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| believe that those motivated to go into a career in mental health rarely do so out of
desire to make lots of money (there are easier ways). | would like to believe that they
are more likely to have attitudes and experiences that ought to make race thinking and
stereotyping less likely. But | have come to accept that this is not always true. Even
though my respect and admiration for my fellow professionals persists, | recognise that

no one is completely free from biases, and all of us can have feet of clay (2018, p12)

The data did not shed light on structural inequalities such as class, race, disability, socio
economic status or other protected characteristics as outlined in The Equality Act in terms of
the impact of these characteristics on AMHP decision making. There was reference to age
being a factor with AMHPs sharing their concern about detaining a younger person into the
mental health system, recognising conscious bias. This is a limitation in the research design
as the interview scheduled could have included questions explicitly around the issues of race
and mental health. Had | designed the research in more recent times, with my own growing
understanding of anti-racist practice (Bhatti Sinclair,2011), | would have ensured a focussed
lens on equality and diversity. In terms of rates of detention, black and minority ethnic people
continue to be disproportionately represented (CQC, 2022) and there may have been missed
opportunities during the production of this research to contribute to developing an

understanding of this.

7.3 The Contribution of the Research to Researcher Methodology

As was outlined in the Methods chapter, the process of gaining ethical approval was lengthy,
and the observation methods employed required ongoing consideration of issues around

consent.
Banks (2018) proposes some key traits that would identify researcher integrity including:

‘Recognising situations where virtues are relevant; seeing the ethical issues at stake
from multiple perspectives; managing and engendering emotions; working on ethical
identity (e.g. becoming and being a respectful/honest person); working on

relationships with research participants and other stakeholders; undertaking practical
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reasoning, including working out how to act; taking action; questioning critically the

currently accepted values and standards of research (p7)

Arguably the ‘doing’ of this research, as described in Chapter 3, has contributed to the
growing body of knowledge around this concept, demonstrating the barriers when navigating
an ethically sensitive area of practice and reflecting at each point of the process to revisit, for

example informed consent.

| suggest that many of the traits considered to demonstrate practice wisdom can be

transferred to the researcher role, demonstrating the value of Practitioner Researchers.

7.4 |deas for future research and the relevance of the research for Practice

Whilst the research question is specific to how AMHPs make decisions, this research sits
within a broader research context and arguably contributes to the development of knowledge
around the ethics of practice, primarily virtue ethics. Policy and statute places increasing
emphasis on the ‘principles’ within which practitioners are expected to operate, alongside
the regulation of professions and the requirement to adhere to Professional Standards (Social
Work England). As Banks (2018) and Kinsella and Pitman (2012) outline, this can be
operationalised as a procedural or tick box exercise, that lacks depth to evidence the values
and relationships that occur in practice. The Chief Social Workers Office (DHSC) has
advocated the implementation of a new set of standards for supervisors which includes
emphasis on feedback from people with lived experience. (Skills for care, 2018) and Social
Work England also require registered Social Workers to submit at least one piece of ‘CPD’
annually that includes peer reflection. This research suggests that reflective spaces are key
to enabling AMHPs to practice in a relationship based way and whilst it contributes to an
understanding of how practitioners use values to inform decision making, future research,
using observational methods could explore the impact of the implementation of these new

Standards for Social Work.

In their response to the Mental Health Act White Paper in 2021, the National Service User
Network make a pertinent point regarding the implementation of any new set of Principles
embedded in the amended Mental Health Act and made the link between values based

practice and the conditions necessary for this to be implemented:
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‘Much of what is proposed in the White Paper depends upon sustained investment and
consistent funding of community services, primary care and the NHS itself
overall. However, over the past decade, mental health and social care services have
been through continuous and brutal cuts, and there are few signs that there is the
political will to reverse this in a meaningful way and plug the numerous gaps in service
provision. In this context, our view is that introducing these changes to law before the

elements required for the changes to function as intended represents too great a risk.

We also draw attention to the set of guiding principles in the current Mental Health
Act Code of Practice (least restrictive option and maximising independence;
empowerment and involvement; respect and dignity; purpose and effectiveness; and,
efficiency and equity) and question the extent to which any revised principles will be

monitored and enforced in practice’ (NSUN, 2021).

Further research is required to understand the most effective ways in which to evaluate
values based practice although developments in the co-production paradigm would suggest
that gaining the viewpoint of those whose lives were impacted upon by an individuals practice
should be a key voice in this reflection and evaluation. Arguably this feedback is an essential
component of any meaningful review of a practitioner’s work. Pawson et al (2003) cite
‘service user and carer’ knowledge as having equal standing in the types of knowledge that
good quality social care research should seek to generate. Any future research and
evaluations of practice should prioritise developing knowledge from the standpoint of those

at the receiving end of MHA assessments.

In 1958 Eleanor Roosevelt addressed the United Nations in a speech about the

implementation of human rights:

‘Where, after all, do universal human rights begin? In small places, close to home — so
close and so small that they cannot be seen on any maps of the world. Yet they are
the world of the individual person; the neighbourhood he lives in; the school of college
he attends; the factory, farm or office where he works. Such are the places where
every man, woman and child seeks equal justice, equal opportunity, equal dignity
without discrimination. Unless these rights have meaning there, they have little

meaning anywhere. Without concerned citizen action to uphold them close to home,
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we shall look in vain for progress in the larger world’ Eleanor Roosevelt to the United

Nations in 1958

This echoes the concerns raised by the National Service User Network — that it is the ‘small
places’, the everyday places and interactions where human rights are upheld. Arguably to
know anything about the degree to which Human Rights are being upheld it is necessary
therefore to focus the lens on practice in these every day, routine areas of practice. The
findings from this research project shed some light on the ways in which AMHP decision
making occurs in daily practice and how values and motivations can influence decision making.

However, the findings also lead to ideas for future research to develop these ideas.

In summary, grand plans around Guiding Principles and Human Rights based practice as
written into statute (or not) arguably have little meaning unless enacted in practice by key
decision makers, but how can we know that this does happen? Sarah Banks’ (2018) work
around Virtue Ethics both for practitioners (and researchers ) as a model for understanding
the types of knowledge AMHPs draw upon when making decisions and the impact of values
on these decisions, plus Lipsky’s (1980) ideas around Street Level Bureaucracy, and Evans &
Hupe‘s (2019) and Evans (2020) development of these within a contemporary context, help
inform an understanding of why understanding practitioner values is key to understanding

the ways in which knowledge is synthesised to inform decision making.

e Future research could explore how organisational commitment to regular reflective
supervision impacts on practitioner’s wellbeing and resilience, but also how this then
enables space to reflect on the values that underpin decision making.

e The AMHP journey analogy could be developed into a tool for reflective supervision
and an evaluation of its effectiveness in supporting practitioners to reflect on ways in
which their standpoint and values impact upon decision making, with a tool for
gathering feedback from people with lived experience, built into the reflection tool.
This would enable some insight to be developed around how people experience the
approach and decisions that AMHPS make from a values-based perspective, in the
case of the MHA specifically around the Guiding Principles for example. An AMHP

might think they practice from a human rights-based model but how did the person
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being assessed experience this and thus what can be learnt from this to improve
practice.

The journey analogy model could also be used as a methodological approach to
carrying out research to further explore AMHP decision making. Similar to the ‘Rich
Picture’ approach taken by Vicary (2021) this analogy could be developed into a
research tool for interviewing AMHPs about the role in terms of their decision making,
the contexts and challenges they encounter, and what motivates and drives their
practice from a values based perspective. This would enable further research
knowledge to be generated around the concepts of virtue ethics (Banks & Gallagher,

2009).

7.5 Recommendations for Practice:

The findings can be provided as evidence of the benefits of relationship-based practice
in promoting the Guiding Principles. Aligned with this is the link to ensuring
practitioners have access to regular reflective supervisions.

The AMHP journey analogy could be used as a training tool to raise awareness of the
complexity of the role and the impact of this complexity on decision making. The
audience for this could range from students, trainee AMHPs, AMHP supervisors and
line managers, senior strategic managers, and policy makers. This would align with
the aims of the AMHP Workforce development Plan (DHSC).

The AMHP journey analogy tool could be used as a prompt for reflective supervision
or as a resource for AMHPs to record their reflections on practice as per the
registration requirements of Social Work England or other regulatory bodies for non-
Social Work AMHPs (e.g. the Health and Care Professions Council or Nursing and

Midwifery Council).

7.6 Impact
Given the ongoing consultation around Mental Health Act reform and recognition on the need

for employers to implement effective reflective supervision for employees across health and

social care, it is my intention to summarise the findings of this paper and submit this for

publication in an academic journal. Given the findings have resonance to inform and
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contribute research knowledge to an area of practice that is under closer review, ethically |
have a responsibility to share the findings and disseminate them widely. Alongside academic
journals I have provisional plans in place to present the findings to the National Principal Social

Worker Network, and researcher and practitioner conferences as appropriate.

7.7 Final Thoughts
This research has been percolating for a long time now for a variety of reasons predominantly

related to the commitments outside the boundaries of academic life. However, it is
serendipitous that the findings arguably have even more relevance in current times given the
ongoing reform of the Mental Health Act, focus on rights based practice and more specifically,
focus on the role of the AMHP (BASW, 2019, DHSC, 2021a, DHSC, 2022). The literature
specific to AMHP practice and decision making was fairly limited at the outset of the research
design. Arguably, the investment and focus in AMHP research in recent years has served to
explicitly highlight the areas of practice that are under researched or which rely upon

anecdotal evidence (Hemmington et al, 2021, Abbott, 2021).

In terms of impact the findings of this research are topical, relevant and there is a focus on
this area of practice from the Department of Health and Social Care, The Chief Social Worker
and the National AMHP workforce via Skills for Care and the regulatory body, Social Work
England. The pandemic has sharpened the focus on the mental health needs of the wider
population but also the impact of lowered resilience and wellbeing on professional decision
making (BASW, 2021, CQC, 2022, McFadden et al 2021). The findings of this research provide
research evidence to contribute to the debate around how working under stressful conditions
impacts on decision making and makes suggestions for practice as to ways in which this can
be mitigated via improved support for AMHPs. The findings also demonstrate the challenges
in understanding what motivates professional’s decision making and the values that underpin
these motivations and perspectives. However, the research offers a framework to
understand this via the notion of context and providing spaces to reflect and articulate what
informs professional decision making. It suggests that by casting a lens on the every day of
practice meaningful evidence can be gathered to inform the effectiveness and

implementation of rights-based practice, and the barriers that infringe on this.
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APPENDIX 1:

Service User Feedback on Research Project Proposal: Individuals who have
been assessed under the Mental Health Act

The draft documents for this research project | have shared so far with a total of 9
MH service users (including myself). 4 of which are trained Advocates (IMHA'S)
working within a User led Organisation.

Feedback on Research Rational:

All the service users | approached for feedback felt that this Research proposal is a
much needed piece of work. In particular the Advocates, who felt that it will help to
flag up various issues around the pressure decision makers are currently under, for
example risk issues(to the service provider — which often overrides the service users
views, wishes, feelings and involvement in any of the decision making) with ‘informal’
inpatients who wish to be discharged, (particularly in Older Peoples MH services),
and the lack of beds for ‘informal’ inpatients — which the advocates in their work are
often privy to; and have growing concerns around the increased practice of de facto
detainment cases as a result of these pressures.(which could explain the increased
usage of the MHA). Therefore there was a mutual agreement that this particular
study along with the eventual findings would greatly benefit both individuals subject
to the MHA assessment process and the decision makers themselves. (As a direct
result of this opportunity to explore what the realities are and how practice could be
improved).

Ethical Issues:

In general all of us agreed on the ethical framework for the proposal; although | was
asked to raise a couple of concerns with Charlotte around the consent to Interview
process. Service Users | spoke with felt that it may be unethical to offer participants
a copy of the audio recording for the following reasons:

1. Participants may leave or accidently loose the recording in a public place.

2. Replaying the recording at a later date — may stir up unhelpful emotions.

3. Many of the Service Users | spoke to have experience of participating in
Research and had never previously been offered a copy of the audio
recording of their interview.

However people did say that if a participant voluntarily asked for a copy of their
recording then that would be ok — providing Charlotte advised them of these possible
risks.

We also had discussions around the proposed option of a participant’s home being a
venue for interview. The majority of us felt that that this option was a risk for both the
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participant and the researcher, i.e. it may feel too intrusive for the participant, or
conflict with lone working policy guidelines for Charlotte. Again no one out of the nine
of us had ever experienced being interviewed in our own homes in any of our MH
research activities; although some of us had experienced telephone interviews being
undertaken within our own homes. Therefore we would like to suggest that all
Interviews take place in a setting appropriate to the interview subject i.e. CMHT,
University or hospital ward.

Another discussion we had was around the involvement of carers. Everyone agreed
and felt that by involving carers in anyway within this particular research topic would
possibly create conflicts of interest, and dilute the service user perspective — which
along with the AMHP/Decision maker’s perspective is what this piece of research is
based upon.

If it is felt that a Carers perspective should be sought - then the general feeling from
everybody was this would have to take place within a separate Research study —
specific to capturing the carers view, so as to avoid any dilution and conflicting
theories of the process experience for the individual who was being assessed.

| received some very positive feedback on the service user involvement elements of
the research project, particularly around:

The invitation to the dissemination events.

A further suggestion here from service users that | spoke to would be for those
participants who are willing, to maybe become involved in the planning of the
dissemination events?

The invitation to Contribute to the Universities Healthcare Service User and
Carer consultation group:

“Not only will the research project as a whole be beneficial to the MHA assessment
process, it will also empower and encourage service users with their own personal
development as well as ‘have a voice’ in future health research”.

Research paper work for participants (service users).

| went through all the proposed paperwork with my service user colleagues, and we
suggest one or two slight amendments i.e. consistency in wording, for easier
reading/understanding etc. - where we saw fit from the service user perspective. For
these please see accompanying documents.

HXAXXXXXXXX
Service User Liaison Worker/MH Advocate

07/11/14
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APPENDIX 2

Interview Schedule - AMHP
(v2 16/11/14)

Introduction:

Thank you again for allowing me to observe you carry out your work. I'd like to ask
you some questions about this assessment but the interview is designed to allow
flexibility in what you tell me.

Please tell me a little about your background ie how long you’ve been an
ASW/AMHP, your professional background (nurse etc) and when you first qualified.

Why did you decide to become an AMHP?

Looking back at the recent assessment, what are your overall impressions of what
went on?

What went well?
What didn’t go so well?

Would you have done anything differently with the benefit of time to reflect on what
happened?

What types of knowledge did you draw upon during the assessment to help you
make a decision?

(Prompts — tacit, case law knowledge, evidence based/research based knowledge)

The Code of Practice outlines a set of ‘Guiding Principles’ —this isn’t a test but how
did you put these into practice during the assessment?

If hesitancy.....prompt re whether these are incorporated into what they do or if they
think about them afterwards.

Dependent upon the outcome of the assessment and reflective memaos written by the
researcher (To identify barriers and aids to decision making within the context of a
Mental Health Act assessment — such as the impact of time constraints, emotion and
environment on decision making):

- I noticed this, please tell me more about that

- How did you manage (an adverse incident, issues with conveyance,
accessing a bed, risk issues)

- Reflections on the time of day of the assessment eg out of hours, on a
Monday, on a Friday night. Prompts re the emotional impact of the
assessment.

Thinking about AMHP practice in general, how and in what ways has carrying out the
role changed since you first qualified.
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What do you see as the main challenges for the role?
What do you see as the benefits of the role?

What other comments what would like to make about AMHP practice in general that
we haven’t had chance to talk about already?

Thank you for your time etc....
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APPENDIX 3:

Interview Schedule — Service User

(V3 28/04/15)

Introduction

Thank you for agreeing to be interviewed by me today. The aim of this

interview is for me to learn more about your experience of being assessed

under the Mental Health Act recently as there is not a lot of research that has

looked at this in detail before. Please tell me as little or as much as you feel

able and if you need a break at any time, just say.

Please tell me a little bit of background as to why you are, how long you
have had contact with MH services etc.

What do you remember about your recent assessment under the Mental
Health Act?

What are your main thoughts about that day?

Why do you think you were assessed under the Mental Health Act?
How were you involved in the decision making during the assessment?
How were your views and wishes taken into account?

What do you think about the outcome of the assessment?

How could the experience have been improved for you?

Although | appreciate that it is a difficult situation to be in, was there
anything about the assessment that you felt went well?

(If detained) What do you think might have helped avoid admission
under the Act on that day?

(If admitted but not detained) What helped you decide to be admitted

to hospital voluntarily?
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(If not detained and not admitted voluntarily) What helped avoid
admission to hospital on that day?

What else would you like to say about your experience of being assessed
that you think might help mental health practitioners improve their
understanding of what it is like to be assessed under the Mental Health
Act?

Please tell me anything else that you think is important for me to know

about your recent experience.
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APPENDIX 4:

UNIVERSITY OF LEEDS

Participant Information Sheet — Approved Mental Health Professionals
(V6 26/05/15)

Research Title: How do Approved Mental Health Professionals make Decisions
During Mental Health Act Assessments?

Study Number: 15/IEC08/0024

Thank you for taking the time to read this information about the above research
project. Before you decide whether to take part, it is important that you understand
why the research is being done and what it will involve for you. Please read the
following information carefully and discuss it with others if you wish. Please ask if

there is anything that is not clear or if you would like more information.

What is the purpose of the Study?
The focus of this research is on developing a more complete understanding of how
decisions are made by Approved Mental Health Professionals (AMHPS) during

Mental Health Act assessments.

Why have | been invited?
This research study aims to recruit up to 10 AMHP’s who are currently carrying out
AMHP duties on the xxxxxxxx AMHP duty rota.

Do | have to take part?

It is up to you to decide to take part in the research. The researcher Charlotte Scott
will describe the study and go through this information sheet with you. If you agree to
take part, she will ask you to sign a consent form. You are free to withdraw at any

time, without giving a reason.
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What will happen to me if | take part?

If you agree to take part, Charlotte Scott will:

1. Arrange to observe you in practice on up to three of your AMHP duty days and
observe any Mental Health Act assessments that you carry out on these days,
subject to you making a decision that it is appropriate for her to be there. Field notes
will be taken from the time the referral for the Mental Health Act assessment is
received to capture research data about how you coordinate the assessment and
gather information to help you make your decision on the outcome of the
assessment. An audio recording will be made of the interview with the person being
assessed if you and all other parties including the person being assessed, agree that

this is appropriate.

2. You will also be invited to take part in an interview about your experiences of
carrying out each assessment, reflecting on the decision making process and any
issues that arose during the course of this piece of work. These interviews will be
carried out by Charlotte Scott and will take around 1 hour. The interviews will be
audio recorded, with your permission although you can also choose not to have them
recorded in this way. They will be arranged at a time, date and location convenient
to you and you can decide how many times you wish to be interviewed given the

demands that this may place upon your time.

What will happen if | don’t want to carry on with the study?

You are free to withdraw your consent to participate at any time including during an

observation of your practice.

As an AMHP herself, Charlotte Scott will use her own professional judgement to stop
the observation if necessary, for example if her presence seemed to be causing
undue distress or there were any significant risk issues that she was contributing to.
Charlotte will also withdraw from the observation if you or another member of the

assessing team ask her to.
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Will my taking part in this Research be kept confidential?

Any information you give to Charlotte will be kept confidential and secure, in line with
the Data Protection Act 1998 with no identifying data stored with the notes. However,
as duty of care as a researcher, and as a registered member of the Health Care
Professionals Council, if you do tell Charlotte something that suggests malpractice or
raises a safeguarding issue Charlotte is required to inform your line manager. You
would be made aware if she planned to do this. Any information and data that is
gathered as a result of your participation will only be used for the purposes of research.
Charlotte will ensure that any views and comments you make during the interview will

be anonymised in the final research report, to protect your confidentiality.

What are the benefits and risks of taking part?

Whilst there are no immediate benefits to taking part, the research aims to shed light
on AMHP practice in the current context and contribute to a body of knowledge that
seeks to identify issues for best practice and a clearer understanding of the
experiences of those who are assessed under the Mental Health Act. By taking part in
the research you would be contributing to this aim. This is an open process that seeks
to shed more light on the realities of AMHP practice and decision making. There are

minimal anticipated risks to taking part.

What will happen to the results of this research?

The findings will be initially written up into a doctoral thesis and then disseminated to
a wide range of audiences in a variety of formats — academic journals, service user
group feedback, practitioners and policy makers. The College of Social Work have a
particular interest in the role of the AMHP and Mental Health Social Work and the
findings will be shared with them. If you provide an email address to Charlotte Scott
she will ensure you are kept informed of the research findings and invited to attend

dissemination events as appropriate.

Who is organising and funding the research?
The research is funded via an Economic and Social Research Council Studentship
to promote Social Work research. This research will be carried out by Charlotte

Scott, whose background is as a Social Worker and Approved Mental Health
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Professional (AMHP), but who is carrying out the research as a doctoral student at

the School of Healthcare, University of Leeds.

Who has reviewed the research?

This study has been reviewed and given a favourable opinion by the Social Care
Research Ethics Committee. A Research Ethics Committee is a group of
independent people who review research to protect the dignity, rights, safety and
well-being of participants and researchers. It has also been approved by the

Research and Development Unit at xxxxx NHS and xxxx Council.

Who should I contact if | require further information?
For any further information please contact Charlotte Scott via email:

The supervisors for this project are: Redacted

Any complaints or concerns about the research should be sent to:
Redacted
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APPENDIX 5:

School of Healthcare ﬁ

UNIVERSITY OF LEEDS

Participant Information Sheet — Approved Mental Health Professional Co-
Workers
(V4 26/05/15)

Research Title: How do Approved Mental Health Professionals make Decisions
During Mental Health Act Assessments?

Study Number: 15/IEC08/0024

Thank you for your interest in taking part in this Research study. Before you decide
whether to take part, it is important that you understand why the research is being

done and what it will involve for you. Please read the following information carefully
and discuss it with others if you wish. Please ask if there is anything that is not clear

or if you would like more information.

What is the purpose of the Study?
The focus of this research is on developing a more complete understanding of how
decisions are made by Approved Mental Health Professionals (AMHPS) during

Mental Health Act assessments..

Why have | been invited?
This research study aims to recruit up to 10 AMHP’s who are currently carrying out
AMHP duties on the xxxx duty rota. You are receiving this information as one of

your AMHP colleagues has consented to be part of this research project.

Do | have to take part?
It is up to you to decide to take part in the research. The researcher Charlotte Scott

will describe the study and go through this information sheet with you. If you agree to



280

take part, she will ask you to sign a consent form. You are free to withdraw at any

time, without giving a reason.

What will happen to me if | take part?

Your role is not the focus of the research but it may be that you have a conversation
with the AMHP who is participating, for example when passing on information as part
of a Mental Health Act assessment referral. You may also be part of the assessing
team during the Mental Health Act assessment. Research notes will be taken from
the time a referral for a Mental Health Act assessment is received by the
participating AMHP and, if you and all the involved parties agree, an audio recording
will be taken during the observations of the AMHP’s interview with the person being
assessed and so any comments that you make may be referred to in the context of

this data collection process.

What will happen if | don’t want to carry on with the study?
You are free to withdraw your consent to participate at any time including during an
observation of your practice. This would mean that Charlotte would not include any

of your comments in the research.

Will my taking part in this Research be kept confidential?

Any information you give to Charlotte will be kept confidential and secure, in line with
the Data Protection Act 1998 with no identifying data stored with the notes.
However, as duty of care as a researcher, and as a registered member of the Health
Care Professionals Council, if you do tell Charlotte something that suggests
malpractice or raises a safeguarding issue Charlotte is required to inform your line
manager. You would be made aware if she planned to do this. Any information and
data that is gathered as a result of your participation will only be used for the
purposes of research. Charlotte will ensure that any views and comments you make
during the interview will be anonymised in the final research report, to protect your

confidentiality.

What are the benefits and risks of taking part?
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Whilst there are no immediate benefits to taking part, the research aims to shed light
on AMHP practice in the current context and contribute to a body of knowledge that
seeks to identify issues for best practice and a clearer understanding of the
experiences of those who are assessed under the Mental Health Act. By taking part in
the research you would be contributing to this aim. This is an open process that seeks
to shed more light on the realities of AMHP practice and decision making. There are
minimal anticipated risks to taking part.

What will happen to the results of this research?

The findings will be initially written up into a doctoral thesis and then disseminated to
a wide range of audiences in a variety of formats — academic journals, service user
group feedback, practitioners and policy makers. The College of Social Work have a
particular interest in the role of the AMHP and Mental Health Social Work and the
findings will be shared with them. If you provide an email address to Charlotte Scott
she will ensure you are kept informed of the research findings and invited to attend

dissemination events as appropriate.

Who is organising and funding the research?

The research is funded via an Economic and Social Research Council Studentship
to promote Social Work research. This research will be carried out by Charlotte
Scott, whose background is as a Social Worker and Approved Mental Health
Professional (AMHP), but who is carrying out the research as a doctoral student at

the School of Healthcare, University of Leeds.

Who has reviewed the research?

This study has been reviewed and given a favourable opinion by the Social Care
Research Ethics Committee. A Research Ethics Committee is a group of
independent people who review research to protect the dignity, rights, safety and
well-being of participants and researchers. It has also been approved by the
Research and Development Unit at xxxxxx NHS Foundation Trust and Xxxxx

Council.

Who should | contact if | require further information?

For any further information please contact Charlotte Scott via email: Redacted
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Supervisor contact details: redacted

Any complaints or concerns about the research should be sent to: Redacted
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APPENDIX 6:

School of Healthcare R

UNIVERSITY OF LEEDS

Participant Information Sheet: Individuals who are due to be
assessed under the Mental Health Act
(V2 26/05/15)

Research Title: How do Approved Mental Health Professionals make Decisions
During Mental Health Act Assessments?

Study Number: 15/IEC08/0024

Thank you for your interest in taking part in this research study. Before you decide
whether to take part, it is important that you understand why the research is being
done and what it will involve for you. Please read the following information carefully
and discuss it with others if you wish. Please ask if there is anything that is not clear

or if you would like more information.

What is the purpose of the Study?
The focus of this research is on developing a more complete understanding of how
decisions are made by Approved Mental Health Professionals (AMHPS) during

Mental Health Act assessments.

Why have | been invited?

You are being invited to participate in the study as an Approved Mental Health
Professional who is also participating in the study has received a referral to carry out
your upcoming assessment under the Mental Health Act. The researcher Charlotte
Scott is observing their work to learn more about how AMHP’s make decisions and
would like to observe your assessment as part of this process. We would also like to

learn more about your experience of being assessed.
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Do | have to take part?

It is up to you to decide to take part in the research. The researcher Charlotte Scott
will describe the study and go through this information sheet with you after you have
had at least 48 hours to decide. If you agree to take part, she will ask you to sign a

consent form.

What will happen to me if | take part?

There are two stages to the research that we would ask you to consider taking part in:

1. An observation of your Mental Health Act assessment.
If you decide to take part the researcher Charlotte Scott will attend your Mental
Health Act assessment to observe what happens. You can decide whether you
agree to this being audio recorded or if you would prefer notes to be taken.

1. Taking part in a short interview (up to one hour) a few weeks after your
assessment to talk about your experience of being assessed so that we can
learn more about your views and include these in the research findings . This
will be audio recorded, with your permission, to ensure that what you say is
accurately reported, although you can choose for it not to be audio recorded if
you prefer. Charlotte will aim to carry out this interview at an NHS site that is

convenient to you.

What will happen if | don’t want to carry on with the study?
You are free to withdraw your consent to participate at any time including during the
observation of your assessment by asking Charlotte to leave. This will not affect

your care in any way.

After the assessment takes place Charlotte Scott will contact you a short time
afterwards to check that you still consent for her to use the information she gathered
during your assessment. If you decide that you do not want the notes/audio recording

transcript taken during your assessment to be used in the research project then your
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decision will be respected and all information taken by Charlotte during your Mental
Health Act assessment will be destroyed.

You can opt to consent only to the notes and audio recording of your assessment
being used in the research if you decide that you do not want to take part in an

interview.

If you decide to take part in an interview then you can also stop this at any time and
withdraw your consent to participate in the research.

Will my taking part in this Research be kept confidential?

Everything you say/report is confidential unless you tell us something that indicates
you or someone else is at risk of harm. We would discuss this with you before telling
anyone else. Any information and data that is gathered as a result of your participation
will only be used for the purposes of research. Charlotte will ensure that any views
and comments you make during the interview will be anonymised in the final research

report, to protect your confidentiality.

What are the benefits and risks of taking part?

While there are no immediate benefits in taking part, this piece of research hopes to
learn more about, and gain valuable information around best practice, for the person
being assessed. It aims to take into account the views, wishes and feelings of people
who have been assessed under the Mental Health Act and learn more about how
involved they are in the decision making during the assessment. It is important to
gather views from a range of perspectives and as you were the person being assessed
you have the best understanding of what that feels like. Gathering this information
may help AMHP’s and other mental health workers to inform their practice by taking

into account the views of the people they assess.

You can also opt in to attending an information session at the University of Leeds,
School of Healthcare to learn more about the Service User and Carer Involvement

advisory group who are involved in deciding future areas of research. You will also
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be given information about the Service User Network local to you and ways that you
can contribute to this.

One possible risk of taking part if you consent to be interviewed by Charlotte is that
you may find talking about your assessment difficult or distressing. You can take a
break from the interview at any time and only have to talk about what you feel
comfortable disclosing. If you would prefer you can ask a supporting person to
attend with you. Your care coordinator will also be made aware that you have been
asked to participate in the research and so you may find it helpful to talk to them

after the interview if you require any support.

What will happen to the results of this research?

The findings will be shared with a wide range of audiences — academic journals,
service user groups, practitioners and policy makers, an open process that seeks to
shed more light on the realities of AMHP practice and decision making and the views

of the people who have been assessed.

Who will be carrying out the Research?

This research will be carried out by Charlotte Scott, whose background is as a Social
Worker and Approved Mental Health Professional (AMHP), but who is carrying out
the research as a doctoral student at the School of Healthcare, University of Leeds.
The research is funded via an Economic and Social Research Council Studentship

to promote Social Work research.

Who has reviewed the research?

This study has been reviewed and given a favourable opinion by the Social Care
Research Ethics Committee. A Research Ethics Committee is a group of
independent people who review research to protect the dignity, rights, safety and
well-being of participants and researchers. It has also been approved by the

Research and Development Unit at XXXX NHS and xxxx Council.

What will happen to the results of this research?
The findings will be initially written up into a doctoral thesis and then disseminated to

a wide range of audiences in a variety of formats. If you provide an email address to



287

Charlotte Scott she will ensure you are kept informed of the research findings and

invited to attend dissemination events as appropriate.

Payment and Expenses? As a token thank you for your participation in either part of
the research you will receive a £20 High Street voucher. In addition, any travel costs

incurred as a result of your participation will be reimbursed.

Who should I contact if | require further information? If you would like any further
information or have any questions either before or after your participation then

please contact Charlotte Scott:

Either by: (CONTACT DETAILS FOR RESEARCHER AND SUPERVISORS
REDACTED)

Any complaints or concerns about the research should be sent to: Redacted

Thank for taking the time to read this leaflet. Your views and experiences are at the core of the work that mental health workers

do and therefore your input will be greatly valued.
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APPENDIX 7:

School of Healthcare

UNIVERSITY OF LEEDS

Participant Information Sheet: Individuals who have been assessed
under the Mental Health Act
(V4 26/05/15)

Research Title: How do Approved Mental Health Professionals make Decisions
During Mental Health Act Assessments?

Study Number: 15/IEC08/0024

Thank you for your interest in taking part in this research study and for allowing the
researcher Charlotte Scott to observe your recent Mental Health Act Assessment.
Before you decide whether to consent to the use of the information that was
gathered during that observation to be used in the research it is important that you
understand why the research is being done and what it will involve for you. Please
read the following information carefully and discuss it with others if you wish. Please

ask if there is anything that is not clear or if you would like more information.

What is the purpose of the Study?
The focus of this research is on developing a more complete understanding of how
decisions are made by Approved Mental Health Professionals (AMHPS) during

Mental Health Act assessments.

Why have | been invited?

You are being invited to participate in the study as an Approved Mental Health
Professional who is also participating in the study received a referral to carry out your
assessment under the Mental Health Act. The researcher Charlotte Scott is observing
their work to learn more about how AMHP’s make decisions. We would also like to

learn more about your experience of being assessed.
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Do | have to take part?

It is up to you to decide to take part in the research. The researcher Charlotte Scott
will describe the study and go through this information sheet with you after you have
had at least 48 hours to decide. If you agree to take part, she will ask you to sign a

consent form.

What will happen to me if | take part?

There are two stages to the research that we would ask you to consider taking part in:

1. The use of the information gathered during your recent Mental Health Act
assessment. If the assessment was audio recorded this will include a
transcription of what happened or the use of notes if you chose not to agree to

the audio recording.

2. Taking part in a short interview with Charlotte Scott (up to 1 hour) to talk about
your experience of being assessed so that we can learn more about your views
and include these in the research findings. This will be audio recorded, with
your permission, to ensure that what you say is accurately reported, although
you can choose for it not to be audio recorded if you prefer. Charlotte will aim

to carry out this interview at an NHS site that is convenient to you.

What will happen if | don’t want to carry on with the study?
You are free to withdraw your consent to participate at any time. Your care will not

be affected in any way.

If you decide that you do not want the notes/audio recording transcript taken during
your assessment to be used in the research project then your decision will be
respected and all information taken by Charlotte during your Mental Health Act

assessment will be destroyed.
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You can opt to consent only to the notes and audio recording of your assessment
being used in the research if you decide that you do not want to take part in an

interview.

If you decide to take part in an interview then you can also stop this at any time and
withdraw your consent to participate in the research.

Will my taking part in this Research be kept confidential?

Everything you say/report is confidential unless you tell us something that indicates
you or someone else is at risk of harm. We would discuss this with you before telling
anyone else. Any information and data that is gathered as a result of your participation
will only be used for the purposes of research. Charlotte will ensure that any views
and comments you make during the interview will be anonymised in the final research

report, to protect your confidentiality.

What are the benefits and risks of taking part?

While there are no immediate benefits in taking part, this piece of research hopes to
learn more about, and gain valuable information around best practice, for the person
being assessed. It aims to take into account the views, wishes and feelings of people
who have been assessed under the Mental Health Act and learn more about how
involved they are in the decision making during the assessment. It is important to
gather views from a range of perspectives and as you were the person being assessed
you have the best understanding of what that feels like. Gathering this information
may help AMHP’s and other mental health workers to inform their practice by taking

into account the views of the people they assess.

You can also opt in to attending an information session at the University of Leeds,
School of Healthcare to learn more about the Service User and Carer Involvement
advisory group who are involved in deciding future areas of research. You will also
be given information about the Service User Network local to you and ways that you

can contribute to this.
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One possible risk of taking part if you consent to be interviewed by Charlotte is that
you may find talking about your assessment difficult or distressing. You can take a
break from the interview at any time and only have to talk about what you feel
comfortable disclosing. If you would prefer you can ask a supporting person to
attend with you. Your care coordinator will also be made aware that you have been
asked to participate in the research and so you may find it helpful to talk to them

after the interview if you require any support.

What will happen to the results of this research?

The findings will be shared with a wide range of audiences — academic journals,
service user groups, practitioners and policy makers, an open process that seeks to
shed more light on the realities of AMHP practice and decision making and the views
of the people who have been assessed.

Who will be carrying out the Research?

This research will be carried out by Charlotte Scott, whose background is as a Social
Worker and Approved Mental Health Professional (AMHP), but who is carrying out
the research as a doctoral student at the School of Healthcare, University of Leeds.
The research is funded via an Economic and Social Research Council Studentship

to promote Social Work research.

Who has reviewed the research?

This study has been reviewed and given a favourable opinion by the Social Care
Research Ethics Committee. A Research Ethics Committee is a group of
independent people who review research to protect the dignity, rights, safety and
well-being of participants and researchers. It has also been approved by the
Research and Development Unit at XXXXNHS and XXXX Council.

What will happen to the results of this research?

The findings will be initially written up into a doctoral thesis and then disseminated to
a wide range of audiences in a variety of formats. If you provide an email address to
Charlotte Scott she will ensure you are kept informed of the research findings and

invited to attend dissemination events as appropriate.
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Payment and Expenses? As a token thank you for your participation in either part of
the research you will receive a £20 High Street voucher. In addition, any travel costs

incurred as a result of your participation will be reimbursed.

Who should I contact if | require further information? If you would like any further
information or have any questions either before or after your participation then
please contact Charlotte Scott:

Either by:

Or by Post:

Charlotte Scott (Post Graduate Research Student)

The supervisors for this project are:

Any complaints or concerns about the research should be sent to:

Faculty Head of Research and Innovation Support,

Thank for taking the time to read this leaflet. Your views and experiences are at the core of the work that mental health

workers do and therefore your input will be greatly valued.
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APPENDIX 8:

School of Healthcare

UNIVERSITY OF LEEDS

Participant Information Sheet: Individuals who have been assessed
under the Mental Health Act but who chose not to be observed by
the researcher

(V3 24/06/15)

Research Title: How do Approved Mental Health Professionals make Decisions
During Mental Health Act Assessments?

Study Number: 15/IEC08/0024

Thank you for taking the time to read this leaflet. Before you decide whether to take
part, it is important that you understand why the research is being done and what it

will involve for you. Please read the following information carefully and discuss it with
others if you wish. Please ask if there is anything that is not clear or if you would like

more information.

What is the purpose of the Study?
The focus of this research is on developing a more complete understanding of how
decisions are made by Approved Mental Health Professionals (AMHPS) during

Mental Health Act assessments.

Why have | been invited?

You are being invited as the Approved Mental Health Professional who carried out
your recent Mental Health Act assessment is participating in a research study. The
researcher Charlotte Scott is observing their work to learn more about how AMHP’s
make decisions and information that relates to you was discussed as part of this. We

would also like to learn more about your experience of being assessed.

Do | have to take part?
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It is up to you to decide to take part in the research. The researcher Charlotte Scott
will describe the study and go through this information sheet with you after you have
had at least 48 hours to decide. If you agree to take part, she will meet with you to

answer any further questions and ask you to sign a consent form.

What will happen to me if | take part?

There are two stages to the research that we would ask you to consider taking part in:

1 Before your recent Mental Health Act assessment the researcher Charlotte
Scott observed the AMHP and made notes about the work that they carried out
before they met with you. Although you chose not to have your assessment
observed by the researcher we would like to ask you to consider allowing the
information that was gathered before your assessment to be used in the

research.

2 We would also like you to consider taking part in a short interview with Charlotte
Scott (up to 1 hour) to talk about your experience of being assessed so that we
can learn more about your views and include these in the research findings.
This would be audio recorded, with your permission, to ensure that what you
say is accurately reported, although you can choose for it not to be audio
recorded if you prefer. Charlotte will aim to carry out this interview at an NHS

site that is convenient to you.

What will happen if | don’t want to carry on with the study?
You are free to withdraw your consent to participate at any time. This will not affect

your care in any way.

If you decide that you do not want the notes taken prior to your assessment to be used
in the research project then your decision will be respected and all information taken

by Charlotte during your Mental Health Act assessment will be destroyed.
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You can opt to consent only to the notes taken prior to your assessment being used
in the research if you decide that you do not want to take part in an interview.

If you decide to take part in an interview in the weeks after your assessment then
you can also stop this at any time and withdraw your consent to participate in the
research.

Will my taking part in this Research be kept confidential?

Everything you say/report is confidential unless you tell us something that indicates
you or someone else is at risk of harm. We would discuss this with you before telling
anyone else. Any information and data that is gathered as a result of your participation
will only be used for the purposes of research. Charlotte will ensure that any views
and comments you make during the interview will be anonymised in the final research

report, to protect your confidentiality.

What are the benefits and risks of taking part?

While there are no immediate benefits in taking part, this piece of research hopes to
learn more about, and gain valuable information around best practice, for the person
being assessed. It aims to take into account the views, wishes and feelings of people
who have been assessed under the Mental Health Act and learn more about how
involved they are in the decision making during the assessment. It is important to
gather views from a range of perspectives and as you were the person being assessed
you have the best understanding of what that feels like. Gathering this information
may help AMHP’s and other mental health workers to inform their practice by taking

into account the views of the people they assess.

You can also opt in to attending an information session at the University of Leeds,
School of Healthcare to learn more about the Service User and Carer Involvement
advisory group who are involved in deciding future areas of research. You will also
be given information about the Service User Network local to you and ways that you

can contribute to this.
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One possible risk of taking part if you consent to be interviewed by Charlotte is that
you may find talking about your assessment difficult or distressing. You can take a
break from the interview at any time and only have to talk about what you feel
comfortable disclosing. If you would prefer you can ask a supporting person to
attend with you. Your care coordinator will also be made aware that you have been
asked to participate in the research and so you may find it helpful to talk to them
after the interview if you require any support.

Who will be carrying out the Research?

This research will be carried out by Charlotte Scott, whose background is as a Social
Worker and Approved Mental Health Professional (AMHP), but who is carrying out
the research as a doctoral student at the School of Healthcare, University of Leeds.
The research is funded via an Economic and Social Research Council Studentship
to promote Social Work research.

Who has reviewed the research?

This study has been reviewed and given a favourable opinion by the Social Care
Research Ethics Committee. A Research Ethics Committee is a group of
independent people who review research to protect the dignity, rights, safety and
well-being of participants and researchers. It has also been approved by the

Research and Development Unit at xxxx NHS Trust and xxx Council.

What will happen to the results of this research?

The findings will be initially written up into a doctoral thesis and then disseminated to
a wide range of audiences in a variety of formats. If you provide an email address to
Charlotte Scott she will ensure you are kept informed of the research findings and

invited to attend dissemination events as appropriate.

Payment and Expenses? As a token thank you for your participation in either part of
the research you will receive a £20 High Street voucher. In addition, any travel costs

incurred as a result of your participation will be reimbursed.
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Who should I contact if | require further information? If you would like any further
information or have any questions either before or after your participation then

please contact Charlotte Scott:

Either by:

Email

Or by Post:

Charlotte Scott (Post Graduate Research Student)

The supervisors for this project are:

Any complaints or concerns about the research should be sent to:

Faculty Head of Research and Innovation Support,

Thank for taking the time to read this leaflet. Your views and experiences are at the core of the work that mental health workers

do and therefore your input will be greatly valued.
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APPENDIX 9

Information for person who has been assessed under the Mental Health Act
(V103/01/15)

Thank you for allowing me to observe your Mental Health Act Assessment today.

My name is Charlotte Scott and | am a post graduate research student at the
University of Leeds, School of Healthcare. | am carrying out this research to
understand more about how Approved Mental Health Professionals make
decisions during Mental Health Act assessments.

This research has been approved by the ..... Research Ethics Committee.

| will contact you again in the next few weeks to explain the research in more
detail and to ask you to consider consenting to me using the information that |
gathered today, in the research. Until | have checked this with you | will keep
your information safe and confidential and not use it for the purposes of
research unless you agree that | can.

If you have any questions in the meantime | can be contacted via email: or
telephone: Please note that | am not at my desk on a regular basis but will return
your call as soon as | am able.



