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Abstract

Persistent inequalities in mental healthcare have contributed to the over-
representation of people from Black and Minority Ethnic (BME) groups being assessed
under the MHA. This was reinforced as recently as 2018 by the Independent Review
of the Mental Health Act 1983, detailing how BME communities - especially people
with African and Caribbean heritage - are less likely to receive person-centred or
community-based social care, and likelier to be compulsorily admitted to psychiatric
hospitals than white people. Despite the longstanding nature of the problem, little has
been researched about the role of one of the two key professionals responsible for
decision-making about compulsory admission: the Approved Mental Health
Professional (AMHP). Under the Mental Health Act, AMHPs possess overriding
responsibility for deciding whether someone should be detained for compulsory
treatment. While the institutional dimensions of this problem have been highlighted in
earlier research, this thesis focuses on the use of power and discretion in AMHP

decision-making.

This research’s objectives were to explore the key influences professionals consider
when forming judgements about compulsory detention, to examine how practitioners
construct risk when arriving at a decision, and to investigate the views and accounts
of Black service users concerning their detention experiences, and their level of

involvement or participation in decisions determining their care and treatment.

This thesis employs empirical data from an ethnographic study conducted in two
London Boroughs, involving observations of professional practice and follow-up
interviews with 14 AMHPs and 8 Black service users purposively selected across the

two sites. Fricker’s theory of epistemic injustice and the applied sociological concept
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of risk work provided a useful theoretical basis for developing an understanding of

AMHP decision-making and Black service users’ detention experiences.

My analysis reveals a mutually constitutive relationship between risk and ethnicity
during detention-based decision-making, describing the racialised categorisation of
risk, and how AMHP decision-making continues to be shaped by a risk or public safety
agenda. The analysis of my observational data generated a nuanced and complex
relationship between the diagnostic practices and lower risk threshold operationalised
by professionals when working with Black people. This thesis demonstrates the
tensions emanating from risk work and suggests that the bureaucratic emphasis on
risk management strategies designed to improve safety is paradoxically affecting trust
and relationship-based practice, both of which are essential for reducing risk to Black
service users. My analysis discloses that most AMHP practitioners doubt their capacity
to apply social perspectives or exercise independent decisions within the context of
multiagency working, organisational factors, resource implications, the dominance of
risk, and “blame culture”. AMHPSs' inability to exercise autonomy and apply social
perspectives presents profound implications for Black service users overwhelmingly
faced with multiple social issues or disadvantages such as isolation, unemployment,

marginalisation, low income, and social exclusion.

This study provides further understanding of how epistemic injustice manifests itself
within the mental health service, revealing how Black service users are more
susceptible than their white counterparts because of the dual difficulties of
experiencing stigma and the negative stereotypes attached to being Black and
receiving a mental disorder diagnosis. There is further evidence of AMHPs from Black
communities experiencing testimonial injustice from white colleagues ascribing lower
credibility to their knowledge and competence due to prejudice associated with their
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racial identity. This study suggests numerous ways of enhancing epistemic justice,
including the provision of IMHA services during MHA assessments in both the
community and hospitals. It highlights that rather than adopting a position of ‘knowing
best’, professionals must value and listen to Black service users’ accounts to help
reverse the stigma, sense of exclusion, and diminished control and choice that Black

people with mental health problems continue to experience.
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Chapter: 1 Introduction

1.1 Introduction

Studies have consistently reported that people from Black and Minority Ethnic (BME)
backgrounds are overwhelmingly and disproportionately affected by Mental Health Act
(MHA) assessments (Barnett et al., 2019; Keown et al., 2011; CQC, 2018; NHS Digital,
2021). People from these communities are over four times likelier to be detained under
the MHA, and more than ten times likelier to be subject to Community Treatment
Orders (Mohdin, 2021). BME people are less likely to be provided with psychotherapy,
counselling, preventative services, or other alternative care (DHSC, 2018). It has been
highlighted that when BME people encounter mental health services they tend to
receive unwanted interventions rather than the ones they want or need (Keating and
Robertson, 2004; Sashidharan, 2003, Bhui et al. 2018); additionally, there are
overwhelming concerns about human rights violations in England (CQC, 2018) and

across Europe (WHO, 2018).

In this thesis, | use the term ‘Black’ to refer inclusively to various BME groups. People
from BME communities are 40% more likely than the white majority population to
encounter mental health services via the criminal justice system (Bradley, 2009;
DHSC, 2018). They are disproportionately represented at the top of the spectrum in
high-security units (CQC, 2011, Bhui, 2001) and forensic medium mental health
services (Thomas et al., 2009). Black peoples’ pathways to mental healthcare are well

documented as problematic and - once within the mental health system — they
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experience markedly poorer outcomes (DHSC, 2018; Bhui et al. 2018, Williams &

Wyatt, 2015, Fernando, 2017).

The disproportionate number of Black people first accessing mental health services
through the criminal justice system results partly from professionals perceiving them
to be riskier (Nacro, 2007). The overrepresentation of people from BME communities
- especially young Black men - in mental health services and all aspects of the criminal
justice system indicates an interconnected process of medicalisation and the
criminalisation of Black people (Rogers and Pilgrim, 2014). Black peoples’
experiences of mental health service interventions have been perceived as forms of
social control rather than management for mental iliness (Tew, 2005). In other words,
the purpose of mental health treatment appears to have shifted from curing to

containing Black people (Fernando and Keating, 2009).

Black people are likelier to be associated with risk factors and categorised by the police
as mentally unwell, and consequently, prone to detention in a place of safety under
Section 136 of the MHA (Rogers and Pilgrim, 2014). In 2021, people from Black
communities were twice as likely to receive a Section 136 than their white counterparts
(NHS Digital, 2021). Police are often present at MHA assessments and despite best
practice stipulating ambulances to be the preferred mode of transport, assessed
service users are often conveyed to psychiatric hospitals by police vehicles
(Parliament Post, 2022). The presence of police officers can be particularly disturbing
and distressing for Black people who may have experienced past negative encounters
with the police, resulting in mistrust. This concern may be exacerbated by the multiple
high-profile cases of Black people with mental health issues dying in police custody

(Adebowale, 2013; DHSC, 2018).
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These experiences of social control and coercive interventions often result in Black
people with mental health needs steering clear of mental health care. This avoidance
often leads to crisis, resulting in police and criminal justice involvement; thereby
reinforcing and perpetuating Black people’s feelings of being controlled rather than
supported (Keating et al., 2002). Given the many negative experiences and outcomes
for Black people, it is easy to understand why they regard mental health services with

fear, apprehension, and suspicion (Keating and Robinson, 2004).

In the early 1990s, following several homicides committed by individuals with
schizophrenia - such as the killing of Jonathan Zito by Christopher Clunis, a Black
service user (Ritchie et al., 1994) - and heightened public anxiety ensuing from the
resulting media accounts, public safety concerns became more pronounced within
mental health policy (Davies, 2012). This particularly intensified the association
between young Black men diagnosed with schizophrenia and risk (Warner and Gabe,

2004).

The independent review of the MHA 1983 highlighted that Black people experience
ethnic inequalities during psychosis diagnosis and a lower likelihood of being offered
psychological therapies (DHSC, 2018). The literature demonstrates that in the UK,
Black people are more likely to be diagnosed with schizophrenia than the white
majority population (Fernando, 2017), with evidence of institutional racism in mental
health services and racial biases during the diagnostic process resulting in higher
proportions of Black people receiving a schizophrenia diagnosis (Merino et al., 2018).
This is reaffirmed by Fernando’s (2017) assertion that racist attitudes are entrenched
in the mental health diagnostic process. Schizophrenia is therefore emblematic of the
oppression, discrimination, and negative treatment that people from Black
communities experience within the mental health system (Thomas, 2012).
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The intractable inequalities Black people experience within mental health care, quality
of outcome, access to treatment, and restrictions on liberty through involuntary
admission are not new (DHSC, 2018). The 2018 independent review of the MHA
acknowledged Black peoples’ longstanding experiences of discrimination within the
mental health system while highlighting that the risk of ethnic inequality within the
service experience is undoubtedly intensified by the structural factors that generate

racial discrimination, negative stereotyping, and stigmatisation (DHSC, 2018).

The excessive application of the MHA alongside the disparities previously defined that
Black people experience suggests a systematic failure to address the needs of these
communities (DHSC, 2018). Despite such policy initiatives as the 2005 Delivering
Race Equality programme and the implementation of the Equality Act 2010, Black
people remain overrepresented within the more restrictive and punitive areas of mental
health care, while ethnic inequality in service experience remains unchanged (Rogers

and Pilgrim, 2014, Nacro, 2007, and Bhui et al., 2018).

In 2018, the government recognised concerns about the disproportionate number of
Black people detained under the MHA (DHSC, 2018), recently announcing plans to
reform the MHA in keeping with the recommendations of the 2018 independent review
conducted by Simon Wessely (DHSC, 2018). This aims to make the mental health
system less discriminatory towards Black people and ensure that compulsory powers

are used in the least restrictive ways (Buchanan, 2021).

Despite the literature highlighting the longstanding nature of the problem (Fernando,
2017), little has been studied about the role of one of the key professionals responsible

for compulsory admission decision-making: the Approved Mental Health Professional
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(AMHP). Under the MHA, AMHPs retain overriding responsibility for deciding whether
someone should be detained for compulsory treatment (Brown, 2016). While the
institutional elements of this problem have been emphasised within previous
research, this PhD will focus on the use of power and discretion in decision-making by
AMHPs. This research aims to employ ethnographic methodology to examine
detention decisions by AMHPs, drawing upon the applied sociological concept of “risk
work” (Brown and Gale, 2018) and the idea of epistemic injustice (Fricker, 2007). More

specifically, the objectives of this study are:

e To explore the key influences professionals take into account when forming
judgements about compulsory detention;

e To examine how practitioners construct risk when arriving at a decision;

e To explore the views and accounts of BME service users in terms of the care
they receive, their experience of detention, and their perspectives about their

level of involvement or participation in decisions about their care and treatment.
1.2 Contextualising my interest in the research topic

My interest in researching the role of Approved Mental Health Professionals (AMHPSs)
in the detention of Black and Minority Ethnic (BME) groups is rooted in my professional
practice, academic engagement, and personal experiences. As a social worker and a
Black man of Ghanaian heritage residing in the United Kingdom, | have become
increasingly aware of the persistent ethnic inequalities embedded within mental health
services. During my Master’'s degree in social work, | was deeply influenced by
literature examining the experiences of Black people within mental health care -

particularly the study by Keating and Robertson (2004), Fear, Black People and Mental
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lliness: A Vicious Circle? This work highlighted the cyclical nature of fear, mistrust,

prejudice, and racialised assumptions in mental health settings.

Motivated by these insights, | focused my Master’s dissertation on exploring social
workers' perspectives on the detention of BME individuals under the Mental Health Act
1983. The research deepened my understanding of how institutional racism,
perceptions of risk, and a lack of cultural competence among professionals collectively
contribute to the overrepresentation of BME service users within the mental health
system. These findings have continued to shape my academic trajectory. My doctoral
research builds upon this foundational understanding and is further informed by the
Independent Review of the Mental Health Act 1983, chaired by Professor Sir Simon
Wessely, which, as noted above, reaffirmed the existence of systemic racial disparities

in mental health care.

1.3 The historical context of mental health legislation and detention

Legislative provisions regulating the civil commitment of people suffering from mental
illnesses have been in place since 1714 when Vagrancy legislation was first
introduced. This was followed by the Vagrancy Act 1744, allowing the detention of
‘lunatics and mad persons” (Barber et al., 2012; Bowen, 2007), permitting the
confinement of dangerous people to be kept in a safe and secure place during the
period of their lunacy (Bartlett, 1998). By the turn of the 18" century, rising sentiment
towards the suitability of moral treatment as opposed to traditional containment or
confinement approaches became preferable for people suffering from mental
disorders (Unsworth, 1987; Phull, 2021). Calls for the increased licensing of

‘madhouses’ — or mental health institutions - resulted in the Madhouses Regulation
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Act 1774 (Barber et al., 2012; Bowen, 2007), providing an arrangement for these
establishments to be authorised and inspected by Lunacy commissioners (Bowen,

2007).

In England, concerns over the welfare of people suffering from mental health disorders
increased in the wake of reports relating to poor conditions in certain private
madhouses. This resulted in the County Asylum Act 1808, providing for the
construction of mental hospitals in each English county (Phull, 2021, Bowen, 2007).
During that time, the growing industrialisation of society culminated in drastic rises in
the numbers of mentally ill people confined to mental health institutions (Unsworth,
1987). Enacted in 1845, the Lunatics Act made the building of an asylum mandatory
in each county in England (Bowen, 2007; Hunter and Macalpine, 1974). By the end of
the 19" century, these same asylums would become contentious, prompting
Parliament to respond to public alarm over poor conditions and unwarranted detention

(Noble, 1981).

The history of modern mental health law began with the Lunacy Act 1890, introduced
because of growing concerns over the lack of safeguards against the inappropriate
detention of people with mental illness (Bowen, 2007). The 1890 Act defined the
parameters for admitting people with mental health problems to hospitals, providing a
requirement for formal certification through a judicial order, following an application by
“relatives or poor law officers” alongside supporting medical evidence (Bowen, 2007,
p.13). This Act provided a structure for allowing legal oversight and curtailing medical
control (Wilson, 2021), and later, the same requirement was provided for those

detained under the Mental Deficiency Act 1913.
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The subsequent legislation, the Mental Treatment Act 1930, marked the first
considerable shift from the institutional preferences of the late 19" century, permitting
anyone who voluntarily wanted to be admitted to a mental hospital to do so without
coercion (Barber et al., 2012; Bowen, 2007). This reform also resulted in the renaming
of the ‘asylum’ to the ‘mental hospital’, and ‘lunatic’ to ‘person of unsound mind’. The
‘legalism’ associated with the Lunacy Act 1890 was to some degree relaxed by the
1930 legislation, likening the treatment of mental iliness to that of somatic iliness. This
was intended to overcome the challenges associated with the legal certification
approach of the Lunacy Act 1890, facilitating early intervention by increasing informal
processes that were less stigmatising than formal certification (Wilson, 2021). The Act
also restricted the number of institutions while expanding medical services offering
out-patient care (Shorter, 2007). Over the 20" century, the deinstitutionalisation of
mental health services was rapidly pursued across the UK, expanding mental health
care delivery in the community, psychiatric medical advancement including
developments in pharmaceutical medication, patient grievance management, and
issues relating to costs (Cohen et al., 2014). Introduced in 1959, the Mental Health Act
marked further change - removing the requirement for judicial certification before
admission and allowing a social worker or close relative to make an application for
hospital admission when supported by two medical recommendations (Bowen, 2007).
The Act provided for a new Mental Health Review Tribunal intending to deliver judicial
oversight by reviewing cases respecting detained patients rather than providing prior

authorisation or formal certification (Bowen, 2007).

The Mental Health Act 1959 established the conditions of mental health disorders,
risks, and treatments similarly described in the current legislation (Solanki, 2020). It

repealed the Lunacy Act 1890, the Mental Treatment Act 1930, and the 1913 to 1938
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Mental Deficiency Acts, presenting mental deficiency and mental illness — both new
conceptualisations of madness - in one legislative framework for mental disorder
(Wilson, 2021). Like the 1930 Act, the MHA 1959 was intended to provide more
informal avenues for mental illness treatment and encourage voluntary hospitalisation
(Wilson, 2021). The MHA 1959 aimed to end the legal procedures that had for so long
characterised mental health legislation, bringing mental health services in line with the
emerging welfare state and the National Health Service. These provisions could be
viewed as operating in the interest of the state by enhancing the wellbeing and health
of its people for social and economic prosperity purposes (Wilson, 2021). The Act also
reflected a social expectation that unwell people would take responsibility for their
health and would access medical support to resume their social roles upon recovery
(Cavadino, 1989). The Mental Health Act 1959 continued the policy shift towards
deinstitutionalising people with mental disorders, intending to locate mental health

care delivery in the community instead of the institution (Wilson, 2021).

The MHA 1959 retained the harm criteria defined by the Lunacy Act 1890; however,
risk assessments now permitted two medical certificates without the need for judicial
involvement. The Act also ended the participation of the board of control and the
previous means for providing external supervision or the oversight of medical
discretion. The 1959 Act effectively entrusted medical professionals with unfettered
powers, and unsurprisingly, attracted considerable criticism, particularly from the anti-

psychiatry movement of the time (Wilson, 2021).

The broad range of discretionary powers conferred by the MHA 1959 on psychiatrists
failed to safeguard the rights of individuals with mental iliness. This paved the way for
further reform, leading to the MHA 1983. This Act emphasised safeguarding the right
of patients to apply for review of compulsory admission, as well as a right to be offered
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treatment in the least restrictive environment (Phull, 2021). While the 1959 Act
favoured ‘informality’ over ‘legalism’, the MHA 1983 swung the pendulum back in
favour of greater regulation and control over the hospitalisation and treatment of
persons suffering from mental iliness (Bowen, 2007). The 1983 Act facilitated greater
legal control of the admission and treatment of patients, introducing threshold criteria
for extended powers of compulsion, the introduction of the requirement to treat
persons with ‘mental impairment’ and ‘psychopathic disorder’, and the strengthening
of powers allocated to nearest relatives (Bowen, 2007). The harm criteria defined in
the MHA 1959, concerning risk to self and others remained the same, but the duration
of admission for treatment and care was reduced from one year to six months (Wilson,
2021). While the MHA 1983 provided an emphasised procedural safeguard for
patients’ rights, the discretionary medical authority was left unchanged. Unlike the
MHA 1959 that omitted agreement to treatment, consent dominated the 1983 Act
(Hilton, 2007). This created an Approved Social Worker (ASW) role for performing
specific legal duties including completing assessments, applying for the compulsory
detention of people with mental illness, and “recommending and applying for
guardianship” (Campbell et al., 2001, p. 156). ASWs became central figures in
protecting service users’ rights, particularly because patients were not permitted

immediate access to judicial review during the detention process (Gostin, 1975).

Significant events in the 1990s moved public attitudes from sympathy for the health
and welfare of people with mental disorders to growing fear and anxiety over their
potential danger (Killapsy, 2006). Concerns for public safety emerged after certain
high-profile homicides committed by mentally ill patients in the community, including
the 1992 killing of Jonathan Zito by Christopher Clunis, and the 1996 murders of Lin

and Megan Russell by Michael Stone (Barber et al., 2012).
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The MHA 1983 was amended in 2007 to emphasise risk management, public
protection, and medication compliance, introducing Community Treatment Orders
(CTOs) and replacing ASWs with Approved Mental Health Professionals (AMHP). The
role of AMHP was essentially the same as performed by the ASW, but the Act
expanded the range of professional groups - social workers, clinical psychologists,
mental health/disability nurses, and occupational therapists - who could exercise
powers of compulsion and make detention decisions (Stone, 2018, Barber et al.,

2012).

1.4 The current context

In England, the Mental Health Act 1983 is the statutory instrument for managing the
mental health needs of people who require involuntary hospital treatment. Central to
this is the role of the AMHP who holds a statutory mandate to detain people for their
care and treatment (Brown, 2016). Even though the 2007 amendment broadened the
range of professionals afforded these powers, it remains primarily a social work
activity, with social workers comprising ninety-five per cent of AMHPs (Carson, 2018).
Their role includes involvement in multi-agency work and conducting MHA
assessments to establish risk thresholds for detention (Knott and Bannigan, 2013).
They must consider the least restrictive options or alternatives to detention to ensure
that they use their compulsory powers lawfully, balancing the independence of the
individual while safeguarding them, their family, and the wider public (DoH, 2015;

Brown, 2016).

As part of their role, AMHPs receive specific training in the application and

understanding of the Mental Health Act. They must also draw on their knowledge and
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skills as well as their professional values to inform the assessment, consider family
and relationship dynamics, and social circumstances or factors such as employment,
housing, deprivation, poverty, and the impact of life events. AMHPs also receive
cultural competence training and therefore, will be aware of the impact during a mental
health assessment of race and culture within a mental health context (Hatfield, 2007).
Although detention decisions take place in a multi-disciplinary framework ostensibly
dominated by the bio-medical model embodied by psychiatry (Bonnet and Moran,
2020), my study focuses on the AMHP precisely because social work is supposed to
steer away from this model (Hall, 2017) towards holistic social perspectives or

processes.

As per Section 13 of the MHA, AMHPs must exercise independent decision-making
(DoH, 2015) as to whether to apply for detention, based upon several factors including
medical and social evidence, outside the command of their employers or other
professionals from the multi-agency team, such as doctors (Brown, 2016). Notionally,
AMHPs should be “independent arbiters”, standing up for service user rights, and
maintaining an independent perspective while counterbalancing and challenging the
medical model (Knott and Bannigan, 2013; Hall, 2017). However, there is little
evidence as to how they discharge these vital functions. Most existing research into
the rising rates of detention under the MHA has tended to focus on psychiatrists’
perspectives (Bonnet and Moran, 2020; Keown et al., 2011; Campbell, 2010; Fistein
et al., 2016;). Within the existing literature, there are limited direct observational
studies into the actual practice of assessing people for compulsory admission for

mental health treatment.

Given their unique role and powers, we require a better understanding of how AMHPs
make detention decisions, particularly concerning people from Black backgrounds
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who are overrepresented within the mental health system and experience inequalities

when accessing mental health treatment (NHS Digital, 2018; Bhui et al., 2018).

1.5 Structure of the thesis

This thesis consists of seven main chapters. This first chapter provides an introduction
to the historical context of detention under the MHA and the background for the
research. It also outlines the aims and purposes of the study. Chapter 2 contextualises
the thesis by reviewing the relevant literature. This analysis is broken into five main
themes: the assessment and management of risk; accountability; social perspectives
and contexts; alternatives to compulsory hospital admission; and Black people and
compulsory detention under the MHA. It also outlines the research questions
generated from the literature review. Chapter 3 presents the theoretical framework for
exploring the work of the AMHP. | integrate risk work theory and the idea of epistemic
injustice into a single framework to inform this research. The following chapter 4
outlines my methodological approach to answering my research questions; outlining
my methods of data collection and analysis, ethical consideration, reflexivity, and
researcher positionality. The research findings and analysis are thematically presented
in chapters 5 and 6. In Chapter 7, | discuss the findings in the context of the existing
literature relevant to this study and assess the value of the theoretical framework in
light of this; while concluding with implications for policy and practice, the strengths

and limitations of the methodology, as well as the considerations for future research.
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Chapter: 2 Literature Review

2.1 Introduction

This chapter presents a critical appraisal of the body of literature pertaining to this
current study. It begins by outlining the search strategies used to identify the relevant
literature, followed by a description of the approach employed to critically evaluate the
selected studies. The chapter then provides an overview of the wider context of risk
and mental health and considers its relevance within empirical research.
Subsequently, it reviews empirical studies related to the work of the AMHP and how
they make decisions about detention during MHA assessments, identifying gaps in the
knowledge while assessing their contribution to answering this study’s research
questions. While there is a vast amount of literature that is potentially relevant to this
research, | will be focusing on those studies and analyses that explicitly address AMHP
decision-making. These studies have been sourced from various disciplines and
subject areas, including social work, sociology, and mental health/psychiatry. For
critical analysis purposes, | have categorised the literature under five main themes:
the assessment and management of risk; accountability; social perspectives and
contexts; alternatives to compulsory hospital admission; and Black people and
compulsory detention under the MHA. | have given particular consideration to the
detention decisions of AMHPs and the implications for Black service users who are
reported in the literature to be disproportionately affected by MHA assessments. This
chapter concludes with a summary of the key findings/issues and identifies the gaps
in the existing literature which my research seeks to address. Importantly, | will
describe the theoretical framework reinforcing part of the existing literature in chapter

3.
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2.2 Strategy for literature search and the critical review process

To identify empirical studies related to my research topic - the role of the AMHP in
relation to the detention of Black people under the MHA - | conducted a series of
electronic searches using databases such as SCOPUS, Social Care Online (SCIE),
and the Applied Social Sciences Index and Abstracts (ASSIA). | also employed
reference chaining to locate additional studies. In addition, | searched grey literature
sources, including EThOS, the Department of Health and Social Care, the British

Association of Social Workers, Community Care, and Google Scholar.

In the initial phase of the literature search, | used a broad range of search terms, but
as the process progressed, | refined and narrowed these to focus on key terms,
including: Approved Mental Health Professionals (AMHPs), Mental Health Act 1983,
Black and Minority Ethnic groups (BME/BAME), African Caribbean, social work, AMHP
decision-making, MHA assessment, risk assessment, detention, compulsory

admission, disproportionality, ethnic disparities, mental iliness, and mental disorder.

The inclusion criteria for this literature review were as follows: primary research
focusing on the role of Approved Mental Health Professionals (AMHPs); studies
examining risk assessments conducted under the Mental Health Act; literature
exploring the experiences of Black individuals with mental health needs; and research
addressing ethnic disparities or disproportionality within mental health services. Only
studies published in English from 1983 onwards were considered. The year 1983 was
selected as the starting point, as it marks the introduction of the role of the Approved

Social Worker (ASW) under the Mental Health Act, a position subsequently replaced
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by the AMHP role in 2007. A total of 77 studies met the inclusion criteria and were

incorporated into the review.

Having selected literature relevant to my research based on predefined inclusion
criteria, | conducted a critical review of the chosen studies. This process went beyond
simply summarising existing work, involving a thorough evaluation of their quality,
relevance, and contribution to my research question (Ridley, 2012). | followed the
approach outlined by Shah et al. (2018) which involved multiple iterative readings of
each study, during which | consistently adopted an analytical and evaluative stance.
In the initial readings, | extensively annotated the texts, making detailed notes that
captured not only the substantive content of the studies but also their methodological
choices. A central component of this stage was the critical appraisal of each study's
strengths and limitations, while paying particular attention to how each study

contributed to the broader discourse surrounding my research topic.

After completing the in-depth reading phase, | proceeded to summarise the recurring
issues, capturing core arguments, and key findings of each study. | identified common
themes and points of contention across the literature. These insights were then
organised into thematic categories, which enabled a structured and coherent critical
discussion in the subsequent stages of my review. This thematic organisation served
not only to highlight areas of consensus and divergence within the literature, but also
to identify gaps and opportunities for future research, thereby sharpening the focus

and rationale for my own study.
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2.3 Risk and Mental Healthcare

There has been a continuous debate on whether contemporary society is a “risk
society” (Beck, 1992), becoming overly risk-averse (Davies, 2012) and less tolerant of
positive risk-taking (Harrison and McDonald, 2008). Beck (1992) contends that
contemporary society is characterised by an increased awareness of risk, alongside a
loss of faith in technology and professional expertise (Horlick-Jones, 2005). From this
sociological standpoint, risk is constructed by social groups who decide what events
are deemed to be risks and determine their response (Lupton, 1999, Horlick-Jones,
2005). This literature highlights that those who undertake risk work construct those
individuals associated with risks or threats to others as requiring management
(Stanley, 2018; Horlick-dones, 2005). The concept of risk is utilised to describe and
explain the nature, management, and experience of risk in daily professional practice

(Turnbull et al., 2017).

Aven and Renn (2010) observe that risk is a complex and multifaceted concept, and
although there is no conclusive or agreed definition of risk, it is interlinked with the
concept of uncertainty. Lupton (1999, p.9) states that “risk and uncertainty tend to be
treated as conceptually the same things”; while Aven and Renn (2010) define risk as
“an event where the outcome is uncertainty” (2010 p.3). Uncertainty is associated with
“not knowing for sure what will happen” (Macdonald and Macdonald, 1999, p.17;
Grote, 2015), and circumstances where it is impossible to quantify or meaningfully
calculate probabilities (Pettersen, 2016). The concept of risk and the conditions of
uncertainty are particularly important to mental health assessment and treatment
(Brown et al., 2009), with the decision-making processes of mental health social

workers largely shaped by risk (Stanley, 2018).
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Mental health policies driven by risk (Pilgrim, 2007) can affect “users’ trust in services”
and generate “dynamics within organisations” which may have a pernicious effect on
trust and working alliances (Brown et al., 2009). Risk reduction or minimisation may
create tension for professionals in terms of their commitment to promoting a client’s
autonomy and choice (Hall et al., 2012), and establishing trust (Brown and Calnan,
2013). Power (2004) notes that the increased emphasis on risk within professional
work and organisational contexts involves a shifting of accountability downwards to
frontline professionals. Consequently, professionals have become more defensive and
risk-averse for fear of being blamed or held accountable should poor outcomes occur
(Davies, 2012). There has been a notable shift in the way social workers engaging in
risk work are held accountable for the adverse outcomes or failings of social care
interventions, placing them in a vulnerable position, and consequently, succumbing to
media narratives and public pressure by reorienting their work towards defensive
practices (Warner, 2015; 2006). Spendlove’s (2018) study shows that this
preoccupation with risk in everyday work — and the requirement of evidence that risk
reduction is occurring, through extensive paperwork - can be counterproductive when
caring for patients. Evidence-driven practice, a focus on objectivity, and the
requirement to appraise risk decisions have led to professionals adapting or
reconfiguring their working practices - instead of questioning or resisting the evidence
- due to feelings of fear and anxiety about “potential blame” (Brown and Gale; 2018,
p.7; Spendlove, 2018). Accordingly, practitioners feel more comfortable framing their
risk decisions in objective ways for fear of potential adverse outcomes occurring

(Stanley, 2018).

Risk work is an aspect of emotional work involving the management of professional

anxiety (Brown and Calnan, 2013; Stanley, 2018). The risk narrative presented within
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mental healthcare has amplified concerns and manufactured professional anxiety; this
fear of accountability relates to the risks associated with mental illness and the
assessment and handling of such risks within the context of daily practices (Gale et
al., 2016; Beddoe, 2010). The heightened anxiety of other professionals can
significantly impact workers’ decisions as to how they conceive of the risk represented
by a particular social group (Stanley, 2018). This highlights the issue of ethnicity and
its implication to AMHP decision-making concerning the mental health needs of people
from Black communities, with the literature establishing that Black service users -
particularly young Black males - are perceived by professionals as more “risky” and
“‘dangerous” (Nacro, 2007). Frost and Hoggett (2008) observed that rising rates of
detention and the strikingly disproportionate representation of young Black males in
the more punitive and coercive areas of mental health management demonstrate the
profoundly negative experience and suffering caused by the social construction of the

“pblack other”.

There has been a shift in the way risk is conceptualised in mental health services, with
a growing emphasis on the risks presented to others/the public by mental health
service users, in comparison to the profound risks they experience and encounter
themselves (Warner et al., 2017). Since the implementation of community care in the
1990s, there has been an overwhelming emphasis on a perceived escalation of risk
that individuals with mental health issues pose to others in the community. The
professional’s risk assessment is now perceived as the process required to protect
and ensure public safety, alongside guaranteeing the welfare of people who are
mentally unwell and “dangerous” (Grounds, 1995). This focus on the risk of violence
to others by people with mental health problems - and concerns for public safety - was

accentuated by the enquiries into the homicides committed by individuals suffering
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from schizophrenia in the early 1990s, including the killing of Jonathan Zito by
Christopher Clunis, a Black service user (Ritchie et al., 1994), and the resultant
influence of powerful media campaigns and the heightening of public anxiety (Davies,
2012). As a direct consequence, various governments have pursued risk or public
safety agendas (Fennel, 2007), with high-risk categorisation closely linked to people
with mental health difficulties deemed to pose a risk to others/the public rather than to

themselves (Warner, 2008).

Decisions require legitimisation to justify detention (Stanley, 2018). This means that
by employing an account of potential risk, AMHPs can validate their decisions;
however, it should be recognised that those who are subject to these assessments are
required to live with the consequences (Stanley, 2013). Stanley (2018) argues that
social workers should apply reflexivity and critical engagement to risk work,
challenging risk categorisation by other professionals according to their own
assessments and considering a person’s social circumstances. This can prove
demanding, but it is arguably oppressive and unethical to classify someone’s
behaviour in escalating risk terms according to the fear and anxiety of others (Stanley,

2018).

2.4 Assessment and management of risk in AMHP decisions relating
to detention

The literature indicates that AMHP detention decisions heavily rely on risk assessment
and management, reflecting the risk criteria outlined in the MHA 1983 and the 2007

amendment for considering the ‘risk’ both to patient health or safety and the protection
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of others (Brown, 2016; Simpson, 2020). Decision-making in mental health practice
has always involved an aspect of risk assessment (Thomas-Glover, 2011). One of the
central focuses of the amended 2007 MHA is the risk presented by the service user to
others — driven in part by political pressure and heightened public anxiety concerning
the containment and management of people with mental health problems (Glover-
Thomas, 2011). Fennel (2007) contends that various governments have followed a
risk or public safety agenda, as a direct consequence of concern following homicides

by persons suffering from mental disorders.

The MHA reinforces this dependence on risk discourse within practical decision-
making by mental health professionals and the increased application of standardised
risk assessment tools (Glover-Thomas, 2011). In this respect, the AMHP’s decision-
making process can be viewed as ‘risk work’; a balancing act between positive risk-
taking and risk reduction through probabilistic approaches (Davis, 1996). However, as
Coffey et al. (2017) observe, the requirement for professionals to assess risk may not
achieve the policy objectives of minimising risk and reducing bad outcomes due to
poor predictive ability and a fear of undesirable results generating risk-averse
practices. It is also notable that the lack of clarity about risk thresholds and an
inconsistent understanding of risk produce variable outcomes under the MHA
assessment (O’Hare et al., 2013; Sheppard, 1990; Glover-Thomas (2011). The
subjective nature of ASW/AMHP decisions and the construction of risk is highlighted
in the literature (Sheppard, 1990), with evidence of varying decision-making amongst
practitioners (Peay, 2003; Stone, 2019). Sheppard (1990) undertook semi-structured
interviews with nine ASWSs, focusing on risk assessments by practitioners, and finding

that risk criteria played a significant role in detention decisions. He emphasised the
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subjective and interpretive nature of these, highlighting that most ASWs focused on

the patient’s mental illness merged with risk.

Stone (2019) identified that decision-making over whether to detain a person appeared
inconsistent and subjective, with various professionals within mental health teams
constructing risk factors in varying ways, echoing the findings in Sheppard’s (1990)
research. Unfortunately, the question as to how AMHPs construct cases or risk when
arriving at decisions is beyond the remit of these studies and remains unanswered. Of
further relevance to this thesis is Stone’s proposal for an ongoing review relating to
AMHP decision-making from the referral discussion to the detention decision, as the
majority of AMHP practice occurs away from public scrutiny where independent
appraisal is impossible. Using vignettes and semi-structured interviews to gather data
from 20 AMHPs (ten social workers and ten nurses), Stone (2019) discovered that a
deficiency of information about the person being assessed lowered the risk threshold.
The objective of this study was to understand the management and assessment of
risk - rather than the risk emerging from the data - and its findings may have been
impacted by the research sample, considering that despite the role being extended to
non-social work professionals - mental health/learning difficulties nurses, occupational
therapists, and psychologists - the vast majority of AMHPs remain social workers

(Carson, 2018),

Glover-Thomas’s (2011) study examining risk perception and determination following
the 1983 MHA amendment identified the importance of knowing the person when
determining whether compulsory detention was necessary. Quirk et al. (2003) confirm
this, identifying that ASWs raised their risk tolerance when the assessed person was
already known to the service. While some of the participants in Glover-Thomas’s
(2011) study highlighted its importance during the decision-making process, others
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perceived that clinical history and previous encounters with psychiatric services should
not prejudice an assessment of someone’s current mental health status. It is
acknowledged that the prejudicial influence of clinical history on decision-making
implies that the management and assessment of risk is not an entirely “value-neutral,
fact-finding exercise” (Glover-Thomas, 2011, p. 298). These seemingly conflicting
positions regarding the influence of a service user’s clinical history reflect the
subjective and interpretive nature of the AMHP detention decisions evidenced (Stone,
2019; Peay, 2003; Sheppard, 1990). Intending to address the subjectivity of these
decisions, Glover-Thomas sought to explore how risk assessment might be
standardised by decision tools, however, she identified that professionals desired to
use their discretion when approaching risk. That decision tools have not been
commonly adopted by AMHPs during MHA assessments confirms the subjectivity of

decisions regarding risks and detention (Simpson, 2020).

Buckland’s (2016) study identified medical and risk discourses deployed by
professionals to justify admission and detention. She focused on the decision-making
of AMHPs, finding her participants localising mental iliness treatment to hospitals, with
limited focus on alternatives to involuntary admission. Buckland conducted interviews
with ten AMHPs each detailing a recent memorable assessment according to
Foucauldian discourse analysis — a methodology reliant on a specific understanding
of the function of power, discourse, and language, but biased towards power
asymmetry. The study adopted a social constructivist position, examining how
detention under the MHA is “discursively constructed, mapped, negotiated and
understood” by participants while drawing on a theoretical framework concentrated on
power, language, and discourse to advance understanding of AMHP practice.

Buckland’s study indicated that professionals utilised personal and professional
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subject positions to grasp the meaning of mental illness, with the suitability of available
treatment — categorised by participants as the “right thing to do” - identified as the most
significant component of detention decisions. While the semi-structured interviews and
discourse analytic methodology deployed by Buckland furthered understanding of how
AMHPs interpret and use compulsory detention powers under the MHA, it mirrored
most existing studies relating to the role by lacking direct observational data that might
produce insight into their actual practice, as opposed to normative perspectives and

their reported behaviour. This proposed study aims to rectify this.

Research about AMHP decision-making has indicated a lack of clear boundaries
between voluntary and compulsory admissions to psychiatric hospitals (Kjellin et al.,
2006); and gaps between practitioner and patient perceptions of risk, treatment, and
care, and how this is experienced by patients (Kjellin et al., 2006). Whereas the risks
presented by a person assessed under the MHA may often require an involuntary
hospital admission (Buckland; 2016), it is argued that risk is not merely that which an
individual might do but the interpretation and meaning attributed to a behaviour or its
possibilities (Warner and Gabe, 2008). Therefore, while the MHA assessment is
centred on risk to self and others, it is worth noting that the construct of risk is
debatable and socially constructed (Szumuler and Rose, 2013), requiring practitioners
to consider other complicating factors and much broader issues, including iatrogenic
harm resulting from involuntary admission, the need for positive risk-taking, and

negotiating the balance between care and control (Boardman and Roberts, 2014).

Simpson (2020) explored the factors influencing AMHP decisions about compulsory
hospital admission under the MHA 1983, thematically analysing 25 papers and
identifying risk, accountability, and morality as key and dominant themes. Simpson
described morality as the “use of the self to understand another”, and the fusion of
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personal and professional values to understand patients’ presenting issues. The study
highlighted the prominence of risk, reflecting the basis for medical recommendations
under the MHA in sections 2 and 3, however, risk-based decisions were found to be
subjective and infused with morality rather than technical judgements. The study
highlighted how morality manifested through how practitioners combined both
personal and professional dimensions, using themselves to make sense of service
users’ situations in detention decisions. Considering the influence of morality on
AMHPs, Simpson questioned whether services should offer support when dealing with

moral engagement in their everyday practice.

Coffey et al. (2017) undertook a study to explore the contents of care plans and the
multiple perspectives of service users, family members, and workers concerning risk
assessment and management, using qualitative interviews with service users, family
members, and workers across four English and two Welsh National Health Service
sites. It was identified that participants held differing perspectives regarding risk.
Service users recognised the benefit of talking about risk but were suspicious of its
importance being used by workers to undermine their independence. It was notable
that service users and their families did not see themselves as active mental
healthcare consumers but merely recipients of professionals’ instructions, uninvolved
in the decision-making about their care and treatment. On the other hand,
professionals identified risk as emanating from the individual rather than social factors.
They were more concerned with following assessment procedures and proved
intolerant to positive risk-taking. Thus, workers avoided involving service users in
discussions relating to risk, inclining towards aversion and erring on the side of
caution. Coffey et al. (2017) observed that good relationships with professionals were

central to service users and family members, although claims by professionals of
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collaborative work with service users in the care planning process did not stretch to
the assessment and management of risk. This constitutes an element of epistemic
injustice, disadvantaging service users by denying them the opportunity to develop
understanding and further knowledge of their condition (Coffey et al., 2017). This
current thesis will attempt to comprehend such matters by exploring whether a service
user’s knowledge, experience, and circumstances are considered by practitioners

when forming their judgements about detention.

The role of individual differences concerning how professionals assess risk (Bartlett,
2010), intuition according to professional experience (Glover-Thomas, 2011), and
“practice wisdom” (Sheppard, 1995; Vicary, 2017) are all stressed in the literature as
factors influencing detention decisions. Sheppard referred to professionals drawing on
their practice wisdom - developed through life or practice involvement - to form their
judgements. Glover-Thomas (2011) highlighted how gut feeling consistent with
professional experience in the decision-making context directed risk assessment
outcomes. She discovered that professionals filtered risk factors through “personal
intuition” to arrive at a decision. Glover-Thomas’s (2011) study sought to investigate
whether the amended MHA strengthened risk as a dominant focus during judgements
while considering how professionals might deploy risk to facilitate or help in their
everyday practice. The MHA fails to define risk or the germane factors that
characterise it. While the code of practice provides some guidance, what counts as a
risk to self or others is left to the discretion of decision-makers. The lack of clear
definitional parameters around risk poses further questions as to the extent of its
perception and how to establish it (Glover-Thomas, 2011). In practice, the risk criteria
for AMHPs implied a need to strive to create the right balance between a service user’s

autonomy and protecting the public from possible harm. The objective of the MHA is
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to ensure decisions are made to reduce undesirable outcomes resulting from mental
illness by increasing safety (DoH, 2015). Thus, risk provides the lens to realise this
balance. However, this centres on subjective interpretation, with this type of decision-

making being predisposed to errors and inconsistencies (Glover-Thomas, 2011).

A patient must be diagnosed as having a mental disorder as defined in the MHA, under
Section 1, for the AMHP to use their detention powers. The criteria for arriving at a
decision is unclear, and for this reason, decision-makers use their discretion to
interpret factors relevant to detention decisions. Glover-Thomas (2011) found that a
person’s risk to self or others was used as a principal reason for all such decisions,
yet despite its significance in the decision-making process, the respondents in her
study unanimously conceded that there was no clear definition of risk or measures for
its determination. It highlighted that decision-makers constructed working definitions
that often seemed obscure and incomprehensible. Many decision-makers could not
define risk, stating it to be self-evident — a “risk is risk paradox” - without being able to
clearly explain its constituting factors. This was supported by O’Hare (2013) who
observed that practitioners had an inconsistent understanding of risk. The lack of
clarity and negotiable threshold regarding MHA implementation may not only affect
service users’ rights but also erode public trust in the entire system (Glover-Thomas,

2011).

As emphasised in this review, the policy objective or purpose of the MHA is to ensure
decisions are made intending to reduce undesirable outcomes resulting from mental
illness by increasing safety and welfare. In theory, risk offers a useful tool by which
practitioners may attain this balance, deploying detention powers under mental health
legislation where an individual presents a risk to themselves and others. However, this
review establishes that this has proven a subjective exercise and is often erroneous
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and inconsistent (Glover-Thomas, 2011). Considering the prevalence of risk and the
subjective process involved when applying compulsory powers, this theme reinforces
the value of observing the actual practice of AMHPs and how they construct risk during

MHA assessments. This research seeks to address this void.

Risk is intricately linked with accountability, where frontline practitioners (AMHPs) are
held responsible for bad outcomes resulting from their judgements. For example, if a
practitioner's decision results in harm - or even the death - of a service user, they may
be held accountable. It is highlighted that the mounting emphasis on risk across
professional work and organisational contexts involves a shift in accountability
downwards to frontline staff (Brown and Gale, 2018). Consequently, these
professionals have become more defensive and risk-averse for fear of being blamed

or held accountable should bad outcomes occur (Davies, 2012).

2.5 Accountability

The literature highlights that AMHPs are wary of adverse consequences, given their
level of discretion and independence regarding detention decisions enshrined in the
MHA (DoH, 2015). AMHPs are required to have the skills and knowledge during an
MHA assessment to exercise independent decisions and be “personally accountable”
for their practice (Golightley 2014, p. 71). The literature reveals that practitioners’
anxiety about accountability for negative outcomes occurring, public scrutiny, and
“blame culture” affects their detention decisions (Quirk et al. 2003). Accountability in
this sense refers to being culpable or responsible for adverse outcomes. As Douglas
(1990, p. 6) succinctly states, this is the “forensic function” of risk; the identification of

who is to blame when bad things happen.
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The decision-making process of an AMHP may be affected by the stressful nature of
their role and anxiety about professional accountability for potentially undesirable
outcomes following their judgements (Simpson, 2020; Peay, 2003). Gregor (2010)
identified that practitioners experienced emotional distress from their legal obligation
to make detention decisions. This can be exacerbated by the challenges associated
with multiagency working (Davidson and Campbell, 2010; Furminger and Webber,
2009). Partnership working among professionals from different disciplines tends to
undermine the decision-making process of an AMHP thereby worsening the plight of
service users and their carers when considering compulsory detention (Bowers et al.,
2003; Furminger and Webber, 2009; Davidson and Campbell, 2010). Similarly, Kinney
(2009) writes about his preference for a holistic assessment, including risk factors and
social circumstances, being overturned by other professionals. His account highlights
how power dynamics and organisational values - both implicitly linked to accountability
- influence decisions about detention (Simpson, 2020). This is reaffirmed in Campbell’s
(2010) study, indicating that organisational factors and management pressure on
practitioners may potentially impact assessment, guiding detention decisions through

their perception of accountability.

Kinney (2009) explored the ethical conundrums faced by AMHPs during the detention
process, arguing that following a doctor’s medical recommendations for compulsory
hospital admission, the promotion of a patient’s independence or choice will compete
with concerns over professional responsibility for risk-taking. This fear of
consequences leads to risk-averse options being considered (O’Hare et al., 2013;
Fistein et al., 2016). This was echoed in Buckland’s study (2016), highlighting that her
participants associated defensive practices in response to a fear of personal

accountability with public discourses on risk. Similarly, Coffey et al. (2017) discovered
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that professionals encouraged risk-averse options fearing ramifications should
adverse outcomes occur. This is closely aligned with uncertainty about risk being
identified as a contributing factor to detention decisions in the literature. Peay (2003)
identified that this insecurity created risk-averse decision-making and a lack of positive
risk-taking. This was supported by Buckland (2016) and Skinner (2006), who
emphasised the prevalence of uncertainty in the assessment process and its direct
association with accountability and defensive practice. Peay (2003) found that
detention decisions were driven by a fear of adverse outcomes arising from deciding
not to detain, while Quirk et al. (2003) determined that support from other professionals

minimised the likelihood of compulsory hospital admission.

Fistein et al.’s (2016) study into decisions relating to involuntary admission revealed
that participants felt compelled to detain patients out of fear of liability for any future
harm that individuals might otherwise cause. Skinner (2006) supported this, identifying
that professional accountability played a significant role in detention decisions. Fistein
et al. (2016) used observation and in-depth interviews with medical practitioners and
AMHPs to explore how detention decisions were made in practice. The study sought
to understand the principles and grounds for detention decisions; it also aimed to
examine how and why these decisions may conflict with a legal framework defining
the conditions and circumstances under which lawful detention may occur. The study
identified six themes that influenced decision-making: diagnosis; the availability of
alternatives to detention; the likelihood of a response to treatment; the risk
assessment; the service user’s capacity to make treatment decisions; and the degree
of complexity embedded in the decision-making. Some of these findings
demonstrating the complexities of decision-making and concerns about accountability

are consistent with wider research. However, there were a limited number of AMHPs
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involved in the study — while five AMHPs participated in its observational element, only
one AMHP was engaged in the interview section. While the writers highlighted the
strength of the observational portion of the study, it only included discussions between
medical practitioners and AMHPs following MHA assessments for deciding whether
an assessed person met the criteria for compulsory detention. Consequently, the study
did not involve observation of actual assessments or interactions between

practitioners and service users, which is of particular interest to this current study.

Skinner (2006) sought to understand the experiences of practitioners conducting
mental health assessments, identifying that professional accountability and liability
contributed significantly to detention decisions. Skinner’s study involved semi-
structured interviews with mental health professionals intending to explore their
experiences of the mental health process. Her participants comprised of seven ASWs,
two senior nurse practitioners, one psychiatrist, and a specialist registrar. The study’s
findings suggested that the combination of accountability, performing competing
functions, the conflicting values emanating from working with others, and practising in
a highly charged environment could prove highly stressful, burdensome, and “anxiety-
provoking” for practitioners involved in the MHA assessment. While this study
illustrated how practitioners were impacted, its purpose was not to explore how
detention decisions were made. Recognising this knowledge gap, Skinner proposed

further observational studies relating to decision-making under the MHA.

2.6 Social perspectives and contexts

The third distinct theme emerging from the literature concerned social perspectives

and contexts. The concept of a ‘social perspective’ is subject to a wide range of
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interpretations, with no straightforward definition of the term included in the MHA Code
of Practice (DoH, 2015). Tew (2005) recognises this ambiguity but attempts to identify
several core elements, including an emphasis on lived experiences and situated
knowledge explored through an exchange of information and dialogue; a departure
from pathologising people with mental health needs; and taking a holistic approach
that considers people in their environment, such as family situations and socio-
economic positions. According to Tew, the ‘social perspective’ should reflect the
principles of anti-oppressive and empowering practices, highlighting an awareness of
social factors that could disadvantage people (Tew, 2005). Consequently,
professionals should be committed to taking full account of people’s voices, social
circumstances, and testimony about their mental health problems, in contrast with a
medical model focused on symptoms (Tew, 2005). This is supported by the guiding
principle of empowerment and involvement - referenced under s118 in the Code of
Practice - highlighting that service users should be fully involved in decisions about
their care and treatment while considering the views of families and carers when

making judgements (DoH, 2015).

The vast majority of AMHPs are social workers (Carson, 2018; Brown, 2016) entrusted
with advocating for vulnerable people, requiring a commitment to listen and take full
account of what they say, championing social justice, and promoting anti-
discriminatory practices (Tew, 2005). Crucially, the Department of Health (DoH, 2015:

122) Code of Practice for the Mental Health Act 1983, updated in 2015, states that:

The role of AMHPs is to provide an independent decision about whether or not
there are alternatives to detention under the Act, bringing a social perspective
to bear on their decision, and taking account of the least restrictive option and
maximising independence guiding principle.
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AMHP practice is reinforced by section 118 of the MHA and the Code of Practice (DoH,
2015), stipulating social perspective as an important feature of AMHP work. Social
perspective is also represented in mental health policy (DoH, 2011) and several social
work position statements (Allen, 2014; Allen et al., 2016). Detention decisions occur in
a multi-disciplinary context ostensibly dominated by the medical model embodied by
psychiatry (Hall, 2017). The social perspective feature of the AMHP role remains a
significant counterbalance to the overriding medical discourse found across mental
health services (Knott and Bannigan, 2013; Coffey and Hannigan 2013). Emphasising
the social perspectives of AMHP work illustrates the importance of challenging medical
hegemony and its associated power asymmetry, while working to promote positive
risk-taking, user participation, and rights-based interventions to resolve the social
determinants of mental health problems (Karban et al., 2020). However, despite the
potential for positive engagement and empowerment, the state response to risk
management (Felton et al., 2017) and conflicting policy objectives bode poorly for the
likelihood of practitioners readily adopting positive risk-taking (Basset and Stickley,
2010). In this context, positive risk-taking involves embracing a greater degree of risk
and uncertainty compared to conventional, risk-averse approaches that prioritise a
'safety-first' approach. It centres on the needs of the service user, aiming to empower

decision-making, support autonomy, and promote social inclusion (Titterton, 2011).

The literature highlights that despite the centrality of social perspectives in AMHP
practice, there remain challenges to its implementation in light of structures within
organisations and the perception of risk, which is invariably understood to be
embedded in AMHP decision-making (Campbell, 2010; Karban et al., 2020). In their
recent qualitative study following the perspectives of AMHPs as to how recovery and

social perspectives are applied when conducting MHA assessments, Karban et al.
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(2020) identified that their participants regarded these concepts to be essential
elements of their practice. However, AMHPs also acknowledged that when it came to
assessment and risk management, this consideration could become secondary.
Examining how AMHPs account for recovery and social perspectives when
undertaking MHA assessments, this study used semi-structured interviews with twelve
AMHPs who were all social workers. Its key findings suggested that its participants
considered social perspectives in terms of the “social side of things”, trauma and
abuse, and the iatrogenic harm resulting from mental health service involvement. The
study identified AMHPs’ nuanced understandings of social perspectives and how they
perceived these ideals as essential to their role; acknowledging its complexities and
the differing ways in which they attempted to incorporate these concepts into their
decision-making. While the study illuminates AMHPSs’ understandings of social
perspectives and how they attempt to translate this into their everyday practice, it is
worth noting that the authors of this study were involved in the delivery of the AMHP
training course and had previously taught some of the research participants prior to
qualification, and therefore, the researchers' pre-existing relationships with the
interviewees may have influenced the outcome of the interviews. Additionally, the
study did not consider the perspectives or experiences of service users who had been
assessed and/or detained under the MHA, as recommended in the recent independent

review of the MHA (DHSC, 2018), and which the current study aims to address.

Hatfield (2008) undertook a study exploring the social circumstances of people
assessed by ASWs, determining key features including isolation, lack of material
resources, and lifestyle problems - such as substance misuse - that affected
individuals’ mental health conditions. Hatfield identified evidence of a close association

between social issues and mental health crises, concentrating on the challenging
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nature of MHA assessments completed by decision-makers. Notwithstanding the
immensity of this task, Hatfield rationalised that social workers were equipped with
specific abilities for identifying structural issues and social factors contributing to
serious mental health issues. She also added that the skillsets of mental health social
workers and their knowledge regarding community services placed them in a good
position to coordinate appropriate responses and organise alternative services
mitigating the need for hospitalisation. However, there is an ongoing debate in the
literature about how AMHPs incorporate social perspectives in their detention
decisions within the context of organisational policy and resource implication that
tends to hinder working alliances or empower engagement with service users
(Campbell, 2010; Davidson and Campbell, 2007). The literature demonstrates that in
light of dominant medical discourses about mental disorders and the preoccupation
with risk - which the MHA implicitly reinforces - AMHPs are faced with the challenge of
applying social perspectives during assessments and making decisions about

involuntary hospital admission (Campbell, 2010; O’Hara et al., 2013).

Various studies have highlighted the conflicting nature of using detention powers that
undermine people’s freedom and liberty by practitioners/AMHPs, and in particular
social workers, who champion a commitment to social justice, the empowerment of
service users, and the promotion of recovery and social perspective ideals (Campbell
et al., 2006; Campbell and Davidson, 2009; Davidson and Campbell, 2007). While
these principles are not necessarily incompatible with the practice of compulsory
admission, the literature recognises the inherent tension (Abbott, 2018; Campbell et

al., 2006; Davidson and Campbell; 2009).

While the literature acknowledges the challenge AMHPs face to incorporate social
perspectives into their detention decisions, the qualitative study - concerning MHA
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implementation - undertaken by O’Hare et al. (2013) raises doubt about whether this
is what occurs during assessments. O’Hare et al. (2013) identified that their research
subjects - including ASWs and social work trainees - adopted medical narratives,
focussing on mental iliness relapse and resistance to medication to justify intervention.
Through case study vignettes and the results of a postal questionnaire, the paper
offered insight into some of the key issues involved in MHA assessments and the
decision-making processes of its assessors; however, the limited number of ASWs
(only 3 from England) involved in the study may have affected the results, with social
work trainees with limited practice experience comprising the majority of respondents.
Notably, participants from social work backgrounds were asked to complete the survey
absent of other key professionals from psychiatric backgrounds, creating less pressure

to support a social model or position.

Similarly, Sheppard (1990) and Buckland (2016) observed that participants in their
respective studies used people’s mental illness and medical narratives as the basis
for detention. While it is common for MHA assessors to make decisions based on
whether people’s medical conditions require hospital treatment, this analysis is usually
framed within a culture where medical hegemony is infrequently challenged or
subjected to critical investigation (Hall, 2017). Conversely, other studies identified that
practitioners emphasised social circumstances for explaining crises and making such
decisions (Peay, 2003; Hall, 2017). Peay (2003) explored how psychiatrists and ASWs
reached detention decisions together using vignettes from case studies. She found
differing positions from social workers, often deploying social perspectives to overrule
a psychiatrist’s decision. The hypothetical case scenario adopted in her study may
have impacted the results. In seeking to make sense of Peay’s findings, we must

contextualise the environment and the circumstances under which participants were
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asked to make detention decisions. The ASWs were likely fully aware of their
responsibility to locate social perspectives within an MHA assessment and implement
this in the context of a hypothetical scenario. However, it is also possible that
encountering real-life situations and faced with medical recommendations, the ASW
participants may instead follow the statutory framework for involuntary admission by

deploying medical or risk criteria in their decision-making.

The prominence of social perspectives in Peay’s study is consistent with Hall's (2017)
findings identifying that ASWs understood and interpreted crisis in a social context.
Hall (2017) contends that the social worker role inhabited by most AMHPs
complimented that of clinicians during mutual decision-making, applying the medical
model alongside social perspectives. In this respect, all of a person’s circumstances
and experiences are taken into account; promoting service user participation and
encouraging them and their families/carers to establish the underlining reasons for
their crisis, instead of simply perceiving MHA assessments in medical terms (Tew,
2005). This requires the consideration of a broad range of concepts including shared
decision-making; seeing the service user as an expert in their own condition and social
capital. Practitioners ought to utilise these constructs to widen the assessment
process, thereby helping to counterbalance the more restrictive perspectives of the
dominant medical model (Hall, 2017). Importantly, Hall (2017) focussed on alternatives
to compulsory detention, interviewing home treatment staff and ASWs involved in
cases and MHA assessments resulting in home treatment or alternatives to hospital

admission, likely impacting the study’s outcome.

The implication of these studies with their contrasting findings raises questions as to
the extent AMHPs can maintain an independent perspective, counterbalancing and
challenging the medical viewpoint stipulated in the Code of Practice (DoH 2015). This
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is echoed by Campbell (2010), who highlights the concern that social workers may
revert to the orthodoxy of medical narratives and the accompanying language of risk

for detention decisions, rather than depending on their skills and knowledge.

Evidence suggests that social issues relating to housing, benefits, social networks,
family, isolation, employment, marginalisation, inequalities, trauma, and social stigma
may contribute to a person’s mental health profile, and its ripple effect must be
acknowledged when making detention decisions (Wickersham et al., 2019; Hatfield,
2008). The impact of social issues on involuntary hospital admission is well-
established in the literature (Hatfield, 2008; Campbell et al., 2001; Manteklow et al.,
2002), with social factors closely linked to psychiatric problems (Campbell and
Davidson, 2009; Thorncroft, 1991). Hatfield (2008) provides a convincing analysis of
the impact of social factors on individuals assessed under the MHA. However,
Hatfield’s claim that mental health social workers occupy a unique position for
identifying and providing interventions in response to these social issues has been
disputed by O’Hare et al. (2013) who question whether AMHPs incorporate these
social perspectives into their decision-making, given their observable focus on medical
factors in detention judgements. Wickersham et al. (2019) state that informed
decision-making - involving knowledge of the service users’ background, social
support network, community services, and easy access to resources - could help
reduce hospitalisation; however, due to the role’s high pressurised nature,
practitioners may lack the capacity to try less restrictive alternatives to involuntary
admission. Consequently, given the questions raised by the literature as to whether
AMHPs apply social perspectives in their decision-making, | intend to explore this as
part of an ethnographic study to examine decisions relating to the detention of Black

people by AMHPs.
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2.7 Alternatives to hospital admission/detention

A key part of the AMHP role is to challenge psychiatrists and be able to act
independently, particularly concerning clinician advice, while identifying and assessing
the relevant circumstances and exploring alternatives to detention (Stevens et al.,

2018).

Previous studies have indicated that admissions to psychiatric hospitals are often
linked with a lack of community resources and viable alternatives to hospital admission
(Quirk et al., 2003; Wickersham et al., 2019; Barnes, 1990). Wickersham et al. (2019)
identified the availability of community resources, the provision of alternatives, and
crisis services as central to avoiding hospital admission. Quirk et al. (2003) cited
insufficient time for arranging alternatives as a contributing factor to admission, which
is supported by Kinney’s (2009) identification of pressure to address a crisis in a timely

fashion.

The literature on the AMHP role has consistently shown uneven service provision
engendered by resource problems (Davidson and Campbell, 2010), compounded by
a preoccupation with risk and a requirement for evidence that risk minimisation is
occurring (Coffey et al., 2017). Within one of the few observational studies relating to
decisions about involuntary hospital admission, Quirk et al. (2003) highlighted that the
likelihood of a service user being detained increases when there are no realistic
options for hospital admission (2003, p. 119). This study aimed to explore “non-clinical
and extra-legal” factors influencing decision-making about involuntary hospital
admission, using participant-observation of MHA assessments, including qualitative

interviews with the practitioners involved, and follow-up interviews with the service
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users being assessed. The study revealed that several factors contributed to decisions
about detention. The non-clinical influences included limited time for organising
alternatives to admission and a lack of support from other professionals, while the
extra-legal influences involved organisational factors and professional accountability
resulting from detention decisions. The study concludes that non-clinical and extra-
legal influences account for some of the geographical variations in detention rates.
According to Quirk et al. (2003), if detention is considered a last resort, policy makers
must prioritise allocation of resources and service organisation, rather than focusing
on legislative change. Through observation and interviews with mental health
professionals, including ASWs, the aforementioned study’s relevance lies in its
exploration of how decisions are made concerning involuntary admission. However,
exploring the nature of AMHP practice when detaining Black people was not part of
the study’s objectives. Its focus on the influence of organisational factors - such as
limited resources and service organisation - on practitioner’s decision-making provides
an insight into how judgements are made in real-life situations. Nonetheless, it is also
possible that like time constraints, organisational factors affect the provision of

alternatives to hospitalisation (Abbott, 2018).

Kinney (2009) identified that AMHPs are hindered by a lack of alternative resources,
a position shared by Hall (2017), who highlighted how an ASW's only available option
was to admit the person assessed. Hall optimistically places the ASW as a dealmaker
when exploring community resources (Hall, 2017); however, the literature identifies
the deterministic nature of the lack of alternatives to detention (Stone, 2017; Glover-

Thomas, 2018; Buckland, 2016; Quirk et al., 2003).

Hall (2017) identified service users’ willingness to engage with an assessor and
services, such as the home treatment team, as a basis for avoiding involuntary
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admission. Thompson (1997) reinforces this, rationalising a service user’s cooperation
and engagement with the ASW as significant to the detention decision. Hall's (2017)
study focused on assessments in which home treatment services or alternatives to
hospital admission were in consideration, and therefore, may have impacted the
outcome. Abbott (2018) focused on an assessed person accepting their mental health
status and illness and the AMHP’s willingness to trust the person to take medication
being significant to the decision. This was reaffirmed by Stone (2017) who identified
compliance with medication as a relevant factor in such decision-making. Abbott
(2018) identified that if the service user was unwilling to cooperate with the alternative

plan, risks would be deployed to rationalise detention decisions.

Informed decision-making could help reduce hospitalisation (Wickersham et al., 2019).
It is also highlighted that knowledge of a service user’s background, social support
network, community services, and easy access to resources can all be considered
when deciding on detention (Hall, 2017). However, due to the high-pressure nature of
the role, practitioners may lack the time to try a less restrictive alternative to involuntary
admission (Wickersham et al., 2019). This is supported by Langan’s (1989) study
identifying that the inadequate timeframe for completing MHA assessments can prove
problematic, with practitioners missing opportunities to “reflect-in-action” (Schon,

1987) or to consider alternatives during the decision-making process.

Langan (1989) identified that besides the absence of alternatives to hospitalisation
affecting detention decisions, the ASW participants in her study often lacked a clear
understanding of the medical and socio-legal factors that their role enjoined them to

consider when applying compulsory powers.
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2.8 Black people and compulsory detention under the MHA

Studies have consistently shown that people from Black communities are more likely
to be assessed for compulsory admission to psychiatric hospitals (NHS Digital, 2021;
DHSC, 2018; Bhui and O’Hara, 2014; Webber and Huxley, 2004). Exploring the
practice of ASWs, Hatfield (2008) illustrated how some social groups - including people
from Black communities - were disproportionately affected by the use of detention
powers. This was compounded by the fact that the individuals undergoing MHA
assessment were often faced with multiple social disadvantages such as isolation,
unemployment, marginalisation, low income, and social exclusion (Campbell, 2010).
People from Black communities account for only 12% of the population in England and
yet experience poorer outcomes across all health, social, and well-being indicators
(Keating, 2016). The 2011 census by the Office of National Statistics (2012) revealed
that Black people experience disproportionately higher rates of unemployment, poorer

health, and continue to experience frequent racial harassment.

Evidence shows that Black people have inferior experiences and poorer outcomes
within the mental health system (Bhui and O’Hara, 2014). They are less likely to
receive primary care intervention; more likely to end up in crisis care, more likely to be
compulsorily admitted into hospital, and more likely to access mental health care
through the criminal justice system (Bignall et al., 2019). Studies have reported that
Black people have higher rates of diagnosis of schizophrenia (Fernando, 2017; Bignall
et al., 2019) but are less likely to be offered psychological therapies (DHSC, 2018;
Bhui and O’Hara, 2014). Therefore, there is compelling evidence that once within the

mental health system, Black service users are overwhelmingly disadvantaged in terms
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of their mental health care and treatment experiences (Bhui and O’Hara, 2014; Nacro,

2007).

The Independent Review of the MHA (DHSC, 2018) noted that despite the existence
of the Equality Act 2010, public institutions and organisations have struggled to
discharge their public sector duties concerning equal treatment for all. Considering
that people from Black African and Caribbean backgrounds receive disproportionately
low rates of community mental health care, low uptake of talking therapy and
counselling support, higher rates of detention, and greater risk of being detained in
secure and psychiatric intensive care units (PICUs), this group experience ongoing

disadvantage in terms of the protected characteristics of race.

Institutional racism, prejudice, and discrimination are often cited as the cause of the
overrepresentation and ethnic inequalities in mental healthcare, as well as economic
and social outcomes (Bhui et al., 2018; Fernando, 2010). This was reinforced by the
independent MHA review (DHSC, 2018) highlighting how organisational and structural
factors generate stigma, negative stereotypes, and racism, increasing the likelihood
of differential experiences for Black people. It concluded that the source of rising rates
of detention in Black people was “multifactorial, involving longstanding experiences of
discrimination and deprivation, with a lack of understanding of the human dynamics of
what is happening and some crucial gaps in trust between service users and

providers” (DHSC, 2018, p. 20).

Utilising semi-structured interviews with twelve self-identified Black inpatient service
users, and adopting a critical realist research paradigm, Solanki's (2020) study
explored the experiences of Black people detained as inpatients under the MHA. This

research identified four overarching themes: help being decided by others and not

53



tailored to the service user; not being treated as a person but rather as a “Black
patient”; mistreatment or neglect instead of care; and sectioning as a potential space
for sanctuary and support. The study concluded that Black service users endured
distinctive experiences of compulsory admission that were “racialised and racist” (p.
7). While the study illuminated insights into the lived experience of Black people
detained as inpatients under the MHA, it lacked observations of the actual
assessments and the interaction between AMHPs and service users which are of

particular interest to the present study.

Fernando (2010) argues that mental health practice is characterised by four features:
firstly, the failure of most professionals to challenge race-based discrimination and
institutional racism in mental health services; secondly, the structural racism inherent
in mental health assessments; thirdly, the social disadvantages that Black people
overwhelmingly face not being recognised by professionals, for example, a service
user’s reasonable frustration and exasperation in response to societal racism is not
taken into account when completing an assessment; and fourthly, the alienation,
isolation, and discontent felt by many Black people being interpreted as a sign of
mental illness. Fernando (2010) concludes that the net result of this is that Black
people are disproportionately represented in both the criminal justice and the mental
health services. The racism experienced by Black people in wider society aggravates
already poor outcomes and their mental health care experiences. It is argued that
racial discrimination is a defining characteristic or hallmark of both a Black person’s
detention experience and their everyday lives, epitomised by police involvement in

their care pathways (DHSC, 2019c).

One of the contributing factors to the inequalities and disadvantages that Black people
experience in mental health care is the “risk agenda” which for many years has
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remained central policy in the mental health service (Keating, 2009, p. 6). Fennel
(2007) contends that as a consequence of concerns and anxieties about homicides
by people suffering from mental disorders, various governments have followed a risk
or public safety agenda. This appears racialised and gendered, in that young Black
males in particular are perceived by professionals as ‘dangerous’ and therefore
presenting a risk to the public. Irrespective of their history of aggression or violent
behaviour, young Black men epitomise the high-risk category. This stemmed partly
from the inquiry into Jonathan Zito’s murder by a young Black service user called
Christopher Clunis (Ritchie et al., 1994) and how Clunis was constructed as the
quintessential ‘high-risk’ character in mental health provision (Warner, 2007). As the
literature highlights, the stereotypical attitudes of people towards young Black men in
particular as being “big, black and dangerous” were established following the popular
perception of the Clunis case (Keating, 2009, p. 6). Beliefs about dangerousness
generate fear, avoidance, and punitive intervention (Corrigan et al., 2002; Keating et
al., 2002); with this perception of young Black men often resulting in the belief that
such people were less deserving of interventions leading to recovery pathways
(Keating, 2009; Patel, 2014). Therefore, it can be expected that this particular social
group experiences more restrictive and punitive aspects of mental health care (Rogers

and Pilgrim, 2014, Nacro 2007, Bhui et al., 2018).

In the aftermath of the Clunis case, public anxiety about the management and control
of people with severe mental illness led to the creation of supervision registers and
supervised discharge, facilitating the strict monitoring of people at risk of relapse
following hospital release (Davies, 2012). However, these registers were
inconsistently applied (Bindman et al., 2000), with evidence that supervised discharge

was disproportionately applied to Black people, particularly African-Caribbean service
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users (Hartfield et al., 2001). This heightened the monitoring of Black people in the

community as a consequence of their perceived risk to others.

Despite the longstanding nature of the problem highlighted in the literature (Fernando,
2017; Bhui et al., 2018), little is known about the role of the social worker/AMHPs
holding decision-making responsibility for detaining Black people. Keating (2016, p.
180) has argued that mental health social work appears “complicit and silent about
issues of race”. While emphasising the argument found in the literature that mental
health social workers are expected to possess the skills and knowledge for recognising
and challenging aspects of the law that discriminate against groups confronting social
disadvantage, Campbell (2010) questions how such an awareness can be
demonstrated in practice. This necessitates further observational studies in this area
for a better understanding of how AMHPs arrive at their detention decisions,
particularly concerning people from Black communities who are over-represented
within the mental health system but continue to experience racial inequalities within it.

This research seeks to fill this knowledge gap.

2.9 Conclusion

In summary, this critical review of the literature on the AMHP role and the decision-
making process relating to detention has identified five main themes. Risk emerged
as an overarching subject, driving AMHP decisions about compulsory admission. One
of the main objectives of the MHA is to ensure that decision-making consciously
minimises the risk of negative outcomes resulting from mental disorders by increasing

safety and welfare. Theoretically, framing decisions around risk discourses between
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professionals may achieve this by deploying compulsory powers under mental health
legislation, whereby an individual presents a risk to themselves and others. However,
as is clearly shown in this review, this focus on risk in decision-making has proven a
subjective exercise, tending to be inconsistent and problematic. As Coffey et al. (2017)
noted, the requirement for professionals to assess and manage risk may fail to meet
policy objectives because of poor prediction skills and a fear of bad outcomes resulting
in risk-averse and defensive practices. While the reviewed studies consistently
exposed the subjectivity of AMHP risk decisions, the question of how these
professionals constructed risk when arriving at a decision was often beyond their
purview and remains unanswered. The analysis of the literature also revealed that
accountability is inextricably connected to risk, with various studies identifying fear of
professional responsibility when risk-taking. The literature highlighted that
practitioners’ anxiety about their accountability for negative outcomes occurring, public
scrutiny, and ‘blame culture’ affect their detention decisions. In other words, a fear of
consequences leads to AMHPs considering risk-averse options. While the MHA
encourages AMHPs to produce independent decisions, this review has shown that
organisational factors and management pressure affect decisions about detention

amid practitioner perceptions of accountability.

Involuntary hospital admissions are often linked with a lack of community resources
and suitable alternatives. The literature has consistently shown uneven service
provision engendered by resource problems, compounded by a preoccupation with
risk and the need for evidence of its minimisation occurring. Consequently, AMHPs
work within the context of organisational factors, blame culture, limited resources, and

a lack of viable alternatives to hospitalisation, ultimately placing practitioners under
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considerable strain. This means that in terms of risk assessment and management,

they are more inclined to engage in risk-averse and defensive practices.

The MHA Code of Practice (DoH, 2015) stipulates social perspective as an important
feature of AMHP work. This implies that practitioners should commit to evaluating
people’s voices, social circumstances, and experiences contrary to a medical model
focused on symptoms and risk. Despite the centrality of social perspectives in AMHP
practice, there are challenges to its implementation when considering structures within
an organisation and the concept of risk, both invariably understood to be deeply rooted

in AMHP decision-making.

There is overwhelming evidence within the relevant literature that people from Black
communities are likelier to be assessed for detention, and this is compounded by the
fact that Black people are often faced with multiple social disadvantages such as
isolation, unemployment, marginalisation, low incomes, and social exclusion. Despite
the problem’s longstanding presence within the literature, there has been a lack of
direct observational studies into the actual practice of assessing Black people for
compulsory admission. According to Campbell (2010), while mental health social
workers are expected to have the skills and knowledge to recognise and challenge
aspects of the law that discriminate against particular social groups encountering
disadvantages, it is unclear how such an awareness can be demonstrated in practice.
This demands further observational studies for a better understanding of how AMHPs
arrive at their detention decisions, particularly concerning people from Black and
Minority Ethnic communities who are over-represented within the mental health

system. This research seeks to fill this gap.

58



This review shows there is a deficit in knowledge about the actual practice of assessing
people - particularly those from Black communities - for detention. The critical analysis
of the literature related to AMHP decision-making reveals a dearth of direct
observational studies into how practitioners form judgements about detention or the
nature of interactions that occur between practitioners and Black service users. The
themes discussed in this review highlight that AMHP detention decisions heavily
concentrate on risk, however, the theoretical foundation of these risk decisions is
underdeveloped, and its implication for Black people lacks conceptualisation. It is also
noted that AMHPS’ preoccupation with risk during MHA assessments ultimately
impacts their value commitment to incorporate social perspectives into their
judgements. While this review presents several findings and themes contributing to
knowledge about the AMHP role, it reveals disparities between practitioner and service
user perceptions of risk, treatment, and care, and how service users encounter or
experience it. This research seeks to address this gap in the literature by answering

how service users understand their experiences of detention and community services.

The main research questions generated from this literature review are outlined below:

1 How are the decisions relating to detention made by the AMHPs - and what
influences their judgements?

2 In what ways do practitioners think about and construct risk when arriving at a
decision?

3 What account do professionals take of the knowledge, circumstances, and
experiences of service users?

4 What are service users’ perspectives of their experience of detention and

community services?

59



Having reviewed the relevant literature and presented the research questions, in the

following chapter, | will discuss the theoretical framework informing this research.

Chapter 3: A Theoretical Framework

3.1 Introduction

This chapter presents a discussion of the theoretical framework | will use to explore
the work of the AMHP and their face-to-face encounters with Black mental health
service users. | draw on the applied sociological concepts of ‘risk work’ and ‘epistemic
injustice’ to understand AMHP practice. Throughout the discussion, | will attempt to
combine and integrate ‘risk work’ and ‘epistemic injustice’ concepts into a single
framework informing my empirical work, while explaining the importance of each in the

context of my study.

3.2 Risk work theory

Risk work is one of the key concepts | employ to construct the theoretical framework

for this study. Brown and Gale describe this as:

...the practices of professionals (and those assisting professional work) dealing
directly with clients, where the management of risk — through assessing,
intervening, advising and/or communicating — has become a key and (in some
cases) (re)defining logic of everyday work (Brown and Gale, 2018a, p2).

Horlick-dJones (2005) conceptualises risk work as the practical ways in which
professionals manage uncertainty and risk in their daily practices, within the context

of organisational power dynamics. While Horlick-Jones and Power (2016) centre
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practices in terms of organisational power structures and the protocols emerging from
them, Brown and Gale (2018) concentrate on practitioners’ lived experiences and their
professional identities, analysing the ways in which these related to their daily
practices while situated within “wider organisational and (para)professional power
dynamics” ( p. 1). Brown and Gale (2018) similarly highlight “front-line” work where
professionals engage in face-to-face interaction with service users, and require the
interpretation of bureaucratic protocols on risk, using higher or limited levels of

discretion.

Frontline professionals must have risk knowledge and apply it in their everyday
practice intending to make justifiable decisions and risk interventions (Brown and Gale,
2018). Risk knowledge consists of standardised risk procedures or formal probabilistic
analysis, alongside a person’s implicit knowledge and intuition (Harrits, 2016; Brown
and Gale, 2018; Chivers, 2018). Professionals utilise these to inject certainty to
manage realistic perceptions of risk with the uncertainties of face-to-face work (Brown

and Gale, 2018; Gale et al., 2016).

Gale et al. (2016) outline the three key elements of risk work: translating risk
knowledge into specific contexts, putting in place action plans to mitigate risks where
there is uncertainty, and offering support to individuals within this framework. Brown
and Gale (2018) divide the social dynamics of risk work into risk knowledge,
interventions, and social relations, connected through the lived experiences of
practitioners, and how these relate to their daily practices within the context of
organisational and professional power dynamics. Frontline risk work involves taking
risk knowledge - as understood at a population level - and translating it for the
individual environment (Heyman, 2010). This can create tensions for the professional
when applied to individual cases. Having deemed an incident or behaviour as risky,
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they will then need to conduct some form of risk intervention. The third feature, social
relations, recognises that relationships and interactions are at the heart of a
professional’s experience of risk work. According to Brown and Gale (2018), tensions
may arise between the elements of social relations and risk intervention, for example,
if the latter adversely affects the client relationship resulting in suspicion, mistrust, and
nonengagement. As a result, this may undermine a professional’s ability to understand
the risks concerning an individual or a particular social group (Heyman et al., 2012;

Brown and Gale, 2018). Figure 1 depicts the three core features of risk work.

Risk
knowledge(s)
e.g. ecological &
e.g. trust & ) & ) &
] inductive
openness in _
. . prevention
interpretation P
. Workers paradoxes
& translations lifeworld &
embodied,
reflexive
practices
Interventions

Social Relations

< p

e.g. moral & role-
related

Figure 1. Core concepts and tensions in risk work (Brown & Gale, 2018)

While it is commonly assumed that risk knowledge is first generated and then
transferred into daily risk management practices, it has been argued that risk
continues to be “constructed and reconstructed” (Brown and Gale, 2018 p.3) within
the context of an organisation and interactions (Hautomaki, 2018; Farre et al., 2017).

Risk work could be an important concept in this research for linking theory and
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practice, providing a useful tool to grasp how AMHPs make detention decisions that
heavily rely on risk assessment, the impact of the preoccupation with risk on their role

and professional autonomy, and its implications for Black service user experience.

Risk work is at the heart of AMHPs' day-to-day practice (Stanley, 2018; Chivers, 2018).
AMHPs identify, assess, and handle behaviours considered risky (Gale et al., 2016),
while making decisions about individuals suffering from mental iliness. Under the MHA
1983, AMHPs serve as agents of the state assessing and intervening in vulnerable
people’s lives by safeguarding their risk of harm to themselves or others. AMHPs hold
a legal mandate to conduct MHA assessments — with their working practices framed
by concepts of risk (Gale et al., 2016). AMHPs are therefore “in the business of risk
work” (Stanley, 2018, p. 104), in this context defined as an attempt by professionals
(AMHPs) to manage the uncertainties associated with mental illness within their
everyday work, employing their implicit knowledge or judgement together with

standardised risk procedures (Gale et al., 2016, Harrits, 2016).

High-risk narratives are powerful and often perceived as fixed attributes of mental
health service users, and this can create oppressive and risk-averse practices
(Stanley, 2018). Unquestionably, this preoccupation with risk affects detention
decisions, and risk work can be applied to practice-informed studies within the AMHP
service (Stanley, 2018). For example, if there is a conflict between a practitioner and
a service user as to how a particular behaviour is conceived or interpreted, how can a
practitioner implement social worker values/ideals by sharing power in knowledge
production with the service user? Risk work highlights the space in decision-making
for values and moral judgement, and the subsequent need for its consideration

alongside epistemic injustice, which | will discuss in the following section.
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The concept of risk work can aid in questioning why social workers encounter many
challenges when dealing with risk in mental healthcare in terms of risk information, the
nature of the intervention, and the relationship between practitioners and service users
(Gale et al., 2016). Risk work could also help to explore the strategies that frontline
professionals - such as AMHPs - adopt to help them deal with the tensions,
uncertainties, and anxieties they encounter in their everyday practices (Stanley, 2018).
Accordingly, risk work is a potentially useful conceptual framework to explore how
approved mental health professionals make detention decisions in their day-to-day

practices.

3.4 Epistemic injustice

Another concept | utilise for constructing a theoretical framework is Fricker’s (2007)
idea of epistemic injustice, offering a theoretical basis for exploring AMHP work and
service user detention experiences characterised by unequal power dynamics that
privilege professional authority and knowledge over lived experience. | identified the
relevance of Fricker's work to my study after searching for alternatives for
understanding the decision-making process for detaining Black service users. This
includes evidence of the injustices embedded in MHA assessments; complaints by
Black service users about lacking a voice or involvement in decisions relating to their
care; and the disconnect between how professionals view their interventions and how
this is experienced by the service users involved. | felt Fricker’s framework of epistemic
injustice resonated with some of the research questions that emerged from the

literature review.
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Exploring the relationship between power and our understanding of social
experiences, Fricker discusses how epistemic injustice impedes certain groups from
challenging distorted understandings of their social experiences (Fricker, 2006).
Centring the impact of power and social identity on individuals’ social understanding
and status as “knowers”, Fricker distinguishes epistemic injustice is “a wrong done to
someone specifically in their capacity as a knower” (Fricker, 2007, p.1). This harm -
inflicted on people in their capacity as reasoners, speakers, inquirers, communicators,
and knowers - is a distinguishing feature of epistemic injustice (Radoilska, 2020;
Fricker, 2007). Formed around how a person possessing knowledge can be unfairly
denied the opportunity to impart this to others or make sense of their experiences
(Fricker, 2007), its harm occurs through a person’s exclusion from knowledge building

(Scrutton, 2017).

Epistemic injustice underpins other forms of social injustice because contributing
knowledge and participating in inquiry is essential to human worth and value (Fricker,
2007; Medina, 2013). This identifies that prejudice based on negative stereotypes
associated with a particular social group results in discrimination against individuals in
their capacity as knowers (Fricker, 2007; Byskov, 2020; Newbigging et al., 2018).
Fricker argues that epistemic injustice is detrimental to its victims, particularly as a
consequence of prejudices against their identity, such as race and gender (Fricker,

2007).

Considering that obtaining and giving knowledge is intrinsic to our human value, it
should be predictable that in the context of oppression, the dominant party may
continue to harm those lacking power by way of undermining this form of their
humanity (Fricker, 2007; Medina, 2013; Price, 2011). Inequality is a violation of
knowledge; it hinders our ability to know and advance our understanding of others
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(Medina 2013). Medina (2013) argues epistemic and social injustice are closely
related, always moving in tandem, and mutually reinforcing one another. Social
injustices engender epistemic injustice by undermining knowledge-sharing
relationships between disadvantaged social groups - who are unfairly regarded as

intellectually inferior - and their privileged counterparts (Medina, 2013).

Fricker identifies testimonial and hermeneutical as two types of epistemic injustice.
Testimonial injustice occurs when a person’s credibility is undermined, and their word
— or testimony - is dismissed or disbelieved because of negative stereotypes
associated with a particular social identity (Fricker, 2007), common examples including
racism, sexism, and prejudices against people with mental illness (Crichton et al.,
2017). Consequently, testimonial injustice arises when an individual lacks credibility
due to identity-based prejudice (LeBlanc and Kinsella, 2016; Fricker, 2007) resulting
in someone’s narrative being determined unreliable, and undermining their status as
knowers (Crichton et al., 2017). Fricker explains how such injustice can harm a person,
particularly when caused by stereotypes connected to characteristics determining their
identity, such as race and gender. She discusses how these stereotypes unjustly
diminish the credibility of women and people of Black and minority ethnic descent,
such that their accounts are dismissed or ignored, as they are treated as unreliable
(Fricker, 2007). Since holding the capacity to give information or knowledge to others
is essential to social life, testimonial injustice inflicts harm on individuals who

experience it (LeBlanc and Kinsella, 2016; Fricker, 2007).

Fricker stresses that a person suffers from a testimonial injustice only if they lack
credibility as a consequence of others’ identity-based prejudice. Focusing specifically
on cases possessing what she termed an “identity-prejudicial credibility deficit”
(Fricker, 2007, p.28), Fricker acknowledges that prejudice can be positive but centres
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her discussion around damaging stereotypes relating to insufficient rather than excess

credibility. Fricker defined a negative identity-prejudicial stereotype as:

...a widely held disparaging association between a social group and one or
more attributes, where this association embodies a generalisation that displays
some (typically, epistemically culpable) resistance to counter-evidence owing
to an ethically bad affective investment.

Critiquing Fricker’s classification of testimonial injustice, Jennifer Lackey (2020)
argues that in certain circumstances a prejudicial credibility deficit is not enough to
fully explain or encapsulate potential failures during an evaluation judging credibility.
In her work ‘False Confessions and Testimonial Injustice’, she highlights the
trustworthiness assigned to a suspect the moment they give a false confession under
interrogation. When a suspect’s confession achieved through coercion, manipulation,
and sleep deprivation, “represents her truest self, the confessor’s status as a knower
is reduced to what she reports only under conditions devoid of, or with diminished
epistemic agency”. Lackey (2020) suggests that the conceptualisation of testimonial
injustice requires an expansion including what she calls “agential Testimonial Injustice”
whereby “an unwarranted credibility excess is afforded to speakers when their
epistemic agency has been denied or subverted in the obtaining of their testimony”
(Lackey, 2020, p.43). Using cases of false confession during police interrogation,
Lackey discusses several “dispositional factors” leaving a suspect unfairly susceptible
to providing a false confession, identifying juvenile status and mental impairment as
the two most common features (Lackey 2020, p. 48). Being innocent, young, or
experiencing a mental disorder of any kind leaves one particularly susceptible to
pressures under police interrogation, culminating in confessions achieved under
severe emotional and physical distress. In despair and agony, some innocent

confessors will respond to a positive declaration of short-term comfort and relief from
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the interrogation situation. Consequently, Lackey argues that both credibility deficits
and excesses may amount to testimonial injustice. Similarly, Jose Medina (2013)
maintains that credibility excess may also result in epistemic injustice, further

challenging Fricker’s view that such injustice arises solely from credibility deficits.

Hermeneutical injustice arises “when a gap in collective interpretive resources puts
someone at an unfair disadvantage when it comes to making sense of their social
experiences” (Fricker, 2007, p.1). Itis a harm caused to groups of people in their status
as subjects of social understanding through structural prejudices which affect
conceptual resources necessary to make sense of their experiences (Medina, 2013;
Fricker 2007; Hookway, 2010). Fricker states that an individual suffers hermeneutical
injustice when they lack interpretive or conceptual resources needed to understand
their experiences. She provides an example of how a person who lacks social
understanding and the concept of sexual harassment may lack the capacity to interpret
or articulate their experience when they are victims of such behaviour (Fricker, 2006).
This partly stems from prevailing social norms privileging a particular kind of
knowledge (Newbigging and Ridley 2018). Arguably, there is a failure to appreciate
the value of service users’ perspectives on knowledge production profoundly
embedded within mainstream discourses (LeBlanc and Kinsella, 2016; Rimke and
Brock, 2012), such that epistemic injustice is often perpetuated without recognising

the potential harm to its victims (Fricker, 2007).

Furthermore, epistemic injustice occurs when people are prohibited from participating
as epistemic agents because they lack recognition as knowers (Hookway, 2010). This
is an epistemic exclusion, taking place when prejudice creates a propensity for a
particular social group to be initially overlooked when sharing information. Epistemic
exclusion intersects with testimonial injustice through those social groups
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experiencing or subject to identity prejudice becoming vulnerable to unwarranted
credibility deficit, and likewise, will simply tend to be disregarded amid information
sharing, with their views, opinions, and judgements often left unsolicited. Fricker
asserts that this type of testimonial injustice reproduces in silence, with the prejudice
of others fulfilling its purpose prior to any potential communicative exchange. Fricker
calls this “pre-emptive testimonial injustice”, occurring when a subject is not invited to
share any information due to their preconceived unreliability, and silenced by the
marginalisation of others who disregard their knowledge, views, and assertions owing
to identity prejudice. Fricker asserts that this is the most persistent kind of epistemic

injustice (Fricker, 2007, p.130).

In his work ‘Epistemic Injustice and Mental lliness’, Scrutton (2017, p. 350) notes:

“...the silencing that is a structural facet of psychiatric diagnosis and treatment is,
in and of itself, deflating, and likely to effect a transition from experients being
active agents to being passive recipients — in other words, becoming healthcare
consumers rather than participants, and objects rather than subjects”.

Dotson (2011) argues that silencing or epistemic violence is founded upon
communication as mutual exchanges arising from when a hearer ignores or fails to
account for the vulnerabilities of the speaker (Dotson, 2011). This failure is a product
of social norms, negative stereotypes, and structural impediments hindering
participation, creating a lack of awareness and affecting appreciation of epistemic
agency (Dotson, 2011). Unjustly denying or attributing reduced credibility to someone
on a negative prejudicial basis associated with their social identity is a form of
testimonial injustice; denying someone a role as a participating or contributing

epistemic agent is a distinct form of epistemic exclusion (Hookway 2010).

When determining information, particularly about risk, there is a presumption in favour

of expert knowledge due to a social hierarchy ascribing it to a higher epistemic status
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(Carel and Kidd, 2014), with professionals frequently defining a service user’s
knowledge to be irrelevant during discussions and risk assessments. Service users
become objects of epistemic practices of risk instead of being regarded as participants
within them (Carel and Kidd 2014), becoming further marginalised by the disrespect
shown to their knowledge-giving potential, which Fricker considers an essential

measure of human value (Fricker, 2007; Medina, 2013).

Carel and Kidd (2014, p.16) observe that epistemic injustice can manifest in response
to the privileged status enjoyed by professionals by virtue of their training, expertise,
and objective data, to “occupy [an] epistemically privileged role” when assessing risk
and making judgements about whose testimonies and knowledge are worthy of
consideration. The structures of modern mental healthcare and the dominant
biomedical model generate or produce epistemic injustice by privileging objectivity,
impersonal third-person accounts, and particular ways of presenting testimonies or
sharing information that structurally undermines service users’ testimonies or
assertions (Carel and Kidd, 2014; Scrutton, 2017). Consequently, contemporary
mental healthcare favours empirical evidence provided by professionals over the lived
experiences and accounts of its service users. Carel and Kidd (2014) identify that
many professionals should endeavour to allow for service users’ testimonies, views,
and assertions; however, they acknowledge the constraints and pressures of time,

policy-orientation, and protocol-driven practices within organisations.

Another way of conceptualising this injustice is as a form of epistemic objectification
whereby a person’s testimony is neither sought nor trusted; only able to contribute to
knowledge production as an object of epistemic activity, or as a source of information
rather than as an informant (Dohmen, 2016, Scrutton, 2017). Carel and Kidd (2014)
observe that patients are overlooked as subjects of potential knowledge but rather as

70



objects of investigation; specifically, service users are prohibited from demonstrating
expertise about the issues that matter to them. Carel and Kidd (2014) remark that an

ill person may be seen as:

“...cognitively unreliable, emotionally compromised, existentially unstable or
otherwise epistemically unreliable in a way that render their testimony suspect
simply by virtue of their status as an ill person with little sensitivity to their factual
condition and state of mind”.

The psychiatric hegemony and the dominance of the biomedical model have
marginalised alternative perspectives and analyses of mental illness, excluding
patients’ experiences and perspectives from epistemic activities (LeBlanc and
Kinsella, 2016; Newbigging and Ridley, 2018). Individuals experiencing mental health
issues are particularly vulnerable to epistemic injustice because negative stereotypes
and social stigma lead to their credibility being discounted and devalued (Crichton et
al., 2017). Consequently, they are denied the opportunity to participate as epistemic
agents during decision-making about their lives, raising the likelihood of compulsion
or detention (Scrutton, 2017, Crichton et al., 2017). The importance of epistemic
injustice to the AMHP role lies in its potential for recognising unequal power dynamics
within MHA assessments, whereby the professionals use their discretion and powers
to determine whose knowledge and interpretations of risk are worthy of epistemic

consideration.

Fricker (2007) identifies epistemic injustice as the prevailing yet primarily silent feature
of discrimination. This is potentially useful to this research as it may add another layer
of understanding to service users’ detention experiences, particularly those from Black
communities who are four times more likely to be detained under the MHA (Mohdin,
2021). The recent independent review of the MHA 1983 (DHSC, 2018) emphasised

that epistemic injustice is present in service users’ experiences of the detention
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process. Service users reported that when raising valid concerns or describing the
trauma detention caused them, their accounts were dismissed as symptoms of mental
disorder (Costa et al., 2012). The impact of epistemic injustice in psychiatry is
particularly profound as regards the MHA (Sanati and Kyratsous, 2015), specifically
for people of African and Caribbean descent experiencing the dual stigmatisation of
being Black and having a mental iliness diagnosis (Wilkinson, 1998), and inequalities

in patient-centred care.

3.4.1 Broadening epistemic considerations —the possible ways of
addressing epistemic injustice

One of the possible ways of addressing epistemic injustice requires the development
of epistemic humility and the ability of the listener to cultivate greater insight and
awareness of the potential epistemic injustice and inequalities within interactions
between practitioner and service user (Newbigging and Ridley, 2018; Crichton et al.,
2016; Carel and Kidd, 2014). Fricker (2007) argues that overcoming epistemic
injustice requires listeners - in this case, practitioners - to make a conscious effort to
actively practice granting service users greater credibility. Scrutton (2017)
recommends adopting a position of listening instead of “knowing best” to help reverse
the stigma, sense of exclusion, and diminished control and choice that people with

mental health problems continue to experience.

Another solution rooted in service user perspectives centres on the empowerment and
strengthening of the agency of mental health service users (Newbigging and Ridley,
2018). This aims to communicate the perceptions of epistemically marginalised

individuals, challenging dominant narratives and neoliberal constructions of
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individualism while leaving space for alternative knowledge and understandings of
different mental illness experiences and care strategies (LeBlanc and Kinsella, 2016;
Medina, 2012). Originating from psychiatric survivors and service user activism, mad
studies proposes political involvement, a recovery-oriented approach, and advocacy;
legitimising service user accounts and experiences as a basis for a different paradigm
and epistemological foundation for mental illness (Beresford and Russo, 2016;
Newbigging and Ridley, 2018). Independent mental health advocacy can also validate
and recognise mental health service users as epistemic agents, helping to promote
epistemic justice by strengthening voices, supporting participation in decision-making,

and tackling “prejudicial-credibility deficits” (Newbigging and Ridley, 2018).

The concept of epistemic injustice can be incorporated into the framework for
investigating the level of service user participation during decision-making about their
care and treatment in the MHA assessment context. This concept’s contribution to this
research occurs by providing a useful tool for analysing people’s direct accounts of
their detention experiences and encounters or interactions with social workers/AMHPs
engaging in risk work. Further evidence of the importance of epistemic injustice in
AMHP practice can be observed in the potentially one-sided or unequal relationship
between the AMHP and the person undergoing assessment, where a practitioner may
solely rely on their knowledge and power to interpret what is considered ‘risky’, and

making interventions which could profoundly impact the individual.

Fricker’'s work has undeniably stimulated valuable discussions about the intersection
of knowledge and power. However, some scholars argue that certain aspects of her
theory could be further developed or refined to better capture the nuances of epistemic
injustice. Fricker’'s emphasis on individual epistemic virtues as a remedy for epistemic
injustice has been criticised for neglecting the broader structural and systemic

73



dimensions of epistemic injustice (Bufkin, 2024). For example, deeply embedded
factors - such as racialised social narratives and institutional biases - perpetuate
epistemic injustices in ways that cannot be addressed simply by enhancing individual

epistemic efforts or practices (Bufkin, 2024).

Additionally, Fricker’s concept of hermeneutical injustice is seen by some as placing
excessive weight on social conditions, potentially conflating epistemic injustice with
other forms of social disadvantage. This has led to calls for a more distinct boundary

between epistemic and non-epistemic injustices (Beeby, 2011).

3.5 Integrating risk work and epistemic injustice perspectives into a
framework

To inform this research, | have integrated risk work and epistemic injustice concepts
into my theoretical framework. Combining elements of both, | intend to compensate
for the individual limitations that may arise when each is used in isolation from the
other. No single aspect of the research framework can provide a full understanding or
complete picture of the MHA assessment process which is characterised by
preoccupations with risk, unequal power dynamics, and the tensions emerging during
epistemic interactions and informational exchanges. For example, analysing risk work
may help illustrate how frontline professionals — AMHPs - construct cases and use risk
knowledge to assess and consider the appropriateness of interventions, but without
utilising an epistemic justice context, this will fail to delve into the potential power
asymmetries within mental healthcare that privilege professional authority and

knowledge over lived experience. These two theories are integrated into a framework
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for explaining what transpires during interactions and exchanges, which Brown and
Gale (2018a) call the communicative aspect of client-facing risk work. This shapes
how AMHP practice entails using individual expertise to assess, interpret, and
translate risk knowledge, interacting with service users, forming judgement about risk,
and conveying information; using their power, discretion, and privileged position to
determine user participation in their treatment decisions, and whose knowledge or
interpretation of risk is worthy of epistemic consideration. | use this theoretical
framework as a lens for examining AMHP work - with all its nuances, complexity, and
the uncertainty involved when dealing with individuals and different social
circumstances - connecting these two concepts by providing distinct focuses within
the same structure. Each aspect performs distinct functions concerning knowledge

production and understanding.

% Arisk work perspective (Gale et al., 2016; Brown and Gale, 2018) provides an
understanding of how professionals use their knowledge of different types of
risk translated into specific contexts; engaging in communication exchanges,
interacting with clients, and identifying appropriate responses and intervention.

% Risk work combines the components of risk knowledge, social relations, and
intervention. The social dynamics of risk work generate tensions and
sometimes create new risks.

% Embedded in risk work are the moral features of holding individuals
accountable (Brown and Gale, 2018), and how the practitioner manages this
can either promote or damage trust relations, working alliances, and
communication (Brown and Calnan, 2013), impacting a professional’s
understanding of the risks concerning an individual or a particular social group

(Brown and Gale, 2018).
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% Epistemic injustice provides an understanding of knowledge production; the
power dynamics, social position, and status in an interaction and relationship
context; the level and nature of participation in epistemic practices; and who is
considered a non-knower during the communicative phase of client-facing risk
work, receiving lower credibility because of their identity or social position.

% Risk work and epistemic justice/injustice are combined to identify the strategies
that AMHPs adopt to help deal with tensions affecting client relationships, with
epistemic justice coupled with social work ideals espousing power sharing in
knowledge production with service users (Stanley, 2018).

% Epistemic injustice may ease the tensions found in client-facing risk work by
using listeners, with AMHPs consciously offering greater credibility to service

users, or what Fricker (2007, pg.1) terms “testimonial justice”.

3.6 Conclusion

In summary, | believe combining these two theories into the outlined framework could
provide a potentially strong theoretical basis for exploring AMHP practice. The
individual components of this are connected via the AMHP role; drawing on risk work
relates to the task of assessing, screening, interpreting, sharing knowledge relating to
risk, communicating and interacting with service users, forming judgements about
risks and detention, alongside handling or navigating uncertainty and “the inherently
moral features of risk” (Brown and Gale, 2018). Epistemic injustice applies to
conveying information or knowledge to others, making sense of social experiences
(Fricker, 2007), unequal relationships between AMHPs and users and social relations

in risk work, the level and nature of involvement in epistemic practices, and the
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privileged position occupied by AMHPs. Integrating the two theories into a framework
could provide a new dimension to the risk literature by illuminating the epistemic
practices underpinning the translation of risk knowledge and social relations within the

client-facing risk work context.

In the following chapter, | present and discuss the methodology utilised by this study

to address the research questions outlined in Chapter 2.

Chapter 4: Methodology

4.1 Introduction

This chapter discusses my methodological approach to data collection and analysis
and its epistemological basis. Aiming to provide a detailed account of how this
research was designed and conducted, | begin by discussing the ontological and
epistemological assumptions, the adopted methodological approach, and alternative
considerations. The chapter then outlines the research process, specifying its setting,
participants, and access procurement. It also examines the data collection, sampling
procedure, and how | analysed data. It then moves to discuss the researcher's
positionality and reflexivity, as well as quality assurance. The chapter concludes with

an exploration of ethical considerations.
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4.2 Ontological and Epistemological Assumptions

The ontological stance or the nature of social reality underpinning this study is social
constructionism, whereby reality is not naturally given, but instead comprised of
interactions between people that generate social entities (Bryman, 2004). Social
constructionists are interested in how the practices and culture of social actors help to
create and explain social phenomena or reality; with what is regarded as valid and
reliable considered more nuanced than the concepts of objectivity and predictability

established in the natural sciences (Patton, 2015).

A social constructionist approach to knowledge is grounded in the idea that the world
is socially created through social interactions, understandings, and language
(Houston, 2001). Social constructionists focus on the significance of the meaning,
interpretation, and interactions between people in the social world, and how they might
evolve. Consequently, it emphasises the significance of relationships, and the
influence of contingent influences including knowledge, culture, and language on
people’s interpretations and understandings of what represents or constitutes reality

(Carey, 2012).

Social constructionist theory sees meanings as socially created through the collective
processes of culture, time, learning, relationships, and the use of power (Gergen,
1985). Through this approach, AMHP decision-making relating to detention can be
framed and understood within its cultural and socio-legal context. This considers the
existence of multiple interpretations, with researchers and research participants
mutually constructing how meanings are given an interpretive understanding within
their particular environment (Charmaz and Mitchell, 2001). Examining AMHP

detention decisions through social constructionism enabled me to explore the fine-
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grained phenomena and activities of social actors, without dismissing social

organisation as a “purely external force” (Silverman, 2000, p.84).

Epistemologically, this research study is situated within an interpretivist paradigm
looking to unearth meaning and examining how AMHPs understand their social
experiences, interpret the MHA, and construct risk when arriving at a decision (Carey,
2012). This approach locates the researcher within the social world being studied as
opposed to separate from it. The researcher and the participants co-produce social
reality through the meanings assigned to events or phenomena (Carey, 2012), and
thus, an interpretivist views meaning as socially constructed through interactions
between people, so that meaning cannot exist independently of the subjective
interpretive process (Hesse-Biber, 2017). This diverges from scientific approaches in
quantitative research emphasising the acquisition of all-encompassing facts,
predictions, and generalisations (Bryman, 2004). This study focuses on the subjective
experiences and views of its participants - AMHPs and Black service users - and the
wider organisational contexts for detention decisions; capturing the multiple situations,
circumstances, or events unfolding during the process, from referral discussions, visits
to service users’ homes, or hospitals when forming judgements about whether to

detain a person during the assessment.

Researchers following an interpretive methodology see experience, perspective, and
people’s accounts as primary sources of knowledge to investigate and gain an
understanding of the intersubjective nature of reality (Hesse-Biber, 2017). In doing so,
qualitative researchers generate sociological knowledge of people’s interpretations,
viewpoints, and understandings of the world around them, rendering an account of

people’s everyday interpretations (Carey, 2012).
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Qualitative research generates rather than discovers knowledge. Researchers put
themselves in social spaces to either gather an understanding of members of a group
or to acknowledge their positioning, whereby they can comprehend other people’s
lived experiences. Qualitative research cannot be conducted if the researcher is
detached from the research context, and so, it requires a researcher to become very
much part of the world under study. This cannot be written or presented in the manner
of quantitative research which positions the researcher as somehow both distant and
an authority in the knowledge production process, due to their objective positioning

and application of standardised measurement tools (Hesse-Biber, 2017).

Qualitative researchers employ particular methods when asking questions and offering
perspectives on a social world, for understanding a social phenomenon by prioritising
subjective and multiple insights. This type of research broadly focuses on words, texts,
and images, contrasted with quantitative research focusing on collecting statistical

data or numbers to investigate a given hypothesis (Hesse-Biber, 2017).

This current research study seeks to disentangle how AMHPs use their knowledge of
the MHA and risk, including their expertise to interpret behaviour or phenomena and
form judgements about whether to detain an individual undergoing MHA assessment.
It aims to produce knowledge concerned with the interpretations, meanings,

experiences, and perspectives of the research participants.

| adopted a qualitative approach because it is an appropriate method for exploring
people’s perspectives, interpretations, and the meanings given to their experiences
and events (Carey, 2012). Qualitative research seeks to explore the social world from
the viewpoint of the person being studied and within their natural environment. This

approach to research offers a generous and delicate examination for describing the
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quality of people’s experiences (Marvasti, 2004 ), attempting to strengthen the voices
of people facing social exclusion, including those of Black and ethnic minority descent
(Humphries, 2008). My justification for adopting a qualitative approach stems from the
nature and purpose of my research seeking to explore participants' experiences,
practices/actions, views, perspectives, meanings, and interpretations of phenomena.
Denzin and Lincoln (2018) state that a qualitative approach attempts to answer how

social experience is produced and its attached meaning.

4.3 Methodology

4.3.1 Ethnography

My research aims to explore the actual practice of assessing Black people for
compulsory hospital admission and the principal details professionals consider when
forming their judgements. | utilised an ethnographic design for answering my research
questions because this is considered the most effective way of understanding how
social workers or AMHPs make decisions relating to detention, enabling me to observe
how they truly act in practice rather than through self-reported conduct. An
ethnographic approach was chosen to reflect the qualitative, interpretivist research
paradigm. We practice ethnography by immersing ourselves in the location where
social life occurs and observing how events unfold (Hammersley and Atkinson, 2007;
Wedeen, 2010). Central to ethnography is data collection through “participant-
observation in a natural setting” (Floersch et al., 2014, p. 5). Ethnography is
considered a social practice concerned with the study and representation of culture;

allowing for a detailed description of people’s actions and behaviour, it is regarded as
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an informative technique for distinguishing how things work within a cultural or social

setting (Watson, 2011).

Ethnography exemplifies the methodology of a qualitative, interpretivist approach to
social research. The aim of conducting research in this tradition is to grasp what it is
like to be a member of a social group, what social life means to participants in specific

spaces and to understand their lived experiences (Atkinson et al., 2007).

While the primary method of ethnography is participant observation (O’Reilly, 2009, p.
150), it encompasses a broad array of methods, including interviews, “discourse
analysis, personal documents, and vignettes” (Brewer, 2012, p. 302). Ethnography is
recommended for the exploration of human actions and experiences from the
perspective of actors in their 'natural’ settings (Atkinson et al., 2001). My ethnographic
study involved observing face-to-face encounters between practitioners and service
users as they organically occurred (Hammersley and Atkinson, 2007). Observing
AMHPSs’ direct interactions with service users intended to illuminate and advance
understandings as to what was articulated and experienced (Ferguson, 2016);
allowing certain themes to be emphasised which otherwise would not have been

captured (Longhofer and Floersch, 2012).

As opposed to other approaches to qualitative research, a distinctive attribute of
ethnography is its repertoire of sources and techniques through which data can be
gathered. According to Hammersley and Atkinson (2007, p.3), an ethnographic

approach usually involves:

...the researcher participating overtly or covertly, in people's daily lives for an
extended period, watching what happens, listening to what is said, and/or
asking questions through formal and informal interviews, collecting documents
and artefacts - gathering whatever data are available to throw light on the issues
that are emerging from the inquiry.
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Ethnographic work is flexible (Amit-Talia, 2000) because fieldwork begins with initial
research questions or interests that can be refined throughout the process of the study
(Hammersley and Atkinson, 2007). The methodological adaptability of ethnography
suits this research because there is little evidence from direct observational studies as
to the actual practice of assessing Black people for compulsory admission. Its value
means that during fieldwork, the researcher can observe participants’ behaviour and
actions in their natural setting, and provides the opportunity to ask probing questions
clarifying the gap between social work ideals or guiding principles and practice reality.
The AMHP's position in conducting MHA assessments and making detention decisions
within a fast-paced environment may be highly complex so a researcher’s presence
observing how events unfold allows them to capture and make sense of these nuances

and their complexity.

The methodological value of observing and examining nuanced interactions
(Emerson, 2009) and communicative exchanges corresponds with my aim of exploring
how AMHPs construct risk concerning Black people when making decisions.
Ashencaen Crabtree (2013) demonstrated the importance of ethnographic study for
unravelling users’ experiences of services such as mental health care, revealing
methods to engender positive outcomes for vulnerable individuals, and understanding
oppressive and discriminatory practices that may otherwise remain uncovered. As
Ferguson (2016, p.156) highlighted, ethnographic fieldwork “can provide even deeper
insights into what is done and experienced, as well as what is said in practice”.
Observing practitioners’ everyday, face-to-face encounters with service users allows
us to perceive what people do during accepted features of their practice that may

otherwise appear ambiguous in narrative accounts (Bisaillon and Rankin, 2012).
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While questions have been raised about the ethical implications of involving vulnerable
service users in ethnographic research (Abbott, 2017), Ferguson’s (2016) study into
child protection has shown that a researcher can explore practical social work
interactions in intimate places - such as service users’ homes - without adversely

impacting practice or service users.

Ethnographic fieldwork requires the researcher to get “right up close to real practice
encounters” (Ferguson, 2016, p. 156) to identify key influences, patterns of behaviour,
context, or external influences, while gaining insight into individual perspectives
(Hammersley and Atkinson, 2007). Embedding myself within AMHP teams assisted
my observation of interactions and both the formal and informal processes involved in
assessing people for involuntary hospital admission. Establishing rapport and
relationships over time with my research participants facilitated access to both
perceptible and imperceptible events while creating space for exploring thought
processes and emotional aspects within their work (O’Connor, 2020). For example,
my close relationship with AMHPs enabled them to openly interact with me and freely
discuss their cases, their thinking processes, and the gut reactions informing their
decisions. However, | deliberately choose to be reflexive, carefully managing my
relationships with AMHPs in case our familiarity resulted in researcher over-rapport

(Hoolachan, 2019), losing the analytical distance required during qualitative research.

4.3.2 Possible rejected alternative approaches

| considered several methodological approaches while developing my research
design. This included conversation analysis, focus groups, and semi-structured

interviews, each as a sole method of generating data.
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Initially, conversation analysis appeared promising considering the role of language in
constructing risk, and its potential to produce a “nuanced understanding of how
epistemic injustices play out in practice” (Newbigging and Ridley, 2018, p.43).
However, this was discounted because | needed a broader approach incorporating
verbal, non-verbal, and observation of face-to-face encounters between professionals
and service users to comprehend disparities between practitioner and service user

perceptions of risk, or how mental health care is experienced by service users.

The focus group method encompasses several people contributing to an in-depth
discussion around a specific issue or a “predetermined topic” (Carey, 2012, p.127).
This approach is flexible and offers practical advantages, gathering data from multiple
participants concurrently (Creswell and Poth, 2018). However, | rejected this method
for being restrictive and unsuitable for extracting the complexities and nuances of
AMHP detention decision-making which may have remained concealed within group

discourses. Moreover, it appeared inadequate for addressing sensitive issues.

| similarly considered interviews as my sole approach for data collection from
participants. However, this was discounted as insufficient for fully exploring my specific
interest in AMHPSs’ detention decisions relating to Black people and their construction
of risk during MHA assessments. Besides, interviews used in previous studies relating
to AMHP practice (Abbott, 2017; Brammer, 2020) failed to capture or explore the gap
between what was said or experienced, and what was done in practice. Using
interviews alone limited any data generation producing possible insights into the actual
routine practice of AMHPs - one of the objectives of this study - as opposed to the
normative perspectives and narratives influenced by the necessity to report expected

behaviour.
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4.4 Research process

4.4.1 Gaining access

Prior to contacting local authorities and possible research sites to negotiate access, |
obtained ethical approval from the University Research Ethics Committee. Further

below, | will discuss the process of gaining this, including issues of consent.

| contacted five local authorities in London | had identified as possessing the
demographic profile of the service users under research, specifically those from Black
backgrounds, establishing contacts with gatekeepers or sponsors within organisations
able to support my research and facilitate access to the group, specifically AMHPs.
My rationale for choosing inner London boroughs for my research site was that |
wanted to conduct ethnographic work in more diverse areas where the
disproportionate representation of Black people has been well documented, and
where | will be able to capture crucial information. As the targeted population included
approved mental health professionals, | also contacted the Chair of the AMHPs Lead
Network to discuss my research interests, hoping to solicit his support and gain access
to AMHPs, key informants, and gatekeepers. Following a telephone conversation and
various email exchanges, the Chair connected me with various AMHP Leads in

London and Kent, including the co-chair of the London AMHP Leads Network.

| took advantage of my British Association of Social Workers (BASW) membership to
establish networks and relationships with AMHPs. | was invited to attend AMHP forums
to explain my study and allow them to ask me questions or air any concerns that they

might have regarding my research. Similarly, | shared my research overview with
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members of the BASW mental health group, receiving considerable interest from
various professionals and the Mental Health Social Work Lead - Chief Social Worker

Office - who agreed to assist my access.

Through the AMHP network, | liaised with the Associate Director of Mental Health
Social Work in one of the local authorities in London regarding access. The senior
manager connected me with the local AMHP Lead, inviting me to attend a virtual
meeting with her and the AMHPs within the team on the 24" of June 2021. The
associate director consequently played a key role in facilitating access to the
participants and research site, as well as obtaining research governance approval
from the local authority on the 28" of September 2021. Following this, | had a further
conversation with the AMHP Lead, with the 27" October 2021 agreed as the start date

for fieldwork in Site 1.

An AMHP Lead in another London borough whom | had previously met through the
AMHPs forums, invited me to attend their team meeting on the 5" October 2021 to
present my research overview and objectives. Following my presentation, most of the
AMHPs at the meeting expressed interest in participating in my study. | subsequently
shared the information sheets, consent forms, and confidentiality protocol with the
AMHPs. The AMHP Lead also played a major role by helping me to acquire research
governance approval from the second local authority on the 19t of October 2021.
Following further consultation with AMHPs including the AMHP Lead, we agreed on

the 3" of November 2021 as the start date at the research Site 2.

Consistent with the public involvement or co-producing research approach, | liaised
with the Public Involvement Lead for NIHR Applied Research Collaboration (ARC),

who connected me with the organisation’s public board advisor. | subsequently shared
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information about my research with this advisor who held lived experience of psychotic
episodes and detention, becoming an expert through personal involvement. He offered
me advice on both the research design and recruitment of service users as
participators. He also advised me to consider offering incentives to potential

participants as a sign of appreciation for their time and effort.

In summary, AMHPs were recruited through local authority mental health teams. |
liaised with some key informants and senior managers within two local authority
mental health teams in London, eager to solicit their support for the recruitment of

participants and negotiate access with organisations.

All of my access to observing professional interactions with service users was
negotiated through AMHPs, who were asked to seek the consent of service users.
During practitioners’ meetings, either the practitioner or | explained my involvement to
the service user and clearly communicated that if they preferred to be left alone or did
not consent to my presence, | would leave. Across all observations, there was only
one instance in which a service user declined my presence, and | fully respected their
decision. | recruited service users for interviews through mental health service user
networks and care coordinators within mental health teams who served as
gatekeepers. Newbigging and Ridley (2018) have demonstrated in their research the
possibilities for using this approach to sampling. In addition, | involved AMHPs who
served as care coordinators to assist in my recruitment of service users accessing

support from community mental health services.
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4.4.2 Research setting and participants

Research Site 1 contained seven AMHPs and one trainee AMHP in the team, three of
whom were permanent workers and five locum workers. This included the team
manager, often referred to as the AMHP Lead. All the practitioners at this site were
from Black African/Black British backgrounds and totalled six females and two males.
Aside from the trainee AMHP, the team’s practice experience ranged from one to

twelve years (Figure 2).

When the fieldwork began in October 2021, | went to the office two to three times every
week, stayed in the team room to observe and sometimes participated in
conversations among staff, witnessed discussions about referrals, phone
conversations, team meetings, and shadowed professionals undertaking MHA

assessments relating to Black service users.

| noted that many important or key moments and events | captured occurred in the
office while practitioners engaged in informal conversations - discussing service users

or their work - rather than during my observation of actual assessments.

In research Site 2, the team had a mixture of white and Black professionals — four from
white British backgrounds, and two from Black groups (Figure 2). There were five
females and one male, making practitioners at this site more diverse in terms of race,
ethnicity, and gender identity. Generally working remotely, they made visits and
undertook face-to-face work when required to complete MHA assessments. They
would normally invite me to join their allocation online meetings in the morning,
normally lasting approximately 60 minutes, where they would work through their
spreadsheet to see which cases needed assessment and who needed to complete

what. Working mainly remotely, | was somewhat immersed by attending these

89



meetings and observing interesting conversations and discussions among the
practitioners, but | did not feel that same sense of involvement or presence compared
to Site 1 which had face-to-face meetings in an office-based environment. Further,
most of the participants at Site 2 kept their cameras off during the virtual meetings so
it was not possible to see them and observe their body language. However, | did meet

six of them in person when observing MHA assessments.

The two sites appeared homogenous in terms of demographic characteries of client
groups, social class, deprivation, and detention rates, and as neighbouring boroughs,
using the same hospitals, wards, and other related facilities. One of the advantages of
conducting my fieldwork over two sites is that it enabled me to gain insights and
compare how things worked or were organised in both sites, thereby allowing me

greater awareness of certain accepted assumptions.

Figure 2. Profile of AMHP research participants depicting their gender, ethnicity, and

number of years practising.

AMHP Number of | Local Authority | Ethnicity Gender
(Pseudonym) | years practised | Mental Health
as ASW/AMHP | Team
Anna 0 - Trainee | Site 1 Black African Female
AMHP
Vivian 1 Site 1 Black African Female
Venus 5 Site 1 Black African Female
Yasmin 6 Site 1 Black British Female
Eve 9 Site 1 Black African Female
George 10 Site 1 Black African | Male
Kevin 11 Site 1 Black African Male
Mary 12 Site 1 Black African Female
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| | | |
Jason 5 Site 2 Black Male
Caribbean
Bridget 8 Site 2 White British Female
Jane 9 Site 2 White British Female
Amber 10 Site 2 Black African Female
Pamela 18 Site 2 White British Female
Denise 30 Site 2 White British Female

Regarding the service user group, | interviewed six male service users and one female
service user in Site 1. In Site 2, | interviewed one male service user. As the study
focused on the role of AMHPs concerning the detention of people from Black

communities, | only involved service users from this particular social group.

4.4.3 Purposive Sampling

The current research adopted goal-directed sampling, one of the most effective and
commonly used techniques in qualitative research, to select potential participants
across two sites (Carey, 2012). This requires a researcher to intentionally select
participants deemed relevant to their research objectives or questions and involves an
attempt to find a clear link between the research problem and the sampling (Bryman,
2015). The researcher chooses the sample based on their knowledge of the research

question (Dawson, 2013).

My research attempts to answer questions about AMHP detention decisions relating
to Black people, and how they conceptualise risk to arrive at those decisions. The

primary inclusion criteria were adult service users from Black and minority ethnic
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backgrounds with lived experience of detention under the MHA 1983; similarly,
professionals were expected to be AMHPs with direct experience in assessing Black
people for involuntary hospital admission. This sampling technique may be limited
when “generalising to the population” (Keating and Robertson, 2004, p,441), however,
the knowledge and insight gained from this could be transferable in different settings

(Morse, 1999).

4.5 Data collection

Reflecting the ethnographic approach, | collected data by combining observations and
interviews with practitioners based in two neighbouring London boroughs. To assist
my interpretation and to gain an in-depth understanding of practice that could only be
obtained through this methodology, | undertook detailed interviews with 14 AMHPs
possessing differing levels of experience and training. To fully address the research
questions, | conducted semi-structured interviews with a purposive sample of eight
service users from Black groups. | triangulated/cross-referenced data from the
ethnography and interviews with service users to enable a more detailed and balanced
description of what occurs during practice. | explored research questions 1, 2, and 3
by analysing data collected through a combination of observation and participant

interviews.

| collected data over six months from October 2021 to April 2022, on average spending
two to three days a week with the teams. | observed 15 MHA assessments and
interviewed 14 professionals and eight service users across the two site teams,
totalling 252 hours of observation. | shadowed AMHPs in all aspects of their work

during MHA assessments including both formal and informal processes, such as
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discussions among practitioners in team rooms, referral meetings, travelling with them
to family homes, psychiatric hospitals, section 136 suites (places of safety), and

observing their interactions with service users during assessments.

The data includes typed field notes following observations, multiple handwritten

notebooks, and transcriptions of audio recordings from interviews with participants.

4.5.1 Observations

| conducted observations of AMHP practice at Site 1 in open-plan spaces in the office,
the team duty room, hospitals, service users’ homes, and the community. | developed
a topic guide (appendix 7) to allow some form of structure in my ethnographic fieldwork

which can at times become “messy” (Santori and Jin, 2023).

As Site 1 was my primary research site, | spent a considerable amount of time with
the AMHPs in this team, attending the office two to three times every week, staying in
the team room to observe and sometimes participating in conversations among staff,
observing discussions about referrals, phone conversations, team meetings, and
shadowing professionals during MHA assessments involving Black service users. The
second team at research Site 2 worked remotely, except during MHA assessments
which they completed in person. This meant | had to join their virtual allocation
meetings two times weekly, each of which lasted approximately 60 minutes, observing
their discussions of various referrals, and the allocation of cases to practitioners. As
noted above, even though | observed some significant moments and events at this

site, | did not feel the same sense of immersion as in Site 1.
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Reflecting a granular method of ethnography (Atkinson, 2015), | paid attention to the
details and differing elements within each situation. | recorded descriptive
observations of participants' interactions and activities, including speech fragments. |
concentrated on the affective dimension, including participants’ body language, the
affective atmosphere, sounds, silences, what was being verbalised, how their bodies
reacted or moved during conversations, and any evident contradictions. All of my
feelings, thoughts, sensory experiences, and interpretations of what was going on
were handwritten, following Kenny’s (2008) argument that such experiences are

relevant in ethnographic fieldwork.

During my observation of MHA assessments, | recorded field notes of the interactions
between the professionals and the service users, alongside discussions among
practitioners. | then interviewed or held informal conversations with AMHPs
immediately following an assessment about their encounter with the service user, the
rationale for their decisions, and their feelings, as well as asking for explanations or
clarifying certain things that were either mentioned or avoided during assessments or
practice encounters with service users. These together with my thoughts, feelings, and
reflections regarding professionals’ face-to-face encounters with service users were
handwritten in notebooks. This was done to reflect an ethnographic approach whereby
the ethnographer reflexively engages with their position, drawing on the insights
offered, as opposed to trying to fully remove the impact or influence of my presence

(Shaw and Gould, 2001).

| sometimes went along with AMHPs, often in the same car, as they travelled from the
office to the hospital or to the community to conduct MHA assessments. During those

journeys, | engaged them in conversation about the referral, the risk knowledge they
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were drawing on, background information about that particular service user, their plans

for the assessment, their expectations, and any other related concerns.

My handwritten observations were recorded in notebooks which were subsequently
typed up and saved in Word documents. To avoid falling behind in transcribing my field
notes, | always tried to write things down as quickly as possible during and immediately
after my observations. As Lareau (1996, p. 217, cited in O’Reilly, 2009) noted, “writing

up field notes immediately is one of the sacred obligations of fieldwork”.

While observing MHA assessments, | reflected on my position as a social worker - an
insider familiar with the professional discourse - and | consciously adopted a less
participatory role by merely observing what was going on, including the practitioners’
interactions with service users. This was to ensure my non-interference in MHA
assessments but also to abstain from engaging in any activity that could easily be

interpreted as “doing social work” (Boahen, 2014).

4.5.2 Interviews

To assist interpretation, and gain or develop a comprehensive understanding of
practice that could be obtained through observation alone, | undertook detailed
interviews with 14 AMHPs, with different levels of experience and training, from both
research sites. The interviews provided the space for AMHPs to talk about their cases
and engage in reflective conversations with me about their experience of working with
service users from Black communities, their views on service user experience, voices,
preferences, and level of participation in decision-making, along with their perceptions
of service users’ knowledge and circumstances. Through interviews, | also explored

the practitioners’ demographic information, professional identities, job roles,
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professional qualifications, length of time and experience both as an AMHP and in
social care generally. This provided another layer of understanding and insight into the
AMHP conceptualisations of risk, their perspectives, and accounts of Black service
users’ circumstances, the organisational context, and the specific challenges they
encountered when discharging their role. As an iterative process, field interviews
offered space to explore with the AMHPs the significant events and themes that had
emerged within the observational component of my ethnographic work. Most
interviews lasted between 60 and 90 minutes, with the AMHPs valuing the opportunity
to reflect on their practice, and how they experienced risk work through the feedback

they provided following the interviews.

| conducted semi-structured interviews with a purposive sample of eight service users
from Black groups, exploring their perspectives on their detention experiences, and
community services. As mentioned previously, | recruited service users for interviews
through mental health service user networks and care coordinators within mental
health teams serving as gatekeepers to users. | initially planned to interview more
service users, but only a few of those who were approached by the gatekeepers
expressed any interest and gave informed consent to participate in the research. My
interviews with service users from Black communities helped my analysis of how they

experience AMHP detention decisions and mental health care.

4.6 Data Analysis

The analysis of data within this ethnography is not bound to a specific section of this

study (Hammersley and Atkinson, 2007) but rather is an ongoing feature of the
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research. My approach to data analysis was informed by qualitative ethnographic
principles establishing it as a recursive and inductive process beginning at the first
interview and continuing through to the process of writing up findings (Bisaillon and
Rankin, 2012). My analytic process was formed through recording field notes, constant
reflection, thoughtful engagement with the data generated, and the process of

reflexivity.

| transcribed interviews verbatim and assembled them with typed field notes from my
observations, before importing the data into NVivo to assist with organising and
coding. | utilised Braun and Clarke's (2006) six-phased thematic analysis to facilitate
an open, recursive, and exploratory engagement with the data. The first phase of this
thematic analysis was to establish familiarity and a deeper engagement with the data
through listening and re-listening to audio recordings of the interviews, transcribing
these, reading and re-reading the textual data including the typed field notes, and
recording ideas. | gradually moved through the whole dataset, logging notes in the
transcript margins using Microsoft Word's comment function. While actively engaging
with the data, | was identifying patterns and asking questions about it including
participants' perspectives, the relevance of their responses to my research questions,

and any assumptions made.

Having familiarised myself with the entire dataset, | progressed to phase two, creating
or generating initial codes combining a manual process and the NVivo programme.
This aspect of my analysis involved identifying relevant data within each dataset and
labelling these with a phrase or a few words that encapsulated my interpretation or
meaning of the data concerning my research questions. | also engaged in constant
comparison across data items, noticing interesting accounts and cases, including
those that were unsuitable or conflicted with my initial analysis. This was consistent
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with Silverman’s (2011) guidance for treating data comprehensively; engaging with the
entire dataset so as not to focus on aspects of the data that initially fitted with the

preliminary thematic categories and codes.

Following Braun and Clarke’s approach (2006), | generated multiple codes of all data
items, producing a codebook in NVivo with a compiled list of codes and associated
descriptions identifying patterns, but also, the heterogeneity of relevant interpretations
and meanings across the dataset. | then used NVivo to organise and gather the data

segments relevant to each code before proceeding to theme generation.

In phase three of the analysis, | built upon my earlier engagement and understanding
of the data through familiarisation and coding to frame the initial thematic categories.
This entailed categorising the different codes into potential subjects and collating all
the data pertaining to each, using my research questions and theoretical framework
to identify the relevant data segments and connected stories. Consistent with Braun
and Clarke’s (2006) approach, | constructed themes by rigorously examining the
codes - and the relevant data - collating and merging them into “more meaningful
patterns” (Terry et al., 2017, p.12). | followed Braun et al.’s (2015, p. 102) suggestion
to establish a “central organising concept” underpinning a theme to help me decide
what specific subjects were represented and if their associated label or data extract

reflected this.

Having collated the codes and created potential themes, | advanced to phase four to
further refine them. This involved evaluating whether the potential themes matched
the tagged data segments, considering the meaning of coded extracts while using

NVivo to create thematic maps of the analysis. | also checked whether the themes |
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had created meaningfully encapsulated the dataset (Braun and Clarke, 2006), with

some requiring further adjustment or outright rejection.

Whilst this refining process continued, | began naming and defining my themes for
phase five. This involved describing and clarifying particular individual themes and
writing clear and brief definitions for each, alongside the analysis necessary for
comprehending the narrative or its interpretive story (Braun and Clarke, 2006). This
process of defining themes enabled me to decide whether | possessed adequate detail
for a core chapter or whether it might better fit as a sub-theme in the “analytic story”

(Terry et al., 2017, p. 15).

| discussed coding, initial development, and refining and defining the themes with my
supervisory team. These discussions and feedback from the team enhanced my “inter-
rater reliability” (Newbigging and Ridley, 2018, p.39) and arguably improved the

credibility of this qualitative research process.

Throughout this thematic analysis, | thoughtfully and reflexively engaged with the data
and the analytic process, recognising my subjectivity and positionality in the research
process. During coding and the construction of themes, | continually engaged in critical
reflection by questioning my interpretations and the underlying assumptions | was
trusting when coding and generating my themes (Braun and Clark, 2019). | operated
from a position that themes do not just emerge but are understood as something
produced by the researcher at the “intersection of the data, their theoretical and
conceptual frameworks, disciplinary knowledge, and research skills and experience”
(Terry et al., 2017, p. 5). Repeatedly engaging with and fully immersing in the data was

critical for ensuring credibility during this approach to data analysis.
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The final stage of this process, phase six, involved producing the report; including the
selection of compelling data extracts, a final analysis of these, linking my analysis to
the research questions and the relevant literature, producing a “scholarly report of the
analysis” (Braun and Clarke, 2006, p. 35). At the point of composing the final report
and presenting the themes in the chapters detailing my findings, | had already

completed a substantial amount of writing since the beginning of my fieldwork.

It is worth noting that my analysis was not completed sequentially or following a linear
manner whereby | simply progressed from one phase to the other, but rather | followed
an iterative process, repositioning as required throughout the stages (Braun and

Clarke, 2006).

4.7 Researcher positionality and reflexivity

The qualitative approach locates the researcher within the social world they are
studying rather than separate from it (Carey, 2012). As qualitative researchers, we
have an ethical responsibility to recognise the potential influence of our identities, and
our positionality in the decisions we make when gathering and analysing data or
transcribing findings. Consequently, we bring our own values, experiences, emotions,
beliefs, and personal preferences to all aspects of the research process (Willig, 2001).
Accordingly, it was crucially important that | was reflexive and critically aware of how

this might influence my research.

Reflexivity is described as a self-evaluation of how a researcher’s position impacts the
research process, beginning with the design, the utilised data collection methods and
analysis, and the delineation of the social world (Basit, 2013). This is perceived as a

process of ongoing internal dialogue and self-monitoring of the researcher’s
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positionality, and the subsequent awareness of how this could influence the research

(Berger, 2015).

Reflexivity is vitally important for understanding and reconciling a researcher's
positionality, identities, and unintentional biases that may potentially shape their
research (Braun & Clarke, 2013). As Holmes (2020) noted, researcher positionality is
fluid and can transform during the project, so | engaged in ongoing critical reflection
and self-evaluation regarding my role as a researcher, the influence of my identity on

the study, the context, and its respondents.

Considering the nature of my research, | consistently reflected on the insider and
outsider roles of the ethnographer. To a certain degree, | saw myself as embedded by
virtue of my role as a social worker, possessing practice experience and knowledge of
the MHA; recognising the demanding responsibility to balance care and control,
accepting that as a last result, some individuals in specific circumstances will require
involuntarily hospital admission for their treatment and care; but also acknowledging
the potential iatrogenic harm resulting from detention. The research site was a familiar
environment for me, requiring much critical reflection on my part as to whether my
professional identity might influence my choice of questions, what to observe and how
to interact with other social workers, and my reading of a participant's interpretations
and perspectives. | felt that my professional identity as a social worker helped me to
establish rapport and close relationships with other social work AMHPs, permitting
them to openly talk about their cases and assessments and to interact with medical
professionals. | believe this created an opportunity for me to obtain considerably
detailed descriptions and rich data; however, | recognised the challenges presented
by my immersion in our shared field of practice/social space concerning how | easily
inferred meaning to silences or those things both said and unsaid during my interaction
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with the participants. | acknowledged my role as a practitioner observing fellow
practitioners for a study, requiring reflexivity, mindfulness, and the diligent application

of my skills to my research role.

| also acknowledge that my identity as a Black man conducting a study concerning
people from Black and minority ethnic communities might influence my fieldwork. For
example, during interviews, some of the Black professionals and Black male service
users identified with me, referencing me during their responses. | felt my ethnic
background helped me to build rapport, creating empathy as to the emotional content
and lived experiences of my participants; however, my closeness to the study’s subject
matter required critical awareness as to the impact of my assumptions, beliefs,
judgements, and social location within the research process. As Braun and Clarke
(2013) noted, reflexivity is especially vital for researchers possessing an identity

relevant to the research topic.

| recognised | needed careful reflection and thoughtful engagement with the research
process, including the data collection and analysis, explicating my positionality and
advancing my contextual understanding to safeguard the credibility of my research
and its outcome (Finlay & Gough, 2008). Continual reflection and reflexivity regarding
my position, beliefs, preconceived ideas, and biases relating to the subject matter were
crucial in all aspects of the research process (Savin-Baden, 2004). | kept a reflective
journal (Braun and Clarke, 2013) throughout my fieldwork noting my decision-making,
the development of my notes, and the affective dimension - including my emotional
responses. | utilised my academic supervision as a space to reflect on my feelings and
how my identity, practice experience, and values potentially influenced my data

collection and analysis.

102



Recognising the interplay between my professional role as a social worker, my
responsibilities as a researcher, and my identity as a Black man, | remained critically
aware of how these intersecting positionalities could shape the research process. |
made a concerted effort to apply my research methods with rigour, aiming to mitigate
the impact of any preconceived ideas or theoretical commitments - particularly those
related to epistemic injustice and risk work - on participants’ accounts and
experiences. Throughout the study, | prioritised methodological reflexivity, actively
privileging my skills in social research over personal assumptions and experiential
knowledge. | engaged in continuous self-reflection to examine my own beliefs and
biases. During data collection, | employed open-ended questions many of which
emerged organically from the ethnographic observations, enabling participants to
articulate their perspectives in their own terms and reducing the imposition of external

narratives.

Reflexivity requires an evaluation of data from diverse perspectives. | was critically
aware that my analysis and interpretation of observation and interview data would be
entangled with my subjective experiences (O’Connor, 2019), and therefore, ensured |
presented examples of my initial analysis and interpretations in my supervision

meetings to explore or discuss alternative meanings and understandings.

4.8 Quality Assessment

Academic excellence and credibility are pertinent within all research studies and so, |

took steps to ensure quality assurance during my research using Lincoln and Guba’s
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(1985) conceptualisations of credibility, transferability, dependability, and

confirmability.

Credibility is defined by the extent to which research outcomes or findings are
considered accurate, reliable, and legitimate. To establish this, | used a range of
strategies including prolonged engagement, persistent observation, triangulation,
(Lincoln and Guba, 1985) and the reflexivity previously discussed. Extended or
prolonged engagement requires a researcher to spend sufficient time at research sites
or settings to understand the culture being studied. Selecting an ethnographic
research approach, | spent over six months at the research sites closely observing
AMHP practice, establishing rapport, and gaining an in-depth understanding of both

practitioner decision-making and the organisational culture.

Persistent observation requires the researcher’s attentiveness to participant emotions
and the studied situation to provide meaningful and abundant data (Lincoln and Guba,
1985). | spent considerable time observing the AMHPS’ everyday practice, their face-
to-face encounters with service users, their interactions with other professionals
including their managers and medical professionals, their working environment, and
the primary influences shaping their decision-making. This allowed for detailed

descriptions of my participants’ actual behaviours (Geertz, 1973).

Similarly, | attempted to ensure credibility through data triangulation, collecting from
multiple sources and using different methods, including observations from two
research sites possessing different teams, and interviewing both AMHPs and service
users. | accumulated data from these observations and interviews to provide rich
accounts of AMHP practice and service user perspectives of their detention

experiences.
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As the fieldwork and my data analysis progressed, regular supervision proved crucial
to ensuring credibility (Nowell et al., 2017). As previously outlined, | discussed the
analytic process with my supervisors including coding, initial theme development, and
refining and defining these. The feedback from my supervisory team facilitated “inter-
rater reliability” (Newbigging and Ridley, 2018, p. 39). Peer scrutiny through peer
mentoring, my continuation presentation at the university, discussions and feedback
from various academics, and presenting my initial findings at conferences such as the
Joint Social Work Education Conference (JSWEC) allowed for the critical interrogation
of my data analysis and conceptual framework, helping me to evaluate the data from

differing perspectives while refining my initial themes.

Transferability was my second measure for assessing the quality of my research,
relating to how my findings might be demonstrably applicable in other contexts (Guba
and Lincoln 1985). In comparison to quantitative methods, qualitative research has
been criticised for its subjectivity and insufficient generalisability, (Koch & Harrington,
1998). However, if there is transparency, sufficiently detailed information about the
participants and research context, and the findings are understandable to outsiders,
the research meets the requirements for transferability (Cope, 2014). This was
achieved in this study by using both observation and interview data to provide thick

descriptions and detailed information about the research.

Dependability became my third indicator of quality, demonstrated through data
consistency and replicable findings (Guba and Lincoln 1985). To ensure this, |
maintained an audit trail of records including observation field notes, interview
transcripts, reflective notes, research information sheets, consent forms, interview

guides, supervision meetings, and data analysis records.
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My final measure of quality was confirmability, referring to the researcher’s ability to
demonstrate that their data represents participant accounts rather than research bias.
To ensure this, | provide a clear description of how | constructed interpretations and
conclusions (Cope, 2014), supported by detailed information about participants’
perspectives and direct quotations from the data. | further monitored the confirmability

of my research findings through the audit trail and reflexivity previously discussed.

4.9 Ethical Considerations

Ethical approval for the research was granted by the University Research Ethics
Committee. | also obtained research governance approvals at each study site from the
necessary local authority. | only included service users and AMHPs obtaining written
consent and gave as much information as was requested to inform their choices
regarding participation. | facilitated this by writing a clear Participant Information Sheet
(see Appendices 1 and 2) which | explained verbally, assuring them of my availability
to answer any of their questions, to ensure that potential participants were fully
informed prior to their involvement. Participant consent was grounded in an awareness
that it could be withdrawn - and they could exit the research - at any time without
suffering any consequences. Participants were assured of confidentiality and the
voluntary nature of their involvement, but also advised that the disclosure of any
information suggesting someone was at immediate risk of serious harm would need

to be reported to the appropriate authority.

With service users, | forwarded written information about my research to mental health
service user-led groups, while asking AMHPs and care coordinators to introduce the

research to their clients and give them a flyer. Participants interested in the study were
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able to contact both professionals and the researcher and once introduced, | spoke
directly with each individual, furnishing them with detailed information about the
research by going through the participant information sheet with them, to ensure their
full understanding prior to obtaining their consent. | did not involve any participants
who appeared unable to give informed consent, meaning that service users lacking
this were excluded from the study. A service user’s capacity to consent was

determined by care coordinators and AMHPs serving this role.

As previously mentioned, all access to observing interactions between professionals
and service users was negotiated through AMHPs who were asked to seek their
client’s approval. During meetings with service users, they received an explanation as
to my involvement from me or the practitioner, respecting any indication suggesting

they wanted to be left alone or did not consent to my presence.

The accumulated data was anonymised to ensure participants could not be identified,
including their names, results, and findings. Any potentially identifying characteristics
were either removed or changed to maintain confidentiality. | separated personal
information from the data, assigning participants pseudonyms and numeric identifiers
for the final report, and tracking each case so that the data generated through my
observations and interactions with professionals could be cross-referenced with the
service user interviews. This also meant that I, the researcher, was the only person
holding information as to the true identity of the participants. The collected data were
kept private and secured using an encrypted, password-protected file. This was
deposited on the University network system, with backup versions stored securely on
an encrypted external drive. Once saved, the original audio was deleted from the
recorder to minimise any potential risk when transferring the material. All sensitive data
was held in an electronic format apart from signed consent forms which were held
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securely in a locked filing cabinet. | used the collected audio solely for this research,
which was destroyed upon completion of the study, and ensured that audio transcripts

restricted any information that could be linked to participants.

Being mindful that people might find the enormity of detention difficult to discuss, | was
aware of the possibility that participants might experience emotional distress when
discussing past lived experiences. During my observation of practices or when
interviewing, whenever it became clear that a participant was struggling to discuss
their experiences, | would pause the interview and check whether they wished to
continue. | assured them that the content of their disclosures was entirely self-
determined and that there was no pressure whatsoever to discuss anything that felt
uncomfortable. Participants were given an opportunity at the end of the interview to

discuss any concerns with me.

Additionally, as the research process could generate unexpected ethical issues, |
undertook a constant assessment of risk. Doing so ensured that the research was

effectively conducted by mitigating and minimising any potential risk to all involved.

Service user participants were given a £10 voucher upon completion of an interview,
to show appreciation and acknowledge their time and efforts. Payment - in the form of
vouchers - can facilitate involvement or engagement with research particularly by
marginalised groups, but also conveys respect and appreciation for their time (Solanki,
2020; Bonevski et al., 2014). However, | acknowledge that financial encouragement
may unduly influence participation and for this reason, | ensured that the offered
amount was appropriately valued to provide adequate compensation for their time

without being coercive.
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4.10 Conclusion

This chapter has provided a detailed discussion of the qualitative methodology | used
during this study. | began by exploring the ontological and epistemological
assumptions underpinning the research, alongside the rejected alternative options and
considerations. Subsequently, this chapter outlined my research process including
how | secured access to the research sites, the nature of the research setting, and the
participants involved in the study. The chapter then discussed the methods | employed
for data collection including participant observation and field interviews, alongside my
data analysis process. This was followed by a discussion of researcher positionality
and my reflexive considerations, before concluding with a detailed exploration of the
ethical principles informing this research. The following two chapters will present the

thematic analysis and findings of this thesis.

Chapter 5: The role of risk and ethnicity in decision-
making 