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Abstract 
This thesis is concerned with professional education.  It explores the experiences of 
Approved Mental Health Professionals (AMHPs) in their first year of qualified practice 
and how they learn to practice as an AMHP.  The AMHP has a pivotal role in 
implementing the Mental Health Act 1983.  The study took a social constructionist 
approach.  Data was gathered via semi-structured interviews with a total of seven 
participants from two successive cohorts of an AMHP course.  Participants were 
interviewed at least twice during their first year in practice.  All were qualified social 
workers.  Interview transcripts were analysed by a process of thematic analysis. 
  
The AMHP course enabled the participants to successfully engage in AMHP practice 
once qualified.  As students, the participants experienced elements of AMHP practice 
with limited responsibility or accountability.  Once qualified and warranted, the 
participants were quickly acting independently, with overall responsibility for the 
coordination and outcome of referrals.  This represented a significant development in 
their practice, learning to manage uncertainty and emotional distress, with higher 
levels of risk and professional responsibility than as social workers.  There was limited 
opportunity for engagement with other AMHPs.  The focus on the early stage of 
professional development of AMHPs is an original contribution with no literature 
currently considering this.  The application of an ontological and epistemological 
perspective on professional education has rarely been used with social workers or 
AMHPs.  Whilst students engaged in situated learning with qualified AMHPs there was 
no evidence of them being part of a community of practice.  The newly qualified 
AMHPs were negotiating their professional role and continued to identify primarily as 
social workers, with the AMHP role being a ‘hat’ they put on.  The participants’ 
development of the AMHP role and practice was informed by their experiences of 
managing risk and being professionally independent and accountable during Mental 
Health Act assessments.  
  
A greater focus should be placed on the learning trajectory to becoming an AMHP, 
from initial social work qualifying education, through the AMHP course and into 
practice.  This includes developing a distinctive AMHP discourse, based on a 
sociological perspective on mental distress and on mental health legislation.  In their 
first year of practice, AMHPs need greater support developing their understanding of 
their professional role, either spending a probationary period as a full-time AMHP, or 
through a structured period of supervised practice. 
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Chapter 1: Introducing the Scope and Purpose of this Thesis 
 

1.1 Introduction 
 

This thesis contributes to the debate about the nature of professional education, in 

particular the education of Approved Mental Health Professionals (AMHPs), who have 

a pivotal role in the operation of the Mental Health Act 1983 and the forcible detention 

and treatment of individuals deemed to be mentally disordered and in need of 

psychiatric treatment.  The study itself is not directly concerned with pedagogy, as it 

is not a study of teaching practice, but it is pedagogical as one of the areas of interest 

is how (or indeed if) students apply the learning and teaching from the AMHP course 

in their first year of practice.  At the heart of this thesis is the question of how individuals 

learn to practise in a new role, one that is significantly different from their previous 

experience as social workers working for a local authority, which places them at the 

core of a system of coercion and control over individuals deemed to be mentally 

disordered.   

 

To place the role of the AMHP in context, in 2020-21 there were a total of 53,239 new 

detentions under the Mental Health Act 1983; some of these will be the same person 

more than once, but the statistics do not provide this level of detail (NHS Digital, 2021).  

This was an increase of 4.5 per cent on the previous year.  The known detention rate 

for men (94.8 per 100,000) is slightly higher than for women (87.9 per 100,000), whilst 

known rates of detention for those identified as ‘Black or Black British’ (343.5 per 

100,000) were over four times higher than for those identified as ‘White’ (74.7 per 

100,000).  The recent review of the Mental Health Act commissioned by the 

government (Wessley, et al., 2018) acknowledged that the number of detentions under 

the Mental Health Act 1983 had risen steadily in the preceding 10 years, and that this 

reflected more individuals being detained rather than some individuals being detained 

more often. 

 

The power of the state to forcibly detain the ‘mad’, as a solution to the perceived threat 

to public safety and the maintenance of social order, is as old as the legal framework 

in this country (Bartlett and Sandland 2014).  Since the nineteenth century this power 

has been the jurisdiction of the medical profession, supported by other functionaries 
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of the state whose role was to identify the ‘mad’ in the community and ensure they 

were brought before the appropriate authorities and then transported to hospital if 

required (Hargreaves 2000).  The current legislation for codifying the circumstances 

in which an individual can be detained, and the process by which it happens, is the 

Mental Health Act 1983 (hereafter the MHA 1983), and the accompanying Code of 

Practice.  Bartlett & Sandland (2014) suggest that the Mental Health Act 1983 is an 

interplay of psychiatric and legal concepts: 

The two languages, law and psychiatry, speak sometimes symbiotically and 
sometimes in an uneasy juxtaposition…Each are paradigms of rationality in 
their way, and thus each is faced with the same problem: how to impose order 
onto madness, a realm which would seem ex hypothesis to be lacking order, to 
be irrational. 
(Bartlett & Sandland, 2014: p. 1) 

 

Within the MHA 1983 the only mental health professional with the legal power to detain 

an individual for compulsory psychiatric assessment and treatment – and impose 

order onto ‘mental disorder’ - is the Approved Mental Health Professional.  The Mental 

Health Act articulates the AMHP role in detention succinctly in Section 13(2): 

Before making an application for the admission of a patient to hospital an 
approved mental health professional shall 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 of which the patient stands in need. 
 

This first chapter will introduce the scope and purpose of this thesis.  As it is a 

qualitative study the initial chapter will begin with an account of the background to the 

study and my motivation as a university academic, and former Approved Social 

Worker, as part of embedding reflexivity (Dean, 2017) in this research.  This leads into 

a discussion of the rationale and the focus for this study, followed by a critical account 

of the professional education of the AMHP.  The chapter continues with outlining the 

research question, how it was developed, and the aims for the study.  The chapter 

concludes with an outline of the structure of the thesis. 
 

1.2 Background and motivation 
 

As part of embedding reflexivity in this thesis it is important to consider my personal 

perspective and begin to question my assumptions and how my identity interacts with 

the research (Dean, 2017).  From 2008 until 2017 I was course leader of a programme 
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of professional education that is a pre-requisite to becoming an Approved Mental 

Health Professional.  I remain involved with the course, as a lecturer, and a personal 

tutor for students.  I also contribute to the continuing professional development (CPD) 

of local AMHPs.  Before becoming a full-time social work academic, I had worked for 

8 years (since qualifying as a social worker) as a local authority mental health social 

worker and latterly, for 5 years, also as an Approved Social Worker (ASW) – the ASW 

role was the forerunner of the current Approved Mental Health Professional role.  The 

perspective I bring to this thesis is informed by these two roles, which I will explore 

individually.  Taken together these roles have led me to question whether I am an 

Insider Researcher, and this will be explored in the Methodology chapter. 
 

1.2.1 My time as an Approved Social Worker 
 

I remember the ASW role as both a source of anxiety, waiting to be called out when 

on duty, but also professional pride when I intervened in someone’s life in a way that 

I perceived gave some hope of recovery from whatever crisis they were in. My ASW 

training was a transformative journey that changed how I viewed the world.  I visited 

strange new worlds of which I had no prior experience, such as the inside of police 

custody, and met people whose view of reality was significantly different from mine 

(both service users and psychiatrists).  I entered situations where emotions were 

running high, with pressure for me to ‘do something’.  This usually meant removing 

the individual labelled as mentally unwell, who was seen as a source of distress for 

those around them.  I learnt to project my authority and calm situations down, but also 

that this was what was expected of me in the situation. I also learnt what it felt to make 

a decision that I believed was ‘right’, and decline to detain an individual, even when 

everyone else (which often included the psychiatrists and the person’s family) believed 

I was wrong.  I have memories of Mental Health Act assessments that still evoke an 

uncomfortable emotional response. 
 

My experience as an Approved Social Worker was that I felt I was entering a territory 

dominated by psychiatry.  As a mental health social worker for a local authority, I had 

regular, if limited, contact with psychiatrists.  This was often in a weekly team meeting 

or when I visited the hospital and attended a ward round.  However, in a Mental Health 

Act assessment my involvement with psychiatrists was more intensive.  I could spend 
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several hours with one or often two psychiatrists, from initially meeting to discuss the 

assessment we were doing, through interviewing the ‘patient’ together, then finally 

discussing the outcome of the assessment.  I felt my presence was tolerated.  I had a 

legal authority that psychiatrists lacked, even though they had a significantly 

professional status than myself.  However, I was never comfortable and felt as if I was 

an interloper in their world.  Part of this feeling of being an interloper related to having 

to learn a new language, to be able to communicate with the psychiatrists.  I also had 

to consider how the power balance was different in my ASW role compared to my 

substantive role as a mental health social worker.  As an ASW I might disagree with a 

psychiatrist and decline to detain someone, despite their desire to see them detained 

(and often ward nurses would be particularly unhappy with this decision), but I might 

still have to work day-to-day in my social work role with the same psychiatrist in a 

community mental health team.  In principle a professional disagreement such as this 

was normal, but it was still impossible not to be aware of the longer-term 

consequences of being seen as obstructive. 

 

I have reflected upon whether my experiences as an Approved Social Worker included 

feeling like an ‘imposter’ as opposed to feeling an ‘interloper’.  There were elements 

of Imposter Syndrome (Clance & Imes, 1978), such as feeling that I would be 

challenged by psychiatrists and found not to be their intellectual equal, despite having 

a first degree and professional qualifications.  There were occasions when I chose not 

to reveal my real thoughts about a situation, certainly when I was newly qualified, and 

went along with the views of the psychiatrists.  This could be seen as a form of 

“intellectual flattery”, which is associated with Imposter Syndrome.  There were 

elements of both being an ‘interloper’ and an ‘imposter’.  As a social worker I was 

entering a medicalised environment, both in my interactions with the doctors and when 

I visited hospitals – either to admit someone or assess someone who was an inpatient.  

On those occasions I was acutely aware of being the only professional present who 

was not part of the health service, and whose professional knowledge base was 

different from both the doctors and nurses, who appeared to have a predominantly 

biomedical perspective.  When I attended wards to carry out Mental Health Act 

assessments it was often difficult to find a nurse to talk to, or a room I could use to see 

the person being assessed.  My perception was that nursing staff were sometimes 

irritated by my presence and my requests – adding to a sense of being an ‘interloper’.  
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My presence was also strictly limited to my role as an ASW, and once that role ended, 

I had no reason to be on the ward and I would leave, sometimes with a sense of relief. 

 

I was conscious from my interactions with psychiatrists that they generally interpreted 

the behaviour and experiences of the individuals we were assessing through a 

different lens.  Often the outcome was the same – we would agree that the ‘risk’ meant 

there was no alternative to detaining the individual.  However, there were occasions 

where my interpretation of the situation was so divergent from the psychiatrist’s that 

even though there was ‘risky’ behaviour I would not detain.  Conversely, there were 

situations where however ‘risky’ the behaviour the psychiatrists would be adamant 

they would not admit the person to hospital.  This was particularly the case where the 

individual had been given a diagnosis of ‘personality disorder’. 

 

My other significant experience as an Approved Social Worker was that I felt as if I 

belonged to a community of Approved Social Workers, which I joined once I was 

qualified.  This was a source of support for me, even though I acted independently as 

an ASW, and I felt a sense of belonging.  However, an experience of being present in 

a lecture theatre with a large group of local Approved Mental Health Professionals 

made me reflect on whether they were a community.  Although I knew most of the 

people present (they had been students on the Approved Mental Health Professional 

course since I have been involved with it) I was simply assuming that they were 

somehow connected with each other and formed a community.  However, I had no 

evidence for the existence of this community, other than the connection I had with 

those present and my own experience as an ASW. 
 

1.2.2 Being an academic 
 

Whilst I was working as an ASW, I studied for a master’s degree in Mental Health.  

The master’s degree introduced me to the ideas of Foucault in relation to psychiatric 

discourse and how professions such as psychiatry could be understood as a means 

of controlling individuals who were deemed to be a risk to social order (Foucault, 

1965).   Taken with my experiences of working with psychiatrists, this perspective 

made me critical of the ASW role, and how psychiatric discourse operated on both an 

individual and societal level.   I was appointed as a full-time social work academic in 
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August 2005 and ceased to be an ASW.  In 2008 I became course leader for the ASW 

course and led the revalidation of the course into an AMHP course, following the 

implementation of the changes in the Mental Health Act 2007. 

 

I have not practised as an ASW since 2005, during which time the Mental Health Act 

has evolved and so has the AMHP role.  However, the fundamental concerns I have 

regarding the AMHP as an agent of social control and the contested nature of 

psychiatry and psychiatric diagnosis have remained and been strengthened as I have 

listened to student AMHPs recount their experiences on placement.  Becoming an 

academic introduced me to a range of perspectives on how students learn to practice 

within a particular professional field, in particular the social dimension to learning, such 

as situated learning (Lave & Wenger, 1991) and the Communities of Practice model 

(Wenger, 1998).  I am interested in the social aspect of how an individual learns to 

practice as an AMHP, in the context of a powerful psychiatric discourse (Tew, 2011) 

as well as an expectation that professionals manage the ‘risk’ presented by mental 

disorder (Warner, et al., 2017).  I have become concerned that the decision whether 

to detain an individual or not is primarily a moral decision, rather than a technical, 

clinical decision.  This is an aspect of the AMHP role that I encourage students on the 

course to reflect upon, using the literature on mental health ethics as a relevant source, 

starting with the edited text ‘Mental Health Ethics: The human context’ as a primer 

(Barker, 2011).  Over the course of this research, I have questioned my professional 

identity.  In writing this thesis I have started to question how I negotiate my identity as 

an academic and the potential parallels between how the newly qualified AMHPs 

negotiate their identities as both social workers and AMHPs (see Chapter 6) and how 

I negotiate my identity as an academic working across both social work and AMHP 

courses.  

 

My experience as an academic has made me consider the function that the AMHP 

has in society and how this relates to the pedagogy of the AMHP course.  The 

pedagogic perspective in this thesis is influenced by the work of Friere (1971) (cited 

in Murphy, 2008) and his view that the role of education is to enable students to 

develop a critical view of the reality they live in.  My motivation for this thesis therefore 

is to explore the journeys the participants have made after graduating from the AMHP 
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course, and to understand how they have learnt to practise as Approved Mental Health 

Professionals.  The rationale for this thesis will now be explored in more detail. 
 

1.3 Rationale for the study 
 

The AMHP embodies the Mental Health Act 1983 (MHA 1983) and translates the 

wording of the Act into real life consequences for those people they assess.  

Professionals working in mental health services, for example social workers or 

community mental health nurses, carry out complex assessments of risk, and make 

professional decisions regarding an individual’s care and treatment.  However, the 

AMHP role differs from this in two important ways: 
• The AMHP is pivotal in the operation of the MHA 1983 – no other professional can 

detain individuals in psychiatric hospital, other than using short-term holding 

powers.  The role of the AMHP is to bring a ‘social perspective’ to the assessment, 

though this is not defined further within the legislation or code of practice (Bartlett 

and Sandland 2014).  The AMHP is the legal ‘applicant’ under civil sections of the 

MHA (i.e., those not imposed by a court as part of the criminal justice system).  If 

the detention takes place in the community the AMHP also has the “…all the 

powers, authorities, protection and privileges which a police constable has…” 

(section 137(2) MHA 1983) to take and convey them to hospital.  The decision to 

detain someone can weigh heavily on an AMHP, affecting them emotionally and 

even physically (Gregor 2010; Morriss 2015). 

• Most mental health professionals work within a framework of management and 

supervision and can be directed in their work or decision-making by a line manager.  

The AMHP is legally independent of their employer under section 13(1) MHA 1983, 

and cannot be directed in their decision-making by anyone, including doctors. 
Once the referral has been passed to an AMHP by a local authority they deal with 

it ‘on behalf of’ that local authority; the conduct and outcome of the assessment is 

entirely the legal responsibility of the AMHP (Jones, 2018) and it is the AMHP who 

would be subject to any legal proceedings.  Because they are acting as a public 

authority (on behalf of a local authority) it is unlawful for an AMHP to act in a way 

that is incompatible with an individual’s rights under the European Convention on 

Human Rights (enacted in English law through the Human Rights Act 1998).   
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The AMHP role in an assessment of an individual under the MHA 1983 also gives the 

AMHP a status and authority they do not necessarily experience as an individual 

mental health professional.  In general terms psychiatry and psychiatrists dominate 

mental health services, through the operation of the biomedical model in 

understanding and responding to mental distress (Tew 2011).  However, during a 

Mental Health Act assessment the doctors do not have the authority to detain an 

individual – the final decision rests with an AMHP.  Doctors may decline to give a 

medical recommendation for detention, effectively meaning an AMHP cannot make an 

application to detain someone, but they cannot – in principle – overrule an AMHP and 

require them to detain someone (though they may put pressure on them to do so). 
 
Another issue for AMHPs is that the Mental Health Act 1983 is a broad piece of 

legislation, applicable across all ages and a wide diversity of scenarios.  For example, 

it is possible for an AMHP taking referrals on duty to assess a 14-year-old with 

anorexia one day, then an older person with dementia the next time, and a young adult 

with a learning disability who is presenting as distressed and aggressive the next.  

Added to this are the wide range of people arrested by the police under section 136 

Mental Health Act 1983, because they suspect they have a mental disorder and are 

“…in immediate need of care or control…”, who are expected to be assessed by an 

AMHP within 6 hours of arriving in custody.  The participants in this study are mostly 

experienced adult social workers, either with ‘working-age’ adults or older people.  

Only one participant had a background in working with children and young people, and 

they were potentially disadvantaged when assessing adults.  This issue is explored 

further in Chapter 6. 

 

In summary, the AMHP is expected to make a potentially life-changing decision in a 

period of crisis for the person being assessed and is legally accountable for this 

decision in a way that they are not whilst working as a social worker (when it is their 

employer who is legally responsible for their decisions).  Whilst practising as social 

workers, the individual AMHPs in this study may be called upon to make decisions 

that can have a significant impact.  An example would be making decisions under the 

Mental Capacity Act for someone regarding where they will live.  However, as an 

AMHP, one is implementing mental health policy and legislation at its most coercive 

and controlling.  The rationale for this study is therefore based upon the complex 
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nature of the AMHP role and how significantly this differs from an individual’s day-to-

day professional role, and a concern with how individuals learn to practise as an 

AMHP, through their experience of a course of professional education and subsequent 

initial experience of qualified practice. 
 

1.4 Focus of the study 
 

As stated in 1.1, this study is pedagogical.  The term pedagogy is widely used, and 

the definition is often assumed to be self-evident i.e., the study of teaching, but there 

are several aspects of pedagogy suggested by Murphy (2008) that are relevant to this 

study.  Firstly, contemporary theories of pedagogy commonly assume that individuals 

are active agents in the construction of knowledge and meaning along with educators.  

Secondly, citing Brown et al (1989), Murphy suggests that all learning is situated, that 

‘activity, concept and culture are interdependent’ (Brown et al, 1989: p.33).  Learning 

cannot be divorced from the social context in which it takes place.  Wenger (2008) 

suggests that learning to practise involves negotiating ‘ways of being’ (ibid, p.104) 

within a social context, through engagement with others, and that practice and identity 

can be understood as mirror images of each other.  The relevance for this study is that 

Wenger also suggests that identity, and therefore practice, is not a fixed point but can 

be understood as a ‘learning trajectory’ (ibid, p.104).  Such a learning trajectory is not 

a linear course, or with a fixed destination, but is an ongoing dynamic process, across 

time. 

 

An obvious starting point for this study would have been to include student AMHPs as 

participants and follow them through their first year of practice.  However, there were 

significant ethical issues with involving current students, not least the intensive nature 

of the course and significant demands it would have placed on students who 

participated, and any advantage (or disadvantage) this would have conferred relative 

to students who did not participate.  There was also the issue of potential coercion 

with my on-going role, at the time the research was undertaken, as programme leader 

for Continuing Professional Development courses, including the AMHP course, and 

as a tutor and lecturer on the AMHP course.  The study therefore involves newly 

qualified AMHP’s experiences, and their reflections upon their transition from being a 

student, through their first year of practice as an AMHP.  An assumption was made 
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that the experiences of the AMHP course would be recent enough for participants to 

reflect upon and to still be meaningful to them.  This study is therefore concerned with 

how knowledge and meaning is constructed and negotiated by newly qualified AMHP 

during their first year of practice once approved as an AMHP, following their graduation 

from an AMHP course.  As this is a pedagogic study, the next section will consider the 

nature of the professional education that is a pre-requisite for being approved as an 

AMHP. 

 

1.5 The professional education of the Approved Mental Health Professional 
 

1.5.1 Regulation of AMHP courses 
 
Only individuals ‘approved’ under section 114(1) MHA 1983 by a local authority are 

authorised to carry out the role of an AMHP. The MHA 1983 requires that local 

authorities are ‘…satisfied that he (sic) has appropriate competence in dealing with 

persons who are suffering from mental disorder’ (section 114(3) MHA 1983) before 

they can approve someone.  A significant component of the process of demonstrating 

‘appropriate competence’ is for individuals to successfully complete an AMHP course, 

approved by the relevant professional statutory regulatory body (PSRB), at a Higher 

Education Institution (HEI).  The PSRB for social work when the AMHP was introduced 

was the General Social Care Council (GSCC), who regulated both qualifying and post-

qualifying social work education.  The previous ASW course was delivered at level 6 

i.e., the third year of an undergraduate degree, which was compatible with social work 

qualifications at that time; the Diploma in Social Work being a two-year undergraduate 

course (a postgraduate two-year version was available for graduates).  The GSCC 

required all AMHP courses to be at master’s level (General Social Care Council, 

2012), to reflect the change in 2003 to social work becoming a degree-level 

qualification, and this has continued with subsequent PSRBs.   

 

The current PSRB for the AMHP course is Social Work England (SWE).  In their 

introduction to how they approve and regulate AMHP courses, SWE refer to the 

courses as being ‘training’, and place an emphasis on ‘knowledge, understanding and 

skills’ for the AMHP role (Social Work England, 2021).  Parker (2010) suggests that 

when AMHP courses became master’s level in 2008 there was an inherent tension 
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with the use of the word ‘training’ in the context of higher education, where the 

emphasis is on academic knowledge and practice, such as critical analysis, rather 

than the competence-based learning implied by the term ‘training’.  For example, 

Thompson (1997) suggests Mental Health Act assessments have significant 

unconscious elements that can affect the outcome, including the potential for 

transference and countertransference, and that ASWs were poorly prepared for this 

aspect of their role.  The current curriculum as outlined in the SWE Approval Criteria 

remains focused on practical aspects of the role, rather than preparing student AMHPs 

to consider their role from a psychotherapeutic perspective. 

 

When the interviews for this study were conducted the PSRB was the Health and Care 

Professions Council (HCPC).  The HCPC published Approval Criteria which outlined 

the knowledge, understanding and skills that an individual must demonstrate when 

applying for approval to act as an AMHP (HCPC, 2013).  The Approval Criteria were 

adapted by the HCPC from the statutory competencies for AMHPs contained in 

Schedule 2 to the Mental Health (AMHP)(Approval)(England) Regulations 2008.  The 

HCPC were replaced as the PSRB for AMHP courses by Social Work England (SWE) 

in December 2019.  Social Work England retained the HCPC Approval Criteria for 

AMHPs (see Appendix 1 for more detail) with minor amendments.  Social Work 

England state that the criteria are the ‘threshold criteria we consider necessary to 

protect members of the public’ (Social Work England, 2021) and refer to them as the 

‘knowledge, understanding and skills that an individual must have when they complete 

their AMHP training’ (ibid).  The Approval Criteria are divided into seven categories: 

• Criteria 1 – Knowledge 

• Criteria 2 – Autonomous practice 

• Criteria 3 – Informed decision making 

• Criteria 4 – Equality and diversity 

• Criteria 5 – Communication 

• Criteria 6 – Collaborative working 

• Criteria 7 – Assessment and intervention 

Each Approval Criteria is further broken down into between 3 and 9 sub-criteria, with 

a total of 34 such sub-criteria.  Students on the AMHP course must demonstrate their 
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capability against all 34 sub-criteria to pass the course and apply for approval as an 

AMHP, as well as meeting the academic requirements of a level 7 course (QAA, 2014).   

 

A study of AMHPs commissioned by Social Work England suggests that 75% believed 

their AMHP qualifying training and education adequately prepared them for the role 

(Hemmington, et al., 2021).  This reflects the earlier finding by Campbell, et al., (2001) 

that many ASW reported high levels of satisfaction with how well their ASW course 

had prepared them for practice.  There was conflicting feedback from those AMHPs 

who thought their training was not adequate: 

Some respondents think that university-led courses are ‘too academic’ and that 
the accompanying portfolio is too onerous, should be assessed by the line 
manager and only ratified by the university as opposed to the current situation 
where universities mark and grade portfolios. Others thought the opposite: that 
the portfolio was ‘too light’ and that teaching should include more social work 
theories. 
(Hemmington, et al., 2021: p.44) 

 

The only study specific to AMHP students (Bressington et al, 2011) suggests that a 

minority of students experience meaningful or ‘deep-learning’, where students 

‘knowledge structure’ at the start of the course is added to with new concepts and new 

connections made between concepts.  Bressington (ibid) applied the definition of 

‘deep’ learning developed by Hay (2007), where deep learning is learning that is 

meaningful to the learner: 

First, individuals must be able to show knowledge (and understanding) prior to 
the learning event.  Second, what is subsequently learnt must have meaning in 
the context of what was known before.  Third, there must be active evidence of 
integration of the new with the old by the learner. 
(Hay, 2007: p.41) 

 

Most students in the Bressington et al (ibid) study exhibited little apparent change in 

their knowledge structures between the start and end of the course, and there was no 

obvious correlation with the professional background of the student at the start of the 

course.  Both these findings together suggest that each student’s experience of the 

course is different, which is not unexpected, and might also reflect the suggestion by 

Parker (2010) that AMHP students do not always find the academic skills and 

development needed to pass a master’s level qualification relevant to their practice: 
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Evaluation of the first year of Bournemouth University’s AMHP programme 
feedback suggests that there is some debate and confusion about the inter-
relationship between the training and educational functions of an AMHP 
programme, with half of the students stating in their feedback that there was 
too much emphasis within the programme on academic skills and knowledge. 
(Parker, 2010: p.22) 

 

When the GSCC was closing in 2012 and preparing to hand over to the HCPC they 

conducted an inspection of all AMHP courses in England.  One of the findings of the 

inspection was the lack of consistency between AMHP courses: 

It is clear however that the training courses vary enormously in length, timing, 
number of modules and academic credit, and this is confusing. We recommend 
the development of a nationally recognised, standardised, academic and 
professional award that a mental health professional must hold to be 
considered for appointment as an AMHP. 

 (General Social Care Council, 2012: p.18) 

This recommendation was not adopted and AMHP courses continue to vary with no 

minimum standards, curriculum, length of programme or length of placement across 

different HEI programmes (Hemmington, et al., 2021).  The recent review of the Mental 

Health Act (Wessley, et al., 2018) also suggested that government should develop a 

set of consistent AMHP training and professional regulations based on suggestions 

from Health Education England (Health Education England, 2020a).  A key message 

from the SWE report is that AMHP qualification and education should support the 

development of skills in critical reflection and thinking, to promote the ‘distinct 

professionalism’ of being an AMHP.  The following section will outline the AMHP 

course that participants had previously studied. 

 

1.5.2 The AMHP course participants studied 
 

The AMHP course is a postgraduate diploma, consisting of 120 academic credits at 

level 7 (master’s level) of the QAA framework (QAA, 2014), and made up of the 

following modules: 

• Ethics, values, and equalities in mental health (20 credits) 

• Applied mental health law and policy (20 credits) 
• Social and psychological contexts of mental health (40 credits) 

• Managing Mental Health Act assessments and interventions (40 credits) – 

including a 40-day placement 
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For information, the module specifications are included in Appendix 2.  Teaching on 

the course includes topics such as ethics and values as applied to mental health, as 

well as different models of mental disorder.  The curriculum also focuses on a social 

perspective (Tew, 2011) and the detail of the Mental Health Act 1983 as well as other 

relevant law and policy.  It is a prerequisite of the AMHP course that students have 

experience in the mental health field and as such are likely to have experienced the 

tensions that come with managing risk in the context of promoting ‘recovery’ – a model 

that stresses the importance of individual autonomy and independence (Sayce, 2016).  

To register on the course, students need a placement agreed with a local authority to 

complete the practice element of the course.  By default, this means that almost all 

students are sponsored by their local authority employer.  Most students put forward 

by local authorities for the AMHP course already work in a statutory mental health 

setting; either in ‘working age’ or ‘older adult’ services.  Six of the eight participants in 

this study already worked in these services prior to the course, but all students 

whatever their background had worked in settings where they had encountered 

psychiatrists as well as other mental health professionals such as community 

psychiatric nurses.  The significance of this is that student AMHPs will already have 

encountered the language and practice of psychiatry and be aware of the dominant 

place of psychiatry in mental health services.  The Ethics and Values module is an 

example of how the ethics of mental health are embedded in the AMHP course, as a 

basis for encouraging students to think critically about how oppression and 

discrimination are constructed in the field of mental health, and the ongoing debate 

regarding the medical and social models of mental distress/disorder (Kinney, 2009).  

Where the curriculum of the AMHP course is most relevant to AMHP practice and a 

critical understanding of the AMHP role will be highlighted in Chapter 2. 

 

The Managing MHA Assessments and Interventions module includes a 40-day 

placement where students are expected to learn to lead Mental Health Act 

assessments (see 1.5.3 below).  This module also comprises workshops, seminars, 

and group tutorials at the university, where students are encouraged to critically reflect 

upon their experiences on placement, applying relevant theory and knowledge 

(generally drawn from social work).  The teaching on the module also promotes the 

use of critical reflective practice (Fook, 2013) by students, particularly when discussing 
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or writing about their practice on placement, drawing upon their learning from all the 

modules of the course.  The study of AMHPs (and Best Interests Assessors) by Social 

Work England suggested that qualified AMHPs felt critical reflection should be a key 

component of the AMHP course: 

Overall, there was a clear message that training and education should support 
critical reflection and thinking skills (as a means of developing their distinct 
professionalism) and not just teaching how to follow statute and codes of 
practice in a limited legalistic fashion. The need for time and space for learning 
and critical reflection was highlighted as part of respondents’ opinions on the 
duration of AMHP training courses.  
(Hemmington, et al., 2021: p.24) 

 

The placement is a major component of the AMHP course (and is a significant feature 

in the findings in Chapter 5) and will be considered in more detail in 1.5.3. 

 

In the survey of AMHPs by Social Work England (ibid) respondents suggested that 

social work continues to be the most influential profession, in part due to the continuity 

between ASW and AMHP programmes: 

What social work brings to AMHP work was articulated in numerous places 
within the survey and included the social model of disability, social 
perspectives, seeing the person holistically and having a viewing point which is 
distinct from psychiatric and clinical approaches (although some still highlighted 
the crossover of knowledge). For the majority, anti-oppressive practice, human 
rights perspectives and the inherent advocacy of the role represented the 
reasons that AMHP work was influenced by the values of social work. 
(Hemmington, et al, 2021: p.31) 

 

The course all the participants in this study graduated from is an example of a course 

that was previously an ASW course and continues to be delivered primarily by social 

work academics.  Matthews (2014) suggests that there is an assumption that social 

workers are professionally ‘versed’ (ibid, p.10) in the social model by virtue of their 

training and orientation, but that the extent to which social work students are taught 

the social perspective of mental health is debatable.  My own experience of teaching, 

and being an External Examiner, on qualifying social work programmes (both 

undergraduate and postgraduate) is that the specialist mental health component is 

often extremely limited, reflecting the concerns expressed by Tew & Anderson (2004) 

who surveyed qualifying course in England and found that compared to mental health 

nurses, social workers received minimal input on mental health: 
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Mental health nurses, for example, will have followed an externally accredited 
specialist branch of study throughout their training, as well as undertaking 
generic nursing modules, so that there is clarity as to the knowledge and 
competence base that they can be expected to possess on qualification. By 
contrast, qualifying social workers may have received little or no specialist 
mental health input and may well not have had to demonstrate practice 
competence within a mental health setting. 
(Tew & Anderson, 2004: p.233) 

 

For most of the social work qualified students on the AMHP course this is their first 

experience of specialist mental health teaching, in-depth teaching on mental health 

ethics and the social model of mental distress.  By contrast, mental health nurses will 

have specialist mental health education in their initial pre-registration training, but this 

does not generally feature the social perspective (Coffey & Hannigan, 2013).   

 

However, the influence of social work on AMHP practice is not without critique.  

Matthews (2014) suggests that the claims made by social workers to be anti-

oppressive, anti-racist, and challenge the medical perspective do not appear to 

translate into greater evidence of refusal to detain.  There is also a concern that the 

social perspective as applied by AMHPs can be of little actual influence on the ultimate 

decision to detain or not, as it relies on the existence of realistic alternatives for 

supporting individuals in a crisis, which were a concern of ASWs (Prior, 1992) and 

have become even less available with the impact of austerity (Bonnet & Moran, 2020).  

The findings in this study suggest that newly qualified AMHPs find it difficult to over-

rule doctors, and that concerns regarding risk can dominate their practice. 

 

1.5.3 Placement 
 

As outlined above, the course consists of classroom-based teaching, and an 

associated placement of a minimum of 40 days.  In terms of pedagogic practice, it is 

assumed that the experience of leading Mental Health Act assessments as a student 

on the course is an appropriate preparation for qualified practice as an AMHP.  As a 

proportion of the total course the placement represents the largest component of the 

course in terms of time allocated to it; more than all the other taught sessions added 

together.  The placement is concurrent with most of the teaching, other than the initial 

module ethics and values module.  Students would usually attend university for three 
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days a week, then spend two days at their placement, along with some extended 

blocks of placement.  The experience of placement is considered in more detail in the 

findings in Chapter 5. The placement was a mandatory part of the course, and it was 

not possible to complete the course successfully without being assessed by the 

practice supervisor as having ‘passed’ the placement i.e., addressed all the Approval 

Criteria (see above). 

 

The emphasis on students on the AMHP course spending a significant amount of their 

time in placement is evidence of field education as the ‘signature pedagogy’ for the 

professional education of AMHPs.  Across professional education the concept of the 

‘signature pedagogy’ has gained prominence, including in social work (Wayne, Bogo 

and Raskin, 2010; Larrison and Korr, 2013), nursing (Ironside, 2006) and occupational 

therapy (Schaber, 2014). The concept was first suggested by Shulman (2005) who 

proposes that professional education involves instructing novices in how to think, how 

to perform and how to act with integrity, regarding their profession.  Every profession 

educates their novices in all three of these dimensions, but the emphasis placed on 

each dimension will be different between professions.  The signature pedagogy of a 

profession is how that profession organises the activities of learning and teaching of 

students: 

Signature pedagogies are important precisely because they are pervasive.  
They implicitly define what counts as knowledge in a field and how things 
become known.  They define how knowledge is analysed, criticized, accepted, 
or discarded.  They define the functions of expertise in a field, the locus of 
authority, and the privileges of rank and standing.   
(Shulman, 2005: p.54) 

 

In relation to social work and nursing there is a debate as to how prescriptive the 

signature pedagogy needs to be and that courses can adopt a wide range of 

pedagogic approaches to learning and teaching (Ironside, 2006; Wayne et al, 2010).  

As discussed above, there is no standardised approach to the design and delivery of 

AMHP courses. 

 

To undertake the AMHP course a student must have been allocated a placement 

where they will be supervised by an allocated qualified, practicing AMHP - referred to 

on the course as their practice supervisor – who assesses whether they have 
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demonstrated the SWE Approval Criteria for AMHPs.  The placement is a setting 

where the student AMHP will be physically based for the duration of the placement 

and is usually (but not always) where their practice supervisor is based.  However, 

students often have limited contact with their practice supervisor, who is only formally 

required to observe them leading an assessment on one occasion.  Placements are 

arranged and provided by local authorities, who are the statutory body responsible for 

the employment of AMHPs.  Local authorities can provide a placement to a student 

who is not employed by them, and sometimes offer placements to nurses employed 

by the NHS, though the majority of AMHPs continue to be qualified social workers (see 

above).  All the participants in this study are social workers employed by the same 

local authority that provided them with a placement.  The importance of this is that 

student AMHPs are still employees whilst they are on placement and are expected to 

return to their usual places of work after the course ends.  This is significant because 

in qualifying professional education programmes the student is not normally an 

employee of the placement setting and has a more clearly defined status as a 

‘student’.   Conversely, the status and identity of an AMHP ‘student’ may be less clearly 

differentiated from their position as an employee. 

 

In the placement students are expected to participate in Mental Health Act 

assessments, alongside a qualified AMHP.  Students are required to participate in a 

minimum of 7 Mental Health Act (MHA) assessments, at least 3 of which they must 

‘lead’.  Most students undertake a minimum of 15-20 assessments during the 40-day 

placement.  The term ‘lead’ is not defined, but in practice the supervising AMHPs tend 

to view this as a student carrying out the tasks involved in conducting a Mental Health 

Act assessment from receiving the referral through to its conclusion.  The exception is 

those tasks which the AMHP is obliged by the Mental Health Act 1983 to carry out 

themselves, for example where it is a legal duty for the AMHP themselves to ‘consult’ 

the ‘nearest relative’.  The relevance of ‘leading’ MHA assessments is discussed in 

more detail in the findings in Chapter 5.  These MHA assessments will be with 

whichever AMHP is allocated the referral for an MHA assessment, with most local 

AMHPs working on a duty rota basis, so students usually spend significant amounts 

of time with a wide range of AMHPs and will generally have spent significant amounts 

of time with most if not all the AMHPs working in that locality.  Student AMHPs often 

refer to this aspect of having spent significant amounts of time with many different 
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AMHPs and reflect upon how each differently each AMHP approaches the role.  Each 

MHA assessment may take up most of a working day to arrange and carry out, during 

which time the student works closely with the qualified AMHP, even longer if the 

person is detained and needs conveying to hospital.  A key task for the AMHP (or the 

student AMHP if they lead the assessment) is to coordinate the participation of two 

doctors in the process of assessment.  The student is expected to show they can 

manage the process that begins with receiving a referral for a Mental Health Act 

assessment.  This can include coordinating the participation of the other necessary 

professionals and agencies (the doctors, as well as the ambulance service and the 

police if necessary) as well as involving relevant family members.  In the face-to-face 

interview with the person being assessed (this is a requirement of the MHA 1983 for 

the AMHP and the doctors) the student AMHP is expected to lead the interview, 

explaining what is happening, as well as asking appropriate questions of the patient 

and others present.  The student is expected to bring the interview to an end and 

coordinate the discussion with the doctor or doctors afterwards, discussing the options 

and coming to a decision about whether detention is necessary, and if not, then 

suggesting a plan of action for supporting the person.  If the person is detained the 

student is also expected to be able to inform them of this outcome, and their right of 

appeal.  The significance of this is that from the start of the placement student AMHPs 

are having to negotiate professional relationships with all the local psychiatrists (many 

of whom they will not have worked with before), as well as other doctors such as 

Section 12 Approved Doctors or Forensic Medical Examiners.  These relationships 

continue after the course ends, and they become approved to act as AMHPs.  The 

relationship as part of the Mental Health Act assessment process differs from the 

AMHP’s (or student’s) experience of day-to-day practice, in which psychiatry is the 

dominant profession, with nurses and social workers in a less powerful (though not 

powerless) position. 

 

My reflection from my own experience of placement as an ASW student was that this 

was an important element of the course, and the relationship with my supervisor and 

other ASWs I met on assessments was part of the development of my identity and 

practice as an ASW.  This section of the thesis has outlined the nature of the AMHP 

course, with an emphasis on the placement, and the following section will develop the 

research question and locate it in the context of the AMHP course. 
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1.6 Research question 
 

The research question is informed by the nature of the AMHP course, and the literature 

reviewed in the following chapters, which explore the origins and nature of the AMHP 

role, sociological concerns in relation to risk and mental disorder, and theoretical 

understandings of professional education.  From a sociological perspective, the AMHP 

has a distinct role in the management of risk and the threat to social disorder posed 

by mental disorder.  Learning to become an AMHP involves learning to be the 

professional responsible and accountable for the forced detention of an individual for 

psychiatric treatment they do not wish or do not consent to, as well as the practice 

involved in implementing detention under the MHA.  The literature on theoretical 

approaches to professional education suggests that learning to be a professional 

takes place in a social context, situated in a body of practice which the learner 

interprets, and which changes how the individual understands the practice they are 

engaged in.   

 

To develop my research question, I used the prompts suggested by White (2009): 
• I am trying to learn about…how individuals make the transition from being a student 

to being a practising AMHP. 

• Because I want to find out…how individuals learn to be the professional 

responsible for making and implementing the decision whether to detain a person 

for compulsory psychiatric treatment, in the context of this learning being socially 

mediated through contact with all the other actors who take part, or have an interest 

in, a Mental Health Act assessment. 
• In order to…better support students, and newly qualified AMHPs, to critically 

understand their role in leading and managing assessments under the Mental 

Health Act. 
 
The experience of undertaking MHA assessments is the phenomena that links being 

a student with being a qualified AMHP.  Therefore, the research question aims to 

explore how newly qualified and approved AMHPs make the transition to being 

responsible for leading an assessment that might lead to someone’s detention under 

the Mental Health Act 1983, from being a student and ‘leading’ assessments but not 
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being responsible for them (ultimate responsibility stayed with the AMHP who the 

student was shadowing).  There is a lack of involvement of other professionals or 

service users in research related to this topic, however, addressing this lack would be 

outside the scope of what is a small-scale study.  The research question is therefore: 
 
• How do Approved Mental Health Professionals in their first year of practice make 

the transition from being a student on placement to becoming the responsible 

Approved Mental Health Professional in assessments of individuals for possible 

detention under the Mental Health Act 1983? 

 
There are several sub-questions that explore how the newly qualified AMHPs 

understand their practice as an AMHP – and how this might develop - and the social 

context in which this takes place: 
 
• How do newly qualified Approved Mental Health Professionals compare their 

experiences of coordinating assessments under the Mental Health Act 1983 with 

their experiences of leading such assessments as a student? 

• What experiences do newly qualified Approved Mental Health Professionals 

consider to be important in making the transition from student to be a qualified 

Approved Mental Health Professional? 

• What do newly qualified Approved Mental Health Professionals consider to be 

their most important learning in relation to becoming an Approved Mental Health 

Professional? 

• What role do qualified AMHPs, and other professionals, have in how newly 

qualified AMHPs interpret their experiences of coordinating assessments under 

the Mental Health Act 1983? 

 

1.5.1 Aims of the research 
 

Following on from the research question, and sub-questions, there are several aims 

for the study: 
• To explore the transition from student to newly qualified Approved Mental Health 

Professional, across their first year of practice. 
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• To explore how students learn to practise as an Approved Mental Health 

Professional and the social context in which this occurs. 

• To explore how newly qualified Approved Mental Health Professionals interpret 

their experiences of being the responsible AMHP in Mental Health Act 

assessments and the social context in which this occurs. 

• To consider relevant local and government policy in relation to the education and 

training of AMHPs as background for the study. 

 

1.6 Structure of this thesis 
 

This chapter has begun to explain the focus and scope of this study, why it was 

undertaken and how my own assumptions and identity are a fundamental aspect of 

the study.  Chapter 2 outlines the origins and nature of the AMHP role, including a 

discussion of what it means when the Code of Practice requires the AMHP to apply a 

‘social perspective’ to the decision whether to detain or not; the wider context of the 

AMHP role in relation to the threat posed to social order by ‘mental’ disorder; how ‘risk’ 

is understood by mental health professionals, and the operation of bio-power is also 

discussed.  This study is pedagogical in nature, being concerned with how individuals 

learn to practise as an AMHP, and Chapter 3 provides an overview of theoretical 

perspectives on professional education, which inform the analysis and discussion of 

findings in this study.  Chapter 4 addresses the methodological design of this study, 

taking the approach that knowledge is socially constructed (Crotty, 1998).  As a result, 

the study is interpretative in nature, and the chapter describes how this was 

implemented through the methods employed to gather and analyse the data.  The 

findings of this study are arranged in themes and presented in Chapters 5 through to 

8.  Chapter 5 presents the findings in relation to how the participants experienced and 

interpreted being a student on the AMHP course, and how this compares to being a 

newly qualified AMHP.  Chapter 6 presents the findings on the theme of how the newly 

qualified AMHPs learn to manage the inherent uncertainty they experience in the 

AMHP role, in the context of the wide diversity of referrals and the emotional distress 

that a Mental Health Act assessment can manifest both for the person being assessed 

and their family, and the newly qualified AMHP.  Chapter 7 presents the findings on 

the theme of learning to manage risk as a newly qualified AMHP, in the context of 

being formally and practically independent and accountable in the AMHP role.  
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Chapter 8 presents the findings on the theme of negotiating the AMHP role as a newly 

qualified AMHP who ‘puts an AMHP hat on’ once a week on average, whilst remaining 

a social worker as their substantive role.  Chapter 9 is a reflection on the nature of the 

professional education of the AMHP.  The thesis concludes in Chapter 10 with a 

discussion of the findings in relation to theoretical perspectives and the contribution to 

knowledge that this thesis makes, as well as identifying where the findings support 

previous research and making recommendations for future practice.  
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Chapter 2: The Approved Mental Health Professional 
 

2.1 Introduction 
 

This chapter will consider the nature of the AMHP role from a sociological perspective, 

as part of the discussion regarding the nature and purpose of the professional 

education of the AMHP.  The chapter will begin with locating the current AMHP role in 

an historical context where there has existed a similar role in the English legal 

framework since the early part of the nineteenth century.  This is followed by a 

discussion of the current AMHP role, drawing upon a body of research in relation to 

the AMHP and the previous Approved Social Worker role.  The chapter continues with 

a discussion of how the AMHP role relates to being a social worker, as all the 

participants in this study, and the vast majority of AMHPs (Hemmington, et al., 2021), 

are qualified social workers.  The penultimate section considers a critical sociological 

perspective on the AMHP role, using literature in relation to risk and mental disorder, 

in particular the concept of bio-power (Foucault, 1978).  The chapter concludes with a 

summary of the critical concerns in relation to the AMHP role and how this relates to 

the education of the AMHP. 
 

2.2 A brief history of the Approved Mental Health Professional role 
 

A brief history of the role as it has developed over the past two centuries will inform 

the context in which the Approved Mental Health Professional currently practises.  The 

nineteenth century saw a rapid growth of the public asylum system in Western Europe 

and America which Scull (1989) suggests was, in part at least, a reflection of growing 

concerns that ‘madness’ represented a threat to social order and that this threat 

needed to be contained and segregated from wider society.  The rise of the asylums 

was also marked by the increasing involvement of the state, and changes to the Poor 

Law that required the separation of the able-bodied poor from those who were 

genuinely unable to work (Scull, 1976).  Administering the Poor Law required the ability 

to detect and manage madness, with the development of psychiatry as a profession 

with a scientific understanding of ‘madness’: 

…just as the separation of the insane into madhouses and asylums helped to 
create the conditions for the emergence of an occupational group ("mad-
doctors") laying claim to expertise in their care and cure, so too the nature and 
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content of the restorative ideal these doctors espoused reinforced the 
commitment to the institutional approach. Thereafter, the existence of both 
asylums and psychiatry testified to the "necessity" and "naturalness" of 
distinguishing the insane from other deviants.  
Scull (1976): p.345 

 

The operation of the asylums also required an apparatus, including a legal framework, 

for the detection and apprehension of mentally disordered people at large in the 

community; mostly the poor and homeless as people of means were dealt with 

separately.  Entry to the institution was through a process of legal detention.  The role 

of doctors was to certify that the person was mentally disordered, and that treatment 

was needed.  The other necessary role was that of a functionary who would be 

responsible for the practical aspects of detention, including the physical removal of a 

mentally disordered individual to the place of treatment.  Hargreaves (2000) suggests 

that there is a clear continuum between the role of the Parish Overseer of the Poor in 

identifying and managing the admission to hospital of ‘lunatics’ through to the 

Approved Social Worker (in the unamended Mental Health Act 1983).  The Parish 

Overseer became the Poor Law Relieving Officer with revisions to the Poor Law in the 

early nineteenth century.  There was no specific training required to be a Poor Law 

Relieving Officer, they were appointed by the local Poor Law Union from those local 

citizens who were deemed to be ‘substantial householders’ and their appointment had 

to be approved by the local magistrate (Miller, 2012). The Poor Law Relieving Officer 

had a much wider remit than the current AMHP, combining elements that would now 

be carried out by different welfare and health professionals: 

…in his practice manual the guidance on mental health matters is sandwiched 
between regulations for “outdoor relief” and burial of the pauper dead, and a 
chapter on acting as a census enumerator, infectious diseases in lodging 
houses and procedures for vaccination. 
(Hargreaves, 2000: p.136) 
 

The development of local authorities as providers of health and welfare led to The 

Poor Law Relieving Officers becoming employees of local government (previously 

they acted for local Poor Law Unions).  With the abolition of the Poor Law in the welfare 

reforms following the second world war the Poor Law Relieving Officer became the 

Duly Authorised Officer (DAO).  The Duly Authorised Officer acted under the Lunacy 

Act 1890 and could detain a ‘pauper’ for up to 3 days on their own authority under 

Section 20 of that Act, or if there were no relatives able to apply for detention then the 
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DAO was tasked with bringing the person to the attention of the magistrate, who could 

sign the authorisation for the DAO to convey the person to hospital and detain them 

there (Hargreaves, 2000).  An amendment to the Lunacy Act in 1946 had given the 

DAO a degree of legal independence in deciding whether a person needed to be 

detained or not.  In some local authorities there existed a Mental Welfare Officer 

(MWO) role, supporting people with mental disorder in the community, and over time 

the DAO and MWO roles became combined.  There was no formal training required 

for MWOs, though short courses were available in several local authorities, either in-

house or with a university, and the emphasis was on the practical nature of the role – 

with the induction training for one newly appointed MWO consisting of being told they 

needed ‘a pair of stout shoes and an umbrella…’ (Rolph et al, 2003: p.350).  Some 

MWOs were offered places on nursing training courses, which emphasised the need 

to be able to recognise specific mental illnesses (ibid). 

 

The Lunacy Act 1890 was replaced by the Mental Health Act 1959, removing the role 

of the magistrate in detaining the mentally disordered, and formalising the role of the 

Mental Welfare Officer as the alternative applicant for detention in situations where a 

relative (who was assumed to be the best placed person to apply for detention) was 

not available.  The Percy Report that informed the 1959 Act had debated the need for 

training or a professional qualification such as social work as a requirement of the role 

but decided that this was not a necessary legal requirement, as the role was 

fundamentally that of a ‘transporter’ to hospital (Hargreaves, 2000).  As with the DAO, 

it was accepted that the MWO had the legal right to not detain an individual if they 

were not convinced that detention was necessary, in those situations where they were 

the applicant.  Fisher et al (1984) suggest that the lack of a defined role or training for 

the MWO, and the development of social work as a leading profession in local 

authorities during the Sixties and Seventies, led to the MWO becoming interpreted as 

a role for qualified social workers.  This is in the context of contemporary social work 

training beginning to be based on social science, which was starting to take a critical 

stance on psychiatry, as well as inequalities and civil liberties. 

 

The Mental Health Act 1983 replaced the Mental Welfare Officer role with the 

Approved Social Worker (ASW).  As the title suggests, this was a role that was only 

open to qualified social workers, usually with at least two-years post-qualifying 
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experience.  Hargreaves (2000) suggests that the ASW differed from the MWO in 

several significant ways.  Firstly, the legal independence of the ASW was written into 

the Act, in a way that the MWO was not, as they acted ‘on behalf’ of a local authority 

(Section 13(1) Mental Health Act 1983).  The previous MWO role had a degree of 

independence in whether to make an application, but the 1959 Act had originally 

intended that this power be used sparingly.  However, the ASW was intended to be 

seen as an autonomous professional, providing a safeguard in relation to the assessed 

person’s civil rights, and where possible finding an alternative to detention.  Prior 

(1992) highlights the paradox in this aspect of the role, as the ASW is generally 

employed by the local authority that would be the provider of the necessary services 

in the community that might prevent admission but has no power to put such services 

in place or create them where they do not exist.  Similarly, the social work aspect of 

the role implied that the ASW could be an advocate for the person being assessed, 

but is also expected to protect the public: 

The duties of removing patients to hospital and of bringing back patients who 
have left without permission have more to do with protection of the public than 
of the patient.  Can the social worker be a strong advocate of the individual 
patient when the good of the public is still a primary responsibility?  Is the ASW 
involved in care or control? 

 (Prior, 1992: p.108) 

The legal independence of the ASW (and subsequently the AMHP as this part of the 

Act was not amended in 2007) is also protected by Section 139 Mental Health Act 

1983, which states that an ASW has a legal defence against any civil or criminal 

proceedings when implementing the Act unless they acted in bad faith or with 

unreasonable care.  Jaconelli & Jaconelli (1998) suggest that since the protection 

under Section 139 refers only to acts carried out under the Mental Health Act, not 

where the ASW has omitted to act, this in effect may be a factor that encourages 

someone in the ASW role to be risk-averse and detain a person rather than risk the 

consequences if their failure to detain leads to a harmful outcome. 

 

Secondly, there was to be mandatory training for ASWs, and they would need to be 

‘approved’ by the local authority employing them to act as an ASW.  The training would 

be approved by the Central Council for Education and Training in Social Work 

(CCETSW), which was the quango responsible for approving social work education 

courses in England (the designation ‘social worker’ was not a legally protected title 
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until 2005).  ASW training was a significant expenditure for local authorities, as the 

training was required to be a minimum of sixty days, and it was left to local authorities 

to decide how best this training should be delivered e.g., the degree of involvement of 

Higher Education Institutions (HEIs).  The CCETSW guidance for ASW training stated 

that such training should build upon qualifying social work training and incorporate 

social work values (Central Council for Education and Training in Social Work, 2000).  

The purpose of ASW training was primarily to ensure the ‘competence’ of social 

workers who are being considered for approval as ASWs: 

ASWs … bring to the statutory role the knowledge, skills and values of the 
competent social work professional. They should represent and maintain the 
values, integrity and relevance of the social work perspective and contribute to 
the needs of people with mental disorder in working with service users, 
relatives, carers and other professionals. 
(CCETSW, 2000: p.10) 

 

CCETSW requirements included a set of five Units of Competence that ASWs were 

required to demonstrate, including application of social work values (such as 

redressing discrimination and treating people as individuals) as well as exercising 

duties under the Mental Health Act 1983, and making informed decisions, having a 

critical understanding of a range of models of mental disorder, including the relevance 

of social factors. There was no specific requirement for the training to be undertaken 

in or with an HEI, allowing local authorities a degree of flexibility in how they delivered 

the programme.  For example, the ASW training programme I completed in 2000 was 

delivered in-house by my local authority employer, though I was registered as a 

student at a local university and was able to access learning resources there (and my 

ASW award was accredited by the HEI in question). 

 

The amendments to the Mental Health Act 1983 introduced by the Mental Health Act 

2007 included the replacement of the ASW role with the Approved Mental Health 

Professional.  The AMHP was no longer solely open to qualified social workers – the 

amended role was open to qualified and registered mental health nurses (learning 

disability or mental health registered only), occupational therapists or clinical 

psychologists.  The drivers for this change appear to have been concern over falling 

numbers of ASWs (Huxley, et al., 2005) and government policy that was promoting 

generic patterns of working in mental health teams (Rapaport, 2006), with the proposal 

that mental health professionals should all have a set of ‘shared capabilities’ 
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(Department of Health, 2004).  The change from a purely social work role to one 

shared with other mental health professionals was a concern for many ASWs (Huxley, 

2005), due to a perception that the independence and social perspective of the social 

worker could be diluted when the role was taken on by nurses or occupational 

therapists, who were perceived as more closely aligned with the medical model.  Both 

nurses and occupational therapists were employed within hierarchies where doctors 

exerted considerable authority (unlike most ASWs who were not employed within the 

health service) and the concern was that nurses and occupational therapists would 

find it harder as a result to challenge the doctors and assert a social perspective.  Both 

nurses (Leason, 2004; Coffey & Hannigan, 2013) and occupational therapists (Knott 

& Bannigan, 2013) also expressed concerns that the AMHP role would be challenging 

for those professions due to apprehensions about whether such a statutory role in 

detention would harm therapeutic relationships with clients, as well as organisational 

issues such as payment for the role and time commitments.  In relation to maintaining 

the independence of the AMHP role and application of the social perspective, a study 

comparing social work and non-social work trained AMHPs suggests they are very 

similar in their decision-making in MHA assessments (Stone, 2019).  Social workers 

and nurses also demonstrate a similar understanding of the AMHP role in terms of 

how they conceptualise it once they have completed their training (Bressington, et al., 

2011).  These studies suggest that concerns regarding the differences between social 

work and non-social work AMHPs may have been exaggerated.  Despite the opening 

up of the AMHP role to non-social workers, Carson (2018) found that only 

approximately 5 per cent of the AMHP workforce were not social work qualified, and 

a report by King’s College London and the Social Care Workforce Research Unit 

(Stevens, et al., 2018) suggested that although the AMHP role was attractive to 

relevant health professionals there were significant barriers to them being trained and 

approved. 

 

In the process of reflecting upon my own experience as an ASW a narrower focus on 

Mental Health Act assessments is something that may be a change in emphasis when 

the role changed from ASW to AMHP.  Government policy (LAC (86)15) in relation to 

the ASW referred to the role: 

Approved social workers should have a wider role than reacting to requests for 
admission to hospital, making the necessary arrangements and ensuring 
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compliance with the law. They should have the specialist knowledge and skills 
to make appropriate decisions in respect of both clients and their relatives and 
to gain the confidence of colleagues in the health service with whom they are 
required to collaborate. 
(Department of Health and Social Security, 1986: p.4) 

 

Government guidance on ASW practice and training (Department of Health and Social 

Security, 1986; Central Council for Education and Training in Social Work, 2000) 

suggested that the ASW had a wider remit than simply responding to requests for 

Mental Health Act assessments.  In principle this meant that ASWs were expected to 

have a remit as a specialist mental health social worker, acting as a consultant to 

colleagues in relation to case and risk management, providing training, developing 

resources in the community, including linking with and developing non-statutory 

services (Sheppard, 1990).  This optimistic expression of the ASW role may not always 

have been realised, for example in their monograph on the reform of the Mental Health 

Act that led to the creation of the AMHP, Fletcher (2004) noted that the ASW role had 

become increasingly ‘centred on compulsion, sectioning and compliance’ (ibid, p.36).  

The current role of an AMHP is perhaps more clearly limited to the specific remit of 

undertaking Mental Health Act assessments, with the current guidance in relation to 

the role simply saying the AMHP brings a ‘social perspective’ to bear on the decision 

to detain (Department of Health, 2015).   
 

2.3 The role of the Approved Mental Health Professional 
 

The AMHP is a creation of the Mental Health Act 1983, as amended by the Mental 

Health Act 2007.  The primary function of the AMHP in the Act is to make the decision 

whether an individual is detained under a civil section i.e., not through the judicial 

system, and then if necessary ‘take and convey’ the detained person to psychiatric 

hospital.  AMHPs also have a function in the application for a Community Treatment 

Order, where the agreement of an AMHP is needed before this can be implemented.  

The Code of Practice makes clear that the AMHP has a lead role in the coordination 

and arrangements for a Mental Health Act assessment (para 14.41).  One of the key 

concepts taught on the AMHP course is that the AMHP is ‘independent’.  The Code of 

Practice stresses that as AMHPs they cannot be told by the local authority or anyone 

else whether or not to make an application (para 14.52 Code of Practice 2015).   The 
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AMHP is expected to make their own judgment as to whether someone should be 

detained or not, whilst bringing a social perspective to bear (see 2.3.1). The AMHP is 

also expected to exercise independent judgment in the context of concerns relating to 

risk and mental disorder, to maximise independence (para 1.1 Code of Practice 2015) 

whilst being responsible for the safety of the individual (and other people).  From a 

pedagogic perspective, the curriculum of the AMHP course is focused upon the AMHP 

role in responding to referrals and undertaking Mental Health Act assessments, which 

is embedded in the Approval Criteria that students must demonstrate on completion 

of the course (Social Work England, 2021).  This is also the focus of the placement 

and reflects government guidance which primarily defines the AMHP role as leading 

assessments under the Mental Health Act (Office of the Chief Social Worker for Adults, 

2019).  During my ASW training I did undertake Mental Health Act assessments, but I 

also had a requirement on my placement to spend time with carers and to visit 

inpatient units to find out more about how service users experienced them.  For the 

newly qualified AMHPs in this study, it appears that being an AMHP is less a change 

in how they see their professional identity and more of a separate role that they 

undertake, as a social worker, for a fixed period on a regular basis – on average one 

day a week (see Chapter 8).  Being an AMHP means being responsible for responding 

to referrals for Mental Health Act assessments.   

 

The AMHP is tasked with intervening at a point of crisis, where there may well be 

muddle and confusion, as well as a state of panic (Parkinson & Thompson, 1998).  

This reflects the crisis-driven nature of Mental Health Act assessments (Dwyer, 2012): 

As soon as a Mental Health Act referral is received by a social worker…, the 
thinking process starts – and the thinking is at full speed. By its very nature, the 
situation is a crisis and action is needed. 

 (Dwyer, 2012: p.341) 

 

Gregor (2010) suggests that AMHPs find the process of leading Mental Health Act 

assessments both complex - in terms of the wide range of factors to consider and 

logistical issues to manage - and emotionally demanding, with the potential for multiple 

conflicting points of view from all the parties involved, and the need to manage their 

own and other people’s emotional states.  Gregor (ibid) uses the concept of ‘emotional 

labour’ (Hochschild 1983) to describe the efforts that AMHPs make to manage the 

process and assert their authority with the multitude of other actors involved.  The 
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complexity of the inter-agency working required in setting up and implementing a 

Mental Health Act assessment was also a finding for Davidson et al (2021) in their 

study of such assessments in Northern Ireland (which although a different legal 

jurisdiction shares the same fundamental legal framework, with ASWs instead of 

AMHPs). The AMHPs interviewed by Gregor (2010) often felt unsupported by their 

managers, and faced unrealistic expectations from the other people involved in a 

Mental Health Act assessment: 

However, the buck does not just stop in terms of making a decision, but also in 
terms of absorbing the stress, and ultimately assuming responsibility for the 
outcome of the assessment. Many respondents similarly identified feeling that 
their role was misunderstood, not only by service users and their families, but 
by other professionals working both within and outside of mental health 
services. 
Gregor (2010): p.439 

 
The newly qualified AMHPs learn to manage uncertainty and the emotional distress 

they encounter – this is discussed in more detail in the findings in Chapter 6.  The 

Dwyer (2012) and Gregor (2010) articles are both included in the reading for the AMHP 

course and specifically on the managing Mental Health Act assessments module, and 

students are encouraged to refer to them in their written critical reflections of practice. 

 

An assessment under the Mental Health Act requires the involvement of two doctors, 

as least one of whom must be approved under Section 12 of the Act (usually a 

psychiatrist).  The second doctor may be the person’s GP, though often it is a second 

Section 12 approved doctor.  In a study of social work and nurse qualified AMHPs 

Vicary et al (2019) the doctors in the assessment often depart once they have 

completed their examination and any necessary paperwork, leaving the AMHP with 

the resolution of the crisis, including finding a hospital bed if required, being left with 

the ‘dirty work’.  Vicary et al (ibid) describe this as a process of ‘role-over’ for the 

doctors and ‘roll-over’ for the AMHPs who often appear to passively accept this, 

despite sometimes being left in potentially distressing and difficult circumstances.  

Notably, whilst the social work AMHPs appeared resigned to this the nurse trained 

AMHPs were able to ‘push back’ and assert some small degree of control, for example 

insisting the doctor completed the notes on the patient’s file before leaving.  Morriss 

(2015) in her study of qualified AMHPs suggests that it is not the decision making itself 

that they find challenging, given they are already experienced mental health 
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practitioners, but the emotional experience of detaining someone, and the ‘dirty work’ 

involved in taking and conveying them to hospital.  The AMHPs in the study by Morriss 

had conflicting views of their part in a system of ‘social control’, with some more 

comfortable with this aspect than others. 

 

The AMHP is expected to achieve the ‘least restrictive’ outcome for the person being 

assessed (Jones, 2018), balanced with being responsible for assessing and managing 

risk, whilst protecting the public, sometimes described as being between the ‘devil and 

the deep blue sea’ (Thompson 2003).  This is a complex process and has been 

compared to the complexity and tensions regarding care vs control experienced by 

child protection social workers, with workers experiencing conflicting emotions and 

entering situations where there is significant anxiety and distress for everyone involved 

(Dwyer, 2012).  A structured narrative literature review of the academic literature in 

relation to the ASW and AMHP role by Simpson (2020) suggests that ‘risk’ is a 

dominant theme in the literature, but that this is ‘infused with morality’ (ibid, p.287).  

The review goes on to suggest that risk by its nature in mental health is not objective 

and is entwined with moral judgments, with the AMHP making use of their personal 

and professional identity to understand the situations service users are experiencing 

(see 2.3.1 below).  At the same time the AMHP is caught between concerns for making 

the right decision, balanced with fear of the consequences if the outcome is adverse 

for the service user, and a high level of personal accountability.  Kinney (2009) 

reflecting upon his experience of Mental Health Act assessments as an ASW suggests 

that bringing an alternative, critical perspective to that of the doctors can be very 

difficult, especially if as a social worker one is concerned with the potential for 

psychiatry to label and dehumanise (often based on a brief interview): 

Questioning a doctor’s medical opinion can lead to at best a verbal put down 
and at worse an official complaint. In this context doctors generally exuded 
status and power and this is expressed not only in how confidently and 
assertively they expressed their opinion but also in smaller things like how they 
dress and how other professionals defer to their opinion.  
(Kinney, 2009: p.331) 

  

Kinney also suggests that deciding to detain an individual is much less likely to be 

questioned by other professionals or the AMHP managers and may indeed enhance 

the AMHP’s reputation with health colleagues, leading to the risk that detention 

becomes the default option.  Both the Kinney (2009) and Simpson (2020) articles are 
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included in the reading for the AMHP course and specifically on the managing Mental 

Health Act assessments module, and students are encouraged to refer to them in their 

written critical reflections of practice. 

 

The Mental Health Act also requires the AMHP to identify the Nearest Relative (NR) 

of the individual being assessed and communicate with that person; informing them if 

their relative has been detained (or is being detained) under Section 2 or consulting 

them as to whether they object to a detention under Section 3 (with the NR having a 

power of veto over the use of Section 3).  The AMHP is also expected to inform the 

NR of their rights under the Act, which include their right to discharge their relative 

from detention by putting this request in writing to the hospital managers.  Laing et al 

(2018) suggest that both AMHPs and NRs experience a degree of confusion and 

challenges in both identifying and exercising the role, and that the NR provides a 

‘fragile legal safeguard’ (ibid, p.51) for the person being assessed. The Nearest 

Relative is defined by a hierarchy of ‘blood’ relatives, with a preference for a relative 

who ‘cares for’ or ‘resides with’ the person being assessed, laid out in Section 26 of 

the Act.  This contact is a statutory duty for the AMHP (the doctors are not required to 

make contact) and research by Smith (2015) suggests that NRs value the contact they 

have with AMHPs who often appear empathetic, caring, and supportive, helping to 

calm situations down and contain the anxiety they might be feeling, particularly in their 

first contact with mental health services.  Conversely, there is a recognition by NRs 

that the contact with the AMHP is brief and not part of an on-going professional 

relationship, which can leave NRs feeling unclear about who to contact for on-going 

information and support.  A study of AMHPs by Dixon et al (2020) suggests that 

AMHPs regard the NR as an important point of contact, both for information relevant 

to the assessment but also as some element of legal safeguard.  However, the study 

also suggests that AMHPs are concerned about finding the right balance between this 

potential legal safeguard and protecting the confidentiality of the person being 

assessed. 
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2.3.1 Applying a social perspective as an AMHP 
 

The doctors’ role in a Mental Health Act assessment is to decide whether the person 

being assessed has a mental disorder, and whether the risks associated with that 

person’s mental disorder warrant admission to hospital.  If the doctors decide to 

recommend compulsory admission, then the final decision rests with the AMHP as to 

whether ‘in all circumstances of the case’ the admission is the most appropriate way 

for the person to receive ‘care and treatment’.  This is a much broader question than 

that answered by the medical recommendations, and the Code of Practice (para 

14.52) makes clear that the AMHP is expected to bring a ‘social perspective’ to bear 

on the decision whether to detain an individual, as an alternative perspective to that of 

the doctors.  A study of how ASWs and Home Treatment Professionals (HTP) 

understood and framed alternatives to hospital admission (Hall, 2017), during the 

process of assessment under the Mental Health Act 1983, suggested differences 

between them.  The ASWs framed the situations that service users presented with in 

terms of social crises, linking the mental distress service users were experiencing to 

social problems.  In contrast, the HTPs framed the situations in terms of individual 

pathology and risk, with an emphasis on excluding form the service those who the 

HTP did not define as ‘mentally ill’.  This was potentially a challenge for the ASWs if 

they were trying to secure support from the Home Treatment Team (HTT) for the 

service user to stay at home. The ASWs only formal power lay in their authority to 

detain an individual and if this was not the decision then they had no power to enforce 

alternatives: 

…for ASWs to successfully negotiate access to home treatment, they have to 
address a number of difficulties. They need to negotiate a common 
understanding of mental illness with the HTT, agree a timescale for team 
decision-making, adhere to the resources available to the HTT, and ensure that 
the team feels secure with the decision-making of that ASW.  

 (Hall, 2017: p.453) 

The term ‘social perspective’ is not defined further by the Code, though reference is 

made, under relevant factors in the decision to detain someone, to consideration of 

the individual’s cultural background, and social and family background (para 14.8).  A 

small-scale study by Karban et al (2020) of AMHPs who were graduates from five 

successive cohorts of a specific AMHP course suggested that the social perspective 

was an important aspect of AMHP practice, but that the term itself was quite broadly 

interpreted in practice: 
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The diverse applications of a social perspective are also noticeable, including 
both a holistic understanding of an individual and their family’s social 
circumstances and relationships and the impact of previous experiences, 
including trauma, as well as recognising the impact of contact with mental 
health services and the actual process of a MHA assessment of which the 
AMHP is a part. 
(Karban et al, 2020: p. 13) 

 

Like the participants in this thesis, the participants in the Karban et al study were all 

qualified social workers, though it was not clear whether any were within their first year 

of practice as an AMHP.  Some of the AMHPs in the Karban et al study also made a 

direct link between the social perspective and their professional identity as social 

workers.  There was also evidence that applying a social perspective of itself did not 

necessarily make any practical difference to whether an individual was detained, if this 

was the recommendation of the doctors, and that the application of the social 

perspective can be outweighed by concerns regarding the management of risk.  The 

curriculum of the AMHP course includes teaching on applying the social perspective 

as an AMHP as part of the managing Mental Health Act assessments module.  The 

aim is to encourage students to critically reflect upon the contested nature of mental 

disorder and risk, from a sociological perspective, and not just consider ‘social factors’. 

 

The education of social workers, and by implication AMHPs, is also influenced by the 

dominant neoliberal approach to higher education and the training of professionals 

(Carey, 2021): 

Alongside the elevation of anxieties about abuse or neglect as being paramount 
to professional relations with service users as part of a wider safeguarding 
discourse, priority in managing risk may be given also to medically framed 
pathologies such as alcohol or drug misuse, schizophrenia, dementia, 
challenging behavior, attachment disorders, trauma, among other examples. 
As well as understate or ignore social complexity and structurally determined 
inequality and exclusion, risk-averse practices tend also to be built around an 
associated regulatory need for welfare professionals to gather copious amounts 
of information and set clear standards, while seeking where feasible to modify 
the behavior of ever more objectified and rigorously assessed clients. 
(Carey, 2021: p.10)  

 

Within this study some of the newly qualified AMHPs refer to the people they support 

as ‘customers’, which suggests a particular neoliberal interpretation of their role, and 

of the role played by the people they support.  Fenton (2020) in a study of social work 

students born after 1995 suggested that many of this cohort had internalised the 
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neoliberal discourse of individualism and self-sufficiency, viewing people’s problems 

as fundamentally their own fault due to poor choices with no acknowledgement of 

structural inequality or social divisions having a role.  The curriculum of the AMHP 

course includes a module (social and psychological contexts of mental disorder) that 

suggests that mental disorder is a contested concept and introduces a range of 

different perspectives, other than the biomedical, on the causation and response to 

mental distress.  This includes the social approach to mental distress (Tew, 2011) and 

cultural understandings of mental distress (Fernando, 2014).  The participants in this 

study do refer to a social perspective, but do not refer specifically to any of the 

sociological teaching on the course and appear to conflate the social perspective with 

their perspective as a social worker (see Chapter 8). 
 

2.4 Social work and the AMHP role 
 
All the AMHP participants in this study are social workers and part-time AMHPs – they 

participate in the role on a rota basis, on an average of one day a week.  This reflects 

the national picture, with 95% of AMHPs being social workers and 74% being part-

time AMHPs or in a mixed role (Skills for Care, 2021).  A report prepared for Social 

Work England (the social work professional regulatory body) suggests that 81% of 

AMHPs see it as a profession, including 50% who see it as both a profession and a 

qualification, and 31% who see it purely as a profession (Hemmington, et al., 2021).  

Amongst social worker AMHPs, 80% see the AMHP role as different to their social 

work role: 

Overall, the main areas of difference were where the AMHPs perceived it as a 
specialist role requiring additional knowledge and skills, with greater power and 
status and with requirements over and above their professional social work role. 
The responses highlighted a perception of greater autonomy, independence 
and decision-making latitude. The role was also often associated with short-
term interventions and distinct statutory work with greater interface with 
legislation. 
(Hemmington, et al., 2021:  p.28 
 

The issue of negotiating the AMHP role as a newly qualified AMHP whilst still being a 

social worker is discussed in the Findings in Chapter 8.  Qualified AMHPs who work 

on a rota basis report that their role is significantly different from their day-to-day 

practice within mental health services, where the services they work in are generally 

differentiated between children’s services, adult services (including older people), or 
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working-age mental health, and is misunderstood not just by the service users and 

families they encounter, but also even by their non-AMHP colleagues (Gregor 2010; 

Watson 2015).  Previous studies have also suggested that the demands of the AMHP 

role induce higher levels of stress and burnout in professionals than their non-AMHP 

work (Evans, et al., 2005; Hudson & Webber, 2012).  These studies suggest that 

taking on the AMHP role places a significant level of personal responsibility upon the 

individual, with associated demands in terms of stress and emotional labour.  The 

participants in this study make frequent reference to the ‘weight’ of the AMHP role.  
This is in the context of a rising rate of detentions under the Mental Health Act, a point 

recognised in the recent government commissioned review of the Mental Health Act 

(Wessley, et al., 2018) which acknowledged that rates of detention under Section 2 

and 3 have doubled since the Act was introduced.  A study by Bonnet & Moran (2020) 

suggests that AMHPs believe that this rise and the current high level of demand is 

symptomatic of fraying social structures and lack of community services: 

Within this context, use of the MHA has become an overused last resort, not by 
design, but by necessity. 
(Bonnet & Moran, 2020: p.631) 

 

This places the AMHP in a contemporary context where demand for Mental Health Act 

assessments has increased.  The transfer of risk from referrer to the AMHP and the 

use of the AMHP to manage risk is discussed in more detail in the findings in Chapter 

7. 

 
2.5 Risk and mental disorder 
 

How the newly qualified AMHPs understand and learn to interpret ‘risk’ in the context 

of leading a Mental Health Act assessment is a key theme in this thesis (see Chapter 

7).  The opening sections of the Mental Health Act 1983 set out two key themes; 

mental disorder and the risk represented by mental disorder.  Section 1 of the Act 

makes clear that the Act only applies to people with a ‘mental disorder’, which is 

broadly defined, and the identification of mental disorder is placed with the medical 

profession.  Sections 2, 3 and 4, which are the civil sections under which an individual 

can be detained define the grounds for detention in terms of a person ‘suffering from’ 

a mental disorder that requires hospitalisation and that such detention is in the 

‘interests’ of that person’s health, safety or for the protection of others.  The term ‘risk’ 
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is not explicitly used in the grounds for detention, but is spelled out more clearly in the 

Code of Practice para 14.9-14.10: 

 …the evidence suggesting that patients are at risk of: 

• Suicide 

• Self-harm 

• Self-neglect or being unable to look after their own health and safety 

• Jeopardising their own health and safety accidentally, recklessly or 

unintentionally, or 

• That their mental disorder is otherwise putting their health and safety at 

risk 

(Code of Practice, para 14.9) 

 

In considering whether detention is necessary for the protection of other 

people, the factors to consider are the nature of the risk to other people 

arising from the patient’s mental disorder… 

(Code of Practice, para 14.10) 

 

The curriculum of the AMHP course includes teaching on ‘risk’ from the perspective of 

the ‘risk society’, and the function of statutory mental health services and mental health 

professionals in assessing and managing risk, as part of the ethics and values module.  

It is not the position of this thesis that there are never situations where an individual’s 

behaviour either causes harm to themselves or others or has the potential to do so.  

However, there are concerns that ‘risk assessment’ is a flawed process: 

The process of assessing risk used in the United Kingdom depends largely on 
professionals making judgements about the likelihood that someone 
designated as a ‘patient’ may be dangerous or ‘at risk’, that is, a danger, to 
others and society at large.  It is here that common sense images play their 
most damaging role in institutionalizing misconceptions; this is because 
judgements that are largely based on subjective impressions are given 
professional backing as ‘clinical judgements’, thereby becoming seen as fact – 
even as being ‘evidence-based’ since an opinion given by a professional 
assumes the status of something objective. 
(Fernando, 2011: p.253) 

 

The teaching highlights the subjectivity inherent in risk assessment and that a concern 

with ‘risk’ and the management of risk has been suggested as a feature of modern 

society by Beck (1992) who referred to this as being a ‘risk society’.  In the risk society 
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professionals are expected to contain and manage uncertainty, where the concern is 

with ‘safety’ and preventing the worst possible outcomes from occurring.  In mental 

health services these concerns reflect a pervasive sense of anxiety in society 

regarding the nature of ‘mental disorder’ (Warner, et al., 2017), and a blame culture 

where individual professionals are held accountable whenever there is an adverse 

event (Foster, 2013).  This concern with the threat posed by mental disorder is also 

present in mental health social work (most of the participants in this study are also 

mental health social workers for local authorities) where it has led to a prioritisation of 

risk management and a culture of defensive practice, whilst holding practitioners and 

service users responsible for any negative outcomes (Lee, et al., 2017).  The taught 

curriculum of the AMHP course in the managing Mental Health Act assessments 

module includes ‘risk assessment’ using the social model (Tew, 2011) to critically 

explore the discourse relating to risk, and to promote risk-taking over simple risk 

minimisation.  Notably, the participants in this study do not mention the social model 

of risk assessment, and instead appear to treat risk assessment as a process and, 

importantly, something to be recorded (see Chapter 7).   

 

This chapter has so far considered the nature of risk and mental disorder from a 

sociological perspective that highlights the social control element of mental health 

services and professionals.  This will be explored further below using the concept of 

bio-power (Foucault, 1978).  As discussed previously, the AMHP is an embodiment of 

the Mental Health Act 1983, and translates the Act into tangible actions, such as 

detaining people.  The next section will consider the function of the MHA 1983 from a 

socio-legal perspective, to locate the AMHP role in a wider societal context. 

 

2.6 What is the Mental Health Act 1983 for? 
 
The AMHP has a pivotal role in the operation of the Mental Health Act 1983.  From a 

social-legal perspective the function of the MHA 1983 is contested: 
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But I continue to ask myself, what is all this law for? Is it to enable people with 
mental disorders to obtain the care and treatment most suitable to their needs? Or 
is it to protect the rest of us from our fear of the harm that a small minority of them 
may do? Or is it to keep them away from hospitals and doctors and protect them 
from being treated differently from other people? 
(Hale, 2009: p.115) 

 

The Mental Health Act 1983 is an evolution of previous legislation that has been in 

existence since the late eighteenth century in England and Wales.  There are several 

recurrent themes and concerns in relation to the function of the Act that are relevant 

for Approved Mental Health Professionals and their practice.  These themes are the 

concern that mental health legislation is fundamentally a means of social control; the 

debate about whether mental disorder should be treated in the same way as physical 

disorder, where mental capacity is an overriding factor in deciding whether treatment 

can be given against a person’s wishes; and the concern that psychiatry cannot be 

trusted not to abuse its power. 

 

The theme of social control is an enduring concern in relation to an Act that allows the 

state to incarcerate and forcibly treat individuals found to be ‘mentally disordered’.  The 

issue of defining who is ‘mentally disordered’ and ‘risky’ is important as it allows the 

state to target, by delegating the power to detain to mental health professionals, a 

group whose behaviour is seen to be deviant and a threat to social order (Pilgrim, 

2005).  Moncrieff (2010), a psychiatrist, applies the theory of social construction to the 

experiences of diagnosis for individuals and suggests that psychiatric diagnosis 

disguises a system of social control whereby people whose behaviour presents 

problems (either to themselves or others around them) can be coerced and 

constrained by mental health services and professionals.  At the same time, the 

presence of diagnosis and related treatment provides a justification for mental health 

professionals to practise as they do (and releases funding for them to deliver their 

services).  Writing about social work law, including the Mental Health Act 1983, Braye 

& Preston-Shoot (2016) suggest that the law can be seen as preserving the status quo 

in terms of power structures in society, promoting the interests of privileged groups in 

society and entrenching inequality.  As an example of this there have been 

disproportionately higher rates of detention of certain black and minority ethnic groups 

since relevant statistics have been recorded (Care Quality Commission, 2014).  The 

curriculum of the AMHP course included reference to theories of social control in the 
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ethics and values module, and some participants did refer to their role as potentially 

being about social control. 

 

The issue of whether mental health should be treated differently to physical health in 

relation to the issue of capacity is an enduring concern.  The current Mental Health 

Act 1983 does not include any reference to mental capacity in relation to the grounds 

for detaining someone.  However, the participants in this thesis mostly work in adult 

social care, where issues of capacity are assessed and considered daily, and where 

a person cannot be required to accept care or any intervention against their will if they 

are assessed as having the capacity to make that decision.  This is in marked contrast 

to the situation when they are practising within the framework provided by the Mental 

Health Act.  This distinction between their practice as an AMHP and as a social worker 

is discussed in the Findings in Chapter 8.  When the New Labour government 

commissioned a review of the Mental Health Act 1983 in 1999 the notion that people 

should be treated against their will, regardless of whether they had capacity, was a 

significant area of the debate.  Daw (2007) suggests that proponents for a law based 

on capacity, including the Royal College of Psychiatry and MIND, were motivated by 

a concern that forcing treatment for mental disorder on mentally capacitated 

individuals was discriminatory and stigmatising, especially considering the introduction 

of the Mental Capacity Act 2005 that formalised the assessment of mental capacity in 

relation to physical disorders.  Treating someone who has the mental capacity to 

decide their treatment for a physical disorder without their consent is unlawful.  The 

New Labour government refused to implement a capacity-based law for mental health, 

that would have involved a definition of ‘significantly impaired decision making’, on the 

grounds that this would be a difficult test to administer and prevent people receiving 

the treatment that they needed (Patel, 2007).  Szmukler et al (2010) outline a model 

for such a ‘fusion’ of incapacity and mental health legislation, on the grounds that 

‘mental disorder is not always associated with incapacity to consent’ (ibid, p.12 – italics 

are in the original).  In reply, Burns (2010), writing from a personal perspective as a 

consultant psychiatrist, asserts that mental illnesses are not ‘social constructs’ and 

takes the perspective that: 

It is the nature of mental illnesses and their treatments that shape mental health 
legislation: not mental health legislation that shapes mental health practice 
(other than at the edges). 
(Burns, 2010: p.34) 
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Burns also suggests that psychiatry is motivated by beneficence, even paternalism, 

that justifies overriding individual autonomy.  It is up to the psychiatrist to judge 

whether the person is not their ‘normal self’ and as such is inherently impaired and 

distorted in terms of choices and decision-making.  The curriculum of the AMHP 

course in the law and policy module includes teaching on the Mental Capacity Act and 

what the Code of Practice (Department of Health, 2015) refers to as the interface 

between the MHA and the Mental Capacity Act.  However, this does not explore the 

concept of mental capacity critically, and the participants in this study made no explicit 

mention of capacity as a contested concept. 

 

The final theme relates to a lack of trust in psychiatry to not abuse the power it has 

i.e., to incarcerate people who are either not really ‘mad’, or not so ‘mad’ that they 

should be locked up and forced to have treatment.  The legal framework in England 

and Wales has always included a check on this either through the involvement of a 

magistrate or another functionary of the state.  Vassilev & Pilgrim (2007) suggest that 

from the Victorian period there has been a concern that controlling the risk to social 

order presented by mental disorder led to a parallel risk that the sane may find 

themselves being inadvertently detained as well.  At the same time, the public 

perception of psychiatry has historically been one of mistrust and a concern that 

treatment may not be ‘benign, beneficent or life enhancing’ (ibid, p.351).  This relates 

to the duty given to the Approved Mental Health Professional to only detain someone 

when it is necessary “in all circumstances of the case”, rather than simply on the 

recommendations of the doctors.  The assessment and management of ‘risk’ as an 

AMHP is discussed in Chapter 7. 

 

As discussed in Chapter 1.2.2 above, my understanding of the operation of statutory 

mental health services and the Mental Health Act 1983 has been influenced by the 

writings of Foucault and this chapter will now introduce the Foucauldian concept of 

‘bio-power’ as a critical perspective for understanding the operation of the Mental 

Health Act 1983 in this thesis. 
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2.7 Bio-power 
 
2.7.1 Introduction 
 

A key assumption in this thesis is that the law can be understood from both an 

historical and sociological perspective (Norrie, 1993).  The work of Foucault (1965) 

has been particularly influential in drawing attention to how madness is represented in 

society and how such a discourse legitimises the power of psychiatry, and associated 

professionals (such as the AMHP), to intervene in many aspects of an individual’s life.  

The concept of bio-power was introduced by Foucault (1978) in a 6-page section of 

The History of Sexuality (which is volume one of a series): 

During the classical period, there was a rapid development of various 
disciplines – universities, secondary schools, barracks, workshops: there was 
also the emergence, in the field of political practicalities and economic 
observation, of the problems of birthrate, longevity, public health, housing and 
migration.  Hence there was an explosion of numerous and diverse techniques 
for achieving the subjugation of bodies and the control of populations, marking 
the beginning of an era of “bio-power”. 
(Foucault, 1978: p.140) 

 
States began to collect data on their population and study aspects such as fertility and 

sexuality and intervene to control and regulate the human body (including the mind) 

with the aim of producing ‘docile bodies’ who will play their part in the well-ordered 

running of society.  Control is then exercised in society using disciplinary technology 

– a fusion of knowledge and power.  Foucault suggests that such power exists within 

relationships, rather than being exterior to relationships and belonging to any group or 

individual, it is something that is exercised rather than simply possessed (ibid).  For 

Foucault power should not be understood simply through the mechanism of 

repression.  Instead, power is productive, producing pleasure, knowledge, and 

discourse (Foucault, 1980).  Discourse is a term Foucault uses to describe ‘practices 

that systematically form the objects of which they speak’ (Foucault, 1972: p.49).  This 

is not merely a case of discourse translating reality into language, but rather discourse 

is a systematic way of structuring how we interpret reality (Mills, 2003: p.55).  For 

example, the psychiatric discourse enables the definition of an individual and their 

behaviour as mentally disordered and thus justifies their enforced treatment (Baxter, 

1996).  At the same time, discourse is imperfect, and both transmits power whilst 

simultaneously providing the conditions for undermining it and making it ‘fragile’ 
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(Foucault, 1978: p.101).  It is important to note that in the sense that Foucault uses it 

power also implies resistance: 

Where there is power, there is resistance, and yet, or rather consequently, this 
resistance is never in a position of exteriority to that power. 
(Foucault, 1978: p.95) 
 

Resistance is the ‘counter-stroke’ to power, to use a mechanical metaphor, without 

which disciplinary power would not work (Hunt & Wickham, 1994, cited in Kendall & 

Wickham, 1999).  One form of resistance to disciplinary power comes with the 

imperfect nature of discourse, that meaning is not fixed and can be renegotiated (Lilja 

& Vinthagen, 2014).  For example, where the medical discourse relating to 

homosexuality has been contested using the dominant vocabulary and categorisation 

to render homosexuality legitimate (Baxter, 1996: p.458). 

 

A range of institutions, such as hospitals, schools, prisons, and factories, are places 

where disciplinary technology is applied to individuals, and professions have 

developed to implement these technologies.  Rabinow & Rose (2006) suggest that 

Foucault did not develop this concept fully before he died and offer their own 

clarification of what bio-power means, based upon three elements that they suggest 

are a minimum requirement for its use as a tool for critical inquiry.  Firstly, the existence 

of one or more discourses relating to the ‘vital’ character of human beings, associated 

with a collection of authorities that claim to be competent to understand and apply that 

truth.  Secondly, the existence of strategies for intervening in society in the name of 

life and health.  Thirdly, ‘modes of subjectification’ through which individuals are 

expected to work upon themselves, applying truth discourses in the name of life or 

health, under the supervision of one of the competent authorities.  All of the 

participants in this study are qualified social workers and Gilbert & Powell (2010) 

suggest that social work in the United Kingdom possesses all the features of bio-

power, and that professional training both legitimatizes and regulates the behaviour of 

social workers in relation to ‘service users’: 

For Foucault, professionalism is in itself ‘a disciplinary mechanism’; associating 
specific practices with particular worker identities, knowledge and rules of 
conduct thus legitimizing professional authority and activity.  
(Gilbert & Powell, 2010: p.9) 

 
Furthermore, social workers are expected to actively monitor and regulate their 

behaviour through processes such as reflective practice and supervision.  The use of 
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reflective practice and supervision by the newly qualified AMHPs is discussed further 

in Chapter 6.  The process of surveillance and intervention by mental health 

professionals in the lives of individual members of society will now be considered using 

Foucault’s (1977) analogy of the panopticon. 

 
2.7.2 The panopticon 
 

Foucault (1977) uses the analogy of the panopticon to describe the way that 

institutions can observe and control individuals.  Mental health services, particularly 

inpatient services, but also community services, have been compared to panopticons 

in how they manage and observe patients (Holmes, 2001).  In the panopticon the 

structure is designed such that every individual can be observed from a central control 

point.  In the prison which was the original design this means a central site from which 

each cell housing an individual can be seen directly.  In this way control is experienced 

by each individual but the individuals do not necessarily perceive themselves to be 

part of a collective or group as they are physically separated.  Indeed, the original plan 

by Bentham for the panopticon was also intended to be used in factories to prevent 

strikes or distraction from other workers.  The central control point should also be 

constructed in such a way that the person being observed cannot tell whether it is 

occupied or not, such that each individual in their cell comes to believe they are under 

constant surveillance, whether they are or not.  This in turn leads to the individual 

monitoring their own behaviour, without the intervention of a central observer, or the 

need for the physical use of force or coercion.  The constant surveillance is also linked 

to the extraction of knowledge: 

That is to say, the centre of power is, at the same time, the centre of 
uninterrupted assessment, of the transcription of individual behaviour. The 
codification and assessment of everything individuals are doing in their cells; 
the accumulation of knowledge and the constitution of sequences and series 
that will characterize these individuals… 
(Foucault, 2006) 

 

Using the panopticon as a device for understanding the operation of the Mental Health 

Act 1983, with its function in the surveillance and control of those deemed mentally 

disordered, the AMHP could be seen integral to the operation of the panopticon.  

Mental health services hold a considerable amount of information about individuals, 

both electronically and on paper files, with a corresponding concern that risk 
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assessments are often undertaken without the knowledge or consent of service users, 

and often based on poor quality information or assessment tools (Langan, 2009).  In 

nursing practice, the operation of an all-encompassing electronic health record 

reinforces existing power structures and transforms the nursing role into one of 

‘automated data entry and task retrieval’ (Dillard-Wright, 2019: p.9).  The participants 

in this study were all qualified social workers with at least several years’ experience of 

working in statutory services, either with adults or children and their families.  Statutory 

social work has been described as a system of surveillance that reproduces the 

features of the panopticon, but without being constrained by the physical limits of a 

building, instead operating wherever social workers encounter and ‘assess’ individuals 

or families (Gilbert & Powell, 2010).  As such, the newly qualified AMHPs could be 

interpreted as already playing a role in the operation of bio-power in their roles as 

social workers, even before they qualified and practised as AMHPs. 

 

2.7.3 The law as a means of obscuring the operation of bio-power 
 

Foucault (1978) suggests that the existence of a legal framework obscures how the 

power of the state operates by distracting us from the existence of the other 

mechanisms of power which permeate society and operate through defining and 

policing what is normal and acceptable: 

Why are the deployments of power reduced simply to the procedure of the law 
of interdiction? Let me offer a general and tactical reason that seems self-
evident: power is tolerable only on the condition that it masks a substantial part 
of itself.   Its success is proportional to its ability to hide its own mechanisms. 
(Foucault, 1978: p.86) 

 

The Mental Health Act 1983 and accompanying Code of Practice appear to place limits 

and restrictions on the capacity of AMHPs and psychiatrists to implement compulsory 

treatment on the mentally disordered, for example requiring professionals to consider 

the guiding principle of adopting the ‘least restrictive option and maximising 

independence’ (para 1.1) in their decision making.  However, Foucault (1977) cautions 

that: 
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…although the universal juridicism of modern society seems to fix limits on the 
exercise of power, its universally widespread panopticism enables it to operate, 
on the underside of the law, a machinery that is both immense and minute, 
which supports, reinforces, multiplies the asymmetry of power and undermines 
the limits that are traced around the law. 
(Foucault, 1977: p.223) 

 

The existence of the Mental Health Act 1983 could be seen as an example of this 

distraction, with its emphasis on welfare and the legal conditions under which people 

can be incarcerated and given psychiatric treatment against their will being a 

distraction from the more subtle operation of bio-power by mental health professionals. 

 

2.7.4 The role of the AMHP in the operation of bio-power 
 

As discussed above, the Mental Health Act 1983 can be understood through the 

analogy of the panopticon.  The AMHP is a creation of the Mental Health Act 1983 and 

AMHPs are required to apply the Act in their practice, with AMHPs generally referring 

to their role as being the coordination and execution of ‘Mental Health Act 

assessments’.  A concern with the risk represented by the ‘mentally disordered’, and 

the need to manage this, underpins the language and tone of the Mental Health Act: 

In the context of mental health, assessment has a pre-occupation with 
monitoring and surveillance and this is crystallised in official discourse such as 
the Mental Health Act. 

 (Bertram & Powell, 2005: p.8) 

Buckland (2016) applied discourse analysis, using Foucauldian concepts of discourse, 

language, and power, in a small-scale study of the decision-making of social work 

qualified AMHPs in Mental Health Act assessments.  The study suggests that social 

work qualified AMHPs apply a medicalised, psychiatric interpretation of mental 

disorder in their assessments, even though they may raise objections to this and 

sometimes feel discomfort in doing so.  Two of the ten participants explicitly identified 

a shift since becoming an AMHP from a more critical position of being ‘anti-psychiatry’ 

to accepting the ‘evidence base of psychiatry’, whilst others moved from a position of 

being concerned with the individual’s right to not be detained to being more concerned 

with the individual having a right to medical treatment, which might necessitate 

detention.  The language the AMHPs used to describe the behaviour of service users 

also referred to a social model of mental disorder, referring to ‘mental distress’ instead 

of illness for example, but all the participants also described the situations, to a varying 
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extent, using the language of mental illness and medical treatment.  The AMHPs were 

aware of the dominant discourse associating mental disorder with risk, and were 

conscious of their individual legal accountability, which added pressure on the AMHP 

to act and detain as a means of managing such perceived risk.  The Buckland study 

suggests that social work qualified AMHPs, even those who refer to a critical approach 

to a psychiatric discourse, play a role in the operation of bio-power in monitoring and 

regulating individuals whose behaviour deviates from accepted norms – who cease to 

be ‘docile bodies’.  The Buckland article is included in the reading list of the AMHP 

course and discussed with students in relation to the operation of power. 

 
2.7.5 Role of psychiatry in the operation of bio-power 
 

The focus of this thesis is the AMHP.  However, whilst the AMHP is the professional 

with the legal authority to detain individuals for assessment and treatment under the 

civil sections of the Mental Health Act 1983, the legal mandate to detain someone 

must be based upon medical recommendations made by two doctors, at least one of 

whom must be approved under section 12 of the Act (almost invariably a psychiatrist). 

The complex system of relationship and professions, including psychiatry, that 

enables bio-power to function, has been described by Foucault (1980) as a ‘highly 

intricate mosaic’ (ibid, p.62) with medicine as the common denominator: 

It was in the name of medicine both that people came to inspect the layout of 
houses and, equally, that that they classified individuals as insane, criminal or 
sick.  But there also emerged, out of the confused matrix of philanthropy, a 
highly diverse mosaic comprising all these ‘social workers’… 
(Foucault, 1980: p.62) 

 

The role of psychiatry in bio-power is based upon a claim to specialist knowledge, 

based on scientific principles and therefore the ‘truth’, about mental disorder, encoded 

in diagnostic frameworks, namely the Diagnostic and Statistical Manual of mental 

disorders (DSM) and the International Classification of Disease (ICD).  Moncrieff 

(2010) suggests that psychiatric diagnosis – which is central to the operation of the 

Mental Health Act - has a political function in terms of justifying societal responses to 

deviant or ‘disturbed’ (or disturbing) behaviour, that involve imposing control on those 

people deemed ‘mentally disordered’.  Within the Mental Health Act 1983 then, 

psychiatrists play a fundamental role in the identification and subsequent management 

of those people deemed to be mentally disordered.  They also play a role in the third 
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element of bio-power identified by Rabinow & Rose (2006), namely the mode of 

subjectification whereby an individual is expected to monitor and regulate their 

behaviour, to show ‘insight’ (emphasis is in the original text): 

On one level, DSM and ICD are benign – merely bureaucratic systems for 
classifying the states people find themselves to be in, or are viewed by others 
as occupying. Such classifications can be seen to ‘open the door’ to offers of 
help, care or treatment for the said ‘mental disorder’.  The situation becomes 
malignant when the person does not seek such a classification; or wishes to 
avoid such care and treatment.  Classically, people who deny that they have a 
‘mental disorder’ are either in ‘denial’ or ‘lack insight’.  The more they protest, 
the more ‘seriously’ their ‘mental disorder’ is viewed. 
(Barker, 2011: p.146) 

 

Foucault (2006) suggests that psychiatric power rests upon several elements in the 

relationship between the psychiatrist and the individual being assessed.  Firstly, the 

psychiatric patient is made aware that they are subject to the will of the psychiatrist, 

who inherently has more control over events than the individual patient.  Secondly, the 

patient is required to recount their life history to the psychiatrist.  The psychiatrist will 

use their interviewing technique to seek to establish a history of abnormality as a pre-

cursor to the madness the person currently manifests.  This reality is then reflected to 

the person i.e., you have always been prone to madness through your development 

as a child or your family history.  Thirdly, the patient is presented with the reality that 

they are ill, and that they need to acknowledge this and accept the unreality of the 

things they believe and accept therefore that they are a patient.  Foucault refers to this 

as a form of ‘confession’ on the part of the patient, where the psychiatrist will try to 

elicit an acknowledgement from the patient of their madness, or provoke the patient to 

display a symptom that confirms their madness: 

At that point, pinned in the extreme corner of the interrogation he can no longer 
escape his own symptoms; he can no longer thread his way between them.  He 
is constrained to say: Really, I am someone for whom the psychiatric hospital 
was built, I am someone for whom a doctor was needed, I am sick, and since I 
am sick, it is clear that you, whose major function is to confine me, are a doctor.  
And there we arrive at the essential point of the double establishment of the 
confined individual as sick and of the confining individual as doctor and 
psychiatrist. 
(Foucault, 2006: p.274) 
   

This confirms the doctor-patient relationship and legitimises the role of psychiatry in 

managing aberrant behaviour.  Lastly, the patient is expected to accept the reality that 

work, as a transaction of labour for the essentials of living, is fundamental for their 
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well-being and relief from madness.  So far, this chapter has considered the existence 

of the Mental Health Act 1983 – and the role played by AMHPs in the operation of the 

Act - through the critical perspectives of risk and bio-power, and the production of 

‘docile bodies’. 

 
2.8 Concluding remarks regarding the Approved Mental Health Professional 
 

The AMHP role exists to manage the complex multi-agency and multi-professional 

process of compulsory admission to psychiatric hospital, located in a history of such a 

gatekeeping and transportation role being seen to be necessary.  Throughout the 

history of the role there has been a close involvement with psychiatry, and the potential 

for disagreement between the medical professionals and the gatekeeper.  Towards 

the end of the twentieth century the gatekeeper role also came to supplant the role of 

relatives in admission to hospital (the relative designated the nearest relative by the 

MHA 1983) as well as replacing the judicial role in authorising compulsory admissions.  

The role has become more formalised, with a degree of legal independence, and the 

training has developed significantly from that expected of MWOs or Poor Law 

Relieving Officers.  However, whilst the language and terminology has changed, the 

fundamental function of the AMHP remains the same as that of a Poor Law Relieving 

Officer, namely the detention and incarceration of those individuals deemed by doctors 

to present a risk and require compulsory psychiatric treatment.  Albeit the AMHP can, 

and indeed should, decide not to detain unless they are satisfied it is necessary and 

there are no suitable alternative arrangements. 

 

At the same time, it is difficult to define what an AMHP is.  Most literature relating to 

the AMHP refers to it as a statutory role within the Mental Health Act 1983, with a 

series of duties and powers, and a requirement to bring a ‘social perspective’ to bear 

on the decision to detain or not.  This seems a narrow conception of what it means to 

be an AMHP, an expression of the competency-based criteria which student AMHPs 

are expected to demonstrate to pass the AMHP course and be approved to act as an 

AMHP.  The research relating to the AMHP highlights the complexity of the role, and 

the extent of the ‘dirty work’ (Hochschild, 1983) involved in coordinating and 

completing a Mental Health Act assessment.  At the same time the AMHP is supposed 

to promote alternatives to detention and safeguard the individual’s civil rights, as well 
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as liaise with family and other important individuals in the life of the person being 

assessed.  A significant majority of AMHPs in the SWE report (Hemmington, et al., 

2021) perceive being an AMHP as a profession, but one strongly influenced by social 

work and placing an emphasis on the way this brings a ‘strong social model approach’ 

(ibid, p.31) to the role.  This tension of ‘care vs control’ is a feature of mental health 

social work generally (Ramon, 2011) but is heightened when the social worker is an 

AMHP with the power, and the legal duty, to detain an individual, but at the same time 

has very limited power to ensure other options are available. 

 

The uncertainty about what it means to be an AMHP is reflected in the nature of the 

courses of higher education that are mandatory requirements for individuals to be 

approved as an AMHP by a local authority.  There is no prescribed curriculum or 

pattern for the course, or for the length of placement (though a placement is a 

requirement for approval of the course by the PSRB).  The AMHP course is often 

described in the literature as training, whilst from an academic perspective the aim is 

to enable critical thinking and critically reflective practice as an AMHP.  The course 

undertaken by the participants in this study is an intensive postgraduate diploma 

compressed into approximately 5 months full-time study, most of which is placement-

based.  It appears there is broad satisfaction with the courses provided – which is 

reflected in the findings in Chapter 5 – and most AMHPs say that the course they 

undertook prepared them adequately to be an AMHP (Hemmington, et al., 2021).  This 

does however beg the question, what exactly did the AMHP course prepare them for?  

From a Foucauldian perspective, the AMHP is part of the operation of bio-power and 

the management of individuals deemed to be ‘risky’ and a threat to social order. 

However, the approval criteria for AMHPs promote a competency-based approach to 

the education of AMHPs, with a focus on knowledge and skills, particularly knowledge 

and application of the law.  To what extent does the teaching on the AMHP course of 

a critical, sociological perspective on mental distress, including the role of the AMHP, 

influence the practice of the newly qualified AMHPs and develop a distinctive 

discourse for AMHP practice?  What aspects of the AMHP course do prepare the 

newly qualified AMHPs for practice?  This thesis examines what it means to be a newly 

qualified AMHP and starts to address the question of how individuals learn to be an 

AMHP and what being an AMHP means to them.   
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This chapter has offered a critical perspective on the role of the AMHP and the nature 

of the course that students undertake to prepare to be approved to be an AMHP.  The 

following chapter will discuss theoretical perspectives on the nature of professional 

education and how professionals learn to practise. 
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Chapter 3: Theoretical Perspectives on Professional Learning 
 
3.1 Introduction 
 

The previous chapter has outlined the context in which AMHPs practise, both in terms 

of how ‘mental disorder’ is understood and interpreted and how the role of the AMHP 

can be understood in a historical context of social control.  The focus of this study is 

how newly qualified AMHPs learn to carry out the role, and this section will explore the 

main theoretical perspectives on how professionals learn.  In this thesis the transition 

to qualified practice is conceptualised as a process of learning to practise as an AMHP.  

This involves learning to understand the situations they encounter from the 

perspective of an AMHP and act within the expectations of the role, and a transition 

from being a student on a course of professional education to being a fully qualified 

and practising AMHP.  An important caveat is that the participants in this study were 

already qualified and experienced social workers, whilst most of the literature in 

relation to newly qualified professionals address how individuals become a 

professional from a perspective of an outsider.  This is important as the participants in 

this study gave varying answers as to whether they had developed (or were 

developing) a new professional identity, as an AMHP, or regarded themselves as still 

primarily social workers.  At the same time, the transition to practising as an AMHP 

involves taking on a new role and new responsibilities, such as in the case of 

promotion to be a manager from being a front-line worker. 

 

The transition to becoming a qualified professional has been the focus of research 

across many disciplines and professions.  The transition can be viewed from several 

perspectives; as a process of acquiring and applying professional skills and 

knowledge to be a competent practitioner, as a series of developmental stages 

towards professional expertise, or as a process of socialisation to become part of a 

previously inaccessible defined group.  These perspectives are not exclusive, and 

inherent in these different perspectives is the assumption that the individual learns to 

think and behave in ways that are new or unfamiliar to them, and that these changes 

are apparent both to the individual and to their peers.  In this study individuals are 

taking on a new role, the Approved Mental Health Professional, that involves learning 

to be the professional responsible for detaining a person in psychiatric hospital.  This 
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is a phenomenon that most of them were already familiar with, through their 

professional involvement as social workers in the field of mental health but had never 

held the individual responsibility for this act before.  All participants highlighted the act 

of taking this responsibility as the major defining feature of the transition to becoming 

an AMHP.  The main question this study addresses is how these individuals learned 

to practise as an AMHP, which involves understanding the situations they encounter, 

whilst carrying out their legal duties under the Mental Health Act 1983, from the 

perspective of an AMHP and acting accordingly.  This section of the thesis will 

consider this transition in terms of the acquisition of professional skills and knowledge; 

as a process of professional development; as a process of socialisation; as an 

ontological and epistemological transformation, in terms of professional identity; and, 

in terms of learning threshold concepts. 
 

3.2 The acquisition of professional skills and knowledge 
 

The curriculum of the AMHP course is designed to reflect the requirements of the SWE 

approval criteria for AMHPs, and as such the course learning outcomes (which 

students are ultimately assessed against) are framed as the acquisition of both 

knowledge and skills (separated into intellectual skills and skills for practice).  

Moorhead, et al. (2019) suggest that in many countries, including the UK, social work 

education has tended to focus on the development of skills and knowledge, and 

readiness to practise, rather than explicitly on the development of a professional 

identity as a social worker.  Much of the research in this area focuses on whether 

newly qualified professionals are competent or capable to carry out their new role.  

Moriarty et al (2011) conducted a scoping review of the literature in relation to social 

work, nursing, teaching and allied health professions and the transition to newly 

qualified practice.  The review suggests that the dominant theme in much of the 

relevant research is that of the degree of ‘preparedness’ (or not) for the professional 

role. This was largely ascertained by asking newly qualified professionals to self-

assess how prepared they were for the realities of practice, though the concept of 

competence or effectiveness continues to be contested.  However, the authors 

acknowledged that the review was limited by the time available and there was 

significant disagreement across the literature regarding the purpose of professional 

education and the differing views of employers and educators in relation to the concept 
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of ‘readiness for practice’.  Newly qualified social workers in a study conducted in 

England (Bates, et al., 2010) felt that their professional education gave them a good 

grounding in relevant skills and knowledge, though lacking in some of the fine detail 

of day-to-day social work practice such as recording and report-writing.  Similarly, the 

participants felt they were not prepared for the bureaucratic nature of the role, or how 

quickly they were expected to be dealing with a caseload.  In midwifery, Skirton et al 

(2012) used data from diaries kept by midwives in their first 6 months of qualified 

practice to identify key events in their working lives.  The participants reported how 

their confidence in their capability to do the role increased as they became more 

familiar with dealing with increasing levels of complexity and risk. However, they had 

not expected to be placed in positions of responsibility so soon, as they perceived it, 

after qualifying.  A study of the support offered to newly qualified midwives (Hughes & 

Fraser, 2011) suggests that the transition to qualified practice is challenging and that 

for some participants it felt as if they were left to ‘sink or swim’.  Similar themes were 

present in a study of newly qualified doctors (Illing, et al., 2013) where the main themes 

were how professional education could give only limited experience of the day-to-day 

practice of being a ward doctor and the skills required.  For example, newly qualified 

doctors felt unprepared for giving ‘bad news’ to patients and relatives, though they 

perceived their general communication skills to be good.  Overall, the dominant theme 

is that newly qualified professionals perceive that their experiences of professional 

education can never fully prepare an individual for the reality of qualified practice, but 

that immersion in practice once qualified does lead to them developing the necessary 

skills to adequately carry out their role. 

 

An emphasis on the technical and rational aspects of learning to be a professional, 

with a focus on the intellectual development of knowledge and learning how to apply 

theory and acquire skills has been critiqued by Schön (1987).   Schön (ibid) suggests 

this fails to appreciate the nature of practice as being more akin to an art than simply 

the application of knowledge and technique or skills, and the social nature of learning 

as opposed to an individualistic knowledge and skills acquisition model.  The following 

perspectives on professional learning and development conceptualise this as involving 

a transformation in professional identity and emphasise the social nature of learning 

to be a professional. 
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3.3 Transition as an evolution through stages of professional development 
 
Another significant perspective on the transition to a new role or profession is that of 

the individual progressing through a series of developmental stages.  One of the most 

common models referred to in the research literature is that developed by Dreyfus and 

Dreyfus (1986) who suggested that there are five defined stages of skill acquisition: 

novice, advanced beginner, competent, proficient, and expert.  The model is 

incremental and progressive, with individuals passing through the different levels of 

expertise as they gain experience of more and varied situations.  Students on a course 

of professional education are generally seen as being a novice, in the process of 

developing towards being an advanced beginner once qualified.  It is not simply a case 

of acquiring new and better skills, but the individual also becomes more emotionally 

involved in their practice: 

In general, if one seeks the safety of rules, one will not get beyond competence. 
On the other hand, experiencing deeply felt rewards or remorse seems to be 
necessary for the performer to learn from examples without rules.  
(Dreyfus, 2004: 179) 

  

It is the ownership of the decision or the practice that enables the progression towards 

a higher level of expertise rather than being simply competent or skilful.  The five-

stage model has been used to explore the professional development of nurses by 

Benner (2004) over a twenty-one-year period, in collaboration with Hubert and Stuart 

Dreyfus as consultants.  Benner’s studies with nurses suggested that the five-stage 

model aligned with the accounts of practice by nurses as they became more 

experienced, and that being defined as an ‘expert’ nurse was associated with the 

development of a greater awareness of moral dilemmas and tensions within the role.  

Naylor et al (2016) in their study of the transition to practice for newly qualified 

diagnostic radiographers suggest that the participants description of how intense and 

tiring their work felt could be understood as their experience of progression through 

the stages proposed by Dreyfus and Dreyfus and the need to learn a set of routines 

to reduce the cognitive overload.  Although the five-stage model is sometimes referred 

to in discussions of findings, Moriarty et al (2011) suggest it appears to be used less 

frequently as the basis for studies being carried out since the mid-1990’s, possibly 

because of the model being better suited to longitudinal studies that are less 

commonly conducted. 
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The five-stage model has been the subject of criticism.  The different levels within the 

model appear to offer a logical progression through a process of skills acquisition, with 

the pinnacle of achievement being the ability to practise intuitively as an acknowledged 

‘expert’.  Critics of the concept of ‘intuition’ such as English (1993) suggest that the 

definition of ‘expert’ is not clearly defined and Benner appears to suggest that it is not 

enough to simply develop further professional skills but that experts are especially 

‘intuitive’, without considering alternative explanations for how more experienced 

nurses might be able to perceive solutions to complex problems.  Other criticisms 

relate to a concern that the model does not take into account the way knowledge can 

be socially constructed and ignores the impact of power on how situations are 

described and understood, neglecting for example that more senior ‘expert’ nurses 

may be reinforcing established hierarchies and discourses (Purkis, 1994).  The work 

of Benner also appears to be limited in relation to the context in which the individuals 

are practising and does not explore what happens when practitioners change roles for 

example, other than to acknowledge than being an expert in one field does not 

automatically mean the person will be expert in another related field.  Hargreaves & 

Lane (2001) explore the experience of an experienced Paediatric Nurse, Delya, whose 

description of their practice matched that of an ‘expert’, changing role to that of a 

School Nurse.  In this new role Delya at first appears to be behaving as a ‘novice’, 

which she is not surprised by.  However, within a matter of months Deyla appears to 

be able to practice with a consistent degree of competence, as judged by her peers.  

This is significantly faster than the five-stage model would predict, as it assumes 

several years of experience are needed to reach this stage.  Hargreaves & Lane (ibid) 

suggest that other factors are present for Delya, such as an awareness both of what 

she does not know and of her capability and willingness to learn. 

 

The participants in this study are qualified experienced social workers, with at least 

two or three years post-qualifying experience, and in some cases significantly more.  

In terms of the five-stage model they are likely to have been practising as at least 

competent in their social work roles, and in some cases – where they have been senior 

practitioners – potentially as experts.  This model would suggest that the participants 

return to the novice or advanced beginner stage whilst they are students and begin to 

progress towards being competent during their first year of practice – with those who 
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were perhaps practising as ‘experts’ as social workers finding this transition easier or 

more rapid.  Conversely, those with less experience who were competent as social 

workers might experience this transition to being competent as an AMHP as more 

problematic. 

 

3.4 Threshold concepts 
 

The transition to being a qualified professional can also be understood as a process 

of learning those key concepts, threshold concepts, that help define a particular 

profession and without which it would be difficult to practise.  Threshold concepts are 

widely used in discussions and debate regarding academic practice in higher 

education: 

They arise from an understanding of higher education as an opportunity for 
challenge, growth, and exploration of new ways of thinking, doing and being, 
and depend on the idea that in the process of learning, ambiguity and 
uncertainty are to be encouraged and tolerated. 
(Mossley, 2017: p.4) 

 

A threshold concept is one which, once understood, leads to an individual 

understanding or practising in a new and previously inaccessible way (Meyer & Land, 

2003b).  An individual’s changed understanding may occur suddenly, or over time, but 

often involves knowledge that the person finds ‘troublesome’ or unsettling.  Within a 

discipline or profession, this perspective suggests that individuals must understand 

certain threshold concepts to develop a deeper understanding of their discipline, 

without which they might struggle to practise or maintain their motivation (Mossley, 

2017).  Threshold concepts have several aspects, being transformative, (probably) 

irreversible, integrative, bounded, and troublesome.  They are transformative because 

the individual experiences a significant shift in their understanding and performance, 

that may also involve a change in how the person feels or their beliefs and values may 

be changed.  They appear irreversible because it is very difficult for the individual to 

unlearn them.  Threshold concepts can be integrative because they lead to the 

individual making connections between phenomena or things they had not previously 

seen as connected.  From the perspective of a discipline or profession, threshold 

concepts can mark out the boundaries between that discipline or profession and other 

related disciplines or professions.  Threshold concepts are troublesome because they 
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are often contrary to previously learnt, perhaps ‘common sense’, ways of seeing the 

world or are difficult and challenging to master.  The troublesome nature of threshold 

concepts also leads to individuals often experiencing a movement from one state of 

thinking to another, passing through a ‘liminal’ stage that may be uncomfortable for 

the person.   Hill (2020) in a study of the teaching of prosthetics and orthotics suggests 

that not all troublesome knowledge is associated with a threshold concept.  For a 

concept to be a threshold concept for a discipline or profession it needs to be both 

integrated into how the individual sees the world, as well as with other threshold 

concepts, as well as fundamentally altering how the individual sees the world: 

It appears that there must be a change in the person, in the way they think. 
They start to think like a disciplinary expert. Therefore, I suggest that for a 
concept to be threshold it must involve contextualised experience enabling the 
acquisition of associated memories that then enable integration and ontological 
change and the development of a disciplinary view. 
(Hill, 2005: p.675) 

 

The definition of a threshold concept has been criticised by Rowbottom (2007) as 

defined in such a way as to be impossible to identify empirically, on the basis that the 

definition proposed by Meyer & Land (2003a) does not clarify how you would identify 

a threshold concept in the real world, or indeed what separates a transformational 

concept from any other concept.  Rowbottom (2007) uses the example of the concept 

of traffic lights, which if one had been driving for many years without understanding 

what they mean it would subsequently radically change one’s experience of driving if 

it was then grasped.  Similarly, it is conceivable that what might be a transformative 

concept for one individual might not have the same effect on another person’s way of 

understanding the world.  The difficulty of defining and identifying threshold concepts 

in practice is also a problem for O'Donnell (2010) who suggests that there is no clarity 

on how many of the proposed characteristics need to be present, nor how much 

emphasis should be given to the notion of troublesomeness, or how many learners 

need to experience the characteristics associated with threshold concepts before one 

could be reliably evidenced.  Similarly, an analysis of a small sample of studies that 

had the identification of threshold concepts as their main aim by Quinlan et al (2013) 

suggested that there was significant diversity in methodological approaches to 

exploring threshold concepts with a lack of clarity about how such thresholds are 

defined. 

 



 70 

Notwithstanding the critiques of threshold concepts in relation to how it might be 

applied in the real world, it has underpinned a range of educational research.  

Examples of proposed threshold concepts in professional education include the social 

model of disability for social workers (Morgan, 2012), which challenges student social 

workers’ understanding of ‘helping’ people.  Student social workers often have limited 

lived experience of disability and have been brought up to understand disability as a 

personal tragedy, rather than understand societal structures and processes as barriers 

which work to disable people.  Applying a social model suggests that ‘helping’ 

someone to address the ‘needs’ they have because of an impairment becomes a 

potentially oppressive act.  Addressing the social model as a threshold concept 

enables social work students to challenge the nature of social work itself, which can 

be profoundly troubling, particularly in the early stages of a social work degree course. 

 

Clouder (2005) explored how both occupational therapy and physiotherapy students 

engaged with the concept of ‘caring’ whilst on placement.  For both sets of students 

the notion of being ‘caring’ had a commonsense interpretation that was inadequate for 

understanding the situations they were practising in, where they had to show 

professional ‘caring’, and this uncertainty was troublesome for them.  In the initial 

stages of interacting with patients, students experienced a state of anxiety and 

indecision when they were trying to make sense of their experiences of being in a 

caring role, which Clouder (ibid) suggested was a liminal state whilst they worked 

through what it means to be a professional and caring.  Ultimately, the students 

identified in the study appeared to reach a stage of transformation in how they 

understood what it meant to ‘care’, having struggled with this and even become ‘burnt-

out’ as a result, but they had learnt to think and act differently in their professional role. 
 

Overall, threshold concepts have been influential in trying to understand how students 

develop into capable and knowledgeable practitioners in their chosen disciplines or 

professions.  Despite the concerns about a lack of precision regarding how a threshold 

concept should be identified, it continues to evolve as a model that can be used in 

shaping the learning experiences of students. 
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3.5 Socialisation in a new profession or role – communities of practice 
 

A further perspective on professional education considers how people are socialised 

into a new profession or role, and the way professional identity and practice is shaped 

by social interaction.  Through this interaction, acceptable ways of thinking about and 

understanding the work that needs to be done, and acting accordingly, are 

exemplified, and adopted by newcomers.  The most common concept currently used 

to understand how people learn to become a particular profession or take on a 

particular occupational role is that of communities of practice (Wenger, 1998).  The 

community of practice (CoP) model is based upon the concept that humans are social 

beings, who interact with one another to achieve their goals and meet their needs, and 

who over time ‘tune’ their relations with one another and the world (a process of 

learning) to make this happen.  A group of individuals working together, for example 

in a team, is not of itself a CoP.  It is the social relations and collective nature of the 

practice being undertaken that leads to a community that endures over time: 

Over time, this collective learning results in practices that reflect both the pursuit 
of our enterprises and the attendant social relations.  These practices are thus 
the property of a kind of community created over time by the sustained pursuit 
of a shared enterprise.  It makes sense, therefore, to call these kinds of 
communities ‘communities of practice’. 
(Wenger, 1998: p.45)  

 

For Wenger (2009) practice and knowledge are bound together - ‘Knowing is a lived 

experience’ (ibid, p.4) - and both are developed through mutual engagement with 

others in the reality of practice.  Practice in a CoP also involves negotiating what it 

means to be a person during participation in that practice - how we experience and 

make sense of that engagement in the real world.  Making sense of the world involves 

a process that Wenger (1998) refers to as reification, whereby we create something 

tangible out of our experience of the world, which then becomes a focus for negotiation 

of meaning: 

A certain understanding is given form.  This form then becomes a focus for the 
negotiation of meaning, as people use the law to argue a point, use the 
procedure to know what to do, or use the tool to perform an action. 
(Wenger, 1998: p.39) 
 

The CoP model assumes people retain their individuality, but that certain rules, 

expectations, and ways of working (often unwritten or not explicitly codified) are 

established within the community.  People are not simply ‘cogs’ within a machine.  An 
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important feature of being part of a CoP is that individual identity is negotiated through 

doing the role and interacting with others and in that sense is shaped but not rigidly 

determined by membership of the community.  Engagement in the practice of a CoP, 

gives meaning to the professional or occupational title we are given, through the way 

we are expected to act and how we are expected to interpret the phenomena we 

encounter in that role.  Wenger (ibid) refers to a ‘layering’ of our participation in the 

practice of the CoP and associated interpretation of the events we participate in, which 

builds along with our developing relationships and our experience of intervening to 

make things happen.  Individuals construct their sense of who they are at any one 

time, their identity, through the on-going negotiation of meaning in their participation 

in practice.   

 

This model assumes that undertaking a course of professional education provides 

access to a CoP, with students moving backwards and forwards across a boundary 

between academic and professional practice (Fenton-O'Creevy, et al., 2015).  Within 

this model, joining a profession, once qualified, involves individuals moving from the 

periphery of an established CoP – a position they occupy as a student or apprentice 

– towards being an active participant of the CoP.  Lave & Wenger (1991) refer to this 

involvement as a student or newcomer as ‘legitimate peripheral participation’, but 

stress that this is a complex concept and not simply reducible to binary opposites – 

illegitimate versus legitimate, central versus peripheral or participation versus non-

participation.  Legitimacy refers to a CoP granting an individual enough legitimacy for 

them to be able to participate in the life of the community: 

Granting the newcomers legitimacy is important because they are likely to 
come short of what the community regards as competent engagement.  Only 
with enough legitimacy can all their inevitable stumblings and violations 
become opportunities for learning rather than cause for dismissal, neglect or 
exclusion. 
(Wenger, 1998: p.101) 

 

It is through engagement with the social world of the CoP that a newcomer gains 

access to the sources than enable them to understand their role and the part they play 

in the CoP.  A key feature of the CoP is that language and the ways actions or events 

are understood are constantly being negotiated – over time the CoP can change in 

how it approaches the tasks or aims of the community.  A criticism of CoP recognised 

by Wenger (1998) is that where there are strong bonds between members of a CoP 
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this may make it more difficult for new members to integrate and may also lead to a 

stagnation and resistance to change the way members practise.  This may reflect the 

power imbalance in a CoP between new members and those who are more 

established (Roberts, 2006). 

 

A community of practice as defined by Wenger (1998) has three key characteristics – 

mutual engagement, joint enterprise, and shared repertoire.  Mutual engagement 

refers to the way that members of a CoP interact to contribute to the on-going work of 

the community e.g., the processing of insurance claims, and in so doing negotiate 

what the practice of the community looks like.  Wenger (ibid) refers to joint enterprise 

as a process of negotiation that reflects the full complexity of mutual engagement 

(p.77) and is the way in which the members of a community engage with one another 

to make whatever the output of the community, for example claims processing, real 

and manageable. The third aspect suggested by Wenger is that members of a 

community of practice have a shared repertoire which includes all those elements that 

make the community recognisable to its members, such as routines, jargon, tools, 

particular ways of doing things and the discourse members use to describe the world.  

These dimensions are interconnected and describe how practice gives coherence to 

a CoP (ibid).  However, Amin & Roberts (2008) carried out a review of academic 

literature that had explicitly used Communities of Practice to describe situated learning 

and suggested that the CoP model was not being applied in a precise way: 

Our reading of much of this literature, however, shows that the use of the term 
has become imprecise, having strayed far from the original definition of CoPs 
as relatively stable communities of face-to-face interaction between members 
working in close proximity to one another, in which identity formation through 
participation and the negotiation of meaning are central to learning and 
knowledge generation. 
(Amin & Roberts, 2008: p.355) 

 

Social learning theory was developed further in relation to CoP by Wenger-Trayner & 

Wenger-Trayner (2015) who use the metaphor of a ‘landscape’ of practice to describe 

how CoP can be interconnected in a complex system, which shapes professional 

practice through the interactions at and across the boundaries between CoP.  They 

describe how boundaries are inevitable and will involve a degree of negotiation 

regarding the degree to which the competence of one CoP becomes (or does not 

become) relevant to that of another: 
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In a complex landscape in which no practice simply subsumes another, 
boundaries of practice are interesting places, crossing a boundary always 
involves the question of how the perspective of one practice is relevant to that 
of another.  It is connecting two forms of competence whose claim to knowledge 
may or may not be compatible.  Therefore, boundary crossing and boundary 
encounters are crucial aspects of living in a landscape of practice. 
(Wenger-Trayner & Wenger-Trayner, 2015: p.18) 

 

Wenger-Trayner & Wegner-Trayner (ibid) go on to suggest that boundaries are 

potential points of significant learning and may generate new insights for students.  In 

the landscape model, learning becomes akin to a journey through a landscape 

composed of multiple CoP and associated boundaries, which shapes our identity.  The 

individual learning journey is described by three ‘modes of identification’ – which relate 

to how individuals inhabit the landscape of practice – engagement, imagination, and 

alignment.  Engagement refers to the actual direct experience of practice, whatever 

form that may take, whether transitory or more enduring, whether we participate or are 

a non-participant, or whether we manifest competence or not.  Imagination is the way: 

We use such images of the world to locate and orientate ourselves, to see 
ourselves from a different perspective, to reflect on our situation, and to explore 
new possibilities. 
(Wenger-Trayner & Wegner-Trayner, 2015: p.21) 

 

The example given is that of a nurse who can imagine themselves as part of a wider 

community of nurses, not just the immediate CoP they might participate in.  Alignment 

is the way in which individuals ensure their practice aligns with the context in which 

the practice takes place, such as applying relevant guidelines or legislation for 

example.  Wenger-Trayner & Wegner-Trayner (ibid) stress that this is not simply 

adherence to the rules, but a more complex process of negotiation and coordination 

to try and ensure the outcome matches our expectations.  Membership of multiple CoP 

requires individuals to reconcile the different demands and accountability they 

experience in each and reconcile the different identities they express in each CoP.  

This can lead to experiences of incongruence for example (Kubiak, et al., 2015) for 

the individual, which may be an opportunity for learning, however emotionally difficult 

this may be. 

 

Wenger-Trayner & Wenger-Trayner (ibid) introduce the concept of ‘knowledgeability’ 

to describe how individuals relate to the multiple CoP they encounter or participate in.  
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This differs from the competence that an individual might be recognised for when they 

practise as a member of a CoP and relates to how individuals can be seen to have a 

claim on being a valid source of information as well as a legitimate provider of a service 

in the wider landscape of practice.  Such claims to knowledgeability can be contested 

and subject to the politics of knowledge in any specific landscape.  This has relevance 

for the process of learning to be a professional: 

Learning to become a practitioner is not best understood as approximating 
better and better a reified body of knowledge.  Rather it is developing a 
meaningful identity of both competence and knowledgeability in a dynamic and 
varied landscape of relevant practices. 
(Wenger-Trayner & Wegner-Trayner, 2015: p.23) 

The other key factor relating to knowledgeability is that of accountability (ibid), with the 

practitioner having to make sense of where, to whom, or to what they are accountable 

for in any given action or decision.  The attribution of accountability can be complex, 

particularly at boundaries where knowledgeability is contested.  Wenger-Trayner & 

Wenger-Trayner (2015) suggest that the central challenge for professional learning is 

being able to negotiate a manageable identity and claim to knowledgeability across 

the complex landscape of practice. 

 

In summary, the CoP model – more latterly expressed as a landscape of CoPs – has 

been applied to the professional development of welfare professionals and could be 

relevant for the transition to qualified practice of AMHPs, if an AMHP CoP is present. 

The model suggests that being engaged in the social world of an AMHP CoP is pivotal 

to learning to practise as an AMHP and that newcomers to such a CoP will be learning 

through negotiating a set of shared understandings with established CoP members, 

as well as learning to apply processes and tools in the AMHP repertoire.  Students on 

the AMHP course spend a significant amount of their time on the course alongside 

qualified AMHPs on placement, including an AMHP who supervises their practice and 

assesses their competence (see 1.5.3 above).  They are also taught in the university 

by qualified AMHPs who lead teaching sessions related to specific practice issues or 

contexts (for example, interviewing service users as an AMHP, or the assessment of 

older people under the Mental Health Act 1983).  This would appear on the surface to 

suggest peripheral legitimate participation in an AMHP CoP – this issue is explored 

further in the Findings in Chapter 5. 
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3.6 Ontological transformation 
 

A focus on ‘becoming’ a particular professional is another feature of current literature 

on professional education and transition to qualified practice – sometimes referred to 

as an ‘ontological turn’ in higher education (Fellenz, 2016).  The abstract acquisition 

of knowledge and skills that are disconnected from actual practice is likely to be 

superficial (Barnacle, 2005) for the learner.  For example, in a research study of the 

professional development of medical students, Dall'Alba (2004) suggests that a focus 

in the curriculum upon classroom-based skills and knowledge did not adequately 

prepare the students for practice as it did not enable the students to develop a 

professional way-of-being.  The ontological perspective on education suggests that 

being a student in higher education involves more than the acquisition of appropriate 

skills and knowledge but also includes a change in how we view ourselves and our 

place in the world: 

We may note that it is not unusual, on the occasion of a university graduation 
ceremony, for the proud graduate to say to her or his equally proud parents in 
front of a key tutor that ‘this course has changed my life’. They do not 
characteristically say that ‘I acquired lots of knowledge on this course’ or ‘I 
gained many new skills’. We can only make sense of such an observation on 
the part of the student if we invoke concepts such as being and becoming: 
through the student’s course of study, their being was transformed. Indeed, we 
might even say that they became a new self. 
(Barnett, 2009: p.435) 

 
The philosophy of Heidegger is often associated with the ontological perspective on 

professional education.  Dall'Alba (2004) draws upon the philosophy of Heidegger 

(1962) to explore how individuals know themselves and the world and conceptualises 

the process of professional development as an unfolding process of becoming a 

professional – a transformation of how we understand and act in the world.  In our 

everyday activities we do not generally concern ourselves with interrogating the nature 

of reality, or what it means to know something, and take most of what we do and how 

we do it for granted.  Knowing about the world is part of being in the world and there 

is not a separate ‘cabinet’ in which our consciousness resides and which we return to 

after going out into the world to perceive it and understand it (Heidegger, 1962: p.89 

§62).  For Heidegger, to be human is to be entwined with the world and embedded 

within it, a state of ‘being-in-the-world’.  Heidegger highlights the temporal nature of 
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‘Being’ and how as humans we take up the possibilities, or new ways of being, that 

are open to us (Heidegger, 1962: p.40 §42).  An individual’s way of ‘being-in-the-world’ 

is neither fixed and unchangeable, nor is it completely unconstrained in how it changes 

and evolves.  We also understand ourselves in terms of possibilities.  We are always 

looking forward (‘projecting’) and are in a perpetual state of ‘becoming’: 

Projecting has nothing to do with comporting oneself towards a plan that has 
been thought out, and in accordance with which Dasein arranges its Being.  On 
the contrary, any Dasein has, as Dasein, already projected itself; and as long 
as it is, it is projecting.  As long as it is, Dasein always has understood itself and 
always will understand itself in terms of possibilities. 
(Heidegger, 1962: p.185 §145) 

 

Thompson (2001) applies the work of Heidegger to suggest that education (including 

professional education) is a process whereby an individual’s way of looking at the 

world is transformed.  The goal of education is to make the world unfamiliar and in so 

doing open up new possibilities.  Thompson (ibid) describes this as a process of 

‘turning’ away from the world in which we are normally immersed and then, with the 

guidance of a teacher, ‘re-turning’ us to the world so that we interrogate it anew, in a 

process of reflexivity.  Dall’Alba (2009) cites Thompson (2004) who suggests that the 

way individuals understand the world is interpreted and circumscribed by the 

‘embodied life-projects’ (Thompson, 2004: p.444) that we identify with, for example 

that of being a teacher.  Therefore, professional education involves a transformation 

of the person’s sense of self, which opens new ways of acting and being, rather than 

a process of acquiring appropriate knowledge and skills: 

One of our key moves in this work is to argue for a shift in the focus of higher 
education programmes from knowledge-in-itself to learning as embodied and 
enacted. Accordingly, we refer to knowing, as a verb, rather than knowledge, 
as a noun, to make the point that it needs to be understood as enacted, rather 
than possessed. 
(Barnacle & Dall'Alba, 2014: p.1144) 

 

Dall’Alba (2009) suggests that we are products of our past, but not in a linear pre-

determined way.  Learning to become a professional involves engaging in the 

practices and traditions of that profession.  However, we bring our own experiences 

and understandings of the world with us in a way that opens some possibilities for us, 

whilst directing us away from others: 

For instance, aspiring teachers embarking on their studies in teacher education 
continue to be the persons they are in some respects, within the context of a 
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world that continues to operate largely as before.  At the same time, these 
trainee teachers undergo change in their capacity to teach and in their 
understanding of what teaching involves.  As they learn to be teachers, both 
epistemology and ontology are involved.  The trainee teachers continue to be 
who they are and recognisable to those who know them, whilst also being 
transformed. 
(Dall’Alba, 2009: p.5)  

 

This unfolding of possible trajectories has multiple different paths, with no single 

defined trajectory towards becoming a professional, for example in the process of 

learning to be a designer (Adams, et al., 2011).  This temporal nature of being-in-the-

world leads to inherent ambiguities in learning to become a professional, continuity 

with change, and possibilities with constraints (Dall’Alba, 2009).  Professional 

education also takes place in a social context and this in turn may open certain 

possibilities whilst constraining others, in the context of the power relations that 

permeate professional practice.  This is relevant in the context of AMHP practice being 

in a field of practice dominated by psychiatry and a biomedical interpretation of mental 

distress.  Being part of a social world as a trainee professional also means engaging 

with others both from the profession being joined but also other participants in the 

practice we are learning to engage in: 

The process of becoming a professional occurs, then, through continual 
interaction with other professionals, as well as those from outside the 
professions.  it is misleading to attempt to separate the individual from 
engagement with others in this process of becoming.  Quite simply, an 
individual does not become a professional in isolation; conversely, a profession 
cannot exist without individual professionals.  The two are interdependent and 
spill over into one another, as well as being engaged in the broader social world. 
(Dall’Alba, 2009: p.8)  

 

Learning to become a professional involves a ‘struggle’ (Dall’Alba, op cit, p.7) between 

openness to change and resistance to such change, both for the individual and for the 

profession more widely.  This aspect of resistance to change was observed by 

Dall'Alba (2005) in her study of her own teaching on a course for experienced 

university teachers.  From an ontological perspective one of the goals of professional 

education is to enable individuals to become open to the changing context of practice, 

with no fixed end point – what it means to be a particular professional is dynamic and 

never complete (Dall'Alba & Barnacle, 2007): 

…letting learn requires creatively enacting situations as pedagogical, being 
open to and engaging with, the issues encountered, being sensitive to student 
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needs, and promoting self-awareness and reflective practice, with the risks and 
opportunities that entails.  In other words, letting learn, too, demands a capacity 
for responsive spontaneity as a means of enhancing the integration of knowing, 
acting and being among our students. 
(Dall’Alba & Barnacle, 2007: p.688) 

 
In summary, the ontological turn in professional education suggests that attention 

should be given to the transformation in an individual’s way of being in the world, as 

in what they know, how they act and who they are, their professional identity.  This is 

in a social and historical context (something shared with Communities of Practice) but 

with an emphasis on individual trajectories and on the role of educators in supporting 

the development of reflexive and reflective professionals. 

 

3.7 Comments on identity, professional identity, and professional role 
 

The literature in this chapter often refers to professional identity as an important 

element for understanding the nature of professional education.  Within this thesis, 

reference is sometimes made to the participants professional identity and role as a 

social worker, as well as their role as an AMHP.  In practice, individuals may use the 

term professional identity in different ways, including being a series of desirable traits 

held by an individual, or a shared identity with others, or as evidence of professional 

development (Wiles, 2017).  At the same time, professional identity is shaped by the 

experience of being in an organisation and workplace, and is more than simply the 

adoption, for example, of the title of ‘social worker’ (Webb, 2017).  This thesis will 

adopt a sociological perspective on identity, professional identity, and professional 

role.  The notion of identity is a core concept in social science and has sometimes 

been used indiscriminately without further analysis, and the nature of identity, and 

professional identity, is contested (Webb, 2017).  The understanding of identity has 

developed from an understanding of the self as unique and individual towards a 

sociological account of identity that suggests that identity is constructed in relation to 

others and to society (Woodward, 2002).  Daly and Kettle (2017) suggest that identity 

is fluid and in a state of becoming, rather than being fixed, whilst Castells (2010) 

suggests that an individual may have a plurality of identities at any one time.  Castells 

(ibid) also refers to the notion of ‘legitimizing identity’ (ibid, p.8), whereby dominant 

institutions in society extend their reach and domination by legitimizing the actions of 

particular groups.   An example of this is given by Beddoes (2011) study of health-
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based social workers, where the importance of having a secure claim to knowledge, 

or a clear mandate, provides credentials, which reinforce professional identity.  A key 

debate is the extent to which people have control, or agency, over their identity 

formation, compared to the extent to which identify formation is determined by 

structural factors such as economic, social, cultural, or political concerns.  This section 

of the thesis will explore what is meant by professional identity, its relationship with 

the broader concept of identity, and the how the term ‘role’ is used in this thesis.   

A starting point for an understanding of professional identity is to consider the nature 

of identity as a broader concept.  A text-book definition of identity is provided by Leary 

and Tangney (2003), as cited in Webb (2017), who suggests that identity ‘refers to the 

central, distinctive and more or less enduring qualities of an actor’ (Webb, 2017: p.1).  

From the perspective of social psychology, identity is formed through a reflexive 

process of self-categorisation, or identification, where the individual names or 

categorises themselves in relation to social categories or classifications such as race, 

gender, or religion (Stets & Burke, 2000).  Woodward (2002) suggests that identity is 

always socially located, and relates to difference, marking out the boundaries of ‘us’ 

and ‘them’, often using symbols such as flags, as well as giving us a sense of who we 

are and offering some degree of security or stability.  The concept of boundaries has 

also been used to explore how professional identity is constructed and the tensions 

this can create between professions (Webb, 2017).  The formation of identity, and 

professional identity, as being social and relational, and not simply individualistic will 

now be explored in more detail. 

An important contribution to the debate on the formation of identity has been the work 

of Giddens (1991), who suggests that by the late twentieth century the influence of 

external institutions, such as the church and the state, which had previously been 

fundamental in determining identity, through notions of duty and obligation, had 

waned.  In place of these influences, in late modernity individuals construct their 

identity through a reflexive project of managing the self.  The notion of late modernity 

as being important in understanding the reflexive nature of identity has been 

challenged by Bradley (2016) who suggests that Giddens makes assumptions about 

the behaviour of people in the past that are not supported by evidence and are 

contradicted by the complex understanding of identity expressed for example in the 
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work of Shakespeare.  The reflexive project is subject to what Giddens (1991) refers 

to as ‘life politics’, whereby the individual makes sense of who they are in a world 

where they are effected by events and relationships both local and global, for example 

the risk of nuclear war, or climate catastrophe: 

The individual must integrate information deriving from a diversity of mediated 
experiences with local involvements in such a way as to connect future projects 
with past experiences in a coherent fashion…A reflexively ordered narrative of 
self-identity provides the means of giving coherence to the finite lifespan, given 
changing external circumstances. 
(Giddens, 1991: p.215) 

 
Daly and Kettle (2017) suggest that the work of Giddens on identity is relevant for 

understanding the nature of professional identity, through both the concept of the 

reflexive self and the notion of ‘fateful moments’, where individuals are presented with 

a significant action or decision, the consequence of which may lead to a new 

understanding or perspective.  Of relevance to this thesis, the concept of identity as a 

reflexive project is also understood by Giddens (1991) as a continuous process, with 

individuals engaging in an on-going self-interrogation of their experiences and whether 

they can use this as an opportunity for change.   

 

A sociological approach to professional identity derives from an understanding of 

social identity and how this relates to individual identity (Dent, 2017).  In relation to 

professional identity, an individual categorises their self as belonging or being part of 

a particular profession such as social work (Webb, 2017).  As an example of this, in 

relation to professional identity and social work, Wheeler (2017) suggests that 

professional socialisation can be understood from the perspective of social identity, 

with students learning to identify themselves as social workers during their placement: 

…it is clear that professional identity develops when students have the 
opportunity to explain their role, values and theoretical perspectives to other 
professionals such as health professionals.  In doing so, students develop 
confidence in their role and identity as a social worker and are able to defend 
this as necessary. 
(Wheeler, 2017: p.194) 

 

Stets and Burke (2000) suggest that there is significant overlap between the two 

theoretical understandings, with identity being both related to the group one belongs 

to (who one is) and their role (what one does): 
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A complete theory of the self would consider both the role and the group bases 
of identity as well as identities based in the person that provide stability across 
groups, roles, and situations. 
(Stets & Burke, 2000: p.234) 

 

With group identity it is the uniformity of perception and action among the group 

members that supports the formation of identity, whilst role identity is formed by what 

marks the role out as different i.e., the differences in perception and action in relation 

to other roles with which one interacts (ibid).  The different forms of identity – individual, 

group and role – are difficult to disentangle and a general theory of self needs to 

incorporate insights from all three and address the balance of agency and structure in 

identity formation.  The different forms of identity also provide different sources of 

meaning, depending on the individual and the situation.  For example, Stets and Burke 

(ibid) suggest that participation in a group is increased the more an individual identifies 

with the group, is committed to their role identity within the group and sees the group 

as aligning with how they define themselves.  The different roles one assumes in a 

group may also enhance one’s identification with that group, depending upon the 

power or status assigned to that role. 

 

Professional identity is formed when an individual categorises their self as belonging 

or being part of a particular profession such as social work, and professional education 

involves a process of socialisation into a profession.  Institutional logic highlights the 

tension in understanding professional identity from a sociological perspective: 

As a concept it suffers from a well-known problem in sociology, of being 
regarded, simultaneously, as structuring and structured.  On the one hand, 
practitioners are thought to have lively agency in forming their own identity, on 
the other hand, it is argued that professional identity is interiorized and 
structured for practitioners by wider contexts, such as the workplace, 
professional associations and government austerity measures. 
(Webb, 2017: p.236) 

 

There is broad agreement that both being and doing is central to understanding 

identity.  This highlights that how individuals understand what they do, in relation to 

their professional identity, is important to understanding the real-world consequences 

associated with practising as a professional. 
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The discussion of how professional identity relates to more general theories of identity 

has highlighted the complex and contested nature of professional identity as a term.  

However, Webb (2017) suggests that professional identity, whilst being an ‘embattled’ 

concept, does ‘matter’ and how social workers understand and enact their professional 

identity leads to real world consequences, citing Law (2004): 

Realities rather than opinions are being made. Reality is being done in 
professional (and other) practices of valuation. 

 (Webb, 2017: p.4) 
 
Webb (ibid) suggests that professional identity can be understood, from a sociological 

perspective, as being subject to institutional logic, namely productionist rationality, the 

sentimental politics of authenticity, dynamic stabilisation as a means of ensuring the 

reproduction of a profession, and regimes of justification, worth and recognition.  

Productionist rationality is the way professional identity is understood as something 

that has (my emphasis) to be produced or manufactured by social workers both during 

their initial training and during their career, as a duty, moral imperative, or institutional 

imperative.  Professional identity is also understood as being an authentic 

representation of a professional self that is aligned to the values and purpose of social 

work, evidenced by the use of reflection and reflective practice which promotes 

uncovering one’s feelings and thoughts and is orientated towards being an ideal social 

worker.  Dynamic stabilisation refers to how professional identity is understood as 

being something that practitioners constantly seek to develop – manifested in the 

notion of continuing professional development – making and re-making their 

professional identity in the process.   The stabilisation refers to the expectation that 

professionals, such as social workers, are resilient in the face of challenging and 

distressing experiences.  Professional identity also provides individuals with a sense 

of justification and worth, rooted in the legitimised identity discussed above, and is 

important for how social workers, for example, negotiate boundaries with other 

professions, or resist the imposition of new norms and practices by their managers or 

agencies. 

 

In summary, identity can be understood as something that combines the individual 

with the social, that is formed through an individual’s process of identification with 

categories, groups and/or roles that enable the person to make some sense of their 

existence.  In this thesis, a role is understood as something that is ascribed to an 
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individual and is attached to practices which they observe and carry out, whilst identity 

is constructed by the individual from their experiences.  Role and identity are clearly 

connected, and a role can also become an identity.  Identity is reflexive and 

continuously developing, as a state of becoming rather than as a fixed trajectory or 

end point.  In relation to professional identity for example, Webb (2017) makes the 

point that it is impossible to imagine what a fully formed professional identity might 

look like.  There is general agreement that identity is constructed, but from a theoretical 

perspective it is hard, if not impossible, to unravel the exact influence of individual, 

group, or role identity, within this construction.  It can be difficult to disentangle group, 

role, and individual identities (Stets & Burke, 2000), and participants in this study 

tended to refer to their role when asked about their professional identity (see Chapter 

8).  Therefore, in this thesis the discussion and findings will reflect the participants use 

of role when referring to being an AMHP, unless specific reference is made to their 

professional identity, such as being a social worker. 

 

3.8 Concluding remarks 
 

Murphy (2008) suggests that constructivism and socio-cultural theories of learning 

have emerged that challenge more individualist views of learning.  Within the literature 

relating to professional transitions there is a theme of personal challenge and struggle, 

as well as anxiety.  The transition itself is often conceptualised as a journey or 

trajectory (something I had assumed as well) with the individual moving towards a 

state of greater competence or expertise, as well as identifying with a particular 

profession.  There has been a turn towards seeing professional transition as a process 

of ‘becoming’ (Dall'Alba, 2009), towards how individuals learn as part of a social 

process, through their engagement with peers and other significant people (Wenger, 

1998), and a shift away from a focus on skills acquisition.  Theories of identity and 

social identity also suggest that professional identity is constructed through a reflexive 

process of identification, and that identity is not an end point but a state of becoming.  

Learning to become a professional involves changing ways of seeing the world, 

learning to interpret certain behaviours or events as significant and learning to frame 

the world in a particular way associated with the norms and expectations of the 

profession one is engaged in.  This perspective also emphasises the importance of 

professional identity as a way of understanding professional development and learning 
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and highlights how difficult it can be for students or qualified professionals to articulate 

their professional identity when asked to describe it.  The findings in relation to how 

the newly qualified AMHPs negotiate what it means to become an AMHP is discussed 

in Chapter 8.  

 

Fenwick, (2013) suggests that research in relation to professional transition should not 

assume that everyone goes on a journey or has a trajectory, or that if there is a process 

of ‘becoming’ where an individual is transformed in some way, what does that 

transformation entail and who decides what the person should ‘become’: 

What are professionals to “become”, and in whose gaze? Becoming is 
animated by moral imperatives that colour transitional spaces.  
Fenwick (2013): p.362 

 
Fenwick also discusses the role of education and questions what counts as ‘success’ 

in terms of pedagogic interventions such as courses of professional education.  The 

purpose of such education often seems to be ‘smoothing’ the transition to practice and 

enabling practitioners to adapt to change, rather than enabling them to be critical of 

the discourse they are practising within and challenging the assumptions or power 

structures that surround them.  Barradell (2013) highlights that much of the academic 

literature and research is focused on the experiences and perspectives of students 

and academics: 

A noticeable gap in the literature is the involvement of stakeholders beyond the 
immediate teaching and learning environment. Representatives of the 
profession or similar wider community might have useful insights to offer given 
that disciplines are decided as much by professional issues, as they are 
academic ones. 
(Barradell, 2013: p.273)  

 

These questions in relation to the concept of transition and the purpose of professional 

education are pertinent to this study, where the participants are engaged in practice 

that involves the incarceration and subsequent forced medication of individuals 

labelled as ‘mentally disordered’.  In this context what counts as a ‘successful’ 

transition and who decides?  As discussed in 1.2.2, this thesis is influenced by the 

work of Friere (1971) (cited in Murphy, 2008) and my pedagogic perspective is that 

the role of the AMHP course is to enable students to develop a critical perspective on 

the role and practice of an AMHP.  The criticisms of the ‘journey’ or ‘becoming’ models 

also highlight the risk that I might impose such a concept upon the findings, as this fits 
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with the generally accepted understanding of transition.  The literature also highlights 

the importance of reflexivity in this study as my background as an academic in 

professional education will privilege certain interpretations of the data and this needs 

to be acknowledged and interrogated.  The findings of this thesis will be reflected upon 

in the discussion of the professional education of the AMHP in Chapter 9.  
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Chapter 4: Methodology and Method 
 
4.1 Discussion of methodology 
 
This chapter will consider the methodology and methods that are integral to this study.  

This initial section will outline the methodological approach taken in this research, 

locating it within a social constructionist paradigm (Crotty, 1998).  This is followed by 

a discussion of how reflexivity (Berger, 2015) is embedded in the research, and how 

this relates to the construction of knowledge in this thesis.  The discussion of reflexivity 

includes a consideration of my status as an insider researcher, and the implications of 

this for the research.  The chapter continues with the detail of the methods used in the 

research, including how the participants were recruited, the process of data collection 

and analysis, and how ethical considerations were identified and addressed.  The final 

section of the chapter summarises the methodology and method, and how they are a 

good fit with the focus of the research. 

 

My position as a researcher has been shaped by my professional experience, both as 

a social worker and as an academic, where I have often been acutely aware of the 

different perspectives there are in understanding any situation involving human 

interaction.  The prime example of this for me is in the field of mental health, where I 

practised for five years as an Approved Social Worker (carrying out the work now 

undertaken by the AMHP), and which is the area of specialist interest for me as an 

academic.  I perceive there to be multiple perspectives on ‘madness’, both in terms of 

what it means, and how people come to be ‘mad’, but also in terms of whether it is an 

objective measurable entity, or a subjective judgment based simply on an individual’s 

behaviour and whether it deviates from socially acceptable norms (Tew, 2011).  This 

implies multiple perspectives of reality, as experienced by human beings, and all 

knowledge is therefore constructed through interaction between human beings and 

developed and transmitted within an essentially social context (Crotty, 1998).  The 

social context is not fixed – the meanings humans give to experiences and phenomena 

such as ‘madness’ are constrained by social, political and cultural contexts, which can 

change over time (Foucault, 1965).  As discussed in the opening chapter, the 

interpretation of an individual’s behaviour as a mental disorder can be understood as 

an example of social construction, and it seems reasonable to assume therefore that 
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the participants and I have many tacit understandings in relation to what ‘madness’ 

means, and the various practices involved in assessing people as an AMHP.   

 
The participants in this study are learning to become an AMHP.  The overall aim of 

this research is to explore the transition from being a student AMHP, with no overall 

responsibility for the act of detaining someone for compulsory treatment, to becoming 

the individual practitioner with the power and responsibility to carry this out. During 

this transition, the individuals will be participants in situations where people are 

detained on the grounds of their behaviour being interpreted as a sign of their mental 

disorder and the associated ‘risk’ that they appear to represent.  Previously when they 

were a student this was as an observer to the process of detention, with some 

peripheral involvement in the proceedings, but once they are approved as an AMHP 

they are at the heart of the assessment and detention process.  From a social 

constructionist perspective, a ‘Mental Health Act assessment’ is laden with ‘taken-for-

granted realities’, most potently that of ‘madness’ and ‘disorder’ (Parker, 2008; Bartlett 

& Sandland, 2014), and the role of the researcher is to ‘unsettle or deconstruct taken-

for-granted realities’ (Holstein & Gubrium, 2013: p.278).  This study involves exploring 

the meanings, and assumptions, newly qualified AMHPs give to their experiences of 

assessing and detaining people, and how these meanings have been communicated 

and shared amongst students and qualified AMHPs.  There is also the potential for 

the AMHP to be practising in a much larger field, that of ‘mental health’, which may 

introduce further complexity for AMHPs in terms of how they communicate and interact 

with other actors in that field such as psychiatrists, psychiatric nurses and the person 

being assessed and their family.  

 

My belief in the importance of individual perspectives, and the presence of multiple 

views of reality, places me in the social constructionist paradigm (Robson, 2011) and 

that what I perceive to be reality is made up of my interpretations of experiences and 

has implications for how I understand and conduct this research, or the ‘framework’ of 

the study (Denzin & Lincoln, 2013).  As a researcher, I am part of the social reality that 

the inquiry takes place within, and I seek to understand how these multiple meanings 

produce this social reality.  This is particularly relevant as I am both a researcher and 

someone who has conducted assessments under the Mental Health Act 1983, many 

of which led to me detaining people in hospital. In epistemological terms, what I can 
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know about reality will be constructed with those I am interacting with as a researcher 

(Robson, 2011; Holstein & Gubrium, 2013), but in the context of these tacit 

understandings that I hold and will need to examine.  This means the knowledge 

produced is tentative and localised but can offer some understanding of how social 

reality is produced and challenge some underlying assumptions or shared meanings 

in relation to ‘mental disorder’. 

 

4.2 Reflexivity 
 

As a researcher who views knowledge as being socially constructed and seeking to 

interpret and understand rather than claim an objective ‘truth’ as an end point in this 

thesis, it is important to articulate how my understanding of ‘reflexivity’ has been 

integral to this thesis.  A consensus definition of reflexivity suggested by Berger (2015) 

is ‘the process of a continual internal dialogue and critical self-evaluation of 

researcher’s positionality as well as active acknowledgement and explicit recognition 

that this position may affect the process and outcome’ (p.220).  The concept of 

reflexivity is often used to give validity and credence to qualitative research (Pillow, 

2010) but at the same time there are criticisms that it can become confessional and 

self-indulgent, ‘We do not escape from the consequences of our positions by talking 

about them endlessly’ (Patai, 1994: p.70.).  Despite this criticism Pillow (2003) 

suggests that reflexivity can be used as an approach which discomforts the researcher 

and both challenges and interrogates the findings or conclusions of any qualitative 

research, drawing attention to the operation of power and dominant discourses.  This 

section of the thesis will explore my own position as a researcher and how this is an 

integral part of the research. 
 

4.2.1 Reflexivity as recognition of self 
 

The focus of this thesis on the learning trajectories of newly qualified AMHPs should 

be placed in the context of my own personal and professional identity (and my own 

learning trajectory).  This has contributed significantly to how I understand the 

experiences that the newly qualified AMHPs recounted to me and the context in which 

these experiences took place. I approach this research as someone who has 

conducted Mental Health Act assessments and been instrumental in teaching others 
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to practise as AMHPs.  My professional career involved working in services for people 

identified as having mental disorder, or teaching on mental disorder as my specialist 

area, for over thirty years, most of my working life.  I am aware that being male, white, 

and heterosexual may appear to have little relevance for this research but nonetheless 

I need to be alert to any assumptions I make that are rooted in my personal identity.  I 

am also from a working-class background, which does have some bearing on how I 

understand and interpret the actions of psychiatrists, which I will explore further below. 
 

I first started working in residential services for people identified as having mental 

disorder in 1990, and I was drawn to the field by a curiosity about ‘madness’ and a 

desire to understand what this meant for people who had been labelled as ‘mad’.  My 

initial involvement was with people who were being moved out (they had no choice) of 

a long-stay psychiatric hospital that was in the process of closing.  I met women who 

had been originally detained under the Lunacy Act for being ‘morally defective’, as well 

as people who had been labelled as ‘chronic schizophrenics’ and consequently 

appeared to have been written off as needing permanent institutional care.  I perceived 

an inherent injustice in the way people were treated and segregated from mainstream 

society.  I also had a sense that the mental health system was oppressive, and that 

mental illness was hard to define, whilst the dominant treatment for it, for example 

powerful neuroleptic medication, was often of limited efficacy and had significant 

debilitating side-effects.  I was motivated to train as a social worker by a belief that this 

would develop my understanding of mental health and increase my professional 

status, enabling me to have more influence as a worker within mental health services. 

I chose the social work course I studied because it had a specialist mental health 

option.  I qualified as a social worker in 1997 and joined a community mental health 

team as a mental health social worker.  This was where I first encountered the reality 

of the Mental Health Act 1983, as well as having access to psychiatric hospitals as 

part of my role.  My experiences as a social worker made me more confident that the 

biomedical model of mental illness had significant limitations and that it was important 

to understand people’s experiences of mental distress in their social context, for 

example their experience of poverty or isolation.  It also made me more alert to the 

power of language and diagnosis to oppress and stigmatise people.  In 2000 I trained 

as an Approved Social Worker, which was something I had anticipated I would be 

asked to do, as well as being something on balance that I wanted to do.  I believed my 
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reluctance to be involved in detaining people was an important pre-requisite for 

becoming an ASW.  As an ASW I was aware of a dichotomy between my scepticism 

about the certainty ascribed to the biomedical model of mental disorder and the fact 

that I was the person responsible for detaining people under the Mental Health Act.  

There were a few occasions where detaining someone had seemed the right thing to 

do, where I had felt optimistic about the prospect of the person recovering and leaving 

hospital in a stronger state.  There were relatively rare occasions when I refused to 

detain someone despite the recommendations of the doctors to do so, where I 

believed detention was neither justified nor necessary.  These were my most 

rewarding experiences as an ASW (and which probably sustained me in the role).  

Against this, there were similarly occasions where I felt pressurised by the doctors and 

others involved into detaining someone because there were no obvious alternatives 

and ‘risk’ was invoked as a ‘sword of Damocles’ to force me to act.  On the other 

occasions where I detained someone it was because on balance it was the least bad 

thing to do – the person would be ‘safer’ and my responsibility would be discharged 

and transferred to someone else.  I was conscious of a power imbalance between 

myself – a mere social worker – and the doctors, not only because of the higher 

professional status conferred on medicine but I also perceived a class difference 

between myself and most of the doctors I met.  The doctors (I assumed) were mostly 

public-school educated and from a different class background to my own.  This 

(unspoken) assumption that doctors were more powerful, both because of their 

professional identity but also their class background, increased my sense of injustice 

when the people we were assessing were overwhelmingly from a working-class 

background.  Whilst practising as an ASW I studied for a master’s degree in Mental 

Health, which introduced me to a range of sociological theory that I had not 

encountered in my social work education, and literature critical of the biomedical model 

and the role of psychiatry.  I was strongly influenced by the lecturers and the course 

leader, who was from a mental health nursing background and appeared 

knowledgeable and inspired confidence in me that I had a valid perspective. They also 

encouraged me to publish my first academic article based on an essay I wrote that 

critiqued the dominant discourse in relation to ‘anti-psychotic’ medication (Watson, 

2003). 
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After five years working as an Approved Social Worker, I changed roles and became 

a senior lecturer in social work at a higher education institution.  Subsequently I 

became course leader for what was then an ASW course but after the implementation 

of the Mental Health Act 2007 this became the AMHP course.  My role initially was 

teaching a module on ethics and values in relation to mental health, originally entitled 

‘challenging concepts in mental health’, where I encouraged students to use 

sociological theory to reflect upon the history of mental health policy and practice since 

the late eighteenth century.  This module, and subsequent versions, remains rooted 

in a social science informed critique of the dominant biomedical and psychiatric 

discourse.  As module coordinator for this module the teaching generally reflected my 

own concerns about the biomedical model and the role of psychiatry as an agent of 

social control.  I also became a tutor for students on the ASW/AMHP course.  The 

AMHP course is relatively short and intensive, with a focus on the practice of 

conducting Mental Health Act assessments.  My observation from being involved in 

the course for over a decade is that there is often limited evidence of the students’ 

applying the teaching from the academic modules to their practice whilst on 

placement, other than reference to what they have learned about the Mental Health 

Act and the Code of Practice.  In tutorials and in the written reflective practice essay 

students focus on the detail of how they have applied the law, but rarely refer to ethical 

dilemmas or the teaching on the social model or sociological perspective on mental 

disorder.  This uncertainty in relation to how, or even if, students apply any of the 

learning and teaching from the AMHP course to their practice is a prime motivation for 

this thesis.  On reflection, this is in part because I have an idealised model of an AMHP, 

based on my assumptions about the uncertainty of the biomedical model, unease 

about detaining people, and a sense of injustice in how the Mental Health Act 

functions.  This is another important aspect of reflexivity in this study.  My professional 

identity as a social work academic is shaped by the AMHP course and my leading role 

in this over many years.  I have a vested interest in the AMHP course and that the 

learning and teaching on the course in some way transforms the thinking and the 

practice of students (it is ‘transformational’).  It matters to me as an academic that 

graduates of the course have an important function as a counterweight to the 

dominance of the biomedical psychiatric model. 
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In summary, my unease with the concept and practice of detaining people and forcing 

them to have treatment against their wishes, and my identity as a social work 

academic, with a concern to understand whether AMHPs are applying the learning 

and teaching from the AMHP course in practice, underpin my motivation as a 

researcher in this field and are influences on how I developed the research and how I 

understand and interpret the data. 

 

4.2.2 Reflexivity as recognition of other 
 

In this section of the thesis, I problematize the nature of representing myself as the 

author of this research.  All the participants in this study had previously been students 

on the AMHP course with which I am significantly involved, and as such my 

relationship with them is different to that of an outsider researcher who has no previous 

acquaintance and lacks an intimate knowledge of the course.  As an academic I had 

been in a relationship where I had significant power, and the participants and myself 

had known each other through the relationship of being my student.  During the 

interviews I represented myself as a researcher, using symbols such as ‘consent’ 

forms and the presence of a recording device.  However, my reflections after these 

interviews highlight the complexity of my relationship with the people I was there to 

interview.   There was a social aspect to each interview, with a conversation whilst the 

recorder was switched off, that often touched on how the newly qualified AMHPs were 

getting on and how I was.  We often discussed things that were relevant for the study, 

and I kept a field journal where I tried to capture this after each interview.  This led me 

to problematise the concept of a ‘bounded’ interview, that began when I started the 

recorder and ended punctually when I pressed the stop button.  I questioned how the 

newly qualified AMHPs understood being ‘interviewed’ and their participation in my 

research.  In the later interviews I included a discussion of this aspect and whether we 

had a shared understanding of the research process and whether I incorporated only 

things that were said to me when the recorder was switched on.  There was a broad 

agreement amongst the newly qualified AMHPs that they understood that I was 

looking for shared experiences and meanings that I would use to represent their 

experiences and draw conclusions.  I had originally intended to share the transcripts 

of each interview, with initial thoughts about what I thought was significant, before the 

next interview, and ask for feedback on whether how I had interpreted what they had 
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said made sense to them.  My intention was to promote the idea that the knowledge 

constructed through this research had been a shared endeavour, and in this way to 

validate my conclusions by suggesting they were not based solely on my 

interpretations.   However, the sheer logistics of transcribing the 45 minutes to 1-hour 

long interviews and sending them out in time had proved impossible to manage.  I also 

began to wonder if using the transcripts in this way might have reinforced the power 

imbalance, if I was expecting people who had already given me their time to then have 

to engage further with the analytic process.  Instead, I opted for a discussion with each 

participant about how I would be using what they had said to me, both before, during 

and after the interview.  I highlighted the option of withdrawing from the process at any 

time and stressed that I would be sensitive to issues of confidentiality (see below). 

 

4.2.3 Insider research 
 

I already have a relationship with the participants, and regular contact with the wider 

AMHP community through Continuing Professional Development (CPD) training days 

held for local AMHPs at the university.  Humphrey (2012) suggests that researching 

your own students, and colleagues involved in their education, can lead to situations 

where one must be mindful at any given time of your primary role.  This could be as a 

researcher, educator or simply an accidental encounter in ordinary life, since this 

dictates whether you can use what you are told as part of your study.  This was an 

aspect that I reflected upon in my field notes after each interview.  There are also the 

political dilemmas of being an insider-outsider (Humphrey 2012) as the AMHP course 

is a significant component of the provision of the university I work at, and this relies on 

the maintenance of a good relationship with local authorities, whilst as a researcher 

my role is to question assumptions and ‘taken-for-granted’ practices.    This creates 

the potential for conflict if the participants are critical of local authorities e.g., regarding 

their supervision and induction processes for new AMHPs. Or participants might 

disclose issues specifically to me as an insider in the hope I will convey them to their 

managers.  These issues are impossible to ignore, and I used several strategies, 

suggested by Kettle (2014), that enable a researcher to manage the tensions of being 

an insider-outsider.  Firstly, by ‘staying close to the data’, immersing oneself in the 

data and constantly questioning what is going on, using my reflective journal.  

Secondly, and to balance my immersion in the data, making appropriate use of my 
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supervision team, drawing on their being at a distance from the study and not having 

a background in the specific topic.  Thirdly, making good use of my reflective diary, 

particularly as a place where these insider-outsider dilemmas can be written and, in 

the process, worked through.  Finally, Kettle suggests ‘writing into’, not ‘writing up’ the 

data, by which he means using the writing as a process of reflection and discovery, 

and not starting out writing knowing what you are intending to say.  This was evident 

in the iterative process whereby the findings chapters developed during writing this 

thesis. 
 

4.3 Research methods 
 
4.3.1 Method 
 

The focus on how individuals learn to practise fits with a qualitative interpretative 

methodology where the researcher seeks to understand the meanings participants 

give to their experiences (Denzin & Lincoln, 2008).  A flexible approach to the design 

of this study was employed.  This allowed for the elements of the research design to 

evolve to reflect the inevitable way that my understanding as a researcher of the 

problem I am inquiring into changed and developed, and the importance of not 

foreclosing on possible methods of data collection and analysis (Robson, 2011).  A 

common approach in an interpretative study is to gather first-person accounts from 

individuals of their experiences, through one or more interviews.  This is because face-

to-face interviews potentially provide richer data, both in terms of what is said but also 

body language and one’s own reaction to what is being said, which is relevant when 

considering my own assumptions as part of the social construction (Robson, 2011) of 

being an AMHP.  To explore individual transitions, the fieldwork involved in-depth 

semi-structured interviews of newly qualified AMHPs as these provide the flexibility 

(Robson, 2011) to follow up interesting issues raised by participants, whilst 

constraining the interview so that it did not take up too much time for participants.  This 

was an important consideration as I interviewed participants during office working 

hours (roughly 9.00am to 5.00pm, Monday to Friday).  I kept a reflective journal where 

I recorded my observations and reflections on each of the interviews, as well as 

reflections upon the content of the interviews, and relevant literature I had read. 
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4.3.2 Participants 
 

The inclusion criteria for participants were: 
• That participants have successfully completed the PG Dip AMHP at the University 

I teach at and been approved to act as an AMHP on behalf of a local authority. 
• That the participants are in their first year of practice as a newly approved AMHP. 
 
To reduce the potential for coercion the exclusion criteria for participants were: 
• That participants are currently undertaking a module or course where the 

researcher is involved in a teaching or supervisory capacity. 
• That the participants are still waiting for results in relation to the PG Dip AMHP 

course (this is to exclude those students who are having to re-sit assignments for 

the PG Dip AMHP and are therefore still enrolled on the course). 
 

I recruited from graduates of the AMHP course from the 2016-17 cohort (23 students) 

and 2017-18 cohort (25 students).  A list of participants with their pseudonyms is 

included in Appendix 8.  Local authorities sponsor students (see 1.5.2) from across 

the southeast of England and south London, and after the course they return to their 

regular employment.  The course ends and students receive their results after an 

examination board at the end of June.  Post course there is a period of pre-approval 

where graduates are expected to continue leading assessments (as they were whilst 

a student) and compile a portfolio of evidence of their competence (at the point this 

research was conducted this was to meet the HCPC Approval Criteria for AMHPs), 

which includes their successful completion of the Postgraduate Diploma in Approved 

Mental Health Practice.  The local authorities take different approaches to when to 

convene approval panels, with some in July, and others allowing a longer post-course 

period, in September or October.  The approval panels are where the portfolios are 

scrutinised, and if they provide the necessary evidence of competency then 

candidates are formally given approval (in the form of a warrant) to act on behalf of 

the local authority as an AMHP.  In my experience, it is rare for a graduate of the 

course not to subsequently be approved.   

 

Following ethical approval by the university, and research governance approval by the 

local authority whose graduates were being contacted, participants were recruited 
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through an email invitation circulated by the AMHP course administrator to graduates 

of the course using their work email addresses.  The Participant Information Sheet 

(see Appendix 3) was attached to the invitation email, as was a Consent Form for their 

information (see 4.4.3).  For local authorities approving course graduates to become 

AMHPs in July, the initial invitation email was sent in late September (once local 

authority research governance had been obtained), to allow graduates to settle into 

the new role.  For local authorities approving course graduates to become AMHPs in 

the autumn, the invitation email was sent in November. 

 

4.3.3 Interviews 
 

I interviewed 3 graduates of the AMHP course from the 2016-17 cohort and 4 from the 

2017-18 cohort, interviewing everyone at least twice for 1-1 ½ hours; once in the 

February to April after approval, and a second follow-up interview 3-4 months after the 

first.  A flexible design had allowed for further interviews if mutually agreed with the 

participant and me.  I interviewed participants from the 2016-17 cohort a series of three 

times.  I interviewed participants from the 2017-18 cohort twice, 3-4 months apart.  

This reflected a discussion with my supervisors that suggested I had sufficient data at 

this point.  Participants had the choice of either being interviewed in their workplace 

or coming into the university.  Most opted for the workplace, with only two coming into 

the university.  My intention with interviewing participants in their workplaces was that 

this might make them feel more comfortable and reinforce that these were research 

interviews, with me visiting them in the ‘field’.  My motivation for interviewing 

participants at their workplace is explored further in 4.3.4. 

 

The interviews were semi-structured, as this allowed for flexibility to explore issues 

raised by participants, whilst ensuring that certain key topics were addressed (Robson, 

2011).  An Interview Guide was used to give the interviews some initial structure (see 

Appendix 4).  The interviews were audio recorded and transcribed verbatim, 

augmented by written field notes and a reflective diary.  An example of the field notes 

from my reflective journal is in Appendix 9.  The follow-up interviews were an 

opportunity for further reflection by the participant, at a time when they had greater 

experience in the AMHP role, as well as to clarify, offer alternative interpretations, or 

develop any points from a previous interview.  As this research comes from a social 
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constructionist perspective it was important that I acknowledged the different agendas 

and multiple views of reality expressed by myself and the participants (Gubrium & 

Koro-Ljungberg, 2005), and was alert to how shared meanings are created (or 

disputed).  This is part of the reflective process and being open about my power as a 

researcher whilst encouraging a dialogue with the other person and finding a way of 

representing this in the writing of the data and the analysis.  I had originally considered 

asking participants to write a reflective diary of their experiences once newly qualified, 

to supplement the interviews.  However, I was concerned about the amount of extra 

responsibility placed on the participants, and I was also aware that response rates with 

diaries can be very low (Robson, 2011) so this was not implemented. 
 

4.3.4 Reflexivity as an interviewer 
 

My practice as a mental health social worker, and an Approved Social Worker, was 

based upon the concept of ‘assessment’, which was underpinned by the importance 

of interviewing people, often in their own homes.  When I became a social work 

academic a fundamental part of my new role was in teaching social work students 

‘how’ to interview people.  Not long after becoming an academic I read an article that 

suggested the process of assessment in social work shared many of the 

characteristics of ethnographic research (White, 1997), a point I found interesting but 

did not explore further.  However, engaging in the interview process as part of this 

research has made me revisit this and question whether I was participating in the 

interview process as a social worker or as a qualitative researcher, or a hybrid of the 

two.  One of the assumptions I made as a social worker was how important it was to 

visit the service user in their home and that this gave me more insight into the person 

than meeting them in an office for example.  Similarly, a significant number of Mental 

Health Act assessments that I did as an Approved Social Worker were in the person’s 

home.  White (ibid) suggests that the assumption that home visits are important is 

more than just surveillance by agents of the state, but reflects an epistemological 

stance, which views the knowledge gained as being more authentic as a result.  My 

instinct as a researcher was to visit participants in their working environments, with an 

assumption that this allowed me to immerse myself in their lived experience in a way 

that meeting them at the university would not do.  As a social worker, the relationship 

I formed with the service user was also crucial, along with a recognition that I could 
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not be completely ‘detached’ as a social worker and was expected to demonstrate 

empathy, though this conflicted with the ‘professional’ nature of the relationship 

between social worker and service user: 

‘…the central notion of empathic understanding seems contradictory to this 
position, for it necessarily involves some notion of immersion in the lived 
experience of the service user.  The subject, therefore, merges with the object.’ 
White (1997): p.741 
 

This conflict was also present when I interviewed the newly qualified AMHPs.  

Newberry (2012) suggests that each encounter between a social worker and a service 

user changes them both in a hermeneutic circle, and that this inter-subjectivity is 

mirrored in the researcher-participant relationship.  I empathised with their 

experiences of being an AMHP, but at the same time I was alert to the importance of 

staying ‘close’ to the data and considering a range of possible interpretations, including 

those that might challenge some of the pre-conceptions that I have.  The process of 

reflecting upon my experience of interviewing has highlighted for me the parallels 

between my identity as a social worker, or social work academic, and my identity as a 

researcher.  I concur with Newberry (ibid) that I cannot, and should not, ‘shed’ my 

earlier practitioner self but acknowledge my social work identity and how it is congruent 

with my identity as an interpretative researcher. 
 

4.3.5 Data Analysis 
 

The transcripts of the interviews were analysed by a process of thematic analysis 

(Gibson & Brown, 2009).  Thematic analysis provides a flexible and practical approach 

to data analysis, which can fit with various paradigms, including social construction.  It 

can be used to explore how meaning is created and the effects on society of 

discourses (Braun & Clarke, 2006), such as the psychiatric discourse in this study.  

The approach taken in this thesis is that the themes identified from the interview data 

are socially constructed by the researcher, which is why a reflexive account of my 

position as a researcher is particularly relevant.  The themes that are identified are not 

‘diamonds’ waiting to be uncovered by the researcher, but are: 

…organic, exploratory and inherently subjective, involving active, creative and 
reflexive researcher engagement. 

 Braun & Clarke (2016): p.741 
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The thematic analysis of the interview transcripts was organised in six phases, as 

suggested by Braun & Clarke (2006).  This was not a linear process, which the 

following description might suggest, but was characterised by repeated re-readings of 

the interview data and the use of writing as a tool for both organising ideas and 

generating interpretations of the data.  The research question relates to the ‘transition’ 

during the first year of qualified practice as an AMHP.  This means that the thematic 

analysis is not just across the data set as a whole, though there are relevant themes 

that emerge at this level, but the analysis also differentiates between the data from the 

first interviews (generally after three to four months of practice as an AMHP) and that 

from the subsequent interviews (which range between six to twelve months after 

qualifying). 

 

Phase One – Familiarizing myself with the data 

The first phase of analysis was the reading of each transcript, to familiarise myself with 

both the content of the interviews and the post-interview notes and reflections I had 

made.  The aim was to search for meanings and patterns in the data, start identifying 

the underlying ideas, conceptualisations and how the participants understand their 

practice as an AMHP.  Braun & Clarke (ibid) refer to this as the ‘latent’ level of the 

analysis, as opposed to a semantic approach that focuses on the explicit or surface 

features of the data.  I highlighted relevant sections and made comments in the 

margins paraphrasing what participants had said.  An example of this stage of the 

analysis can be found in Appendix 5. 

 

Phase Two – Generating Initial Codes 

Initially when I began to try to generate codes, to identify those features of the data 

that were most interesting to me as a researcher, I was too literal and did not interpret 

the data, which led to a superficial account of what had been expressed by the 

participants.  Subsequently, I began to try to understand the data and take a more 

critical approach, what Braun & Clarke (2006) refer to as addressing the latent level of 

the data, identifying the underlying concepts and assumptions that participants are 

using, which places the analysis in a social constructionist paradigm.  Initial codes 

were developed by grouping the highlighted sections of interviews – see above – on 

sheets of paper where they appeared to have some relationship to one another.  Each 

grouping was then given a heading, which was based on an initial interpretation of 
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what linked the interview sections.  Examples of headings were ‘managing the 

doctors’, ‘managing disorder’ and ‘separation from the day job’.  For example, under 

a general heading of ‘separation from the day job’ were segments of interviews with 

Alex, Charlie, and Edith: 

…you know, I still have a case load, I’m a social work manager as well, and 
then once a week I’m an AMHP, you know, so I kind of have lots of different 
caps at times and I mean that’s challenging of itself.  So you know, and then for 
that one day, that AMHP day, if you get a call-out, you know, it’s trying not to 
take any calls about any of the other work and things.  Getting that standalone 
(laugh) work done, then coming back to the team, so, there’s challenges to that 
but that’s due to the make-up of our AMHP rota, you know, rather than being 
an AMHP itself personally. 
Alex, 1st Interview 
 
…they do make a point of saying come to the AMHP office so you’re still around 
the team and we can support you during your assessments which has been 
really useful, and then when you are out as well they kind of check up on the 
phone and they’ll make a point of saying to you “if you do feel unconfident or 
just want to check something along the way then always call up and then speak 
to shift leader or whoever’s available” so that’s been good. 
Charlie, 1st Interview 
 
I just feel like when I’m on AMHP duty I’ve just got a different attitude and 
outlook.  I get the referral and I’m like, ‘right, I need to think about this, I need 
to do this, zone everything out’.  I still go into the office, because I want the 
other AMHPs around me, in a way, that I know that are there, just in case I 
need them.  I haven’t really yet, but just in case I think, ‘oh, I’m not sure about 
such and such’. 
Edith, 1st Interview 

 

These initial codes were subsequently developed through an iterative process, though 

some remained in the initial coding map (see Appendix 6).  An example of 

development was an initial coding relating to ‘managing the doctors’, which included 

some of the difficult aspects of decision making with doctors, needing to be assertive 

with doctors sometimes, and not being able to take a risk if the doctors did not want to 

detain someone.  This initial code subsequently merged with other interview sections 

that related to risk, and the responsibility for risk, as an overall theme, leading to a 

more general theme of ‘managing risk’, as it became clearer to me that risk was the 

underlying element to the relationship with doctors and this was an example of how 

the newly qualified AMHPs managed the accountability for risk. 
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Phase Three – Searching for Themes 

In this phase I used mind maps (Wheeldon & Faubert, 2009) to group together different 

codes into broader themes.  At this stage of the analysis, I grouped the data into three 

categories to represent the temporal nature of the learning trajectory; the transition 

from student to qualified practitioner, the first six months of practice and the second 

six months of practice.  The first six months of practice were addressed predominantly 

in the first interviews, along with the transition from being a student.  The later 

interviews predominantly addressed the second six months, though participants did 

sometimes refer to an earlier point in the year or to being a student.  The aim at this 

stage was to establish themes at each stage of the transition, and then to consider the 

data in phase four to see if there were any overarching themes across the first year of 

practice.  This was an iterative process, grouping and re-grouping the codes together 

to form clusters that I could conceptualise as overarching themes and giving these 

themes provisional titles.  Each code also had an extract of the data associated with 

it, which I could trace back to the original transcript.  At this point several themes 

became unviable as there was not sufficient data to support them.  I produced an initial 

thematic map after analysing the interviews from the 2016-17 cohort (see Appendix 

6).  This was then updated after the interviews from the 2017-18 cohort had been 

analysed. 

 

Phase Four – Reviewing Themes 

This phase involved reading the collated extracts of transcripts for each theme and 

considering whether they belonged together and supported the interpretation I had 

placed upon them.  As my research is focused upon the transition from student and 

across the first year of qualified practice, I also began to consider whether the themes 

relating to each stage of the first year of practice (from the transition from being a 

student and then during the first year) could be interpreted through the lens of a 

learning trajectory across the year.  This aspect is discussed in more detail in Chapter 

9. 

 

Phase Five – Defining and Naming Themes 

This phase involved the definition and refinement of the themes that had emerged.  

Several key themes had become apparent for the newly qualified AMHPs in their first 

year; what it meant to be a student, the centrality of ‘risk’ as something to be managed, 
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the uncertainty inherent in every referral, and what it means to be an AMHP and a 

social worker.  These key themes also related to issues identified in the literature 

review, both in relation to the AMHP literature and that relating to professional 

education.  These key issues were, the importance of placement as part of the 

signature pedagogy for professions such as social work and nursing; the association 

between mental disorder and perceptions of risk, and the risk society; the association 

between mental disorder and social disorder, and the AMHP role in bringing order to 

disorder; and professional education as a reflexive, transformative process.  Taken 

together these themes and key issues provided the narrative for the newly qualified 

AMHPs and their learning in their first year of practice and became the basis for the 

headings of the Findings chapters.  Within each theme there were several sub-themes 

that gave the theme some further structure.  For example, in ‘managing the risk’ the 

sub-themes were how the risk was transferred to the AMHP once they accepted the 

referral, what it meant to be ‘independent’ as an AMHP and manage risk, and how the 

newly qualified AMHPs interpreted and managed being accountable as the AMHP.  

Within each sub-theme there were trajectories across the first year, for example in 

how individuals understood being accountable as the AMHP just after qualifying 

appeared to be different to later when they had further experience of and reflection on 

their role.  In this thesis the findings are presented in four chapters each of which is 

given the title of the theme as it was finally described.  This is not to suggest that each 

chapter is entirely separate.  The themes do interact with one another, and the 

structure of the Findings was the final phase of the thematic analysis. 

 

Phase Six – Producing the report 

Having identified four overall themes, and associated sub-themes, these were then 

worked into coherent chapters.  Each chapter provides an analysis of the data and 

how this can be interpreted in relation to the theoretical framework outlined in the initial 

three chapters of this thesis, including the reflexive account of my own practice as an 

academic and an ASW.    Selected extracts from the interview data are used to 

illustrate the analysis.  Each chapter concludes with a synthesis combining the sub-

themes into a narrative that interprets the findings for that theme in relation to the 

research question.  The final stage of analysis is in Chapter 10, where the themes are 

synthesised and the contribution to knowledge made by this thesis is discussed in 

detail. 
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4.4 Ethical considerations 
 
4.4.1 Introduction 
 

As someone who identifies themselves as a social work academic, I adhered to the 

Joint University Council Social Work Education Committee (JUCSWEC) Code of 

Ethics for Social Work and Social Care Research (Joint University Council Social Work 

Education Committee 2016), as well as the British Educational Research Association’s 

Ethical Guidelines for Educational Research (British Educational Research 

Association 2011).  I was granted Tier 2 Ethical Approval through the University of 

Brighton ethics committee.  I was also granted Research Governance approval with 

the three main local authorities that form part of this study.  The approval of these local 

authorities enabled me to approach a total of 21 out of 23 of the 2016-17 cohort and 

22 out of 25 of the 2017-18 cohort.  I was not able to contact their employees until 

Research Governance was agreed, which delayed the start of the research.  There 

are several specific issues that this study raises, namely the risk of harm (either to 

participants or me), the issue of informed consent, the potential invasion of privacy, 

and the dilemmas of insider research.  Due to the lack of infrastructure for assessing 

research applications I was unable to gain Research Governance approval from two 

of the smaller local authorities that sponsored students.   
 

4.4.2 Risk of harm 
 

My experience, both as an Approved Social Worker, and as tutor for AMHP students, 

is that participation in Mental Health Act assessments can be emotionally 

uncomfortable, a perception supported by Gregor (2010) and Morriss (2015).  The 

possibility of participants in individual interviews becoming upset could not be ignored 

and this risk was minimised by informing them of the potential risks and being aware 

of the participant’s emotional state and the possibility of having to discuss taking a 

break or even ending the interview if necessary.  This did not mean automatically 

ending the interview at signs of distress, as it may be therapeutic or even reassuring 

to have the opportunity to reflect in a safe space about an unsettling experience 

(Hollway and Jefferson 2000), but this needed sensitive judgment.  This was a 

potential eventuality where my identity as a social worker could inform my practice as 
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a researcher, as I am experienced in supporting people in distress, this being a 

common theme in social work practice and I am familiar with the emotional labour 

(Hochschild, 1983) involved in providing a containing environment for people.  The 

other important aspect of my identity as a social worker is that I do not perceive myself 

as a therapist in these situations and I am experienced in supporting people to feel 

safe in the immediate moment whilst signposting them to appropriate sources of 

support.  An important learning point from my earlier small-scale research as part of 

my Professional Doctorate was that the interviews evoked memories for me that were 

also uncomfortable, and I might have needed to take a break.  There were no 

instances during the interviewing where either participants or I evidenced any distress 

requiring an intervention, even though on reflection they were sometimes recounting 

quite difficult situations involving people being detained in obvious distress.  On 

reflection, this might suggest that both I and the participants were manifesting a 

tolerance or detachment from the distress of other people that was sometimes an 

inherent part of our involvement as an AMHP. 
 

4.4.3 Informed consent 
 

There was the risk that participants might have felt obliged to cooperate, because I 

hold a position of authority.  This was minimised by inviting only students who had 

already graduated to participate, or who were not students on a module or course that 

I currently teach on, and by the invitation email being sent by an administrator rather 

than myself.  There is also the issue of who controls the text and its interpretation, 

which I had intended to address by sharing the transcripts of interviews with 

participants and encouraging participants to comment and if necessary, contradict the 

interpretations I had made.  However, this proved impossible due to the length of time 

it took to transcribe the interviews.  I did attempt to summarise the previous interview 

at the start of the following interview, to check how my interpretation of what had been 

said compared to their interpretation of this.  Participants could also experience the 

research as potentially intrusive into their personal life (Elliott 2005) and could feel a 

loss of control, and potentially duplicity, if I draw conclusions at odds with their 

understanding.  Qualitative research can also produce a significant amount of data 

relating to other individuals whom participants have worked with (Humphrey, 2012) 

and I have paid attention to this in writing up this research.  There is also the physical 
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process of interviewing, when does the interview begin and end?  As a qualitative 

researcher I kept ‘field notes’, which included things said before I switched on the 

recorder, as well as things said after the recorder was turned off.  The approach I took 

was to be transparent about how I obtained data and analysed it. 

 

A formal record of informed consent was obtained through participants completing and 

signing a Consent Form (see Appendix 7).  However, I was conscious that consent is 

not a ‘tick-box’ process and used the steps to consent model suggested by Robson 

(2011).  As discussed in 4.3.2, potential participants had been sent a copy of the 

Participant Information Form, and the Consent Form, as part of my recruitment 

process.  Prospective participants then contacted me when they were ready, allowing 

them time to consider their involvement.  Before the initial interview I went through the 

Consent Form with the participants to check they understood what they were 

consenting to and reinforced the proviso that they could withdraw their consent at any 

time.  In subsequent interviews I checked in with participants at the beginning to 

ensure they were still wishing to be interviewed and that there were no concerns or 

questions relating to the research. 
 

4.4.4 Invasion of privacy 
 

Participants in the individual interviews were asked not to refer to the detail of 

individual cases or practice situations or to name clients or colleagues.  This can be 

seen as a ‘tick-box’ statement that seems appropriate and sufficient but does not take 

into account the complexity of some situations (Grinyer 2002).  For example, some of 

the accounts given by the AMHP in my previous research with AMHPs were detailed 

accounts of relatively rare events, where the stories might be anonymised regarding 

‘outsiders’ but it is almost impossible to guarantee anonymity in respect of insiders 

such as other professionals familiar with that locality – the ‘fragility of anonymity’ 

(Williams, 2010: p.261).  I was aware of this issue when writing up the research and 

did not use the detail of such scenarios in case this breached anonymity. 
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4.5 Concluding remarks: Methodology and method 
 

This chapter has explored the methodology and methods on which this thesis is based.  

The design of the research was explored, with a focus on the process of interviewing 

and analysing qualitative data, and the need for an awareness of reflexivity and how 

the data is interpreted in the light of my own assumptions and experiences.  Returning 

to the Aims of the Research, the core interest of this pedagogical study is in how newly 

qualified AMHPs learn to practise as an AMHP.  The theoretical and ontological 

perspective of this study is that the process of learning to practise is also associated 

with the development of professional identity, that practice and professional identity 

are mirror images of one another (Wenger, 2008), and that both identity and practice 

are socially situated and constructed.  The temporal nature of the method, with the 

individual interviews spaced across the first year of practice, enables the researcher 

to compare these moments and explore whether there has indeed been a learning 

trajectory of the kind suggested by Wenger (ibid).  The research method (individual 

semi-structured interviews) is a good fit with this perspective as it enables an 

exploratory dialogue with the participants about what they are doing as well as how 

they make sense of this and of how they perceive their professional identity during 

their first year of practice as an AMHP.  The data gathered from participants has been 

analysed using a six-stage process thematic analysis (Braun & Clarke, 2006), through 

which themes have been identified that will now be explored in detail in Chapters 5 

through 8.  A list of participants and their pseudonyms is in Appendix 8.  The chapters 

in relation to findings will begin with an exploration of the experience of being a student 

AMHP and how this relates to the learning trajectory of becoming an AMHP.   
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Chapter 5: Findings - Reflections on being a student AMHP: 
Maximum participation with limited responsibility 
 

5.1 Introduction 
 

This chapter will explore the newly qualified AMHPs’ experience of being a student on 

an AMHP course.  Participants were asked to reflect upon their experiences of being 

a student AMHP to explore this stage of their learning to practice as an AMHP.  As 

discussed in 1.5.2 the AMHP course that the newly qualified AMHPs undertook was 

comprised of both university-based learning and teaching and a placement element.  

The chapter begins by exploring the engagement by student AMHPs with qualified 

AMHPs during the placement and the significance of ‘taking the lead’ in Mental Health 

Act assessments.  The chapter concludes with considering the contrast between being 

a student AMHP and being a newly qualified AMHP, including the relevance of 

elements of the university-based learning and teaching.  Part of the theoretical 

perspective in this thesis is that learning is situated in the practice of being an AMHP, 

through the social interactions that the participants engage in and how their 

professional identity and practice develop over time.  This chapter will therefore use a 

range of perspectives to explore the reflections of the newly qualified AMHPs on being 

a student; the concept of a community of practice (Wenger, 1998); the staged model 

of professional development (Benner, 2004; Dreyfus, 2004) and, the ontological 

perspective of becoming, being and belonging (Dall'Alba, 2009). 
 

5.2 Engagement as a student in AMHP practice with qualified AMHPs 
 

The placement that AMHP students are required to undertake as part of the AMHP 

course is an example of situated learning (Lave & Wenger, 1991).  There was a 

requirement for student AMHPs on the course to participate in the practice of qualified 

AMHPs starting with observing the practice of an AMHP but during the placement they 

would be expected to graduate towards taking a lead role (explored further in 6.3 

below) in responding to the referrals for Mental Health Act assessments that were 

received by the local authority.  Part of my assumption as an educator of AMHPs is 

that student AMHPs learn how to practise through a process of joining an AMHP 

community of practice (Wenger, 1998) with qualified AMHPs and that this process 
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begins with engagement with the members of that community of practice through the 

experience of being a student on placement.  This assumption is based upon the 

literature in relation to professional education, where communities of practice are a 

common form of analysis, as well as my observations of the placement experience for 

students.  A community of practice as defined by Wenger (1998) has three key 

characteristics (mutual engagement, joint enterprise, and shared repertoire) and these 

will now be considered in relation to the newly qualified AMHPs in this study and their 

reflections upon being student AMHPs. 

 

Unlike professions where the students mainly work alongside a nominated mentor, the 

student AMHPs were expected to participate in Mental Health Act assessments with 

whichever AMHP was responsible for responding to the referral, often someone other 

than their supervisor.  Whist on placement the student AMHPs were also relocated 

from their normal workplaces and placed in a setting with other AMHPs, either in a 

permanent team or generally in a setting where there were several AMHPs (including 

the AMHP who is their placement supervisor).  Whilst they were on placement the 

expectation of the course was that the students only undertook work specifically 

related to the AMHP role, which principally meant participation in Mental Health Act 

assessments (see ‘Taking the lead’ below).  Before the AMHP course, most of the 

participants in this study were based in statutory mental health teams where there 

were already AMHPs (the vast majority of whom were also social workers).  For Frank, 

whose background was not in mental health, the course and subsequently becoming 

an AMHP gave the opportunity to make relationships with AMHPs: 

I do feel the transition has been difficult, more difficult for me maybe than others, 
… I feel that there’s a lot to learn and a lot I don’t know… everyone else is sitting 
next to their friends, who are all AMHPs, who they just ask questions of.  I’ve 
had all the relationship stuff to try and do… 
Frank, 1st interview 

 

The exact configurations differed slightly from locality to locality and between different 

local authorities, but the qualified AMHPs carrying out the specialist work of an AMHP 

in any geographical area would be a mix of both full-time (‘dedicated’) AMHPs and 

those AMHPs who undertook the role on a rota basis (generally one day a week on 

average).  At the time of this study the majority of AMHPs the participants encountered 

were duty AMHPs rather than ‘dedicated’ AMHPs.  The participants in this study did 
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not refer explicitly to being aware of a community of AMHPs when they were students.  

However, they did participate in Mental Health Act assessments alongside whichever 

AMHP was responsible for the referral, which meant that they were likely to have met 

a significant proportion of the AMHPs in that geographical area. 

 

The second feature of a community of practice is that members are engaged together 

in a joint enterprise.  Wenger (1998) refers to joint enterprise as a process of 

negotiation that reflects the full complexity of mutual engagement (p.77). As discussed 

above, when they were students the participants in this study were taking part in 

Mental Health Act assessments alongside qualified AMHPs.  The student’s practice in 

the Mental Health Act assessments will be discussed in more detail in 6.3 below, but 

it appears that the student AMHPs were learning how they should respond to a 

referral, and how they would be accountable for this once qualified.  As a tutor of 

students on the AMHP course a common reflection by students is that there are 

observable differences in practice between individual AMHPs.  For Alex, being a 

student gave her an understanding of what AMHPs must do by law (their ‘duties’), but 

also highlighted that there was discretion as to how each AMHP approached this, for 

example with how they responded to a referral: 

You’ve got to do what you have to do, you have your duties, but I think there’s 
different, different people take a different approach to that.  I remember on the 
course some would spend ages looking at everything and others I’d go out with 
they’d be “have you organised it yet, come on let’s go”.  I’d barely know the 
person’s name, and then various versions of that in-between.  I don’t know, in 
terms of the expectation, it just would depend who you’re talking about (laugh). 
Alex, 3rd Interview 

 
Similarly, for Glenda being a student had involved learning to practise by adhering to 

whatever approach the individual AMHP she was with took and she had been aware 

that each individual AMHP had their own way of negotiating the actual process of 

assessment: 

It’s actually better now because I make my own decisions, I’m not checking 
whether the AMHP is happy with the doctors because I’m deciding if I’m happy 
with the timing, the doctors I’m getting to come with me and the way I’m doing 
it, because every AMHP was doing it in a slightly different way.  When you’re 
doing certain things, they…say for example if I got an assessment and said, “I 
want to sit down for a few minutes to read about the history”, they’d say, “oh, 
just read the referral and we’ll catch up on the way”, and I like to be a bit more 
planned… 
Glenda, 1st Interview 



 111 

 
Neither Glenda nor Alex suggests there was anything wrong with these different ways 

of doing things, simply that it sometimes did not fit with how they would have done it.  

Despite the apparent individual nature of AMHP practice identified by Alex and Glenda 

whilst they were students, they were still engaged in a process that they understood 

to be a ‘Mental Health Act assessment’.  This suggests that one aspect of AMHP 

practice that the students learnt on placement was that although individual AMHPs 

might vary in how they carried out the minutiae of a Mental Health Act assessment, 

this was in the context of a shared understanding that the AMHP was ultimately 

accountable and responsible for the outcome (see 7.5 below).  As an academic on the 

AMHP course, my reflection would be that the individual responsibility of the AMHP is 

emphasised in the teaching on the AMHP course, both in the teaching on the Mental 

Health Act and in the seminars on AMHP practice.   The emphasis students place on 

the individual responsibility and accountability of the AMHP, and the individual 

differences in practice observed by students, does not support the existence of an 

AMHP community of practice in the case of these participants. 

 

The third aspect suggested by Wenger is that members of a community of practice 

have a shared repertoire which includes all those elements that make the community 

recognisable to its members, such as routines, jargon, tools, particular ways of doing 

things and the discourse members use to describe the world.  The importance of the 

Mental Health Act as part of the repertoire of an AMHP was highlighted by Alex.  It 

defines a series of actions you must take as an AMHP, as well as making other actions 

possible.  Alex suggests she knew this in more detail when she was a student: 

…it’s just my framework – I know the things I have to do, the things that I could 
do and the difference between those very much is your guidebook.  If you don’t 
do a part of that you very much have to have a damn good reason why or you’re 
in a lot of trouble, but obviously the law’s a very big book (laugh) and there’s 
quite a bit I’ve forgotten. 
Alex, 2nd Interview 
 

What seems key though is that Alex knows what to do, even if she does not remember 

the exact wording or detail of the Act itself.  For Edith, the law module was the most 

important module she studied, whilst for Dylan the immersion in the practical 

application of the ‘law’ (by which they mean predominantly the Mental Health Act 1983) 

was a key feature of the course and of the placement: 
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I actually think when I was on the course, I felt more equipped because I felt so 
knowledgeable about the law, because we were talking about it all the time, 
every day I was reading about it, we were writing all the reflective logs and 
things like that, and doing it all the time – even at weekends I was working on 
assignments… 
Dylan, 2nd Interview 
 

When they were students the newly qualified AMHPs were practising alongside 

qualified AMHPs and applying the law through ‘leading’ assessments under the Mental 

Health Act (see 5.3 below).  Understanding and describing one’s practice using the 

terminology of the Mental Health Act seems to have been important for the student 

AMHPs and was part of the curriculum on the course.  For example, students were 

expected to write reflective accounts of their practice on placement (as mentioned by 

Dylan above), which included the identification of which sections of the Mental Health 

Act were relevant to the activities and actions they were recounting.  This reinforces 

the central role that the practical implementation of the Mental Health Act plays in the 

repertoire of the AMHP. 

 

In summary, the reflections of the newly qualified AMHPs upon their experiences as a 

student suggest that they engaged in AMHP practice with a diversity of qualified 

AMHPs, developed shared understandings in relation to AMHP practice, and learnt 

the practical application of the Mental Health Act.  The missing element for a 

community of practice is the lack of mutual engagement, with the emphasis instead 

being on a group of independent professionals, acting in an individual capacity. 

 

5.3 Taking the lead (as a student AMHP) 
 

As discussed above, student AMHPs participated in the practice of AMHPs whilst on 

placement.  During the placement the student would graduate from being an observer 

to having a lead role in the Mental Health Act assessment.  Taking the ‘lead’ would 

involve the student receiving the referral for an assessment, being supervised by the 

qualified AMHP on duty, and then going through the process of setting up the 

assessment as well as interviewing the person being assessed (with the qualified 

AMHP present and participating as necessary).  The student recommends to the 

qualified AMHP whether the person should be detained or not, and if not, what plan 

should be put in place.  The student would also participate in the conveyance of the 
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assessed person to hospital if this were necessary.  Due to the nature of the AMHP 

role the qualified AMHP must retain individual responsibility for the outcome of the 

referral and if the decision is made to detain the person, then only the AMHP has the 

legal authority to do this.  There are also statutory duties, such as consulting the 

Nearest Relative, that only the qualified AMHP can do.  What students learnt through 

their lead role in the Mental Health Act assessment will now be explored in more detail. 

 

For Charlie, the experience of taking lead, however much you were involved in the 

process, emphasised that the responsibility for the Mental Health Act assessment did 

not ultimately lie with you, but with the qualified AMHP you were with: 

… when you’re being observed, that AMHP is making the decision, we’re not 
qualified and therefore they have the discussions afterwards, you’re not owning 
that decision, it’s the AHMP who’s qualified who’s owning that. 
Charlie, 2nd interview 

 
For Frank, who did not come from a background of working in statutory mental 

services for adults, the limitations placed on the student in terms of ownership of the 

process were also evident, but ‘taking the lead’ was still important: 

I think I very quickly became quite comfortable in my role as a student and the 
limitations of that in some respects.  I was very mindful of the things I wasn’t 
allowed to do, and I’m somebody that – particularly when being a student – took 
on as much as I could.  That’s how I best learn and process, is to do the job.  
And I managed to have some good experiences early on in my training, which 
set me up for the rest of my workdays.  I felt confident through the training 
process and got good experiences early on and was able to take a lead role 
from a relatively early point.   
Frank, 1st interview 

 
Taking a lead role represents a shift from novice to being an advanced beginner, using 

the stage model (Benner, 2004; Dreyfus, 2004) and being on the threshold of 

practising independently.  This transition between novice and advanced beginner 

appears to occur over a relatively short period of time, just four to five months, though 

this may reflect that for most of the participants in this study they already had what 

Benner (2004) refers to as ‘experiential background’ and ‘base knowledge’ from their 

pre-course experience working in statutory mental health services and being qualified 

experienced social workers.   
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The importance of ‘taking the lead’ was also emphasised by Glenda, who had 

significant experience in statutory mental services for adults and felt that her 

participation in the process of the assessment had involved her thinking ‘of being an 

AMHP’ from an early stage of the course.  For her this meant knowing the processes 

that the AMHP needed to use during the assessment, something she had been 

learning whilst she was on placement: 

I think for me it’s the processes, I think it’s me just a bit thick when it comes to 
processes.  Who do you call when you’ve done this, you know, the right person 
to call?  For example, one of the assessments I went to do was a dementia 
crisis service, they referred it to us, and the person obviously has dementia.  I 
was following the normal protocols, where I did the assessment, it was a section 
two, then I went to call the bed manager and they said, “oh no you don’t call us, 
call the dementia crisis service because they do their own beds”.  I thought I 
would know that by now.…but the actual assessment and getting my doctors 
and going to do the assessment, that is just as it was before when I was a 
student, but just less pressure for me… 
Glenda, 1st Interview 

 

As with Frank, this participation in the process of assessment as an AMHP was 

constrained, with Glenda always having to defer to the qualified AMHP she was with, 

in contrast to her experience as a newly qualified AMHP: 

I guess I went through that phase of thinking of being an AMHP when I was a 
student, on my placement and the course, so I guess it doesn’t feel any 
different.  But the only difference was the first time I actually went on my own 
and then I thought, ‘is this going to be really scary?’ And, I think for me it wasn't 
so much – I took the lead on almost all the ones I did as a student anyway.  So, 
it wasn’t so much making the decision or knowing what I’m meant to do, it’s 
more because I'm there on my own, not checking with someone, “are you happy 
for me to do this, it’s in your name that’s going on it?” 
Glenda, 1st interview 

 

‘Taking the lead’ gave the students the opportunity to engage in the process of a 

Mental Health Act assessment, but for Edith the ownership of the outcome of the 

Mental Health Act assessment as an AMHP, and the emotional impact of this, was an 

abstract concept whilst she was a student.  It only became a lived reality for her once 

she started to practise independently as an AMHP.  In the first interview with Edith, 2 

months after being approved and with 5 assessments completed as the responsible 

AMHP, the experience of placement was remembered as an opportunity to practise 

being an AMHP but always with someone you could share your thoughts with: 

I think when I was a student it was more about learning and, not reflecting, 
because I think I reflect quite a lot whilst I’m doing the assessments now, but at 
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the time there was a lot more conversation because you had that person to talk 
to.  I’d go out with my supervisor, we’d do the assessments, I’d do it more often 
than not, and come back and write the report, but we’d talk about it all the way 
through. 
Edith, 1st interview 

 
However, by the second interview Edith had been practising for a further five months 

and had experienced several difficult and stressful assessments, which highlighted 

that in the student role she had been protected from the emotional impact of being the 

person responsible for the outcome: 

… there was that kind of level of protection when you’re going out and seeing 
people, you’ve got whoever’s with you and you’re doing the assessment for 
them or with them or whatever.  But then I think for me, it’s just that stark reality 
of then going out on your own and really not having anyone.  I guess I’ve got 
my manager and stuff to talk to, but it’s you, it’s down to you, and I knew that in 
my head, but I think in practice, when you’re like, ‘ah, I’ve got to stay until the 
bitter end with this and sort this, there’s got to be a resolution’. 
Edith, 2nd interview 

 

This suggests that when Edith was a student there was a limited emotional 

engagement with the person and their situation, which reflects the practice of a novice 

or advanced beginner (Dreyfus, 2004).   

 

The common theme joining these students’ reflections is that of maximum participation 

with limited responsibility.  The newly qualified AMHPs assume the responsibility for 

both the process of the assessment and the implementation of the outcome and move 

into being what Benner (2004) refers to as being a ‘new graduate’.  Whilst they were 

students, they were able, and expected, to ‘do’ the tasks associated with being an 

AMHP, but this was always limited by their not being the responsible person (the 

AMHP whose ‘name was on it’) and as such they did not experience what it felt like to 

‘be’ an AMHP.  This is more than just the ability to sign the paperwork which authorises 

someone’s detention, which ultimately is what the AMHP they were shadowing would 

have been required to do.  It is the responsibility that they now feel as qualified AMHPs 

for seeing things through ‘to the bitter end’ as Edith describes it.  By limiting what the 

student AMHPs were able to do, whilst observing and engaging with the qualified 

AMHPs, the experience of ‘leading’ assessments also highlighted the possibilities that 

would be open to them once they qualified and enabled them to project forwards 
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(Dall'Alba, 2009) to becoming an AMHP and the individual responsibility that entails.  

This ontological transformation will be explored in more detail in 9.2. 
 

 5.4 Being a student and becoming an AMHP 
 

In their reflections upon being a student, the newly qualified AMHPs emphasised the 

importance of immersing themselves in the practice involved in Mental Health Act 

assessments as an AMHP.  From the ontological perspective of Dall'Alba (2009) as a 

student on the AMHP course the participants in this study were engaged in a process 

of becoming an AMHP, learning what it means for them to be an AMHP, and beginning 

to act as an AMHP.  This was most apparent in the reflections on being a student of 

Frank, who talked of a ‘journey’ that he had been on during the course, particularly in 

relation to how he understood mental distress and his role as an AMHP in admitting 

people to hospital: 

The most important parts of the course for me, or the bits I found the most 
enriching in my own development, were around considering what mental health 
means… I went on somewhat of a journey through the course and I think maybe 
it bleeds into my idea around acute mental health wards being not very nice 
places, but it’s what’s beyond the mental health act.  It’s used to make a 
decision, but what’s on the other side of that decision (laugh). 
Frank, 1st Interview 

 

From an ontological perspective, the course opened new possibilities for Frank in 

relation to how he understood mental distress but the teaching on the course also 

resonated with his own understanding of how society constructs normal behaviour: 

I know that you and the other teachers would talk about the importance of the 
first module around ethics and values, but there are elements of that that really 
resonated with me and the way in which society constructs this idea of normal.  
I guess the mental health act to me exists because we’re unable to exist in a 
more tolerant and diverse and equal society – it exists to keep the public safe, 
I guess, it exists because nobody wants a neighbour who’s going to be shouting 
in the middle of the night. 
Frank, 1st Interview 
 

This suggests that for Frank the teaching on the course, especially in relation to the 

ethical dilemmas involved in compulsory treatment and the concerns that mental 

health services act as agents of social control, opened new possibilities for 

understanding.   However, this came with associated constraints in that his role as an 
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AMHP involves detaining people for treatment (against their will) in settings that leave 

him feeling uncomfortable.   

 

For Edith, learning about the Mental Health Act in the university had enabled her to 

make sense of her practice on placement as an extension of her social work identity 

(the negotiation of a new professional identity will be explored in more detail in Chapter 

6): 

The law module was the most important for me.  It gave me that grounding that 
I needed because then you can bring your social work skills in. 
Edith, 1st Interview 

 

Whilst the participants were generally positive about the how the course had prepared 

them for becoming an AMHP, for Edith, the teaching in the university gave an idealised 

view of what being an AMHP would be like, which was at odds with her experience of 

the reality of practice as a newly qualified AMHP: 

Part of me, especially maybe from the university part as well, no disrespect, but 
in an ideal world that’s how it would be – you would detain someone, they’d get 
medication, get talking therapy, get group stuff, go out equipped with more than 
they had before, to manage, that would be really nice.  But a lot of the time for 
me that doesn’t really happen… 
Edith, 1st Interview 

As already discussed by Edith, the newly qualified AMHPs highlight the importance in 

that transformation, of their learning to understand and apply the Mental Health Act 

1983.  For Dylan, being a student AMHP involved being immersed in the law and 

having to reflect upon how the law was being used.  In contrast, now that she was an 

AMHP on duty once a week, she was no longer as immersed in AMHP practice as 

when she was a student, and the process of becoming an AMHP seemed more 

tenuous: 

 …whereas you go back to work and suddenly there’s all these other things and 
AMHP just becomes one day a week and it’s quite hard to reinstate that 
knowledge suddenly, one day a week, and lots of it does stay, but I think the 
intricacies of it fade.  I worry that I’m forgetting really crucial information. 
Dylan, 2nd Interview 

 

Likewise, for Glenda returning to her social work role after the AMHP course finished 

meant that she was no longer as immersed in AMHP practice and making sense of 

the AMHP role, as she was when she was a student: 
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I guess when I was a student, I wasn’t having any cases or working on normal 
cases, so it was very much just doing the AMHP work, just shadowing people, 
doing the lead role, then also, because we’re doing the theory part as well, 
you’re constantly thinking about what the role means and what you're bringing 
to it and you’ve got the classroom as well as being in the field, so it’s constantly 
a reminder isn’t it, whereas I’m back in my role now.  I feel like I’m busy with 
work constantly, so when I’ve got a day when I’m on AMHP I’ve still got all my 
social work stuff that I’m doing. 
Glenda, 1st interview 

 

For both these participants the change from being a full-time student, engaged in 

becoming an AMHP, to being an AMHP in practice had involved a tangible reduction 

in the intensity of that transformation.  Similarly, for Alex, the experience of supporting 

student AMHPs herself had reminded her how much of the detail of the course she 

had forgotten, particularly the detail of the Mental Health Act 1983 (the reference to 

the ‘book’ is to the Mental Health Act Manual; a detailed reference guide to how to 

interpret the Mental Health Act using case law): 

…it’s been quite a long time since academically doing it, so I’m thinking that 
actually I’m getting a little bit rusty on the…I’m turning into one of those AMHPs 
that you expect to know it all and then they’re ‘hang on a minute, I’ll get my 
book, let’s find out’ (laugh).  I could do with a bit of a rethink about that, you 
know, when you get asked a tricky question from the nearest relative or a new 
student.  Students have been doing it a lot, ‘oh God, I don’t know, I can’t 
remember, but I know where to find it’ (laugh). 
Alex, 3rd Interview 

 
Overall, this suggests that for several of the newly qualified AMHPs there was an 

awareness that whilst on the course they had been engaged in a process of becoming 

an AMHP, through being immersed in the law and how this was meant to be applied 

as an AMHP, but that the intensity of this had been greatly reduced since they became 

AMHPs on a duty rota.   

 

5.5 Concluding remarks on being a student AMHP 
 

This chapter has explored the reflections of the newly qualified AMHPs on their 

experience of being student AMHPs.  There is no evidence that the students were 

participating in an AMHP community of practice, which was unexpected given that this 

is a commonly utilised model for understanding professional education and I had 

anticipated that such a community of practice existed.  Central to the newly qualified 

AMHPs understanding of the AMHP role during their time as a student was their 
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knowledge and application of the Mental Health Act 1983, with the detail and 

interpretation of the Act taught at the university, but then applied in the real world 

alongside qualified AMHPs.  Using the stage model of Benner (2004) the student 

AMHPs made a relatively rapid transition from novice to advanced beginner over the 

course of four to five months.  From an ontological perspective (Dall'Alba, 2009), there 

is a suggestion that the course (both placement and teaching in the university) 

changed how the students understood their role in applying the Mental Health Act to 

individuals with mental disorder.  However, since being qualified and starting to 

practise as AMHPs, there had been a change from being immersed full-time in AMHP 

practice as students to only intermittently engaging with AMHP practice as duty 

AMHPs.  Given that there is a strong link between practice and identity (Wenger, 2008) 

this has implications for professional identity and role that will be explored further in 

Chapter 8. 

 

The uncertainty inherent in the AMHP role and how newly qualified AMHPs adapt to 

this in their first year of practice will now be explored in more detail. 

 
  



 120 

Chapter 6: Findings - Managing the uncertainty and distress 
inherent in the role of an AMHP  
 
6.1 Introduction 
 

This chapter will explore how the newly qualified AMHPs learn to manage the 

uncertainty inherent in the nature of the referrals they receive, as well as the emotional 

distress they encounter.  An important part of becoming an AMHP is knowing how to 

respond to a referral made to the local authority that is passed to you as the AMHP on 

duty, whatever the presenting circumstances.  Parkinson & Thompson (1998) suggest 

that in responding to a referral for an assessment under the Mental Health Act, the 

AMHP is likely to encounter people in a state of crisis, where there is muddle and 

confusion, as well as the potential for panic amongst the people concerned.  The 

chapter also explores how the newly qualified AMHPs learn to manage their individual 

responsibility to get an assessment completed and the crisis resolved.  As in the 

previous chapter, a range of perspectives will be applied to the findings – the concept 

of a community of practice (Wenger, 1998), the staged model of professional 

development (Benner, 2004; Dreyfus, 2004) and the ontological perspective of 

becoming, being and belonging (Dall'Alba, 2009).  The chapter will begin by outlining 

the uncertainty that is present for the newly qualified AMHPs in a referral to them for 

a Mental Health Act assessment. 

 

6.2 The uncertainty in the referrals 
 

A common aspect of the AMHP role described by the newly qualified AMHPs is the 

diversity and unpredictability of the referrals that are passed to them for consideration 

and how being able to manage these new experiences is part of learning to be an 

AMHP: 

…just I’ve been quite amazed at the variety of assessments that I’ve been 
involved in.  The impact some of them have had on me in terms of learning from 
it or feeling anxious about it or feeling proud of it, so a whole mixture of things, 
and it’s been a real mixed bag… 
Brady, 1st interview 
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There’s a lot to reflect on, and each assessment – particularly when you’re new 
– feels so different to the last assessment and there’s all these new 
experiences. 
Dylan, 2nd Interview 

 

Likewise, referrals they receive as an AMHP are associated with more ‘risk’ than in 

their day-to-day social work role (how the newly qualified AMHPs learn to manage 

‘risk’ will be explored in more detail in Chapter 7): 

…although you get similar things within your job as a social worker, I think the 
intensity, because you’re dealing with much more risky situations, because of 
the nature of AMHPing… 
Charlie, 1st interview 

 

Adding to the uncertainty, in general, the referrals made to the newly qualified AMHPs 

were of individuals of whom they had no prior professional knowledge.  The only 

exception to this was an individual referred to Edith where she was aware of the 

person in her role as a social worker, and that they were well known to her team.  Even 

if the situations the newly qualified AMHPs encounter are not entirely unfamiliar, either 

because of their experiences on placement (see Chapter 5) or because they might 

have some professional experience with dealing with mental health referrals (if they 

are mental health social workers), they may still have an element of uncertainty.  For 

Edith, even though she was a mental health social worker, being an AMHP involved 

encountering people behaving in ways that appeared unintelligible, or inexplicable, to 

a degree which was different to her day-to-day experience of people experiencing 

mental distress: 

It is strange, because it is so different.  It’s a strange job, the AMHP role.  The 
stuff that comes up you can’t really make up.  The things you end up writing on 
reports, you catch yourself sometimes thinking, ‘what?’ (laugh).  The strange 
things that come up, that people say, that people do, but I suppose working in 
mental health it is anyway. 
Edith, 2nd Interview 

 

The practice context for the newly qualified AMHPs is that they have only a short 

period within which to decide whether an individual needs detaining or not (and if not, 

what is the plan for keeping the person safe).  Dwyer (2012) refers to undertaking a 

Mental Health Act assessment as an AMHP as ‘plunging into the unknown’ (ibid, 

p.351).  The newly qualified AMHPs in this study all work part-time on a duty AMHP 

rota, generally one day a week, and there was a shared expectation that once you had 
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accepted the referral it was your individual responsibility to see it through to completion 

during your shift: 

…it’s a standalone piece that you’re running right from the beginning through 
to the end in most cases – it’s a long exhausting piece of work a lot of the time 
and dealing with lots of agencies and having to assert autonomy in situations 
where you usually wouldn’t be… 
Alex, 2nd Interview 
 
I guess I’ve got my manager and stuff to talk to, but it’s you, it’s down to you, 
and I knew that in my head, but I think in practice, when you’re like, ‘ah, I’ve got 
to stay until the bitter end with this and sort this, there’s got to be a resolution’.  
So, when you get the referral it has to have an ending, there has to be a 
resolution, whatever that is, and that’s going to be me.   
Edith, 2nd Interview 
 
(Expectations) come from what the role of the AMHP is, like, what you’re 
expected to do in the job, and then also the pressure involved in that situation, 
a lot of stress on everyone involved in the Mental Health Act assessment 
process and use of the Mental Health Act and therefore you need to have 
somebody like as, not scapegoat, that’s not the word, quite worrying that came 
to mind, but the person who is relied upon to make sure everything fits together 
and to bring about the assessment and make it as seamless as possible and 
then afterwards to make sure that what’s been discussed is implemented. 
Charlie, 3rd Interview 

 
The nature of the situation is itself not likely to be conducive to the process of thinking, 

due to the potential for conflict as well as the emotional and practical pressures on the 

AMHP (Dwyer, 2012).  In principle, the AMHP has a fourteen-day period from the date 

of the last Medical Recommendation during which the recommendations remain valid 

and they can make an application to detain someone, which would allow more time to 

gather information or test out a plan to avoid admission to hospital.  This would be one 

mechanism by which they might manage the uncertainty.  However, several of the 

newly qualified AMHPs reported being discouraged by more senior or experienced 

AMHPs from making use of this because the AMHP would be left holding the risk on 

their own: 

…I know we’ve got the fourteen days, but I’ve basically been advised not to use 
it because it’s such a risky decision to have two recommendations from usually 
psychiatrists that that person should be in hospital and then to go against that.  
Well, not against it, to make a decision that’s not following it straight away… 
Dylan, 2nd Interview 
 

How the newly qualified AMHPs manage ‘risk’ will be discussed in more detail in 

chapter 7. 
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The uncertainty and unpredictability of the referrals are amplified by the Mental Health 

Act 1983 being concerned with ‘mental disorder’, which is defined in broad terms in 

the Act, and unlike other legislation that social workers practise with, such as the Care 

Act 2014 or Mental Capacity Act 2005, there are no stipulations regarding the age 

range of people who can be subject to the Act.  A consequence of this is that newly 

qualified AMHPs can be passed referrals for Mental Health Act assessments for 

individuals who they would not normally be asked to assess in their social work role, 

for example a social worker used to assessing older adults for their social care needs 

might be passed a referral for a young person (under eighteen) or a social worker in a 

‘working-age’ mental health team might be passed a referral for an individual in their 

nineties with a diagnosis of dementia.  For Edith (who normally works with older adults) 

this is exemplified by being asked to assess younger people: 

The younger people we all find difficult, just because they’re so young aren’t 
they and you think, ‘what has happened to you, what has gone wrong, what’s 
happened for you, what’s not happened for you, why are you in this situation?’, 
and that’s not the job, but you can’t help but think that.   

 Edith, 2nd Interview 

 
The reference to ‘we’ by Edith does suggest that she is engaged in discussing the role 

with other AMHPs, but whether this is evidence of a community of practice (Wenger, 

1998) is unclear, given the finding in chapter 6 that the newly qualified AMHPs in this 

study did not appear to have encountered an AMHP community of practice whilst they 

were students.  For Frank, who normally works with young people, the experience of 

assessing older people with a diagnosis of dementia was also an example of the 

uncertainty of the role: 

I do still become a bit anxious working with – not sure anxious is the right word, 
but let’s go with it – working with dementia.  I did an assessment earlier this 
week for a gentleman with Alzheimer’s – I feel very deskilled when you’re 
interviewing somebody who clearly lacks capacity and I definitely feel a sense 
of not doing justice, I don’t know if I’m doing a good enough job for this 
individual. 
Frank, 2nd Interview 

 

Both these examples also highlight that for the newly qualified AMHPs part of being 

an AMHP, using the ontological perspective of Dall'Alba (2009), is understanding that 

the role differs from your usual social work role and that this could be interpreted as 

an example of what Dall’Alba refers to as ‘continuity with change’ (2009: p.39).  Both 
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Edith and Frank are bringing their established practice as social workers to the 

situations they encounter.  Edith refers to one of her reasons for being a social worker 

is her interest in people, and Frank refers to interviewing, which is a core element of 

social work practice.  In both scenarios they describe, there is something different 

about being there as an AMHP which heightens the uncertainty.  For Edith, she cannot 

spend time delving into what has happened for the young person to reach this point in 

their life, something she might have done as part of a longer-term engagement with 

someone in her social work role.    For Frank it was the case that he was more used 

to working with people who were able to communicate and engage in an ‘interview’.   

 

A further element of uncertainty and unpredictability comes from the site where the 

Mental Health Act assessment will need to take place.  The site for the assessment 

can be in three different categories; in a hospital setting; in ‘the community’; or in a 

‘place of safety’.  Assessments in hospital, where people are already an inpatient are 

seen by the newly qualified AMHPs as more predictable with less uncertainty.  In this 

excerpt, Charlie is referring to someone detained under section 2 (for assessment) 

being re-assessed for detention under section 3 (treatment): 

…with people on the ward, I’ve just been doing transfers, twos to threes, or two 
and going home but you’ve still got a lot of information there and so it’s generally 
been quite a comfortable decision to make so far. 
Charlie, 1st Interview 
 

In a hospital assessment the individual being assessed is in a known location and any 

perceived risks are being managed by the hospital, making coordinating the 

assessment more straightforward and giving the AMHP access to any information 

about that person that has been amassed by the health service.  For Edith the hospital 

assessments are easier and referrals for an assessment in the community are more 

likely to be complicated and challenging: 

…when I’m on AMHP and I get an email referral through my heart sinks, “oh 
no, what’s it going to be, where’s it going to be?”  If they’re in hospital already 
and it’s a section three they want then it’s a bit better, but then it’s the 
community ones where it’s just going to take forever, I just think, ‘oh no, 
horrible’. 
Edith, 2nd Interview 

 

The reference to the assessment ‘taking forever’ relates to the complexity of the 

arrangements the AMHP may need to make, and the time this may take.  An 
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assessment in the community may involve the issue of access to the person; if they 

are likely to refuse entry to the AMHP and the doctors then the AMHP may need to 

apply to a magistrate for a warrant to force entry for example.  The AMHP will also 

need to coordinate the arrival of the doctor (or doctors) and any other services that 

might be needed, such as police or ambulance who may have different priorities.  All 

these aspects add to the uncertainty and are the responsibility of the AMHP to manage 

(Dwyer, 2012). 

 

The first community assessment that Frank led was significant because of the 

uncertainty he experienced for himself and the doctors who were there to examine the 

young person: 

…what I think I found the most challenging in this scenario was how uncertain 
I felt about what the outcome would be, how uncertain the doctors were, what 
this outcome would be, and on reflection I felt I lacked the experience to lead 
that kind of conversation, because the doctors were not sure and were not clear 
about the risk. 
Frank, 1st Interview 
 

This is an example of the newly qualified AMHP playing a ‘mediator’ role (Leah, 2019), 

negotiating with other professionals on the outcome of the assessment.  All the newly 

qualified AMHPs gave examples of community assessments that had been complex 

and difficult to manage (for example see Dylan’s assessment of an older woman with 

a diagnosis of dementia below).  Alex also highlighted that community assessments 

involved a dynamic assessment of risk at every stage of the assessment: 

…being in that environment and thinking ‘where should I sit down’, do I need 
the police, you’re constantly risk assessing, and then as there’s often a delay 
with beds and conveyance, you’re placing yourself in an increasingly risky 
situation that perhaps wouldn’t have been at all risky if those resources had 
been available, so then judging that and ‘should I leave or should I stay? Do I 
need a back-up worker or do I not?’  so, you appraise a lot of risk, much more 
than in your day-to-day work. 
Alex, 2nd Interview 

 

The other site for assessments is a ‘place of safety’.  These are locations that have 

been identified as such by local mental health services, often physically attached to a 

psychiatric hospital, but a person being held there is not formally in hospital at that 

point.  The Mental Health Act 1983 allows for individuals to be held in such a setting 

for up to twenty-four hours (exceptionally for thirty-six hours if due to their condition 

they are unable to be examined by a doctor).  Individuals are either brought to a Place 
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of Safety by the police, after being detained under section 136, or brought there (again 

by the police) following the execution of a warrant to force entry, which allows for a 

person to then be taken and conveyed to a Place of Safety if necessary.  The Place 

of Safety represents a ‘half-way house’ between the community and the hospital, in 

that it is often physically located on a hospital site and staffed by nurses but being in 

a Place of Safety does not legally mean you are in hospital.  The Place of Safety brings 

its own challenges and uncertainties for the newly qualified AMHPs as exemplified by 

Glenda’s experience of leading an assessment there, which also happened to be her 

first experience of being the responsible AMHP.  The woman being assessed was 

well-known to the police and had been brought to the Place of Safety by them because 

of concerns that she presenting as paranoid and delusional and had committed 

damage to property: 

…my very first one, very first assessment I went out to do on my own, was a 
right mess because – it depends on who you’re asking – it was a right mess for 
me because I didn’t agree that she should be detained, no, when I first went in, 
I felt she should be detained, I felt she was at quite high risk. 
Glenda, 1st Interview 

 

However, after interviewing the woman with the doctors, one of whom knew the 

woman well, the doctors concluded that she did not need to be detained.  Glenda was 

unsure about this but given the doctors did not want to detain the woman then she had 

no choice, and a plan was agreed between Glenda and the doctors to refer the woman 

for support from a crisis team.  Whilst Glenda was on the phone making the referral 

there was a commotion in the Place of Safety as another person was brought in by 

the police, and as there was only provision for one person at any one time to be in the 

Place of Safety, the woman who Glenda was assessing was moved into an adjacent 

room (which Glenda did not know had happened): 

I went out to tell her about the outcome and that’s when I found out they’d put 
her in reception, “oh, okay”.  With all this racket going on is she okay, because 
it was a lot of racket and there was a young lady being brought in kicking, there 
was maybe ten police officers.  It just looked really bad.  So, I went to find her.  
When I got there, she’d legged it. With no shoes, just run off, with her socks.  
One of the nurses for the place of safety obviously had seen her run off and 
chased her down to try and talk her into coming back, and she was saying 
things to him, he was saying, “well, I don’t have any legal powers to stop her 
from going”, but then I wasn’t even sure of that, she’s still under one-three-six 
and I haven’t told you the results yet. 
Glenda, 1st Interview 
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As a site of a Mental Health Act assessment a Place of Safety represents a degree of 

containment of risk, and provides access to the person to be assessed, but the person 

is not in the custody of the AMHP and the AMHP has only limited control over the 

process. This scenario highlights the uncertainty where the newly qualified AMHP 

judges the person to be at significant risk, but the doctors decline to write medical 

recommendations (without which the AMHP cannot apply for detention); this is 

explored in more detail in 7.5 below.   

 

As part of a stage of professional development (Benner, 2004; Dreyfus & Dreyfus, 

2004) this encounter with uncertainty, and strange situations outside your day-to-day 

professional experience, fits with the ‘new graduate’, where newly qualified 

professionals are starting to encounter more complex situations and are accumulating 

the experience of how best to respond to a range of variables: 

…it’s quite a thing to manage and orchestrate and there are so many variables, 
you’re working a hundred million miles a minute and I feel much more 
comfortable in that and don’t feel…I’m more comfortable in expecting the 
unexpected and riding with that and not beating myself up over it. 
Alex, 2nd Interview 

 

This part of the chapter has outlined the nature of the uncertainty that the AMHPs 

encounter when they accept a referral for an assessment under the Mental Health Act.  

How the newly qualified AMHPs learn to deal with the uncertainty will now be explored. 

 

6.3 Learning to cope with the unexpected 
 

The newly qualified AMHPs describe learning to manage the uncertainty present in 

the referrals they receive through the accumulation of different assessment 

experiences, which they have had to resolve and conclude (see 7.5), and by accepting 

that situations are likely to be new and unpredictable: 

 
I feel more at ease with the responsibility, and I think that comes through 
confidence in terms of doing more assessments on your own, being exposed 
to more and more situations that are varied in your need to be adaptive to that 
situation and you breed confidence with that and experience of that. 
Frank, 2nd Interview 
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(Referring to the number of assessments she has experienced) …because of 
course the more that you do - we did quite a few during my training - it’s a bit 
like ‘ooh, I remember when...’.  you do look for similar situations and I think 
that’s part of your register of experience you can draw on.  I don’t think I think 
differently, but I have more to draw on now and I remember particularly at the 
start of the training when you do your placement every situation is new. 
Brady, 2nd Interview 
 
The more you do it, every one’s different, but there is a slight comfort in a certain 
routine to it.  Obviously, it can go off on tangents, and then the more 
experienced you are at those different things happening it prepares you better 
for the next time… I think you just expect the unexpected. 
Alex, 3rd interview 

 

For Frank there was an awareness that he had become more comfortable with the 

uncertainty since he first qualified as an AMHP: 

There’s that definite sense when you start that you need to read everything, 
you need to check everything, just in order to put yourself in a situation where 
you’re going to be able to make the correct decision.  Now I feel a lot more 
comfortable with kind of knowing enough and knowing where to find that. I 
definitely remember – I can’t remember if it was you or one of the other teachers 
– I feel much more comfortable in not knowing and being able to find it (laugh).  
And there are still issues that come up that I don’t immediately know how to 
resolve and I’m comfortable with that at the moment.  I’m happy with that. 
Frank, 2nd Interview 

 
On reflection, this reference to the course is likely to refer to an emphasis in the course 

teaching on an AMHP taking an appropriate amount of time to reflect and make their 

decision, to not be driven by the crisis-related nature of the referral into making a snap 

judgment.  Frank is also describing the need as a newly qualified AMHP to gather as 

much information as you can, to manage the uncertainty, and this is also indicative of 

what Benner (2004) describes a new graduate doing i.e., experiencing heightened 

anxiety associated with not yet being fully aware of what are the most salient features 

in a scenario.   

 
Both Alex and Charlie also referred to learning a type of script to manage the process 

of assessment better: 

(It’s) just that there’s obviously a different order you can do things in, especially 
with the complex ones where you’ve got warrants and is there a bed and what 
should you do if not, if you haven’t got a bed and all those, you know, that 
doesn’t feel quite so problematic.  They are difficult, but I know what to do, I 
know the patter of it, I have more of a script.  I guess I didn’t really have much 
of an AMHP script before and I feel that’s been worked on, in terms of the 
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introductions and conducting it and coming back and just from liaising from 
everyone really, that feels more natural, I guess. 
Alex, 2nd Interview 
 
…you develop your skills for the certain discussions you have, and those 
discussions where there’s things that over a course of time you’ve repeated 
very similar things.  You start knowing how you’re going to present something 
to somebody, like, when you’re talking to a nearest relative about what their 
options are and their rights… and the rights of the person, once those become 
things that are really instilled and ingrained and it’s a lot more easy to pick up 
the phone just after an assessment and discuss through with somebody ‘this is 
why the assessment has been conducted today and these your rights and 
responsibilities’ – those discussions become more easy. 
Charlie, 3rd Interview 

 

Similarly, Frank referred to an ‘autopilot’ that enabled him to be more comfortable with 

managing assessments, and to be reflective about his practice as he was engaged in 

it: 

I think there’s so many things to think about doing properly when you’re 
undertaking a mental health act assessment.  I think there are so many factors 
to coordinate, and that dotting the ‘i’s’ and crossing the ‘t’s’ sort of metaphor.  
There’s a lot to consider from the referral in the morning to finishing your job off 
after six p.m. and I think what runs alongside all of that is the responsibility of 
the decision making, which is separate to doing all of the jobs correctly.  I don’t 
feel the weight of either as much anymore and I think that’s probably because 
there is a sense of autopilot and that kind of ‘reflecting-in-practice’ around what 
you’re doing and being confident that you’re thinking about the right things, that 
you’re looking in the right places, that you’re considering the most important 
pieces of information. 
Frank, 2nd Interview 

 

The newly qualified AMHPs learn a repertoire of responses that enable them to 

manage the process of assessment and resolve difficulties that arise while 

coordinating the assessment.  One aspect of this is that the newly qualified AMHPs 

have successfully completed a series of assessments, despite the uncertainty and 

distress they have encountered.  None of the newly qualified AMHPs recounted any 

assessments where they did not complete the assessment, other than those 

occasions where there were no hospital beds available to detain someone to and they 

were forced to hand the assessment over the AMHP on duty the next day.  Building 

upon their experiences as a student on placement (see Chapter 5) the newly qualified 

AMHPs are learning to become an AMHP by autonomously enacting the practice of 

an AMHP, learning what an AMHP should do in response to the diverse circumstances 
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they encounter – what Dall'Alba (2009) refers to as combining ‘continuity with change’ 

and ‘possibilities with constraints’ (ibid, p.4).  The development of routines and ‘scripts’ 

suggests continuity, whilst being open to encountering the unexpected suggests an 

awareness of the need for changing practice in some situations.  The continuity also 

comes from continuing to use elements of their social work practice (see 8.3).  The 

possibilities for practice as an AMHP are also constrained by the demands of the role, 

by the need to have a ‘script’ or routine and ensure your legal duties as an AMHP are 

carried out, for example telling specific people their rights, and ensuring that the 

assessment is completed within a limited time (see 6.2). 

 

An assumption in this thesis is that professionals learn through situated learning, 

through their practice in a social world, and the on-going negotiation of meaning within 

this social world (Lave & Wenger, 1991).  The newly qualified AMHPs in this study 

only practise as an AMHP intermittently, returning to their substantive social work post 

in between (see Chapter 8), restricting their opportunity to discuss their practice with 

other AMHPs.  Opportunities to discuss and reflect upon their practice as an AMHP 

whilst they are doing their initial work with the referral in the office appear to be ad hoc 

and variable, being dependent upon being located with other AMHPs in their usual 

place of work.  Brady compared this to when she was a student AMHP always 

shadowing with a qualified AMHP, and how it is more limited once you are the qualified 

AMHP: 

I think you were able to use the AMHP you were shadowing as a ‘sounding 
board’, although I don’t think in terms of decision-making it’s different, but I think 
it’s much more.  I guess you also have the luxury to talk to another professional, 
a peer, to look from all different angles and that’s – don’t get me wrong, we do 
have that sort of informal here when you’re on - but it’s not the same… 
Brady, 2nd Interview 

 

An important aspect to note here is that due to the nature of the AMHP role the newly 

qualified AMHPs are practising independently of other AMHPs, with no one to directly 

mentor or supervise them in their practice.  This is different from the situation 

described by Benner (2004) where such new graduates would normally consult more 

experienced colleagues and be coached and mentored by them, with the ability to ask 

a more experienced colleague to take over if the situation became too complex.  When 

the newly qualified AMHPs go to carry out the actual assessment (usually with at least 
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one doctor) there are no other AMHPs present, what Edith refers to as the AMHP 

being a ‘lone wolf’.   

 

As well as limited opportunity during the initial consideration and work on the referral, 

there is often limited opportunity after the assessment is over to discuss and reflect 

with another AMHP what has happened during that assessment: 

…you’re taking away people’s liberty and making really tough decisions which 
obviously happens in social work – with capacity and things like that, tribunal 
work, but this is much more ‘pointy end’ and dealing with that is challenging at 
times and being at absolute crisis, doing very emotional work with the family 
and client as well…and then it all wraps up generally in a day and you’re back 
to your day job.  There’s not much debriefing that goes on – you’re often back 
late, you do all the paperwork, go to bed, and then you’ve got a whole load of 
meetings the next day.  It’s a funny old job isn’t it. 

 Alex, 2nd Interview 
 
The newly qualified AMHPs do generally refer to being given formal AMHP-related 

supervision by a more experienced AMHP on a regular basis, approximately monthly, 

where they can talk through assessments they have done and reflect on things they 

might have done differently, though this did not appear consistent across all the newly 

qualified AMHPs (who were from three different local authorities).  This is an 

opportunity for reflecting upon what it means to be an AMHP and is valued by the 

newly qualified AMHPs.  However, the lack of opportunity for reflection and learning 

with other AMHPs whilst engaging in AMHP practice is further evidence that the newly 

qualified AMHPs in this study do not appear to participate in a community of practice 

(Wenger, 1998) with other AMHPs.   

 

Instead of a process of learning through reflective discussion with other AMHPs, the 

newly qualified AMHPs refer to their individual process of reflection, as part of learning 

to manage the assessment process: 

I think what I would really like to do, and probably would help me, is to write 
down more reflections after each assessment, because I remember them all 
now, but you do forget things over time and maybe it’s useful to go back.  And 
I think sometimes you’re more reflective earlier in your career sometimes, 
because if you do something a number of times you get used to it and it doesn’t 
feel different, but you have more thoughts about it the first time round, and I 
think that’s really important, to keep up the reflection, to keep actually thinking 
about, like, could we have done things differently and was that the best way to 
deal with things and how would I do it next time.  
Dylan, 1st interview 
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For Alex, the actual process of writing the report (known as an MH1) after an 

assessment is an opportunity for individual reflection and learning: 

…the process of all writing the MH1 makes me feel comfortable with the 
decision as well sometimes afterwards, so, you know, “I’ve made the decision, 
it’s done” but I guess that’s kind of a period of reflection whilst writing that as 
well… 
Alex, 1st interview 

 

The individual nature of the reflection was highlighted by Edith, where her experience 

as a student had been that reflection was a collaborative process with an AMHP, 

whereas now as a lone AMHP with the doctors, who often just want to finish and leave 

as quickly as possible (the ‘role-over’ described by Vicary, et al., 2019), she uses 

‘internal’ reflection instead: 

It was good because there was two of us, and I think being on your own is fine, 
I can do it, but I do miss just chatting with someone and talking it through.  You 
can chat with the doctors, but they want to get out, more often than not.  That’s 
a big difference for me, but I can do it on my own, it was quite nice as a student 
to be able to properly reflect and talk about theories and talk about what’s going 
on for this person.  Now it’s more of an internal thing. 
Edith, 1st interview 

 

To illustrate the internal reflection that Edith engages in, she gave an example of 

reflecting during an assessment that one of the doctors was distracting her and 

preventing her having the discussion she needed to have with the person being 

assessed.  She was able to finish with the doctor, who then left.  This worked well, and 

she was able to have a detailed conversation with the person, which led Edith to reflect 

upon what she had learnt from managing that situation successfully.   

 

Reflection on your practice is integral to the teaching on the AMHP course, particularly 

within the group and individual tutorials, which use a model of reflective practice (Fook, 

2013).  Such reflective practice also forms part of the ontological turn for professional 

education suggested by Dall'Alba & Barnacle (2007), as a means for individuals to 

learn to attend to complexity and unpredictability, as part of their becoming a 

professional. Along with the uncertainty there is the element of crisis inherent in the 

referral for a Mental Health Act assessment (Thompson, 2003).  How the newly 

qualified AMHPs learn to manage the emotional aspect of the crisis will now be 

explored. 
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6.4 Learning to manage the emotional distress 
 

There is not just the uncertainty of assessing in a new situation, there is also the 

potential for there to be a significant degree of emotional distress for the person being 

assessed, their family and the newly qualified AMHPs themselves.  Dwyer (2012) 

describes the atmosphere of tension and heightened emotion present when an 

individual is assessed under the Mental Health Act, and how every situation is unique. 

For Dylan this uncertainty and unpredictability (and distress) was exemplified by the 

first assessment she did in the community of an older woman with a diagnosis of 

dementia.  The woman lived alone in her own home and Dylan had decided she 

needed to be detained (the underlining is where Dylan placed the emphasis): 

 
She ended up basically being dragged into the ambulance after an hour of the 
ambulance staff trying to coax her, and it was awful.  She was screaming and 
she was fighting against it, and at one point she was sat on the floor in her 
doorframe trying to prevent herself from going, and the loss of dignity, and the 
fact she was ninety-three years old… The neighbours were coming out, her 
jumper was getting caught in a bush, her slippers came off – it was awful – and 
I thought ‘I want to cry.  I can’t believe I played a part in this.  What am I doing?  
This is horrible.  It’s a horrible, horrible thing to happen to someone’. 
Dylan, 2nd Interview  

 

Referring to an assessment where she had detained an older woman with symptoms 

of dementia, Alex also described the intensity of the distress once the person was 

admitted to hospital, and her own emotional response to this: 

…then she became quite agitated after a little while and I’ve never heard 
screaming like it.  It was so upsetting, I mean a couple of the nurses were really 
upset - I was kind of welling up - and I think again that that weight of that 
decision having been made and seeing the outcome of that, and then the 
husband, you know, was terribly upset and so ‘oh God, should we have done 
that, you know, could we have avoided that being an experience for him?’ 
Alex, 1st Interview 
 

Both experiences also suggest that the newly qualified AMHPs play the role of ‘legal 

enforcer’ (Leah, 2019), responsible for compelling people to be admitted and detained 

in hospital, despite the distress this engenders.  For Charlie, the experience of 

assessing an individual who presented with a significant risk of suicide, but who was 

not detained, had emotional consequences for him: 
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…because I was so…concerned about, like, this guy, although I still felt 
comfortable with the decision I’d made but just thinking about the level of risk 
that was still there and the potential, like, you’ve released somebody, you 
haven’t detained them, the potential that they could do something – that weighs 
really heavily on you, which was very different from, although you get similar 
things within your job as a social worker,…so it’s been quite difficult to deal with 
the, your emotions after an assessment.  I’m still checking that guy’s progress 
notes now and the assessment was about a month ago now. 
Charlie, 1st interview 

 

For the newly qualified AMHPs the process of becoming (Dall'Alba, 2009) an AMHP 

meant learning to cope with the emotional distress that a Mental Health Act 

assessment you are leading might precipitate.  The emotional engagement with the 

role and learning to contain the distress would suggest the newly qualified AMHPs 

making a shift towards being competent using the stage model (Benner, 2004), where 

a professional at this stage of their development is learning strategies for managing 

the complexity of the situations they encounter. In a later interview Charlie refers to 

becoming more comfortable with the emotional context of being an AMHP, and relates 

this to his experience of being a social worker where there is always the potential for 

conflict: 

…the assessments all still stay with you – it’s always going to be part and parcel 
of health and social care – because it’s such a people-facing job.  You’re 
interacting with human beings and making very big decisions with them and 
sometimes against them.  So, that’s been the main thing I’ve found now, settling 
in with being comfortable with the role of the AMHP, and I still say I don’t want 
to ever be one hundred per cent comfortable with it – and many AMHPs 
probably feel in that same predicament – but, just with time, you gain more 
experience and you…it starts to fit more comfortably with you. 
Charlie, 3rd Interview 
 

This highlights that the stage model (Benner, 2004) does not entirely fit with the newly 

qualified AMHPs, as they were already probably competent as social workers, 

meaning that the length of time needed to progress through the stages may be 

significantly shorter than the model predicts.  Dylan described carrying out an 

assessment several weeks later of another older woman also with a diagnosis of 

dementia, living at home, in very similar circumstances to the situation she described 

above, where the outcome had been similar: 
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I think it helps you to become resilient, or it’s helped me to become resilient, 
just because of the things that you see, that at first might be shocking and then 
you, kind of, maybe question yourself a bit of why you’re doing things, and then 
the second time you see something you think ‘oh yes, I’ve seen that before’.  I 
don’t know if that’s resilience or if that’s (laugh) becoming a bit desensitised. 
Dylan, 2nd Interview 

 

Alex also described how she coped with the distress in a similar way: 

(How do you cope?) You squash it down (laugh). I think again being 
experienced, you know, working in the kind of care (my) whole adult life, there’s 
often lots of decisions and feelings of responsibility and you know, and seeing 
people at their worst periods or anguish, so I think I’m used to…you know, 
making good use of supervision, you know, and I guess absorbing that – there’s 
an extent to which you just absorb it… 
Alex, 1st interview 

 

Both Dylan and Alex mention using their ability to reflect, either individually or in 

supervision, upon the emotional aspect of the work as a way of learning to manage 

their emotions (see 6.4).  This aspect of ‘squashing it down’ suggests a process of 

emotional containment by the newly qualified AMHP, supporting the suggestion by 

Thompson (2003) that the AMHP has a significant role in containing the distress 

associated with the mental distress they are encountering, both for themselves and 

the person being assessed and their family. I have retained the reference to laughing 

in the transcript, as this seems pertinent given the intensity of the emotional distress 

that both newly qualified AMHPs were describing.  My reflection at the time was that 

both participants were using laughter to mask their discomfort at the recollection of the 

difficult and emotionally painful things they had witnessed and been part of.  The 

finding of an emotional impact on the newly qualified AMHPs, and the need to manage 

this, supports the finding by Gregor (2010) that AMHPs engage in significant emotional 

labour during their coordination of a Mental Health Act assessment.  One of the ways 

newly qualified AMHPs seem to learn to manage the emotional aspect of the AMHP 

role is by trying to separate it from the rest of their work.  This will be explored in more 

detail in 8.2 below. 
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6.5 Concluding remarks on managing uncertainty and distress 
 

For the newly qualified AMHPs, referrals for Mental Health Act assessments involve 

significant uncertainty and potential for distress, a finding which supports that of 

Gregor (2010), Dwyer (2012), Morriss (2015) and Leah (2019) in relation to the 

complexity and uncertainty inherent in the AMHP role.  The uncertainty is multi-

faceted, being related to the crisis-driven nature of the referrals and the limited time in 

which the AMHP must gather information and decide whether to detain the individual 

(and what to do if they are not detained).  The uncertainty can be categorised into two 

broad categories; uncertainty related to the individual and uncertainty related to the 

site where the Mental Health Act assessment will take place.  In terms of individual 

uncertainty, there is the limited time to gather information and the likelihood that the 

newly qualified AMHP will have no prior knowledge of the person; the possibility that 

the person is from a client group that the AMHP has no experience of working with (for 

example a young person where the AMHP normally works as a social worker with 

older adults); and the possibility that even if the person is nominally from a client group 

they are familiar with they may be presenting in ways that are inexplicable.  In terms 

of uncertainty related to the site of the assessment, it is normal for the AMHP to have 

to travel to carry out the assessment (Dwyer, 2012), and for the newly qualified 

AMHPs, coordinating a Mental Health Act assessment in the community i.e., an 

individual’s own home, brings a series of uncertainties and unknowns, for example will 

the AMHP be able to gain entry, and what will they find when they do.  There are also 

likely to be other professionals present with their own agendas, and the individual 

being assessed, or possibly family members, in a state of distress.  However, in terms 

of the uncertainty for the newly qualified AMHP regarding how they manage the 

situation, even in settings such as a ‘place of safety’ there are factors outside their 

control.  A significant uncertainty relates to ‘risk’ and the likelihood of an untoward 

event.  This finding merits a chapter of its own and will be explored in more detail in 

chapter 7. 

 

Over the course of the first year the newly qualified AMHPs encounter a diversity of 

assessment scenarios and through managing to resolve the situations they develop a 

routine or script that enables them to practise as an AMHP.  They learn, as Alex says, 

‘to expect the unexpected’.  The newly qualified AMHPs describe becoming more 
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comfortable with the uncertainty and unpredictability.  This contrasts with one of the 

findings by Gregor (2010) that because the situations AMHPs encounter are unique it 

does not get any easier to manage them, though the participants in Gregor’s study 

were generally more experienced (with an average of 10.7 years in the role) and this 

may be an aspect that becomes more apparent with a much greater number of 

assessments.  The newly qualified AMHPs also learn to manage their own emotional 

distress and provide emotional containment (Thompson, 2003) for the person being 

assessed and their family.  This learning builds upon their experience on placement 

as student AMHPs, and suggests a process of becoming (Dall'Alba, 2009) an AMHP, 

where each new assessment offers possibilities to explore what it means to be an 

AMHP, underpinned by the development of routines and the application of social work 

practice (see chapter 8), which offer some continuity.  Applying the stage model of 

Benner (2004) the newly qualified AMHPs begin to move beyond the advanced 

beginner stage, towards competency, and are more emotionally engaged in being an 

AMHP than they were as a student.  There is only limited evidence for a community of 

practice (Wenger, 1998) of AMHPs.  The independent nature of the AMHP role and 

the intensity of the Mental Health Act assessment process provides the newly qualified 

AMHP with limited opportunities to reflect upon their practice in a structured manner 

and how they managed the uncertainty.  Informal peer discussion is sometimes 

available where there are other AMHPs working in the same office, and most of the 

newly qualified AMHPs described periodically having formal supervision from a more 

experienced AMHP in relation to their AMHP practice.  As well as learning through 

engaging in AMHP practice, the newly qualified AMHPs learn to practise through a 

process of individual reflection.  This was a model that was promoted on the AMHP 

course, particularly during discussion in tutorials of experiences on placement, using 

the approach of Fook (2013), and supports the finding by Hemmington et al (2021) 

that social work AMHPs utilise reflective practice to manage the complexity and 

ambiguity inherent in the AMHP role. 

 

The next section will explore how the newly qualified AMHPs learn to manage risk in 

their role as an AMHP. 
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Chapter 7: Findings – Managing the Risk as a newly qualified AMHP 
 
7.1 Introduction 
 

The newly qualified AMHPs appear to primarily use the term ‘risk’ to describe the 

likelihood of the person they are assessing either themselves coming to harm, or 

potentially harming other people, because of their mental disorder.  There is limited 

reference to risk in terms of the risk to the person of being detained in hospital, even 

though the iatrogenic effects of hospital admission are well recognised (Kinney, 2009). 

Several of the newly qualified AMHPs do express a concern that hospitals are not 

always helpful for a person’s recovery, and that sometimes a hospital admission is 

simply a way of managing risk in the short-term: 

I do wonder how we’ll view what we’re doing now in years to come because 
we’re going in and taking away someone’s liberty, and it’s expectations as well, 
a family member saying “I really want them admitted to hospital”, what do they 
think’s going to happen in hospital, because actually a lot of the people I work 
with I don’t see hospital as a thing that necessarily helps them to get better, or 
at least not for a long time, so it does negate the purpose sometimes of 
someone being detained in hospital – yes, it can keep the person safe, but does 
it help the person get better? 
Dylan, 1st interview 
 
There’s going to be very little that the hospital will be able to do to effect any 
long-term change, realistically, it’s not the case for every person who goes into 
hospital.  Certainly, I’ve assessed a lot of people with emotionally unstable 
personality disorder – sometimes they’ve been assessed two or three times in 
the same week – and it’s getting to the point of ‘what else can we do’ and the 
mental health act is a solution to that immediate problem, but what’s beyond 
that is completely unhelpful and actually there’s a society that’s intolerant of 
risk, and it exposes its inadequacies in how to manage and support and support 
the most vulnerable people.  It provides a bit of a mirage for what’s beyond it. 
Frank, 1st interview 

 

Professionals in mental health social work services prioritise the management of risk, 

and have a culture of defensive practice as a result (Lee, et al., 2017), whilst there are 

significant concerns that risk assessment is a largely subjective process, based on 

assumptions and stereotypes which are then presented as clinical ‘facts’ (Fernando, 

2011).  This is in the context of the Mental Health Act 1983 being underpinned by a 

concern with the risk to social order represented by the ‘mentally disordered’ (Bertram 

& Powell, 2005), and the AMHP having a significant role in implementing the Act and 

being a part of the operation of the panopticon (Foucault, 1977) that regulates the 
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behaviour of individuals seen to be a risk to social order (see 2.5).  The contested 

nature of risk assessment and concerns that AMHPs might be responding to societal 

concerns about a threat to social order, rather than responding to an objective mental 

disorder, are part of the curriculum on the AMHP course in the Ethics and Values 

module.   However, in practice, students learn to assess and manage risk as an AMHP 

as part of their learning on placement.  The AMHP’s individual responsibility for the 

outcome of the referral, and the legal basis for this, is taught as part of the Applied 

Mental Health and Law module, which is reinforced by discussion in tutorials of 

students’ experiences of Mental Health Act assessments. 

 

This chapter will present the findings in relation to the theme of how the newly qualified 

AMHPs learn to manage risk during the process of coordinating and leading a Mental 

Health Act assessment.  The focus of this chapter is not on the specifics of ‘risk 

assessment’, which the newly qualified AMHPs are familiar with as social workers, but 

how they learn to manage the increased level of accountability and independence in 

the AMHP role, compared either to being an AMHP student or in their substantive 

social work role.  Firstly, there is how the responsibility for managing the risk is 

transferred to the AMHP by the referral process, with referrals generally couched in 

terms of heightened risk and the need for a response.  The chapter continues with the 

independence of the AMHP and how this relates to the newly qualified AMHPs 

understanding of their role in the management of risk.  This is followed by the 

limitations of the AMHP role and how the newly qualified AMHPs learn to recognise 

this as part of their understanding of the role.  Finally, there is how the newly qualified 

AMHPs learn to manage their individual accountability for risk.  The process of 

managing the risk begins with the acceptance of the referral for a Mental Health Act 

assessment by the newly qualified AMHP. 

 

7.2 Transferring the responsibility for managing the risk to the AMHP 
 

Once a referral has been accepted by the local authority and passed to an AMHP it 

becomes their individual responsibility, as opposed to when they were students and 

the ultimate responsibility rested with the AMHP they were shadowing.  The process 

of accepting a referral transfers the responsibility for determining and managing the 

risk onto the AMHP (and the doctors as part of the assessment): 
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I think usually by the time they’ve got to the mental health act assessment it’s 
because people have become so worried around them, but maybe other people 
just think it would be an easy way out, just to pass it over to the mental health 
act team and they can deal with the risk and maybe that’s what they think. 

 Dylan, 2nd Interview 

…once it’s come to you as the AMHP you’ve still got to make some sort of 
assessment, so, it feels a little bit of a tag “you’re it” thing… 

 Alex, 3rd Interview 

 

The newly qualified AMHPs understand that the referrals are framed in terms of risk, 

and the expectation that the AMHP will be able to assess and manage the ‘risk’, even 

though risk assessment in mental health is a contested concept and highly subjective 

(see 2.5): 

Other professionals think that because that person’s an AMHP they’ll be able 
to assess the risk and then we’ll be able to assess the risk, maybe people think 
that.  But then, really the AMHP is going into the situation new and not 
necessarily having worked with that person or know that person, seeing all the 
history from the start, so, it’s a different set of eyes, but it’s really just a quick 
picture of someone’s situation, like a snapshot… I think that’s a really difficult 
part of being an AMHP actually, that risk assessment part, because assessing 
risk is always quite difficult anyway, because it’s not like a mathematical risk, 
even though sometimes they try and make it one, by scoring certain points, but 
choosing a number is still making a judgment based on qualitative information. 
Dylan, 2nd Interview 
 
…it comes down to risk, like everything, what I see as being risky someone else 
might not but where lots of things are coming together, triangulation, it’s not just 
one thing at play here.   You’re in an environment where it’s neglected and there 
isn’t any food, and there isn’t any water and they’re looking malnourished and 
it’s hot and (clap) some decisions you might make in the height of summer or 
the depths of winter you might not make at other times and that all comes down 
to what’s the risk to the individual, what is causing that, if we believe it’s some 
form of mental disorder it needs some form of assessment or input, or is this 
something else? 
Alex, 3rd Interview 

 
…it comes down to the risk that’s present with the person, so, if there’s potential 
they’re going to harm themselves or somebody else, again we’re going back to 
law, because within that wording in the law how much you’re looking at the 
nature-degree or risk to themselves and other people and heuristically you’re 
never going to find the exact point where you can go ‘that’s the level’ (laugh), 
there’s so many different factors.  It’s within that deciding from all the 
information you have, I suppose it’s like, what are they in cycling terms…I don’t 
know if I said this last time but when I was thinking about it around the time, 
you have the person who coordinates the whole team while they’re going during 
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a race and you know they have all this information being thrown at them and 
they have to make a decision from that, the best decision they can in that 
moment, and sometimes that person racing is going to be hopefully, most of 
the time, positive for them and then other times it can be disastrous, so I 
suppose it’s that way, you’re getting all of this information and looking through 
it and making that decision and going with the best decision you feel you can 
make at the time. 
Charlie, 2nd Interview 
 

This acceptance that your role has changed from when you were a student suggests 

the newly qualified AMHPs are learning that personal responsibility and independence 

(see 7.3) is part of becoming an AMHP, using the ontological perspective of Dall'Alba 

(2009).  Assuming the responsibility for the management of risk in such complex 

situations is evidence of the newly qualified AMHPs moving beyond the advanced 

beginner stage, towards being competent (Benner, 2004).  The newly qualified 

AMHPs acknowledge the subjectivity of risk assessment which supports the finding 

by Stone (2019) that AMHPs observe, interpret, and construct risk on an individual 

basis.  Most of the time the newly qualified AMHPs proceed with the coordination of a 

Mental Health Act assessment, particularly in a period soon after becoming warranted.  

This supports the finding by Buckland (2016) that AMHPs are the focal point of societal 

anxieties about mental disorder and feel a duty to intervene. 

 

For the newly qualified AMHPs part of the transition to becoming an AMHP involves 

learning to manage the ‘risk’ represented by the behaviour of the individual who is the 

subject of the referral.  This begins with the process of gathering information relating 

to the ‘risky’ behaviour and how this is interpreted by the different actors in the 

assessment: 

…I think that’s really important, to go with your gut feeling that something is 
really risky.  But I guess you just have to gather evidence really, like, one, why 
have they been referred in the first place and what are the risks, what are other 
people saying are the risks, what’s the person’s view of the risk, and what can 
you see around you. 
Dylan, 2nd Interview 

 

Re-reading this excerpt in the process of writing this thesis I was struck by Dylan’s use 

of the word ‘evidence’, that I had missed in my initial reading.  Returning to the other 

interviews I found that most of the newly qualified AMHPs had referred to the 

importance of gathering ‘evidence’, both relating to ‘risk’ and to ‘mental disorder’.  For 
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example, Alex refers to evidence of risk and when this becomes an overwhelming 

case for detention: 

…I’ve had other times you see people unwell, really self-neglecting, suicidal, 
self-harming, concerns around risk to others, evidence of risk to others, thinking 
actually this situation can’t be maintained, it’s not safe for people to go in and 
they wouldn’t engage with that.  I think the harm is so apparent and imminent 
that this is the only alternative. 
Alex, 3rd interview 
 

This supports the finding by Leah (2019) that one of the roles the AMHP plays during 

an assessment is that of ‘detective’. It is not unusual for social workers and other 

professionals to refer to ‘evidence’ in their assessment, with evidence-based-practice 

(EBP) being a common approach to social work practice (Payne, 2014).  On reflection, 

in the context of being a newly qualified AMHP, the concept of ‘evidence’ may have a 

heightened significance in relation to risk, given the legalistic nature of the role (see 

Chapter 9).  

 

For Edith, part of being an AMHP is learning to manage the expectations of the person 

or agency who initiated the referral for a Mental Health Act assessment.  This suggests 

that the newly qualified AMHPs are learning that one of their roles as an AMHP is that 

of ‘mediator’ across professional boundaries as well as an ‘educator’ in terms of what 

the AMHP role really is (Leah, 2019).  The referral for a Mental Health Act assessment 

is generally framed as a crisis for the individual associated with their mental disorder, 

with admission to hospital under the Act as a possible, or even probable, outcome: 

The wards, if they want the person on a three, and sometimes the private 
hospitals as well if they want someone on a three, they have those expectations 
that you’re going to do that, and then the expectation when you’re going out to 
do an assessment and maybe the family do or don’t want you to detain and 
you’re dealing with that as well.  So, there’s a lot of expectations around, but 
then the AMHP being able to say, “well, this is my bit, this is what I’m doing, 
this is the decision”, and managing it, but in a nice way, giving the information, 
being as transparent as possible. 
Edith, 1st Interview 

 

A referral to assess someone in the community can also involve significant uncertainty 

(see chapter 6) for the newly qualified AMHP in how best to manage the risk.  For 

Edith this had been highlighted by a referral she had received for a man who had 

presented in apparent distress to Accident & Emergency overnight, with a history of 

attempted suicide, who had subsequently been arrested by the police for threatening 
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behaviour.  By the time Edith had been passed the referral as the duty daytime AMHP 

the individual had gone home.  He lived with his father, but it proved difficult to make 

contact.  At the same time Edith was struggling to find doctors who were willing to 

attend, and her shift was coming to an end.  Eventually, the father contacted Edith to 

say that his son was more settled and that it was no longer urgent.  This suggested to 

Edith that a Mental Health Act assessment was an over-reaction and that other 

services needed to get involved.   In her reference to being ‘least restrictive’, Edith 

uses the language of the Guiding Principles and appears to be acting in a role as a 

‘custodian of social justice’, (Leah, 2019): 

So, I said, “okay, well he hasn’t had contact with community services for a while, 
let’s see if the community team can help”, because doing a mental health act 
assessment when his dad’s saying everything’s fine and he hasn’t had any 
input from services for a while, I think, ‘well, why don’t we try something else, 
least restrictive’. I called the mental health team, the mental health team 
wouldn’t accept the referral without a GP referring, so I called the GP, and it 
was just incredibly difficult.  We had a real long discussion about this, because 
he wouldn't refer to the mental health team…Then I said to the GP, “can you 
come and do the assessment then?  I’ve lost one of the doctors, let’s just go 
and do it”.  He was too busy.  That left me feeling just awful because I couldn’t 
get any services for this person.  He said, “what about the crisis team”.  I called 
the crisis team; they wouldn’t accept the referral either.  So, I was in this really 
awful position.  It got to twenty past four and there’s nothing I can do now, the 
doctors have gone, they’re not willing to come out.  The GP won’t refer.  Crisis 
team won’t take him on, so I referred back to the out-of-hours AMHPs… 

 

This scenario also highlights the limits to the newly qualified AMHPs authority – Edith 

had no power to require other agencies or professionals to act or intervene, beyond 

her powers of persuasion.  The limits to the AMHP role will be explored further in 7.4 

below. 

 

For Brady, a similar example was when she assessed a man with a recent diagnosis 

of personality disorder who had been detained by the police under section 136 MHA 

after an apparent suicide attempt.   Even though she did not believe he needed to be 

detained there was a degree of anxiety that the doctors were not prepared to support 

her request for an urgent referral to community mental health services to manage the 

risk of suicide she believed was present: 
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…both the doctors (were saying that) and I…well…I couldn’t persuade them 
otherwise.  I think that didn’t sit very well with me, but I also felt they didn’t, I felt 
a bit hopeless because I didn’t feel I had any sway over that to be honest. 
Brady, 2nd Interview 

 
Brady was also left to explain this to the family of the man, who were angry and 

frustrated, whilst the doctors left and took no part in the discussion, an example of the 

‘role-over’ for the doctors suggested by Vicary, et al. (2019).  These are both examples 

of challenging, complex situations that the newly qualified AMHPs are expected to 

take responsibility for managing, and resolving the risk, having accepted the referral, 

and the anxiety that there will be an adverse outcome for the person (Simpson, 2020).  

How the newly qualified AMHPs have learnt to manage the accountability that comes 

with this is explored in more detail in 7.5 below. 

 

Between the first and later interviews the newly qualified AMHPs generally described 

themselves as more confident and comfortable in assessing and managing risk: 

…it’s a real dynamic risk assessment, how should I approach this situation.  So, 
that’s what I mean with the kind of, the more experience you have the more 
comfortable I guess you might just feel changing, changing what you’re doing 
on the spot, rather than being paralysed and ‘oh god’ 

 Alex, 3rd Interview 

Describing how her response to risk had changed Brady referred to an assessment of 

a young woman who had been arrested by the police and had at that time appeared 

suicidal, though she was also intoxicated.   By the time she was seen by Brady and 

the doctors she had sobered up and was keen to be released and go home: 

…but for me when she said that – of course we took a bit longer – in my mind 
that’s what she wanted and looking at her history and what led up to her being 
detained by the police, I was very clear that actually she needs to go home…I 
think that’s where I’ve changed, where I think maybe last year I would have 
been more worried, but I mean, yeah, she had a history of…but faced with what 
she, why she came in, and she herself as an adult with capacity was telling us, 
and there was nothing to suggest… and I didn’t feel worried about it either, 
whereas maybe last year I would have gone ‘ooh she’s gone home but what if, 
what if, what if…’ 

 Brady, 2nd Interview 

On reflection as a researcher, I could have probed the language relating to risk and 

risk assessment further but accepted at face value when participants said they were 

more confident.  This was an occasion where being an insider researcher may have 

limited an aspect of my research. 
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Edith refers specifically to the risk of a person self-harming, or becoming distressed 

and the situation becoming volatile during the (sometimes lengthy) wait for the 

ambulance to arrive, and how you as the AMHP are responsible for containing this 

risk: 

…you have to manage it from start to finish, it’s on you.  There’s no one else.  
Even in the situation where I’ve had to call the duty manager it’s not like they’re 
involved, it’s on you.  It’s all on you, once the doctors have made their 
recommendations that's that, you’ve got to get them in to hospital, you’ve got 
to do that.  You’ve got to make sure that they’re not self-harming, they’re not so 
distressed because of the seven-hour wait for SECAMB or whoever, that 
nothing else goes wrong. 
Edith, 2nd Interview 

 

This experience supports the finding by Morriss (2015) that AMHPs are often expected 

to do the ‘dirty work’ associated with the Mental Health Act, in this case managing the 

risk once all the other professionals have left.  The concept of ‘dirty work’ is something 

that is taught to students on the AMHP course, using the Morriss (ibid) article, and 

several of the newly qualified AMHPs even referred to their role as involving ‘dirty 

work’: 

For instance, when I was trying to convey this person to hospital, this person 
didn’t want to go, he was saying “it’s just not right. They’ve sent you, this young 
girl, out here to do their dirty work”.  That wasn’t really the case, was it.  He 
might see it that way because I wasn’t the person who detained him, but I could 
have been.  It could have been my dirty work. 
Dylan, 1st interview 
 
There’s that article about it being ‘dirty work’ and I completely agree with that – 
the AMHP doing everything, doing most things, almost being the ‘bad guy’. 
Edith, 2nd interview 
 

This does suggest that the concept of AMHP work as ‘dirty work’ does resonate for 

some of the newly qualified AMHPs. 

 

Once a person is detained, then the risk is managed by them now being in hospital.  

For Alex this is an example of how the process can be weighted towards detaining 

someone, rather than not detaining, and thereby not retaining the responsibility for 

resolving the crisis and managing the risk: 

I think yeah the ones where you don’t detain, although I’m happier with that 
decision in many respects, it does play on my mind more because I know it 
sounds terrible but if you do detain and it’s a wrong decision, you know, not the 
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wrong but in that time, the worst that will happen is that they’ll be admitted and 
then potentially quite quickly discharged, so you’re able to pass the, I guess, 
the risk and the responsibility for someone else to make that decision. 
Alex, 1st Interview 

 

Both these scenarios support the finding by Simpson (2020) that AMHPs have a fear 

of being held accountable for adverse consequences.  The emphasis on individual 

responsibility as an AMHP and the lack of engagement with other AMHPs at this point 

is further evidence that a community of practice (Wenger, 1998) does not appear to 

exist for these newly qualified AMHPs. 

 

The following section will present the findings relating to how the newly qualified 
AMHPs interpret how being independent as an AMHP relates to their role in risk 

management. 

 

7.3 Being independent as an AMHP 
 

For the newly qualified AMHPs there was a tangible sense that they were now fully 

responsible and accountable for the outcome of the referral, including the 

management of risk, as an independent AMHP (see 2.3): 

So, when you get the referral, it has to have an ending, there has to be a 
resolution, whatever that is, and that’s going to be me.   

 Edith, 2nd Interview 

(When I was a student) I think I was fairly quickly leading and sort of in charge, 
but I guess you always had a colleague to bounce things off and it didn't feel 
like it was all on my shoulders, it felt more like shared, and in fact I knew the 
responsibility was with the AMHP and now, I guess, it’s all, it’s all on me 
basically and that can be a bit “aagh” 
Brady, 1st Interview 
 

As students on placement the participants were expected to demonstrate they could 

exercise appropriate use of independence, authority and autonomy in the AMHP role 

(HCPC Approval Criteria 2.1), but the concept of independence and being the 

responsible AMHP was an abstract notion that they were aware of but had not 

experienced (see 5.3).  Once they are approved and have completed their short period 

of being shadowed the newly qualified AMHPs then experience being independent, 

on their own, for the first time.  They then negotiate what it means to be independent, 

as a member of the triad of professionals that are required to assess an individual for 
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detention under the civil sections of the Mental Health Act 1983.  As Glenda says, 

comparing this to when she was a student on placement: 

I think when I was a student it wasn’t on me – it’s still not solely on me, because 
I’ve still got two doctors there.  It’s still my independent assessment isn’t it.  As 
a student AMHP you do all the work and then somebody else puts their name 
on it, so they would be happy with it technically, and if they’ve said yes, then 
they can take that responsibility basically (laugh).  
Glenda, 2nd Interview 
 

The newly qualified AMHPs are responsible for the resolution of the referral, but if they 

proceed to a Mental Health Act assessment, and most of the referrals appeared to do 

so, then two doctors (at least one of them a psychiatrist and approved to carry out the 

medical role under section 12 of the Act) will be required to personally examine the 

patient and determine if the criteria for detention are met.  In which case they write 

medical recommendations to that effect: 

…that’s the criteria but how everyone says nature and degree and mental 
disorder, that is going to be down to those doctors there at that time, they’re the 
people…without their recommendations I can’t make an application.  There’s a 
very clear element to it but then it’s all in the interpretation at the end of the day 
for that situation. 
Alex, 2nd Interview  

 

The Code of Practice (Department of Health, 2015) makes it clear that normally the 

AMHP should interview the ‘patient’ with at least one of the doctors and ideally both.  

Several of the newly qualified AMHPs refer to being an ‘assessing team’ with the 

doctors, and trying to choose the doctors they trust and feel comfortable with: 

…you tend to quickly develop your favourites which probably isn’t ideal, you 
know, in terms of (laugh) not…it’s quite good knowing you’ve got the team that, 
if you, kind of, then get into a rhythm and you know you can rely on, I think, one 
another. 
Alex, 1st Interview 
 
But I think it’s important to hope that you'll be working with doctors that you feel 
you can trust. More often than not I do end up with the same doctors (laugh) 
because the nature of the work is that some doctors with make themselves 
much more available for that type of work, and some doctors won’t…it’s partly 
a conscious choice because you know them, you trust them, you know they’ll 
be available and because of experience you have worked with them to a 
significant degree in the past, therefore you’ve built a relationship with them.  
There’re certainly two doctors who seem to make appearances on most of my 
assessments (laugh). 
Dylan, 2nd Interview  
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This suggests an attempt by the newly qualified AMHPs to develop a routine, a way 

of providing some continuity in the process of becoming an AMHP (Dall'Alba, 2009).  

In general, the interview between the AMHP, the doctors and the person being 

assessed is followed by a joint discussion between the doctors and the AMHP.  The 

newly qualified AMHPs often suggest that in the early stage of practising as an AMHP 

they generally concur with the doctor’s opinions about what should happen: 

...no real issues with having disagreements with doctors, we’ve usually been 
on pretty much the same page. 
Dylan, 1st Interview 
 
…every time I have had a post-interview discussion we’ve been on the same 
wavelength, so I haven’t disagreed with a doctor yet, I probably will in the future, 
but I haven’t disagreed with a doctor yet. 
Edith, 1st Interview 

 

In the later interviews, the newly qualified AMHPs refer to being more confident to 

question the doctors and hold a different opinion: 

…sometimes when you think you might just defer to the doctors a bit at the 
beginning and then you realise - actually, not always, it depends who you’re 
with – but actually I need to take control of this situation or I need to make sure 
the reasons that we’re here are explained, to mop up some of the questions, 
but equally they do the same at times.  I think it’s perhaps a bit more confident 
in my own role and not deferring as much to the doctors as you might feel 
minded too.  You know, more confident at saying “actually I don’t think this is 
the case” … 
Alex, 3rd Interview 
 
(Challenging the use of anti-psychotics with a diagnosis of dementia) … with 
consultants now I think it’s more me challenging them when it’s different things, 
from stuff that I’ve read, particularly the stuff with anti-psychotics, where I knew 
a little bit about it, but because I hadn’t read it, I wasn’t confident challenging, 
you know, someone’s long-term on an anti-psychotic, and the detrimental 
impact that can have on them… 
Charlie, 2nd Interview 

 

This suggests that the newly qualified AMHPs are negotiating a new understanding of 

their role and that being independent as an AMHP means you can and should 

challenge doctors, as part of the continuity with change, that is part of becoming an 

AMHP (Dall'Alba, 2009).  Being more confident or independent does not necessarily 

extend to disagreeing with the doctors when the doctors decide a person needs to be 

detained.  In principle the final decision to detain or not rests with the AMHP, but the 

newly qualified AMHPs generally expressed their reluctance to overrule the doctors if 
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they had both written their medical recommendations and framed the situation as too 

risky for the person to not be detained: 

…if two doctors have made a recommendation that someone should be 
detained, for instance, under section two and they think it would be too risky for 
them to have something less restrictive than that and I go against that and don’t 
make an application, if that goes wrong it is on my head, entirely, because I’ve 
gone against their recommendations, so in the coroner’s court what would I say 
about that, why have I gone against two psychiatrists’ recommendation… 
Dylan, 1st interview 
 
I think I’m less willing to go against doctors, so if the doctors are really – both 
of them – are really strongly saying that this person is really mentally unwell, 
they need to be in hospital, and for some reason I’m thinking not, I would need 
a very good reason for me to not make that…and in such situations, the only 
thing I’ve been willing to do is just not to make the application yet, and just to 
hold on to the recommendations, “let’s try – we’ve still got fourteen days”, but, 
I think maybe I’m a bit more, if at least one doctor is agreeing with me it gives 
me that much more confidence to take that risk, whereas, if they’re both saying 
no, there are cases, and you’ve had to justify why there’s two medical expertise 
telling you one thing and you’ve gone against them.  You’ve got to have a very 
good reason haven’t you, to document it. 
Glenda, 2nd Interview 

 
…I think I would be happy to put my point across and disagree, it’s just where 
and to what end.  Sometimes you might be able to convince them and then they 
wouldn’t be making the medical recommendation, it’s just if they are very much 
minded to and they say I’m documenting ‘I want this’, yeah, I don’t think I’d put 
my head on the parapet for that… 
Alex, 2nd Interview 
 

In this initial transition it appears that disagreements with the doctors are rare, but that 

there is an expectation that independence as an AMHP means there will be times in 

the future where they will need to be assertive and overrule the doctors and not detain 

an individual, even when the medical recommendations have been given: 

I wouldn’t rule it out, but I don’t think I’d have the confidence now to – even 
though I have certain views on how easy it is for doctors to make a decision 
about making a recommendation – I don’t think at this stage I would go against 
their views.  But I think it’s important to hope that you'll be working with doctors 
that you feel you can trust. 
Dylan, 2nd Interview 
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I think if you’ve got two doctors wanting to make a medical recommendation, I 
think I would feel quite - in terms of that deciding not to proceed with that 
assessment - to not make an application when you’ve got those two 
recommendations, I’d have to be very brave and very confident and that would 
sit heavy if something then did happen afterwards.  Fortunately, I haven’t been 
in that position, but I know that’s going to come up at some point. 
Alex, 2nd Interview 

 
This suggests that from an ontological perspective (Dall'Alba, 2009), the newly 

qualified AMHPs are aware of the possibilities in relation to their relationship with 

doctors, as well as the constraints, associated with being independent.  This also 

supports the finding by Abbott (2021) that it can be very difficult for AMHPs to promote 

positive risk-taking and decide to use alternative means to manage the risk.  The 

reference to being in a Coroner’s Court highlights the potential that as the AMHP 

holding the referral they might find themselves having to defend their decision-making 

in a public, legal forum (Simpson, 2020).  The concern with defending your decision 

will be explored in more detail below.   

 

This section has explored how the newly qualified AMHP are starting to understand 

their role as an independent decision maker when the doctors have determined that 

the risk is such the person needs to be detained.  The next section will explore how 

the newly qualified AMHPs learn to manage their accountability for the risk particularly 

when there is no medical consensus to detain the individual, or the doctors both 

decline to write medical recommendations. 
 

7.4 Learning the boundary of the AMHP role 
 
The newly qualified AMHPs are expected to have the authority to manage risk relating 

to mental disorder using their statutory powers under the Mental Health Act (see 7.2).  

This section will explore how the newly qualified AMHPs understand the limits to their 

authority, what I have referred to as knowing the boundary of their role.  The situations 

referred to above by Edith in relation to a suicide risk in the community and Brady with 

a section 136 referral are examples of both the limitations of the AMHP role – the lack 

of alternatives if the person is not being detained – and the expectation that the AMHP 

becomes responsible for managing the risk (Buckland, 2016).  This process of 

transferring the risk from the referrer to the AMHP also comes with an expectation that 
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the newly qualified AMHP will be able to come up with a solution, for example 

resources that are otherwise unavailable to whoever has made the referral or a 

different way of managing the risk: 

The nurse actually said to the AMHP, because the AMHP who was taking the 
referral was saying ‘I feel like this is a little bit passing the buck here”, they 
don’t know what the next step’s going to be and the nurse did say to her “quite 
honestly, we don’t know what the solution’s going to be and that’s why I am 
requesting it because I don’t feel comfortable managing this risk”.   
Charlie, 2nd Interview 
 
I knew what my manager wanted – obviously it’s still my decision but I knew 
what my manager wanted, I knew what the care provider wanted, I knew what 
her CPN wanted, and people are hoping for a magic solution they think might 
come from your assessment, but it wasn’t going to come from my assessment 
because hospital admission hadn’t worked for her in the past, the crisis team 
hadn’t worked for her in the past. 
Dylan, 1st Interview 
 
…what I’m noticing recently, and again probably because of shortages, is that 
we seem to get a lot of, or some, mental health act referrals that seem either 
placement breakdowns or a crisis that actually had there been a community, 
you know, to go out, it could have been avoided, you know.  It’s often like, “well, 
let’s just go for the mental health act assessment”, rather than actually this 
person, you know, could have had a little bit of support and we wouldn’t be here 
at this crisis. 
Alex, 1st Interview 
 

One way to manage the risk and anxiety is for the AMHP to suggest that more could 

be done by other professionals or agencies: 

I didn’t really know if there was much more that I could bring – I could suggest 
things, one of things I suggested is that they make a referral for her to go to 
rehab, but I can’t make that happen, as the AMHP.  It’s a really big limitation, 
you can suggest all these things at the time of the assessment, “this is going to 
work and we’re going to discharge you and CRHT are going to come in and do 
this that and the other”, well, 3 hours later that person might decline, then all 
those plans you’ve put in are suddenly gone.  It’s dependent on people agreeing 
to those referrals, about the client engaging in those referrals. 
Dylan, 1st Interview 
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…there is some fear about maybe the follow-up has been passed on now and 
we’ve done our role and this is now down to the professional team involved 
following to make decisions on the care, so one thing I can reflect on is maybe 
because we don’t have that on-going involvement and it’s passed on to a 
different team, and there is, kind of, the issue of whose responsibility is it once 
that’s passed on and you’re like opening yourself up to being questioned on 
something that’s happened, following, that’s not part of your involvement any 
more. 
Charlie, 1st Interview 

 

This emphasis on the newly qualified AMHP being the solution to a concern about risk 

highlights how the newly qualified AMHPs are becoming aware of the boundary of the 

AMHP role, in relation to their authority as an AMHP being limited to making an 

application for detention.  If they do not detain then this authority ends, and they have 

no more influence over the outcome (or resources) than they would in their substantive 

social work post.  This more nuanced understanding of the nature of the referral, and 

their responsibility for the outcome, suggests the newly qualified AMHPs are quite 

quickly moving towards the competence stage (Benner, 2004) where the professional 

becomes more aware of the most salient information and starts to have sufficient 

experience to draw upon to recognise when their intervention is needed and when it 

could be declined.  In the first interviews there is no reference to the newly qualified 

AMHPs declining to accept the referral (see 7.2), and by inference the responsibility 

for the risk, but in later interviews there is evidence that they are becoming more 

confident to sometimes pass the referral back: 

I think it’s honed those risk assessment skills, also I guess weighing up when 
you get the referral in and you think perhaps it’s not a crisis, other things could 
have been done beforehand, but then once it comes to your AMHP’s door, 
without properly looking into it, it’s difficult to push that back because it will still 
potentially be sitting in your name.  So, there’s a risk in terms of that.  I did stand 
one down and got different services involved for them, I wouldn’t have done 
that three months ago, so that was different, assessing risk. 
Alex, 2nd Interview 
 
I see (it) more from an AMHP service, which is a very last resort service and 
although I can understand why people might think that we are the best thing for 
that person at that point.  I feel like I need to gatekeep more, in terms of, like, I 
feel that customers are a bit missing out on the work that needs to be done 
before it gets to the AMHP service…I think it’s more about the gatekeeping and 
thinking, actually you haven’t done all this first, this person shouldn’t be referred 
to us already. 
Glenda, 2nd Interview 
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This supports the finding by Leah (2019) in relation to the hybrid nature of the AMHP 
role, that the newly qualified AMHPs act both as an ‘advocate’, offering alternatives to 

conducting a Mental Health Act assessment, and as an ‘educator’ in helping other 

people understand the role of the AMHP.  Interestingly, both Alex and Charlie suggest 

that not accepting a referral means that as an AMHP you are still taking some 

responsibility for the risk that the referral represented.  It was not clear from the newly 

qualified AMHPs how long they would be expected to be accountable for the risk taken 

by not detaining someone.  Given the risk that they might later be called upon to defend 

their decision, for example in a Coroner’s Court, the anxiety may be long-lasting.  

Dylan had not experienced this since becoming an AMHP but was aware it was a 

possibility from her time as a student on placement: 

…one happened very early on my placement where one doctor didn’t want to 
detain someone and I just couldn’t believe it to be honest because this woman 
was so distressed and so agitated and so aggressive – the alarms kept 
sounding, people were rushing down and she had five people restraining her 
and we were saying “oh we’re just going to discharge her back to community 
now” and this doctor didn’t want her on the ward… we had to call the police as 
soon as she was discharged because she was threatening to kill herself and 
the AMHP was left with that and the doctor just got to say his opinion… 
Dylan, 1st Interview 

 

This could be interpreted as another aspect of the ‘dirty work’ and emotional labour 

associated with the AMHP role (Morriss, 2015).  For the newly qualified AMHPs 

holding the responsibility for the risk when the decision was not to detain someone, or 

not to formally assess them under the Mental Health Act (in the context of having 

limited authority to implement change) was more anxiety provoking than detaining 

someone: 

(When you detain someone) …as I say doesn’t always feel that great but then 
when you don’t detain, I’d say then it’s a better day, but it leaves you with a 
whole load of other anxieties about, you know, was that the right decision, you 
know. 
Alex, 1st Interview 
 
…I couldn’t start the car to drive home because I was so concerned about, like, 
this guy, although I still felt comfortable with the decision I’d made, but just 
thinking about the level of risk that was still there and the potential, like, you’ve 
released somebody, you haven’t detained them, the potential that they could 
do something – that weighs really heavily on you, which was very different from, 
although you get similar things within your job as a social worker… 
Charlie, 1st Interview 
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(After detaining someone) It was quite hard and then I felt terrible, but I just 
thought, ‘well he does need to be in’, he really did need to be in.  I would have 
worried more about him if he wasn’t in, because I’d be thinking, ‘well, where is 
he?’  He would probably have been picked up again quite quickly. 
Edith, 1st Interview 
 

This supports the finding by Finstein et al (2016) of the anxiety present when the 

AMHP does not detain someone. 

 

From the ontological perspective of Dall’Alba (2009), for the newly qualified AMHPs 

becoming an AMHP presents possibilities in terms of their authority to detain people, 

or sometimes to choose not to.  This is coupled with the constraint that their authority 

ends if the person is not detained, though the responsibility for any adverse 

consequences for the person not detained (or assessed under the Mental Health Act 

if that was their decision) remains with the AMHP.  The awareness of the limitations 

of their authority as an AMHP, and the implications of this for their practice, also 

represents a shift from competence towards proficiency using the stage model of 

professional development (Dreyfus, 2004; Benner, 2004).  On reflection, the 

limitations of the AMHP role are not an explicit part of the curriculum of the AMHP 

course, with the focus instead on the powers and authority of the role. 

 

The next section will explore how the newly qualified AMHPs have learnt to manage 

the accountability for risk once they have accepted the referral for a Mental Health Act 

assessment. 
 

7.5 Learning to manage the accountability for risk as an AMHP 
 

So far, this chapter has explored how the responsibility for managing risk is transferred 

to the newly qualified AMHPs and the implications of this, including how it highlights 

the limitations of the AMHP’s authority, and the anxiety felt by the newly qualified 

AMHPs in relation to the possibility of adverse consequences for someone they have 

not detained (or potentially not even assessed).  This section will explore the strategies 

the newly qualified AMHPs learn for managing the increased accountability in the 

AMHP role over that of their social work role. 
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For Charlie his accountability as an AMHP was highlighted during one of his early 
assessments as an independent AMHP, with an individual who was heavily misusing 

alcohol and had repeatedly said he wanted to die: 

…from the interview despite all our discussions beforehand where we were 
pretty wrapped up in thinking we’re going to have to detain this guy, because 
he’s so unsafe and it looks like he’s very depressed, there wasn’t evidence that 
he was suffering a mental health disorder…and so we decided to, not to detain 
him and send him home with a follow-up action plan... I think again, because of 
the amount of risk that’s being held and knowing him when he’s really 
intoxicated and the suicide risk that was there, so that was difficult to deal with 
and I wasn’t questioned as though you’ve made a wrong decision, but I was 
very scrutinised about “do you think, exploring through everything, was that the 
right judgement to make, was there anything missing?” 
Charlie, 1st interview 

 
For Charlie, this experience highlighted how he had to be able to defend his decision 

making, particularly where there was a risk of suicide.  Accountability is a dominant 

theme for AMHPs identified in the narrative review of AMHP related literature by 

Simpson (2020).  For Charlie his accountability was initially with a more senior AMHP, 

but there is also an expectation, instilled when the newly qualified AMHPs were 

students, that an AMHP provides a written account of their assessment, whether the 

person was detained or not.   

I’m still working towards the ideal that I thought felt was impressed on me when 
I was a student, in terms of making sure my report is in ASAP, within seventy-
two hours at least…  

 Glenda, 1st Interview 

If someone is detained, then the AMHP is legally required to complete a written initial 

report for the hospital outlining relevant information and the rationale for why the 

person has been detained.  The newly qualified AMHPs ensure that when they record 

their decision it is framed using the medico-legal language of the Mental Health Act 

and the Code of Practice (the reference to ‘Jones’ is a reference to the Mental Health 

Act manual, where Richard Jones, a leading legal expert, sets out the Mental Health 

Act in full, with explanations of associated case law and legal interpretations): 

I think you have to take into account everything, all of that stuff.  The doctors 
are making their medical recommendations based on medical stuff, so you 
have to consider that, then you have to consider what the person wants, what 
the family are saying, what the risks are, do they meet the criteria for detention, 
the legal side, you know, all of that.  I think we have to kind of think quite openly 
and take all of that into consideration, so when I’m writing my report you look at 
the code of practice stuff as well and think about all of that stuff, about respect 
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and all of that, and I think that’s the right way for an AMHP to work because 
otherwise it would just be the medical model, just continuing with the dominance 
of mental health. 
Edith, 2nd Interview 
 
I always refer to the Jones and the code of practice and think about - I always 
write a rationale at the end of the assessment and that’s when I pick up the 
books again and read the same things over and over again (laugh) basically, 
because it’s important, and the whole point is the law.  We need those things 
to back up why we’ve made a decision… you look at the criteria and the 
grounds and all of that, the nature, the degree, the risk, and you can say – if 
everything was to go wrong and you ended up in court, or whatever, because 
other people might think you made a wrong decision, and you’ve made a really 
clear rationale of the decision you’ve made based on the law that we work with 
and the code of practice, then that is your evidence that you’ve done that. 
Dylan, 2nd Interview 
 

This supports the finding by Leah (2019) that AMHPs have a role as a ‘quasi-judge’, 

making judgements about the application of the law, and the case law contained in 

Jones’ Mental Health Act Manual. The AMHP course included teaching on 

constructing a legal case for or against detention under the language of the Mental 

Health Act and Code of Practice, however, the actual process of report-writing as an 

AMHP was something students learnt in their practice on placement from qualified 

AMHPs.  For Charlie, the process of report-writing has developed since being 

qualified: 

I think particularly when you’re gaining confidence your reports end up being 
humongous documents of all the things that happened, everything that was 
discussed, and then you start developing your way to make them more 
concise… You just have the prominent things – these were the risks etcetera, 
and this is the plan that was devised from that post-interview discussion and 
discussion with the person.  So, take out the waffle and make it concise of what 
the plan was. 
Charlie, 3rd Interview 
 

This suggests Charlie was moving from advanced beginner to competent, using the 

stage model of development (Benner, 2004), where he was more aware of the salient 

information that he needed to include in the account of his decision making.  The 

written report, and record of the rationale for the decision made by the newly qualified 

AMHP, is particularly important if the person was not detained as there is then a record 

of the steps the AMHP took to manage the risk.  Similarly, for Alex, the process of 

writing the report has become important in terms of making clear the rationale for the 
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decision to detain or not, especially in relation to risk and ensuring the doctors share 

the responsibility for the decision: 

I guess that’s what’s changed as well, I would feel a lot more confident talking 
through and questioning the rationale because sometimes they’ve made their 
mind up and they’re wanting to write the papers and I’m like ‘hang on, let’s just 
take a pause and write, just for me and my writing the report.  What are the 
reasons here and what are the risks?’  Whereas I think some of the ones before 
I allowed myself to be swept along when I came to write things.  I wasn’t always 
as…I felt confident in the decision, but I wasn’t clear always about their 
rationale, enough to record for my own benefit. 
Alex, 2nd Interview 

 

The newly qualified AMHPs gave examples of where they had learnt to record the 
involvement of the doctors, in a way that ensured it was clear that the decision not to 

detain did not solely rest with them as the AMHP.  For Frank, an example of learning 

to share the responsibility with the doctors was when he assessed a young person 

with a diagnosis of emotionally unstable personality disorder, where the doctors did 

not want them to be admitted to hospital: 

There’s definitely a sense that we don’t know what to do with this person and I 
had her responsible clinician there, we had the individual saying she wanted to 
end her life, not to be here anymore and doctors are very clear we’re not 
admitting this person to hospital and I quite rigorously interrogated the doctors 
as to why that decision was being made.  I ended up saying, and I was more 
confident to do it after some experience, that I clearly do feel the grounds are 
met for this individual and we’re not detaining, and I didn't get medical 
recommendations….  I don’t know if that was me not being confident enough 
to say, ‘yes she doesn’t need to be detained’ and I was wanting to cover myself, 
but then I felt pleased I’d been confident enough to manage it by asserting 
myself to the doctors by saying I feel this person does meet the criteria and I’m 
going to be recording that. 
Frank, 2nd Interview 

 
For Brady, there was a similar example of an assessment where the person had a 

diagnosis of personality disorder and the doctors did not want him in hospital, and 

were also reluctant to have him admitted to community mental health services, despite 

all the high-risk behaviour he was engaged in: 
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…they don’t get to talk to the relatives do they?  I mean I have really thought 
how I would handle this … but then one of our AMHP supervisors said you can 
also just say he was seen by ‘doctor so-and-so and doctor so-and-so and they 
both…’ just to give that bit of information to the family so it’s not just you that 
the spotlight is on, and that’s true, because it’s not just me.  We have to do all 
of the really hard things (laugh) yes and I felt maybe they were a little cold-
hearted about this guy. 
Brady, 2nd Interview 

 

In both these cases the newly qualified AMHP understood that they can ensure that 

the responsibility for managing the risk is shared with the assessing doctors by 

communicating the doctor’s role in the decision that had been made not to detain.  This 

could be interpreted as an attempt by the newly qualified AMHPs to prevent the 

doctor’s role ending prematurely, from the AMHP perspective, and ensuring the 

responsibility is shared (Vicary, et al., 2019). 

 

7.6 Concluding remarks on managing risk 
 

As discussed in Chapter 2, ‘risk’ is a dominant concern of statutory mental health 

services and the newly qualified AMHPs are learning that a referral that has been 

passed to them for their consideration on behalf of the local authority is sometimes a 

means for other professionals or agencies to manage risk by transferring the 

responsibility to the AMHP.  This chapter has presented the findings in relation to how 

the newly qualified AMHPs have learned to manage and be accountable for the risk 

that is an inherent aspect of the referral that has been made for a Mental Health Act 

assessment.  The main concern for the newly qualified AMHPs is the risk of harm to 

the person being assessed (or someone else) because of their behaviour when they 

are in a crisis, when this behaviour is interpreted as associated with mental disorder.  

As discussed in 2.3.1, the AMHP course includes a sociological perspective on risk 

that suggests risk assessment and management is a feature of the risk society (Beck, 

1992), and can be a means of social control.  However, the newly qualified AMHPs 

treat risk as something real to be assessed and, crucially, recorded.  The newly 

qualified AMHPs learn strategies for managing the anxiety that comes with the 

responsibility and accountability for assessing and managing risk.  Over the course of 

the first year, they become more able to refuse to accept a referral, to act in a 

gatekeeping role (as described by Glenda), which does pass the responsibility back 
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to the referrer, but with the AMHP still having some responsibility in terms of their 

decision not to intervene.  Newly qualified AMHPs also learn to structure their reports 

in a way that demonstrates the medico-legal rationale for detention, or not, and ensure 

that the doctors share the responsibility for the decision when the person is not 

detained.  From a pedagogic perspective, learning to be responsible for and manage 

the risk as a newly qualified AMHP suggests a shift from the stage of being an 

advanced beginner to competence or even proficiency, when the limitations of the 

AMHP role are becoming evident (Benner, 2004).  Learning to be responsible for the 

management of risk is part of becoming an AMHP, using the ontological perspective 

of Dall’Alba (2009), with the continuity of routines learnt as a social worker, and as a 

student AMHP, coupled with the change in the intensity and level of accountability 

expected as an AMHP.  Becoming an AMHP also opens possibilities with the power 

and authority to detain individuals, as a way of managing risk, but also constraints 

when the limits of the AMHP’s authority are evident, such as when the doctors decline 

to detain and the AMHP has no formal power to ensure services or interventions are 

available for the person, who may still present with a high level of risk and distress.  

The newly qualified AMHPs are also aware of the possibility of veto over the doctors’ 

desire to detain and see this as something they will need to learn to do. 

 

Overall, the management of risk becomes part of the professional practice, and hence 

professional identity, of the newly qualified AMHPs.  The next chapter will explore how 

the social workers in this study negotiate their role as a newly qualified AMHP. 
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Chapter 8: Findings – Negotiating the AMHP role as a newly 
qualified AMHP 
 
8.1 Introduction 
 

Both the Communities of Practice model (Wenger, 2008) and the ontological 

transformation model (Dall'Alba, 2009) emphasise that practice and our way of being 

in the world are fundamentally entwined, and that learning to be a professional entails 

the on-going development, or unfolding, of how one understands the world and your 

practice within it (see Chapter 3).  Both models emphasise that learning is negotiated 

through a person’s ongoing engagement in the social world.  The teaching on the 

AMHP course emphasises that being an AMHP is something different and new, 

compared to students’ previous professional experience, and in pedagogic terms that 

the students need to learn to practise like an AMHP rather than a social worker or a 

nurse when they are undertaking an assessment under the Mental Health Act.  For 

the participants in this study one of the features of the first year after approval as an 

AMHP appears to be how strongly they continue to identify themselves primarily with 

social work and the social work role.  The AMHP role itself is seen as something 

separate from their social work role and as something they do when they are 

responding to referrals for Mental Health Act assessments and not part of a more 

general transformation of their professional identity from that of a social worker. The 

newly qualified AMHPs establish a boundary between their substantive social work 

role and the time they spend being an AMHP, both in terms of the time allocated for 

being an AMHP and an expectation that they focus on their duties as an AMHP during 

that period to the exclusion of all other work.  The containment of the Mental Health 

Act assessment as a time-limited intervention, with a clear outcome, has previously 

been identified as a motivating factor for social workers in an AMHP role (Watson, 

2015).  This chapter will draw on the study findings and explore both how the newly 

qualified AMHPs separate off the AMHP role from their social work role, and how they 

negotiate what it means to undertake the AMHP role, whilst continuing to relate this to 

their social work identity or role. This chapter will also consider whether the transition 

to being an AMHP might involve participation in a community of practice (Wenger, 

1998). 
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8.2 Separation from the day-job – zoning everything out 
 

The sub-theme of ‘separation from the day-job’ encompasses both the physical 

separation where people change location and deliberately limit their communication 

with social work colleagues (or any other communications related to their substantial 

post) and that the AMHP role is a contained piece of work, independent from their 

social work role.  The independence of the AMHP is a key feature of the learning and 

teaching on the AMHP course, as it is normally a significant change in practice from 

students’ previous professional roles, where their practice is supervised by a line 

manager and their professional discretion is more limited: 

…usually in your role you’re very much accountable as a whole, everything’s 
up and down the line in terms of management structure, so it feels a bit different 
working outside of that… 
Alex, 2nd interview 

 

As outlined in previous chapters, the newly qualified AMHPs are learning what it 

means to be independent as an AMHP and to take complete responsibility in the role 

for the outcome of any referral passed to them.  For most of the newly qualified AMHPs 

in this study being independent also means taking practical steps to allow them to 

focus solely on any referrals for Mental Health Act assessments that may be passed 

to them whilst they are on duty.  From the perspective of the ontological model of 

professional learning (Dall'Alba, 2009) this suggests the newly qualified AMHPs 

making themselves open to the new possibilities in the AMHP role, whilst marking out 

the changes by separating themselves from their everyday social work role (and 

colleagues).  The stage model of professional learning (Benner, 2004) would suggest 

that the heightened engagement in the role, and responsibility for the outcome, are 

indicative of a shift from being an advanced beginner towards being competent. 

 

For those newly qualified AMHPs who already work in statutory mental health teams 

(either working age or for older people) this means making clear to colleagues, or 

social workers who you normally supervise, that you are not available.  For Brady, this 

means establishing and communicating a clear boundary between her social work role 

and when she is on AMHP duty: 

I put my ‘out of office on’, you know, and the moment I get a referral I’ll say I’m 
out on AMHP duty and won’t take any phone calls, I won’t book any meetings, 
supervisions or absolutely nothing…but I definitely am, and staff know I’m not, 
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but initially they were trying to say “have you got a minute” or whatever, so I 
have to be quite firm, I’m on AMHP and I can’t… 
Brady, 1st interview 
 

Likewise, for Alex there is a clear communication that she cannot be contacted about 

her social work role, however urgent the message, and that she physically removes 

herself to another part of the building: 

…my out-of-office goes on to say I’m on duty today, you know, I can’t be 
contacted, you know, anything urgent go to the team, and I usually try to sit 
downstairs here … so I don’t get called… 
Alex, 1st interview 
 

Dylan also moves away from her regular desk and sits in an area used by other 

AMHPs to separate themselves when they are on duty: 

We have at our office a drop-in area, and often when people are on AMHP 
they’ll come down and sit in this area, just to be away from their normal team 
so that you can just concentrate on that, and they’re really experienced AMHPs 
and last week I sat next to one of them and she was on AMHP too and I could 
just ask questions. 
Dylan, 3rd Interview 
 

For Charlie, who did not work in a statutory mental health team, there is a clear 

message from other AMHPs that he should physically locate himself with a team of 

full-time AMHPs, whose office is separate from where he is based as a social worker: 

We’ve got a particularly strong frontline team, really consistent staff who’ve 
been there a long time and they’re very supportive to the AMHPs and they’ve 
set us up well in a way that’s very supportive, there’s always someone on the 
end of the phone and they make a big thing about you, when you’ve qualified, 
still saying to me “on your AMHP days come to the office, don’t go to your 
workplace” 
Charlie, 1st interview 

 

For Frank, who also did not work in a statutory mental health team, being on AMHP 

duty involved not going into his usual office and focusing instead on being an AMHP, 

but this could be an isolating experience: 

I can be really isolated on my AMHP day – there’s been a couple of days where 
I’ve just done it from home.  I’ve woken up and put my phone on, and I'm in my 
kitchen and you really do feel that you're absolutely on your own.  Sometimes I 
think, ‘I’ll go into the office’, but often I’m just sitting in a room with nobody I’ve 
ever spoken to before.  There’s always someone I can call, but that's very 
different to the roles I’ve been used to. 
Frank, 1st Interview 
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For these five participants being an AMHP involves either a physical separation from 

their social work role (Alex, Dylan, Charlie, and Frank) or at the least an electronic 

‘out-of-office’ message (Brady).  Edith does not physically relocate but she does 

describe a process of ‘zoning out’ and having a being in a different state of mind when 

she is on duty: 

I just feel like when I’m on AMHP duty I’ve just got a different attitude and 
outlook.  I get the referral and I’m like, ‘right, I need to think about this, I need 
to do this, zone everything out’.  I still go into the office, because I want the 
other AMHPs around me, in a way, that I know that are there, just in case I 
need them. 
Edith, 1st interview 

 
This reflects the crisis-driven nature of Mental Health Act assessments (Dwyer, 2012). 

 

Therefore, for six of the seven participants in this study, being in the AMHP role was 

clearly differentiated from their role as a social worker.  There was a need to focus on, 

and immerse oneself in, the AMHP role when on duty, and not allow distractions from 

this.  The exception to this was Glenda, who did not separate herself from her social 

work role when she was on duty, and saw being an AMHP as an extension of her 

social work role: 

I feel like I’m busy with work constantly, so when I’ve got a day when I’m on 
AMHP I’ve still got all my social work stuff that I’m doing.  So, for me it’s kind of 
almost like it’s not a separate thing anymore, it’s just like an add on work with 
what I’m doing on a daily basis.  It comes around so quickly as well, even though 
it’s three times a month, but it feels like it’s once a week.  I think, I don’t know, 
but I don’t really separate it for some reason.  I say I’m an AMHP because that’s 
the work I’m there to do, so I’m saying it like that, but it’s not because I see 
myself only as an AMHP.  I think it’s become just part of my everyday work and 
I don’t really separate them.  I just see the role as an extension of my social 
work role. 
Glenda, 1st Interview 
 

Whatever method the newly qualified AMHPs use to establish a boundary between 

their social work role and the AMHP role there is an understanding that being an 

AMHP does require them to practise in a different way from in their social work post.  

This does mirror the expectation on the AMHP course, where the student AMHPs are 

expected to be released from their caseloads and move their place of work, to create 

a clear separation between their role as a student AMHP and their social work role.  

The only work they are expected to undertake on placement is that expected of an 

AMHP, and the teaching on the AMHP course reinforces that AMHP practice is distinct 
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from social work practice, with the caveat that the core social work skills of 

communication, engagement and assessment are areas that students can build upon 

in their AMHP role.  The implications for participants in the AMHP role being different 

from the social work role will now be explored. 

 

8.3 Putting an AMHP ‘hat’ on 
 

I had assumed that the transition from being a student AMHP to practising as an 

AMHP would involve a change in professional identity, to ‘becoming’ an AMHP, as 

when I had become an ASW.  When asked about their professional identity nearly all 

the participants either described themselves as still being a social worker or referred 

to their role as a social worker, but that the nature of the AMHP role and their practice 

as an AMHP was markedly different to whilst they were a social worker in the ‘day-

job’.   Several of the participants used the metaphor of donning an AMHP ‘hat’ on 

when they were on duty (and by implication taking it off again when they finished) 

whilst remaining in the social work role: 

…it feels like part of my role as a social worker, you know, I still have a case 
load, I’m a social work manager as well, and then once a week I’m an AMHP, 
you know, so I kind of have lots of different caps at times and I mean that’s 
challenging of itself… 
Alex, 1st Interview 

 
For Alex, the AMHP was one of multiple hats she needed to put on and this reflected 

the complexity and challenge of her role as a more senior social worker.  The metaphor 

of having ‘different hats’ was also used by the AMHPs in the research by Leah (2019) 

who were juggling various roles within their practise during Mental Health Act 

assessments.  Some participants described the AMHP role as something added on to 

their role as a social worker.  For Edith the AMHP was a role that was ‘tagged on’ to 

her role as a senior social worker, and she did not have an identity as an AMHP: 

I feel like a social worker with a bit more knowledge rather than…I don’t really 
feel I have an identity at the moment I guess, in the AMHP role. 
Edith, 2nd Interview 

 
For Glenda she was a social worker first, with the AMHP an add-on role: 

I see myself as an AMHP as well as a social worker.  A social worker first and 
AMHP seems to be an add-on sort of thing.  Obviously when I’m in the role as 
an AMHP I never introduce myself as a social worker.  I don’t know why, 
because when I was a student, I used to always say I’m a social worker as well 
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as an AMHP.  I feel that that sort of softens the blow and people know that 
you’re actually in a caring (laugh) profession as well. 
Glenda, 1st Interview 

 

I have left in the reference to laughter as this seemed another example of discomfort 

with the AMHP role as compared to being a social worker.  Being in the AMHP role 

had not changed Frank’s identity as a social worker, it had led to him feeling more 

closely aligned to social work, as well as enhancing his credibility with other 

professionals: 

In terms of identity, people are more interested in what my role is.  How I feel 
about it is I do feel I have a greater level of expertise in some respects, I feel 
confident and I feel able to do the role on the AMHP day…To some extent I 
don’t really feel that it hasn’t really changed me at all, I would say it’s changed 
the way I feel when I’m amongst other professionals, in that, rightly or wrongly, 
that they feel that the AMHP role is more credible or that there’s a degree of 
expertise, and further training – I’m doing a job that they’re not able to do. 
Frank, 1st Interview 
 
Personally, for my own identity, I kind of feel it’s helped me to…it’s a difficult 
question…it’s helped me to align myself more closely to some of those social 
inequality issues that got me into social work in the first place, which is probably 
a strange thing to say given we just talked about the ‘agent of the state’ stuff 
and the injustice of detaining somebody against their will. 
Frank, 2nd Interview 
 

The increased credibility in the AMHP role is an example of legitimizing identity 

(Castells, 2010), where their involvement in the operation of the Mental Health Act 

could be seen to increase their status to other mental health professionals.   Charlie 

did not explicitly talk about being a social worker, but when asked about his 

professional identity he described how the role of the AMHP was different, presumably 

from his role as a social worker (this would fit with his discussion of being person-

centred in his social work role – see below): 

…since I’ve been in the AMHP role it’s not fully fitted with what my idea of AMHP 
was going to be, but it was something I kind of expected…of like, the…when 
you get into a role on the ground it’s often different to how you interpreted it to 
begin with. 
Charlie, 1st Interview 

 

The reference by both Frank and Charlie to their role, when asked about their 

professional identity, is an example of how professionals use the term role and 

professional identity interchangeably, and how difficult it is to disaggregate the two 

aspects.  Only one participant referred to being an AMHP as being a separate identity 
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– belonging to a special group - from being a social worker, rather than an extension 

or addition to the social work role.  For Brady, being an AMHP was described as 

belonging to a special group with a special role: 

…and I think I’ve been sort of reflecting, thinking, and I think it’s a special group 
to think that there’s not many of us in the country, well there are in total, but it’s 
a specialist role and I think it’s something to be proud of.  So, I’ve been…and I 
remember when you said this to me on my training, I was a bit laughing, 
‘whatever’, you know, I felt it would be more an extension of what I was already 
doing, but I think it’s something different. 
Brady, 1st Interview 

 

In summary, for most of the newly qualified AMHPs, is a role they undertake, rather 

than a profession, or group, that they identify with.  They incorporate it with their 

professional role, or roles, as social workers, whilst trying to keep some separation 

between the AMHP and their social work roles, which have quite different 

expectations.  The difference in expectations, in terms of practice as an AMHP 

compared to practice as a social worker will now be explored. 

 

Most of the newly qualified AMHPs were also social workers in statutory, working-age, 

mental health services.  For Dylan, there was a clear difference between her practice 

as a mental health social worker and in the AMHP role when she is undertaking a 

Mental Health Act assessment, leaving her feeling less competent in her AMHP role 

compared to being an experienced social worker in her day job.  Being a social worker 

meant she had the fundamentals of how to practice as an AMHP, but was still learning 

the complexity of the AMHP role: 

I don’t feel necessarily when I’m out in the community doing the assessment, I 
don’t feel that I don’t know what I’m doing at all, because I think a lot of that is 
social work, but I think it’s the processes and the law and all of those things, 
and the setting up of the assessments, and also the added layer of the local 
policies as well in there, just knowing all of that. 
Dylan, 2nd Interview 

 

Similarly, for Edith, her role as an AMHP was a more intense version of her day-to-

day practice as a mental health social worker, using her knowledge and skills as a 

social worker but in a crisis: 

As an AMHP, it’s like a social worker with another hat, I guess.  It’s like a social 
worker on steroids isn’t it?  It’s all of that stuff that you’ve learnt on social work 
or nurse or OT training, just AMHP’ed up to the full degree really. 
Edith, 1st Interview 
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As well as having to practise in a different way whilst undertaking Mental Health Act 

assessments there was also the need respond like an AMHP to referrals.  As 

discussed in Chapter 7 accepting the referral for a Mental Health Act assessment 

transfers the risk and responsibility on to the AMHP.  For Glenda, putting the AMHP 

‘hat’ on involves seeing her role as different from her social work role, because she is 

being an AMHP that day, but still introducing herself to the person being assessed as 

a social worker.  The AMHP role involves practising differently to when she is a social 

worker, where the role is often gatekeeping the resources available to support people, 

to being an AMHP where she sees her gatekeeping role as being to filter out those 

people who do not need to be assessed under the Mental Health Act: 

…because I almost put a different hat on, so I don’t see from necessarily a 
social worker’s point of view as such, I see more from an AMHP service, which 
is a very last resort service and although I can understand why people might 
think that we are the best thing for that person at that point.  I feel like I need to 
gatekeep more, in terms of, like, I feel that customers are a bit missing out on 
the work that needs to be done before it gets to the AMHP service.  So, it’s like, 
when someone…I think of myself as an AMHP service in terms of, I think it’s 
more about the gatekeeping and thinking, actually you haven’t done all this first, 
this person shouldn’t be referred to us already. 
Glenda, 2nd Interview 

 

As discussed above, for those newly qualified AMHPs who were also working in 

statutory mental health services, being an AMHP involved practising in a different way 

to their practice as a social worker.  The main differences were the crisis-driven nature 

of the work and the gatekeeping role regarding people being detained in hospital, but 

they continued to see this as part of their broader social work role, and it could be 

difficult to completely disentangle the AMHP role from the social work role.  For Edith, 

there was the need to not ‘blur’ the AMHP and social work roles.  She had been told 

by more experienced AMHP colleagues to confine her practice to her role specified in 

the Mental Health Act, to ‘stick to the law’, but that the boundary did ‘fray’ at times: 

…in terms of role, I don’t want to blur it and for the AMHP to go into the social 
work stuff, but I do want to make sure they’re referred to the right people, 
especially if they’re not detaining.  So, with the younger girl that I saw I wanted 
to make sure that services knew that she would be eighteen and that they would 
be expecting that referral and stuff like that.  So, for me the role is to do that 
piece of work, but it kind of frays a bit at the edges sometimes, because I do 
care about people.  So, that’s the thing isn’t it, you want to make sure that, I 
want to make sure that I’m doing my best for people still really, like I would in 
my normal role. 
Edith, 1st Interview 
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This ‘blurring’ appeared particularly significant if the person was not being detained, 

where once the decision was made not to detain (see 7.4) the AMHP has no formal 

authority.  At this point the AMHP is expected to arrange an alternative ‘framework of 

care or treatment (or both)’ (Code of Practice, para 14.104) for the individual they have 

assessed.  However, in their role as an AMHP their relationship with the individual is 

expected to be brought to an end, once the Mental Health Act referral has been dealt 

with.  As part of the separation from the ‘day-job’ (see 8.2) this can create a tension 

between their role as a social worker and their role as an AMHP, as evidenced by 

Edith, where, as a mental health social worker, they can have quite a broad remit, for 

example taking on all the more ‘complicated or tricky’ work (Morriss, 2017: p.1349) 

that other mental health professionals do not or cannot do, but as an AMHP they are 

expected to be strictly boundaried in their intervention. 

 

For those newly qualified AMHPs who were not working in statutory mental health 

services the difference in practice between their social work role and the AMHP role 

could feel more disjointed.  In his first interview, Charlie was particularly troubled by 

how in the AMHP role his practice was fundamentally different from when he was 

being a social worker with older people.  In his social work role, he was expected to 

be ‘person-centred’ and involve the person being assessed in any decision-making, 

including giving them a written account of the assessment and the decision that had 

been made.  As a newly qualified AMHP he had intended to continue with that practice: 

…this is a horrible word to use but ‘person-centred’ AMHP is one that is always 
banded about with social work as well (laugh), but no, I think I try to remember 
that there is something to go with that as well, like, since I’ve qualified 
something that I’ve kind of questioned the AMHP service, also the AMHP 
managers, during supervision, is why do we not make the person more central 
to the decision-making as well and following through as well. 
Charlie, 1st Interview 

 

However, he had been directed by more senior AMHPs that this was not what AMHPs 

did, on the grounds that the relationship with the person being assessed was different 

as an AMHP and was limited just to the outcome of the Mental Health Act assessment, 

ending when the assessment ended.  In my initial interviews with Charlie, he appeared 

to be struggling with this tension between his role as a social worker and his role as 

an AMHP.  However, in my last interview, towards the end of his first year in practice 

this tension appeared to have been resolved and the tension with trying to be person-
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centred was no longer apparent.  When I asked about whether he was still ‘person-

centred’ he laughed: 

I think it is person-centred but again, going back to the wider stakeholder, it’s 
more about the stakeholders in somebody’s care, because until you go and do 
the assessment you don’t…you’re not speaking to the person until the 
assessment, well, it’s not more about, it’s about both but there’s definitely more 
about…I mean going back to the point I said earlier, you’re presenting to the 
person what you consider the options are rather than it coming, or leading, from 
the person telling you.  So, although it’s person-focused maybe is a better word 
than person-centred… 
Charlie, 3rd interview 

 

This was a very different interpretation of how he practised in the AMHP role from his 

initial interview, and Charlie made connections with how this could be seen to be a 

form of specialist social work practice, particularly where the individual being assessed 

lacked the capacity to fully participate.  At the same time Charlie appeared more 

confident in his relationships with the psychiatrists and referred to being able to speak 

their language and explain psychiatric terminology in a way that was understandable 

for family members and other non-doctors.  He also used the metaphor of putting a 

‘Mental Health Act’ head or hat on, in discussing an individual he had been a social 

worker for where he subsequently did a Mental Health Act assessment as an AMHP: 

In this case this gentleman, I ended up doing the Mental Health Act assessment 
as well, because it made sense – I knew him really well and I’ll continue to work 
with him in the future hopefully.  So, I’d say, from a personal perspective, the 
AMHP role comes in when you get that assessment.  I probably could word that 
better because I think your knowledge of the process is still there in practice, 
but in terms of actually “Right, I’m now in my Mental Health Act head” and going 
along with two doctors and really looking in to the specifics – the disorder and 
the risk – that’s definitely more of a conscious thing of when you switch your 
hat from social working this guy to going in to do the Mental Health Act 
assessment. 
Charlie, 3rd interview 

 

This excerpt is also notable for the use of the terminology of disorder and risk, which 

is the language of the Mental Health Act, but also the language of psychiatry.  The 

shift for Charlie in how he describes his practice as an AMHP is in part about how he 

relates to the doctors and feels more confident in his discussions with them, based on 

his learning about specific mental disorders, and use of psychiatric terminology: 

I think the major thing that’s changed since the first interview to now, although 
it was on-going, is just learning the different disorders that you’re seeing and 
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the support surrounding that, and knowing what your options are that are 
available… 
Charlie, 2nd interview 

 

Charlie also described being able to be more concise in his summing up of the 

situation for doctors, by focusing on those social factors that were most relevant.   

 

For Frank, this contrast between being a social worker and being an AMHP was 

exemplified by a service user he was the social worker for, where concerns expressed 

about this individual’s mental health prompted the other professionals involved to ask 

Frank if a Mental Health Act assessment was necessary.  In his role as a social worker 

Frank saw this as an issue for mental health professionals, and as he did not work in 

mental health social work, he did not define himself as such: 

That decision would be informed by medical recommendations and I’m not a 
mental health nurse.  It’s really brought into question how I feel about how the 
AMHP role fits as a social worker and are they different roles?  I think that 
example would say they are very different roles, because when I put my AMHP 
hat on in my social work role everyone feels a bit stuck and when I take it off, 
they just carry on.  I think it means a lot to other people and carries a certain 
weight.  I think that highlights how conflicted I feel about it and how confused I 
feel by the two roles. 
Frank, 2nd Interview 

 

For Frank there is a tension between the two roles, and he is clearly uncomfortable 

with being asked to answer a question as if he were an AMHP at a time when he is 

not formally on duty.  This suggests that for Frank there is a tension between the two 

roles, with the AMHP role being something he needs to ‘fit’ with his professional 

identity as a social worker.  On reflection, this tension was something I could have 

explored further, rather than assuming, as an insider researcher and a social worker, 

that this referred to his professional identity as a social worker whose background was 

not in mental health. 

 

In summary, rather than a distinct shift in their professional identity during their first 

year towards identifying themselves as an AMHP, being an AMHP was instead a role 

that participants took on and off, like a hat, whilst continuing to describe themselves 

either as social workers or in a social work role.  For the participants, the AMHP role 

had similarities with the mental health social work role, but with the expectation of 

managing greater complexity and risk.  The newly qualified AMHPs were negotiating 
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how their practice in the AMHP role relates to their practice in a social work role, whilst 

being expected to maintain a boundary between the two roles.  Where the newly 

qualified AMHP did not come from a mental health background, there could be a 

tension between the AMHP role and their social work role, however, this tension did 

not appear to hinder them in carrying out the AMHP role.  

 

8.4 Joining a community of practice? 
 

When I began developing my proposal for this research, I had assumed that there was 

an established AMHP community of practice, possibly because of my own 

professional involvement in what appears to be an extensive network of local AMHPs 

through my pedagogic role, and that the newly qualified AMHPs would likely be 

developing their practice and professional identity through their on-going participation 

in such a community.  What has become apparent is that for the newly qualified 

AMHPs in this study there is very limited evidence that they are engaged in a process 

of moving from the periphery of a community of practice (see Chapter 5.2) to a more 

embedded place in such a community, or indeed that such a community exists in the 

first place.  A community of practice as defined by Wenger (1998) has three key 

characteristics (mutual engagement, joint enterprise, and shared repertoire) and these 

will now be considered in relation to the newly qualified AMHPs. 

 

In terms of mutual engagement, there is a mixed picture in relation to the newly 

qualified AMHPs, depending upon their working location.  Those newly qualified 

AMHPs who are working in statutory mental health services are often based in a 

setting where there are other qualified AMHPs they are likely to have regular contact 

with.  For Brady this engagement consists of giving and receiving advice about aspects 

of AMHP practice and the nuances of conducting a Mental Health Act assessment and 

including former colleagues who did the AMHP course with her, as well as more 

experienced AMHPs: 

We talk with some of my other students, well (laugh) we’re not students 
anymore, but we did the AMHP course with, and other experienced AMHPs, so 
I’ll often just run something by them, so again I think the whole AMHP service 
(laugh) they’re very supportive of one another, ‘cause again you know, doing 
the course and you’ve got all the theory, you know at the time that if you don’t 
apply that, you know, piece of code or legislation it’s kind of triggering a memory 
‘oh, what do you do it that instance?’ You don’t always have (laugh) it to hand, 
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so you know, asking another colleague is helpful.  So yeah, there is that support 
and again because assessments can all be different, you know, even 
experienced AMHP colleagues will talk, you know, to each other, as well as 
bounce ideas around. 
Brady, 1st interview 

 

For those newly qualified AMHPs who were not based in statutory mental health 

services there was often the offer of spending their day on AMHP duty in an office with 

other AMHPs who were full-time in the role.  For Charlie, who was given a clear 

message that he should come to the AMHP office on his days on duty, this was a 

positive and he felt supported and part of a team.  However, for Frank this offer did 

not always lead to him feeling part of a community with other AMHPs (though this was 

something he would have wanted): 

I think I would be a happier AMHP if I was sitting in a room full of AMHPs that I 
knew, and “how do I do that thing again?”, and we can have that kind of 
relationship.  Sometimes I am sitting next to somebody and then I shoot out 
and you definitely feel on your own with it all. 
Frank, 1st Interview 

 

A mitigating factor in mutual engagement is that most AMHP practice takes place out 

of the office and away from other AMHPs.  There is very little, if any, opportunity to 

discuss practice with colleague AMHPs whilst undertaking the role in a Mental Health 

Act assessment.  There is also some caution about assuming a community exists, as 

when asked directly whether they felt themselves to be part of a ‘community’ with other 

AMHPs some participants did not perceive this to be so.  For example: 

INT: do you feel part of a community with other AMHPs? 
ALEX: I don’t know that, or just the same that I would in my social work role as 
well, you know, you just get support from other colleagues in, so probably no 
different… 
Alex, 1st Interview 

 
This suggests that for most of the newly qualified AMHPs there is a very limited degree 

of engagement with more experienced AMHPs.  However even this is not automatic 

and does depend on prior relationships, including those made whilst a student. 

 
The second characteristic is joint enterprise, with members of the community of 

practice working towards a common goal or set of goals.  The newly qualified AMHPs 

are engaged, when on duty, with fulfilling the statutory obligations of their employing 

local authority as part of a ‘rota’.  This suggests participation, albeit on an individual 
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basis, in something that is part of a shared responsibility.  Glenda explicitly refers to 

being part of an AMHP service and having to act and think as such when she is on 

duty.  At the same time the newly qualified AMHPs all stress their individual 

responsibility and independence (see Chapter 7) when engaged in a Mental Health 

Act assessment that they have accepted responsibility for.  The AMHP course also 

places an emphasis on the individual accountability and responsibility of the AMHP.  

The individualised nature of the AMHP role, particularly regarding the responsibility for 

risk, suggests that the newly qualified AMHPs do not engage in a joint enterprise as 

such, even though they may perceive their role as being part of a larger enterprise.   

 

The third aspect, that of a ‘shared repertoire’ also appears to be present only in a 

limited form.  Most of the newly qualified AMHPs placed an emphasis on working 

within a legal framework, namely the Mental Health Act 1983 and the associated Code 

of Practice.  For Alex the Mental Health Act dictates to a large degree what she can 

and cannot do as an AMHP: 

…it’s just my framework – I know the things I have to do, the things that I could 
do and the difference between those very much is your guidebook.  If you don’t 
do a part of that you very much have to have a damn good reason why or you’re 
in a lot of trouble… 
Alex, 2nd Interview 
 

Similarly, for Glenda the Act defines her practice and gives her the tools she needs to 

be an AMHP: 

I see it as something that gives us structure, in terms of the work that we do, 
because if I’m not working with that legislation, if it’s wishy-washy, it does leave 
too much to interpretation.  I also like the fact that we have – I mean it’s still 
wishy-washy anyway – but at least it gives some limitations as to how wishy-
washy you can be.  I feel like it just gives me the tools to be able to explain why 
I do what I do. 
Glenda, 1st Interview 
 

So, the newly qualified AMHPs do appear to have some shared elements of practice, 

namely the duties and powers contained within the Mental Health Act.  This 

understanding of the Act as a cornerstone of AMHP practice is also implicit in the 

AMHP course and is a feature of the course that was seen as important, for example 

by Edith: 

The law module was the most important for me.  It gave me that grounding that 
I needed because then you can bring your social work skills in. 
Edith, 1st Interview 
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Edith’s comment is also interesting because of the reference to social work skills.  As 

discussed above, the newly qualified AMHPs appear to identify themselves as 

primarily social workers, who periodically put an ‘AMHP hat’ on (see 8.3). This is 

particularly evident when considering how the newly qualified AMHPs interpret 

applying a ‘social perspective’.  The concept of a social perspective is central to 

defining the AMHP as bringing something different to the Mental Health Act 

assessment (see 2.3.1), to balance in some way the perspective of the doctors.  The 

newly qualified AMHPs appear to conflate bringing a social work perspective, and 

identity, to the Mental Health Act assessment with the imperative that as an AMHP 

they apply a social perspective.  For example, for Dylan being an AMHP is aligned 

with her role as a social worker, but in a more time-limited way: 

I think I’m a very similar AMHP to what I am as a social worker actually.  I do 
really try and build a rapport with the person and try and get to know them and 
try to really understand what they think is going to help them the most.  I 
encourage the person to be open with us and “you need to work with us”.  I try 
and connect with the person and just find out from them what’s going on in 
their life, why are they here, what’s going to change their situation? Would 
hospital change it? It might not, it might. Have they experienced that before?  
It’s difficult because as a social worker you really want to get to know what is 
going on in this person’s life and how can you help them to change it the way 
they want it to be and help them to feel empowered.  That is quite long term.  
You still have the same things that underpin that but the AMHP assessment is 
pretty short-term. 
Dylan, 1st Interview 

 

This suggests that for the newly qualified AMHPs, who were all social workers, the 

most obvious shared repertoire was social work practice. 

 

In summary, from the perspective of negotiating their role as an AMHP, for the newly 

qualified AMHPs working on a rota basis there is little evidence of them becoming 

more embedded in a community of practice (Wenger, 1998) as an AMHP, if indeed 

one exists at all.  This is particularly the case if the original model of a CoP is used, 

which refers to a relatively stable community, working in face-to-face contact with one 

another, and in close proximity, and where participation and the development of 

shared meaning is fundamental to learning and the development of identity (Amin & 

Roberts, 2008: p.355)  The newly qualified AMHPs in this study describe being an 

AMHP as a ‘hat’ they take on and off, which suggests being an AMHP is transitory 
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rather than the development of a new identify as a member of a community.  This 

reflects the finding in Chapter 5 that the student AMHPs were engaged in AMHP 

practice with a range of AMHPs in their geographical area, but there was little evidence 

of mutual engagement between AMHPs (Wenger, ibid) in a way that would be 

indicative of a community of practice.   
 

8.5 Concluding remarks on negotiating the AMHP role as a newly qualified 
AMHP 
 

For most of the participants there were no significant tensions between their social 

work role (in statutory mental health services) and their AMHP role in detaining 

individuals.  This supports the finding by Gregor (2010) that ASWs were generally 

comfortable with the role and embraced the power and authority associated with it.  

However, not all the participants followed the same learning trajectory.  The exceptions 

to this were Charlie and Frank, where there had been more obvious tensions between 

their social work role and their AMHP practice during this first year of practice.  Charlie 

had resolved this by incorporating a different understanding of what it meant to involve 

the person being assessed, shifting from a notion of privileging the person being 

assessed and their perspective (being ‘person-centred’) to seeing their perspective as 

one that needed to be considered alongside all the other ‘stakeholders’.  This shift 

appeared to enable Charlie to reconcile his role as a social worker with his role as an 

AMHP.  He also tried to learn the language of psychiatry, which appeared to make him 

more confident in leading assessments with doctors, though this may have been more 

of an issue for him than the other newly qualified AMHPs (except for Frank) who 

already knew the language from their time in statutory working age mental health 

services.  For Frank, the tension of being a social worker and an AMHP did not appear 

to resolve itself.  However, this tension did not prevent him from practising as an 

AMHP. 

 

The newly qualified AMHPs also understood the AMHP role as more complex than 

their normal social work role, carrying more accountability, and was perhaps being 

more advanced social work practice.  This supports the finding in the Morriss (2015) 

study that AMHPs perceived their work as ‘high-status work, requiring advanced skills, 

and the ability to manage very complex situations’ (p.716).  From a pedagogic 
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perspective this involves them learning to practise in a different context with a higher 

degree of independence and accountability for risk than they experience in their day 

jobs, in situations of heightened risk and perceived crisis.  They appear to do this by 

drawing upon their social work practice as well as their learning in placement on the 

AMHP course (see 6.3 above).  For most of the participants being an AMHP was a 

recurring time-limited role, rather than at this stage a shift to a new identity.  This may 

in part relate to the limited amount of time they spend practising as an AMHP during 

their first year after being approved by a local authority.  The newly qualified AMHPs 

in this study were all qualified social workers who participated in the AMHP duty rota 

approximately one day a week, with the rest of their working time spent in their 

substantive social work or social work management role.  This equates, in working 

days, to approximately two months of actual practice as an AMHP, which is a short 

period in which to establish a new professional identity.   

 

The newly qualified AMHPs in this study do not evidence the existence for them of a 

community of practice of AMHPs (Wenger, 1998) in their first year of practice.  Instead, 

they understand being an AMHP as a role they adopt, or a hat they put on, during the 

days they are on AMHP duty.  This supports the findings in the survey of AMHPs by 

Social Work England (Hemmington, et al., 2021) where the AMHP role was seen by 

80% of social workers as different from their social work role. In terms of professional 

identity, they remain primarily social workers.  From the ontological perspective of 

Dall’Alba (2009) this is an example of continuity with change, where becoming an 

AMHP opens new opportunities for practice but the newly qualified AMHPs continue 

to use the routines and knowledge from their practice as a social worker.  Their 

practice as an AMHP was embodied with their role in a Mental Health Act assessment, 

starting when they received a referral (or were waiting on duty in anticipation of being 

called) and ending when the crisis was resolved, whether by detaining the individual 

or not.  The main area of blurring between their social work role and AMHP role came 

once the Mental Health Act referral had been completed and their involvement ended.  

At this point the short-term nature of the AMHP role could jar with the ‘caring’ nature 

of being a social worker.  This is an example of what Dall’Alba (2009) refers to as 

openness with resistance, where the newly qualified AMHPs struggle to reconcile their 

practice as a social worker with their new practice as an AMHP.  
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Chapter 9: Reflection on the Professional Education of 
Approved Mental Health Professionals 

 
9.1 Introduction 
 

In this penultimate chapter I will reflect upon what the findings in this thesis suggest 

about the nature and purpose of professional education for AMHPs, before, during 

and after the course that prepares them to be approved as an AMHP.  This is in the 

context of the lack of standardisation across the country regarding the content and 

ethos of qualifying AMHP courses (General Social Care Council, 2012; Hemmington, 

et al., 2021).  The newly qualified AMHPs in this study were all graduates of a specific 

AMHP course, with a small course team responsible for the learning and teaching on 

the academic component of the course.  The AMHP course team are all social work 

academics who also teach on qualifying social work programmes.    What is the AMHP 

course preparing graduates for?  This question is fundamental to the nature and 

purpose of professional education for AMHPs, and for the newly qualified AMHPs in 

this study there appears to be uncertainty about how the AMHP role differs, or aligns, 

to being a social worker (see Chapter 8).  This is in the policy context that stresses the 

need to ‘transform’ mental health social work, with the AMHP being subsumed within 

the broader field of mental health social work (Health Education England, 2020b), and 

that social workers are the lead profession in the AMHP workforce (Allen, 2014; 

Department of Health, 2016).  The transformation agenda aims to make mental health 

social work, and by extension the AMHP role, more visible and with a higher status 

within the field of mental health, primarily in mental health Trusts in the NHS.  The 

finding in this thesis that the newly qualified AMHPs were identifying strongly with their 

professional identity as social workers has caused me to reflect that AMHP practice 

and being an AMHP is still informed and shaped by the concerns and practices of 

mental health social work.  What AMHPs do is very little different from what ASWs did, 

and the theoretical approaches and ethical dilemmas remain the same. 

 

One of the contributions to knowledge made in this thesis is to apply the ontological 

perspective of Dall'Alba (2009) to how people learn to become and be an AMHP and 

that this is an ongoing, unfolding process of negotiating ones understanding of the 

world and one’s practice within it (Dall'Alba, 2009).  The uncertainty of the situations 
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that newly qualified AMHPs encounter is an example of the ‘supercomplexity’ of the 

world suggested by Barnett (2009), where an emphasis on knowledge and skills is 

insufficient, and the focus of higher education should be on how the process of coming 

to know something and form an understanding of it has implications for how we 

understand ourselves in the world.  This chapter will consider the learning trajectory 

to becoming an AMHP, in the context of the concerns above about the role of the 

AMHP in the operation of bio-power.  It is beyond the scope of this thesis to consider 

the trajectory before students enter higher education to become a professional, and 

the chapter will focus on the trajectory from initial social work education through the 

AMHP course, to being a newly qualified AMHP. 

 

A critical perspective in this thesis has been the role that the AMHP plays in the 

operation of biopower, and in enabling the disciplinary power of psychiatry to operate 

(see 10.4).  Challenging the dominance of the psychiatric discourse and fundamentally 

changing the way society responds to people labelled as ‘mad’ is a major undertaking  

(Sayce, 2016), beyond the scope of this thesis.  An assumption in this thesis is that 

how people learn to be an AMHP can make a difference in how they practise and 

promote a challenge to the dominance of psychiatry, opening the opportunity to 

reframe how crisis situations are understood using a critical sociological perspective 

that incorporates the voice of the service user movement. As discussed in 2.7, 

discourse is by nature fragile (Foucault, 1978) and contains the conditions for 

undermining, through the renegotiation of meaning (Lilja & Vinthagen, 2014).  The 

newly qualified AMHPs are confident to discuss the outcome of the assessment with 

the doctors, using the medico-legal language of the Mental Health Act, but are 

reluctant to decline to detain someone where the doctors have recommended it (see 

7.3).  However, at the same time, the newly qualified AMHPs expect that as part of 

being an AMHP and being independent of doctors they will need to be able to 

challenge the doctors in the future and disagree on detention if necessary.  This is part 

of the change they see they will need to undergo to be an AMHP.  From a Foucauldian 

perspective one way to be able to be independent of the doctors is for the newly 

qualified AMHPs to be able to assert their own distinctive discourse as AMHPs.  Such 

a discourse would be grounded in a wider social work discourse.  The findings in this 

study suggest two possible areas where AMHPs could develop their knowledge base 

and exert disciplinary power as a result; the social perspective of mental health; and, 



 179 

the use of law, applying a critical sociological perspective to both.  First, this chapter 

will reflect upon how the newly qualified AMHPs learn to be an AMHP in their first year 

of practice and how this relates to the AMHP course. 

 

9.2 Learning to be an AMHP 
 

This section of the chapter will consider the learning trajectory through the AMHP 

course and into the first year of practice as an AMHP.  The learning trajectory before 

the AMHP course is considered in 9.3 below.  The AMHP course these participants 

graduated from contains a significant teaching component in relation to ethics, values, 

and inequalities in mental health, theories of power, and different perspectives to 

mental distress other than the biomedical model, such as the social model of mental 

distress (Tew, 2011).  Anecdotally, as a tutor on the AMHP course I see little reference 

to ethics, values, or the social model of mental distress when I read AMHP students 

reflective accounts of their practice on placement and in Mental Health Act 

assessments.  The newly qualified AMHPs make little reference to the teaching on 

these, and their learning on the AMHP course appeared to them, on reflection, to be 

dominated by teaching on the Mental Health Act and on gaining practical experience 

of how this is implemented in assessments of individuals for possible detention and 

compulsory treatment under the Act, alongside qualified AMHPs (see chapter 5).  The 

AMHP course is intensive, as discussed in 1.5.2, and the placement forms the largest 

single component measured in terms of time.  The reflections above suggest that for 

most students there is limited evidence for the kind of learning that Barnett (2009) 

suggests is necessary for a deeper understanding of what it means to be an AMHP.  

This supports the finding by Bressington et al (2011) that there is little ‘deep’ learning 

for students on AMHP courses (see 1.5.1).  It may be that there is limited time for 

transformational learning to take place. 

 

The findings in Chapter 8 highlight the extent to which the newly qualified AMHPs 

understand their practice, and the expectations of the AMHP role, from the perspective 

of primarily being social workers, albeit having to negotiate what this means whilst 

they are being an AMHP.  The newly qualified AMHPs learn to manage the 

uncertainty, emotional distress, and heightened concerns regarding risk through their 

accumulated experience of coordinating Mental Health Act assessments.  In the 
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assessments they utilise their knowledge and understanding of social work practice to 

underpin their practise as an AMHP.  This provides a sense of continuity, whilst coping 

with situations that are outside of their everyday social work experience, provides a 

sense of change (ibid).  They explore and are open to the possibilities of being an 

AMHP, to intervene in crisis situations and bring about a resolution, whilst learning the 

constraints of the role (ibid); the limits to their authority and power as an AMHP and 

the heightened accountability.  In terms of possibilities, the newly qualified AMHPs 

have a variety of different roles (see 10.3) that they enact whilst managing the 

complexity and uncertainty inherent in a Mental Health Act assessment.  This supports 

the conclusion by Leah (2019) that AMHPs are hybrid professionals who perform a 

range of ‘invisible’ roles over and above that of deciding as to whether someone is 

detained under the MHA.  There are tensions between these different roles, and 

AMHPs must negotiate and change roles in dynamic situations to resolve the crisis 

they were presented with (ibid).  At the same time, there can be resistance (Dall'Alba, 

2009) to a change of role.   For some of the newly qualified AMHPs the expectations 

of being an AMHP appear to conflict with their understanding of what it means to be a 

social worker. 

 

Along with engaging in practise as an AMHP, the newly qualified AMHPs refer 

primarily to using a process of individual reflection as a way of learning (see 6.3), with 

limited opportunity to reflect and learn with more experienced AMHP colleagues.   This 

appears to be an example of the self-reflexive project suggested by Giddens (1991), 

and the importance for professional learning of ‘fateful moments’ (Daly and Kettle, 

2017).  Some formal supervision was noted where there were opportunities to reflect 

on assessments that had been carried out.  The context for this is that the timescale 

of a Mental Health Act assessment provides little opportunity to ‘step back’ and be 

reflective (Langan, 1989, cited in Hall, 2017).  This suggests that a greater emphasis 

be placed in the support for newly qualified AMHPs on opportunities for the 

development of critically reflective practice to understand and work positively with risk 

and uncertainty in mental health.  The need for such opportunities is supported by the 

finding in the Social Work England survey (Hemmington, et al., 2021) that AMHP 

training and education should focus on developing critical reflection and thinking skills, 

as a way of developing a ‘distinct professionalism’ (ibid, p.46), and that a safe reflective 

space was needed for AMHPs to explore the emotional impact of the role.  From a 
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pedagogic perspective, this implies the development and ongoing use of critical 

reflective practice (Fook, 2013), both during and after the AMHP course, not just on 

an individual basis but in a group with other newly qualified AMHPs. 

 

The ontological perspective of Dall'Alba (2009) suggests the need to consider the 

professional education of AMHPs as being part of a longer trajectory than the AMHP 

course followed by entering practice as an AMHP.  The potential for social work 

education to be part of the trajectory towards becoming an AMHP will now be 

considered. 

 

9.3 Social work education and the AMHP 
 

Once they were practising independently the newly qualified AMHPs were engaged in 

a process of negotiating their role as an AMHP, often by comparing what they were 

doing as an AMHP to their everyday practice as social workers (as discussed in 

Chapter 9).  This supports the finding in the survey of AMHPs by Social Work England 

(Hemmington, et al., 2021) that social work was perceived to be the strongest 

professional influence on AMHP practice.  This suggests that there is a significant role 

for social work education in the overall professional education and development of the 

AMHP, as part of the learning trajectory towards becoming an AMHP. 

 

From the ontological perspective of Dall’Alba (2009) the journey towards being an 

AMHP begins long before the person becomes a student on the AMHP course.  As 

discussed in 1.5.2, the AMHP course sits within a wider programme of social work 

education, with AMHP courses often a continuation of previous ASW courses.  In an 

ideal world, the professional education of social workers would include a significant 

element of teaching on mental health, and the social model of mental distress, 

enabling students to begin a trajectory towards being an AMHP, if this is their area of 

specialist interest.  On reflection, my social work education in 1995-97 was part of a 

trajectory towards becoming an ASW, as I studied a specialist module on mental 

health in my social work course and had a placement in a medium secure unit where 

all the patients were subject to the Mental Health Act.   One of the main reasons I 

studied on the social work course that I did was that it appeared to be the only course 

of the range I had considered which had a specialist mental health module.  The 
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teaching introduced me to a critical perspective on psychiatry through the works of 

Clare (1976) and Laing (1960), which was developed further during my master’s 

degree, and which influenced how I understood my practice as a social worker and 

then an Approved Social Worker.  As discussed in Chapter 1.5.2 above, concerns 

remain that the place of mental health in social work education continues to be 

marginal, with students often learning little more than an overview of the Mental Health 

Act.  Carey (2021) suggests that there is pressure from both employers and politicians 

for social work education to be more focused on ‘knowledge and skills’ and less on 

critical theory regarding society.  In mental health, the biomedical model dominates, 

which presents a challenge for social work educators when attempting to promote to 

students an approach to mental distress that is based in critical social science (Morley 

& Stenhouse, 2021): 

The idea that experiencing distress, whether in response to crises, grief, 
trauma, oppression and other forms of injustice, constitutes psychiatric illness, 
powerfully pervades western culture and is therefore evident in legislation, 
policy, and public understandings of mental health and illness. 
(ibid.: p.81) 

 

What would a focus on critical perspectives on mental health look like for social work 

education?  Teaching would aim to develop qualifying and post-qualifying students’ 

capacity for critically reflective practice (Fook, 2013) and offer a social science-

informed critique of mental distress.  This critique would promote a social model of 

mental distress (Tew, 2011), as well as challenging stigma and discrimination in 

mental health services and provision (Sayce, 2016), and challenge existing models of 

mental health, ensuring students are introduced to a range of perspectives such as 

service user-led perspectives and critical psychiatry for example (Davidson, et al., 

2016).  At qualifying and post-qualifying levels, Webber (2013) suggests that 

historically social workers have been unfamiliar with research and research 

methodologies, and not been consistent in using research when making decisions in 

practice.  To challenge the dominant discourse in mental health, Webber (ibid) 

suggests there is a role for higher education in developing the capacity of social 

workers in mental health services to evaluate and undertake research into practice: 

A reflective practitioner becomes an advanced practitioner when they can 
demonstrate an ability to create new forms of social work knowledge through 
reflecting on their own epistemology of practice and undertaking original 
practice-based research. In our experience advanced practitioners are capable 
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of undertaking high-quality empirical research which makes a valuable 
contribution to the social work evidence base. 
(Webber, 2013: p.949) 

 

As discussed above, this provides an opportunity for resistance by social workers to 

the dominant biomedical discourse, promoting user-led research and co-production 

(Faulkner, et al., 2019) as part of a social work or AMHP discourse relating to the 

social perspective.  Recommendations in relation to social work education are 

addressed in Chapter 10. 

 

9.4 Teaching of the Mental Health Act 1983 
 

The second element of a distinctive AMHP discourse relates to an understanding of 

the law, which is an integral element of social work education (Johns, 2007).  The 

newly qualified AMHPs suggested that the law, particularly the Mental Health Act 

1983, was a key element of the teaching on the AMHP course (see 6.4) and was used 

as a means of managing their accountability for risk (see 8.5) by being able to frame 

their decisions using the language of the Act.  Braye & Preston-Shoot (2016) suggest 

that social workers need to be equipped to confidently interpret the law, be credible to 

service users and other professionals in their use of the law in decision making, be 

critical when balancing competing perspectives, and be creative in their problem-

solving.  Johns (2007) suggests that teaching the law to social workers is a contested 

part of the social work curriculum, partly reflecting an underlying debate about the 

purpose of teaching social work law.  Citing the ‘Pericles and the Plumber’ debate 

(Twining, 1967), Johns suggests that law teaching can generally be framed as either 

jurisprudential i.e., concerned with the philosophy and ethical principles underpinning 

the law (‘Pericles’), or focused on the content and practical application of the law (the 

‘Plumber’).  However, Johns suggests that there is a consensus that social work law 

needs to be a synthesis of both the jurisprudential and the practical.  A key perspective 

in this thesis is that mental health law should be understood through an historical and 

sociological lens (see Chapter 2), and this thesis has applied the concept of bio-power 

(Foucault, 1978) as a means of understanding the role of the AMHP and the Mental 

Health Act 1983.  On reflection, the AMHP course separates the critical and the 

practical in relation to the law – ethics, social justice, power, and moral principles are 

predominantly addressed in the ethics and values module, whilst the ‘nuts and bolts’ 
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of the Mental Health Act 1983 (and other relevant laws) are taught on the applied law 

and policy module (my italics).  On the AMHP course the assessment of the law and 

policy module is through an unseen written exam, based on an analysis of a case 

study, and a series of short questions on aspects of law and policy, under exam 

conditions i.e., invigilated, in person, and time limited.  The written accounts of practice 

on placement by student AMHPs, and the exam answers, rarely incorporate an 

analysis of the ethical or moral dilemmas involved in detaining someone but focus 

instead on the legal and practical process.  This is despite the decision to detain 

someone being ‘infused with morality’ (Simpson, 2020: p.297).  The newly qualified 

AMHPs in this study do emphasise the importance of applying their social work values 

to the AMHP role (see 8.3), supporting the finding by Leah (2019) that AMHPs are 

motivated by the values of social and legal justice.  Taken together, this suggests that 

the teaching of law and policy on the AMHP course, which supports the development 

of a distinctive AMHP discourse, needs to change so that it enhances students’ critical 

understanding of mental health law and policy.  This would incorporate the service 

user perspective and a critical sociological understanding of the law.  Such a 

development could also go some way to addressing the conclusion by Abbott (2021) 

that AMHP practice needed to embed a critical understanding of human rights and of 

ensuring the service user voice was heard during assessments.  Recommendations 

for how this might be achieved are given in Chapter 10. 

 

The final section of this chapter will summarise what the findings in this thesis, and the 

reflections in this chapter, have to say about the professional education of the AMHP. 

 

9.5 Concluding comments on the professional education of the AMHP 
 

The underpinning assumption of this pedagogical thesis is that individuals can learn 

to be an AMHP, and that there is something distinctive about being an AMHP 

compared to being a social worker.  As discussed in 1.2.2, the pedagogic perspective 

in this thesis is influenced by the work of Friere (1971) (cited in Murphy, 2008) and the 

education of the AMHP involves encouraging students to think critically about what it 

means to be an AMHP.  This reflects the recurring theme in the academic literature 

that students on AMHP courses (or previous ASW courses) need to learn more than 

the skills, tasks, and legal framework associated with the process of coordinating a 
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Mental Health Act assessment and need to develop the ability to critically reflect upon 

AMHP practice (Parkinson & Thompson, 1998: Gregor, 2010; Parker, 2010; 

Hemmington, et al., 2021).  The findings in this thesis suggest there is some way to 

go to achieving this aim, if criticality is framed as having a sociological critique of both 

the AMHP role and the Mental Health Act 1983. 

 

The newly qualified AMHPs are making sense of what it means to manage uncertainty 

and risk independently as an AMHP, and how this might relate to their identity or role 

as a social worker.  The AMHP is still predominantly a social work role (Hemmington, 

et al., 2021), and the theory base is rooted in mental health social work.  I too am 

rooted in mental health social work, and my professional identity has been shaped by 

being an ASW.  A contribution to knowledge in this thesis has been how the ontological 

perspective (Dall'Alba, 2009) highlights that how individuals understand their practice, 

and their way in the world, is not negotiated simply through engagement with practice, 

or with a course of professional education, but unfolds over time.  The ontological 

trajectory towards becoming an AMHP begins well before the AMHP course itself and 

continues after the course ends.  Consideration needs to be given to how social work 

students develop an understanding of the role of the mental health social worker, and 

how this might lead to their becoming an AMHP.   Newly qualified and more 

experienced AMHPs also need support to reflect upon how they understand what it 

means to be an AMHP, particularly where this is a part-time role.  From a pedagogic 

perspective, students and qualified AMHPs can be enabled to consider their 

professional role and understand their practice as an AMHP through engaging in 

critical reflection (Fook, 2013).  Qualified AMHPs value the opportunity for reflection 

(Hemmington, et al., 2021), and the findings of this thesis support the need for newly 

qualified AMHPs to have regular structured time for critical reflection with peers or with 

a facilitator.  Opportunities for structured critical reflection are already part of the AMHP 

course in tutorials and in written accounts of practice, but students could be 

encouraged to explore their professional role and how this develops over the course 

as a specific aspect of reflection.  The newly qualified AMHPs referred to the 

importance of having time to reflect with their practice supervisors when they were 

students (see chapter 5).  An understanding of the role of practice supervisors in 

developing student’s understanding of the AMHP role is a gap in the literature and 

research relating to the education of the AMHP.   
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This chapter has considered the association between social work education and the 

education of the AMHP, and on reflection I have been consciously trying to separate 

the two, creating what I now consider to be an artificial divide between my identity as 

a social work academic and as an AMHP academic, and between the AMHP and 

mental health social work.  This is not to suggest that the contribution of mental health 

social work should be privileged uncritically.  In particular, the social perspective is 

often assumed by social work AMHPs, see Chapter 8, to be what they do as social 

workers, supporting the finding of Karban et al (2020).  A sociological perspective 

would suggest that the social perspective has much more to offer as a critical model, 

for example applying service user-led models of mental distress (Davidson, et al., 

2016), or considering structural inequality and the operation of biopower.  This would 

also support the development of a distinctive AMHP discourse, with a focus on a 

critical social perspective, and a critical sociological understanding of mental health 

law and policy, rooted in social work values of social justice and human rights.  This is 

not to denigrate or devalue the contributions made by colleagues from other 

disciplinary backgrounds.  Social work has always been eclectic in its theory base and 

draws upon research and knowledge from a wide base, and the AMHP course is 

enhanced by the contributions to learning and teaching by students, or graduates of 

the course, who are not social workers.  There is also a role for AMHP academics in 

offering other professional education courses (such as mental health nursing or 

occupational therapy) input on the education and role of the AMHP, which currently 

does not happen, and there are significant barriers to health professionals becoming 

AMHPs (Stevens, et al., 2018).  Following on from Webber (2013) and the 

development of advanced mental health social work practitioners, AMHPs could be 

supported, through engagement with higher education as part of their statutory 

continuing professional development, to develop their research capability and 

contribute to the development of a critical theory base for AMHP practice. 

 

This thesis will now conclude by addressing the research question and making 

recommendations in relation to the professional education of the AMHP. 
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Chapter 10: Further Discussion and Conclusions 
 
10.1 Overview 
 

The research question for this study was: 

• How do Approved Mental Health Professionals in their first year of practice make 

the transition from being a student on placement to becoming the responsible 

Approved Mental Health Professional in assessments of individuals for possible 

detention under the Mental Health Act 1983? 

 

The findings in this thesis provide new insights into the challenge this transition 

represents, particularly if the newly qualified AMHP is only working as an AMHP as a 

small part of their overall working schedule, i.e., perhaps just one day a week.  This 

reflects the nature of the AMHP workforce in England, where roughly three-quarters 

of active AMHPs combine this with another substantive role (Department of Health & 

Social Care / Skills for Care, 2019). Research into AMHP practice has tended to focus 

on experienced AMHPs rather than those who are just starting out and no studies 

have previously explored or discussed the professional development of AMHPs in the 

early stage of their career.  The originality and contribution to knowledge and practice 

of this thesis lies in the application of an ontological perspective (Dall'Alba, 2009) on 

the transition to being a qualified AMHP, and the trajectories that individuals 

experience in the development of their role as an AMHP.  From a pedagogic 

perspective the thesis offers insights into how individuals make sense of their practice 

as a newly qualified AMHP in relation to their learning on the AMHP course and their 

on-going practice in the AMHP role.  The findings also contribute to a wider debate 

about the professional education and development of AMHPs and other advanced 

practitioners. 

 

10.2 Contribution to knowledge 
 
The contribution to knowledge and practice in this thesis comes from the application 

of an ontological and epistemological perspective on professional education 

(Dall'Alba, 2009) to the transition to becoming a qualified and practising AMHP. When 

this research proposal was originally developed there had been an assumption that 

the most relevant pedagogic perspective for understanding the transition to being a 
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practising AMHP would be likely to be Communities of Practice (Wenger, 1998).  The 

findings in 5.2 and 8.4 suggest that for the newly qualified AMHPs there is no apparent 

community of practice for them to participate in. For the purposes of exploring and 

understanding the transition for newly qualified AMHPs the ontological perspective 

suggested by Dall'Alba (2009), with an emphasis on individual trajectories within a 

historical and social context, was found to be more applicable. 

 

The AMHP course appears to be successful in preparing students for qualified practice 

(this is explored further in 10.3).  Learning on placement was highlighted as the most 

important feature of the AMHP course.   During the course the students were engaged 

in situated learning alongside qualified AMHPs, which enabled them to experience 

most of the tasks inherent in the AMHP role.  The key learning came when as a student 

they were ‘taking the lead’ in a Mental Health Act assessment.  This was where they 

experienced what it meant to be an AMHP, but with less emotional engagement and 

strictly limited accountability.  In terms of how they understood practice as an AMHP, 

this was shaped by the teaching on the Mental Health Act 1983 and how this was 

applied by AMHPs and defined the role of the AMHP. 

 

Once they were approved by their local authority employer to act as an AMHP the 

newly qualified AMHPs in this study were all working on a duty rota.  This meant that 

they practised as an AMHP on average for one day a week and remained in their 

substantive social work roles the rest of the time.  This is broadly representative of the 

current AMHP workforce, with 74% of AMHPs being part-time or a mixed role (Skills 

for Care, 2021).  The newly qualified AMHPs quickly became independent and 

autonomous, taking full responsibility for accepting and resolving referrals for Mental 

Health Act assessments.  This involved a notable ‘step-up’ in their practice compared 

to when there were social workers, with a significantly increased level of risk to 

manage and be accountable for.  This supports the findings of Morriss (2015) that 

social work qualified AMHPs perceive the AMHP role as a form of advanced social 

work practice.  The crisis-driven nature of the referrals they received also represented 

an appreciably greater level of emotional distress for the individual being assessed 

and their families.  This was something that the newly qualified AMHPs learnt to 

manage and became more accomplished at containing the distress for others and 

themselves.  Whilst working as an AMHP there were limited opportunities for learning 
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through reflection with more experienced AMHPs, though there was some formal 

supervision.  The newly qualified AMHPs used a process of individual reflective 

practice to learn from their experiences after they had undertaken Mental Health Act 

assessments, with little opportunity to reflect during practice.  The newly qualified 

AMHPs identified themselves as primarily still being social workers or in the social 

work role.  The newly qualified AMHPs often refer to being an AMHP as akin to ‘putting 

an AMHP hat on’.  By implication this is something they take off again once their shift 

as an AMHP is over.   

 

As stated above, the originality and contribution to knowledge and practice of this 

thesis lies in the application of an ontological perspective (Dall'Alba, 2009) on the 

transition to being a qualified AMHP.  During the transition to becoming an AMHP the 

participants appear to be negotiating their professional role as an AMHP, and their 

practice, in relation to their role and practice as a social worker.  Generally, this 

involves asserting their social work values and conflating social work practice (as a 

social approach to understanding the world) with the social perspective they are 

expected to apply as an AMHP.  This is an example of what Dall’Alba (2009) refers to 

as continuity with change, and the inherent ambiguity present in professional 

education, whereby our understanding of ourselves and the world is based on our 

history but is unfolding in the present and is open to change.  The newly qualified 

AMHPs are also learning how to practice as an AMHP through their experiences of 

managing risk and uncertainty.  This highlights the limitations of the AMHP role and is 

an example of what Dall’Alba (2009) refers to as the presence of possibilities with 

constraints in professional education.  In this case the power and authority of the 

AMHP role opens the possibility of being able to resolve complex and challenging 

situations, using their social work skills and knowledge and their learning from the 

AMHP course.  However, the newly qualified AMHPs also discover that their authority 

and power to implement plans is limited and contingent on the doctors agreeing the 

person needs to be in hospital or on other agencies agreeing to act. 

 

The newly qualified AMHPs appeared to have individual trajectories in relation to their 

learning and understanding of the AMHP role.  This is a feature of the ontological and 

epistemological perspective as suggested by Dall'Alba (2009).  This was most evident 

for Charlie and Frank, both of whom were not mental health social workers.  For 
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Charlie there appeared to be a significant shift, from being primarily a social worker in 

the AMHP role and identifying strongly with being ‘person-centred’ to becoming an 

AMHP who was ‘person-focused’.  In contrast, for Frank the change in professional 

role was more challenging and involved a greater degree of ethical and moral conflict 

in relation to his identity as a social worker.  The different trajectories evidenced by 

the newly qualified AMHPs support the suggestion by Dall'Alba (2009) that 

professional education or development opens new possibilities, for example the shift 

in understanding exhibited by Charlie, as well as resistance, exemplified by Frank’s 

values being challenged by his new role as an AMHP and by Charlie’s earlier struggles 

with trying to be ‘person-centred’ in his practice as an AMHP. 

 

An ontological and epistemological perspective (Dall’Alba, 2009) on the professional 

education of the AMHP also suggests that the trajectory to becoming an AMHP needs 

to be considered not just from the start of the AMHP course, but from an earlier stage 

of professional development.  This was explored in 9.3 which considered the 

contribution of social work qualifying education to the professional development of the 

AMHP.  The findings in this thesis also highlight the AMHP role in the operation of bio-

power (Foucault, 1978) and the importance of developing a distinctive discourse in 

relation to AMHP practice.  This is explored further in 10.4 below.  Such a discourse 

would be based upon a critical sociological perspective on mental distress and mental 

health legislation and would need to be embedded in the social work curriculum, from 

initial qualifying education through post-qualifying and the professional education of 

the AMHP. 

 

10.3 Being able to carry out the AMHP role 
 

The participants in this study had all made the transition from being a student AMHP 

to being the person individually professionally responsible for completing referrals 

given to them under the Mental Health Act 1983.  This may seem an obvious aspect 

to highlight, but it does suggest that the course was generally successful in achieving 

an aim of enabling graduates to be approved by local authorities and practice as 

AMHPs.  Anecdotally all the graduates of both cohorts were approved and working as 

AMHPs.  There was a general consistency to the accounts of their practice that 

suggested the participants understood their role and how to act as an AMHP.  In all 
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the accounts of practice the participants came to a resolution with the referrals they 

had been given.  The course is credited by participants with giving them, as student 

AMHPs, opportunities to observe and participate – albeit in a constrained fashion – 

alongside qualified experienced AMHPs.  There was also a focus on the legal 

knowledge obtained from the taught part of the course, although much of the detail 

had been forgotten the law was still being applied through the actual practice of the 

newly qualified AMHPs.  This supports the findings by Bressington et al (2011) that 

the practice element of the course is more significant for student AMHPs in their 

learning about the AMHP role, with the taught element perhaps being seen as an 

essential underpinning for practice. 

 

A key finding in this study is how newly qualified AMHPs learn to manage and be 

responsible for ‘risk’ in the context of being ‘independent’ and therefore ultimately 

accountable. The newly qualified AMHPs negotiate what it means to act 

‘independently’ as an AMHP in a complex field of practice.  This supports the finding 

of Leah (2019) that AMHPs must take responsibility and manage a difficult 

assessment process in the context of conflicting demands and priorities.  The finding 

in relation to the experience of accountability as an AMHP, and transfer of risk on to 

the newly qualified AMHP, supports the theme identified by Simpson (2020) in AMHP 

and ASW literature of how AMHPs can be seen to be accountable for the management 

of risk despite having little power to implement alternatives to detention as a way of 

managing risk.  For the AMHPs in this study that sometimes led to a risk-averse 

approach to practice, which supports the findings of Buckland (2016) that AMHPs are 

influenced by a wider societal discourse that associates heightened risk with 

experiences of mental distress.  This point will be discussed in more detail below in 

relation to the newly qualified AMHPs and ‘bio-power’.  

 

The findings of this study also suggest that the transition to qualified practice for newly 

qualified AMHPs involves learning to manage the uncertainty and complexity of the 

referrals they receive as AMHPs.  The newly qualified AMHPs learnt to manage across 

organisational and professional boundaries, as well as both managing a process and 

reaching a decision about the legal necessity to detain an individual.  The multiple 

roles enacted during this process support the findings of Leah (2019) that the AMHP 

role is a hybrid of a range of different roles, with the findings in this study suggesting 
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that newly qualified AMHPS act as what Leah (ibid) conceptualised as Quasi-judge 

(see 7.5), Legal Enforcer (see 6.4), Mediator (see 6.2), Detective (see 7.2), Custodian 

of Social Justice (see 7.2), Advocate (see 7.4) and Educator (see 7.2 and 7.4).  Less 

evident was the Therapist, which may suggest that at this stage the newly qualified 

AMHPs are still focused on the process and have less capacity to engage in a more 

therapeutic approach. For the newly qualified AMHPs managing the process of 

coordinating the assessment also means managing the emotional distress they and 

others are experiencing.  This supports the findings of Morriss (2015) relating to the 

complexity of the work AMHPs undertake including the emotional labour required in 

the role, and the potential to see the AMHP role as ‘dirty work’, particularly in relation 

to the management of risk (see 7.2 and 7.3).  Several of the newly qualified AMHPs 

directly refer to undertaking ‘dirty work’ (see 7.2) and this was a concept that was 

introduced to students as part of the ethics and values module, using the research by 

Morriss (2015).  The newly qualified AMHPs in this study do not appear to join a 

Community of Practice – though this may be different for newly qualified AMHPs who 

join dedicated AMHP teams – and have limited opportunities for mentoring or critically 

reflecting upon their experiences. 

 

The participants in this study often defined the social perspective as being their 

contribution as a social worker to the understanding of the situation.  This finding 

supports that of Karban et al (2020) that AMHPs often struggle to articulate exacting 

what is meant by a social perspective as an AMHP, other than to conflate it with their 

being a social worker and something that is embedded in their practice due to the 

nature of social work as a socially orientated profession.  In part this may reflect the 

lack of clarity in the Code of Practice (Department of Health, 2015) which refers to 

AMHPs applying a ‘social perspective’ to the decision whether to detain or not but 

offers no further explanation other than a reference to considering ‘social factors’ when 

weighing up their decision ‘in all circumstances of the case’.  The social perspective, 

as taught on the AMHP course, offers a more critical perspective on mental distress, 

incorporating a sociological and ethical critique of the medical model and societal 

response to mental disorder.  This is often associated (in social work at least) with the 

work of Tew (2011).  However, the way in which newly qualified AMHPs in this study 

continue to interpret their application of the social perspective through their identity as 

a social worker supports the finding by Bressington et al (2011) that the taught element 
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of the AMHP course produced only surface learning, rather than a change in how 

students understood the world and their practice.  This may not be surprising given 

the relatively short amount of time student AMHPs spend in academic study and 

supports the model of students on professional education courses often being ‘tourists’ 

that have minimal engagement with academic practice or identity (Fenton-O'Creevy, 

et al., 2015) and merely passing through on their way to being qualified. 

 

In conclusion, the findings in this study support what is generally known about the 

nature of AMHP practice and the complexity of the AMHP role and suggest that the 

AMHP course does achieve the aim of preparing individuals to practise as an AMHP.  

During the first year of practice the newly qualified AMHPs learn to manage the 

complex process of assessment under the Mental Health Act and negotiate an 

understanding of what it means to be independent in the AMHP role.  The newly 

qualified AMHPs are practising independently from soon after their approval, with a 

limited period of formal transition before they are managing difficult and complex 

referrals.  However, once acting as an AMHP the responsibility for the outcome of the 

assessment rests solely with them, rather than in comparable situations where newly 

qualified professionals could call upon more experienced colleagues to step in and 

either take over or offer practical support (Benner, 2004).   

 

 
10.4 A manifestation of bio-power 
 

The initial title for this thesis was ‘Learning to Detain’ and this was based upon my 

initial assumption that the process of detaining an individual in hospital, often for 

treatment they expressly do not want, and which may not always improve their lives, 

would be troubling for newly qualified AMHPs as it was for me as a newly qualified 

ASW.  However, the newly qualified AMHPs appear to accept detention as a 

necessary fact and whilst they may be troubled by the emotional distress caused 

during some detentions, they appear to learn to accept this, and the emotional labour 

involved.  Several of the newly qualified AMHPs refer to the difficult decisions they 

must make as social workers and indicate that being an AMHP is an extension of this 

in practice.  This supports the finding of Morriss (2015) that social work AMHPs 
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appeared to perceive AMHP practice as being aligned with their social work values, 

even if it came with significant emotional impact on the AMHP themselves. 

 

The newly qualified AMHPs frequently refer to the Mental Health Act 1983, and the 

Code of Practice that accompanies it, as a ‘framework’ within which they practice.  

There are parallels with the operation of panopticon, as suggested by Foucault (1977), 

whereby there is no one central command structure to the operation of the Mental 

Health Act, yet it still exerts considerable power over individuals.  As discussed in 

Chapter 2, the AMHP has supplanted both the family and the judiciary as the detaining 

authority in England and Wales and the Act places a responsibility upon AMHPs to 

identify and detain individuals with a ‘mental disorder’ when they appear to represent 

a risk, if the AMHP has taken account of their social circumstances first.  There is also 

the ‘catch-all’ nature of the Mental Health Act 1983, where the definition of who is 

‘mentally disordered’, and therefore within the scope of the Act, is extremely broad 

and the AMHPs are being asked to assess not just adults but children and young 

people too. The participants in this study generally use the language of psychiatric 

discourse, for example ‘personality disorder’ when discussing the individuals being 

assessed and the situations they present with.  This appears to be a similar use of the 

language of psychiatry as the AMHPs in the study by Buckland (2016) and suggests 

that even though participants in this thesis also assert their application of a social 

perspective, they still give deference to a biomedical interpretation of the situations 

they encounter.  This places newly qualified AMHPs as a central figure in a system of 

regulation and control of the population, specifically those people deemed to be 

‘mentally disordered’, a process that Foucault (1978) defined as bio-power (see 

Chapter 2.7).  This central role in regulating the population has been present since the 

earliest legislative frameworks were introduced (Hargreaves, 2000). 

 

The practice of the newly qualified AMHPs has much in common with the ASWs 

described by Sheppard (1990) as ‘gatekeepers’ and suggests that the AMHP role has 

not significantly changed since the Mental Health Act 1983 was introduced.  Firstly, 

the newly qualified AMHPs have an expectation that the AMHP gather as much 

relevant information as possible relating to ‘risk’ and a ‘social history’ to present this to 

the doctors as part of the assessment process.  Within the discussion of risk there was 

also a suggestion that the AMHP and the doctors needed to differentiate between 
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those genuinely mentally disordered and those whose difficulties were attributable to 

the misuse of drugs or alcohol.  This places newly qualified AMHPs in the role of 

having access to a particular identity, being ‘mentally disordered’, and access to 

resources i.e., admission to psychiatric hospital (though they do not have actual 

control over this and cannot force a hospital to admit someone).  The diagnosis of 

personality disorder represents a particular challenge for several of the newly qualified 

AMHPs as they encounter individuals given this label who appear to be at high risk of 

harm, however the psychiatrists often seem to discount the mental disorder and label 

the problem as behavioural.  Secondly, the newly qualified AMHPs possess this power 

as the result of being approved to act on behalf of their local authority (and therefore 

the state) through the operation of the Mental Health Act 1983.  Thirdly, the state has 

mandated the newly qualified AMHPs to bring a social perspective to the decision 

making, suggesting there is a social problem, something that as social workers they 

are used to being tasked with addressing.  Finally, the newly qualified AMHPs are 

expected to be independent and exercise their professional discretion in deciding 

whether to detain or not.  This is something that the newly qualified AMHPs know they 

will need to be able to do, though in the first year of practice they appear reluctant to 

challenge the views of psychiatrists and decline to detain when the doctors have both 

recommended this as the outcome.  The potential for the newly qualified AMHPs to 

be able to sometimes resist the medical discourse may strengthen the operation of 

bio-power as it demonstrates the system is functional and working as it should: 

If a few people opt out, move to the countryside, make their own life and refuse 
to cooperate with the dominant discourse or biopower regime, it is not 
threatening the production of biopower. A few differing ‘others’ might even 
strengthen the effects of various biopolitical strategies.  

  (Lilja & Vinthagen, 2014: p.121) 

 

As discussed in Chapter 2, resistance to the operation of disciplinary power, in this 

case the power of psychiatry, can be interpreted as a necessary aspect of the workings 

of such power.  The potential for a distinctive AMHP discourse, underpinned by 

sociological perspective on mental distress, mental health legislation, and promoting 

a critical service user perspective (Sayce, 2016) is discussed in more detail in Chapter 

9. 
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In conclusion, the newly qualified AMHPs play an integral part in the operation of the 

Mental Health Act 1983 through the application of a social perspective that is closely 

aligned with how they understand social work as a profession concerned with the 

social world and social history of the people being assessed.  This role in the operation 

of bio-power is an enduring one and the newly qualified AMHPs are part of the current 

manifestation of biopower in the regulation of mental disorder.  There is the potential 

for a distinctive AMHP discourse that would challenge the power of psychiatry, with a 

role for social work and AMHP academics in developing critically reflective AMHPs. 

 

10.5 Recommendations 
 
The conclusions of this thesis suggest a range of recommendations for professional 

and academic practice: 

• The development of professional identity and role should be embedded in the 

curriculum of the AMHP course, alongside an emphasis on critical reflective 

practice as a tool for exploring and developing an understanding of what it 

means to be an AMHP (and a social worker, or a nurse, or an occupational 

therapist).  The metaphor of a ‘hat’ (Long, et al., 2018) that the professional 

puts on to undertake the AMHP role is a useful tool for enabling students to 

discuss and debate their identity and role. 
• To ensure that the teaching in the curriculum of the AMHP course promotes a 

distinctive AMHP discourse, underpinned by the critical sociological 

perspective on mental disorder, on the nature of mental health law, and on the 

rights and perspectives of people with lived experience of mental distress.   

• To foster greater convergence in curriculum and pedagogic approach across 

the diversity of AMHP courses in England – this could include the development 

a national forum for academics from AMHP courses for the sharing of research 

and experiences of teaching AMHPs.  Such a forum could also have formal 

links with other forums such as the national AMHP leads forum. 
• The findings from this research could inform the development of formal 

regulations – as part of a revised Mental Health Act – for AMHP training and 

regulation.  Such regulations are a recommendation of the Wessley report 

(Department of Health, 2018). 
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• Newly qualified AMHPs to be provided with formal opportunities for further 

critical reflection and development (not just training).  This could be facilitated 

by Higher Education Institutions (HEI), perhaps as a formalised process of an 

assessed and supported first year (modelled on the process in both social work 

and teaching of a first year with a reduced case load and on-going mentoring 

and opportunities for reflection and learning).  This supports the finding in the 

SWE survey of AMHPs that “…supervision should be guaranteed for those who 

are newly qualified or, possibly, for trainees to continue to be observed post- 

qualification or to have access to a mentor” (Hemmington, et al., 2021: p.44).   

• Further research into how AMHPs learn to practise – for example an exploration 

of threshold concepts (Meyer & Land, 2003a) for AMHP practice.  This would 

include the development of HEI programmes of study and partnerships with 

local authorities to enable AMHPs to develop their research capability (Webber, 

2013). 

• Social work qualifying programmes, and post-qualifying programmes such as 

the Assessed and Supported Year in Employment (ASYE), to consider how 

students at every level can be enabled to develop their critical understanding 

of mental health social work (Morley & Stenhouse, 2021).  This would aim to 

ensure that social workers approach the AMHP course with a greater 

understanding of the critical perspective they will be applying as an AMHP, and 

what it might mean to be an AMHP. 
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Appendix 1 – Social Work England Approval Criteria for AMHPs 
 
Education providers must make sure that professionals who complete their AMHP 
training can meet the criteria set out in this section. We have based these criteria on 
Schedule 2 to the Mental Health (Approved Mental Health Professionals) (Approval) 
(England) Regulations 2008.  
 
A. Knowledge 
 
A1 Understand legislation, related codes of practice, and national and local policy and 
guidance applicable to the role of an AMHP and be able to apply this in practice. 
A2 Understand the legal position and accountability of AMHPs, employers, and the 
authority the AMHP is acting for in relation to the Mental Health Act 1983. 
A3 Understand a range of models of mental disorder and be able to apply them in 
practice. 
A4 Understand the contribution and impact of social, physical and development factors 
on mental health, and be able to apply this in practice. 
A5 Understand the social perspective on mental disorders and mental health needs in 
working with people with lived experience of social work, their relatives, carers and 
other professionals, and be able to apply this in practice. 
A6 Understand the implications of mental disorders for people with lived experience 
of social work, their relatives, carers and other professionals, and be able to apply this 
in practice. 
A7 Understand the implications of a range of treatments and interventions for people 
with lived experience of social work, their relatives and carers, and be able to apply 
this in practice. 
A8 Understand child and adult protection procedures in relation to AMHP practice. 
A9 Understand the needs of children and young people and their families, and the 
impact. 
 
B. Autonomous practice 
B1 Be able to exercise appropriate use of independence, authority and autonomy in 
the AMHP role. 
B2 Be able to recognise, assess and manage the risks related to the AMHP role 
effectively. 
B3 Be able to manage anxiety, risk and conflict, and understand its impact on AMHP 
practice.  
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C. Informed decision making 
C1 Be able to evaluate critically local and national policy to inform AMHP practice. 
C2 Be able to draw on, and evaluate critically, a range of research relevant to evidence 
based AMHP practice. 
C3 Be able to gather, analyse and share information appropriately. 
 
D. Equality and diversity 
D1 Be able to demonstrate sensitivity to factors such as race, gender, age, sexuality, 
disability, culture, religion and belief in AMHP practice. 
D2 Be able to identify, challenge and redress discrimination and inequality in AMHP 
practice. 
D3 Understand and respect people with lived experience of social work’s qualities, 
abilities and diverse backgrounds. 
D4 Be able to promote the rights, dignity and self-determination of people with lived 
experience of social work consistent with their own needs and wishes to enable them 
to contribute to the decisions made affecting their quality of life and liberty. 
D5 Be able to demonstrate sensitivity to a person with lived experience of social work’s 
needs for personal respect, confidentiality, choice, dignity and privacy. 
 
E. Communication 
E1 Be able to communicate effectively with people with lived experience of social work, 
relatives and carers when undertaking the AMHP role. 
E2 Be able to communicate advice, instruction, information and professional opinion, 
including providing verbal and written reports. 
E3 Be able to present a case at a legal hearing. 
E4 Be able to balance and manage the competing requirements of confidentiality and 
effective information sharing to the benefit of the person with lived experience of social 
work and other persons concerned with their care. 
 
F. Collaborative working 
F1 Be able to work with people with lived experience of social work, carers and others 
to evaluate the outcomes of interventions and identify any unmet needs. 
F2 Be able to build and sustain effective professional relationships with people with 
lived experience of social work, relatives and carers when undertaking the AMHP role. 
F3 Be able to work as an AMHP in partnership with others, including interagency and 
interprofessional working. 
F4 Understand the roles and responsibilities of other professionals involved in 
statutory mental health work. 
F5 Be able to use networks and community groups to influence collaborative working 
with people with lived experience of social work, agencies and advocates. 
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G. Assessment and intervention 
G1 Be able to make appropriate decisions that are sensitive to the needs of the person 
with lived experience of social work. 
G2 Be able to assess the feasibility of, and contribute effectively to, planning and 
implementing options for care of the person with lived experience of social work. 
G3 Be able to plan, negotiate and manage compulsory admission to hospital or 
arrangements for supervised community treatment. 
G4 Be able to manage and coordinate effectively the relevant legal and practical 
processes, including the involvement of other professionals, as well as people with 
lived experience of social work, relatives and carers. 
G5 Be able to complete statutory documentation, including an application for 
admission, and written records in accordance with applicable legislation, protocols and 
guidelines. 
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Appendix 2 – Module Specifications for the Post Graduate Diploma in Approved 
Mental Health Practice 
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MODULE SPECIFICATION TEMPLATE 
 

MODULE DETAILS 
Module title Applied Mental Health Law and Policy 
Module code SS7121 
Credit value 20 
Level 
Mark the box to the right of the 
appropriate level with an ‘X’ 

Level 4  Level 5  Level 6  Level 7 X Level 8  
Level 0 (for modules at foundation level)   

Entry criteria for registration on this module 

Pre-requisites 
Specify in terms of module codes or 
equivalent 

Students registered on PG Dip Approved Mental Health Practice training as 
Approved Mental Health Professionals (AMHPs), must be a professionally 
qualified and registered social worker, or nurse, or occupational therapist or 
chartered psychologist before starting learning on this module. 

Co-requisite modules 
Specify in terms of module codes or 
equivalent 

N/A 

Module delivery 

Mode of delivery Taught X Distance  Placement  Online  
   Other  
 

Pattern of delivery Weekly  Block X Other  
 

When module is delivered Semester 1  Semester 2 X Throughout year  
Other  

Brief description of module 
content and/ or aims 
Overview (max 80 words) 

The use of legislation to compel individuals to undergo assessment and 
treatment marks out mental disorder from other conditions.  Such coercion gives 
rise to significant issues of power and oppression. This module prepares AMHP 
students for the challenge of applying evidence-based practice to decision 
making in the AMHP role.  Students are supported to develop a critical 
understanding of the knowledge base to be applied to the AMHP role, 
integrating relevant theory and research and applying this to case material. 

Module team/ author/ 
coordinator(s) 

David Watson 

School SASS 
Site/ campus where delivered This module will normally be delivered at Falmer 

Course(s) for which module is appropriate and status on that course 

Course Status (mandatory/ compulsory/ optional) 
Post Graduate Diploma Approved Mental Health Practice  Mandatory 
  
  
  
 
MODULE AIMS, ASSESSMENT AND SUPPORT 
Aims This module aims to: 

§ Develop comprehensive up-to-date knowledge of mental health and other 
relevant legislation, codes, practice guidance and policies applicable to the 
AMHP role; including the legal position and accountability of the AMHP and 
local authorities; procedures for child and adult protection; and the roles of 
other professionals and agencies in statutory mental health work. 
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§ Develop in-depth self-directed skills in the critical application of such 

knowledge to evidence-based decision making in assessments for 
compulsory admission to hospital, Guardianship or supervised community 
treatment. 

 
§ Develop skills in the critical evaluation and application of mental health law, 

policies, theory and research, including service user and carer perspectives, 
to evidence-based AMHP practice  

 
§ Develop a critical awareness of service user, Nearest Relative and carer 

experiences of compulsory treatment, and the AMHP role in challenging 
discrimination and inequality, and promoting the rights, dignity, 
empowerment and self-determination of service users 

 
Learning outcomes On successful completion of this module the student will be able to: 

1. Demonstrate comprehensive knowledge of mental health and other relevant 
legislation, codes, practice guidance, policies, process of appeal against 
detention, and procedures for child/adult protection to inform interventions 
in the AMP role, including the legal position and accountability of the AMHP 
and their local authority 

 
2. Demonstrate systematic and critical application of mental health and other 

relevant legislation, codes, practice guidance, policies, values and ethics to 
decision making and planning in the AMHP role regarding possible 
compulsory admission to hospital, Guardianship, or supervised community 
treatment, with reference to relevant theory and research 

  
3. Demonstrate critical awareness of service user and carer perspectives on, 

and experiences of, compulsory assessment and treatment and the 
application of this knowledge to decision-making in the AMHP role 

 
4. Demonstrate comprehensive awareness and critical evaluation of issues of 

discrimination and inequality in the application and use of mental health 
legislation, and AMHP role in promoting the rights, dignity, empowerment 
and self-determination of service users. 

 
5. Demonstrate critical understanding of the roles and responsibilities of other 

professionals involved in statutory mental health work. 
 
Module learning outcomes address the following requirements of the AMHP 
approval criteria contained in Education and Training – Approved Mental Health 
Professionals (AMHP) Guidance (Social Work England, 2020): 
 
• A. Knowledge (A1, A2, A8) 
- A1 Understand legislation, related codes of practice and national and local 

policy and guidance applicable to the role of an AMHP, and be able to apply 
this in practice 

- A2 Understand the legal position and accountability of AMHPs, employers 
and the authority the AMHP is acting for in relation to the Mental Health Act 
1983 

- A8 Understand child and adult protection procedures in relation to AMHP 
practice 
 

§ C. Informed decision making (C1, C2) 
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- C1 Be able to evaluate critically local and national policy to inform AMHP 
practice 

- C2 Be able to draw on, and evaluate critically, a range of research relevant to 
evidence-based AMHP practice 

 
§ D. Equality and diversity (D1, D2, D3, D4)  
- D1 Be able to demonstrate sensitivity to factors such as race, gender, age, 

sexuality, disability, culture, religion and belief in AMHP practice 
- D2 Be able to identify, challenge and redress discrimination and inequality in 

AMHP practice 
- D3 Understand and respect people with lived experience of social work’ 

qualities, abilities and diverse backgrounds 
- D4 Be able to promote the rights, dignity and self-determination of people 

with lived experience of social work consistent with their own needs and 
wishes to enable them to contribute to the decisions made affecting their 
quality of life and liberty 
 

§ F. Collaborative working (F4) 
- F4 Understand the roles and responsibilities of other professionals involved 

in statutory mental health work 
 
§ G Assessment and intervention (G1, G2, G3, G4, G5) 
- G1 Be able to make appropriate decisions that are sensitive to the needs of 

the person with lived experience of social work 
- G2 Be able to assess the feasibility of, and contribute effectively to, planning 

and implementing options for care of the person with lived experience of 
social work  

- G3 Be able to plan, negotiate and manage compulsory admission to hospital 
or arrangements for supervised community treatment 

- G4 Be able to manage and co-ordinate effectively the relevant legal and 
practical processes, including the involvement of other professionals, as well 
as people with lived experience of social work, relative and carers 

- G5 Be able to complete statutory documentation, including an application for 
admission, and written records in accordance with applicable legislation, 
protocols and guidelines 

 
Content 1. The legal and policy (national and local) framework relating to the AMHP role; 

Mental Health Act 1983 (as amended by the Mental Health Act 2007); Mental 
Capacity Act 2005; Mental Health Act Code of Practice and Guiding Principles; 
Equality Act 2010; Human Rights Act 1998; No Health without Mental Health; 
the Care Programme Approach; Other relevant legislation, policy and 
practice frameworks, including those relating to children and young people, 
community care, disability, race and equal opportunities, vulnerable adults 
and mental capacity, criminal justice, carers, and Human Rights; Procedures 
for child and adult protection.  

2. The interagency context and multi-disciplinary nature of Mental Health Act 
assessments and working, including the legal powers, duties, roles, and 
responsibilities of the AMHPs, doctors, nurses and other professionals; 
professional codes of conduct and ethics – Social Work England, HCPC, NMC 
and BPS 

3. The role of mental health, other relevant legislation and policy/ practice 
guidance in assessing, securing treatment and providing care for vulnerable 
individuals, including those who pose a risk to their own health, safety or 
welfare, or that of others 

4. Theory and research in relation to the AMHP role; functions of the law; ethics 
and values in relation to the application of the law; how far can the state 
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intervene in the lives of citizens; research and statistical information on the 
operation of mental health law and policy  

5. Service user, Nearest Relative and carer experiences of the use and operation 
of the Mental Health Act 1983, and associated legislation and practice 
guidance 

6. Issues of discrimination and power as associated with the operation of 
mental health and other legislation and the conflict with, and challenges to, 
empowering practice and advocacy. 

7. The process of appeal against detention, Guardianship or supervised 
community treatment, including Managers’ Hearings, First-Tier Tribunals, the 
social circumstances report, and the involvement of Independent Mental 
Health Advocates. 

Learning support Indicative Reading 
Latest editions of the following texts: 
Barber, P., Brown, R. and Martin, D. (2019) Mental Health Law in England and 
Wales (4th Ed) London: SAGE 
Bogg, D. (2010) Values and Ethics in Mental Health Practice Exeter: Learning 
Matters 
Brown, R. (2019) The Approved Mental Health Professional’s Guide to Mental 
Health Law (5th Ed) London: SAGE 
Department of Health (2015) Mental Health Act 1983: Code of Practice – 2015 
Revision  London: TSO 
Department of Health (2015) Mental Health Act 1983: reference guide London: 
TSO 
Dimond, Bridgit (2016) Legal aspects of mental capacity: a practical guide for 
health and social care professionals (2nd Ed) Chichester: Wiley Blackwell 
Glasby, J. and Tew, J. (2015) Mental Health Policy and Practice (3rd Ed) London: 
Macmillan International Higher Education 
Hale, B. (2017) Mental Health Law (6th Ed) London: Blackwells 
Jones, R. (2019) Mental Health Act Manual (22nd Ed) London: Sweet & Maxwell 
Ricahrds, S. (2018) Working with the Mental Capacity Act 2005 UK: Matrix 
Training Associates 
 
Key Websites 
Care Quality Commission https://www.cqc.org.uk/  
(Last accessed 16/10/2019) 
The Mental Health Act 1983 
https://www.legislation.gov.uk/ukpga/1983/20/contents 
(Last accessed 16/10/2019) 
Mental Health Law Online http://www.mentalhealthlaw.co.uk/Main_Page 
(Last accessed 16/10/2019) 
 
Key Journals 
Journal of Adult Protection 
Journal of Mental Health 
British Journal of Social Work 
Practice 
 

 

Teaching and learning activities 

Details of teaching and 
learning activities 

The content will be delivered through lectures, group discussion and exercises. 
Directed study further develops learning introduced in lectures.  A core aspect of 
learning will be the development of evidence-based practice and skills in the 
application of relevant knowledge, law, policy and guidance to practice whilst on 
placement. Therefore, extensive use will be made in teaching of case material and 
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scenarios and use will also be made of participants’ practice experience, where 
possible. Service users’ experiences of the operation of the Mental Health Act and 
practice guidance will be provided by presentations from people, or groups, with 
lived experience of the Mental Health Act.  The formative task is a Mock 
Examination, consisting of a shortened version of both Paper One and Paper Two 
of the examination, allowing for 45 minutes each paper in examination 
conditions, as part of the scheduled teaching.  Feedback on the formative task is 
provided through self-assessment using model answers to the questions on the 
Mock papers, and a group discussion of the model answers. 
 

Allocation of study hours (indicative) 
Where 10 credits = 100 learning hours 

Study hours 

SCHEDULED 
 

This is an indication of the number of hours students can expect to spend in 
scheduled teaching activities including lectures, seminars, tutorials, project 
supervision, demonstrations, practical classes and workshops, supervised time 
in workshops/ studios, fieldwork, and external visits. 
 

 

 
 
 
 
 
42 hours 

 

GUIDED INDEPENDENT 
STUDY 
 

All students are expected to undertake guided independent study which 
includes wider reading/ practice, follow-up work, the completion of 
assessment tasks, and revisions. 
 

 

 
 
 
158 hours 
 

 

PLACEMENT 
 

The placement is a specific type of learning away from the University.  It 
includes work-based learning and study that occurs overseas. 

 
 

TOTAL STUDY HOURS 200 
 

Summative Assessment Task 

 

Dea 
 

Primary Mode 
1 

Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Written Exam 3 hours 100% % 
Assessmen
t task must 
be passed 

Reworking of 
original task or 
equivalent 

Detailed description of 
content (details of components 
and any special rules which apply to 
this assessment) 

 
This is a two-part examination: 
Paper One - This is a 90 minute unseen closed-book examination paper, 
with a series of short questions relating to the application of mental 
health law and policy.  
Paper Two - This is a 90 minute open-book examination paper, with a 
series of questions relating to the application of mental health law and 
policy to an unseen case study.   
Both papers address LO 1,2,3,4 and 5 

 
i. 1Categories as defined by the QAA Explaining contact hours: Guidance for institutions providing public information about 

higher education in the UK (2011) 
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NB Both Papers must be passed separately in order to pass the module 
overall.  Each paper is worth 50% of the overall marks for the module. 
 

 
TYPES OF ASSESSMENT TASK2 
Indicative list of summative assessment tasks which lead to the award of credit or which are required for progression.  
This information is published on Course-finder for prospective students. 

% weighting 
(or indicate if 
component is 
pass/fail) 

EXAMINATION 
 

Written exam 
 
Paper One – 1.5 hours unseen closed-book examination paper 
 
Paper Two – 1.5 hours open-book examination based on a seen 
case study 
 
NB Both Papers must be passed separately in order to pass the 
module overall.  Each paper is worth 50% of the overall marks 
for the module. 

 
 
50 
 
 
50 

 

COURSEWORK 
 

Written assignment/ essay, report, dissertation, portfolio, project output, set 
exercise 

 

 

PRACTICAL 
 

Oral assessment and presentation, practical skills assessment, set exercise  

 

 
EXAMINATION INFORMATION 
Area examination board  AMHP/CPD Combined AEB/CEB 

Refer to Academic Services for guidance in completing the following sections 

External examiners 
 

Name Position and institution Date appointed Date tenure 
ends 

Graham Noyce Social Work England 01/10/17 30/09/21 
    

 
QUALITY ASSURANCE 
Date of first approval 
Only complete where this is not the 
first version 

2008 

Date of last revision 
Only complete where this is not the 
first version 

Q&S editorial update July 2017  

Date of approval for this 
version 

Q&S Review July 2020 

Version number  2 
Modules replaced 
Specify codes of modules for which this 
is a replacement 

 

Available as free-standing module? Yes  No X 

 
ii. 2 Set exercises, which assess the application of knowledge or analytical, problem-solving or evaluative skills, are included 

under the type of assessment most appropriate to the particular task. 
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MODULE SPECIFICATION TEMPLATE 

 
MODULE DETAILS 
Module title Social & Psychological Contexts of Mental Health 
Module code SS7127 
Credit value 40 
Level 
Mark the box to the right of the 
appropriate level with an ‘X’ 

Level 4  Level 5  Level 6  Level 7 X Level 8  
Level 0 (for modules at foundation level)   

Entry criteria for registration on this module 

Pre-requisites 
Specify in terms of module codes or 
equivalent 

If students are taking this module as part of the PG Dip Approved Mental Health 
Practice, and training to become Approved Mental Health Professionals 
(AMHPs), they must hold a professionally qualification in social work, nursing, 
occupational therapy or psychology and be registered currently as a social 
worker, nurse, occupational therapist or chartered psychologist. 

Co-requisite modules 
Specify in terms of module codes or 
equivalent 

n/a 

Module delivery 

Mode of delivery Taught X Distance  Placement  Online  
   Other  
 

Pattern of delivery Weekly  Block X Other  
 

When module is delivered Semester 1  Semester 2 X Throughout year  
Other  

Brief description of module 
content and/ or aims 
Overview (max 80 words) 

This module takes a critical approach to the contested nature and origins of 
mental health, mental illness and mental disorder. Through the examination of a 
range of models of mental disorder and interventions, students will be 
encouraged to reflect on diagnosis and treatment. In particular, they will be 
supported to gain a greater understanding of the implications of mental 
disorders and treatments for service users, families and carers. 

Module team/ author/ 
coordinator(s) 

Emma Inch 

School School of Applied Social Science 
Site/ campus where delivered Falmer 

Course(s) for which module is appropriate and status on that course 

Course Status (mandatory/ compulsory/ optional) 
PG Dip Approved Mental Health Practice Mandatory 
  
  
  
 
MODULE AIMS, ASSESSMENT AND SUPPORT 
Aims This module aims to:  

• Critically explore different perspectives on mental health, 
including social perspectives, and a range of models of mental 
disorder, and explore how this understanding is applied in 
practice. 

• Critically explore how factors such as race, gender, age, 
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sexuality, disability, culture, religion and belief, and related 
discrimination, can interact with the development and progress 
of mental disorder.  

• Critically explore a range of treatments and interventions for 
mental disorder, including an evaluation of outcomes, and their 
implications for service users, families and carers.  

• Develop awareness of the experiences of services users, 
families and carers. 

Learning outcomes On successful completion of this module the student will be able to: 
 
LO1 – Demonstrate systematic, detailed and up-to-date knowledge of the social, 
psychological, cultural and bio-medical perspectives on mental disorder and 
mental health needs across the life course 
 
LO2 – Demonstrate a critical and in-depth understanding of different theories of 
the causation and treatment of mental disorder, and an understanding of the 
implications of diagnosis and treatment for service users, families and carers 
 
LO3 – Demonstrate a comprehensive and critical understanding of the impact of 
social factors including discrimination, disadvantage, social exclusion, and power 
relations can have on mental disorder and on access to services and treatment. 
 
LO4 – Evaluate, synthesise and critically apply a range of contemporary research 
on mental disorder and mental health needs, including service user and carer 
research. 
 
The module learning outcomes address the following requirements of the 
Education and Training – Approved Mental Health Professions (AMHP) Guidance 
(Part 2: Social Work England, 2020): 
§ A Knowledge (A3, A4, A5, A6, A7, A9) 
- A3 Understand a range of models of mental disorder and be able to apply 

them in practice.  
- A4 Understand the contribution and impact of social, physical and 

development factors on mental health, and be able to apply this in practice.  
- A5 Understand the social perspective on mental disorders and mental health 

needs in working with people with lived experience of social work, their 
relatives, carers and other professionals, and be able to apply this in 
practice.  

- A6 Understand the implications of mental disorders for people with lived 
experience of social work, their relatives, carers and other professionals, and 
be able to apply this in practice.  

- A7 Understand the implications of a range of treatments and interventions 
for people with lived experience of social work, their relatives and carers, 
and be able to apply this in practice.  

- A9 Understand the needs of children and young people and their families, 
and the impact those needs have on AMHP practice.  

 
§ C. Informed decision making (C2) 
- C2 Be able to draw on, and evaluate critically, a range of research relevant to 

evidence-based AMHP practice 
 

§ D. Equality and diversity (D1, D2, D3) 
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- D1 Be able to demonstrate sensitivity to factors such as race, gender, age, 
sexuality, disability, culture, religion and belief in AMHP practice.  

- D2 Be able to identify, challenge and redress discrimination and inequality in 
AMHP practice. 

- D3 Understand and respect people with lived experience of social work's 
qualities, abilities and diverse backgrounds.  

Content Content will include: 
• Critical approaches to different perspectives on mental health and 

mental disorder including social, medical and psychological.  
• Critical evaluation of the concept of diagnosis. 
• The different types of mental disorder and theories relating to their 

causation, relapse and recovery. 
• Treatments and interventions for mental disorder: research on their 

effectiveness, and their implications for service users, families and 
carers. 

• Critical evaluation of the concept of risk in relation to mental disorder. 
• The impact of social, physical and developmental factors on mental 

health. 
• The familial, social, cultural and ethnic context of mental disorder, the 

association with social exclusion, disadvantage, oppression, trauma and 
abuse, and the need for culturally competent practice. 

• The experience and implications of mental disorder and its diagnosis on 
service users, their families and carers. 

• Particular issues in mental health, and disorders, in relation to: 
-            Children and young people 
- Older people 
- People with learning disabilities 
- Alcohol and substance misuse 
- Suicide and self-harm 
- Parental mental disorder and child care 
- Mental disorder, violence and offending behaviour 

Learning support Indicative Reading: 
 
Latest editions of the following texts: 
 
Davidson, G., Campbell, J. Shannon, C. & Mulholland, C. (2016) Models of 
Mental Health London, Palgrave 
Fernando, S. (2014) Mental Health Worldwide Basingstoke, Palgrave Macmillan 
Golightly, M. & Goemans, R. (2017) Social Work & Mental Health London: Sage 
Matthews, S., O’Hare, P. & Hemmington, J. (2014) Approved Mental Health 
Practice: Essential Themes for Students & Practitioners Basingstoke, Palgrave 
Macmillan 
Morgan, A., Felton, A., Fulford, K.W.M., Kalathil, J. & Stacey, G. (2016) Values & 
Ethics in Mental Health London, Palgrave 
Sayce, L. (2016) From Psychiatric Patient to Citizen Revisited London, Palgrave 
Tew, J. (2011) Social Approaches to Mental Distress Basingstoke, Palgrave 
Macmillan 
 
Key Websites: 
American Psychiatric Association (DSM-5) 
https://www.psychiatry.org/psychiatrists/practice/dsm [Accessed 31/10/19] 
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British Psychological Society https://www.bps.org.uk/  [Accessed 31/10/19] 
World Health Organisation (ICD 11) http://www.who.int/classifications/icd/en/ 
[Accessed 31/10/19] 
 
Key Journals 
British Journal of Social Work 
British Journal of Psychiatry 
International Journal of Mental Health 
Journal of Mental Health 

 

Teaching and learning activities 

Details of teaching and 
learning activities 

A range of learning and teaching strategies will be used including lectures and 
other formal presentations, seminars and small group work. The experience of 
services users, their relatives and carers will be a central to the module and, as 
such, learning and teaching will include presentations and discussions led by 
members of user and carer groups. Practitioners from different professions will 
also contribute. Directed reading will be used both to enable students to 
prepare for taught sessions, and to develop their learning on topics introduced 
in lectures and presentations. 
 
Formative Task 
Students will submit a plan of their 5000 word essay and will receive verbal 
feedback on this from the teaching team. 

Allocation of study hours (indicative) 
Where 10 credits = 100 learning hours 

Study hours 

SCHEDULED 
 

This is an indication of the number of hours students can expect to spend in 
scheduled teaching activities including lectures, seminars, tutorials, project 
supervision, demonstrations, practical classes and workshops, supervised time 
in workshops/ studios, fieldwork, and external visits. 

36 

 

GUIDED INDEPENDENT 
STUDY 
 

All students are expected to undertake guided independent study which 
includes wider reading/ practice, follow-up work, the completion of 
assessment tasks, and revisions. 

364 

 

PLACEMENT 
 

The placement is a specific type of learning away from the University.  It 
includes work-based learning and study that occurs overseas. 

 

TOTAL STUDY HOURS 400 
 

Summative Assessment Task 1 

 

Option 1a  
Dea 
 

Primary Mode 
3 

Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Written 
assignment / 
essay 

5000 
words 100% % 

Assessmen
t task must 
be passed 

Reworking of 
original task or 
equivalent 

 
iii. 3Categories as defined by the QAA Explaining contact hours: Guidance for institutions providing public information about 

higher education in the UK (2011) 
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Detailed description of 
content (details of components 
and any special rules which apply to 
this assessment) 

All learning outcomes will be demonstrated in a 5000 word essay which explores 
different perspectives on, and interventions for, a particular form of mental 
disorder, and considers the relevance of this knowledge for practice. 

Option 1b  
(only where choice of 
assessment offered) 
 
 

Primary Mode  Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Select   Select Select 
Reworking 
of original 
task or 
equivalent 

Detailed description of 
content (details of components 
and any special rules which apply to 
this assessment) 

 
 
 
 
 
 

 

Summative Assessment Task 2  

 

Option 2a  
 
 

Primary Mode  Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Select   Select Select 
Reworking 
of original 
task or 
equivalent 

 Detailed 
description of content (details 
of components and any special 
rules which apply to this 
assessment) 
 
 
 

 
 
 

Option 2b  
(only where choice of 
assessment offered) 
 
 
 

Primary Mode  Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Select   Select Select 
Reworking 
of original 
task or 
equivalent 

Detailed description of 
content (details of components 
and any special rules which apply to 
this assessment) 

 
 
 
 
 
 
 

 
In-Year Module Retrieval 
available on this module?  
(Level 4 only) 

Exempt 
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TYPES OF ASSESSMENT TASK4 
Indicative list of summative assessment tasks which lead to the award of credit or which are required for progression.  
This information is published on Course-finder for prospective students. 

% weighting 
(or indicate if 
component is 
pass/fail) 

EXAMINATION 
 

Written exam  

 

COURSEWORK 
 

Written assignment/ essay, report, dissertation, portfolio, project output, set 
exercise 

100% 

 

PRACTICAL 
 

Oral assessment and presentation, practical skills assessment, set exercise  

 

 
EXAMINATION INFORMATION 
Area examination board  AMHP/CPD Combined AEB/CEB 

Refer to Academic Services for guidance in completing the following sections 

External examiners 
 

Name Position and institution Date appointed Date tenure 
ends 

Graham Noyce Social Work England 01/10/17 30/09/21 
    
    

 
QUALITY ASSURANCE 
Date of first approval 
Only complete where this is not the 
first version 

April 2007 

Date of last revision 
Only complete where this is not the 
first version 

Q&S editorial updates July 2017 

Date of approval for this 
version 

Q&S Review July 2020 

Version number  2 
Modules replaced 
Specify codes of modules for which this 
is a replacement 

n/a 

Available as free-standing module? Yes X No  

 

 

 

 
 

 

 

 
iv. 4 Set exercises, which assess the application of knowledge or analytical, problem-solving or evaluative skills, are included 

under the type of assessment most appropriate to the particular task. 
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MODULE SPECIFICATION TEMPLATE 

 
MODULE DETAILS 
Module title Ethics, Values & Equalities in Mental Health 
Module code SS7128 
Credit value 20 
Level 
Mark the box to the right of the 
appropriate level with an ‘X’ 

Level 4  Level 5  Level 6  Level 7  Level 8  
Level 0 (for modules at foundation level)   

Entry criteria for registration on this module 

Pre-requisites 
Specify in terms of module codes or 
equivalent 

If students are taking this module as part of the PG Dip Approved Mental Health 
Practice, and training to become Approved Mental Health Professionals 
(AMHPs), they must hold a professionally qualification in social work, nursing, 
occupational therapy or psychology and be registered currently as a social 
worker, nurse, occupational therapist or chartered psychologist. 

Co-requisite modules 
Specify in terms of module codes or 
equivalent 

n/a 

Module delivery 

Mode of delivery Taught  Distance  Placement  Online  
   Other  
 

Pattern of delivery Weekly  Block  Other  
 

When module is delivered Semester 1  Semester 2  Throughout year  
Other  

Brief description of module 
content and/ or aims 
Overview (max 80 words) 

The module explores issues in relation to ethics, values and equalities in the field 
of mental health. The overarching aim is to enable students to reflect critically 
upon the contested nature of mental health and the debates in relation to ethics 
and values that this engenders. An exploration of service users’ experiences of 
stigma, discrimination and inequality will be central to the module, as well as a 
critical perspective on power.  

Module team/ author/ 
coordinator(s) 

Emma Inch 

School School of Applied Social Science 
Site/ campus where delivered Falmer 

Course(s) for which module is appropriate and status on that course 

Course Status (mandatory/ compulsory/ optional) 
Post Graduate Diploma Approved Mental Health Practice Mandatory 
  
  
  
 
MODULE AIMS, ASSESSMENT AND SUPPORT 
Aims This module aims to: 

• critically explore the key debates in relation to ethics, values and 
equality as applied to the contested field of mental health, mental illness and 
mental disorder 
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• explore and critically analyse the experiences of mental health service 
users and carers, particularly in relation to discrimination, diversity and 
difference, and the implications of this for social inclusion 
• critically explore the relationship between mental health professionals 
and service users / carers, especially the developments in relation to the social 
perspective, personalisation and service user-led research 

Learning outcomes On successful completion of this module the student will be able to: 
 
LO1 - Demonstrate in-depth knowledge and critical analysis of ethical principles 
and values in relation to mental health, mental illness and mental disorder 
 
LO2 - Demonstrate systematic, detailed understanding and critical analysis of the 
complexities of discrimination (past and present) experienced by users of 
services; the implications of this and the importance of values, equality and ethics 
for the promotion of social inclusion 
 
LO3 - Critically evaluate issues of power and authority in relation to 
professionalism and service delivery in mental health 
 
LO4 - Demonstrate a thorough understanding of developments in relation to 
social perspectives in mental health, personalisation and service user research 
and systematic analysis of the implications for service users and carers 
 
The module learning outcomes address the following requirements of the 
Education and Training – Approved Mental Health Professions (AMHP) Guidance 
(Part 2: Social Work England, 2020): 
§ A. Knowledge (A5, A6) 
- A5 Understand the social perspective on mental disorders and mental health 

needs in working with people with lived experience of social work, their 
relatives, carers and other professionals, and be able to apply this in practice.  

- A6 Understand the implications of mental disorders for people with lived 
experience of social work, their relatives, carers and other professionals, and 
be able to apply this in practice  

§ C. Informed decision making (C2) 
- C2 Be able to draw on, and evaluate critically, a range of research relevant to 

evidence-based AMHP practice 
 

§ D. Equality and diversity (D1, D2) 
- D1 Be able to demonstrate sensitivity to factors such as race, gender, age, 

sexuality, disability, culture, religion and belief in AMHP practice.  
- D2 Be able to identify, challenge and redress discrimination and inequality in 

AMHP practice.  

 
Content Content will include: 

• Ethics and values in mental health – an examination of contemporary 
debates within mental health, placing them in the context of the contested 
nature of mental health. 
• Difference in Mental Health – The concept of stigma, and an exploration 
of how past attitudes and service delivery continues to influence stereotypical 
assumptions about mental disorder. The interaction of issues relating to gender, 
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race, culture, sexuality, poverty, class, disability, age, religion and belief in 
relation to assumptions about mental ill health, its diagnosis and services offered. 
The relationship with issues of social inclusion, human rights, diversity and 
equality of opportunity.  
• Violence and Risk – the ethical context for debates regarding risk and 
violence being associated with mental ill health.  
• Power in Mental Health - The professionalism of mental health, and the 
power of diagnosis: ethical issues related to the use of law to compel treatment 
and assessment. 
• The historical development of service users and carers as consumers 
and researchers of the experience of mental health and interventions offered.  

Learning support Indicative Reading: 
Latest editions of the following texts: 
Bogg, D. (2010) Values & Ethics in Mental Health Practice Exeter: Learning 
Matters 
Heller, T. et al (1996) Mental Health Matters Basingstoke, Open University 
Matthews, S., O’Hare, P. & Hemmington, J. (2014) Approved Mental Health 
Practice: Essential Themes for Students & Practitioners Basingstoke, Palgrave 
Macmillan 
Morgan, A., Felton, A., Fulford, K.W.M., Kalathil, J. & Stacey, G. (2016) Values & 
Ethics in Mental Health London, Palgrave 
Pilgrim, D. & McCranie, A. (2013) Recovery & Mental Health: A Critical 
Sociological Account Basingstoke, Palgrave Macmillan 
Rogers, A. & Pilgrim, D. (2014) A Sociology of Mental Health & Illness 
Maidenhead: Open University Press 
 
Key Websites: 
Critical Psychiatry Network http://www.criticalpsychiatry.co.uk/ [Accessed 
31/10/19] 
 
Key Journals: 
British Journal of Social Work 
British Journal of Psychiatry 
International Journal of Mental Health 
Journal of Mental Health 

 

Teaching and learning activities 

Details of teaching and 
learning activities 

The content will be delivered through presentations and structured discussion 
and exercises, provided by academic staff and experts by experience, as well as 
practitioners as appropriate.  
 
Formative Task 
Students will submit a plan of their poster presentation. They will receive verbal 
feedback from the teaching team. 

Allocation of study hours (indicative) 
Where 10 credits = 100 learning hours 

Study hours 

SCHEDULED 
 

This is an indication of the number of hours students can expect to spend in 
scheduled teaching activities including lectures, seminars, tutorials, project 
supervision, demonstrations, practical classes and workshops, supervised time 
in workshops/ studios, fieldwork, and external visits. 

30 

 

GUIDED INDEPENDENT 
STUDY 
 

All students are expected to undertake guided independent study which 
includes wider reading/ practice, follow-up work, the completion of 
assessment tasks, and revisions. 

170 
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PLACEMENT 
 

The placement is a specific type of learning away from the University.  It 
includes work-based learning and study that occurs overseas. 

 

TOTAL STUDY HOURS 200 
 

Summative Assessment Task 

 

 
Dea 
 

Primary Mode 
5 

Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Individual Oral 
Assessment 
and 
Presentation 

5 minutes 
presentati
on & up to 
20 minutes 
Q&A 

100% % 
Assessmen
t task must 
be passed 

Reworking of 
original task or 
equivalent 

Detailed description of 
content (details of components 
and any special rules which apply to 
this assessment) 

All learning outcomes will be assessed via a 5 minute poster presentation  followed 
by up to 20 minutes of questions from assessors. 
 
The student’s poster must offer a visual presentation of their capacity to use 
reflection and critical analysis in relation to ethics, values and equality in 
contemporary mental health. The focus of the poster will be discussed and agreed 
with the module coordinator at the end of the module. The student will explicate 
how a critical understanding of the experiences and perspectives of service users 
and/or carers informs their analysis of the concept. The student will also critically 
evaluate the role of professionals, and the implications for professionals of social 
perspectives, personalisation and service user research, in relation to the concept. 

 

 
In-Year Module Retrieval 
available on this module?  
(Level 4 only) 

Exempt 
 

 
TYPES OF ASSESSMENT TASK6 
Indicative list of summative assessment tasks which lead to the award of credit or which are required for progression.  
This information is published on Course-finder for prospective students. 

% weighting 
(or indicate if 
component is 
pass/fail) 

EXAMINATION 
 

Written exam  

 

COURSEWORK 
 

Written assignment/ essay, report, dissertation, portfolio, project output, set 
exercise 

 

 

PRACTICAL 
 

Oral assessment and presentation, practical skills assessment, set exercise 100% 

 

 

 
v. 5Categories as defined by the QAA Explaining contact hours: Guidance for institutions providing public information about 

higher education in the UK (2011) 

 

 

vi. 6 Set exercises, which assess the application of knowledge or analytical, problem-solving or evaluative skills, are included 
under the type of assessment most appropriate to the particular task. 
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EXAMINATION INFORMATION 
Area examination board  AMHP / CPD Combined AEB/CEB 

Refer to Academic Services for guidance in completing the following sections 

External examiners 
 

Name Position and institution Date appointed Date tenure 
ends 

Graham Noyce Social Work England 01/10/17 30/09/21 
    
    

 
QUALITY ASSURANCE 
Date of first approval 
Only complete where this is not the 
first version 

November 2013 

Date of last revision 
Only complete where this is not the 
first version 

Q&S editorial update July 2017 

Date of approval for this 
version 

Q&S Review July 2020 

Version number  2 
Modules replaced 
Specify codes of modules for which this 
is a replacement 

n/a 

Available as free-standing module? Yes X No  
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MODULE SPECIFICATION TEMPLATE 

 
MODULE DETAILS 
Module title Managing Mental Health Assessments and Interventions 
Module code SS7131 
Credit value 40 
Level 
Mark the box to the right of the 
appropriate level with an ‘X’ 

Level 4  Level 5  Level 6  Level 7 X Level 8  
Level 0 (for modules at foundation level)   

Entry criteria for registration on this module 

Pre-requisites 
Specify in terms of module codes or 
equivalent 

• Available only to students registered on the PG Dip. Approved Mental Health 

Practice, training as Approved Mental Health Professionals (AMHPs; Mental 

Health Act 1983, as amended by the Mental Health Act 2007).  

• Students must hold a professional qualification in social work, nursing, 

occupational therapy or psychology and be registered currently as a social worker, 

mental health or learning disability nurse, occupational therapist or chartered 

psychologist.  

Co-requisite modules 
Specify in terms of module codes or 
equivalent 

N/A 

Module delivery 

Mode of delivery Taught   X Distance  Placement   X Online  
   Other  
 

Pattern of delivery Weekly  Block   X Other  
 

When module is delivered Semester 1  Semester 2   X Throughout year  
Other  

Brief description of module 
content and/ or aims 
Overview (max 80 words) 

This module prepares students for autonomous and independent practice as an 

AMHP, by promoting development of critical reflection and evidence-based 

practice through supporting students in shadowing and undertaking AMHP 

practice.  Central to this is awareness of service users as unique individuals, and 

promotion of their rights, dignity and self-determination.  Students learn the skills 

necessary to manage risk; plan, negotiate and manage compulsory admission to 

hospital, Guardianship or Supervised Community Treatment; complete required 

documentation; and the process for appealing against detention.  

Module team/ author/ 
coordinator(s) 

Annie Mullin 

School School of Applied Social Science 
Site/ campus where delivered Falmer 

Course(s) for which module is appropriate and status on that course 

Course Status (mandatory/ compulsory/ optional) 
Post Graduate Diploma Approved Mental Health Practice Mandatory  
  



 231 

 
MODULE AIMS, ASSESSMENT AND SUPPORT 
Aims The module aims to enable students to: 

• Apply relevant legislation, policy, codes, practice guidance, knowledge, theory 

and research to evidence-based AMHP practice. 

• Develop self-directed practice skills in the AMHP role. 

• Critically reflect on their AMHP practice and professional development as a 

prospective AMHP.  

• Demonstrate the requirements of the Education and Training – Approved Mental 

Health Professions (AMHP) Guidance (Part 2: Social Work England, 2020). 

Learning outcomes On successful completion of the module the student will be able to: 

 

LO1.  Critically evaluate and apply detailed knowledge, law, policy, 

theory, research, ethical principles, and professional codes of conduct to 

informed evidence-based decision making in the AMHP role, in relation 
to assessments for compulsory admission to hospital, or Guardianship, 

and arrangements for Supervised Community Treatment, evaluating the 

options for the care of the service user, including identifying any unmet 

needs. 

LO2. Demonstrate independent judgement, use of authority, and 

application of a social perspective in the AMHP role, including effective 

communication with service users, Nearest Relatives, carers, families 

and other professionals, balancing effective information sharing with the 
requirements of confidentiality. 

LO3.  Assess and effectively manage risk, enabling service users to 

contribute to decisions that may affect their liberty or quality of life, whilst 

reflecting upon containing and managing conflict and anxiety.     

LO4.  Systematically gather, analyse and synthesise information, 
applying this to evidence-based decision making, and the completion of 

documentation, in relation to compulsory admissions to hospital or 

Guardianship, and preparing for, and presenting to, legal hearings. 

LO5. Demonstrate critical awareness of values, diversity and equality in 

AMHP practice, promoting social inclusion, respect, rights, dignity, 

choice and privacy. 

LO6.  Demonstrate effective professional relationships and partnership 
working with: 

a) Service users, Nearest Relatives, carers and familities, networks 
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and / or community groups involved in their care.  

b) Other professionals, advocates and agencies, including an 
understanding of the different roles and responsibilities of these in 

relation to statutory mental health work.    

LO7.  Critically reflect on, and evaluate, own practice in the AMHP role, 
and on own professional development and future learning needs. 

LO8. Consistently demonstrate all elements of the Education and 

Training – Approved Mental Health Professions (AMHP) Guidance (Part 

2: Social Work England, 2020). 

A) Knowledge (A1, A2, A3, A4, A5, A6, A7, A8, A9) 

B) Autonomous practice (B1, B2, B3) 

C) Informed decision making (C1, C2, C3) 

D) Equality and diversity (D1, D2, D3, D4, D5) 

E) Communication (E1, E2, E3, E4) 

F) Collaborative working (F1, F2, F3, F4, F5) 

G) Assessment and Intervention (G1, G2, G3, G4, G5). 

Content 1. Relevant standards, policies and frameworks, e.g. 

i. Mental Health Act 1983: Code of Practice (DH 2015) 

ii. Refocusing the Care Programme Approach (DH, 2008) 

iii. No Health Without Mental Health (DH, 2011) 

iv. Making mental health services more effective and accessible 

(DH, 2013) 

v. Implementing the Five year Forward View for Mental Health (DH, 
2016) 

vi. Standards of conduct, performance and ethics (HCPC, 2016) / 
The Code: Professional Standards of Practice and Behaviour for nurses, 

midwives and nursing associates (NMC, 2018) / Code of Ethics and 

Conduct (BPS, 2018) 

vii. Mental Health Crisis Care Concordat (DH & Concordat 
Signatories, 2014). 

 

2. Management of referrals of acutely mentally disordered or ill 

individuals; initial assessment, including the application of mental 
health law, and critical knowledge of the range of different models of 

mental disorders/ illnesses and associated interventions and 

treatments, including social, physical and developmental factors. 
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3. Social perspectives, values and independence of the AMHP role.  
The ability to challenge, and where possible redress, discrimination 

and oppression in the use of mental health legislation and the impact 

of the compulsory admission process on the individual, recognizing 

their strengths, rights and qualities. 

 

4. Application of the law to planning, negotiating and managing 

compulsory admissions to hospital, Guardianship or arrangements 

for Supervised Community Treatment; the role of Independent 

Mental Health Advocates; and the nature of the statutory 

documentation required. 

 
5. Local and national policies in relation to the AMHP role, for example local 

policies on Section 135/136 or Conveyance to hospital. 

 

6. The importance of, and skills in, gathering and applying information 

and data in decision making, based on the views of users, carers and 

professionals, including social and psychiatric background and 

history.  

 

7. Assessment, analysis and safe management of risk to self or others, 

including positive risk taking, the importance of safety of self in the 

assessment process. 

 
8. Use of networks and community resources in meeting need and 

assessment of the alternative(s) to compulsory admissions. 

 

9. Application of values based practice and social perspectives in 
making properly informed independent decisions in relation to 

compulsory admissions. 
 

10. Developing skills in communication sensitive to acutely ill and 

mentally distressed individuals and that take account of the 

perspectives of other professionals. 

Learning support Indicative Reading 

 

Latest editions of the following texts: 

Barcham, C., 2016.  The Pocketbook Guide to Mental Health Act 
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Assessments. 2nd ed.  London: Open University Press.  

Barker, P., 2011.  Mental Health Ethics: The human context.  Abingdon: 
Routledge.  

Bolton, G., 2014.  Reflective Practice: Writing and professional 

development.  London: SAGE.    

Fernando, S., 2010.  Mental Health, Race and Culture.  3rd ed.  

Basingstoke: Palgrave. 

Helyer, R., ed., 2015.  The Work-based Learning Student Handbook. 2nd 
ed.  London: Palgrave Macmillan.      

Howe, D.  2008.  The Emotionally Intelligent Social Worker.  London: 

Palgrave.  

Hughes, M.  2019.  A Guide to Statutory Social Work Interventions: The 

Lived Experience.  London: Red Globe Press.    

Jones, R. 2019. Mental Health Act Manual. 20th ed. London: Sweet & 

Maxwell. 

Matthews, S, O’Hare. P. and Hemmington, J. eds., 2014.  Approved 

Mental Health Practice: Essential Themes for Students and Practitioners.  

London: Palgrave Macmillan.     

O’Sullivan, T.  2011.  Decision-making in Social Work.  Basingstoke: 

Palgrave Macmillan.  

Stone, K, Vicary, S and Spencer-Lane, T.  2020.  The Approved Mental 

Health Professional Practice Handbook.  Bristol: Policy Press. 

Tew, J.  2011.   Social Approaches to Mental Distress.  London: Red Globe 

Press. 

Thompson, S. and Thompson, N.  2018.  The Critically Reflective 

Practitioner. 2nd ed.  London: Palgrave.  

 

Key Websites: 

University of Manchester.  2018.  The National Confidential Inquiry into 

Suicide and Safety in Mental Health.  Annual Report: England, Northern 

Ireland, Scotland, Wales.  

<https://sites.manchester.ac.uk/ncish/>  [Accessed 01 November 2019] 

 

Key journals: 

British Journal of Social Work 

Ethics and Social Welfare 

International Journal of Mental Health Nursing 

Journal of Mental Health 
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Journal of Social Welfare and Family Law 

Journal of Social Work Practice 

Mental Health Review Journal 

Practice 

 

 

Other resources: 
Policy documents / reports.  

Care Quality Commission (CQC).  2019.  Monitoring the Mental Health 

Act in 2017 / 18.  London: CQC. 

Department of Health.  2015.  Mental Health Act 1983: Code of Practice.  

London: Department of Health.  

UK Government.  2018.  Modernising the Mental Health Act: Increasing 

choice, reducing compulsion.  Final Report of the Independent Review of 

the Mental Health Act 1983.  [pdf]  Gov.uk  Available at: 

https://assets.publishing.service.gov.uk/government/uploads/system/upl

oads/attachment_data/file/778897/Modernising_the_Mental_Health_Act
_-_increasing_choice__reducing_compulsion.pdf [Accessed 29 July 

2019] 
 

Teaching and learning activities 

Details of teaching and 
learning activities 

Learning and Teaching on this module focuses upon: 

• The critical application of knowledge, theory and research to AMHP 

practice. 

• The development of autonomous skills in the use and application of 

mental health law to assessments for compulsory admissions to hospital. 

• Social perspectives, values and ethical practice in the AMHP role. 

  

At the heart of SS7131 Managing Mental Health Act Assessments and 

Interventions is the need for students to develop their professional 
practice as an AMHP in respect of the requirements in the Education and 

Training – Approved Mental Health Professions (AMHP) Guidance (Part 

2: Social Work England, 2020)..  As such, core learning takes place in 

practice, and this is supported by a series of lectures, workshops and 

regular group practice learning in the University. The student’s employing 

or sponsoring Local Authority / Health Trust arrange for appropriate 

placements for each of the students, in a specialist mental health setting, 
where they work ‘normal’ working hours. Placements are for a minimum 

of 40 days. There is a continuous cycle of learning from, and reflecting 
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upon, complex, challenging AMHP practice throughout the placement. 

The focus is on the integration and application of learning on mental 

disorder (with particular reference to the social perspective and service 

user perspectives); law and policy; on risk assessment and 
management; the AMHP role in safeguarding and protection and on 

theory, methods and research in relation to AMHP practice. The student 

develops their skills in relation to managing the process of compulsory 

admission to hospital, Guardianship and supervised community 

treatment, including collaborative working with service users, carers, 

relatives and other professionals. 

Students’ AMHP practice is supervised and guided in the agency by a 
qualified, experienced AMHP acting as Practice Supervisor. All AMHP 

Practice Supervisors are required by their employers to be registered 

with the appropriate professional register. To be eligible as a Practice 

Supervisor for an AMHP student the Local Authority must be also 

satisfied that the supervisor is an AMHP who has either undertaken, or 
is undertaking, appropriate practice educator training. 

 

The agency based Practice Supervisor introduces the student to the requirements 

and practices of the placement and supervises the student’s AMHP practice. At 

the start of the placement the student and their Practice Supervisor will 

collaborate on the development of a Learning and Development Plan that 

identifies for the student, AMHP Practice Supervisor and University Tutor how the 

Education and Training – Approved Mental Health Professions (AMHP) Guidance 

(Part 2: Social Work England, 2020) criteria will be met in practice. The Learning 

and Development Plan also includes identification and evaluation by the student 

and Practice Supervisor of the student’s knowledge and skills to date, together 

with learning and development needs, and an indication of how these will be met, 

in relation to AMHP role and evidence of the student’s Induction (including any 

Health & Safety policies or procedures that the student needs to be aware of) to 

the placement setting. The Learning and Development Plan has to be agreed by 

the Tutor, and a review meeting will take place during the placement. Placement 

based Practice Supervisors offer regular supervision to the student in relation to 

the AMHP practice they are undertaking, and are supported themselves by the 

AMHP Lead Professional in their authority. Practice Supervisors attend 

preparatory, supportive and evaluative sessions in the University.  
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Students are supported in their learning by a pre-placement preparatory 

workshop session; a series of lectures and workshops delivered over Semester 2 

focusing on acquisition and application of knowledge and skills relevant to specific 

elements of the AMHP role or specialist areas of practice ((co-)facilitated by 

specialist practitioners and / or service users and carers) and supported by 

Directed Study; and regular group Practice Tutorials held approximately once 

every 4-5 weeks throughout the course and facilitated by the student’s Tutor, as 

well as individual tutorial time with their Tutor. 

 
Breakdown of scheduled teaching and placement hours: 

10 X 3 HOURS LECTURES and 10 x 2.5 HOURS LECTURES (55 hours)  

3 X 3 HOURS GROUP TUTORIALS (9 hours) 

3 X 0.33 HOURS INDIVIDUAL TUTORIALS (1 hour) 

40 X 7 HOURS PLACEMENT (280 hours) 

 

Formative Task: 

1. Students are required bring samples of their portfolio evidence (Student 

Summaries of Work and Practice Evidence Sheets) to group tutorials.  

Students will receive peer and tutor feedback on these.  

2. Students are required to bring an outline plan of their Evaluative and 

Reflective account to an individual tutorial.  Students will receive verbal 

feedback on this plan.  Students will have time to begin developing this 

plan during an assignment workshop and in independent study time.   

Allocation of study hours (indicative) 
Where 10 credits = 100 learning hours 

Study hours 

SCHEDULED 
 

This is an indication of the number of hours students can expect to spend in 
scheduled teaching activities including lectures, seminars, tutorials, project 
supervision, demonstrations, practical classes and workshops, supervised time 
in workshops/ studios, fieldwork, and external visits. 

65 

 

GUIDED INDEPENDENT 
STUDY 
 

All students are expected to undertake guided independent study which 
includes wider reading/ practice, follow-up work, the completion of 
assessment tasks, and revisions. 

55 

 

PLACEMENT 
 

The placement is a specific type of learning away from the University.  It 
includes work-based learning and study that occurs overseas. 

280 

TOTAL STUDY HOURS 400 
 

Summative Assessment Task 
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Dea 
 

Primary Mode 
7 

Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Written 
Assignment/ 
Essay 

4000 
100% of 
mark for 
credit 

% 
Standard 
(GEAR) 

Reworking of 
original task or 
equivalent 

Detailed description of 
content (details of components 
and any special rules which apply to 
this assessment) 

Learning Outcomes 1-8 (inclusive) are demonstrated through a 
4000 word Evaluative, Reflective Account of AMHP Practice, critically 
analysing and reflecting on an example, or examples, of own AMHP 

practice with users of services/ Nearest Relatives / carers, applying and 
critically evaluating relevant skills, knowledge, theory, methods, law/ 

practice guidance/ policy and research evidence to practice situations, 

including those involving risk/ safeguarding/ protection, taking account of 

service user/ carer perspectives, anti oppressive practice, values and 

ethics.  

 

Students must pass both the Portfolio and the Evaluative, 
Reflective Account to pass the module.  

 

Summative Assessment Task 2  

 
  
 
 

Primary Mode  Length Weighting Mark 
Scheme 

Threshold Referral 
task 

Portfolio N/A N/A Pass/ Fail 
Assessmen
t task must 
be passed 

Reworking 
of original 
task or 
equivalent 

 Detailed 
description of content (details 
of components and any special 
rules which apply to this 
assessment) 
 
 
 

Learning outcomes 1 – 8 (inclusive) are demonstrated through a 
structured Portfolio of evidence in relation to all the elements of the 
Education and Training – Approved Mental Health Professions 
(AMHP) Guidance (Part 2: Social Work England, 2020) in a 40 day 
AMHP practice placement. The portfolio is graded PASS/ FAIL.  All 

elements of the portfolio must be assessed as satisfactory to achieve a 

pass. 

 
The Practice Portfolio 

 
vii. 7Categories as defined by the QAA Explaining contact hours: Guidance for institutions providing public information about 

higher education in the UK (2011) 
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Students following this module are required to complete and present a 

structured Portfolio, of anonymous evidence, demonstrating that that 

they have met all the criteria in the Education and Training – Approved 

Mental Health Professions (AMHP) Guidance (Part 2: Social Work 
England, 2020): 

• Knowledge (A1, A2, A3, A4, A5, A6, A7, A8, A9) 

• Autonomous practice (B1, B2, B3) 

• Informed decision making (C1, C2, C3) 

• Equality and diversity (D1, D2, D3, D4, D5) 

• Communication (E1, E2, E3, E4) 

• Collaborative working (F1, F2, F3, F4, F5) 

• Assessment and Intervention (G1, G2, G3, G4, G5). 

 

The Portfolio facilitates the critical synthesis of knowledge, theory and 

research applied to the AMHP role in mental health services. The 

portfolio is designed to support learning on a developmental basis and 
will comprise: 

• Approved Mental Health Professional Learning and 
Development Plan that identifies the student, Practice 
Supervisor and University Tutor and how all the elements of the 

Education and Training – Approved Mental Health Professions 

(AMHP) Guidance (Part 2: Social Work England, 2020) will be met 

in practice. The Learning and Development Plan should include 

identification and evaluation by the student and Practice 

Supervisor of the student’s knowledge and skills to date, together 

with learning and development needs in relation to AMHP Role, 

and an appropriate Induction to the placement. 

• AMHP Practice Evidence sheets written by the student for each 

element of the Education and Training – Approved Mental Health 

Professions (AMHP) Guidance (Part 2: Social Work England, 

2020), providing evaluative evidence for each requirement and 

detailing how it has been met, verified by their Practice 

Supervisor. 

• Student Summaries of Work Undertaken These are summaries 

of each major piece of work undertaken by the student and MUST 

include summaries of the student’s shadowing of a minimum of 
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seven Mental Health Act assessments, with an AMHP: the 

student will have undertaken aspects of the assessment and must 

have normally taken the lead in a minimum of three 
assessments. In addition, the student will normally have led at 
least one assessment in the community. If the student has led 

in less than three assessments, or has not led in a community-

based assessment, then the Practice Supervisor in their Final 

Report must provide a justification for this. Summaries will identify 

relevant elements of the AMHP Education and Training Guidance 

addressed. The purpose of the summaries is to provide a detailed 

context for the evidence of the AMHP approval criteria. 

• 3 Direct Observations of the students AMHP practice, at least 

one of which must be carried out by the Practice Supervisor: two 

may be carried out by other AMHPs. 

• Evaluative feedback on the student’s AMHP practice from users 

of services, Nearest Relatives, carers; other professionals e.g. 

Section 12 Doctors, Responsible Clinicians, police, magistrates, 

CPNs. 

• A copy of the Evaluative, Reflective Account of AMHP Practice 
(as a source of additional evidence in relation to the elements of 

the Education and Training – Approved Mental Health 

Professions (AMHP) Guidance (Part 2: Social Work England, 

2020). Note: this will be marked by the Course Team). 

• Final assessment report by the Practice Supervisor and 
signed statement that the student has satisfactorily met all 

elements of the Education and Training – Approved Mental Health 

Professions (AMHP) Guidance (Part 2: Social Work England, 

2020): 

A) Knowledge (A1, A2, A3, A4, A5, A6, A7, A8, A9) 

B) Autonomous practice (B1, B2, B3) 

C) Informed decision making (C1, C2, C3) 

D) Equality and diversity (D1, D2, D3, D4, D5) 

E) Communication (E1, E2, E3, E4) 

F) Collaborative working (F1, F2, F3, F4, F5) 

G) Assessment and Intervention (G1, G2, G3, G4, G5). 
 

Please Note: 
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• All elements of the portfolio must be assessed as satisfactory by the 

Practice Supervisor and by the AMHP Practice Assessment Panel in 

order for the student to achieve a pass. 

• The AMHP Practice Assessment Panel must ratify the Practice 

Supervisor’s Pass/Fail decision. It is the Practice Assessment Panel’s 
decision that will be recommended to the Examination Board.  In the case 

of the Examination Board taking referral decision (based on the 

recommendation of the Practice Assessment Panel) repeat placement 

days and re-working of portfolio could be required of the student.  

 

Students must pass both the Portfolio and the Evaluative, 
Reflective Account to pass the module.  

 
In-Year Module Retrieval 
available on this module?  
(Level 4 only) 

Exempt 
 

 
 
TYPES OF ASSESSMENT TASK8 
Indicative list of summative assessment tasks which lead to the award of credit or which are required for progression.  
This information is published on Course-finder for prospective students. 

% weighting 
(or indicate if 
component is 
pass/fail) 

EXAMINATION 
 

Written exam  

 

COURSEWORK 
 

Written assignment/ essay, report, dissertation, portfolio, project output, set 
exercise 

100% 

 

PRACTICAL 
 

Oral assessment and presentation, practical skills assessment, set exercise  

 

 
EXAMINATION INFORMATION 
Area examination board  AMHP / CPD Combined AEB / CEB 

Refer to Academic Services for guidance in completing the following sections 

External examiners 
 

Name Position and institution Date appointed Date tenure 
ends 

Graham Noyce Social Work England 01/10/2019 30/09/2021 
    
    

 
QUALITY ASSURANCE 

 
viii. 8 Set exercises, which assess the application of knowledge or analytical, problem-solving or evaluative skills, are included 

under the type of assessment most appropriate to the particular task. 
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Date of first approval 
Only complete where this is not the 
first version 

2008 

Date of last revision 
Only complete where this is not the 
first version 

Q&S editorial update June 2018 

Date of approval for this 
version 

Q&S Review July 2020 
 

Version number  2 
Modules replaced 
Specify codes of modules for which this 
is a replacement 

 

Available as free-standing module? Yes  No  X 
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Appendix 3 – Participant’s Information Sheet  
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Research Participant’s Information Sheet – Individual Interview 
 
 
Learning to detain: transition from student to newly qualified Approved Mental Health Professional 
You are being invited to take part in a research study for the purpose of exploring the transition from 
being a student to being an Approved Mental Health Professional (AMHP).  Before you decide to take 
part, it is important for you to understand why the research is being done and what it will involve. 
Please take time to read the following information carefully and discuss it with others if you wish. 
Please contact me if there is anything that is not clear or if you would like more information – my 
contact details are on page 3 of the sheet. Take time to decide whether or not you wish to take part.   
 
What is the purpose of the study? 
The purpose of the study is to explore the transition from being an AMHP student on placement to 
being the responsible AMHP carrying out assessments under the Mental Health Act 1983.  The 
research particularly focuses on your experiences both as a student and as a newly qualified AMHP in 
your first year of practice. 
 
Who will be involved? 
The research is being carried out with graduates of the Postgraduate Diploma in Approved Mental 
Health Practice at the University of Brighton, in their first year of practice.  You are being approached 
because you were part of the 2017-18 cohort of students on the Postgraduate Diploma in Approved 
Mental Health Practice.  
 
When is the research happening? 
The plan is to carry out the interviews for the study 3-4 months after you are approved to act on behalf 
of a local authority as an AMHP and the second 3-4 months later. 
 
What are the possible benefits to you of taking part? 
The potential benefits for participants are: 
• An opportunity to reflect upon your experiences, which may be a positive in terms of your own 

professional development and learning; 
• The opportunity to gain first-hand experience of the research process, which is likely to be 

beneficial if you are involved in research later in your career; 
• You will contribute to the enhancement of training for future colleagues. 
The findings from this study may inform teaching on the AMHP course and if appropriate make any 
changes to the way the course is delivered.  I intend to write up the study for an academic journal, 
such as Social Work Education, in order to add to the knowledge base in relation to professional 
education in general and the training and support needs of Approved Mental Health Professionals in 
particular. 
 
What is involved in taking part? 
The research involves being interviewed on your own at least twice, once 3-4 months after you are 
approved to act on behalf of a local authority as an AMHP and the second 3-4 months later.  A further 
interview could be arranged if this mutually agreed upon and seemed useful.  I will arrange a 
convenient date and time to meet with you and interview you.  This can be at your place of work, or 
if you wish, the interview can take place at the University of Brighton.  If the interview is at your 
workplace I will ask you to book a suitable private room for the interview.  If the interview takes place 
at the University of Brighton I will book a suitable private room for the interview.  Each interview 
should last no longer than 1 - 1 ½ hours.   
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Between each interview and the next you will be sent by email a transcript of the interview along with 
initial observations regarding themes that had emerged.  You will be sent this at least 3 weeks before 
the date of the follow-up interview.  The follow-up interview will give you the opportunity to comment 
on what has been written about the first interview, and reflect further on becoming an AMHP.   All 
interviews will be audio recorded, and then transcribed by me. 
 
Where is the research happening? 
The research is being carried out across the local authorities that sponsor students to undertake the 
AMHP course at the University of Brighton. 
 
Who is the researcher? 
The researcher is David Watson, who is a Principal Lecturer at the University of Brighton.  The research 
is being carried out as part of my studies for a Professional Doctorate in Education.   
 
Do I have to take part? 
It is up to you to decide whether or not to take part. If you do decide to take part you will be given 
this information sheet to keep and be asked to sign a consent form. If you decide to take part you are 
still free to withdraw at any time without giving a reason. A decision to withdraw at any time, or a 
decision not to take part, will not affect you in any way. 
 
What are the possible disadvantages and risks of taking part?  
AMHP practice is challenging and can be stressful.  It could be possible that in talking about your 
experiences during AMHP training you may revisit and remember things that could be distressing for 
you (although I will make every effort to minimise the chances of this happening). If this should occur 
I will terminate the interview. At the end of this sheet are suggestions about possible supportive 
contacts.   
 
If I have any concerns who can I speak to? 
It would be helpful if you could initially raise any concerns or questions with me but if you do not feel 
able to do so, or would prefer not to, then please contact my Lead Supervisor for the Professional 
Doctorate in Education, Dr Jane Morris and discuss this with them – their contact details are: 
 
Dr Jane Morris 
Email: jm309@brighton.ac.uk 
Tel: 01273643651 
 
 
Will my taking part in this study be kept anonymous and confidential?  
To protect your anonymity: 

• The study will refer to you only by a pseudonym, which will not be based on your real name.  
When writing about what you say, or using a quotation from you, you will be referred to you by 
your pseudonym.  The study will not refer to the geographical area you work in. 

 
In order to protect the confidentiality of what you say: 

• The record of your interview, and any transcript, will be kept in a locked cabinet, or on my 
password-protected computer in my office at the University of Brighton.  Electronic data will be 
encrypted and backed up using the University of Brighton SharePoint facility.  At the conclusion 
of the study, data will be stored in accordance with the University of Brighton Research Data 
Management Policy, for a minimum of 10 years from the later date of either the last access, or 
of the last publication based wholly or in part on the data set.  This is in accordance with the Data 
Protection Act 1998.  
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There are limits to what information the researcher can keep confidential and these are: 

• That you might present a risk of harm to yourself or others; or 

• A child or vulnerable person may be at risk of harm; or 

• Criminal activity may occur or have occurred; or 

• You disclose poor practice that breaches your professional code  
 

If you mention in the interview anything that appears to suggest any of the above then the researcher 
will need to terminate the interview, and discuss this with you, and then make a written record of this 
discussion.  It will then be necessary for the researcher to inform their doctoral supervisory team 
within 24 hours and, if considered necessary, take action to report the concern to your appointing 
local authority. 
 
To maintain the confidentiality of student, service users and colleagues the researcher will anonymise 
any examples of these in the interview transcripts. 
 
What happens next? 
If you have any questions please contact me – it is important you understand what is involved before 
deciding to participate.  If you are happy to take part then email me to confirm this on 
dw45@brighton.ac.uk (this is my student email account and is different to my staff account). 
 
I will then contact you arrange the date and time of the first interview, and send you a copy of a 
Consent Form.  Before the first interview I will go through the Consent Form and answer any questions 
you may have, and ask you to sign the form before the interview to confirm that you are happy to 
participate in the study and understand what this will involve.  Following the interview, I will send you 
a copy of the signed Consent Form for you to keep. 
 
What will happen to the results of the research study? 
The results of this study will contribute to the thesis for a Professional Doctorate in Education.  I also 
plan to publish the findings in journals relating to mental health and/or professional education.  Again, 
when talking about the findings your contribution will be anonymised, as explained on the previous 
page.  
 
Who has reviewed the study? 
This research has been granted a favourable ethical opinion by the College of Social Sciences’ Research 
Ethics and Governance Committee as well as your local authority Research Governance process. 
 
Contacts for Further Information 
My address and contact details if you have any questions or anything you wish to discuss are: 
 
 David Watson 

Principal Lecturer, School of Applied Social Sciences 
Room 225, Watson Building 
University of Brighton 
Falmer, BN1 9PH 
Phone: 01273 643537 
Email: dw45@brighton.ac.uk 

 
My Lead Supervisor for the Professional Doctorate in Education is Dr Jane Morris, whose contact 
details are: 
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Dr Jane Morris 
Email: jm309@brighton.ac.uk 
Tel: 01273643651 
 
Supportive Contacts 
This Information Sheet provides details of potential sources of support to you as an individual: 
Your GP 
Your GP may be able to provide you with support or refer you to appropriate services or other 
professionals. 
Your Employer 
XXXXXXXX provides a confidential counselling service for employees through the Employee Assistance 
Programme (EAP).  
Trade Unions 
If you are a member of a trade union, e.g. Unison, these normally offer personal advice, support and 
counselling services. 
Citizen's Advice Bureau  
Your local Citizen's Advice Bureau may be able to offer advice, where this concerns financial, legal or 
employment matters.  Local contact details may be accessed at: 
http://www.citizensadvice.org.uk/ 
Samaritans 
Confidential emotional support for people who are experiencing feelings of distress or despair: 
24-Hour Helpline: 08457 909090 
Website: http://www.samaritans.org/ 
 
 
Thank you again for taking part in this study. 
 
You will be given a copy of this information sheet and a signed consent form 
to keep. 
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Appendix 4 – Interview Guide 
 
Learning to detain: the transition from student to newly qualified Approved Mental 
Health Professional 
 
Interview Guide 
 
First Interview 
 

1. How long after the course before you were warranted? 
2. How long have you now been practicing as an AMHP? 
3. What’s it like being an AMHP?  How does it compare to being a student AMHP? 
4. How would you describe your professional identity? 
5. Any key moments or tipping points? 
6. How do you apply the social perspective as an AMHP? 
7. What about the discussions with other AMHPs?  Do you belong to a community? 
8. What do you do on a day you are on duty (how is it different)? 
9. What was your first assessment on your own like? 

 
Explore current experience as an AMHP – then go back to student experience. 
 
Follow up questions will focus upon the role other people have played in the participant 
learning to become an AMHP. 
 
Follow-up interviews 
 
• Do you have any further reflections on your first year of practice as an AMHP? 
• Any more thoughts on the transition from being a student? 
• How do you now feel about the AMHP role?  How does this differ from when you were a 

student or newly qualified? 
• What do you now think about the AMHP role?  How does this differ from when you 

were a student or newly qualified? 
• How do you see your professional identity now? 
• What are the expectations of an AMHP?  Where do these come from? 
• What have been the key learning experiences for you this year?   
• What do you think about the research process?   What do think about being interviewed 

and recorded? 
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Appendix 5 – Examples of coding in phase 1 of data analysis 
 
Data Extract Coded for 
Recently, I was given an assessment 
that had been set up the day before by 
the AMHP on duty that day, and it was 
quite a complex assessment involving 
police, ambulance etcetera, and I find 
that worse I think – I knew what was 
coming, and there was very little time to 
prepare, it was nine o’clock in the 
morning.  We were going to have to 
execute this warrant, I’d never executed 
a warrant before and I think the not 
knowing, for me, was better.  It surprised 
me, but I slept quite well that night, but 
as soon as I woke up, I felt anxious, 
really about the not knowing, what are 
we going into, and there’s all these risks. 
(Dylan, 2nd interview)   

1. Expectation to be the responsible 
person  
2. New experience of practice 
3. The uncertainty of what you will find 
4. Worried about the risk you will 
encounter 

I do find it quite daunting, and I definitely 
found it more daunting since qualifying.  I 
think I very quickly became quite 
comfortable in my role as a student and 
the limitations of that in some respects.  I 
was very mindful of the things I wasn’t 
allowed to do, and I’m somebody that – 
particularly when being a student – took 
on as much as I could.  That’s how I best 
learn and process, is to do the job.  And 
I managed to have some good 
experiences early on in my training, 
which set me up for the rest of my 
workdays.  I felt confident through the 
training process and got good 
experiences early on and was able to 
take a lead role from a relatively early 
point. 
(Frank, 1st interview) 

1. Could not do the whole AMHP role as 
a student 
2. Took the lead early on 
3. Importance of placement for learning 
the practice in a variety of situations 
4. Feels the responsibility now qualified 

A particular case I’ll cite was a chap who 
had, he was an alcoholic, and there was 
a suicide risk with him, and everything 
had fallen apart in that week.  His health 
conditions were getting worse, and he’d 
taken some time out of work and he 
continued drinking – he was all, he was 
very isolated, he moved from Scotland 
like over 10 years ago and had never 
really set up any kind of social network.  

1. Not what he expected – the 
uncertainty in what you encounter 

2. High level of risk 
3. Accountability for your decision 
4. Different from being a social worker 
5. When does the role end – what is 

the boundary? 
6. High level of emotional involvement 

and intensity 
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Work was his life. So, he’d gone to his 
GP and said to his GP “I want to kill 
myself” and during the discussion, he’d 
gone for a health reason and then during 
the discussion said he was fed up and 
alluded to wanting to kill himself and 
therefore his GP had referred him for 
mental health services.  He said “I just 
want to go home and have my big sleep” 
and had been visited throughout the 
week and every single time he’d been 
seen by services he was in a state of 
really heavy intoxication and still saying 
“I just want to kill myself, just leave me 
alone”. So, it seemed like one of those 
whereby the point that he’d been 
detained under, er, to the assessment 
suite and we saw him, it seems like 
probably quite a clear cut one, he’s going 
to be detained, and then went to see him 
with the doctors and had a chat with him 
about kind of his history prior, the history 
of the week, and from the interview 
despite all our discussions beforehand 
where we were pretty wrapped up in 
thinking we’re going to have to detain this 
guy, because he’s so unsafe and it looks 
like he’s very depressed, there wasn’t 
evidence that he was suffering a mental 
health disorder and you know it was so 
important to him as well to return to work 
on, like quite soon after, and so we 
decided to, not to detain him an send him 
home with a follow-up action plans and 
following that decision the services 
involved were, with the follow-up plan, 
were quite unhappy with the decision. I 
think again, because of the amount of 
risk that’s being held and knowing him 
when he’s really intoxicated and the 
suicide risk that was there, so that was 
difficult to deal with and, erm, I wasn’t 
questioned as though you’ve made a 
wrong decision, but I was very 
scrutinised about “do you think, exploring 
through everything, was that the right 
judgement to make, was there anything 
missing?” 
Interviewer: explored with who? 
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That was with the AMHP manager – we 
had a long discussion about it and ended 
up sitting in the car for probably a good 
20 minutes and the discussion, just 
running through it in my head, I couldn’t 
start the car to drive home because I was 
so…concerned about, like, this guy, 
although I still felt comfortable with the 
decision I’d made but just thinking about 
the level of risk that was still there and 
the potential, like, you’ve released 
somebody, you haven’t detained them, 
the potential that they could do 
something – that weighs really heavily on 
you, which was very different from, 
although you get similar things within 
your job as a social worker, I think the 
intensity, because you’re dealing with 
much more risky situations, because of 
the nature of AMHPing it is something 
that I’ve not experienced, that level of 
intensity in practice, so it’s been quite 
difficult to deal with the, your emotions 
after an assessment.  I’m still checking 
that guy’s progress notes now and the 
assessment was about a month ago 
now. 
Charlie, 1st interview 
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Appendix 6 – Initial thematic map 
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Appendix 7 – Consent form 
 

University of Brighton   
Individual Interview Participant Consent Form  
 
Learning to detain: The transition from student to newly qualified Approved Mental 
Health Professional 
  Please 

initial or 
tick box  
 

I agree to take part in this research, which is to explore the transition 
between being a student AMHP and being a newly qualified AMHP. 
 

  

   
The researcher has explained to my satisfaction the purpose, principles and 
procedures of the study and the possible risks involved. 
 

  
 
 
 

   
I have read the information sheet and I understand the principles, 
procedures and possible risks involved. 
 

  
 
 
 

   
I am aware that I will be required to answer questions about my experiences 
of participating in Mental Health Act assessments both as a student and as 
a qualified AMHP 
 

  
 
 
 

   
I agree to the researcher making audio recordings during the project. 
 

  
 
 
 

   
I understand that my information will be treated as confidential unless there 
is anything that indicates to the researcher: 
 
• That I might present a risk of harm to yourself or others; or 
• A child or vulnerable person may be at risk of harm; or 
• Criminal activity may occur or have occurred; or 
• I disclose poor practice that breaches my professional code  
 
In this instance I understand that the researcher would need to discuss this 
with me and if considered necessary, take action to report the concern to 
the local authority that appoints me as an Approved Mental Health 
Professional.   

  

   
I understand that I am free to withdraw from the study at any time without 
giving a reason and without incurring consequences from doing so. 
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I understand that should I withdraw from the study I will have the option of 
deciding whether or not any data collected up to that point might be used 
by the researcher for the purposes described in the information sheet. 

  

   

Name (please print) …………………………………………………………………………… 
 
 
Signed ………………………………………………………..   Date ………………………… 
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Appendix 8 – List of participants 
 
Pseudonym Gender Profession  
Alex Female Social Worker 

 
Brady Female Social Worker 

 
Charlie Male Social Worker 

 
Dylan Female Social Worker 

 
Edith Female Social Worker 

 
Frank Male Social Worker 

 
Glenda Female Social Worker 
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Appendix 9 – Examples of field notes from reflective journal 
 
Interview with Alex 02/02/18 

 

Forgot to ask about her first assessment – could be important?   After the interview she said 

her first assessment had been a 136, so it was straightforward, but she didn’t remember her 

first community assessment (?).  The ‘weight’ of being an AMHP came up a lot.  Her 

professional identity was ‘still forming’.  There seemed to be something different about being 

a part-time AMHP.  The strangeness of being shadowed by an AMHP when newly qualified – 

glad when she was on her own.  Not much about an AMHP community?  A. is a senior 

practitioner, so already quite experienced and working with authority and complexity.  If 

anyone asks, she tells them she’s a social worker – being an AMHP is too hard to explain.  Has 

a ritual of sitting somewhere else when on duty - not in her usual office.  All the MHA 

assessments now starting to blur together.  I didn’t ask more specifically what AMHPs talk to 

each other about?  Talked about working with AMHP students – is this a community of 

practice? 

 

Interview with Charlie 29/08/18 

Noticed that C. seemed embarrassed about the views he held earlier – being person-centred 

– but I did not ask about this.  (But I would have done a follow-up as a social worker asking 

questions?).  Laughter – why did we both laugh about certain things?  Is this because it was 

uncomfortable?  He’s not person-centred now, but “person-focused”.  Not people anymore 

– the ‘subject’ of the assessment.  He’s started looking for evidence of mental disorder – pre-

empting the doctors, and knowing what they mean they refer to ‘flight of ideas’ etc.  We were 

interrupted and had to move office – C. lost his train of thought (he said he’s email if he 

thought of anything).  He’s become more ‘comfortable’ with the role – though not detaining 

someone was more anxiety provoking.  See’s the benefit of not detaining but also sees the 

MHA as odd (?).  Could have asked more about this. 


