
SASW Mental Health Officers 
Forum

Annual Study Day Conference 
2018

Co-production, care, capacity & complexity:

The role of the mental health social worker in 2018

In collaboration with:

With thanks to Scottish Government, 

Chief Social Work Adviser’s Office



Welcome
Trisha Hall, SASW National Director &

Alistair Brown, Chair, SASW MHO Forum

#SASWMHO2018



Join the conversation on Twitter 

#SASWMHO2018

Housekeeping

Muster point @ 

West Car Park

Free WiFi available: SRU GUEST

#SASWMHO2018



Perspective from the Scottish 
Government

Clare Haughey MSP, Minister for Mental Health

Scottish Government

#SASWMHO2018



Adults with Incapacity Reform

Kirsty McGrath,

AWI Reform Team

#SASWMHO2018



WELCOME

Aims for today

• Pass on results from recent AWI consultation

• Advise main themes emerging from consultation

• Set out next steps



 Clear need for change to legislation.

 Even more need for change to practice.

 Consultation does not go far enough in meeting requirements of 
UNCRPD.

 Actions needed to provide support for decision making, and 
support for carrying out decisions.

 Must strike right balance between supporting individuals and 
upholding their rights and viable provision of care and support.  
Consultation does not do this.

Overall view and main themes

316 responses

Themes emerging



 Multi agency training needed.

 Independent advocacy should be given same status in AWI 
legislation as it holds in Mental Health legislation.

 Must avoid overly prescriptive legalistic systems.

 Agreement around areas of law needing change – less so on how 
to achieve effective change.

Overall view and main themes

316 responses

Themes emerging



Question: Do you agree with the proposal for a 3 grade guardianship system?
149 Responses 47.9% of Respondents

Yes - 79

 Speedier to put in place

 Simpler

 More flexible

 Tailored to circumstance

 More accessible

 Less expensive

No - 54

 50% concerns about grade 1

 Not enough safeguards

 Powers too wide

 No judicial scrutiny

 Articles 5,6,8 ECHR

 Financial abuse

 More bureaucracy

 Adults’ views

 Art 12 UNCRPD - Support for 
decision making



Do you agree that there is a need for a short term placement order within the 
AWI legislation?

Does our approach seem correct or are there alternative steps we should take?

YES - 95

 Significant majority in favour of a short term 
placement in principle BUT 

 Uses different approach similar to short term 
detention orders under Mental Health Act?

 Must ensure such an order does not lead to 
longer term order by default.

 Safeguards needed to ensure not a short cut 
to guardianship.

 Concern about resources needed – without 
these no order can be given effect.

 Any action must be taken in the context of full 
support for decision making for the adult.

NO - 9

 Supported decision making is the 
answer.

 Not enough detail provided to 
support the proposal.



Clear need for short term order – but how such an order would 
be granted and operate needs much more thought.

Need to address concerns around 13ZA.  Once we have clarity 
around the new nature of guardianship, the form of short term 
orders and the shape of support for decision making, easier to 
see context in which a version of 13ZA might operate.



 Deprivation/restrictions on liberty

 Graded guardianship/forum for AWI casework

 Support and training for attorneys and guardians

Work to continue in house on other aspects of reform.

Involvement of service users/carers and professionals essential in 
getting things right.

Changes will be tested out with stakeholders in early 2019.

Aim of legislation within current Parliament session.

SUMMARY

Short term working groups in the autumn looking specifically 

at;



The Views and Experiences of 
Patients, Named Persons, 
Practitioners and Members of the 
Mental Health Tribunal for Scotland 
Project

Professor Jill Stavert, 

Napier University
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The Mental Health Tribunal for Scotland: The views and experiences of 

Patients, Named Persons, Practitioners and Members project

 Project Period: 1st October 2017 until 30 September 2020.

 The project is Scotland-wide and has four phases.

 Funder: Nuffield Foundation 



Project team 

 Professor Jill Stavert, Centre for Mental Health and Capacity Law , School 

of Health and Social Care, Edinburgh Napier University  (Principal 

Investigator)

 Professor Michael Brown, School of Midwifery and Nursing, Queen’s 

University Belfast (Co-Investigator) 

 Aisha Macgregor, Centre for Mental Health and Capacity Law , School of 

Health and Social Care, Edinburgh Napier University (Project Research 

Assistant) 



Aims and objectives of the project 

 To investigate and analyse the profile of the referrals made to, and the scope 
of the work undertaken by, the Mental Health Tribunal for Scotland (MHTS);

 To investigate the views and experiences of patients, their Named Person, 
health and social care practitioners and Tribunal members of the MHTS 
processes and decisions; and 

 To investigate the extent to which the Tribunal gives effect to the Mental Health 
(Care and Treatment)(Scotland) Act 2003 principles and to international 
human rights standards. 



Note!

 The project will not involve any investigations into, or provide advice and 

guidance on, specific cases.    

 The focus of the project is experiences of the MHTS and its role. 



Project phases 

 Phase One: 

 Literature review relating to mental health tribunals and their processes and decisions 
and related law and human rights [complete]. 

 Ethical approval [obtained]. 

 Establish the Scottish National [complete, meetings started] and International 
Advisory Boards [ongoing]. 

 Phase Two:

 Collection and analysis of information currently held by the MHTS [complete]

 Recruitment of 200 participants – a purposive sample [ongoing]. 



Project phases

 Phase Three:

 One-to-one interviews with 60 patients and  20 Named Persons. 

 The patients will be drawn from adolescent mental health, people with learning disabilities, 
older people with dementia and other associated mental disorders, acute mental illness and 
forensic patient groups. 

 Focus groups involving 60 health and social care professionals and 60 MHTS panel 
members which will again be carried out across Scotland. 

 Phase four

 Final report writing.

 Publication and dissemination. Where appropriate, reliable interim findings will also 
be communicated to stakeholders during the project by the project team.    



Scottish Advisory Board 

 Essential that the information collected during the project provides a thorough 
and representative view of the operation of the MHTS. 

 The Board will consist of representatives from stakeholder organisations, and 
user and carer groups. 

 Board’s role: to provide expert guidance and advice to the project team 
throughout the project to ensure that the voices of patients, carers and other 
persons are included in the collection of information and communication of 
project findings. 

 Will meet at 3-4 monthly intervals throughout the duration of the project. 



International Advisory Group 

 Virtual board.

 Academics, practitioners and key stakeholders from across the world. 

 Its role is similar to that of the Scottish Advisory Board but its focus will 

mainly be on identifying international/comparative issues.



International literature review:

research questions 

What are the views and experiences of 
patients, supporters and carers, and 
stakeholders of mental health tribunals? 

 To what extent do mental health tribunals 
give effect to person-centred and legislative 
principles and human rights standards? 



International literature review findings: 

key themes 

Participation
Information & 
understanding 

Patient 
representation

Perceptions of 
fairness

Power of the 
medical 
domain 

Feelings of 
powerlessness

Risk 
Impact on 

relationships 



Further project information 

Professor Jill Stavert

Centre for Mental Health and Capacity Law 

School of Health and Social Care

Edinburgh Napier University

Sighthill Campus

Edinburgh

EH11 1BN

Tel: 0131 455 4553

Email: j.stavert@napier.ac.uk

mailto:j.stavert@napier.ac.uk


A Tough Nut to Crack

Jo McFarlane,

Poet & Essayist
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Social work and mental health practice 
across the UK: a BASW perspective

Dr Ruth Allen Chief Executive, BASW

www.basw.co.uk @BASW_UK  @ruthallenonline

#SASWMHO2018

http://www.basw.co.uk/
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This is core stuff of social 
work

….how we live and form social bonds, how 
we are brought up, educated, loved and 
cared for, protected and helped to recover 
from set-backs and trauma, are central to 
how we feel and how we experience our 
own mental health – at any age….

#SASWMHO2018



Dainius Puras, UN Special Rapporteur on the right 
to health, 2017 report on mental health to the 
Human Rights Council condemned neglect of:

‘the preconditions of poor mental health’, including 
violence, disempowerment, social exclusion, and 
harmful conditions at work and school’

‘The crisis in mental health should be managed not 
as a crisis of individual conditions, but as a crisis of 
social obstacles which hinders individual rights. 
Mental health policies should address the ‘power 
imbalance’ rather than ‘chemical imbalance’’.

#SASWMHO2018



What will BASW do?

1. Work collectively to emphasise and promote social work’s role in 
protecting rights and finding least restrictive solutions for citizens at 
points of crisis through being AMHPs (England and Wales), ASWs (NI  and 
MHOs (Scotland)

2. Assert social work’s position in the mental health workforce and promote 
social approaches to individuals, families and communities, in prevention 
and early help - a Movement for Social Approaches in Mental Health

3. Promote the mental welfare of social workers at work through our 
working conditions improvement campaign, and with multiprofessional
colleagues – Action of Careworker Wellbeing 



Be part of change

Be part of your professional association

ruth.allen@basw.co.uk

#SASWMHO2018
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The Power Threat Meaning 
Framework 

Professor Dave Pilgrim,

British Psychological Society
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The Power Threat Meaning Framework

Professor David Pilgrim, 

Universities of Liverpool and Southampton



‘The DCP is of the view that it is timely and 

appropriate to affirm publicly that the current 

classification system as outlined in DSM and ICD, in 

respect of the functional psychiatric diagnoses, has 

significant conceptual and empirical limitations. 

Consequently, there is a need for a paradigm shift in 

relation to the experiences that these diagnoses refer 

to, towards a conceptual system not  based on a 

‘disease’ model’ (May 2013)

35

DCP Position Statement on ‘Classification of 

behaviour and experience in relation to functional 

psychiatric diagnosis’ (2013):



It is NOT

• An official DCP or BPS model

• A replacement for existing models. It draws together many of 

them within a larger overall framework.

• For professional or service use only

• Easy to read! (Full online version 200,000 words. Shorter 

printed version 50,000 words.)

It IS

• A set of ideas (a conceptual resource) for everyone to draw on

• Inclusive of but wider than formulation and trauma-informed 

practice

• A first stage, in need of much work to translate it into practice 

36

The Power Threat Meaning Framework is not:



The Power/Threat/Meaning framework poses these 

core questions:

• 'What has happened to you?’ 

(How is Power operating in your life?)

• ‘How did it affect you?’ 

(What kind of Threats does this pose?) 

• ‘What sense did you make of it?’ 

(What is the Meaning of these experiences to you?) 

• ‘What did you have to do to survive?’ 

(What kinds of Threat Response are you using?) 



Your strengths and your story

In one to one clinical, peer support or self help work this then 

leads to the questions:

• What are your strengths?’ (What access to Power resources

do you have?)

• …..and to integrate all the above: ‘What is your story?’



• The means of obtaining security and advantage

• Being able to influence your environment to meet 

your own needs and interests

'What has happened to you?’ 

(How is Power operating in your life?)



• Legal power may involve coercion but also rules and sanctions supporting  or limiting 
other aspects of power, offering or restricting choices

• Economic and material power involves having the means to obtain valued 
possessions and services, to control others’ access to them and to pursue valued 
activities

• Interpersonal power refers  to power within close relationships, the power to look 
after/not look after or protect someone, to leave them, to give /withdraw /withhold 
affection etc 

• Biological or embodied power operates through the possession of socially valued 
embodied attributes  eg:  physical attractiveness, fertility, strength, embodied talents 
and abilities, physical health

• Coercive power or power by force involves any use of violence, aggression or threats 
to frighten, intimidate or ensure compliance

• Social/cultural capital – a mix of valued qualifications, knowledge and  connections 
which ease people’s way through life and can be passed indirectly to the next 
generation in a kind of symbolic inheritance process

• Ideological power involves control of language, meaning, and perspective

Some forms of power . . . 



The particular importance of  ideological power - power 

over meaning, language and perspective . . .

• Probably the least obvious and least acknowledged form of 

power

• It is part of every other form of power

• It is when our thoughts, beliefs and feelings are ignored, 

discounted or disbelieved and alternative meanings may be 

imposed instead

• It shapes the ways we make sense of our life situations 

• In mental health and the criminal justice system, it is often 

used to turn social problems into individual ones and 

diagnose or define people as ‘bad or mad’

41



• Unpredictability and lack of control over your life 

• Entrapment – unable to escape damaging environments

• Conflict – internal, relationships, social

• Negative views and stereotypes about you and/or your 

social group

• Repeated exposure to violence, aggression, humiliation, 

criticism etc 

Some consequences of the negative operation 

of power . . .



• Relationships  eg threats of rejection, abandonment, 

isolation 

• Emotional – eg threats of overwhelming emotions,  loss 

of control

• Social/community – eg threats to social roles, social 

status, community links

• Economic/material – eg threats to financial security, 

housing, being able to meet basic needs

‘How did it affect you?’ 

(What kind of Threats does this pose?) 



• Environmental – eg threats to safety and security, to 

links with the natural world – e.g. living in a dense 

urban or high crime area 

• Bodily – e.g. threats of violence, physical ill health

• Value base – e.g. threats to your beliefs and basic 

values

• Meaning making – e.g. threats to ability to create 

valued meanings about important aspects of your life/ 

imposition of others’ meanings

More on threats



Human beings actively make sense of their world, and their 
behaviour is purposeful and meaningful

But what do we mean by ‘meaning’?

45

‘

‘What sense did you make of it?’ 

(What is the Meaning of these experiences to 

you?) 



INDIVIDUAL MEANINGS ARE NEVER JUST FREELY 
CHOSEN

Instead, meaning is both ‘made and found’ (Shotter)

Meaning is inseparable from:
• Bodies and feelings
• Memories
• Language
• Social relationships 
• Environments
• Power, Threat and our responses to those threats

46

Meanings are never just personal and 
individual



We have all evolved to be able to respond to threats, by reducing or 

avoiding them, adapting to or surviving them, and trying to keep 

safe.

These threat responses are biologically-based but are also 

influenced by our past experiences, by cultural norms, and by what 

we can actually do in any given circumstances.

They are on a spectrum from automatic (more biologically-based) 

to more personally and culturally-shaped.

‘What did you have to do to survive?’ (What kinds 

of Threat Response are you using?)



• Preparing to fight, flee, escape, seek safety

• Giving up (‘learned helplessness’, apathy, low mood)

• Being hypervigilant

• Having flashbacks, phobic responses, nightmares

• Having rapid mood changes

• Amnesia/fragmented memory

• Hearing voices, dissociating, holding unusual beliefs

• Restricting our eating, using alcohol

• Denial, avoidance

• Overwork, perfectionism, 

48

Some examples of threat responses  



Psychiatric practice obscures the links between threats and threat 

responses by imposing a diagnosis and then ‘treating’ an ‘illness.’ 

The Power Threat Meaning Framework shows how we can restore 

those links. 

At one level this is common sense. We all know that people living in 

poverty are more likely to feel miserable and desperate (‘depression’) 

and we now recognise that abuse and trauma makes it more likely 

that people will hear voices (‘psychosis’ or ‘schizophrenia.’) 

But a number of factors combine to conceal these links – from the 

person and from society as a whole.

Linking Threats to Threat Responses

Restoring the link between Threats and Threat 

Responses – a main purpose of the Framework



• The threat (or operation of Power) may be less obvious because 

it is subtle, cumulative, and/or socially acceptable. 

• The threat is often distant in time. 

• The threats may be so numerous, and the responses so many and 

varied, that the connections between them are confused and 

obscured. 

• There may be an accumulation of apparently minor threats and 

adversities over a very long period of time

• The threat response may take an unusual or extreme form that is 

less obviously linked to the threat; for example, apparently 

‘bizarre’ beliefs, hearing voices, self-harm, self-starvation. 
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• The person in distress may not be aware of the link themselves, 

since memory loss, dissociation and so on are part of their coping 

strategies. 

• The person in distress might have become used to overlooking  

possible links, because acknowledging them felt dangerous, 

stigmatising or shaming 

• Overlooking or ignoring the links may be encouraged by:

• Messages about personal blame, weakness, culpability etc.

• Messages about personal responsibility, not complaining, 

being strong etc.



• Mental health professionals are trained to obscure the link 
by giving and using diagnoses which imposes a powerful 
expert narrative of individual deficit and illness

• There is widespread resistance to recognising the reality and 
impact of threats and the negative impacts of power

• There are many vested interests (personal, family, 
professional, organisational, community, business, 
institutional, economic, political) in disconnecting Threats 
from Threat Responses - and thus preserving the ‘illness’ 
model.



We have provisionally outlined 7 evidence-based General 

Patterns which cut across: 

• Diagnostic categories

• Specialties (MH, addictions, OA, Child, criminal justice, 

health)

• ‘Normal’ and ‘abnormal’

• People who are psychiatrically labelled and all of us

Evidence-based General Patterns 



Seven evidence-based General Patterns

1. Identities  

2. Surviving rejection, entrapment, and invalidation   

3. Surviving insecure attachments and adversities as a child/young person  

4. Surviving separation and identity confusion 

5. Surviving defeat, entrapment, disconnection and loss  

6. Surviving social exclusion, shame, and coercive power   

7. Surviving single threats 
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The Wilma MacDonald Award
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MHO of the Year 2018



Round table discussion

4 sheets:

• Co-production

• Care

• Capacity

• Complexity

Based on what you heard today, and your practice 
experiences, which subject heading resonates the most and 
why, and then explore this further. You can do more than one 

– if time!

Write on the sheet – question and/or comment for Panel

#SASWMHO2018



Panel Discussion

Mary Jo Furlong
Practice Coordinator, Learning Network West

Anne Tavendale
Learning & Development Manager, SSSC

Pearse McCusker
Senior Lecturer Social Work, Glasgow Caledonian
University

Jo McFarlane
Poet & Essayist

Dr Julie Christie, 
Region Manager, HammondCare

Dr Jane Kellock
Head of Social Work Strategy & Development, Social Work 
Scotland#SASWMHO2018
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