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Abstract 

 

This research project examines the application of a bounded reflective 

group (RPG) when applied to a group of Approved Mental Health 

Professionals (AMHPs). Learning through my own experience of an 

RPG’s ability to enliven and engage me as an experienced practitioner and 

manager, my curiosity as a researcher was piqued. Previous researchers 

have signposted the importance of good supervision for this challenging 

role, yet there has been no formal interrogation of such spaces (Gregor, 

2010, and others). 

As the manager, I introduced and led an RPG model and simultaneously 

as a psycho-social researcher, I critically examined its application and 

impact over a twelve-month period. I have drawn on a blend of 

methodological approaches which included participant psychoanalytic 

observation1 and Free Association Narrative Interview (FANI).2 I used 

three data sets; first, reflective group sessions, including case 

presentation, discussion and researcher observations; secondly, 1:1 

interviews; thirdly, group interviews. Each set was methodically gathered 

via audio recording, subsequently transcribed by the researcher, and later 

 
1 Please see the methodological section for a detailed explanation. 
2 Ibid. 
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taken to supervision for interpretive analysis. 

I identified themes which emerged, and in turn these informed the 

research questions, helping to focus my field of enquiry. In addition, the 

paradigm of ‘thinking in cases’3 (Forrester, 2017) was applied. 

The research findings revealed how the RPG helped to strengthen and 

deepen the relationship to their professional selves and work with 

patients. The overlap of sole group leader and manager, while not ideal, 

richly conveys  just how much there is to be gained by having a safe space 

to support the AMHP workforce with the emotional contagion of the work. 

It is hoped that these insights will inform social work practice, and future 

research is also discussed. 

 
3 This will be discussed in further detail in the methodology chapter 
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Objective/Research Goal 

 

What can we learn from a qualitative study of a monthly, bounded, 
reflective    group for AMHPs? 
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Chapter 1: Introduction 

 

 

1.1 Introduction 

 

Adrenaline is addictive. The buzz of being on-call, taking the referral, 

setting up the assessment and then onto the next one. How many 

assessments have you done? – an oft asked question, the higher the 

number considered heroic, almost a badge of honour. ‘Adrenaline 

suppresses tiredness, pain, fear, even thought’ (Kraemer, 2015:144). 

Supervision may help, but all too often it becomes a pressured production 

line, where contact with the supervisor is limited to efficient discussions 

about a complex case (Kraemer, 2018). This is despite widespread 

recognition of the importance of regular and available critical reflective 

supervision/spaces for Approved Mental Health Professionals (AMHPs) 

(AMHP service standards, (DOH: 2019/2020); (Gregor, 2010; O’Connor, 

Muller-Neff and Pitman, 2018; Stevens et al., 2019), with much of the 

small amount of research undertaken focusing on the challenging nature 

of this dynamic and coercive role. Researchers (Gregor, 2010, et al.) 

signal the importance of supervision and spaces to critically reflect on the 

work, but do not examine or allow us to understand what good critical 

reflective practice looks like. 
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Supervision is recognised as an important vehicle for facilitating reflective 

practice, yet some have queried whether this is happening in practice. 

Others have articulated the managerial stranglehold over social work 

supervision, (95 per cent of the AMHP work force are social workers), as 

a means of enabling management oversight (or surveillance) of practice 

(Cooper, 2009; Hingley-Jones and Ruch, 2016; Trevithick, 2014). Some 

have reported the overall quality of supervision to be variable, concluding 

that greater attention should be given to the effectiveness of supervision 

by investing in the managers who provide it (Manthorpe et al., 2015). 

David Wilkins (2017) in his research found that deficits in supervision 

result from a system that focuses too much on ‘what and when’ things 

happen, and not enough on ‘how and why’, the focus being on procedures 

rather than on the impact of the work on the practitioner. In this climate, 

compassion and empathy are much more difficult to develop and sustain 

because the attention is on the task rather than the person. Others have 

observed a lack of containment of anxieties and a high level of defensive 

practices (Hinshelwood and Skogstadt, 2002:11). 

What is the role of emotions in AMHP practice, and how do we support 

and contain workers? It seems that this is an area of practice that has 

been minimised and overlooked, in part, perhaps, because it is assumed 

that there is a capacity to reflect critically on practice, and make 
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connections with previous experience, knowledge and research. It seems 

that it is taken for granted that this will happen, with little consideration 

given to how the role needs to be supported. It is as if there is some denial 

of the need for appropriate resources for processing and working through 

the potentially damaging emotional residues of engaging in such 

challenging and complex work, particularly under very stressful 

conditions. Thorndycraft and McCabe question how is it that health  and 

safety of the workforce is taken seriously when there is a risk of exposure 

to physical infection, yet little attention has been given to the risks of 

emotional contamination from working with mental disorder (2008:167-

83)? The Covid-19 pandemic – unprecedented in its scale and impact on 

the AMHP workforce, certainly amplified these practice gaps, resulting in 

a growing clamour and appetite by practitioners, including recognition by 

some leaders, that more needs to be done in the form of offering such 

spaces, if we are to contain and retain staff. 

‘Stress’, William Khan (2005) states, ‘is a by-product of the act of care-

giving’; it places enormous emotional, physical and mental strain on 

workers. Many of us who find ourselves drawn into the profession are here 

because of our need for reparation, to ‘put something right’ (Dartington, 

1994 cited Khan 2005:31), and to resolve issues from our past. These 

unconscious motivations, needs, wishes and conflicts may be further 
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evoked by those who are seeking our support and care. So how do we 

form effective relationships with service users and walk this delicate 

tightrope between care and control? How  do we as leaders support our 

AMHP workforce to become resilient, compassionate, yet assertive, 

expert practitioners? Practitioners need to use the law confidently as well 

as strengthen their care-giving qualities required of the role, but not be 

hardened by the legal technicalities. Khan proposes that when care-giving 

roles are valued, listened to and joined, rather than left alone, all acts of 

being cared for will impact on the organisation (Khan, 2005). When ‘good’, 

bounded, reflective spaces are routinely provided they create 

opportunities to generate thinking, particularly about emotional responses 

to challenging cases (Ruch and Hingley-Jones; 2016). Such spaces raise 

awareness through the emergence of progressively more mature 

reflective responses, as opposed to defensive retaliation. This led me 

question the kind  of reflective spaces routinely provided within my own 

setting. Did the space offered enable staff to feel contained and less 

defensive (Hinshelwood and Skogstadt, 2002:11)? 
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1.2 Why a group? 

 

Groups have always interested me. I began in my formative family group, 

with subsequent involvement in political groups and later therapy groups. 

Groups shape us all. Our early experience of groups includes the extent 

we depend upon them for life, comfort and stimulation; they help us to face 

the limits of our own significance (Kurtz, 2016). Early on we learn there 

are relationships from which we are excluded, sometimes seeing things 

differently; if we begin to make sense of our individual selves in a group 

at a primal level, it helps us understand the power of groups to disturb but 

also transform (ibid, 2016). 

As part of my doctoral training l was introduced to Work Discussion4 at the 

Tavistock and later to a Balint group.5 My experience of such reflective 

groups galvanised my interest in developing something similar locally. The 

existing monthly forum set up for learning and critical reflection would 

defensively shift away from any in-depth exploration of the     complex 

relational engagement with the patient and instead focus on the technical, 

rightful application of the law, or the failings of partner organisations. 

 
4 Work Discussion: underpinned by psychoanalytic ideas, is an opportunity to be part of a small group forum 

where you can discuss your work and find the support of your peers. 
5 Balint Groups are named after Michael Balint (1896–1970). He and his wife, Enid Balint, (both psychoanalysts) 

began holding psychological training seminars for social workers at the Tavistock; this was followed and 

developed further.  They developed their ideas and worked mostly with GPs. There is now a well-established 

worldwide network of Balint groups. 
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A particular favourite preoccupation was the lack of beds. While not 

wishing to diminish the importance of these, AMHPs are taking decisions 

to coercively detain patients, often required to think under fire in very 

complex and highly pressured settings, yet none of this material was being 

brought for in depth exploration.  It seemed, there was little appetite to 

focus on the emotional vicissitudes or contagion of the work to help 

deepen understanding of the dynamic engagement and quality of the 

interactions between the practitioner and the patient (Rustin, 2008: 279). 

Consequently, there was little time and space dedicated to practitioners 

to ‘hold in mind’ intense states of feeling as a prerequisite to good practice 

(ibid: 279). 

According to Kahn, (2005) an absence of such reflective space was an 

abdication of my role as leader. In his view, effective leaders working in 

human services should strive to create ‘cultures of inquiry’ to ‘enable 

system level resilience to be created and maintained’ (Tom Main, 1989, 

cited Khan, 2005:184). This creates organisational cultures which 

question and reflect on why things are done (Khan, 2005:184). Such 

cultures emerge when reflective spaces are offered, bounded and 

maintained; indeed, such groups foster workers’ curiosity about patterns 

of behaviour and respect reality rather than engage in wishful thinking and 

denial. In Khan’s view, it is the leader’s responsibility to ensure that such 
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spaces are protected, for not only do they nourish the mind of the 

professional, but they also encourage questioning and curiosity. Without 

them, ‘members sink into defensive or other dysfunctional patterns of 

behaviour’ (ibid:185). 

I was determined to transform the space and provide an opportunity for 

AMHPs to experience something of what has been described above. 

I wanted to schedule a regular, confidential, safe and ‘bounded’ group. 

What do l mean by ‘bounded’ group? This includes clarity, mutual agree-

ment, transparency and consent by the participants to a model that the 

leader is confident in applying (the AMHP – patient dyad as the central 

focus of the group). This will include the leader having given prior thought 

to attributes, such as where the group will meet, (paying attention to 

comfort and space for all to sit comfortably in a circular arrangement), the 

time and duration will be regular and fixed. There will be clear 

expectations of the membership of which they will be regularly reminded, 

including the conduct required of the participants, such as being 

confidential, committed and punctual (Hartley and Kennard: 2009: 34-45). 

Finally, it also includes the skilled, quiet, and restrained, analytic style of 

a well supervised leader (Sklar, 2017:60).  

The hope is that this becomes a space where participants and the group 

absorb, express, and reflexively learn from their experience, and become 
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more engaged and aware of their emotions and learn together to bear 

painful affect; a space where participants could bring a case    that may 

have perplexed, troubled or frustrated them. The safety inherent in such 

a group allows people to be vulnerable and take risks, and openly explore 

their practice dilemmas in an atmosphere of inquiry    rather than blame, 

including an emphasis on valuing different perspectives and specificity of 

the patient presented. It also enables participants’ capacity to relate more 

empathically with patients using mental health services, and to     work more 

collaboratively with colleagues across mental health and elsewhere, 

including being more able to withstand the stress of the role. 

These were all qualities which needed nurturing within the AMHP 

workforce. 

1.3 Locating the research 

The reflective practice model was proposed with AMHPs agreement, 

initially   establishing a pilot group for twelve months prior to commencing 

the formal research. The research took place in an outer London borough, 

with population estimated to be 402,700 with a highly diverse population 

of black, Asian and minority (BAME) groups (40.3 per cent), alongside a 

large Jewish community, with areas of high density and deprivation, and 

others of exceptional privilege. The model in operation was a ‘hub and 

spoke model’, with AMHPs located within the community Mental Health 
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and other teams, covering twice monthly duty rota, alongside a full-time 

AMHP and manager. The team comprised of a diverse mix of 

professionals; eleven AMHPs gave their consent; with two opting out. It 

was a predominantly female group, unlike the national average (see 

AMHP survey, 2021) which indicates a dominance of males. The research 

proposal had the support of senior managers. 

1.4 Aim of the research project 

My aim was to focus my extended qualitative inquiry on the exploration of 

the application of this practice innovation to the reflective space offered to 

my AMHP service using a blend of Balint (BG) and Work Discussion (WD) 

models. While overlapping, both are underpinned by a psychoanalytic 

framework and are tightly bounded. The method used in the first data set 

was psychoanalytic participant observation, and for the second and third 

data sets, Free Association Narrative (FANI). Additionally, ‘practice near 

research’6 methods of the psycho-social researcher were used alongside 

the paradigm of ‘thinking in cases’7 (Forrester, 2017) including the 

application of rigorous data gathering across the wider organisation. The 

 
6 Practice near research: Andrew Cooper (2009) is defined as being inside practice, the boundaries of the material 

at times like a psychic mélange. It may include ‘thick description’, reflexivity of the researcher, including the 

study of emotional and relational processes. Cooper contends that such research attempts to capture something 

deeper: an engagement with material revealing raw, complex and painful dimensions of the work – the relational 

interface between practice and research (2009) – this is also outlined in some detail in the literature review. 
7 Thinking in cases: (see page 62 for more detailed explanation). What does it mean ‘to think in cases? Bar-Haim 

describes Balint as someone who was a “great thinker in cases”. Drawing on Forrester’s work (2017), he outlines 

a rationale for a case-based approach, one rooted in historical, philosophical and clinical material. Winnicott 

argued that    such a paradigm was precisely ‘what you use when theory is not there’ (Forrester, 2017). 
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overlapping roles of the researcher, manager and leader make this project 

unusual and so further examination of the strengths and weaknesses of 

the overlapping roles has been brought into focus. 

This is a small-scale research project and may be open to critique      due to 

its small size and degree of reflexive subjectivity. 

The following research questions have been posed: 

 

1. What can this research tell us about the impact of a bounded, 

reflective group on the relational dimension of AMHP practice? 

2. How might this research develop our understanding of the psycho-

social specificity of the AMHP role and beyond to other areas of social          

work? 

3. Does this research indicate that an RPG can deepen professional             

engagement of AMHPs in their work? 

4. What are the benefits and complexities of overlapping roles of   

manager, leader and researcher?  

5. What new insights and knowledge might this research offer to 

research, practice and policy for the AMHP and wider social care 

workforce?  
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1.5 Outline of dissertation 

 

Chapter 2 

 

The literature review has been divided into four sections. First, I consider 

the small amount of research on the AMHP role and identify any gaps and 

the need for this chosen area of research. Secondly, the focus is on 

research undertaken on reflective models in social work. Thirdly, there is 

an examination of the underpinning theory and psychoanalytic concepts 

applied to my research and associated models. Finally, the fourth section 

considers the literature on ‘research near’ and insider research, as well as 

the role of the leader of the group. 

 

Chapter 3 

 

In this chapter I have chosen to set out my methodology and research 

design. I have set out how the research was conducted, including how 

the data was collected and analysed, giving details of why specific 

approaches and methods were employed. Given my many overlapping 

roles in this research, I have opted to use the first person for 

consistency.  
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Chapter 4 

 

I have chosen to divide this chapter into two sections. In the first section I 

have chosen what l have entitled ‘Aspects’. 

These aspects are: 

 

1. AMHP in relation to the patient. 

 

2. AMHP in relation to the rest of the group relationship. 

 

3. AMHP in relation to the RPG leader. 

 

Drawing from the following three data sets: 

 

1. Transcription of the RPG, including case presentations. My 

observations are recorded following the group and at the point of 

transcription. 

2. Transcripts of group interviews. 

 

3. Transcripts of 1:1 interview. 

 

I have compiled three case illustrations, each examining a different aspect 

to       show the dynamic forces at play in the group. 
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In the second section there is further scrutiny of the three data sets, 

including  the themes which have emerged over the course of the project. 

I have used further questions asked of the data to understand the impact 

the group had on the participants, including whether it deepened relational 

complexity, psycho-social understanding and professional engagement in 

the work. There was also further examination of the impact of my multiple 

roles as  manager, researcher and group leader. 

Chapter 5: 

 

In this final chapter, further discussion and conclusions are drawn from 

my findings to answer my research questions, including any wider 

implications for practice and further    research. 
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Chapter 2: Literature Review 

 

 

2.1 Introduction 

 

This chapter provides an analysis of the literature in relation to this project. 

The study seeks to understand the individual, group and organisational 

processes, using a psychoanalytic paradigm to explore the application of 

a bounded reflective group and value of this within an AMHP service. In 

arranging this literature, l have chosen to divide it into four sections. In the 

first section, relevant AMHP research is explored, focusing on decision-

making, emotional demands and stress of the role and any gaps. 

Secondly, I explore the literature which references psychoanalytically 

informed RPGs within social work and similar settings. Thirdly, I consider 

the psychoanalytic theoretical terrain and concepts underpinning the 

models chosen. I further explore literature detailing changes in 

psychoanalytic thinking and consider the value of this theory and 

application to practice, including the value of a more psycho-socially 

informed social work workforce. In the final section, I consider the 

research landscape of the researcher taking on multiple roles, including 

the advantages and disadvantages of such a research endeavour. 

To complete the literature review, several databases, Psych INFO, Soc 
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INDEX, as well as the UK Data Service and Social Care Online were 

utilised to identify the relevant research studies and academic 

publications. I used multiple search terms such as supervision groups, 

reflective groups, Balint groups, work discussion groups, AMHPs and 

decision-making. A perusal of the books’ bibliographies identified other 

useful references, relevant conferences, including personal 

communications with several colleagues, psychoanalysts, psychiatrists, 

psychologists, academics, practitioners and others known to have a 

particular interest in Balint and RPGs. The view was selective and 

narrative rather than comprehensive, and it examines only qualitative 

data. 

Section 1 

 

It is evident that there is a narrow body of research that principally 

explores RPGs used in social work practice; certainly, no research has 

been undertaken that closely explores such an equivalent bounded group 

for AMHPs. This section outlines the role of the AMHP and related 

guidance, as well as national reports and research literature that have 

identified the many  complexities and challenges of the role, including the 

pessimistic notion of ‘dirty work’. The role requires being able to make 

decisions in an uncertain environment, and multifarious and often 
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competing pressures are all attributes. Paradoxically, given the heavy 

responsibilities of the role, it is surprising how little research has so far 

been undertaken, though this is now  changing. 

2.2 What is an AMHP? The legal role and primary task. 

 

I survey the literature relating to decision-making and the complexity and 

weight of the role and consider reasons for undertaking a research project  

that focuses on reflective practice. 

The role of an AMHP was created following a review of the Mental Health 

Act 1983 (2007). The role is broadly like Approved Social Worker (ASW) 

but was no longer the sole preserve of social workers. It was changed in 

response to a perceived shortage, opened out to include other healthcare 

professionals, with a view to increase available numbers of professionals 

to train.8 To become an AMHP, the practitioner is required to undertake a 

specialist postgraduate course approved by the professional regulating 

body, which is now Social Work England. 

The cornerstone of an AMHP is to provide a non-medical viewpoint for 

someone presenting in mental distress. The AMHP considers the social 

 
8 Please see Evans et al, (2006) for a more detailed discussion on the workforce streeors of the role. According to 

Evans et al, this change was in part attributed to the dwindling ASW numbers resulting from high rate of attrition 

resulting from high levels of stress and burnout. 
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and  psychological factors impacting on the person at the time of an 

assessment. These determinants of mental distress are taken into 

consideration by the AMHP, alongside the medical view, so that 

alternatives to formal detention are duly considered. Hurdles to the role 

include dominance of the medical mode, limited community resources, 

and conflicting responsibility toward the person and the public at large 

(Lloyd, King and Chenoweth, 2002). 

The MHA 1983 (revised 2007) is the statutory authority and framework 

alongside the associated Codes of Practice 2018 and Regulations. The 

MHA sets out the assessment detail, admission and treatment of patients 

with a mental disorder. There are four key elements to this role. Firstly, to 

provide a counterbalance to the medical viewpoint in the decision to 

detain. The AMHP takes the decision to admit the patient compulsorily, 

which includes being responsible for conveyance to hospital. Secondly, 

they are independent and personally liable for their actions whilst carrying 

out their functions under the Act and are therefore obliged to act in 

accordance with their own judgement, not that of employers, medical 

practitioners, or others who might be involved in the patient’s welfare 

(Jones 2018). Thirdly, the AMHP has the responsibility to protect 

‘individual liberty and public safety, in complex and uncertain situations’ 

(Watson, 2016). Fourthly, the AMHP has overall responsibility for 
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arranging and coordinating mental health act assessments, seeking the 

least restrictive alternative and bringing a social perspective to bear on 

the decision (MHA COP, 2015 4.51:36). This might involve an AMHP 

whom the patient can talk to, including a continuing relationship with them 

(Thompson, 1997). 

The role is codified by the key professional competencies as set out in the 

AMHP Regulations, (2008). These five competencies set out in Schedule 

2 in  what has been determined as the key aspects of the role. In addition 

to application and understanding of complex legal and policy frameworks, 

inclusive of an understanding the social perspective of mental disorder 

and ‘sensitivity to, race and culture’, and mental health more broadly. 

AMHPs are required to be good communicators, able to manage complex 

situations and an expectation of working in partnership and collaboration 

with others including inter-agency and inter-professional working. 

Perhaps the most pertinent requirement for this project is the ability to 

assert a social perspective and evaluate outcomes and interventions 

arising from assessments and ‘exercise …authority and autonomy and 

use it to inform their future practice together with consultation and 

supervision’ (Schedule 2, AMHP Regulations, 2008). These regulations 

are authorised by statute and have the same legal force as the statute. 

2.3 Findings from national guidance and the recent Care Quality 
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Commission (CQC) report 2018 

Findings from a recent CQC report (2018), written following visits to 

several different sites. The report recognised the many challenges and 

barriers to the role.9 The role was also reported to be subject to increasing 

pressures due to difficulties accessing mental health beds, leading to the 

early discharge of patients and out-of-area placements.10 It also identifies 

difficulties with recruitment and retention. The role was perceived by many 

to be unattractive by those eligible to train; the reasons attributed being 

dissatisfaction owing to low rates of pay and the heavy responsibilities of 

the role. Interestingly, the report does not address in any depth the 

reasons why AMHPs remain in the role, despite undertaking the complex 

and often challenging ‘dirty’ work (Morris, 2016). The report doesn’t 

appear to have scrutinised the support available for AMHPs or considered 

whether this might be a factor helping to stabilise the workforce or indeed 

recruitment. 

Following the publication of the CQC report, it was noted that there was a  

lack of any national standards or workforce plan for AMHP services. 

Subsequently an AMPH National Workforce Plan (2019), alongside 

 
9 The report recognised that the AMHP was an important part in understanding and potentially improving the 

over- representation of black and ethnic minority patients (2018:14). 
10 The CQC (2018) report identifies this pressure and links this to limited access to less restrictive alternatives 

due to  reduced social care budgets. 
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AMHP  Service Standards for England (2020), was developed and tested 

in some local authorities. This was a significant step toward benchmarking 

the role; the first of its kind. Importantly, there was recognition of the 

specialist expertise and organisational support required for the role. The 

document while not prescriptive sets out achieve a set of national 

standards. AMHP supervision was seen as the cornerstone of good 

AMHP practice, involving ‘open-learning environments to promote social 

models of mental health’ (Ibid, p6), including the promotion of 

personalised, preventative based interventions, as well as high standards 

of cultural competency, in addition to tackling racial discrimination. 

Significantly, it recognises the importance of the psychological 

dimension11 nevertheless little space was dedicated to setting out and 

supporting how to achieve good reflective spaces that enable safe, 

transparent, open discussions leading to more reflexive AMHP practice in 

accordance with the Regulations, Schedule  2, as discussed earlier. 

2.4 Survey of AMHP research 

 

Rosie Buckland (2016) undertook some research on decision-making by 

AMHPs. She concluded that greater structural provisions should be made 

for group supervision, including ethical forums for AMHPs for both support 

 
11 Please see National AMHP Service Standards (2020), Standard. 
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and to  enable decision-making. Stacey et al.’s, (2016) research on 

shared decision-making proposes that psychiatrists use their medical 

training and social status, often positioning themselves as the most 

knowledgeable and thus having the most influence. The authors challenge 

the idea that decision-making is shared and argue that differentials of 

power impact on how decisions are taken. They recognise the value of 

having spaces to talk about professional identity, the uncertainty of the role 

and implications for accountability, and acknowledge the social forces 

influencing AMHPs perceived decision-making capabilities (Ibid, 2016). 

Others argue that one profession will act as a break for another (Matthews 

et al., 2014; Peay, 2003; Roberts et al., 2002). 

Rachel Rooke (2020) concluded that despite possible creative practice 

innovations, AMHPs don’t feature in the literature as part of the solution to 

the current bed crisis. Along with others, Kevin Stone (2019) identifies the 

subjective nature of decision making and argues that a balance needs to 

be struck between protecting the confidentiality of the patient being 

assessed, while also ensuring the role is more transparent. He believes 

there is clear evidence requiring AMHPs to be reflective practitioners in 

order that they understand their own risk thresholds and have a deeper 

awareness of the factors that might influence their decision-making 

(Sheppard, 1993; Stone, 2019). Notably, other researchers noted the 
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variation in outcomes, attributing this to different local operational norms 

and the level of professional accountability for specific MHA decisions 

(Cummings, 2018; Hatfield, 2008; Quirk et al, 2003; Webber and Huxley, 

2004). 

In Simpson’s literature review of AMHP decisions, he questions whether 

AMHP services are structured in ways that fully support AMHPs to 

achieve  the kind of engagement that the role entails (Simpson, 2020)12. 

Clare Parkinson and Paul Thompson (1998) in their important paper on 

training Approved Social Workers,13 identify the importance of developing 

reflective practitioners. Not only do AMHPs require competence in 

technical expertise of their application of the law, procedures, 

interpersonal and collaborative skills, but they also require an ‘agility of 

mind’ which enables the    AMHP to make-sense of ‘uncertain, unique or 

conflicting situations’. It requires a mixture of ‘competence and artistry’ 

(ibid, 1998: 61). 

2.5 The AMHP role: spaces for thinking and metabolising 

 

There are fewer studies that have been undertaken by researchers who 

 
12 Please see Simpson for more detailed discussion of the focus of much medical research on risk yet overshadows    

accountability and the predominance morality plays in decision making. 
13 The ASW – Approved Social Worker pre-dated the AMHP role (see earlier discussion of this) however still of  

relevance. 
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are also practising AMHPs (Gregor, 2010; Smith 2000; 2010; 2019; 

Thompson, 1997; Watson, 2016), which look at the emotional dimension 

of the role. 

These acknowledge the role as being stressful and emotionally 

challenging (Buckland, 2016; Gregor, 2010; Morris 2016 Smith, 2019; 

Watson, 2016; and others). Lisa Morris, in her study on AMHP work, 

explored whether the work was ‘dirty’ or ‘prestigious’, quoting Hughes, 

(1971), she claimed that the ‘Dirty work’ of being an AMHP has a clear 

emotional and physical impact on those  undertaking the role (Morris, 

2016; Quirk, 2007). 

Claire Gregor in her small study (2010)14 made use of Hochschild’s (1983) 

concept of ‘emotional labour’, and Bion’s idea of containment (1962 and 

1964) to understand the key role AMHPs play in an assessment; acting 

as a container for unmanageable feelings circulating for the client, their 

families, and sometimes other professionals involved. Gregor identifies 

that a well contained and functioning AMHP using ‘emotional labour’ can 

digest patient/carers distress and give it back to them in a more digestible 

format. She found that supportive teams were highly valued by 

practitioners. She concluded that given the importance of the role, closer 

 
14 Please see Gregor for a more detailed examination of the Approved Social Worker role, as again her research 

pre- dated the change to the AMHP role. Her research nevertheless remains of relevance (Gregor, 2010). 
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attention should be paid to the containing spaces available to help them 

process their emotional responses to the work, and, that when effective, 

she proposes, that these might go some way toward helping with 

retention, development and recruitment of more AMHPs (Ibid, 2010). 

In summary, since this important research was published (2010), no 

further research examining the kind of supervisory support or containing 

spaces available for AMHPs, as advocated and signposted by Gregor and 

others, has been undertaken. It is hoped that this study is a small step 

towards further informing our understanding of the structured support 

necessary that might importantly contain, further strengthen and develop 

the AMHP role. 

Section 2 

 

2.6 Reflective group models 

 

The initial focus for my literature search concerned reflective groups. 

Jocelyn Jones (2014) identifies the ‘absence of skilled and consistent 

provision of reflective spaces, both individual and group-based, in most 

social work and social care organisations’ (Ibid, 2014:1). Jones noted that 

term ‘reflective group’ carries with it different meanings, with several 

different models in use and no unified understanding of the model being 
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applied, or clear rationale as to why. The models she identified were the 

critical reflection model (Fook and Gardner, 2007; 2013); the relationship-

based model of reflection (Ruch, 2007, 2009); the work discussion model 

(WDG), (outlined in O’Sullivan, 2017; Rustin and Bradley, 2008; Warman 

and Jackson, 2007); online critical reflective dialogue (Baikie, et al., 2013) 

and others. The primary focus for these reflective models was within 

children and family settings, prompted by the Munro review. The exception 

was the RPGs run by GAPS;15 these attracted a3 broad, cross-section of 

social workers (Jones, 2014; Trevithick, 2018). Others have written more 

generally about staff support and how to set up and run such groups, not 

dissimilar from what l have termed ‘reflective practice’, within community 

and acute mental health settings. They document some of the 

ambivalence felt by staff when committing to these groups (Hartley and 

Kennard, 2009). A more contemporary version of how to set up        and run 

RPGs has been written by Arabella Kurtz (2020). 

Interestingly, neither Jones (2014) nor Kurtz (2020) include Balint as one 

such model for consideration. Certainly, there is evidence of the model 

being used in interdisciplinary settings and social workers are integral to 

such teams (Lee and Kealy 2014). 

 
15 GAPS is a UK based charity which supports and promotes relationship-based approaches to social work 

practice. 
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2.7 Balint Groups 

 

The largest body of literature focusing on reflective work groups is Balint 

groups (BGs). BGs were first developed in the early 1950s. Enid Balint 

and Michael Balint,16 both psychoanalysts, developed the model now 

known worldwide as Balint groups. Their work was based on the 

combination of research and training seminars, originating at the 

Tavistock but also by Michael Balint’s years working alongside Sandor 

Ferenczi.17 He considered his relationship with GPs to be a mutual 

learning experience. This idea formed the ethos of the Balint group (BG): 

every contribution has equal value, and nobody is seen as an ‘expert’. It 

also informs his vision of the doctor-patient relationship as one of joint 

endeavour. These ideas have chimed with my own. 

A research review of BGs undertaken by Kaatje Van Roy et al. (2015) 

concluded that research on Balint groups were of low quality and 

methodologically shaky. Nevertheless, they found indications of the value 

 
16 Enid Balint (Eichholtz), was working for the Family Welfare Association, based at the Tavistock where she 

developed techniques working with social workers promoting clinical work with couples struggling with marital 

difficulties. She was an innovator and pioneer in her own right. The Balint’s met at the Tavistock in the early 

1950s, where together they developed a group for social workers. Afterwards, they continued their work together 

in the field of psychosomatic medicine and work with GPs. 
17 There was a willingness to extend psychoanalytic ideas beyond the boundary of the consulting room, traces of 

which can be found in Balint’s early years working alongside Ferenczi. Balint trained in Hungary with Ferenczi 

in the 1920’s. Balint brought Ferenczi’s literary inheritance to England when he moved as a refugee in the 1940’s, 

he was instrumental in initiating publication of his work. Ferenczi liked Balint wanted to make GPs more aware 

of the insights of psychoanalysis including the psycho-genesis of somatic illnesses. Balint shared this 

preoccupation (Oppenheim-Gluckman, 2015), Balint learnt early on that the most productive approach was for 

practitioners to learn through practice; he experimented on case discussion, focusing on everyday practice 

examples (Soreanu, 2018). 
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of Balint work, and identified that further research was strongly 

recommended. They proposed further research on long-term Balint 

participation and modified        groups was recommended. 

Many studies in the review used empirical research methods, such as 

questionnaires to measure burnout or empathy and as Jeffrey Sternlieb 

(2018) recognises, these have their own complexity and are not easily 

evaluated. He proposes that auto-ethnography methodology or qualitative 

approaches would be better suited because they focus on the context of 

individual narratives to understand the experience of such a group. He 

suggests that an open-ended inquiry of this kind allows the researcher to 

describe moments that are significant and conveys how this led to insights 

related to the process. He acknowledged that some of his deeper insights 

arose after his own learning of the model, both as a participant and as a 

leader. 

2.8 Work Discussion Groups (WDGs) 

 

Jones (2014) concluded that WDGs18 have not been subject to rigorous 

research methods and that there has been a lack of careful and 

systematic evaluation. She attributes the difficulties for such research 

 
18 Work Discussion Groups originated at the Tavistock around the same time as the Balint Group, and have many 

shared features in common (Rustin, 2008). 
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being undertaken to the many variables engaged when trying to evaluate 

the success or otherwise of such work. She lists these as: the skill of the 

leader, the relevance of a theoretical framework, previous experience of 

similar experiential learning groups, individual learning styles, educational 

levels of attainment of group members, how the group forms within the 

work context, support from senior managers, and collecting data from 

participants after the research of the group has finished, in order to 

evaluate the lasting application of their learning (Ibid, 2014). 

Notwithstanding these weaknesses some invaluable research has been 

undertaken with positive results (see Lees, 2019; O’Sullivan, 2017). 

Rustin (2008) remains optimistic. He asserts that descriptive accounts of 

such groups can enhance understanding. He accepts that it is difficult to 

compare WDGs as they are run in different institutional contexts. He 

proposes that a more systematic investigation within an organisational 

context might proceed more easily if WDGs participants were drawn from 

a similar setting; such a project could potentially facilitate further 

understanding  if undertaken with rigour (Rustin, 2008: 276). 

Section 3 

 

In this section l have chosen to consider the individual, group and 

organisational dimensions with a view to setting out the psychoanalytic 
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theoretical terrain and concepts underpinning the model chosen. I also 

explore some literature detailing changes in psychoanalytic thinking and 

consider the value of this theory and its application to practice, including 

the value of a more psycho-socially informed social work workforce. 

2.9 What has happened to reflective spaces within social work 

services? The ‘auditable surface’19 and social defences. 

 

Many social work academics and others (Broadhurst et al., 2010; Cooper, 

2015; Cooper and Lousada, 2005; Thorndycraft and McCabe, 2008) have 

identified the impact of the economic and socio-political context over the 

past thirty years, especially its impact on practice, resulting in 

management driven by stringent performance indicators, significantly 

reduced budgets, alongside increased audit activity, alongside a backdrop 

of an increasingly uncertain environmental and other socio-political 

concerns. 

With this emphasis on outcome-driven performance and throughput, the 

extent to which professional ethics and values determine practice has 

become limited. This dysfunction and institutional denial invariably have 

an impact on the worker, resulting in periods of prolonged sickness or 

 
19 (see Cummins, cited in Halton, 2002). 
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burn out, and inevitably result in staff leaving the profession (National 

Workforce Survey for AMHPs, 2019; Stevens, Manthorpe, and Martineau, 

2019; Thorndycraft and McCabe, 2008; Vicary et al., 2019; Webber and 

Hudson, 2012). Within such a climate, defensive supervision has become 

the norm, allowing few opportunities to reflect on the impact of the work 

on practitioners, including the contradictions, fears and anxieties of 

workers which remain unspoken for fear that they will be seen as 

professionally incompetent (Goddard and Hunt, 2011). 

2.10 The role of social defences 

 

Social defences flourish when the roles we assume are preoccupied by 

managing anxiety rather than being engaged in the work. Isobel Menzies-

Lyth’s (1988) research on nursing care revealed that the defence 

mechanisms set up by professionals within caring systems were to avoid 

thinking  about psychic distress, to which those of us working in human 

services are repeatedly exposed. By focusing on activities such as 

bureaucracy and compliance, and endless data-gathering, were defence 

mechanisms employed to avoid the emotional challenges of the work. 

After a period of observation and inquiry spent on a nursing ward, 

Menzies-Lyth concluded that the high level of stress, anxiety, and fear 

experienced by the nurses was  not caused by the nursing task itself, it 

was rather a systemic downwards projection onto the nurses of imagined 
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aggression towards patients, giving rise to mistrust, followed by obsessive 

controls and punitive sanctions. Many  nurses colluded with this system of 

care, which resulted in many nurses leaving the nursing profession. In 

order to bring compassion back into nursing, this required that nurses be 

given time with their patients, as empathy is based on identification with 

the patient. Menzies-Lyth’s proposal was to establish practice based on 

relationships, feelings and actions rather than control, repression and 

punishment (cited in Halton, 2015). 

All defensive structures, either individual or organisational, exist for a 

reason, and to remove them requires thought and care. Andrew Cooper 

and Amanda  Lees (2014: 255) recognise the significance of this delicate, 

but necessary, action. To accept the purpose of these defences is to grasp 

the ‘feeling states’ to which they allude. The proposed solution is to 

acknowledge both the austere organisational limitations and the 

bureaucratic demands of a modern social work setting, while also 

fostering a more compassionate approach to the work. Also, Whittaker 

offers, (2011 255, quoted in Hingley-Jones, 2016) that risk is an 

inescapable reality and part of the complexity of the AMHP role quoting 

Munro (2011), he calls for a ‘risk sensible’ approach (p. 244). Such an 

approach requires that we focus on the emotional dimension of our roles, 

and in this way, anxiety can be thought about and processed. Using Bion’s 
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(1962) idea, referring to the container-contained relationship that a 

reflective group can offer social workers when exposed to unbearable 

trauma and/or anxiety-ridden experiences in the ordinary, daily context of 

the work. These experiences can be digested and supported through the 

provision of good quality reflective spaces (Hingley-Jones and Ruch, 

2016: 244). 

2.11 What is the value of bounded reflective spaces? 

 

Without bounded reflective spaces, practitioners are more likely to 

develop poor patterns of practice where they look for solutions and short 

circuit to a reactive response (Fook,1999). When human relationships are 

at the heart of the work undertaken, Rustin argues that: ‘there can be no 

good delivery of human services without a relationship capable of holding 

and giving appropriate meaning of what is being provided’ (Rustin; 2008: 

280). 

It is understood that to be a member of a bounded reflective group such 

as a Balint or Work Discussion group (RPG), it is thought that participants 

slowly become more psychologically attuned. They develop an increased 

psycho- social awareness regarding patients or situations and their 

identifications. 

They start to become a little more curious about themselves and their 
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ideas and discover the inevitable gap between their professional ideal and 

reality, which helps them to accept the limitations of themselves and of 

others. The ongoing nature of such a group shows that their relationship 

with patients is ever changing, enabling a softening and more maturing 

process. It is with the small details of cases presented that the more 

general and essential questions are raised (Oppenheimer-Gluckman, 

2015:78). 

2.12 A bit about the Balint model 

 

Balint, a psychoanalyst of the Hungarian school, outlines his work with 

GPs in his seminal work; The Doctor, his Patient and the Illness (1957/

1964). He urged doctors to think not only in medical terms but to listen 

and understand their patients better by deploying largely psychoanalytic 

methods. As acknowledged elsewhere Balint brought with him the 

importance of the caring   relationship between the patient and the care-

giving professional. Ferenczi’s influence was to be found in Balint’s 

emphasis on inter-subjectivity. The method largely involves interest and 

curiosity in the other (Rimmer, 2017). 

Similar such groups have emerged in other fields of human services, 

where  sensitivity to the relational and inter-subjective dimension of the 

work are considered important (Lee and Kealy, 2014). Eunjung Lee and 



47 
 

David Kealy  found that when they applied the BG model that it contained 

the emotional vicissitudes, it deepened care-givers’ receptivity and 

understanding and enhanced patient care. It also contributed to 

professional development and established a more collaborative team-

working capacity (Ibid, 2014: 468). The Balint model has the most 

extensive global reach and networks, including significant infrastructure 

at a national scale to support the ongoing training of practitioners in their 

role as leader (see the Balint Society and the International Balint 

Federation). The provision of ongoing leadership training  and support was 

pivotal to my choosing this approach. 

2.13 Why choose a model underpinned by psychoanalysis? 

 

Psychoanalytic theory has come a long way, despite it having been 

somewhat marginalised in social work education and practice (see 

Froggett  et al., 2015). It nonetheless remains relevant, given its focus on 

the unconscious emotional dynamics, inseparable in many human service 

settings. Historically, psychoanalytic ideas have contributed much to our 

understanding and application within social work, and it seems important 

to    acknowledge these historic links.20  

During my many years in practice it was notable how few practitioners and 

 
20 Please see Balint,1950; see also Bower, 2005; Cooper and Treacher, 1995; Frost, 2016, Mattinson and Sinclair, 

1979; and Preston-Shoot and Agass, 1990: for a fuller discussion. 
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managers had any interest in applying these ideas in the manner 

proposed.  Instead, the focus has been on advocacy rather than ‘complex 

[psycho-social] appraisal of both internal and external sources of 

oppression’ (Froggett et al., 2015:138). Over the past few decades there 

has been an explosion in the development of both theory and practice 

applications in contemporary psychoanalysis. Working in mental health 

requires that we have an understanding and an ability to recognise these 

complex states of mind: defences, transference, countertransference, 

projection and splitting.   We therefore need to develop good levels of self-

awareness and reflective skills. Understanding these concepts, according 

to Marion Bower, is of vital  importance for those of us who are working 

with traumatised people. Bower recognises that psychoanalytic 

understanding can help sustain the capacity to think while in the swell of 

emotional disturbance; without this, we are vulnerable to reactive practice 

and poor decision-making (Bower, 2005; Bower, 2017). 

2.14 Psychoanalytic concepts 

 

I outline and consider the following psychoanalytic concepts which have 

been applied in the context of this research project. I have used Winnicott’s 

notion of ‘potential space’ and creative symbolisation (Ogden,1985) and 
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Benjamin’s ‘third space’.21 I also use Klein and later Bion’s account of 

container-contained learning from experience and reverie (Bion,1962) 

and Balint’s ideas of the unconscious, transference and counter-

transference.22
 

Paranoid-schizoid and depressive position 

Melanie Klein developed this concept. She observed that there are two 

distinct patterns of relating to the world. The infant is dominated by 

feelings of love and hate and suffers from acute anxiety of a life and death 

quality; the infant internalises good experiences and expels bad ones. The 

infant splits its  experience of mother into a good object and a bad object. 

The combination of anxiety about survival of the self and the defences of 

splitting and projection is what Klein termed the paranoid schizoid 

position. As the infant develops and becomes aware of the whole person 

who is a combination of good and bad, guilt and pain and wish to make 

‘reparation’ to the loved but attacked object: Klein termed this the 

‘depressive’ position. She understood that these oscillating states of mind 

(understood to last life-long) were fluctuations between a predominantly 

selfish and self-serving attitude to one of generosity and concern. 

Achieving the depressive position means that the infant recognises the 

 
21 Please see the Chapter 3, on methodology. 
22 Please see Chapter 4; Section 1 where these ideas have been applied. 



50 
 

mother as a separate person, able to face the pain of jealousy   and guilt 

(Klein, 1988). Bion developed these ideas further. He proposed that a 

degree of internal disruption and anxiety temporarily throws the 

personality back into a more chaotic state of mind, this ‘churn’ is intrinsic 

to emotional growth. These emotional states oscillate and change with the 

subtlety of internal and external forces and relationships, with the present, 

past and future contained in any one state of mind. Determining each state 

is not always easy, but it is necessary to determine those experiences 

which are meaningful to the maturing self and for promoting development 

(Waddell, 1998). 

2.14.1 Projective identification 

 

Klein also observed that the baby splits off unwanted feelings and projects 

these onto the mother, who is then experienced as the ‘bad’ aspect of the 

self. She identified the defensive nature of projective identification. 

Drawing on Klein’s theory of projective identification, Bion proposed that 

the infant projects raw emotion as a form of communication with the 

mother. According to Bion (1962; 1964) the infant projects its confused 

and frightened feeling states onto the mother who, in favourable 

circumstances, contains them, and in her emotionally attuned way, 

digests these and gives them back to the infant in a metabolised form. 

Over time the infant internalises this care and is then able to give meaning 
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to emotional states. In Bion’s view, this facilitates thinking, enabling the 

infant to process their own thoughts and feelings. This capacity promotes 

tolerance of frustration, which is necessary for the infant to  function and 

learn from the real world. It is stressed that this is a normal aspect of 

human growth and development, refined throughout life and essential to 

human relating. When there is a lack of container for the unmanageable 

feelings experienced by the infant, what Bion terms: ‘nameless dread’, a 

state of mind when such an interaction predominates, so that any capacity 

for metabolising these feeling states therefore does not develop; instead, 

the individual will come to depend on an arrogant omniscience. 

It is this concept of projective identification as a communicative process 

that underpins any psychoanalytic approach to an interpersonal process, 

especially those feelings that can be stirred up in professionals by their 

clients/patients: the counter-transference. Main (1989)23 gives a powerful 

account of the ‘special’ patient and their projections onto the therapeutic 

team. Projective identification involves putting thoughts, feelings or 

attitudes   onto others, hatred, painful or rejected parts of the self may be 

allocated to another person, who is then identified with the unwanted part 

of the self. 

 
23 Main, T. (1989), The Ailment Free Association Books, pp.12–35. 
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2.14.2 Bion’s container – contained and reverie 

 

Professionals need to adopt what Bion terms ‘reverie’: a state of mind that 

is    painful and confusing, and sometimes unbearable feelings and 

impulses can    be contained and reflected upon so that the client may 

introject them in a digested form, along with the capacity to process these 

internally rather than through retaliation and re-enactment. This may not 

only take place between the worker and the client but also within and 

across the professional system. Bion’s theory of containment is the sense 

of being in a ‘bounded, safe place’ and can be applied in terms of the 

group boundaries. The group also has an experiential component to 

reflect, think and learn through others’ experience (Bion,1962). 

2.14.3 Unconscious, transference and counter-transference. 

 

From the 1950s onwards, the concept of countertransference marked a 

turning point: it was understood to be an opportunity for seeing more, not 

less. Paula Heimann (1950:81) defined it as ‘an instrument of research 

into the patient’s unconscious’. How does this translate to the work of the 

RPG? As Jonathon Sklar recognises the value of the Balint model as a 

forum for deepening practitioners experience and understanding of the 

worker-patient relationship (ibid:1985), quoting Balint, Sklar 

acknowledges the Hungarian system which played an instrumental role in 
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Balint’s formulation. This ‘the interrelation of the transference of the 

patient and the countertransference of his analyst is the focus of attention 

from the start and remains there. What is studied is the interaction of these 

two transferences, that is, how they influence and modify each other’ 

(Balint, 1952: 231–32: cited in Sklar,1985). Using this model, requires that 

the worker show their counter-transference as freely as possible in the 

group, by presenting their clinical encounters; these are then evaluated 

by the listening group. As discussed elsewhere there are three aspects.24 

An example of this was shown in RPG 6, where the leader drew the 

group’s attention back to the patient to note how she inserted her 

disturbed mental state into the assessing AMHP. The patient minimised 

her state of mind, despite recent active attempts of suicidality; it was as if 

her emotions were blunted, cut off, leaving the worker undecided and 

unclear in her decision-making. The AMHP acknowledged retaliatory 

feelings toward the patient (see RPG 6)25. The group brought this 

disturbance into view, thus restoring the worker’s ability to think and feel 

more freely. 

2.14.4 Potential /‘third’ space 

 

 
24 The three aspects are discussed in some detail later on in Chapter Four. 
25 See the case summary RPG 6: Appendix 4, Figure 1, pp 284. 



54 
 

The potential space between infant and mother, child and family, and 

individual and society or the world, depends on experiences which lead to 

trust. It can be looked upon as sacred to the individual, in that it is here 

that the individual experiences creative living (Winnicott, 1967). Related 

closely to this idea is what Jessica Benjamin refers to as a ‘third space’. 

Such a space creates another point of reference outside the dyad. She 

asks how we build relational systems and develop the intersubjective 

capacities for such co-creation. She uses this ‘thirdness’ as a quality or 

experience of intersubjective relatedness that correlates to a certain kind 

of internal mental space (Benjamin, 2004). The RPG could be understood 

as a third space: a space for thinking. The aim is to develop the 

practitioner’s sensitivity to the patient’s emotional problems and enable 

AMHPs to understand these. The use of countertransference and analytic 

understanding can reveal an inconsistency, blind spots or omissions. The 

experience of the group allows the practitioner to begin to direct their 

attention to what is going on under the surface. 

2.14.5 Social psychoanalysis 

 

In response to the rich and emerging body of feminist psychoanalytic 

work, mostly in film, literature and cultural studies, alongside a deepening 

understanding of race and class dynamics which work toward reproducing 

cultural inequalities of all kinds (Benjamin,1988; 1998; 2009; Chodorow, 
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1978; Dalal, 2001; Frosh, 2010; Kristeva,1991; and others), Lynne Layton 

(2020) formulated the concept of social psychoanalysis to bridge the 

internal  world of the psyche and social; this conception is one that 

recognises how social inequalities shape unconscious processes and 

termed this the ‘normative unconscious’. Social psychoanalysis has 

become an accepted method of understanding the way identities are 

psycho-socially shaped by power relations and overlapping axes of 

oppression and privilege are all central to the psychoanalytic endeavour 

(cited in Crenshaw 1989, Layton, 2020, Ryan, 2019).26, 27 28 

These developments in psychoanalytic thinking have certainly helped to 

inform and deepen my awareness of my white cultural privilege and 

unconscious assumptions and have heightened my own sensitivity to how 

these played out in the group. Rather than disavow the precious insights 

of psychoanalysis that Freud, Bion and others have given us, having a 

space for thinking about the work in the way that l have proposed, is an 

opportunity to look squarely at the psychic effects of the impact of social 

 
26 Please see Layton (2020) for a more detailed discussion. She views all subjects as riven with unconscious 

conflicts and she links the work of Kohort, Winnicott, Balint, Fairburn and Ferenczi, proposing that these authors 

all coincides  around the causes of unconscious conflicts understood through the lens of relational trauma. 
27 See Layton (2020) for a more detailed discussion. 
28 Please see Ryan (2019) for a more detailed discussion on the role of social class and psychoanalysis. In Ryan’s 

contribution on inclusivity, she has focused on the role of class and access to psychological therapy. Given what 

Ryan and others have identified, the relationship between the psychic processes and social world as a somewhat 

neglected area, thwarting engagement of psychoanalysis with more marginalised populations, especially those 

subject to economic and institutional forms of disadvantage and oppression. Ryan like Layton proposes that a 

paradigm is needed which accommodates social inequalities and social imaginaries and are intertwined with 

unconscious desires, and intra- psychic processes of all kinds (ibid,2019). 
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and racialised inequalities. It is also an opportunity to reflect on the 

assumed norms and carefully attend to the often-untold narratives of the 

disenfranchised, of which a disproportionate number are too often the 

socially marginalised and racial minorities (Layton, 2020), who are over-

represented in statutory inpatient settings. 

Section 4 

 

In this final section l consider the multiple roles taken on by the researcher. 

First, the leader as someone who is integral to the success of the reflective 

group but also a manager/researcher as an insider researcher, including 

exploration of ‘research near’ in relation to this project. I consider the 

literature outlining the strengths and weakness of being an insider 

researcher, and literature as it relates to a qualitative, in-depth project of 

this kind, including the value and limitations of ‘practice-near’ research 

methods. 

2.15 Leadership of RPG 

 

The role of leader is examined as it arises across the literature. In Emil 

Jackson’s chapter on work discussion groups (WDG), despite its stated 

importance fails to address the issue of leadership in any depth. 

Who should, and can, lead such a group? Margaret Rustin in her work on 
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WDGs writes, ‘the structure of the seminar and leaders’ responses are 

profoundly rooted in theoretical assumptions’, but theory is kept to the 

background. She writes ‘each mix of members and leader produce a 

unique constellation’ (Rustin, 2008: 12). Gosling et al. (1967) work also 

evolving from the Tavistock, acknowledges there are many overlaps with 

the Balint model. They discuss the role of the leader in some depth and 

sum it up as having six distinct elements. The most valuable contribution 

the leader can make, they believe, is a good awareness of ‘being human’ 

(p.30). Secondly, the importance of the leader holding the boundary, since 

the group is helping participants learn about human interactions by 

experiencing the interactions in their environment within the group and in 

relation to the leader. Thirdly, like Balint, they assert that the leader has a 

boundary function, like the ego it faces both internally and externally. In 

order to do this work effectively there is a need to hold both these states 

in mind. The leader also preserves the boundaries of the group such as 

timing, privacy and confidentiality of the group. Fourthly, the leader holds 

the analytic frame, using free-floating attention, listening carefully to the 

case being presented, and taking note of any omissions. 

The leader, they suggest, is careful not to impose their own order but 

should show a willingness to work with what has been offered, posing 

questions to the group with the emphasis on ‘us rather than you or me’. 
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Fifthly, the leader as ‘teacher’, though kept to a minimum so as not taking 

up too much of the group’s time. The teaching may amount to recalling an 

earlier group and relating them to the group under discussion. The leader 

may also point to the group’s evasions and denials and point out any ‘blind 

spots’. The leader’s aim ,    they argue, is to strengthen the egos of the 

participants to embrace and more fully experience the current in their 

relations with patients. The learning is experiential through participants’ 

experience of the group. So, when the group is struggling to feel 

compassion for the patient, the leader can reflect and observe the 

avoidance of the group to think about the patient. The leader may express 

their feelings, which, in doing so, allows the group to face their own 

feelings, relating them back to the patient and the group discussion. They 

point out that the more the leader lectures, the more likely they are to 

promote a dependent basic assumption group.29 Finally, they stress the 

importance of establishing a tradition of silence while the person is 

presenting their case. This is desirable as it promotes active listening by 

the group. The questions raised after the case is presented are an 

indication of how well the group have listened and had their ‘imaginations 

stirred’, and how far they have been thrown into taking ‘defensive 

 
29 Please see Gosling, R., Miller, D. H., Turquet, P. M., and Woodhouse, D (1967) for a more detailed explanation 

of Bion’s (1961) work which sheds some light on some of the dynamics of small groups. A group which is engaged 

in a task and is working well is termed the ‘work group’ the leader becomes attuned to the group dynamics in part 

from how he/she is being made to participate. According to Bion the work group is in operation with one of the 

three other basic assumption groups which are dependency, flight and pairing. 
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positions’ (Gosling and Turquet,1967: 29–35). 

Balint believed the most important aspect of the model was the attitude of 

the leader (Balint,1986: 306). The role of the leader he envisaged was not 

‘an all- knowing specialist’ who can solve presented problems, rather it is 

characterised by a friendly attitude and a curiosity for the professional 

work of the participants. The way of listening with a ‘free floating mind’ is 

of great importance to the atmosphere of the group. The leader requires 

patience and restraint to allow the group process to unfold. Also, 

importantly, the leader understands themself to be an equal member of 

the group and have a willingness to learn from the members of the group, 

to make mistakes, and perhaps even invite criticisms and contradictions 

(Balint, 1986: 311). 

 

Johnson et al. (2004) identify how little research has been undertaken on 

the leadership of a Balint group. They sought to research the qualities of 

what makes a ‘good leader’. They concluded that, unlike other small 

groups, ‘Balint leaders’ model and create a safe environment for shared, 

creative speculation and development of a more empathic understanding 

of the [practitioner]-patient relationship’ (2004: 253–9). 

The Balint society propose that a clinician and psychoanalyst pair run the 

group. The dyad of the leader and co-leader serve as a container for the 
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group (Holch and Ruth, 2013). Certainly, co-led groups that l have 

experienced allow for enhanced levels of attention and containment of the  

group, acting as ‘good parents’ by forming a sensitive team, ensuring the 

group keeps working. 

2.16 Why research? 

 

Leaders of human services face significant pressures from policymakers 

to justify practice and ensure good outcomes. McBeath et al. (2019) poses 

the question: to what extent does research currently inform practice? To 

bridge this gap, they suggest more collaboration between practitioners 

and researchers to respond to practice dilemmas. The national AMHP 

network holds an annual conference to discuss practice dilemmas and 

issues, including a platform for new and emerging AMHP research. This 

has stimulated further research undertaken by practising AMHPs, doctoral 

and academic researchers, resulting in the formation of the AMHP 

Research Network (@AMHPResearch). This growing interest serves to 

elevate the profile and work of AMHPs, and deepens our understanding 

of the role, including identifying any practice gaps. The research 

outcomes in turn inform practice and key stakeholders, such as the 

Association of Direct Adult Social Services (ADASS), the Department of 

Health and Social Care and the AMHP Leads network, etc. 
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2.17 Insider research or ‘practice near’, or both? 

 

The growing academic interest in AMHP practice has been important in 

building further knowledge and deepening our understanding of the role. 

This has certainly sparked my interest in wishing to undertake in-depth 

insider research. The literature recognises the strengths and weaknesses 

of such research. Robson (2002) contends that the insider researcher 

may have a particular knowledge and experience of the area being 

researched, which would prove helpful when disseminating ideas to other 

practitioners. Hockey (1993) also understands the strengths of insider 

research. He asserts the advantages. These include familiarity with the 

culture of the organisation, lessening any shock or disorientation 

experienced by the participants. 

Whereas Mercer (2007) highlights the information bias, alignments and 

loyalties. Costley et al. (2010) recognise the need for all researchers to 

have an awareness of self, their position and influence on the research 

being  undertaken. 

Powney and Watts (1997) contend that research benefits from 

interviewees being fully informed from the start of what the researchers is 

trying to establish. When researching the West Yorkshire Pakistani 

community, Marta  Bolognani (2007) proposed that the reliability of the 
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research was improved through the personal rapport established between 

the researcher and respondents. I was very conscious of my role as an 

insider researcher; someone who manages, but who leads and 

researches the group has limitations but also some advantages: I was 

familiar to the group being researched. 

Moreover, this research was also closely aligned with ‘practice-near’ 

research methods. Cooper (2009) defines this as being inside practice, the 

boundaries of the material at times being like a psychic mélange, which 

may include descriptive detail and reflexivity of the psycho-social 

researcher. He proposes    that such research attempts to capture some-

thing deeper, an engagement with material revealing, raw, complex and 

painful dimensions of the work – the relational interface between practice 

and research (2009). As such, it is an attempt to deepen our 

understanding of our ‘professional task’, the ‘dirty’ [everyday] work 

(Morris, 2016) with which we are engaged as AMHPs. 

2.18 Conclusion 

 

In summary, the literature review has revealed that effective reflective 

spaces for AMHPs have been a neglected and overlooked area of 

practice, and in the research and policy arena. There have been well 

documented concerns about the AMHP workforce, including high levels 
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of stress, burn-out rates, high staff turnover, together with the cost of 

retraining and dwindling numbers  willing to train. Also identified was the 

disproportionate impact of relational and psychic trauma resulting from 

social and racialised inequalities, who are not only over-represented in 

mental health services but who are more often subject to statutory 

measures under the MHA (Cummings, 2018; Layton, 2020).  

Many researchers and academics refer to the value of reflective spaces 

for learning (Ferguson, 2018; Hingley-Jones and Ruch, 2016; Parkinson 

and Thompson 1998; and others), the availability of such spaces attesting 

to less burn out, and a stable, more creative and resilient workforce 

(Oppenheimer-Gluckman, 2015; Rustin and Bradley, 2008). Other 

researchers (Gregor, 2010; Smith, 2019), having identified the importance 

of ‘good supervision’ and the value of both formal and informal reflective 

spaces, attributing these as  factors for more stable and supported AMHP 

teams. Another researcher (Stone, 2019) has identified the lack of 

transparency of the AMHP role, despite the scale and scope of their 

decision making. It is therefore surprising that no in-depth exploration of 

this kind has previously been undertaken. 
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Chapter 3: Research Design, Methodology and Methods 

 

3.1 Introduction 

 

Having identified the failure of the existing group structure as a safe place 

for participants to bring their work for transparent, non-judgmental inquiry, 

leaving little exploration of difficult situations, emotions and experiences, 

there were few opportunities for either ongoing learning and/or expression 

of professional vulnerability within the context of the role. All too often, 

caregiving professionals enter the profession with idealism, soon finding 

that they cannot adequately hold on to compassion or curiosity when 

faced with the onslaught of everyday work in mental health. They often 

work in conditions of professional isolation, and risk adopting cynical 

attitudes, in order to cope with difficult problems and pressure of work 

(Burton and Launer, 2003). 

Unsupported, the risk is that practitioners may become disillusioned about 

their work and consider leaving. One of my challenges was to introduce 

the group without seeming to place practitioners under yet more pressure. 

By introducing the blended Balint/Work Discussion model, it was an 

opportunity for participants and leader to test the group prior to formally 

committing to it, and to embed it into the ‘ordinary work of the team’, prior 



65 
 

to establishing it as a research project. This served several purposes, 

namely for the participants and leader to gain further experience of the 

model, and it was in fact found to be a viable research opportunity. Only 

one participant did not consent;30 this was an implicit indication of most 

members recognising the value of the RPG. Once the research began, the 

model, underpinned by psychoanalysis, enabled participant observational 

opportunities already outlined, and for the leader to gain an in-depth 

access to the group unconscious and the individual subjectivities of the 

presenter and membership. 

A project of this kind is multi-layered with many complex interactions, and 

with the researcher having overlapping roles, including researcher, group 

leader, participant and manager of the AMHP service. To study this group 

means that the research methodology applied would need to be one that 

could bear witness to the emotional and unconscious intersubjective 

elements, which have already been mentioned. Consequently, l decided 

to use a blended methodological approach, responding to the different 

data sets. 

For the first data set l used psychoanalytic participant observation. This 

method is premised on infant observation31 methods (Bick,1964/2019; 

 
30 The other team member who did not consent to the research and never attended the pilot RPG. 
31 The work of Esther Bick [1902–1983] (Briggs, 2019) on infant observation, which has been incorporated into 

many studies has been coined the “Bick” method. She encouraged a free-floating attention with evenly suspended 

attention, allowing the observer to be open to all thoughts and feelings. The observer’s training involved ‘learning 
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Hingley-Jones et al., 2017; Rustin, 1997), together with the social 

psychoanalytic lens offered by a range of observational material, which 

provided an important and contextual adjunct to the unconscious 

processes under observation (Hingley-Jones et al. 2017; O’Sullivan, 2017; 

Rustin and Bradley 2008). When researching the experiences of 

participants, their presented work and the RPG in this way, the aim is for 

the researcher to get    close to the participants to gain an understanding 

of their lived experiences (Cooper, 2009, Cooper and Wren, 2012); to 

delve underneath the material and become mixed up in it (Cooper, 2009; 

Froggett and Briggs, 2009). 

For the second and third data sets, I have chosen to use Free Association 

Narrative (FANI). Wendy Hollway and Tony Jefferson’s (2000) 

understanding of the ‘defended subjects’ (p. 45) and ‘free associative 

narrative interviews’ (FANI), were key methodological resources used. To 

know about something l needed to experience it through observation of 

external events and through the behaviour of individual participants’ 

subjectivity and the group dynamics: dilemmas, humour, turning points, 

repetitions, retaliation and conflicts (Clarke and Hoggett, 2009). This 

required staying close to the data. As a result, as data emerged, the more 

certain themes materialised, sharing common features which bound them 

 
to watch and feel’. In this way it was intended to surpass the expected and discover something new or less than 

conscious (Briggs, 2019:105). 
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together, thus enabling deeper analysis. 

Identifying themes in this way allowed me some scope to manage the 

volume    of material generated (Le Riche, 1998). 

Alongside these methods, the project also required that l use an 

understanding of the social defence mechanism deployed by AMHPs in 

their practice. Isobel Menzies-Lyth (1988) in her seminal study on the 

nursing profession used several processes such as observation, 

interviews and inquiry groups. Engaging these processes enabled me to 

look at how to explore something that l did not know. Approaching the 

study in this blended way seemed to be a method of exploring the wider 

group dynamics as well as individual subjectivities. It required examination 

of the data, such as transcripts of case presentations and subsequent 

group discussion, alongside observation notes following the group. Later, 

when examining the transcripts of group interviews and 1:1 interviews, l 

searched for common themes as already outlined, paying equal attention 

to the observer, the observation and the relationship between the two in 

the development of theory and practice (Le Riche,1998: 26). 

3.2 Rationale for blended methodology 

 

3.2.1 Psychoanalytic participant observation 
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The qualitative research methodology primarily chosen was psycho-

analytic participant observation (Urwin and Sternberg, 2012) and FANI 

(Hollway and Jefferson, 2000) alongside the social defence system32 as 

articulated by Menzies-Lyth (1988). Psychoanalytic observational 

research has been conceptualised by Melanie Klein as a ‘total situation’, 

or the ‘psychic field’ (cited in Urwin and Sternberg, 2012: 63) as the 

researcher becomes entangled in the transference, counter-transference 

dynamics and enactments, contributing to and altering the functioning in 

the field. 

I used social psychoanalytical theory33 to underpin my study because I 

believe that the unconscious plays a major part in all that we do, say or 

think, and this includes the participants, the group and, indeed, the 

researcher. 

Being in ‘the field’, the researcher is exposed to primal and raw ‘psychic’ 

material and will identify with the research subjects and ordinary defensive 

functioning. The researcher will need the help of others to rediscover 

reflexive thinking capacity, to link together conscious and unconscious 

data (Urwin and     Sternberg, 2012: 64). 

 
32 Isobel Menzies-Lyth’s (1988) research on nursing care, revealed that the defence mechanisms set up by 

professionals within caring systems were to avoid thinking about psychic distress, to which those working in 

human services are repeatedly exposed. 
33 This term became an accepted method of understanding the way identities are psychosocially shaped by power  

relations and overlapping axes of oppression and privilege (Layton, 2020) 
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Psychoanalytic participant observation has a long tradition and allows for 

complexity of meaning to be elicited in contrast to other approaches. 

Rustin & Trowell (1991) termed it, ‘the capacity to contain and observe 

emotionally powerful psychic phenomena as the basis for knowledge of 

oneself, and for         that contact with psychic reality which is at the core of 

authentic personality’ (ibid: 244). This method allows for ambiguity and 

tries to avoid an inflexible application to the theory in order to make sense 

of the material. It proposes that the researcher observe details of events 

that take place in the group being observed, including an uncensored 

account of the observers’ thoughts  and feelings following the observation. 

Significant to my inquiry, Karen Tanner (1998) makes the link between 

reflective practice to Bion’s (1962) idea of reverie.34 She asserts that there 

are connections between reflective practice and participant observation at 

several levels. The reflective practitioner learns to metabolise emotional 

information gained during practice encounters. She adds that there is an 

epistemological similarity between Bion’s ideas about reverie and 

Schon’s35 approach to learning. She affirms in both that learning from 

experience is valued, and that there is a transformational possibility 

through the processing of raw data to develop thoughts, which in turn 

 
34 See literary review. 
35 Schon has been highly influential. He identified the value of reflecting in action. The idea of careful attention 

to feelings and thoughts while going about the work (Ibid 1983, 1987). 
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guide actions. Participants, with their experiences of observation within 

the context of the RPG, learn to listen and observe the presenter, or, 

conversely, when presenting, learn to observe and digest and metabolise 

the material as understood through the work of the group. Tanner 

proposes that this reflective capacity developed from observational 

experience has the capacity to enable practitioners to hold the needs of 

patient in mind, despite pressure from organisational, defensive structures 

to act in a driven rather than thoughtful way (Ibid, 1998). 

Like Tanner, l value the importance of observation for the insights gained 

for the researcher/observer, but also for the participants through their 

experience of the RPG.  

l chose not to rely solely on my observational notes alone, as is traditional 

in participant observation, instead chose to record every session. This 

was in recognition of the multiple roles that l was juggling. After each 

group l wrote my observations and reflections post group, however this 

was not always possible due to operational demands requiring my urgent 

attention. Every effort was made to transcribe each recorded group as 

soon as possible after the group had taken place so that l could 

incorporate any observations and associations, passing thoughts during 

the group and reflections post-group, prompted by the audio recording.  

The transcribed recording was also the basis for further analysis via 



71 
 

clinical and research supervision. Thus, the transcribed record acted as a 

further observation tool and aided and deepened my understanding of the 

material presented. For an example of this l refer the reader to the case 

of Maggie (p135), this example conveys how as the researcher/leader, l 

needed to pay close attention to my own thoughts, anxieties, associations 

and personal counter-transference to make sense of a blind-spot in the 

material presented within the group and notably myself as the leader. 

When transcribing the group l was reminded again of the blind-spot of the 

group and as the leader found myself unable to liberate the group when 

they became stuck in their deliberations and avoidance of what brought 

Maggie into the care system in the first place. I was unable to find a form 

of words that struck the right emotional balance to bring to light the 

unconscious resonance for the presenter and the group to allow it to 

deepen and progress. This is where my clinical supervision played a 

significant role alongside Balint training workshops to help me to develop 

and apply the methodology – a melding of the psychic and somatic, the 

potential to understand the impact of the patient’s early life on their current 

mental health issues (Sklar, 2017:62). 

Psychoanalyst and researcher, Menzies-Lyth (1988) described the 

process of  ‘internalizing the data’ (p. 128) both mentally and emotionally, 

sifting through it until meaning emerges. This meaning forms the 
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beginning of a hypothesis. She further claimed the motivation was to 

identify any ongoing difficulties within the group or organisation, but that 

a deeper understanding was likely to      be limited unless the researcher 

gained access to the unconscious as well as   to the more overt elements 

of the material presented in each group but also give meaning to my 

thoughts and feelings as the leader/researcher during and post each 

group. 

3.2.2 Free Association Narrative Interview (FANI) 

 

For my 1:1 and group interviews, l chose to use the Free Association 

Narrative Interview (FANI) method (Hollway and Jefferson, 2000). The 

aim was to use this method to invite the participants to say what was on 

their mind and to speak about their experience of presenting a case as 

well as their experience of the RPG; allowing participants to freely 

associate and say whatever comes to mind via emotional and unconscious 

motivations rather than providing a rational response. Free association 

denies narrative conventions, allowing the researcher analysing the text 

the opportunity to elicit incoherence, contradictions, avoidance, etc. By 

eliciting a narrative structured in this way, the thinking is that it is possible 

to access a participant’s preoccupations, which would probably not be 

possible using a more traditional approach. Wendy Hollway and Tony 

Jefferson claim that this method aims to facilitate the researcher’s deeper 
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understanding of the experience, meaning and identity of the participant. 

It gives precedence to the  meanings inherent in links to the material, 

rather than those contained within statements. They argue that something 

of the complexity of the subject is captured in what is left unspoken 

(Hollway and Jefferson, 2000: 153). Some authors challenge these ideas 

(for a fuller discussion see Finlay, 2002), questioning the generalisability 

of such knowledge. While acknowledging the limitations of 

generalisability, it is nevertheless a paradigm that may provide interesting 

and new insights which may otherwise have been overlooked. 

My challenge as a researcher was to find a way of using the data to 

elucidate and refine themes for the chosen field of inquiry and analyse 

data, but also to convey some of the complexity and uniqueness of the 

impact of the RPG, including participants’ experience of the group. The 

significance of one person’s narrative is best understood in relation to the 

group as a whole and their experience of it. This allows for a deepening 

of understanding of a person’s experience of the group. Some participants 

shared the impact of the group on their professional practice and their own 

developmental journey. 

After participants had presented a case to the group, only selected 

presenters were interviewed; this depended on their presentation and 

group  discussion, as well as on the potential to deepen the research 
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endeavour.36
 

The 1:1 interview was booked in advance and scheduled away from the 

demands of the immediate workplace, to ensure there was privacy and 

confidentiality, and no interruptions during the interview. The transcripts 

of these interviews were later shown to the participants for comment. 

I chose not to share preliminary data with participants as the interviews 

were about the experience of the individual presenting material within the 

context of the group. (See a fuller discussion of this issue by Archard, 

2020, who argues persuasively in favour of giving the participant a 

meaningful voice in the research.) 

The group interviews were undertaken at the half-way point, and again at 

the end of the research period. The first group interview took place in June 

2019   and the final group interview took place in December 2019, 

attracting participants with the offer of some lunch to acknowledge my 

appreciation of those who participated in the research. Prior to the group 

interview, the research questions were circulated to the participants. This 

was an opportunity for participants as a group to comment on their 

collective experience of the RPG. Not everyone attended both group 

interviews, but    most attended at least one. 

 
36 See Appendix 4, Figure 1 pp. 284, setting out which cases were followed up with 1:1 interview. 



75 
 

  



76 
 

RPG Participants followed 
up by 1:1 interview. 

Participants who 
participated in at least    one 
group interview. 

Not interviewed 

RPG 1 (Astrid) x  x  

 

RPG 2 (Faith)  x x 

RPG 3 (Kyla) x  x  

 

RPG 4 (George)  x x 

RPG 5 (Cassa) x  x  

 

RPG 6 (Jing)  x x 

RPG 7 (Faith)  x x 

RPG 8 (Isha) x    

 

RPG 9 (Jing) x  x  

 

RPG 10 (Dorah)   x 

RPG 11 (Elizabeth)  x x 

Non-participant (Peter)37  x    

 

Figure 1: Sets out those participants who presented and those who were 
followed up by 1:1 interview, including those who participated in at least 
one group interview. 

  

 
37 Part-way through the research I decided to interview a member who opted out of the group/research. This is 

discussed in some depth in Chapter 4, Section 2. 
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3.3 Epistemological position of researcher 

 

My ethical stance as a longstanding manager of the service, practising 

AMHP    for many years and as a researcher, introducing these practice 

innovations was an epistemological position, privileging the relational, 

intersectional and intersubjective (Crenshaw, 1989).38 This positioning 

helped me to be attentive to the many intersubjective dimensions of the 

research, including the many overlaps of my role and social markers 

(manager, researcher, leader, white female, lesbian, working class and 

immigrant) making every attempt to conduct this research with rigor and 

in a sensitive and thoughtful manner. 

The importance of immersing myself in the material, transcribing myself, 

followed by subsequent careful reading and re-reading, alongside 

listening to the audio and observational notes made post-group, noting 

emerging themes across the data and interpreting the narrative text 

through the questions asked of the data, probing the data for my own 

assumptions, including the structural and power imbalance between the 

participants and myself, were all an integral part of my investigation. Was 

it possible for an equivalent manager with supervisory support able to 

provide an equivalent bounded, safe space for their AMHP     workforce? 

 
38 Crenshaw defined intersectionality to indicate the intersection of social markers such as class race etc all 

interacting with one another and fusing personal experiences and social interaction (Cited in Kucheck, 

2021:138). 
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This preoccupation gained momentum as the research progressed. 

Further analysis involved thinking about this group of participants. It meant 

that l as a white researcher l needed to understand the wider, social, 

cultural and    political context of this culturally diverse group of AMHP 

professionals, undertaking a role which is one of the most important in 

mental health.39 As   such, l needed to be alert to the often hidden and lived 

experience of social hierarchies and impact on respective participants; 

moreover, it was envisaged that the RPG might help participants to further 

develop an awareness of their own vulnerabilities and those of their 

patients’ interior lives, resulting from enduring social hierarchies and 

relational trauma. As Freud (1915a) states, what has been repressed 

‘proliferates in the dark … and takes extreme forms of expression’ (quoted 

in Layton, 2000: 32). 

A further challenge was my overlapping roles of group leader, researcher 

and manager, which at times became intertwined, as my recorded 

observations convey: 

l began with some difficulties with recording despite having tested this 

many times previously … feeling overwhelmed by technology failing, too 

 

 
39 ‘A role that is integral to the core services of both local authorities and NHS MH Trusts, and which has an 

impact on acute NHS Trusts, ambulance services and the police’ (AMHP Workforce Plan, 2019/2020). 
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 many hats, juggling many different roles … anxious and tongue-tied 

despite my earlier preparation (Observational notes). 

The first group got off to a faltering start. My hesitancy seemed to reflect 

my anxiety, suddenly feeling very exposed, self-conscious and acutely 

aware of the wider scrutiny as a researcher. It may also have been an 

expression of the group’s ambivalent feeling-states colliding with my own 

researcher-self of ‘needing good material’, all enmeshed, alongside my 

still inexperienced leadership of the group. 

I termed this the ‘psychic mélange’ of the material, the need for me as 

researcher to observe closely and monitor my own feeling states and 

register these in my capacity as leader and researcher. Indeed, an 

awareness of my own emotional involvement in my chosen area of study 

required that I ask questions and apply my chosen blended 

methodologies with rigour, including  further understanding and ongoing 

commitment to learning, alongside continuing curiosity about my own 

vulnerabilities. 

Sole leadership of such a group is challenging and involves discipline, 

group experience, skills and knowledge. After recovering from a period of 

ill health, a lingering psychological heaviness remained. Following further 

thought, l began to understand this feeling state as a sense of failure. Over 

these months (RPG 9, 10) numbers dropped significantly, with only three 
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people attending each group, leaving me feeling disheartened. Of course, 

l wanted it to be a success; l had invested much time and resource in the 

project. Nevertheless, observing and noting these feeling states led me to 

ask some more questions. How was l to understand this low attendance; 

what did it mean? Was it a form of retaliation or an expression of 

something else directed toward me the leader/researcher/manager? Was 

this an avoidance of thinking by the participants? Or, more 

straightforwardly, an indication of the pressure of work? 

Despite the evident power imbalance (manager, researcher, leader) l was 

very much a member of the RPG. This reinforced the need for me to be 

engaged in the process of continual, critical self-reflection, focusing on 

methods and practice, requiring me to use available clinical support, such 

as peer supervision, regular 1:1 Balint supervision and training, together 

with research supervision. This wider support network helped ensure the 

boundaries were adhered to, but also to have a space to test out my 

tentative interpretations and further analysis. I became aware of some of 

the unconscious dimensions of group behaviours, such as ascribing 

meaning to the act of avoidance of   painful material and non-attendance, 

which introduced another layer of interpretation and analysis. 

This dimension was vital. It enabled me as researcher and leader to utilise 

Donald Winnicott’s idea of the ‘potential space’, or Jessica Benjamin’s 
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term the ‘third space’;40 such a space creates another point of reference 

outside the dyad (group and leader), to take the material elsewhere for 

interpretive analysis and thoughtfulness. It provided the creation of a 

triangular space between the group, the leader and the supervisor, within 

which it becomes possible to take a step back from the unconscious 

dynamics, to reflect on the work of the group but also the relationship 

between members and manager, and between members and the group 

leader and group (please refer to Figure 2), both as a researcher and as 

a group leader. 

3.4 Ethics 

 

Prior to the research commencing l sought the consent of all participants; 

eleven in total. I then successfully applied for ethics approval with the 

University of Essex (see Appendix 1) in November 2018 allowing me to 

commence the formal research in December 2018. All took part in at least 

one or more of the RPGs over the course of a twelve-month period. Six of 

the participants, including one non-participant, took part in one-to-one 

interviews. The names   of all participants and patients have been 

rendered anonymous. However, were the participants to read this 

research, it is likely that they might be able to identify themselves; as Balint 

 
40 See further in-depth discussion of this concept in the literature review. 
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(1964) concluded, the risk of this is unavoidable. 

What do l mean by ‘informed consent’? This means ensuring that all 

involved fully understand what the research entails. Trialling the model 

prior to formalising the research enabled participants to be fully informed. 

In this sense, as the researcher/group leader, the project was not only 

bringing something new and dynamic (Balint leadership skills) to the way 

we usually worked, but it had the potential to inform AMHP practice at a 

wider national level. The group’s value was reflected through the large 

number of participants who consented to being part of the project. 

Nevertheless, the support offered by the group was no panacea; it will 

always  need to sit alongside the political and structural realities of under-

resourced mental health and social care services. 

The data was initially collected on my mobile phone, then transferred to 

my   home computer and transcribed, with observations added. The audio 

tapes  will be used solely for the purpose of my research. Data protection 

was carefully explained on the information and consent forms provided to 

all the participants, including how the information would be kept and for 

how long.  

Confidentiality of the data collected was assured and maintained; it was 

solely   for the purpose of my research. 
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There are strong ethical considerations when considering a psycho-social 

approach to research. In RPG 8, a personal disclosure was made in the 

1:1 interview. Prior to my use of her personal disclosure, I consulted with 

the participant and sought her further consent. In addition, each typed 

transcript of the 1:1 interview was shared with the participant. However, I 

chose not to share my interpretations other than through interventions as 

leader of the RPG. Menzies-Lyth’s (1988) observations helped me to think 

this decision through. (In her study she reported that not all her insights 

or interpretations were shared with the participants, only those which 

maximised therapeutic benefit.) l was unclear about the therapeutic value 

of sharing my analysis with participants. 

Wendy Hollway (2006) reminds us that the primary ethical challenge in 

psycho-social research is care for the subject. I was mindful that the 

participants were my colleagues as well as research subjects. There was 

the  likelihood that l would encounter a defended subject, and at times 

myself as defended researcher or leader, each bringing anxieties, 

defences and histories, all potentially impacting on the data (Hollway and 

Jefferson, 2012). As the psycho-social researcher, l needed to consider 

unconscious dynamics and processes41 giving thought to why some 

material was chosen over others. 

 
41 Please see case illustrations Chapter 4, Section 1 for a fuller discussion. 
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3.5 Need for change 

 

3.5.1  Why Balint? 

 

Once l had taken the decision to introduce a bounded reflective group, I 

discovered that the Balint Society offered opportunities for further 

leadership training. Although originally developed for GPs, the Balint 

Society has trained        many allied professionals working in human services. 

I undertook this training, alongside further work discussion seminars at 

the Tavistock (please see the literature review for a more detailed 

discussion). 

It was this history of widening accessibility to these ideas that excited and 

galvanised my learning and practice as a Balint leader. The notion that 

participants engaged in a process of inductive learning through their 

experience of the group enabling them to notice patterns, connections and 

emotions, stirred up by cases presented. In this way learning happens, as 

participants become more attuned to their own reactions and discussion 

generated by the group. The aim of such a process was understood to 

enable  participants to more readily identify the role and impact of emotions 

arising from everyday AMHP practice; participants slowly began to value 

learning about what they didn’t know, rather than just using what they did 

know. 
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By developing an understanding of the patient at a given assessment, the 

AMHP would be in a different state of mind – more receptive, more 

knowing, more compassionate toward the patient. It was thought likely 

that in future assessments the atmosphere for the patient would vastly 

improve. Despite the burden of whatever he/she has brought, the AMHP-

patient relationship was one which may hold more meaning, with the 

possibility of more creative, thoughtful outcomes. It was envisaged that 

the RPG would offer the AMHP an opportunity to begin to imagine what 

the patient unconsciously expected, depending on his/her own history, 

thus allowing the patient to move to a more creative, and ultimately more 

real, form of object-relations towards the world (Sklar, 2012). Again, 

leadership can help by emphasising that everyone has their ‘blind spots’; 

part of the groups’ value and unifying qualities is that anyone can present 

a case (Sternlieb, 2019). 

As the research progressed, l leaned toward the Balint model as this was 

where my training as leader was mostly sustained and supported. This 

involves membership of a monthly peer leadership online group 

(consisting of  experienced Balint leaders, taking turns to present our 

respective group for the scrutiny of others), supervision from a Balint 

leader, (psychiatrist and psychoanalyst), as well as participating in regular 
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Balint training workshops resulting in leadership accreditation.42 For the 

purpose of this research, l settled on the use of the term Reflective 

Practice Group (RPG); Balint is little known within social work, 

notwithstanding, the model used throughout the research sits firmly within 

the Balint frame for all the reasons outlined. 

3.5.2 How did the RPG become incorporated into the ‘ordinary work’ of 

the  team? 

The bounded and structured RPG proposed replaced the forum that ran 

monthly and was incorporated into the ‘ordinary work’ of the group. The 

group varied in number from four to eleven, including the leader. There 

was a core of seven who regularly attended, four consistently. The group 

consists of three men (three black African) and eleven women (two white 

British, four mixed heritage British, and five black African immigrants and 

black/British participants), and the leader, a white woman (immigrant). It 

ran as a pilot for twelve months prior to the research as already stated, 

formally starting in December 2018 and ending in December 2019. Most 

members had been part of a stable AMHP workforce for at least four 

years; participants consisted of full-time AMHP duty workers (four days) 

and others staffed the twenty-four- hour statutory rota at regular intervals. 

 
42 The pathway to accreditation involved a training pathway appropriate to my learning needs. There was a record 

of all      Balint groups and training workshops attended, including those led by me, including other Balint Society 

events attended. In addition, accreditation requires that the leadership trainee has 1:1 supervision with a Balint 

supervisor. 
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The RPG dates were sent out well in advance, including use of the same 

room, (large enough to allow members to sit in a circular arrangement); 

further important considerations were continuity, convenience, regularity, 

familiarity and comfort for the group, including a setting where we were 

unlikely to be disturbed. 

3.5.3 Different levels of readiness 

 

It is worth noting that most members had little prior experience of 

psychological therapies of any kind. Balint took the view that prior 

experience  was not a prerequisite for becoming a group member; rather, 

the aim was for the participants to become slowly more sensitised to what 

was going on, consciously or unconsciously, and to become more 

thoughtful in their encounters with patients. Each participant would start 

in the group with different levels of readiness to benefit, bringing with them 

different vulnerabilities that might be impacted (Sternleib, 2018). Each 

participant would bring their unique psychological make-up, valuable 

histories of relationships in general and with patients more specifically. 

3.5.4 Structure of the RPG 

 

The group broadly followed the structure of the Balint model (discussed 

alongside other approaches in the literature review), albeit with a solo 
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leader.  At the beginning of each group, the leader reminds the members 

of the boundaries; including confidentiality, and states that all 

contributions are valued and respected. The focus of the group is on the 

work, and while we might touch on personal experiences and losses, 

intrusive questioning is discouraged. The leader monitors and observes 

the group and who is speaking, noting when others aren’t speaking but 

wishing to speak, etc. 

The leader will begin by asking whether anyone has got a case they wish 

to present, followed by a period of silence before someone steps forward 

offering to present one. When presenting they are uninterrupted. The 

group is encouraged to refer to the person presenting as ‘the presenter’; 

the use of the  term serves to protect the person presenting, which is part 

of creating a safe environment, allowing members to express negative or 

difficult feelings about  the material, rather than toward the person 

themself. The participants listen attentively to what is being said, following 

this there is space for them to ask any points they need to clarify to the 

presenter; these are kept to a minimum. The presenter is asked to ‘push 

back’, moving their chair a little outside the group circle to allow them to 

remove themselves            physically from the group. This allows the presenter 

the unusual opportunity of listening intently, and to observe the group, 

despite the strong impulse to add forgotten information or correct 
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impressions which may evolve from the group discussion (Sternlieb et al., 

2012). The temporary separation from the group allows the presenter to 

hear perspectives which may not have previously been considered. 

The group discusses the person presented as ‘freely’ as possible, the 

leader’s interventions being kept to a minimum, which are aimed to 

encourage the group to stay with their feelings and risk a little empathy 

with the patient. The leader invites speculation about, and reflection on, 

the patient’s relationships and inner world. The leader helps the group, by 

example, to tolerate uncertainty, ambiguity and periods of silence. After 

some time, determined by the leader, the presenter is invited back into the 

group. 

The final comment on the case is left to the presenter, before the group is 

ended by the leader. The presenter is thanked for presenting and invited 

to present a follow-up, including any further thoughts, if they wish, at some 

future point (Balint Society, UK, 2019). A model is required to bind the 

group and allow all participants to feel contained and safe. When referring 

to safety, this means fostering an atmosphere where there are no right or 

wrong answers, with a space for members to talk about their work in an 

open and transparent manner without  feeling judged or ridiculed. The very 

nature of the exercise is to focus on and expand the field of inquiry, 

encourage speculation, even fantasy, metaphor and play, rather than 
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narrowing the narrative to the ‘right’ way of doing things  (Sternlieb et al., 

2012). The participants are at the centre; it is they who bring   and select 

the cases for discussion. The main criteria are cases that are playing on 

the presenter’s mind that have left them feeling perplexed, disturbed 

and/or curious. 

There are variations in the cases brought, relating to the individual 

participants’ approach, acuity and personality. When presenting a case, 

participants bring their blind spots and talk about their work with varying 

degrees of self-knowledge, awareness and anxiety. Even the most 

experienced worker can find themselves over-identifying with the client or 

fail  to find an appropriate way to relate to a client, owing to a personal 

resonance                 with the case which may or may not be conscious. Personal 

issues are not addressed but communicated implicitly through discussing 

the work; the leader controls the boundary between the personal and the 

professional, if breached. Only the presenter can determine whether the 

comments (made by the group) are helpful for their own self-knowledge, 

patient, and future encounters with patients. It is the presenter that gets to 

have the final word. 

The leader’s role is to create and maintain the boundary, allowing the 

group to explore deeper psycho-social challenges of the case presented. 

The group  allows different ideas to be expressed and shared – staying 
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with the question  rather than rushing to answer, of exploring a range of 

possibilities while at the same time developing a deeper understanding of 

self, each other, the work, and impact of organisational life, but also the 

wider socio-political pressures and context in which the service is 

embedded. The aim is to strive for a relatively non-judgmental, theory-free 

attitude for everyone involved. There is a potential ongoing tension 

between the psychoanalytic focus on the internal world and subjective 

meanings, and the external work context, its many demands and 

limitations continually in play. 

3.6 Data sets 

 

My proposed research design was to use a multi-methods approach as 

outlined. The raw data consisted of three data sets. These included: 

Data set 1: Audio-recording each group; each group consisting of case 

presentations; observations were added at the point of transcription 

(eleven groups in total) and these were later all summarised.43 A case 

summary was    composed from this data. 

Data set 2:  six one-to-one interviews, all transcribed. 

 

 
43 See Appendix 4, Figure 1, pp. 284. 
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Data set 3: two group interviews mid-way and end point, both transcribed. 

3.7 Transcription 

 

Throughout the duration of the project, l audiotaped eleven RPGs, two 

group interviews and six one to one interviews. Every audiotape was 

transcribed by  me, listening for further meaning, fluency, tone, silences, 

laughter, etc., and all listened to multiple times to aid understanding and 

deepen my interpretation of each RPG, including the interviews (group 

and individual), rather than rely solely on the transcript (Hollway, 2009). 

Each time I listened to the vivid content of each group; what was included, 

what was left out, the emotional tone, the ‘mood of the group’, the 

dynamics, level of trust, laughter, success of communications, members’ 

contributions and commitment, as well as the capacity for effective 

collaboration. Group processes were also noted, such as who interacted 

with whom, and the complex interplay between the leader’s interventions 

and impact on the group. As Hollway (2015) notes, words act on many 

levels. This research is about that which exists beyond the borders of 

language and symbolisation, exceeds and escapes it: the ‘unthought 

known’ (Bollas,1987), residing in embodied affect or emotional 

experience. The transcripts were read and re- read several times, 

alongside any observations made at the time, capturing  my thoughts, 
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feelings and observations. This helped me to become familiar with the data 

and enabled me to immerse myself in it. 

 

3.8 Data Analysis 

 

3.8.1 Triangulating the data 

 

As part of this process of sense-making, selected material generated by 

the three data sets, together with my initial speculations, thoughts and 

feelings were taken for further discussion and analysis. These were taken 

to seminar groups and other supervisions, as discussed earlier, for further 

examination. The process of triangulating the data is a ‘complex 

assemblage’ between researcher, material, theory, methods and the 

reader (Hoggett and Clarke, 2009: 75), and I have outlined this in greater 

detail in Figure 2. Each played a vital part in helping me to formulate and 

refine my analysis of the raw data, providing scope to deepen my inquiry. 

One such example was deciding to interview a participant who had opted 

out of the research. This opportunity made me conscious of some of what 

was already present in the form of phantasy within the group and 

individual interview content. I presented RPG 944 to my clinical supervisor, 

 
44 Regina was a thirty-three-year-old mother, who had a husband and two sons aged nine and twelve. Regina (a 

Sri Lankan immigrant) had no prior contact with mental health services and presented in A&E in a catatonic state. 

She was assessed and the decision taken was to admit her using statutory powers. The presenter learned she died 
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detailing its small size, the transparency of material, yet sparse in some 

important assessment details. She asked how much the group carried the 

feelings of the patient being assessed. She identified that the group 

seemed to avoid thinking, as in the manner of a psychotic patient who 

blocks thinking, making links to non-attendance as a form of avoidance 

and ambivalence about thinking. How much reality can participants bear 

to know about? She likened this to AMHPs  who sought the certainty of 

diagnostic labels and formal procedures of the MHA, shifting the focus 

onto process rather than thinking about the messiness and psychic 

anguish of people’s lives. 

Also, she helped me to understand more of what the presenter brought to 

the group in terms of phantasy about the primary caregiver (husband), 

questioning why she speculated about domestic abuse. Supervision 

made me conscious of the cultural specificity of the patient presented, 

including knowledge about the medical implications of a catatonic state – 

an unusual presentation. Given the patient’s untimely death, she posed 

more questions: had the patient sustained a head injury? It seemed that 

as the leader l was left trying to make sense of what happened. How did 

this patient die? The curiosity of the presenter and the group were alive 

and engaged, revisiting the idea of domestic abuse. Or did the patient 

 
several weeks later. She brought the case to present, not having anywhere else to take this material. This case is 

discussed at some length in Chapter 4. 
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have a medical condition? The leader noted how the presenter demeaned 

and blocked her own curious thoughts – again drawing my attention to the 

mirroring in the case: the catatonic patient had retreated into complete 

psychotic absorption and had also stopped thinking. The smallness of the 

group meant I had to become more active as a group member as well as 

leader. Further parallel processes were identified; including boundary 

infringements on the part of the presenter, doctor (as interpreter and 

doctor) and myself as leader (as group member), noting how once again 

the focus shifted away from the patient. 

I acknowledged my own thoughts of blame and frustration held by me 

toward the group to my clinical supervisor. My supervisor observed that 

this was all important counter-transference material. By using this 

understanding, it enabled me to grasp what was being held by the 

participants and presenter, who feared that blame would be directed 

toward them rather than the system  with its many failings. (See Cooper, 

2018: 59–76; and Cooper and Lousada, 2005:114–15 for a more in-depth 

analysis.) 

These insights enabled me to understand the bewilderment of the 

presenter,   searching for certainty where none existed, and they included 

drawing my attention to the dysfunction of the wider system, which left her 

as the decision-maker to feel shame and guilt alone. Something happens 
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in the system; someone must be blamed (Cooper, 2018; Cooper and 

Lousada, 2005). This was an unusual case and a desperately sad, 

psychologically weighty presentation. The patient was at an advanced 

stage of psychic disturbance despite no previous history, and there was 

little understanding of                     why Regina was presenting in this catatonic state, 

unable to communicate. 

As such it exposed how the failings of the pressured and under-resourced 

healthcare system all impacted on the individual assessing AMHP, and 

how these multi-layered feeling states were then reflected in the group. 

This led to a deepening of my analysis as researcher, but also an 

appreciation and value    of the group for this worker.  

Data set Case 
Presentation 
Data set 1: 

Presenter Interviews (indiv & 
group) Data sets 2 & 3. 

Analysis 

RPG1 - Participants (5) 
including leader. 

Audio, Transcript & 
observation notes 

Astrid - Female 
mid-sixties, Black 
British. 

FANI Interview date 1:1 
(1:09 minutes duration) 
22/3/19 

Presented in supervision for 
analysis and tutorial group. 
Transcript summary and 
analysis 

RPG 2 - Participants (8) 
including leader 

Audio, Transcript & 
observation notes 

Faith - Female late 
fifties, Black British 

 Transcript of group and 
observations discussed and 
analysed in supervision. 

Transcript analysis. 

RPG 3 - Participants (8) 
including leader 

Audio, Transcript  
and observation 
notes 

Kyla - Female 
(African) 

FANI interview 1:1 Transcript of group and 
observation notes and 
summary of group discussed 
in supervision & peer 
supervision with other Balint 
leaders. Presented material at 
Tavistock conference paper 
May 2019. Transcript analysis 

RPG 4 - Participants (9) 
including leader. 

Audio, Transcript & 
observation notes 

George - Male 
(African) 

 Observation notes. 

Discussed and analysed 

in 1:1 supervision. Transcript 
analysis. 
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RPG 5 - Participants (4) 
including leader. 

Audio, Transcript & 
observation notes 

Cassa - Female 
(African) 

FANI interview 1:1 Observation notes and 
summary of group discussed 
in supervision & material used 
for a small conference on 
Black Lives Matters at the 
Tavistock. Transcript analysis. 

Group interview 
Participants (4) 

Audio, Transcript & 
observation notes 

No presenter FANI interview — group (57 
minutes) 17/5/19 

Transcript of group interview 
discussed in tutor group. 

RPG- 6 

Participants (10) including 
leader. 

Audio, Transcript & 
observation notes 

Jing - Female 
(black British) 

 Transcript of group, 
observation notes and group 
discussed in supervision. 

RPG- 7 

Participants (6) including 
leader. 

Audio, Transcript & 
observation notes 

Faith - Female 
(Black British) 

 Observation notes and 
summary of group discussed 
in tutorial. 

RPG -8 

Participants (8) 

Audio, Transcript & 
observation notes 

Isha - Female 
(black British) 

FANI interview 1:1 Transcript of group, 
observation notes, group    
transcript discussed in 1:1 
supervision. 

RPG -9 

Participants (4) including 
leader. 

Audio, Transcript & 
observation notes 

Jing - Female 
(black British) 

FANI interview 1:1 Transcript of group presented 
to research group: 

psycho-social analysis 

RPG -10 

Participants (4) including 
leader. 

Audio, Transcript & 
observation notes 

Dorah - Female 
(black British) 

 Observation notes and 
analysis of transcript. 

RPG -11 

Participants (8) including 
leader 

Audio, Transcript & 
observation notes 

Elizabeth - Female 
(white British) 

 Observation notes and 
summary of group discussed 
in 

supervision & peer 
supervision with other Balint 
leaders. 

Group interview 
Participants (8) 

Audio, Transcript & 
observation notes 

No presenter FANI interview — group (57 
minutes) /5/19 

Group transcript discussed in 
supervision. 

Non-participant - consent 
given for interview. 

Audio, Transcript Peter - Male (white 
British) 

FANI interview 1:1 (1:05 
minutes duration) 5/4/19 

Presented material at AMHP 
research network conference 

May 2019 

Total 0 0 0  

Figure 2a. Research data summary. This table sets out some detail of the 
different data sets of the raw data, including where the material was taken 
for further interpretative analysis by the researcher. 
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3.8.2 Thematic analysis 

Thematic analysis is commonly used in qualitative research. It is 

epistemologically flexible and is one way of organising the data. It enabled 

me to identify and locate patterns within the data (Braun and Clarke, 

2006).  Using this method allowed me to make simple interpretations by 

describing what was going on within the data (Boyatzis,1998). 

Phases of thematic analysis Description of the process 

1. Familiarisation of the data 

Transcribed all data from audio-taped 
accounts myself; listened to the data 
multiple times; read and re-read the 
transcripts of the group interviews and 
individual interviews. 

2. Formulating questions to put to the    data 

Created a set of questions based on my 
initial research questions. 

Rewrote and refined these questions. 

3. Searching for themes 

Wrote a summary of each of the group 
transcripts, group interviews and one-to-one 
interviews. Used these questions to search 
for patterns and themes in the data. 

4. Emerging themes 
Clustered the themes together in  answer to 
the questions from the    respective data sets. 

5. Further defining and clustering  themes 
Analysing the material by returning to the 
underpinning paradigms. 

6. Finalising the analysis 
Further refined and developed the analysis 
using the above. 

 

Figure 2b: The above table sets out the steps of data analysis. (Taken 
from    Braun and Clarke (2006) 

 

3.8.3 Thinking in cases 
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Why use case illustrations? The case study emerged over the course of 

the project. It seemed therefore important to give space to the narrative 

and texture of the RPG, alongside the emerging themes. I was influenced 

by Balint’s work in this regard (Balint, 1964). He identified the differently 

defined entities that took place within each group, and I adapted these 

ideas. 

In a paper exploring what it means ‘to think in cases’, Shaul Bar-Haim 

describes Balint as someone who was a ‘great thinker in cases (2020:52)’. 

Drawing on John Forrester’s work (2017), he outlines a rationale for a 

case- based approach, one rooted in historical, philosophical as well as 

clinical material. Donald Winnicott argued that such a paradigm was 

precisely ‘what you use when theory is not there’ (Forrester, 2017: 90). 

Freud and possibly more so Winnicott understood the value of case 

studies. Forrester’s reading of Winnicott, was to propose that metaphors 

serve as a link, therefore successful metaphors, like cases, prove nothing 

but illustrate much. 

Michael Balint, through a single case, helped him demonstrate the 

doctor’s ‘apostolic function’45 which he understood was closely aligned to 

 
45 Balint’s term ‘the apostolic function’ refers to clinicians having expectations, often unconscious, of the patient 

based on their own beliefs, which they impose on their patients. Understanding this takes time and experience, 

and demands that the practitioner be in an environment that allows such discovery to take place. Balint groups 

provide an opportunity for practitioners to explore their own personalities and expectations within a group of peers 

(Balint, 1964). 
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‘countertransference’ (Bar-Haim, 2020). According to Balint, GPs needed 

to take responsibility for making themselves fully conscious of their 

emotions, which is the role of the Balint group. The epistemological shift 

made by Balint, occurred through ‘thinking in cases’. Case illustrations 

reveal some of the complexity of the process of the RPG, (otherwise lost), 

helping the reader to understand the texture and dynamic processes of 

such groups, including why they require commitment and trust, and an 

understanding of why some may opt to avoid them. 

Winnicott further asks: what is it that cannot be proved by a single case 

study, and what can be illustrated by it? Scientific validity for many post- 

Freudian theorists is a preoccupation, so this approach remains 

vulnerable to critique, involving an element of subjectivity divorced from 

the broader, social political context (Ffytche, quoted in Bar-Haim, 

2020:59). Winnicott was less preoccupied by the scientific objective status 

of psychoanalysis and more closely aligned with Kuhn who argued that a 

paradigm is ‘what you use when theory isn’t there’ (quoted Forrester, 

2017:36-7). 

3.9 Main research questions and further refinement of questions 

 

In order to analyse the data, l developed further questions stemming from 

my  initial research questions. These have arisen through the processes 
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described above, evolving after scrutiny of the data multiple times, from 

both audio and transcripts, taking the raw data for discussion in 

supervision and tutorial groups, resulting in further revision of the 

questions. This process of continual refinement took place over the course 

of my research. Matthew       Miles and Michael Huberman (1984: 23) refer to 

‘continuous iterative enterprise of data reduction, of display and 

conclusion drawing or verification’. 

The following questions were formulated as a result of this process. 

 

1. What can this research tell us about the impact of a bounded, 

reflective group on the relational dimension of AMHP practice? 

2. How might this research develop our understanding of the psycho-

social specificity of the AMHP role and beyond to other areas of social          

work? 

3. Does this research indicate that an RPG can deepen professional             

engagement of AMHPs in their work? 

4. What are the benefits and complexities of overlapping roles of   

manager, leader and researcher?  

5. What new insights and knowledge might this research offer to 

research, practice and policy for the AMHP and wider social care 
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workforce?  

In both phases, large amounts of data were analysed at many different 

levels and in several different ways, including search for metaphors and 

for cultural stories. The use of metaphors for use of self in relation to others 

was shown to be significant and illuminating.46 Evidence for the possible 

negative effects of metaphors, as well as the positive effects, has also 

emerged. Personal change for some participants has been found to be 

reflected in the figurative phrases which were used in the groups and one-

to-one interviews (Angus 1996; Angus and Korman 2014 Angus and 

Rennie 1988; Keller-Cohen and Gordon 2003; Korman and Angus 1995; 

Levitt, Korman and Angus, 2000). 

3.10 Setting out the steps 

 

Step 1: Transcribing and re-listening to the audio 

 

The audio recording of group interviews and 1:1 interviews were each 

listened to multiple times, noting the silences, tone, any omissions, 

language    and laughter. A close reading of each narrative enabled the 

 
46 See case illustration RPG 9 in Chapter 4 Section 1: A group member brought alive the possible toxic dynamic 

between the couple calling upon the metaphor of detective film genre, to make his point about using charm to 

distract from darker motives (see p. 121). Similarly, the presenter used this metaphor ‘it was like carrying a 

heavy shopping bag, by the end of the group I felt like I had unpacked the bag and left feeling like I was no longer 

carrying the heavy bag’ (1:1 interview) to convey the significant shift in her mental state following presenting the 

material to the RPG (see p. 127). 
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significant cases and themes to slowly emerge over the course of the 

research period. 

Step 2: Summarising each RPG group 

 

A re-reading of each transcript of each RPG, summarising the key themes 

in  conjunction with observation notes made after the group.47  

Step 3: Developing emergent themes 

 

This involved using formulated questions arising from the data, moving 

between the summary and the original transcript of the data, using 

statements as examples of themes, such as the use of metaphor, laughter 

and play. The themes not only included participants’ statements but also 

themes as identified through my interpretation, such as defences, 

resistance, lack of attendance, avoidance of presenting, staying with 

uncertainty, etc. 

Step 4: Searching for themes across groups and individual interviews 

Having identified themes, l then needed to devise how to use the themes 

across groups and how to cluster these without losing the powerful 

individual narrative of the cases presented, including the impact and 

dynamic nature of the different aspects of the groups. Also, l wanted to 

 
47 See Appendix 4, Figure 1, pp. 262–67. 
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capture the individual presenter’s thoughts following their presentation, 

and their experience of the group and any impact on their professional 

self and practice. I kept refining my questions and re-clustering the themes 

to aid this process. The challenge remained to continue to be alive to the 

material, allowing it to keep evolving, repeatedly returning to the audio, 

listening again to the original material when further questions arose, and 

further refining my research questions. I began to see links with 

commitment to the group and avoidance of thinking, taking the risk of 

presenting material, participating in the RPG, and deepening the impact 

on the professional and their practice. 

Step 5: Refining the research questions and the sub-questions put to the 

data 

The process of refining and reordering the themes and deciding which 

themes to focus on in relation to my research questions became key to 

this process. l presented emerging themes arising from the data sets at 

several different research forums, supervision sessions, tutorial groups, 

as well as a few conferences. All contributed toward the further deepening 

of my own thinking and iterative process, resulting in helping to further 

clarify and refine my research questions and final research findings. 

Step 6: Scientific basis for the case illustration 
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To use themes alone meant that something vital was lost, so I decided to 

include a few case illustrations in the manner outlined (Bar-Haim, 2020), 

drawing on the work of Winnicott, Freud and Balint as a paradigm for 

setting out some of my findings. In line with this tradition and for the 

purposes of clarity, l selected three cases, deciding to focus on the 

different dimensions of the group process, allowing the reader to see 

different expressions of transference, countertransference and the 

dynamic forces of the group in play. Balint terms these ‘aspects’. I have 

adapted these elements in the following manner: 

Aspect 1. AMHP in relation to the patient relationship 

Aspect 2. AMHP in relation to the rest of the group relationship  

Aspect 3. AMHP in relation to the group leader relationship 

The cases highlighted and examined in more depth were based on the 

case presentations, which served to demonstrate the complexity of the 

role of the AMHP as decision-maker, working in high pressured 

environments where the pressure to act is high, including the work of the 

group in unravelling some of these complex dynamics, both in the group 

and afterwards. 

To do this l have drawn from all three data sets. 
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• Data set 1: the group, case presentation and researcher’s 

observations, all    transcribed. 

• Data set 2: 1:1 interviews, all transcribed. 

• Data set 3: group interviews, both transcribed. 

 

Step 8: Further themes and considerations 

 

In a separate section of the findings in Chapter 4, again drawn from the 

three data sets above, l included the main themes captured through my 

research questions. 

Conclusion 

I have outlined the mix of methodologies used, attempting to capture the 

multi-layered complexity of my research project. The challenge of this 

project demands that l consider whether a bounded reflective group offers 

deeper psychological awareness, understanding and containment for the 

participants. With the ‘context of discovery’ in mind, the blended methods 

chosen allows the impact of a bounded group, such as this one, to be 

critically appraised, allowing the potential for new insights and 

understanding to emerge. The focus will be on the quality of the relational 

dimension, openness and transparency of the material brought, the quality 



107 
 

of decision-making within the context of an assessment, including the 

groups’ growing maturity and deeper psychosocial understanding, 

bringing into focus the unconscious emotional dynamics and the 

interactions that took place within each group and across the twelve-

month research period. Consideration will also be given to how the 

experience of being a participant may have brought about changes at a 

professional and personal level, and impact (if any) on the wider 

organisation. 
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Chapter 4: Findings 

4:1 Introduction 

 

Section 1 

In this in-depth exploration l have set out to answer the following question.  

What can this research tell us about the impact of a bounded reflective     

group on the relational dimension of AMHP practice? l set out to answer 

this question in the first section of this chapter. l consider case     illustrations 

(composed from transcripts of each group) and further analysis. I   have 

adapted Michael Balint’s scheme of aspects to consider the different 

dynamic dimensions of the cases presented. Under each aspect, 

consideration is given to how the participants’ experience the group from 

these different dimensions using the psychoanalytic concepts of 

defences, transference and countertransference, including how they 

unfold in the group    context. 

There is not the space in this project to give equivalent attention to all 

cases presented. All names used are pseudonyms. The data is drawn 

from three data sets. These are (as outlined earlier): the case presentation 

(transcribed and summarised) secondly, two group interviews and thirdly, 

six individual interviews. Some cases stood out and have been 

foregrounded in this research; some significantly impacted the individual 
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and the group, and these were mostly followed up with a 1:1 interview.48 

The reader may wish to refer to this for a more detailed and in-depth 

examination of each group across the  duration of the project. 

In the second section of this chapter, again, drawing on all three data sets, 

I consider the following questions. Of what significance is a deeper 

understanding of the psycho-social specificity of the AMHP role and 

beyond to other areas of social work? Is there evidence of the RPG 

deepening the participants professional engagement with the work? Also, 

is there evidence to support the value of the leader being the manager/

researcher, including whether such  a group can be effectively led by the 

manager of the service. 

4.2 Thinking in cases 

 

Is there validity to ‘think in cases’ in a study of this kind? Donald Winnicott 

(1989a:369) clarifies the value of cases when he states, ‘one case proves 

nothing, but may illustrate much’ (cited in Forrester, 2017:90). The 

strength of the case compared to other methods examines ‘in-depth a real-

life context’ (Yin, 2004:1). Cases can reveal the complexity of the role, 

interpersonal dynamics and unconscious processes but such methods do 

rely on the skill and expertise of the researcher (Ibid, 2004). 

 
48 Please see Appendix 4, figure 1: pp. 262-67. 
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In Michael Balint’s scheme (1964) he used three aspects to draw out the 

transference and countertransference. I have adapted this schema to help 

structure the material. In each group there are the following dynamic lines 

of inquiry encompassing the three aspects as set out below. While the 

three aspects feature in every group, I have chosen to foreground one 

aspect using a case illustration to highlight the aspect in play as outlined 

in the Figure 3. 

 

 Aspect 1 Aspect 2 Aspect 3 

Case 1: Rose RPG 5 The AMHP the Patient and 

the relationship 

  

Case 2: Regina RPG 9  The AMHP and the rest of 

the group relationship 

 

Case 3: Maggie RPG 8   The AMHP and the group 

leader relationship 

 

Figure 3. This table sets out the three aspects and the three cases studies. 
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AMHPs working in mental health are required to be skilled in their 

interactions with others; each group entails a participant presenting a case 

without notes, allowing the material to surface freely including all the 

subjective distortions, omissions, and after thoughts, as already 

described. I have constructed the case summaries using the transcripts 

of the cases selected and subsequent discussion as they were presented 

to the RPGs and where relevant included material from 1:1 interviews. 

Each has been divided into five sub-headings. These include a summary 

of the case presentation, the group process, untheorised sense making 

and theorised sense making and summary. 

4.3 Aspect 1: The AMHP and the patient relationship 

Introduction 

This group primarily focused on the AMHP and the patient relationship 

primarily. It was a group where there were strong identifications and 

mirroring. From the outset there was ambivalence expressed (probably 

for the first time), reflected through the low attendance and the presenter’s 

reluctance to present. Once having embraced the courage to present 

however, this then enabled the presenter to continue and develop deeper 

insight into her professional self, strengthening her practice and 

professional confidence in unexpected ways. 
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Case 1: ‘A good enough case’ (RPG 5) 

 

i) A case presentation by Cassa about Rose – a summary. 

 

Rose (who was thought to be Filipino, it later transpired that she was in 

fact Burmese) was a seventy-one-year-old woman. Earlier on in her life in 

the UK she had been a successful model. Cassa (Black African) described 

her as a ‘very pleasant and beautiful lady’ not previously known to MH 

services. She was a divorcee. Rose’s first husband and only son live in 

Greece; this marriage ended in acrimony and bitter divorce, and her 

second (Italian) husband died after terminal illness. Her mother 

deceased. She had two sisters, both understood to be living in London, 

though she had lost contact with them. Shortly after returning to live in 

London, she gave all her possessions away and became homeless. She 

turned toward her local church for support who rehoused her. Later, 

following a fire in her new property, she was admitted to the local general 

hospital where she was referred for a formal MHA assessment. During 

the assessment the presenter noted that Rose presented well: ‘[she gave] 

a coherent narrative, yet there was something not right’. Cassa described 

feeling, ‘some sadness, it seems like she had a successful life and just 

lost everything’. She spoke of seeking further collateral information from 

various sources including her son (with whom she was in contact), and 
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other professionals involved. She decided to use her statutory powers for 

a period of further observation and assessment. It seemed the presenter 

took this decision with care and thoughtfulness, expressing her wish 

to undertake further work with Rose. 

ii) Group process 

 

Rose’s status as a lonely ‘other ’resonated with the presenter and the 

group; all participants were immigrants, the majority being women in their 

sixties. All identified with Rose, who was an older, isolated migrant 

woman, without a network of friends or extended family. Astrid 

observed:’... we can identify because as we get older, we ourselves have 

those sorts of experiences’. She  recognised the importance of relational 

connections, more so when people become older. The group imagined 

Rose’s life would have been very different had she remained in her 

country of origin. 

The group also wondered about Rose’s preoccupation with her 

acrimonious divorce, (despite it having happened many years earlier), her 

estranged relationship with her family (sisters); her expectations of her 

second marriage, her identity as a woman/object and the further loss of 

her second partner, leading her to go on and lose everything – 

possessions, her housing – as if mirroring all the losses in her life. 
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The female members were focused on the sadness of the case whereas 

the male member seemed protective, almost paternalistic, initially 

wondering whether Rose had been exploited, trying to make sense of why 

she had given everything away. ‘…had she processed all these losses, l 

wonder whether she would be much better than now’? The group 

observed how challenging Rose’s life as a model, would have been, 

making associations with Naomi Campbell,49 and identifying her as 

someone who was ostensibly British, but as a cultural outsider (forgetting 

she had lived part of her life in Europe), and also beginning to grasp a 

glimpse of her life as an object and ‘other’. Another participant (female) 

noted how Rose  was very preoccupied by the past and that there was little 

to suggest she was  living, in the here and now - as if she were cut off from 

her feelings. She wondered about dementia or Alzheimer’s. Another 

participant (male) was  very much in contact with her strengths, noticing 

parts of her were still  functioning, noting her ability to make relationships 

with the nurses, and her determination to find somewhere else to live. He 

saw some hope. In contrast the female participant was focused on Rose’s 

preoccupation with the past. These  observations seemed significant, as if 

Cassa was beginning to understand something of this patient’s early life, 

someone who might have suffered great loss and sudden change, 

 
49 Naomi Campbell is a successful black model. 
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repeated many times. 

After Cassa was brought back into the group, she expressed her surprise 

at the multiple layers the group had excavated through their feelings,  

imagination and deep thinking about the patient. 

iii) Untheorised sense-making 

 

This was a small group, requiring the leader to step in as a member of the 

group as well as lead. Few having remained, with a longer silence than 

was usual, Astrid asked, ‘just wondering how useful … with so few of us 

here’? Urging the group to continue despite its small size and many 

evident distractions, Cassa eventually and somewhat reluctantly, stepped 

forward at my encouragement to present a recent case. ‘…This [case] 

was pretty straight forward but l can present it’, as if to minimise her 

involvement and the complexity of her decision making; she hadn’t 

presented previously. Was her reluctance an expression of her anxiety 

linked to presenting or was it the case? Would it capture the interest and 

enliven those who remained? 

Cassa admitted feeling that there was more to Rose’s seemingly coherent 

narrative, signalling possible unresolved grief and trauma, underscored 

by a deeper psychic disturbance. The presenter showed curiosity, 

listening beyond the immediate surface of what was being said, instead 
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focusing on the omissions and piecing together a picture from other 

sources of information. She began to see Rose, despite her apparent 

coherence, as someone who was struggling, disintegrated and 

fragmented. Cassa strongly identified with this patient, evidently moved 

and possibly merged to some degree. The group began to imagine 

something of her identity, focusing on her ‘otherness’ as a model. They 

imagined a predominantly white, sexed, industry, speculating on what it 

might have been like for her. They were also preoccupied by her many 

losses: culture, country, sisters, husbands, mother, son: the list was long. 

The group were beginning to grapple with the psychological impact of 

Rose’s losses and unexamined grief in greater depth. One participant 

referred to Windrush, bringing into consciousness another British colony 

and recent injustice suffered by ‘othered’ British citizens, dehumanised by 

the loss of citizenship and status by the host country, the stirrings of 

associations of colonisation, fraught migration pathways and with 

precarious national identity implied. 

iv) Theorised sense-making 

 

As the leader, I was perplexed by Cassa’s reluctance to present, the 

details of which had spilled over earlier that morning, as a case of interest 

and preoccupation. Marion Bower writes that the [AMHP] will be 

confronted time and again with a range of strong emotions such as anger, 



117 
 

grief, abuse, neglect and rejection – an inevitable part of the work that 

AMHPs will encounter strong feelings, however deeply buried, and these 

can be very powerful. Bower further suggests that the worker cannot be 

immune to these feelings and that all practitioners have a responsibility to 

manage these transactions sensitively and ethically, stressing the 

importance of using them as an opportunity to reflect and further 

understand (Bower, 2005). This case aroused strong feelings for the 

presenter. 

When writing about Balint groups Nina Arzberger (2018) questions 

whether participants are ‘receptive in their interactions?’ ‘Does 

countertransference block our receptors?’ This may make participants 

reluctant to present a specific case, due to sense of fear of exposure, or 

that we might get something wrong. In this case, the presenter had been 

able to use her  identifications to good effect, yet she was vague about 

Rose’s origins, this omission seemed noteworthy. Her lack of curiosity and 

clarity about this important detail seemed at odds with every other aspect 

of the case. Was this not knowing or oversight a form of defence on behalf 

of Cassa or important countertransference information about the client? 

‘Filipino? Can’t remember, from that part of the world’. Interestingly, Cassa 

identified her as being from a ‘foreign land’ as if some merging of 

identification due to Cassa’s shared status, also a migrant, yet overlooking 
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the specificity of Rose’s origins. 

Let’s imagine that Cassa’s reluctance to talk about this patient in the group 

was to consider the details of the case run of the mill, not expecting to 

learn anything new. Yet, Rose’s otherness was picked up by the group, 

along with a range of associations; Windrush,50 in recognition of her status 

and identity as a racialised ‘other’, had these identifications merged for 

the presenter  preventing her from seeing them. 

What is diversity? It implies difference, contrast. It’s about issues that may 

frighten or make us feel uncomfortable. Is diversity something that draws, 

strains or stimulates us? What triggers our defences and how do we 

understand the impact on the presenting AMHP? Defences can be 

triggered by several things in a patient and an assessing AMHP. Where 

the assessment took place? Or behavioural aspects of the patient, the 

assessing  doctors’ attitude, cultural difference, trauma, issues of 

sexuality, class etc. 

Any of these may make us feel uncomfortable or uneasy with a case and 

may    mean we are less emotionally attuned. 

How did the presenter make sense of the cultural difference between 

 
50 The Windrush generation were people arriving in the UK between 1948 and 1971 from Caribbean countries. 

The Windrush scandal erupted in 2018 when British citizens, mostly from the Caribbean, were wrongly detained, 

deported    or threatened with deportation, despite having the right to British citizenship. 
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them, or was the presenter struggling with her own internalised prejudice 

or lack of knowledge? She inadvertently, clumped all south Asian women 

together, referring to ‘that part of the world’, dismissing this vast culturally 

rich, diverse, and geographically distinct, diaspora. The presenting AMHP 

may have felt thrown into the strange and unfamiliar and felt out of her 

depth. Layton (2020) offers an explanation; she states that social 

hierarchies are often split off to attain a ‘proper’ identity. She argues that 

all identities conform to the society’s dominant norms of class, race or 

sexuality etc. Was this the counter-transference material brought to the 

group, enabling the group to begin to see Rose’s sexed, raced identity, 

lived as Layton terms it, as a ‘painful, conflictual binary structures that 

include particular ways of living emotions such as shame, sorrow, guilt’ 

and vulnerable ‘psychological states’ (ibid, pXXX11). 

She asks what can be thought and felt – each must be understood in the 

context of the different but related norms that are operating (Layton, 

2020).           Without understanding something of her history, how can this be 

brought to    the conscious attention of the presenter and the group? 

Was there another form of anxiety also at play here? Rose had set fire to 

her property. Underlying the presenter’s anxiety might also be reflected 

not only a        narrative of loss and question of belonging as proposed by the 

group. How much was Cassa’s risk averse decision to admit to hospital 
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due to Rose’s fire setting; potentially triggering significant anxiety on behalf 

of the assessing team (see Isobel Menzies-Lyth,1988)? Andrew Cooper 

(2018) expands on this idea adding the socio-political context as another 

variable needing to be factored in. He also asks, how much are defensive 

anxieties shaping professional’s decision making and organisational life 

(Cooper, 2018)? The presenter’s anxieties mirrored in the group, may 

have been linked to the defensive nature of the task. 

Was Cassa’s decision overdetermined by an underlying anxiety of fear of 

recrimination and blame, if discharged, would she set fire again? The 

spectre of another Grenfell51 now looms large in every professional’s 

mind, generating ‘persecutory anxiety’, in Kleinian terms. Cooper (2018) 

suggests that the anxiety generated in the public sphere is the fear of 

getting something wrong. The public humiliation and scapegoating of 

individuals, as well as entire organisations (for instance, Haringey Council 

and the subsequent dismissal of Sharon Shoesmith),52 reinforce such 

fears (see Cooper 2018 for a more detailed analysis: 59-76). While 

scapegoating of this magnitude happens less in adult mental health, the 

fear of it happening impacts the ‘primary tasks’ of health and social care, 

their focus shifting from the patient instead to the survival of the 

 
51 Grenfell was a tower block of flats based in west London. A fire broke out causing the loss of seventy-two 

people’s    lives. 
52 Sharon Shoesmith was unfairly dismissed by Haringey Council. Shoesmith became the focus of tabloid media 

blame    following one of the biggest child-protection controversies of recent years. 
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professional self. ‘Covering your back” (Cooper, 2018: 65) an oft used 

phrase. Without doubt these anxieties do impact on all AMHPs and health 

professional’s decision making. Does this further explain how Cassa 

missed the significance of Rose’s origins, her focus becoming skewed 

and ‘where persecutory anxiety predominates, the vulnerable or suffering 

other is obliterated’ (Cooper, 2018: 65). The group and 1:1 interview 

revitalized Cassa’s depressive anxieties and her concern for Rose was 

restored.53  

This means seeing difference as something to be curious about, valuable, 

enriching even. The parallel process with the material was re-enacted in 

the group. The group was freely associating (Windrush and Naomi 

Campbell), but in doing so lost sight of the patient, as if their curiosity was 

blunted. Julia Kristeva, Bulgarian-French linguist and psychoanalyst, 

claims that it is all about examining our own disturbing otherness;’ …The 

foreigner is within me; hence we are all foreigners. ... To worry or smile, 

such is the choice when we are assailed by the strange; our decision 

depends on how familiar we are with our ghosts’ (Kristeva, 1991:192). 

Kristeva acknowledges the importance of needing to understand 

ourselves before we can begin to understand others. 

Cassa’s hesitancy may have been connected to her reluctance to assert 

 
53 See Appendix 8: pp. 341. 
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herself, another parallel to the case, by taking the courage to present her 

work and withstand the scrutiny of others, enabled her to gain some 

insight into her professional self (further discussion in section 2, Chapter 

4). Gluckman-Oppenheim (2015:78) propose that participants work on 

their unconscious, in the ‘here-and-now’ involvement with their patient, to 

enable the group member to ‘progressively acquire more freedom and 

psychic mobility’ in the practitioner-patient relationship (Ibid:78). 

v) Summary 

 

Through the process of empathic sense-making and possible over- 

identification with this patient, Cassa may have merged somewhat, 

overlooking or minimising some of her differences, namely cultural 

origins, ‘assailed by the strange’ to use Kristeva’s phrase. The idea of the 

uncanny in this case resonates with Freud’s essay on The Uncanny 

(1919). He writes how the uncanny is associated with bringing into view 

what is hidden and secret. This was one such case. The more a case 

reverberates with the practitioner’s own life, it is sometimes difficult to 

separate out what the practitioner’s own material is and what the patient’s 

is. Or was this a case of primitive anxieties being triggered in the manner 

proposed by Cooper, with  the presenter losing sight of the patient? 

The emotional work required of the group was to untangle the 
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unconscious, psychological undercurrents brought by the presenter to the 

group. It brought into focus the importance of Rose’s raced and sexed 

identity, including the many relational disturbances and losses; only once 

her Burmese identity had surfaced, could further thoughts about the 

rupture and losses in her early life begin to be imagined, most likely 

replayed throughout her life, repeatedly, alongside corresponding losses. 

This was an interesting case. Cassa54 was initially reluctant to present yet 

when she did so it seems this may have given her not only a deeper 

understanding of the patient but also of herself. The experience of 

presenting, including the group process of thinking more deeply about this 

patient with her was hugely transformative55 for this participant. Most 

significantly, it   brought Rose’s vulnerability and suffering to the forefront 

allowing the presenter and the group to hold in mind the emotional 

connection and concern for the other (Cooper, 2018: 65). 

  

 
54 See Appendix 8, 1:1 interview pp.341. 
55 Please see Chapter 4, Section 2 for more detailed discussion of the impact of the group on this participant. 
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4.4 Aspect 2: Presenting AMHP and the rest of the group  

 

Introduction 

In this aspect l consider the role of the group and its relationship to the 

leader in offering a safe space for thinking and for participants to excavate 

and bring to the surface the many complexities, emotions, ambiguities, 

and unconscious relational dynamics engaged. The second case 

illustration 2 (RG 9) is a group working well, using play and metaphor, to 

think in more creative and associative ways, bringing into consciousness 

what was unspoken, including the blind spots of the assessment. How do 

we understand when there is no language? 

Case 2: ‘Confusion of tongues’ (RPG 9) 

 

i) Case presentation by Jing about Regina – a summary. 

Regina was a thirty-three-year-old mother, who had a husband and two 

sons: nine and twelve years of age. Regina (Sri Lankan immigrant) had no 

prior contact with mental health services, and presented in A&E, in a 

catatonic state. After her physical checks having been excluded, she was 

referred for a formal mental health assessment (MHA). Jing informed the 

group: ‘she was not engaging at all, that she was very quiet and very 

giggly’. She described how the patient had become increasingly religious 

over the past week and had stopped eating and drinking. Jing described 
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her as rigidly clinging to the rails of the hospital bed, eyes closed. After 

assessing her, they (the doctor and the AMHP) returned to the office to 

seek some further collateral information, Jing spoke with Regina’s 

husband to try and elicit some further information, she admitted 

speculating about their relationship and wondered about domestic abuse. 

She and the doctor returned to Regina. Despite taking a gentle, reassuring 

approach with Regina, the latter remained silent throughout. Jing informed 

the group that she used the s1256 doctor as the translator, and together 

they took the decision to formally detain for a period of assessment. 

Several weeks later Jing learned that Regina had unexpectedly died. 

There was further clarity sought from the presenter about whether there 

was any other family living with Regina and her husband and two sons. 

The presenter was unable to clarify whether Regina and her husband had 

extended family in the UK, despite alluding to an alleged dispute between 

the couple, resulting in the patient staying with extended family at some 

point – though never verified. There was also clarity sought about how 

long the family had been resident in this country, Regina’s grasp of 

English, but                   the presenter had limited information about these issues. 

Jing expressed feeling bad about her speculations of domestic abuse and 

 
56 A S12 doctor is legally defined and is recognised as a medically qualified doctor who has been recognised as 

having specific expertise in the diagnosis and treatment of mental illness as well as having specialised training 

and application of the MHA 1983 (2007). 
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other forms of underlying trauma. She considered other social factors the 

family might be facing, including social and economic pressures, 

perceiving them to be a proud family. She wondered about the possible 

psycho-social pressures that might be impacting upon their marriage and 

Regina’s mental state. 

ii) Group process 

 

The group were deeply shocked by this presentation; one member 

responded  immediately, declaring; ‘Wow! I wasn’t expecting that’. Much 

of the subsequent discussion by the group focused on relieving the 

emotional pressure Jing was feeling, including whether the patient had 

been ‘medically cleared’. This followed some speculation about whether 

more should have been done to exclude all organic causes. The focus of 

the group shifted to the wider structural system failings; the case seemed 

to serve as a reminder of the weight and responsibility of the decision-

making resting on the AMHPs shoulders. As the leader l was aware of the 

sensitive nature of the proceedings, and the need to ensure the safety of 

the presenter. It was necessary to validate possible failings of the wider 

systems that AMHPs work alongside but also bring the group’s attention 

back to the patient, encouraging further thoughts and speculations. The 

group shifted its focus onto the patient and began to think about other 

cases involving catatonic patients as if they were easier to think about, 
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than the one presented. Most participants having had little experience, or 

knowledge of the patient’s condition and possible side effects. 

The participants began to talk about the difficulties of making a judgement 

of character (of the husband) in a short period of time – imagining 

themselves to be in the pressured environment of A&E. This was followed 

by some free associations to the material, with a participant admitting to 

being a fan of detective crime genre. He stated, ‘… the protagonist, would 

often be quite charming and when they start unpicking things, you begin 

to see the darker side’. 

Despite initial speculations of a possible toxic dynamic between the 

couple, this thought was abandoned by the presenter after meeting with 

the husband, being reassured by his appearance and attentive 

behaviour. The group recognised that the speculative thoughts held by 

the presenter held meaning and began exploring these through their 

associations. 

iii) Untheorised sense-making 

Here the presenter is laying bare the details of a tragic case, the material 

still raw, without any previous debrief of others involved offered. This was 

the first  time that the presenter had spoken about the details of the case 

in any depth.  There was an immediate response by participants in the 

group to situate the responsibility with medical colleagues as if searching 
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for someone to blame. ‘Were the medical checks thorough, with all 

organic causes excluded? Was this why she died?’ Was the desire to 

attribute blame to the other professionals involved a way of defending 

against the complex feelings of projection which were circulating in the 

group? Notwithstanding, these were reasonable and important questions 

to ask. The subtext for the presenter, was whether she might somehow 

be held responsible for the failure to prevent the premature death of this 

patient. As the AMHP, she was registering her feelings of guilt and shame 

in taking the decision to admit, producing enormous anxiety and needing 

to seek reassurance. I was aware of my own unexpressed feelings of 

irritation, countertransference taken to supervision for further exploration 

(please see methodology section for a  fuller discussion of this). 

It was apparent to those present, that there was a safe atmosphere 

allowing thoughts and observations to flow, Participants expressed a 

shared sense of horror as the case unfolded, as well as familiarity with 

the working conditions of a busy A&E department, including the many 

pressures faced by the AMHP. The strengths and limitations of the 

personalities of the members present meant there was a good deal of trust 

and an atmosphere of benign inquiry, despite an initial lurch toward blame. 

Moving toward free association to the material enabled deeper clarity for 

the group. Using this countertransference material and thoughts about 
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domestic abuse, it allowed the group to think about possible underlying 

causes, provoking Regina’s  extreme psychic disturbance, to the benefit 

of everyone’s professional learning. 

Jing having handed the dual roles of interpreter and assessing doctor to 

her colleague, detected something about the tone of the conversation 

between the doctor and Regina’s husband, Jing enquired further, as if 

beginning to question the power that she had unthinkingly handed over to 

the assessing doctor. 

Jing took the decision to detain in collaboration with the doctor; they hoped 

to elicit further understanding of Regina’s retreat into dissociation. Jing 

was later critical of her decision making. With the help of the group, and 

later in her 1:1 interview, she reflexively recognised that there were other 

options. She realised there was more scope for working together, to use 

the legal process, to allow more time for clinical observation of Regina’s 

behaviour including for her to be reassessed with a formally trained 

interpreter, allowing time for a more informed decision to be made. By 

bringing the case to the group, not only did it contain her, but also 

deepened her own inductive learning, though much of this work happened 

outside the space of the group. The group process, her second case, 

appeared to slowly be reinforcing her clinical judgement and professional 

self-worth (Cooper and Lousada, 2005: 112). 
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vi) Theorised sense-making 

 

The presenter conceded that she wasn’t as emotionally attuned as she 

understood herself to be. Did she lose sight of the patient? Did the 

pressure of time, including undervaluing her own relational insights and 

possibly deferring to her psychiatrist colleague, overdetermine her 

decision making? Steiner asks what can be done to secure the “sighting” 

from the impulse to turn a “blind eye” (cited in Cooper and Lousada, 

2005:113). 

Michael Balint (cited Gosling,1996) reminds us of the importance of the 

relational – how people treat one another matters; the different and 

changing relationships we sustain, in the past, in the ‘here and now’ and 

in the future, with all their attendant emotional consequences. In his 

writing, Balint refers to Sandor Ferenczi’s paradigm, ‘confusion of 

tongues’. He uses this to pay particular attention to the voice of the patient, 

the conduit for multiple meanings between speakers and listeners. Balint 

used the idea to convey an empathic break in someone’s relationship with 

another person such as an unsuitable response made by a clinician to 

the patient. The clinician may disavow and blame the break on the 

patient or fail to try and repair the rupture. The formulation of ‘confusion 

of tongues’ recognised the need for the practitioner to change their 

behaviour, to empathically respond to the patient’s subjective view. Balint 
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understood this paradigm as if there was a mismatch between the clinician 

and the patient; each talking a ‘language’ that  was not understood and 

seemingly incomprehensible to the other. This absence of a ‘common 

language’, has the effect on the functioning of those caring for the patient 

(Balint, 1968). 

In this case the Regina she had retreated with no-one seemingly able 

to  reach her. The language of the interpreter we later learn was not the 

language of her cultural mother tongue (Sri-Lankan Tamil). More than this, 

and pivotal to this case, was the focus on the lack of language (central to 

the psychoanalytic endeavour). The AMHP described her approach as 

empathic and sensitive, yet unknowingly, tried to assess her in a language 

that was not her mother tongue. This experience of miscommunication 

may have brought about a re-creation of an earlier trauma that triggered 

her extreme response. If trauma (concept of a wound), overwhelmed by 

intrusion, betrayal, aggression, deprivation, etc. produced the 

psychological disorder, a curative response would require empathic 

attunement (Balint, 1968). Despite the acknowledged gaps that may have 

shed light on the evident psychic distress of this patient, together with a 

limited understanding of the patients historical, cultural context, and an 

interpreter with the dual role of assessor and powers of detention, was 

this a re-creation of an earlier trauma? 
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The non-judgmental atmosphere of the group and care of the leader 

toward the presenter allowed space for the many complexities of this case 

to be explored, including the relational dynamics some of which were 

brought into view. The leader’s intervention called upon the continuity and 

collective knowledge held by the committed participants present; it was 

the ninth group; the members present were able to bring into 

consciousness what had been  on the periphery of the presenter’s vision. 

In this instance the participants used an association (the opposite of 

dissociation) to remind the group of the power and ability of the ‘charmer’ 

husband to manipulate to be effective, serving his self-interests alone, 

rather than the emotional needs of the patient, his wife. He persuaded 

the presenter that he was a caring husband. The group was beginning to 

grapple with the unconscious, unspoken dimension of the possibility of 

trauma. 

v) Summary 

 

When language and culture is at the heart of an assessment, getting 

language right and obtaining an interpreter who can translate not only the 

language but also the finely nuanced elements of the patient’s cultural 

origins is crucial. To undertake this delicate form of communication with 

a patient  who has taken flight into dissociation and not speaking; the 

ability to observe behaviours, to be attuned and responsive to another’s 
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feelings takes on a renewed sense of meaning and urgency. This all took 

place in the frenzied environment of A&E; such an organisational setting 

places great pressure on the AMHP to ‘act and do’. The group provided 

an all-important thinking  space, allowing the practitioner to see the case 

in all its vast complexity. 

The fact that this case (RPG 9) was brought and presented was an 

illustration of the safety and trust that had been forged in the group. The 

doubts and fears held by her alone had the potential to overwhelm. The 

group had the capacity to contain and transform the presenter’s anxiety 

into thoughtful reflection and learning, leaving all participants better placed 

to withstand the shocking and painful aspects of the work. She stated; ‘it 

was like carrying a heavy shopping bag, by the end of the group l felt like 

l had unpacked the bag and left feeling like l was no longer carrying the 

heavy bag’. 

The use of metaphor captures the growing maturity of the participant and 

the group to engage in associations and creative imaginary; these were 

signs that the group was working, particularly for those who made the 

commitment to attend to their professional curiosity, critical learning and 

professional  standing. 

By taking the risk to present, Jing learned more about her professional 

self within the safety of the group, noting the importance of taking time to 
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think before acting. In the 1:1 interview she said: ‘… [the work] makes 

you a bit mechanical, the human side of you is semi-lost because … 

maybe if l had more time…l may have given a different spin on the 

assessment. … something l am reflecting on.’ 

Here Jing is acknowledging the challenges of the work and how these 

have impacted on her practice. This case conveys the presenter’s ability 

to not only to digest but also to metabolise this catastrophic event, 

reflexively learning from this experience. 

AMHPs work in turbulent and pressured settings and holding the patient 

in mind is not the sole responsibility of the AMHP alone. The group helped 

Jing to value her judgements, assert herself and value her knowledge, 

collaborative and relational expertise to help bring the patient back into 

view. There are of course wider systems that the AMHP is required also 

to navigate, such as, the carer’s needs, other health professionals, 

including an understanding of government priorities with regards to the 

proper resourcing of mental health and the NHS. 
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4.5 Aspect 3: AMHP group leader relationship  

Introduction 

In this section l explore the ‘blind spots’ of the leader and group and 

consider some of the possible underlying reasons for these. The following 

case led me to reflect on why there was a reluctance as leader to push 

the group to think more deeply about the source of serious neglect, which 

the group seemed to shy away from thinking about. This case exemplifies 

the group seeking to wish to locate the source of the problem elsewhere, 

possibly to avoid the painful emotional world of the patient being 

presented, the defences of the leader and the group getting in the way. 

Case 3: Wishful thinking (RPG 8) 

 

i) Case presentation by Isha about Maggie – a summary. 

 

Isha chose to present a case involving a longer piece of work. Maggie, 

(white British, working class female in her early twenties) had been 

diagnosed with mild learning disability and mental health problems, and 

had been placed in the care of the Local Authority (LA) from age of three. 

In her teenage years whilst in care, she sustained sexual and financial 

abuse. Now aged twenty-one, she had been placed in a setting close to 
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her mother. She regularly ran away, choosing to live with her mother. Her 

mother lived in a small one-bedroom apartment along with her male 

partner and fifteen pet rats. The LA had repeatedly and unsuccessfully 

tried to engage her, resulting in the case going to the Court of Protection 

(COP). The court requested the LA assess Maggie’s suitability for a 

Guardianship order,57  under the MHA 1983 (2007) if she met the 

threshold, to allow the LA to lawfully remove and place her in a residential 

setting. 

After some difficulty, Isha met with Maggie informally. This was followed 

by a formal assessment (with two S12 doctors). The assessing team 

agreed that she did not meet the threshold. Her involvement in the case 

lasted for over six months, although legally driven, involving several court 

appearances, Isha  described building a good rapport with Maggie and her 

family. Throughout, Maggie consistently expressed the desire to live with 

her mother. Isha concluded that she had capacity, (MCA 2005) to make 

her own decision in relation to her accommodation and her finances. 

It was only after listening to the group, that the presenter shared how 

emotional she felt. The group helped her to be more in touch with her 

 
57 A Guardianship order is a section in the Mental Health Act 1983. (2007). It applies to those over 16 years of 

age, subject to the consent of the nearest relative, suffering from one of the four forms of mental disorder (mental 

illness, severe mental impairment, psychopathic disorder, mental impairment). The powers of Guardianship were 

defined as: 

(a) “The power to require the patient to reside at a place specified by the… guardian” (Jones, 2018). 
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emotions, sharing her perception of the strength of the bond between the 

mother and daughter and how empowering the decision was. Toward the 

end, the presenter, as an afterthought, informed the group; ‘…each time 

one of the rats died, [Maggie] would have the name tattooed on her arm, 

… covered up the [self-harming] scarring’ including the mother’s refusal 

to leave the property on account of the rats. 

ii) Group process 

 

This was a large group, and quite a few points of clarity were asked of the 

presenter. The presenter gave a detailed and technical presentation but 

spoke little of any emotional impact. The group became preoccupied by 

the failings of the system and heavy-handed approach of children’s 

services. Many members were particularly disturbed by the thought of pet 

rats in the household, provoking strong feelings of horror and discomfort. 

They were impressed by the presenter’s ability to engage Maggie, while 

others admitted their ignorance and inexperience of the under-used law 

presented. A number spoke, almost enviously, about the time taken with 

this case, the opportunity of working with one patient, managing to build 

rapport, using skilled observations and relational insights to make a 

measured judgement, resulting    in a good outcome for Maggie. However, 

they also wondered whether Maggie would receive ongoing psychological 

support. 
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The presenter on rejoining the group spoke of her hands being tied, she 

was pleased to bring about a happy ending for this family but was also 

aware that she was leaving Maggie in a place involving some risk. Would 

her mother be able to protect her? One member articulated the fear on 

behalf of the group, ‘…won’t they breed and take over the whole place 

though’, referring to the rats and also an expression of alarm, observing 

the lack of clear boundaries with the presence of stepfather who Maggie 

was sharing a bedroom with. For the group, the rats’ presence symbolised 

something unsavoury, outside the normal state of things, provoking real 

discomfort for many in the group. 

The group explored system failings, acknowledging Maggie to be a victim 

of these. The group questioned her diagnosis of personality disorder, their 

collective distress shown at the flawed intervention by the state, leaving 

her more vulnerable. There were some differences of view articulated. 

Some questioned whether children’s services intervention was 

proportionate; others   empathised with the difficulties faced by social 

workers, reminding the group that they were also working within the 

bounds of the law. Others queried the sustainability of this arrangement, 

given the potential relational strains in such a small space. Maggie’s 

capacity was brought into question, given her history of having been 

sexually groomed. Some acknowledged the skill needed to build 
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relationships with difficult-to-engage clients, applauding the good rapport 

established by the presenter. 

iii) Untheorised sense-making 

 

It was a well-attended and engaged group. This left me to focus on leading 

and observing, making few interventions, allowing the group to ‘work the 

case’. The group survived a strong divergence of views, as if it had greater 

resilience to tolerate and listen to different viewpoints. However, at the 

heart there was an avoidance by the group (and leader) to imagine 

Maggie’s early childhood, a neglect, so severe that it warranted her 

removal from her mother’s care. Instead, blame was quickly attributed to 

the heavy handedness of the state and the system, again splitting and 

blaming, and rather losing sight of the patient, including serious neglect. 

The cross-currents    within the group focused on subsequent damage to 

Maggie, not what may have triggered the decision. The group was 

mirroring the family in blame directed toward the LA (thus refusal to 

engage) for removing Maggie at a young age. 

Why was it that the leader and participants were unable to think about the 

mother as possibly, sadistic or neglectful? Was it because this requires a 

more flexible and mature mind-set? Were we all caught up in the desire 

of wishing to idealise the mother-daughter relationship or themselves as 
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mothers/daughters, in this mostly female group? It was only later that this 

omission was observed, leading me to ask why this has been avoided. 

Would it mean closer examination of our own narratives, possibly, too 

painfully close to our own unconscious narratives, which may have 

involved neglect or    trauma? 

The group showed a degree of maturity staying in a place of uncertainty 

and with some anxiety about Maggie’s future – but also tinged with hope, 

more aligned with how rats are symbolised by other cultures. What did the 

rats represent for this family? This was another blind spot, unexplored – 

the anxiety provoked by the thought of rats seemed to block any creative 

associations? Again, some of the parallel processes within the group 

suggested a darker underbelly reflected through the material. Did the 

mother have the capacity to hold her daughter’s needs in mind, given the 

history of this ruptured relationship? We learnt only toward the end of the 

group of Maggie’s mother’s inability to prioritise her daughter’s need to 

have her own bedroom, over those of her beloved pets. 

Leading this group was a very positive experience. The group worked 

well, and despite focusing on the legal and technical details in her 

presentation, Isha didn’t let these overdetermine her engagement. She 

established rapport, took time to observe Maggie’s relationships with her 

mother and stepfather, and deepening her understanding of Maggie’s 
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desire to remain. Informed by her observations, Isha walked the delicate 

tightrope between care and control. Nevertheless, she left the case 

feeling uneasy aware of risks, knowing it unlikely that Maggie would 

engage with another worker. 

iv) Theorised sense-making 

 

This was a working group, one where the participants and leader were 

more able to stay with messiness and uncertainty. Nevertheless, while 

basking in the glow of a ‘good’ working group, good leadership, enabling 

more creative risk taking etc., a passing thought led me to wonder about 

trauma experienced by the membership. How could l as the leader, frame 

a question to the group about Maggie’s early trauma, as if grasping 

something of the defended material presented. Later (when transcribing), 

l wondered at my inability to bring this observation to the group’s 

awareness. Was it connected to my own proximity, and the dual and 

overlapping roles? Was my proximity blocking my own thinking? The work 

of the group is based on the idea that we all unconsciously defend against 

thoughts and ideas, including myself as  leader/researcher. 

Enid Balint proposes, to understand, one must listen to what one does not 

understand, watch and notice the human being one is talking to, and to 

oneself at the same time, observing the changes in reactions to the other 
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person (1993). The presenter disclosed (in a 1:1 interview), that her own 

parent suffered from mental health issues and that this had impacted on 

her very early childhood. Through her identifications and knowledge of her 

own vulnerability, she approached the case with a desire to attune and 

empathise.  Enid Balint reminds us that the practitioner needs to identify 

with the patient, then withdraw from that identification and become more 

objective, the professional observer again. It is this ‘biphasic’ structure, 

oscillating between the two standpoints, which makes a difference; this 

helps to orientate the practitioner, even when the psychic terrain is 

complex or seems impossible (Ibid 1993 :164). Isha used her 

observations of Maggie’s behaviour to communicate in simple terms, 

understanding her priorities, needs and expectations. Isha slowly built trust 

and established rapport with Maggie and her family. 

Enid Balint writes that one of the reasons we run groups is so the clinician 

can be active, not passively reactive, either of their own feelings or to what 

the leader says, but rather to get in touch with feelings in themselves 

about which they have not been attuned. This will enable them in due 

course to understand something about their patients, with which they 

would otherwise have been out of touch with. She suggests that the work 

of the group releases a kind of psychic activity: ‘Liveliness; not passive 

acceptance. Observations not instructions’ (Balint, 1985:1-9). 



143 
 

Toward the end of her 1:1 interview, and through her experience of the 

group  Isha registered her own vulnerability and overlaps with the material 

presented and her growth in the process of her work with Maggie. Robert 

Gosling (1996:73), noting the change practitioners had undergone after 

participating in one such group wrote: ‘as they felt more accepting of 

themselves, they found they were more open to their patients and so 

began to understand them better’. 

Summary 

Unless we as AMHPs have an awareness of our own vulnerabilities and 

have some understanding of their impact on our day-to-day lives, only then 

can we begin to understand those of people we are working with. The 

material that arises in the course of the work will inevitably coincide with 

our own vulnerabilities. By bringing into awareness some of what cannot 

be spoken or seen, is to enable the AMHP to think more effectively about 

those who present to mental health services. It also empowers the AMHP 

to use and register their feeling states, listening and observation skills, to 

allow more informed and thoughtful decisions. To do so, we need to be 

aware of the ‘specific vibrations’ that clients may generate within us. As 

the leader, l missed the opportunity to bring to the group’s attention back 

to Maggie’s narrative; it seems that the psychic energies of the group and 

leader were diverted to defend against something that threatened – 
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something we didn’t wish to see or be seen by others. 

4.6 Conclusion 

 

The case studies presented reveal some of the learning that the group 

and participants engaged with not only in the group but afterwards. It 

seems that those cases involving the greatest learning were those where 

the presenting AMHP took the risk of presenting their work for the scrutiny 

of others. The other striking observation was the group’s ability to 

excavate and bring to consciousness some of the blind spots of the 

presenter including issues of difference and diversity in a manner not 

previously achieved. Each case presented, exposed the presenter’s gaps 

in knowledge, bringing the realisation of the important role curiosity and 

empathy play within the context of each assessment. These case studies 

illustrate how the group experience allowed AMHPs to learn more about 

themselves and to appreciate the insights of their peers. Also, it 

deepened participants’ understanding of why the ‘here and now’ of the 

patient and permitted them to engage their independent and ‘critical 

thinking capacities rather than emotional responses numbed by the 

frequent exposure to disturbing front-line experiences’, possibly risk and 

consider other creative, less restrictive alternatives (Miller-Pietroni, 1998: 

136). 
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Section 2: 

 

In this second section, l draw upon all three data sets: case 

presentations  and researcher observations and interpretive analysis, 1:1 

interviews and group interview transcriptions. With the research questions 

in mind, I have organised the findings under three thematic headings. First 

l examine the findings in relation to the outcomes, whether there was a 

deeper understanding of the psychosocial specificity of the AMHP role? 

Also, l have               considered the impact of the research on the participants 

professional self, including how this impacted on the wider group over 

time. Secondly, l examine some of the blockages to the research. l 

consider the nature of the defences in the RPG, including those who opted 

in, and those who opted out of the research, including through non-

attendance. Thirdly, l consider the impact of the overlapping roles of 

manager and leader. Is this a sustainable model that others can learn from 

and replicate? In addition, l consider the wider structural and 

organisational support required to enable such a RPG to become 

embedded into the culture of the team. 

4.7 Theme 1: Outcome and impact of the research 

 

4.7.1 How to promote independent thinking, curiosity, more creative 

and  associative thinking 
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To bring some of the blind spots to group’s attention was not without its 

challenges. Early in the life of the RPG, l identified some participants’ 

over-reliance on the bio-medical model. This theme emerged through the 

case presentations, to the exclusion of other psycho-social models of 

mental disorder.58 It notably informed AMHPs’ thinking and decision 

making, to the exclusion of other forms of psycho-social and associative 

thinking, all pivotal to the role of the AMHP as an independent and 

autonomous decision-maker. 

Bio-medical/Scientific Legal knowledge and 

considerations 

Psychosocial / 

Associative/Inductive 

Dominant medical model MHA 1983 (2007) Values relational 

approach/subjective; considers 

the social and specificities of 

power in the form of race, 

gender, class and sexuality; 

identifies unequal power relations 

and how these are reproduced in 

the culture at large and impact on 

the individual. 

Values objective reality Code of Practice Divergent thinking, seeks to 

understand the other’s experience 

Involves focusing in on 

presentation at that moment 

Regulations Listens carefully to narrative 

including unconscious modes of 

thinking 

 
58 See case summaries RPG 1, RPG 3 and RPG 4: Appendix 4, Figure 1, pp 284. 
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Seeks to decide whether meets 

threshold for detention/MHA 1983 

(2007); COP; 

Regulations. 

Case law Accepts circular modes of thinking 

Mainly concerned with here and 

now — conscious thoughts. 

Other statute such as Human 

Rights Act; Children’s Act , MCA 

etc 

Values ‘unknowing’ states of 

mind. 

Seeks logical, linear 

connections 

Accuracy of legal knowledge Values collateral information and 

acknowledges real world 

conditions and impact. 

Aims at certainty Critical application Values uncertainty 

 

 

Figure 4: This table shows in the first two columns (highlighted in blue), 
the over-reliance of the AMHP to focus on the bio-medical model and 
technical detail of the law to the exclusion of other kinds of inductive and 
associative thinking, also required of the role. 

Writing about front line mental health professionals, Grant Wilkie (2014) 

persuasively informs us that all types of thinking, including knowledge of 

the law needs to be engaged. Associative thinking comes into being 

through the process akin to Keats, (1899: 277), using the description of 

negative capability; ‘when a man is capable of being in uncertainty, 

mysteries, doubts, without any irritable reaching after fact or reason’. This 

state of mind is not passive, rather it is an actively receptive state of mind, 

through which enhanced understanding can be achieved. 

In RPG1,59 the presenter lacked curiosity about possible underlying 

 
59 See case summary Appendix 4, Figure 1 pp.284. 
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reasons for her patient’s eating disorder, stating several times, ‘it’s the 

illness’, despite showing visual signs of emotional distress as she 

presented. This case illustrates how much information practitioners hold 

about the people they work with, which often remains ‘lost inside them’ 

because they have no conceptual framework through which to understand 

what they have experienced with the patient (Gosling et al,1967). The 

presenter experiencing echoes within herself of what the patient was 

suffering are valuable clues to the patient’s unconscious communications. 

If the AMHP had been able tolerate and make use of those feelings, the 

unconscious hope, implied, using projective identification as 

communication, this would have met a therapeutic response by the 

caregiver. But if the recipient is unable to bear what is being projected, 

instead there is a new state of hopelessness and despair (Casement, 

1985). In this instance the presenting AMHPs viewpoint                was shaped by 

an over reliance on the bio-medical model and rigid perceptions about 

how an eating disorder could be understood and conceptualised. Her lack 

of curiosity was also mirrored by the group with all kinds of generalisations 

and assumptions being made about the patient and her caregivers. 

The reflective group, using a Balint/work discussion model opens a 

‘potential space’60 (Winnicott, 1967), allowing members to digest and 

 
60 See the fuller discussion in the literature review. 
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metabolise their experience, and enabling them to think in a different way 

about the work (please see RPG 5;8; 9;10)61. Ferguson (2005a) refers to 

the need for organisational systems that are psycho‐socially informed, 

systems that engage with the complex, relational dynamics of practice. 

Practitioners need spaces where they stop ‘doing’, instead they need to 

think and reflect on their  practice. 

4.7.2 Do participants learn in the RPG? 

 

How do the participants learn through such groups when the approach is 

through inductive learning rather than didactic learning? This approach is 

more learner centred; the participant notices patterns, makes connections    

and develops an awareness of their emotions through the experience of 

presenting their work, with the help of a trained leader to appraise them 

of the benefits of the RPG experience. In this way incidental learning took 

place; participants learnt from each other through cases presented and 

subsequent discussion by the group. Many participants referred to their 

learning from presentations. One example was George.62 He 

acknowledged his learning despite attending irregularly. Nevertheless, 

when he did attend, he made good use of the space, sharing his 

reflections, referring to the incidental [inductive] learning, referencing RPG 

 
61 Please see case summary Appendix 4, Figure 1 pp. 284. 
62 See group interview transcribed Appx 7, pp. 325 
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11. ‘l think we need to be open to learning all the time, ... it’s about 

accepting there is a lot of learning in here and therefore more vulnerable 

in partaking in it ‘(George). 

It was as if he was reinforcing the value of the group to himself; here he 

recognises vulnerability as a strength, the group experience shaping and 

informing his own learning which he found enriching.63  

4.7.3 Did participants become more sensitised, compassionate; their 

imaginations enlivened about the people they encountered? 

How does the leader of the group foster curiosity and associative thinking?    

Initially, the group seemed to be wary of using their imaginations, instead 

they would focus on the concrete and technical details rather than begin 

to  imagine and speculate for themselves about the emotional lives of 

patients encountered. This began to change in case illustration 2, RPG 9, 

when the presenter queried domestic abuse before closing this line of 

inquiry down, having met with the husband, being reassured by his 

‘cuddly, outer appearance’. However, speculation was again brought alive 

by the group, and through the use of metaphor and imaginative 

thoughtfulness, participants  began to wonder what might be going on in 

this relationship, as if beginning to make sense of the patient’s 

disturbance. How do l as leader encourage practitioners to remain alive 

 
63 Ibid. 
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to the complexity of patients’ lives? Without this willingness to puzzle over 

the people we engage with our thinking becomes somewhat stifled. 

The idea behind such a group, as envisaged by Michael Balint was to help 

practitioners to understand problems more safely and in greater depth, to 

help them to acquire skills and to use this understanding for the goal of 

therapeutic effect (Balint, 1952). Such spaces foster deeper thinking — 

‘yes              why didn’t I think of that?’, or ‘Why did I leave such and such out?’. It 

also helps practitioners to see their patients as more than diagnostic 

labels (Sklar,1985) and more like themselves or their loved ones 

(Salinsky, 2016). 

Peter Medawar (cited Elder, 2019), a distinguished scientist, wrote about 

the role of the imagination in scientific method: Every discovery, every 

enlargement of understanding, begins as an imaginative preconception of 

what the truth might be – a hunch or hypothesis arises by a process as 

easy or as difficult to understand as any other creative act of mind; it is a 

brainwave, an inspired guess, a product of a blaze of insight, and it comes 

anyway from within. A willingness to begin to attend to our emotions, to 

freely associate and imagine the lives of the people we encounter seems 

a necessary part of grappling with the complexity of the work and of the 

human  character. 

Andrew Elder (2019) proposes, we teach anew, rather than adding to the 
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already long list of skills and competencies, to transform how practitioners 

go about the work, in order to become more fully, self-reflexive so that they 

take their own emotional growth seriously; for AMHP/social work practice 

to become a moral as well as a technical, procedural endeavour. 

Glimmers of these imaginings were becoming more evident in the space 

of the group but also in the context of the work, as if the RPG gave 

participants permission to begin to imagine and more freely associate 

about the lives of patients they encountered (see RPG 5, RPG 6, RPG 

11). 

4.7.4 The importance of play in the RPG 

 

Laughter featured in all groups. l became curious as to what this 

represented       for the group. Was the laughter a defence? Or was it a form 

of taking flight from pain? Or was this the group playing? Or all three? 

Emotion is at the heart of reflective groups and as the leader, l found l 

struggled to help the group think about why laughter happened at a 

particular moment. When l commented on this, my observations were 

mostly met with silence or discarded by the group, as if my prodding was 

perceived as persecutory and   unhelpful, serving only to dampen the fun 

and playful atmosphere. Robert Gosling (1979) and Anne Patterson 

(Supervision, 10/2019) reminded me of the importance of playfulness 

within the group. What does the group offer? 
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What are the limits that are appropriate and how are the opportunities for 

imaginative innovation set up? They proposed that the constraints on 

playfulness may be too substantial or not substantial enough, the former 

resulting in a strained and uninspiring group that produces only what its 

leader already has in mind. The latter through its disregard of common 

reality, resulting in an omnipotence extending beyond the boundary of the 

task (Gosling,1978:82 cited in Armstrong, 2005). Whittle (2016: 34) avows 

that more space in science needs to be given to speculations and 

‘understanding’,        but to do so, requires that more space is given to play. 

Andre Green (2005) proposes that if the practitioner is unable to play, he 

questions whether they are they suited to the work? 

So rather than see laughter simply as a form of defence, l began to 

understand that it played a vital role in bringing the group together, 

sustaining the group over the course of the research project. It was space 

where the group could share fleeting moments of awkwardness and show 

unity through laughter, to play as a unified group with a shared identity. 

Whittle (2016: 35 citing Bartlett, 1955:266) recognises this as ‘a vast 

power of intuition or insight, and a great sweep of brooding imagination’ 

(p35) and Green notes, the prerequisite value of play through laughter, of 

making the apprehension of the  work manageable (2005). 

In the early stages of the group laughter did play a role in lessening 
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anxiety, as we were embarking on something new and different. There 

was often laughter when the presenter was asked to move their chair back 

etc. At other points it had a different quality, Andrew Cooper and Julian 

Lousada liken it to a family setting aside a family quarrel or a professional 

dispute, in order to get  on with the work of the day, ideally, at the 

appropriate time, the painful matter     could be broached once again. They 

propose that ‘work groups’, that is, groups that can address and tackle 

real tasks productively, may unwittingly create ‘specialised work groups’ 

whose task is to manage the ‘split off’ or compartmentalise a difficult area. 

To understand this psychoanalytically, they suggest that a degree of 

healthy splitting or disassociation from the experience of mental anguish, 

a capacity for containment, is appropriate; but also, so is an ability to stay 

in touch (Ibid, 2005). These fleeting moments of something shared by the 

group was recognition that the members could come together but also 

register those moments where the group might be taking flight, away from 

difficult, painful and uncomfortable feelings  engendered by the material 

presented. 

l began to understand the importance of laughter, through supervision 

learned as leader and the value of inviting play, to fire participants 

imagination and to enrich the work of the group, as such laughter and play 

were integral, not only acting as an antidote to the difficulties and 
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challenges                      of the work but also for a healthy group and AMHP workforce. 

4.7.5 Growing signs of deepening professional engagement with 

the work and more assured professional self 

The findings were complex, contradictory and evolving. One strong theme 

arising across all three data sets was how much participants valued 

having space to think about and share the weight of decisions, including 

discussing these in depth and complexity with their peers. Those who 

risked presenting  a case to the group, for scrutiny and further thinking, it 

seemed to get much out of the group.64 

Life in an organisation dedicated to working with people with mental health 

problems is undoubtedly challenging; it can be an overwhelming, 

confusing, deskilling, exasperating and thankless task, but it can also be 

enormously rewarding and interesting. The group had more of an impact 

on some participants than others. Cassa was someone who committed to 

every group. In her 1:1 interview65 she spoke of the transformative 

potential of the group and its impact on her own practice; she shared in 

some detail of a case where she had transferred her learning from the 

group to her work with a client. She described using her empathy and 

professional observation skills that had been reinforced by the RPG to 

 
64 See Cassa 1:1 interview, Appendix 8, pp.341. 
65 Ibid. 
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good effect, aiding her understanding  of her work with clients and their 

families. 

The decisions AMHPs will take, are sometimes in opposition, to a firm and 

entitled viewpoint held by some medical colleagues, who may be risk-

averse, yet well supported organisationally. It takes a skilled, confident and 

assured professional to stand firm in the face of this sometimes very vocal, 

entitled and authoritative, all-knowing, viewpoint. Cassa spoke eloquently 

in the group interview66 about how the group helped her develop in 

professional confidence. She spoke of how she began asserting herself 

by using her knowledge and authority to stand her ground. She observed 

herself becoming more curious, asking more questions of her health 

colleagues and not simply colluding and accepting what they were saying. 

Through her experience of the group, she spoke of learning more about 

herself and the qualities she brought to practice, sharing an example of 

this new found professional confidence. She described how she 

challenged a colleague’s viewpoint and understanding of the law; she 

stated, ‘yes, l have found my voice’.67 She conveyed how empowering she 

found the group, articulating how much she had grown [psychologically], 

providing her with the ability to  think her own thoughts and not what had 

 
66 See group interview Appendix 7, pp.325. 
67 Ibid. 
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been projected into her.68  

Margaret works part time, out of hours. She expressed finding the work of 

the                group helpful (first group interview). She valued [taking] ‘time to think 

through cases and really analyse them’. For Margaret working out of 

hours, the group was a safe place for her to bring her practice, test the 

weight of decisions taken, in recognition of the complex process of 

decision-making, carefully weighing up different factors and 

considerations to make a proportionate decision. She welcomed the 

sense of validation by peers of her decision making, notwithstanding her 

focus on whether ‘she got it right’; what mattered most was the 

reassurance and reinforcement of her identity and role. The group offered 

her validation, enhanced professional standing and dignity. This was 

echoed by many members in both group interviews. The RPG developed 

and embedded this sense of shared collective identity, including greater 

resilience in the role. There are many pressures that divert the AMHP’s 

attention away from the patient;69 still other examples in the material 

illustrate the AMHP asserting their professional self, resulting in a more  

patient-focused outcome.70 

Most participants said they felt that the RPG validated their role, 

 
68 Ibid. 
69 Ibid. 

70 See RPG 8, case illustration 3 and case summaries RPG 4 Appendix 4, Figure 1, pp.284. 



158 
 

acknowledging it as a much-needed source of support and emotional 

nourishment for their professional resilience in the face of interminable 

human distress and need. Another member, Nina,71 touched on the 

depth  and reflective nature of the RPG. She noted how factors that didn’t 

seem significant became meaningful, bringing about increased 

awareness of self and others. She alluded to the fact that the experience 

of the RPG was not what goes on in the group alone but generates further 

food for thought and digestion beyond the boundary of the group, 

including becoming more compassionate and patient-focused (as 

discussed in RPG 9). 

Astrid found the group offered participants other ways of being with and 

listening to patients. She observed: ‘…there was a lightness in people 

when they come into work, like a weight lifted off their shoulders; huge 

shift…l suspect it’s the… group… there is a greater sense of trust’ (First 

group interview.) 

Elizabeth stated how much she valued the RPG, comparing the RPG now 

with how it was previously, noting how she makes time to attend it: 

‘l didn’t attend forums a lot, [being] too busy.’ She further expands: ‘People 

are here and present and seem more engaged’. She attributes there being 

 
71 See Group interview Appendix 7, pp. 325. 



159 
 

‘…more of a team approach [to the work].’ (First group interview.) 

Nina (second group interview) acknowledged the value and importance of 

attending for her own mental health. She recognised the RPGs value as 

a sustaining and nourishing space for her professional self, likening it to 

the spaces provided for patients. ‘If AMHPs are to be effective in 

containing patients, they also need containing’. (Nina).72 In an expression 

of confidence and support of the RPG Elizabeth states: 

‘…this is the job l want to be doing and this space allows me to do it. It’s 

positive attribute to be exposed and to develop’. (First group interview.) 

Nevertheless, it was noteworthy how little constructive criticism occurred, 

aside from criticism levelled at those who had opted out of the group, 

suggesting there was more work to be done by the leader to encourage 

an atmosphere that can withstand such criticism. As Enid Balint notes, 

‘the   creation of such an atmosphere is one of the main tasks of the group 

but achieving it is no easy task’ (Balint,1986:308). Aside from the core 

members, the reluctance by some to commit to such a group is worthy of 

further  exploration. 

 

4.7.6 Strengthened interpersonal relationships across the organisation. 

 
72 See group interview Appendix 7, pp. 325. 
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The group was professional not personal, so the focus remained on the 

AMHPs relationship with the patient in the context of an assessment. This 

boundary prevented it from becoming a psychotherapy group. 

Nevertheless the ‘small but significant changes in personality’ are likely to 

also have benefits not only for their professional selves but also beyond. 

Participants who begin to examine their own emotional reactions within 

the work context will likely begin to apply the same toward colleagues, 

family and friends, thus improving interpersonal as well as their 

professional relationships. This was evident in significant ways during 

the project, Cassa73 discusses the impact the group had on her 

professional self at length.74 Moreover, Cassa and Jing both recently 

applied for more senior posts and Faith, successfully applied to undertake 

further clinical training. Kyla also changed jobs within the service. These 

changes seemed to reflect a growing confidence, respect and deepening 

self-awareness. 

As indicated, there was a perceptive shift in the culture of the team beyond 

the boundary of the group. There began to emerge a different kind of 

conversation in the duty office, and other spheres of the work including, 

1:1    supervision, interviews for re-warranting and more senior positions 

 
73 See Appendix 8, 1:1 interview Cassa pp. 341. 
74 Also see Appendix 7, group interview pp. 325-40. 
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with practitioners. Participants used insights gained from the group, to 

inform their thinking and critical reflections when discussing their practice. 

These included  an improvement in day-to-day communication between 

each other and with referrers.75  Stanley Rabin et al, (2009:139-43) 

asserts, ‘such groups help the facilitation of dialogue between MH 

professionals ….and can be seen as an effective method to improve 

…cooperation’ (cited in Oppenheim-Gluckman: 2015:76). 

4.7.7 Summary 

 

The group interviews and each 1:1 interview, was an opportunity to 

elicit      some deeper understanding of the participants’ experience of the 

group and impact, if any, of presenting a case. The task of the group was 

to focus on the detail of the assessment encounter between the 

professional (AMHP) and the patient, helping participants to feel the 

emotional impact of the relational exchanges and make sense of them 

psychologically. Some practitioners demonstrated through their 

presentations how they were beginning to understand their patients in 

terms of their past life experiences and impact of their presenting illness 

in the ‘here and now’, and the transference of the relationship76 but 

also grasping these ideas and using them in their AMHP/social work 

 
75 See Appendix 7, group interview pp. 325-40. 
76 See Case illustration 3; RPG 8 see Fig 1, Appendix 4 pp. 284. 
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practice.77  

The relationships between group members continued to evolve as trust 

between members deepened, and the nature of the cases presented 

changed over the course of the research. The lessening of wariness and 

potential discomfort of the group as the participants considered their 

reactions to cases, including the discussion generated, all took time to 

establish. However, it seems the RPG had an impact; trust between 

members grew including how they worked together as a team as 

evidenced  in the group interviews. For most participants, never having 

previously participated in anything like this was challenging and new. To 

be asked to speculate and imagine what might be going on under the 

surface for the patient or carer, was not usually something they had spent 

time thinking about. For me as leader it was an ongoing struggle to 

maintain a sense of continuity, due to lack of regular attendance, and an 

unwillingness to recognise links with previous presentations. Making 

connections and engaging in associative thinking was sometimes 

overridden by resistance and avoidance, but despite this, the following 

comments sum up real, observable changes as noted by participants to 

their perceptions of, and changes to, their practice. 

‘…it was quite empowering and l have grown a lot… it requires 

 
77 Also see Appendix 7, group interview pp. 325 and Appendix 8, 1:1 interview Cassa pp. 341. 
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commitment…I do things differently, …it has taken me off automatic 

mode, l now think holistically’.78  

There were examples in cases presented of participants using their 

identifications with the patient, normalising them, and seeing them as 

someone like them or a close relative. Elizabeth in RPG 1179 likened the 

patient to her granddaughter. 

Practitioners regained a sense of their professional strength and greater 

ownership of their own knowledge including both legal and psycho-social 

understanding.80 The group reinforced the idea of psychic distress and 

mental disturbance as a contested area, leading participants to question 

what a good intervention looks like? Besides considering the legal 

framework of proportionality and least restriction, closer attention was 

being paid to referrals being made, and the likely impact of trauma 

resulting from further intervention. Participants were carefully weighing, 

collaborating and thinking with mental health colleagues exploring other 

interventions such as joint visits, before acting in a more formal capacity. 

What was materialising slowly was AMHPs who were developing more 

professionally assertive qualities. They learned the value of engaging with 

the patient through compassion and understanding of self and others.81 

 
78 See Appendix 7, group interview pp. 325-40. 
79 See Appendix 4, Figure 1, case summaries RPG 11 pp.284-90. 
80 Ibid and 1:1 Cassa interview pp 341. 
81 See case studies and Appendix 4, Figure 1, see RPG 11 pp. 284-90. 



164 
 

Such a practitioner draws on their life experience, thoughtfulness 

alongside psycho-social knowledge and legal framework, using the 

creative tension of the assessment, and the collaborative efforts of 

colleagues, with the potential to arrive at a plurality of creative outcomes. 

Significant changes were evident in those who allowed themselves the 

risk of    participating and presenting to the group. For some, this was an 

act of courage that would have been inconceivable twelve months 

previously. One member, building on her experience of the group, found 

the courage to facilitate a reflective group at a London-wide conference. 

By creating a space dedicated to thinking within the team, there was an 

enhanced ability to consider multiple narrative possibilities, with an 

emphasis on pluralism and difference and a willingness to learn from each 

other and engage with complexity. These were all signs of participants 

beginning to relinquish the desire to control and understand everything, 

and instead take risks and be a little more experimental. 
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4.8 Theme 2: Process of the group. What got in the way of the group – 

what were         some of the blockages? 

4.8.1 Perceived as unchanged and rigid 

 

The 1:1 interviews and group perceived82 those who opted out to remain 

unchanged and rigid, suggesting that some participants had noticed their 

own changes, and noting how they now functioned more as a team. Also, 

they commented on how those who opted out would find it difficult to 

join the group later, on account of the trust that had already been forged 

within the group. The phantasy of those speaking was of an ‘in group’ and 

an ‘out group’, yet still very much a part of the team. One proposed they 

opted out because they did not have ‘the strength to attend’.83 In this 

participant’s view their reason for opting out was fear of exposure.   My 

curiosity was mirrored by members of the group, many of whom were 

preoccupied by the two members who had opted out. I approached 

the AMHP who had formally  opted out, asking whether he would be 

willing to be interviewed. He consented. 

In the 1:1 interview, Peter repeatedly stated that it was the structure and 

the psychological dimension of the group that he didn’t like. He, (white, 

Jewish middle-class, male) expressed not wishing to talk about his 

 
82 See Appendix 7, Group interview, pp. 325-40. 
83 See Ibid. 
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feelings in such a setting – ‘the work has to be done we just have to get 

on and do it’. (1:1 interview.)   Talking as a senior worker about his work 

in this way may have felt too exposing raising issues of identity, 

competence and status (Jordon                and Parkinson, 2001). Was he worried 

that his work would come under scrutiny, thus diminishing his standing 

professionally? It was clear that he was expressing discomfort with being 

part of a group, which might mean giving up power, the hegemonic 

gendered discourse, placing him in a more pivotal place organisationally, 

which might mean he has more to lose. 

There is clearly something important being articulated here about the 

construction of masculinity, power relations between men and women, 

mediated by race, class sexuality and the power within this professional 

setting. Brian Taylor (2006) writes that men’s attitudes toward the use of 

a psychological discourse are likely, to be shaped by socialisation that 

strongly discourages vulnerability. This is not as straight forward as it may 

seem. There was a contradiction in what he was saying, he stated that he 

accepted the value and importance of critically appraising and reflecting 

on the person’s narrative, recognising that stories are open to 

reconstruction and reinterpretation, rather than simply being a ‘repository 

of data’ encoding medicalised truths about a patient’s pathology. 

This finding of exceptionality was also found in the research undertaken 
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by Amanda Lees; she found that middle managers were less likely to 

attend RPGs (Lees, 2019). After further scrutiny of the data, l further 

learned that although some middle managers routinely attended the 

group, they did not present during the research period. This suggests 

scope for further inquiry of alternative reflective spaces for middle 

managers, and interestingly, this idea was proposed by a middle 

manager. 

4.8.2 Ambivalence abounds: how does the leader work with these 
defences? 

 

This provoked further rumination as to why some members routinely 

attended and others did not, despite stating their commitment to the group. 

However, interestingly, little mention was made of those who consented 

and who attended irregularly, including those participants who attended 

but chose not to present, suggesting anxiety and avoidance of exposure. 

There are different ways of registering dissent and consent, and they do 

not necessitate active engagement with the RPG. When these 

contradictions were brought to the group’s attention,84, the leader 

proposed that participants might wish to avoid thinking about the often-

painful material and psychic disturbance that was generated by the group 

 
84 See Appendix 7, group interview pp. 325-40. 
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by their non-attendance. When the leader invited the group to explore this 

further she was met with silence and change of subject.85 A Balint 

research group examining ‘doctors’ defences’ discovered that the 

disturbed patients were often people who in some way resembled us or 

people close to us (Salinsky, 2016). The groups avoidance seemed 

possibly to highlight the limitation of proximity of the leader/researcher, 

and also the sole leadership role, as if touching on the defences of the 

group and researcher. These overlaps are discussed later. 

 

RPG 1 4 

RPG 2 7 

RPG 3 7 

RPG 4 9 

RPG 5 4 

RPG 6 11 

RPG 7 6 

 
85 Ibid. 
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RPG 8 11 

RPG9 4 

RPG10 4 

RPG11 7 

 

 

Figure 5. Sets out the numbers of attendance at each group including 

the  leader. 

While not wishing to disregard valid reasons for non-attendance, the 

fluctuating attendance nevertheless suggested a lack of commitment and 

it  caused some instability to the group, including inconsistency in the 

membership, lack of continuity and deepening trust. 

l remained perplexed as to why only a few regularly committed to the 

group, yet the perception seemed to be otherwise.86 Was it just the 

pressure of work or something else? Imke Fielder (2008) helped me to 

understand, ambivalence abounds, participants are motivated by change, 

yet also fear change. For some, it may bring awareness of the limits of 

their own professional identity and may create changes and opportunities 

 
86 See page 160 comments by Elizabeth. Here she understood herself to be attending the RPG frequently, however 

she   only attended five groups out of a total of eleven. 
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for growth. For others, it seemed there was a risk to explore these, 

possibly feeling ashamed, embarrassed and/or exposed and therefore 

avoiding the group as a result. Therefore, it is important to create an 

atmosphere where it is possible to learn from our mistakes. She stresses 

the importance of inclusion and the need to foster safety, encourage 

curiosity and openness. In a more settled group, she proposes of the need 

to note issues of control and power, withdrawal, rebellion, self-assertion 

and in the process affection; acknowledging productivity, responsibility 

and support and finally separation; grief, anger, avoidance, sorrow of 

letting go. It is down to the leader to keep these group aspects in mind 

and return the focus of the RPGs attention back to the patient and the 

practitioner relationship (Ibid, 2008). Douglas Woodhouse and Paul 

Pengally remind us, that the ‘humanity of practitioners’ makes them 

subject to primal emotional processes just like their patients (1992: 225), 

to be reminded of this may be emotionally taxing. A comment in the group 

interview touches on this indirectly. ‘It is a commitment though, l know that 

sometimes l don’t come to the group and l think l should be there, … it 

is a real commitment’ (Astrid).87 

The term ‘commitment’ implies the emotional dimension of the work, 

something to be worked at, attended to. This comment was made 

 
87 See Appendix 7, group interview, pp. 325-40. 
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by a regular participant. Oppenheim-Gluckman emphasises this, stating 

the practitioner works on his/her ‘unconscious in the here and now’ of the 

dealings with the patient so as to ‘progressively acquire freedom and 

psychic mobility in the [practitioner] – patient-illness relationship’ 

(2015:78). As a result, the participant of such a group faces a limited 

change to their self, nevertheless, she also acknowledges, that such a 

group is not for everyone (2015: 76). 

These insights enabled me as leader to stay with the wide fluctuations in 

attendance and accept the ambivalence more readily, to see this as an 

integral part of running such a group, and using these insights to inform 

the       ongoing work of the group. 

4.8.3 Summary 

 

Ambivalence abounds, given that few members attended consistently. As 

stated already, it was hard to gauge the value of the RPG to all the 

participants who gave their consent. Some insights from my own monthly 

peer leadership group occurred only after attending consecutive groups, 

committing to the group and attending regularly deepens the safety of the 

group and also allows members to risk being emotionally vulnerable 

and more open to change. Nevertheless, regular attendance will always 

be in tension with the operational demands of running a statutory service, 
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not all participants will always be able to attend simply due to service 

demands. 

4.9 Theme 3: The manager and leader overlaps. 

4.9.1 Working within resource parameters, potential conflict of multiple 
roles 

When l first conceived of this research project l was excited to be bringing 

innovation to enrich and enliven AMHP practice, using my own learning 

and research to introduce much needed changes within existing resource 

parameters. Since those early stages of the project, however, much has 

changed. Introducing the RPG model was all part of the experiential 

learning for the group and leader. However, given my multiple roles, 

further consideration was needed to unpack how these overlaps impacted 

on the research. 

There were many complex intersubjective and unconscious emotional 

dynamics in play, on the one hand l was a researcher leading a group, 

offering space for participants to think and reflect on their work, and l was 

also managing this same group. Martin Smith (2000), an AMHP manager 

and researcher, identifies the contradiction of being a researcher in human 

services. Was l complicit and not wholly transparent? Undeniably, l was 

making use of the material for my own research purposes and standing, 

material that l have explicitly stated was confidential. Were the low 
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numbers in attendance (at times), a reflection of the perceived leaky 

boundary of the group? As l read through the transcripts and prepared this 

research for submission, further re-emergence of this discomfort lodged 

itself. Every effort was taken to render the material anonymous, 

nevertheless these thoughts sat uncomfortably with me. If there was 

justification for a project of this kind and l think there was, it was based on 

the hope that the insights gained could be used by others for the benefit of 

AMHP services and social workers nationally. These suspicions were 

reflected in a 1:1 interview,88 when asked, whether l was running the group 

only for research purposes? 

My research required that l reflect on all my various roles including my 

place within the organisation, its impact and potential conflicts of my 

multiple roles (Alvesson, 2003; Hodgkinson, 2005). For example, for 

those participants attending the group, presentations may have been 

chosen and informed by participants feeling subjected to wider scrutiny, 

so some participants when they brought material, would present a case 

which went well rather than material that was perhaps more challenging. 

One such case was RPG 4. This  was a very thoughtful, person-centred 

assessment presented early in the research period, contrasted with other 

later cases, such as RPG 9. The hope is that it won’t be realised; we have 

 
88 See Appendix 8, 1:1 interview Cassa pp. 341. 
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all erred (Budow, et al., 2019), with feelings of guilt and inadequacy 

always close to the surface. Despite this, the group (RPG 4) were curious; 

they began to imagine themselves in the presenter’s shoes and those of 

the patient. The case illustrated an emotionally intuitive, creative 

response; the group bringing into consciousness the practitioner’s blind 

spots, while also enriching the learning for the group, prompting all 

members to become more cognisant of the unconscious dynamic forces 

in play. 

The positive qualities of being an insider researcher were reflected in the 

group interview89 when the respondent was articulating her fears about an 

outsider acting as co-leader, running the group. In this exchange she 

addressed the suspicion with which ‘outsiders’ were viewed. In her view, 

another professional would have changed the group dynamics. There was 

recognition of the value of the manager (also an AMHP) being the leader 

of the group, conversely, all the reasons articulated were reasons for the 

inclusion of someone from outside the AMHP circle. Someone else might 

have been able to help shed light upon unconscious emotional influences 

that  can pervade professional encounters. 

 
89 See Appendix 7, group interview pp. 325-40. 
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4.9.2 ‘Deformed, unfinished, sent before my time into this breathing 

world scarce half made up’ (Shakespeare, Richard III)90  

The research was a process, at times overwhelming and challenging. Not 

only was l learning how to be a researcher, I was also combining this with 

learning how to be a leader while managing the service and working full-

time. At a pivotal point, my doctoral supervisors brought to my 

consciousness, my tendency toward making conceptual leaps in relation 

to the raw material, rather than guiding the reader through the stages 

toward my final analysis. After some resistance, l recognised this as a 

familiar pattern, and began to see this pattern reflected elsewhere. 

After the first group l have written, ‘did l speak too much? Is the group 

expecting to be metaphorically fed by me?’ (observation notes, RPG1). l 

realised l was making too many interventions, pushing the group too hard 

rather than posing questions or prompting them to reflect on the material 

presented, allowing them to find their own way into the material. I drew 

inspiration from my monthly peer leadership group, workshops and further 

training and supervision, including my own growing awareness of the 

groups impact on my own emotional life as leader and researcher, all 

contributing toward my growing confidence in the role. However, the skill 

of leadership takes time; and requires affirming the behaviour of the group 

 
90 Cited Akhtar et al., (2017). 
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by encouraging qualities of respect, speculation, curiosity, tolerance for 

uncertainty, and empathy for both the presenter and patient as well as a 

non-authoritarian and group-centred leadership style, all qualities l needed 

to master.91 Developing such qualities takes experience and practice, l 

was learning through the experience of leading alongside further training; 

all of this takes time. 

Often our greatest learning is through error (Joung, et al., 2006). The 

material selected such as case illustration RPG 5, revealed how the 

patient had suffered repeated ruptures and associated losses throughout 

her life. My analysis of what the group was attempting to grapple with 

including myself as leader and researcher, remained elusive, only 

crystallising after further clarity about her origins. This insight coincided 

with a deeper appreciation of my own rupture of place and identity, 

alongside my own inclination toward certainty, rather than remain in a 

place of uncertainty, slowly, and steadfastly making links and 

connections, progressing toward deeper clarity and understanding. 

Remaining reflexive in this way, allowed me to learn, to value my different 

and overlapping roles, ultimately to the benefit of the project. 

 
91 See discussion of leadership in literature review and methodology for fuller discussion. Also see Johnson et 

al, 2004      on Effective Leadership. 
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4.9.3 ‘Courage to face my own stupidity’ 

 

Creating a non-judgmental atmosphere where anyone can speak, 

unhurriedly, while others listen, where silence is tolerated, and allowing 

the participants to find what she/he really means or wants to say was vital. 

At times unexpected things were said causing laughter, surprise, 

embarrassment, or even distress. According to Michael Balint whatever 

the group’s reaction, the emotions emerging both from the presenter and 

within the group must be accepted and evaluated as expressions of 

unconscious processes activated by the material (Salinksy, 2016). 

However, at times, l slipped into a more didactic leadership style, Sklar 

helpfully reminds leaders that the group will look toward the leader, ‘… to 

give “clever” thoughts and even more insidiously “teaching of concepts” 

(Sklar,1985: 45–53). 

Supervision was an invaluable part of this process, helping to metabolize 

my own learning. Michael Balint emphasised timing, cautioning the leader 

of being ahead of the group, urging the leader to go with the pace of the 

participants, helping them to become aware of the stage their 

understanding has reached. In RPG 892 l had something of an epiphany. 

Following my return from a Balint conference, I observed a notable shift 

 
92 See Appendix 4, Figure 1, pp. 284; Appendix 6: pp. 295; case illustrations see pp. 109-43. 
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in my leadership style. The group was a good size which helped. l brought 

greater discipline, including an enhanced acuity to listening, intervening 

less, allowing me to observe the group to a degree that had not previously 

been achieved. In this group, l successfully managed to maintain an 

‘analytic stance’ holding firm but not rigid boundaries, noting when these 

boundaries were breached, encouraging adherence to beginning and 

ending time, noting when the group   took flight away from the material 

presented or when participants retreated or were not contributing. 

Nevertheless, it was perhaps more difficult to bring to light avoidance of 

more challenging material in a manner that was digestible,93 In the final 

group interview, members supported the idea of having me leading the 

group. 

Astrid: ‘...you leave blame in the background... people respect you to be 

part of the group and do the work. 

Notwithstanding these challenges, leading a bounded RPG whilst also 

managing the service was possible. Furthermore, it allowed me the 

opportunity to develop my leadership skills and further my knowledge, 

whilst also introducing innovation to AMHP/social work practice. 

4.9.4 Leadership challenges: regular supervision 

 
93 See case illustration 2, RPG 8 pp.109-43. 
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My own interest, experience and training in psychoanalysis has of course 

influenced my thinking, alongside my willingness to self-fund and obtain 

further training as a leader and seek supervision. The idea that the leader 

is no empty passivity, but             is disciplined, was kept for the most part 

concealed. Michael Balint proposes that the training sessions and group 

conferences including supervision, all offer possibilities to observe at one 

and the same time, how other leaders behave when they are in authority 

and when they are with someone else in authority (Balint 1986: 311). 

Clinical supervision for the leader was fundamental for the healthy life of 

the group. The supervisor can support and help the leader reflect on their 

leadership of the group and to help facilitate how the leader digests and 

processes emotional states projected into them by the group. This is 

perhaps even more important when there is no co-leader. The supervisor 

will also help the leader maintain a flexible stance regarding the 

developmental maturity of the group and its participants (Balint Society 

website, accessed 2020). To acquire such discipline, the leader 

necessarily requires training as well as time and experience to develop, 

alongside a regular injection of leadership training days and regular 

clinical supervision. 

4.9.5 Dual roles: holding the leadership frame of the RPG and using the 
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insights gleaned as part of a rich feedback loop to inform organisational 

change. 

Running an RPG has some challenges and not every manager has the 

appetite or interest to do so. I was reminded of this when introducing some 

of these ideas to a wider audience. RPGs require competent and 

confident leadership, but so too does managing a service. Leading an 

RPG while also managing a service required that l distinguish between 

acceptable levels of error and more serious mistakes. Kurtz (2020) makes 

the point that if there is an ‘open and thoughtful attitude towards small-

scale enactments’ (p148) it is more likely that large scale enactments are 

more likely to be avoided. What matters is that the clinician is aware of 

what is going on and holds the patients’ best interests in mind. The greater 

risk is a fear of making mistakes and so the practitioner will remain 

disconnected from their client for fear of getting something wrong, rather 

than bring the experience to the group in all its rawness and learn from 

that experience. Kurtz brings to light this tension, to recognise an 

experience from which learning derives is only truly available by being 

open to others, whether they be patients, other members of the group or 

other professionals (Ibid:2020). 

As the manager and leader of the group, presentation of complex cases 

enabled me to see first-hand, the detail and quality of work being 
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undertaken by participants through their participation in the group. 

Creating the necessary safety within the group, thus enabling members 

to bring their work in all its imperfections was of paramount importance, 

allowing practitioners opportunities for learning through their reflections. 

Put simply, this material would not have been presented in earlier 

forums,94 where there was a lack of trust and safety for the participants as 

outlined earlier on. 

Also, the material generated by the group allowed me (the manager) to 

use some of the rich and detailed anonymous narrative to convey the 

complex, varied, challenging practice scenarios, including the many 

demands and pressures, depth and quality and skill required of the AMHP, 

to inform and educate senior managers. The research has given the 

service an enhanced profile which has somewhat boosted the morale of 

the staff, but perhaps more importantly, also resulted in some additional 

resource. Furthermore, the openness and transparency with which AMHP 

practitioners brought themselves and their work to the group, enabled me 

(as manager) to identify any knowledge or service gaps arising through 

the material presented. These gaps were sensitively addressed 

elsewhere organisationally, without breaching confidentiality or attributing 

blame. This rich feedback loop created a dynamic and rich learning 

 
94 AMHP forum –to distinguish this from the RPG model introduced to the group, pre-dated the research. 
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organisation, allowing me to have a detailed understanding of the breadth 

of the work being undertaken, including the scope to make changes 

organisationally. This included introducing a more comprehensive 

operational policy, clarifying primary tasks, changes to supervision 

ensuring everyone had access to 1:1 AMHP supervision, as well as 

lessening audit and formal scrutiny. 

4.9.6 Summary 

 

This rich feedback loop informed training provision and other service 

improvements. It was noteworthy how many participants drew upon their 

group experience to illustrate and draw upon their critical reflective 

capacity when applying for re-warranting or more senior positions. If we 

as leaders are serious about providing proper support for our AMHP work-

force then further thought organisationally is needed to prioritise and 

resource such reflective spaces. 

4.10 Conclusion 

Did the research have an impact on AMHP practice? Despite irregular 

commitment on the part of some participants, there was an appreciable 

recognition that the group95 held a valuable place within the mind of the 

participants, service and organisation, more widely. Not only did they feel 

 
95 See Appendix 7, group interview, pp. 325-40. 
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valued as practitioners, on a par with professional colleagues and even 

patients, and the group was moreover a space which recognised and 

elevated their status and supported them as independent, autonomous, 

expert professionals. Notably, they would more readily engage their 

curiosity, compassion and lateral thinking, vital skills for this mostly, 

undervalued, unsupported and little known about, complex and 

challenging role.96 It is a role that requires regular sustenance and 

containment, as well as space which nourishes their ability to speculate 

and think under pressure, including a capacity to reflect critically reflect on 

a given assessment and decisions taken. 

My findings show that there was evidence of this deepening ability to think, 

including practitioner’s enhanced willingness to discuss their work in all its 

raw complexity, in a manner they would previously not have done. This 

was significant. There was also a gradual and deepening awareness 

alongside more psycho-social understanding when applied to the work. 

The findings show that over the twelve-month period there was a greater 

use of lateral associations to the material, using inductive and associative 

forms of thinking, greater use of metaphor, etc. These are all small steps 

toward the RPG growing in maturity but also indications of greater 

flexibility and less rigidity, with professionals more at ease in their care-

 
96 Referred to as “mystical characters” by a BBC reporter, Sean Dilley BBC Home Affairs Correspondent, 

(2021) 5Live [Accessed 20/8/21]. 
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giving capacity; more aware of their own vulnerabilities including an 

understanding of their uneasiness towards certain patients or situations 

and identifications. Examples of this came into view through the case 

material presented, including through the work of the group. However, this 

deepening takes time, it requires a combination of commitment to attend 

and participate, allowing trust and maturity to gradually build, together with 

the leader having the ‘quiet analytic discipline’ necessary, persistently, 

and patiently drawing out the paradoxes of human relationships, while 

freeing communications within the group by helping to make conscious 

what has previously been unconscious. This requires that the RPG is well 

supported structurally including that the leader is well supported with 

regular supervision and training to help reinforce these qualities. 

Everyone was impacted by the group, and for each participant it was 

different and contradictory. Some participated and contributed fully on a 

regular basis, their contributions becoming enriched and nuanced over 

the course of the research; others attended less frequently yet support the 

groups continuance. As well as supporting the work, the group helped to 

lessen anxiety, offered containment and strengthened the practitioners, 

fostering a deepening curiosity and compassion for the patient.97 To 

present a case was an opportunity to inform others of their practice, to 

 
97 See case summaries: Appendix 4; figure 1 RPG 10 &11, pp. 284 & Case illustration 2 pp. 124-35. 
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learn through the experience of the  group, with participants becoming 

more enlivened, thoughtful; their practice evolving rather than remaining 

static and fixed. Each group further enriched participants’ practice 

resulting in more confident, resilient AMHP workforce, with a greater 

capacity to think, learn reflexively and develop professionally, and 

becoming more emotionally attuned and professionally assertive 

practitioners. 
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Chapter 5: Discussion / Conclusion 

 

5.1 Introduction 

 

In a project of this kind participants have an opportunity to share their own 

insights without being directed by a set of questions, allowing the 

researcher to consider the full range of the participants’ experiences using 

all three data sets and interpretive analysis. The primary limitation in this 

respect was the psychosocial researcher’s self-awareness; the more 

immersed in the material  required a willingness to understand my own 

vulnerabilities, as researcher, leader and manager; each in turn, informing 

my leadership and observations of each subsequent group, and ultimately 

further deepening my research and findings. Insights about the material 

kept evolving by revisiting the material over and again, with each iteration 

there arose further insights and understanding. Like the participants who 

were part of this research project, l needed to find the courage to ask 

difficult questions of myself as researcher and leader of the group, to look 

below the surface of what was presented, to continue to ask questions of 

the raw data sets, as part  of an ongoing dialogue which continued to 

evolve over the course of the research. Examples of this was RPG 8 and 

RPG 5, my understanding of these case presentations significantly 

evolved over time as l revisited the audio and transcript alongside my own 
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associations and analysis of the omissions in the material. The 

revisitations brought about new awareness and insights for example the 

symbolic importance of the rats vis-à-vis Maggie having a bedroom. 

The following table, gives the reader an overview, setting out in some 

detail the multi-faceted and dynamic nature of the project and bounded 

RPG for AMHPs and its impact on the participants which evolved over   the 

course of the research. 
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 The patient population 

 Breakdown – Crisis – Depth / complexity of 

  mental health history 

Emotional and relational challenge to professionals 

Culture, race, difference, dislocation, language  

. 

The AMHP Presenter 

Defended subject, prone to over-reliance on bio-medical 
model and technicality of the law, guidance & COP. 

 
Inter-professional tensions/challenges? Assertive 
professional – ‘expert’ practitioner. 

 
Impact of patient population on the AMHP workforce? 

 
Fleeting contact with complexity of patient history; 
demands of decision-making under pressure including 
persecutory anxiety about being blamed. 

Reflective Practice Group/ Leader 

Structure of the group set out – regular space, tightly 

 bounded, same time and duration. – uninterrupted. 

Reflection – relational process, cross-cultural identifications 

– did this lead to deepening understanding of the other? 

Inductive learning & associative thinking – was this 

expanded? 

Parallel processes — group defences in play. 

Participants slowly developing deeper psychological under-
standing of self and other. 

Group freely associating – use of metaphor and associations. 

Leader adopting analytic stance – prompting and alerting the 
group to blind spots. 
 

What they put 
back into the work 
— identifications /   
empathy sense 
making; collabora -
tion; strength. 
Growing curiosity    
and deepening 
engagement, and 
less mechanised. 
 

Evidence of deepen-
ing relationship to 
the work and self, on 
various dimensions. 
Dual and necessary 
role of defences. 
Less retaliatory 
respons es; under-
standing the power 
of observation and  
giving meaning to 
behaviours. 

 

What’s evoked in 
workers by the work, 
emotional, cultural, 
gendered, racialized, 
inter-professional self 
and the many 
challenges? Experience 
of the group helping 
them to think more. 

 

Material brought    to 
the group not  
brought. Heavy focus 
on concrete details; 
leader encourages a 
free and friendly 
atmosphere – so 
possi ble experience 
discrepancy. 

 

Figure 6: This table illustrates an overview of the evolving and     dynamic 
nature of the group and impact on the participants and their work. 
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In this final chapter l set out some of the key themes drawn from my 

research.  Firstly, the impact of the RPG on the participants and their 

practice and the group as whole, notwithstanding the recognition that the 

RPG is not for everyone. Secondly, how sustainable and replicable was 

this model for SW/AMHP leaders and finally what were the implications 

of the research on policy, practice and future research? 
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5.1 How might this research develop our understanding of the emotional 

burden of the AMHP role and importance of having a space to think? 

Certainly, there was the growing recognition and awareness by the 

participants of the emotional burden they carry in the role. Participants 

recognised the value of having an attentive space and emotional support 

of a RPG group, with its multiplicity of different perspectives, requiring the 

disciplined exercise of listening to themselves while also listening to 

others, whether in the presence of a patient or in a group. In several 1:1 

interviews, participants spoke of the otherwise lack of any space to 

take and discuss their work in this way. For instance Jing stated: ‘there 

should be reflection in supervision but there isn’t’. Cassa reported 

something similar, ‘…l find we concentrate on my caseload,’98 both 

acknowledged the importance of the space to think and reflect, 

bemoaning the absence of this elsewhere. When a practitioner feels 

secure in themselves and regularly replenishes their ‘emotional reservoir’ 

they are more able to listen and attend to the whole person, which 

otherwise can be too painful to bear (Elder, 2019). 

It is important to have the capacity to be realistic and good natured, to 

take  up authority proportionately without falling into becoming retaliatory 

 
98 See Appendix 8, 1:1 interview pp 341. 
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with sadistic patterns of relating.99 Rather than acts of heroism and 

adrenaline-fuelled action, the RPG reinforced a slower, more thoughtful 

approach to the work. It continues to be a space where AMHPs can be 

human and flawed, to tolerate feelings of guilt, shame and helplessness, 

gain greater awareness of their reluctance or attraction towards certain 

things, or their uneasiness toward certain patients or situations, and their 

identifications; as illustrated.100 Participants learned to become more 

aware of their vulnerabilities, and to accept their limitations and those of 

others. 

What began to emerge over the course of this research as the group 

progressed, was that participants became more holistic and 

compassionate in their approach to patients reflected through the cases 

presented.101 Participants learnt to present their work, providing not only 

technical, but also emotional detail, and for the group to listen carefully, 

not only to what was said but also to what was omitted, including the 

presenter’s affinities and blind spots, and this included acuity to their own 

emotional response to the material. Alongside this, it was the 

responsibility of the leader to create the right atmosphere. This all takes 

skill, experience, time and commitment on behalf of the leader and the 

 
99 See Appendix 4, Figure 1, case summaries RPG 6, pp. 284-90. 
100 See case illustration 3 pp. 135 and Appendix 4, Figure 1, RPG 11 & 2 pp. 284-90 

101 See case illustration 2 pp. 124. 
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membership to establish, embed and evolve. 

The participants were beginning to grasp how reverberations of early 

relationships are present in every encounter, and how these shape 

and informs every engagement and experience of each patient, 

differently. This insight was beginning to surface in cases presented, or in 

the 1:1 interviews as indicated in case illustrations.102 Participants began 

to understand how they arrived at different decisions, and how different 

responses and outcomes resulted (see RPGs 3,4,8,9,10 and 11):103 ‘my 

impossible patient will not be yours. And your favourite patient won’t be 

mine’ (Elder, 2019:26). It    is a recognition that whatever our disposition, 

whether our curiosities are aroused can change from patient to patient, 

assessment to assessment, dependent on whatever personal challenges 

we are facing at a given time (see RPG 8 and 11).104 Nor can we ignore 

the many challenges of the wider structures and context in which AMHPs 

work (RPG 3 and 9).105 To some extent, working with compassion is to 

work against the grain of our modern, under-resourced care-giving 

systems in health and the LA (Elder, 2019). 

For most participants, taking part in this RPG was the first time they had 

 
102 Ibid. 
103 See case summaries Appendix 4, Figure 1 pp. 28-90. 
104 Ibid. 
105 Ibid. 
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been able to see the patient through a more psycho-social lens, and it 

enabled participants to recognise their own vulnerability and ask difficult 

questions of themselves. For others it meant, developing greater 

professional confidence to ask difficult questions of their health 

colleagues, rather than rely on the dominant bio-medical diagnostic tools 

(RPG 1).106 This including for the AMHP to become less rigid in adhering 

to the technical formalities and certainty of a formal assessment. Over the 

course of the research, the RPG nourished and fostered participant’s 

courage and professional identity as AMHPs; work in the groups 

relinquished in Enid Balint’s words, ‘a kind of psychic activity: liveliness, 

not passive acceptance, observation not instruction’ (1993: 172). It takes 

courage not to rigidly follow guidelines or fall in line with health colleagues, 

patients or relatives’ expectations. Cassa declared that she had ‘found her 

voice’ and others stated how empowering they found the group were all 

indicators of this greater courage and sense of agency. However, a 

working group also requires that participants face their own limitations and 

blind spots, and shortcomings, the group will only develop once these are 

more readily faced. It is up to the leader to create the right atmosphere for 

this to occur (Balint,1954). As the findings reveal there is more work to 

be done on behalf of the leader to foster this atmosphere. Also, Jing107 

 
106 Ibid. 
107 Jing, attended 5 RPG groups across the research period. 
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(1:1 interview) observed how few participants brought difficult cases for 

scrutiny to the group. By presenting her case, this enabled both Jing and 

the group to progress using her omissions as stepping-stones to further 

the groups own learning (see also RPG 3); otherwise, it risks becoming a 

‘mutual admiration society’, and we are reassured that we are all clever’ 

(ibid1954:118). 

How do we sustain and develop professional courage required of the role? 

Many participants recognised the value of the group to provide this 

regular, sustained and bounded, nourishment and support.108 As the 

leader, l began to understand how some participants, face more 

challenges to their professional authority than others. Rather than sit with 

uncertainty, they may instead automatically reach after the technical and 

legal detail of the statute, codes and guidance as a cloak of reassurance, 

protection and a kind of certainty that is otherwise unavailable to them. 

These were important insights that could be woven into the group, 

bringing these to the attention of the RPG, prompting the participants to 

think more about the decisions made and why, while not necessarily 

providing all the answers but instead learning to think for themselves. In 

his appreciation of the ‘expert practitioner’ Tyreman (2002), concluded the 

need for technical competences but also an ability to evaluate a complex 

 
108 See Appendix 7, group interview pp. 325-40. 



195 
 

and unique situation with creativity and agility in order to achieve the best 

outcome for the patient (cited in Hemmington, 2014). The AMHP role fits 

this definition. 

The capacity we each have to face difficult and painful material takes 

courage.109 When we do it is much more likely the practitioner will feel 

more secure in themself and hold a stronger sense of professional 

integrity and dignity in their approach to the work. To be an ‘expert 

practitioner’ again in Balint’s words, ‘to escape the establishment of 

teacher being taught’ (1954:117), requires that the leader does not 

become drawn into teaching but rather that participants in the group 

actively learn from each other, and more importantly, about themselves in 

relation to the work but also beyond. In every 1:1 interview, participants 

routinely referred to specific groups indicating their learning from these.110  

This brings into play another Balint dimension: the courage of “not being 

in a hurry” (1954). So often what happens in practice is mirrored in the 

group. In the case presentations, the group learned the value of slowing 

the assessment down, allowing time and space for the patient to share 

their narrative was articulated many times.111 Participants also learned of 

the need for the assessing AMHP to create space for thinking and working 

 
109 Appendix 4, Figure 1 pp. 284-90 see case summaries RPG 3; RPG 11. 
110 Many participants referred to RPG 3 as one such example of their own learning from a presentation. 
111 See Appendix 4, Figure 1 pp. 284-90. 
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collaboratively, to allow alternate plans to statutory detention be 

contemplated (RPG 4112).112 Andrew Cooper and Julian Lousada write 

about the importance of containment when responding to mental 

disturbance likely in AMHP work. While it may not always be possible to 

prevent statutory measures, when if after the statutory measures have 

been put in place this can bring about a creative tension, producing new 

ideas, including the possibility of exploring different practice outcomes in 

the future (2005:114). It became more evident that without an RPG, 

practice was less likely to change, become stagnant, defensive and 

retaliatory, more focused toward the survival of the professional self, 

rather than on the patient and practitioner relationship in the way the group 

fosters. 

5.2 Impact of the research: impact on some participants greater than 

others. 

As so often happens, the interesting commentary occurred around the 

edges of the group. When leaving the RPG the participant spoke of feeling 

overburdened by the work. When concern was expressed, she stated, ‘l 

would never leave AMHP work, l enjoy [it], l feel my work and role are 

highly valued and this is too interesting’. This worker echoes that of many 

of the participants who took part in this project and who value their role; 

 
112 Ibid. 
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despite its many challenges they feel well supported. It remains a stable 

team; no-one has left during the research period, and there were AMHPs 

asking to join the service and other colleagues have expressed a wish to 

train as AMHPs. Those who have left subsequently, have taken on new 

challenges resulting from their newfound professional confidence. 

These are the kind of transformative qualities and thinking that any 

service wants to encourage and support. 

The impact of the RPG on some individuals was evident. The team was 

reported to have also been transformed by the group, although, this 

was more difficult to establish, as much of the observable changes took 

place outside the boundary of the group. These could be seen by the 

improved communication and handover; there seemed to be an enhanced 

and shared sense of collective responsibility, prompting more responsive 

use of the dedicated AMHP WhatsApp group. There also appeared to be 

a deeper commitment to attend to the professional self, including a 

stronger collective sense of being part of the AMHP team and more 

creative and thoughtful risk taking in relation to the work. Astrid and 

Elizabeth (first group interview) both noted these changes and welcomed 

them. This was further confirmed by an outside facilitator (meeting with 

the team annually). He observed significant differences, noting both a 

stronger collective team identity and more mature level of functioning 



198 
 

(Lowe, 2019)113. It seemed that the implementation of the RPG had also 

enabled a more grounded work ethic, based on co-operation, mutuality 

and compassion. It was developing into a space where experiential 

learning about self, the work and others could be safely explored 

(O’Sullivan 2019). 

As Michael Balint identified (1954), this process of change is incremental 

and takes time. This research has shown some of the changes possible, 

both for practitioners and their practice, including a more responsible, 

collaborative team culture which in turn impacts on the decisions taken, 

with potentially better outcomes for patients, including organisational 

benefits as more likely to have an enlivened, rather than burnt-out, 

workforce. Perhaps the strongest indicator of the group’s value was the 

request by participants for the RPG to continue beyond the research 

period. 

5.3 Is this a workable and sustainable model that can be replicated 

elsewhere? 

The complexity of setting up such a bounded group within any service is 

never straightforward. I learned that while not ideal, being sole 

leader/manager of such a group, can be achieved only when the 

 
113 Frank Lowe, (2019) provided consultant support to the AMHP service 
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necessary interest, supervisory and training support is available. Such 

RPGs undoubtedly benefit from the involvement of leadership pair for the 

reasons already outlined. One option might be to reach out to inter-

disciplinary colleagues within mental health services, to bridge the skill 

and knowledge gaps; others may be more successful with this, indeed 

many welcome such collaborative cross-disciplinary partnerships of this 

kind.  

This small study has many overlaps with the rich inter-disciplinary 

research on similar such groups undertaken in care-giving settings 

elsewhere (see the literature review). There are a number of examples of 

such reflective models outlined in (Jones, 2014), Kurtz (2020) offers one 

such model and another similar intervention was offered by Hartley and 

Kennard (2009) as well as the work discussion model as discussed by 

Rustin and Bradley (2008). However, to my knowledge none of these 

models offered ongoing training and workshops to help support the 

leader, except for the Institute of Group Analysis and the Balint Society.  

Many of the findings coincide with my own, mostly positive but also include 

some of the more avoidant, ambivalent responses. 

What makes this project unique was the overlapping roles of the 

researcher, manager and leader of the group. Most models require that 

the leader plays an important role of holding and reinforcing the 
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boundaries of the group to ensure the safety of all the participants. The 

Balint model however, is an established model within medicine (now 

mandated for core trainees) where the Balint leaders (supervised by 

psychoanalytic psychotherapist) were often also senior clinicians with 

clinical oversight of more junior medical colleague’s (see Ayeni & 

Patterson, 2021). While not ideal, some parallels can be drawn between 

AMHPs and medical practitioners (both are independent expert 

professionals responsible for their decision making). 

What informs the AMHPs decision making? The AMHP in partnership with 

service users, other professionals, needs or resources, legal duty or 

professional knowledge and the purpose of the decisions vis-à-vis care 

and control, rights or risks, are all in the mix (Preston-Shoot & 

Agass,1990). Not uncommonly, the anxiety contained in this kind of 

decision making as acknowledged elsewhere, can bring about rigid and 

dogmatic adherence to technical processes rather than an ability to think 

reflexively and creatively. By presenting a case, the AMHP participant as 

subject, narrator and inquirer is not driven by the desire to find an external 

truth or to manage anxiety but rather is affectively engaged in imaginative 

enquiry and exploration. To engage compassion and risk empathising 

with the ‘other’ enables the AMHP to engage more responsibly, it is not 

simply to understand the position of the other but rather allow oneself to 
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be altered by the experience of listening to the other. Participants are 

therefore left with a unique and enriched sense of self (Miehls and Moffatt, 

2000). The leader/manager when well supervised, (Ayeni & Patterson, 

2021) can use their position and power responsibly to enable the AMHP 

workforce, through such a ‘bounded space’, to encourage participants to 

bring their work in all its complexity; to communicate openly and 

transparently allowing them to deal with their feelings, anxieties about the 

work rather than become demoralised, stuck or burnt out (Preston-Shoot 

& Agass, 1990). Notwithstanding, the untested hypothesis in this and 

other research on reflective practice, the benefits that such spaces will 

likely have on those using mental health services.  

My overlapping roles (manager and leader of the group) undoubtably 

brought benefits and complexity to the research. As the manager of the 

service l    was perhaps too cautious, wary of placing a heavier burden on 

the workforce,     when perhaps l should have been more courageous and 

ambitious in my offer of weekly or fortnightly RPGs. A question posed 

several times by participants, was whether once monthly RPG was 

enough? Some thought it ought to be more often114 (Elizabeth & Astrid 

first group interview). It became evident (1:1 interview; Jing & Cassa)115 

that there was no other space available including supervision, for 

 
114 Please see case illustrations in Chapter 4, Section 1. 
115 See Appendix 7, pp. 325-40. 
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practitioners to take their frustrations, anxiety and projections which they 

bear from working in difficult and challenging environments. 

As the research progressed, it became clear that learning by didactic 

forms alone was not enough. While lectures and seminars may be safe, 

neutralised and reasonably harmless, somewhere we comfortably bask in 

intellectual conceptualising, impassioned by the finer technicalities of the 

law, is to defend ourselves and move away from the vicissitudes and 

messiness of the relational complexity of AMHP work. To have a space 

that allows practitioners to explore some of the complex relational, 

intersubjective dimension of work, a place where we all learn, by bringing 

the disturbance into view, has the potential to allow the practitioner to feel 

contained, and explore and further their ability to think and feel more 

freely. It also enables, ‘learning to take place in a way which allows 

thought-less action to become thoughtful’ (Yelloly and Henkel, 1995). As 

such, the RPG becomes a basis for dialogue that is both practical, creative 

and analytical requiring energy and vision.  

This research   has revealed that as leaders, we can no longer simply 

ignore the vital role that such bounded spaces can potentially play in 

supporting our AMHP workforce. The RPG allows space for uncertainties, 

for thinking and seeing different perspectives, some internal 

preoccupation, exploring participants own approach and balancing 



203 
 

practical realities and moral reasoning against expediency or immediate 

action. 

The participants recognised the group’s ability to support and strengthen 

their practice but also stabilise the workforce – (notably, no-one left during 

the 12-month research period). Participants recognised that the group 

nourished their professional self-esteem and had the effect of making 

them more resilient by becoming more enlivened and compassionate, 

resulting in fewer errors    less absence and burn-out (see the group 

interviews 1&2; AMHP workforce survey, 2019). The economic and 

stability arguments alone are compelling. If we wish to lessen the high 

attrition rates nationally, resulting from high stress levels and    the many 

challenges of the role, the research findings suggest that an RPG may be 

part of the solution toward a more supported, engaged, creative, resilient 

and professionally committed workforce. The following quote, taken from 

the group interview certainly reinforces this idea: ‘[participants] have been 

able to take ideas from here [RPG] back into their teams … so in a way 

you have empowered people to move forward not just in the AMHP setting 

but outside’.116 

Again, Thorndycraft and McCabe’s question as to why the health  and 

safety of the workforce is taken seriously, yet little attention has been 

 
116 See Appendix 7, pp.325-40 and Appendix 8, 1:1 interview pp.341. 
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given to the emotional contagion arising from working with mental disorder 

(2008:167-83)? What the research has made strikingly apparent is that 

with our shrinking AMHP workforce, particularly since the Covid 

pandemic, can we afford to continue to overlook the complex and 

emotionally charged nature of the work? If so, we risk managing 

dysfunctional,   unhealthy teams resulting in poorer practice.  

Notwithstanding the ongoing issue of participants making a regular 

commitment, the group has become an integral part of the culture and 

identity of the AMHP service including for me as manager having a much 

clearer understanding of the complexity of cases being dealt with. Senior 

managers were satisfied by the stability of the workforce, impressed by 

the quality of the work and have promoted similar groups organisationally, 

though no further resources have been allocated for supervisory support 

for the leader. This support is fundamental.117 118It reminds us of the need 

and awareness of external engagement and ‘clear eyed awareness of the 

workings of power’ (Henkel, 1995: 81). However firstly, the case needs 

to be made through research of this kind. 

5.4 What are the implications of this research project – on research, 

practice and policy? Can this research generate wider interest?  

 
117 For further discussion of importance of skilled, trained and well supported leadership see methodology and 

literature  review chapters.  
118 See Appendix 8, 1:1 Cassa interview pp. 341. 
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A healthy national dialogue about reflective practice is long overdue. This 

research has sparked practice conversations with other AMHP leaders 

about the kind of support offered elsewhere nationally. Certainly, my 

experience of introducing these ideas to AMHP leadership nationally was 

initially was met with scepticism and some resistance. The Covid-19 

pandemic changed the tone of the conversation, it amplified these 

practice gaps, resulting in a growing recognition that more needs to be 

done in the form of offering such bounded spaces. Leaders began to 

acknowledge the value of introducing reflective spaces as a necessary 

and intrinsic part of the work. Anecdotal                    conversations with other AMHP 

leaders (strategy group and conference organising group) reported their 

own groups running along similar dysfunctional lines as my own prior 

to introducing the practice innovation and undertaking the subsequent 

research project. This is significant. 

Such spaces also help practitioners and leaders to further understand why 

decisions are taken and provide opportunities for both leaders and the 

AMHP workforce to learn. An AMHP leader run RPG can also enable a 

rich feedback loop informing the leader of any gaps in practice which in 

turn can inform further training need. Equally, when errors are made, 

these can be taken and safely explored without recrimination or blame? 

In the words of England’s former football manager, ‘because of the benefit 
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of someone who listens and so then learns, … who analyses and who is 

prepared to self-critically challenge themselves in the search for ongoing 

improvement’ (Budow et al. 2019). 

This is what a reflective group allows, the possibility of listening and 

learning, and changing how the practitioner develops insight into their own 

practice shortcomings and               decision making, as was illustrated earlier.119  

Is there more that can be done to introduce interested leaders, senior 

management and decision makers to help further embed these ideas at 

the level of policy, practice and research? There are certainly dimensions 

of the RPG that are of value to all care-givers and this small project has 

shown that managers/leaders with the sufficient interest can develop the 

necessary leadership skills and lead a similar such group. This will only 

happen once such spaces are recognised as integral to practice and 

benchmarked at a national level through mechanisms such as the 

National Workforce Plan (2019). Whether there is sufficient interest and 

whether those of us, who are interested, have the persistence of the 

Balints, to introduce and highlight such practice initiatives to policy 

makers, whilst also encouraging them to further embed such practice 

within existing policy and practice frameworks alongside signposting 

AMHP leaders to practice innovations, such as the one this research 

 
119 Please see case illustrations in Chapter 4, Section 1. 
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proposes, is a larger question. However, this research proposes that such 

groups can become an integral and valuable dimension of AMHP practice 

for the reasons already outlined. 

 Since commencing this research along with others support, l have 

initiated several conferences on the theme of reflective practice. These 

have included a London wide conference for practising AMHPs and their 

leaders, following this, we organised a similar themed conference at a 

national level on behalf of the AMHP leads network (March, 2021). A 

further conference took place in November, 2021. This conference linked 

the support required from Local Authorities and other bodies including 

Social Work England, Office of the Chief Social Worker etc. highlighting 

the importance that workforce development can play, including 

embedding the standards of the AMHP Workforce Plan (2019), notably 

developing and supporting AMHPs’ emotional wellbeing and resilience, 

personal, physical and professional safety. All have focused on the value 

of reflective practice as a tool  for supporting and reinforcing good practice. 

The hope is that by introducing these innovative ideas to leaders and 

practitioners, it will bring about urgent recognition of this practice gap and 

need.120 

 
120 Please see literary review for the requirement of such spaces Schedule 2 Regulations (2007) and Workforce 

Plan,  Standard 4 (2019). 
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The importance of attending to the psychological impact of the work, is 

slowly having traction. In response, along with some interested other 

leads, l have taken the decision to invite AMHP leaders who are interested 

in developing their skills and knowledge to join a peer supervision group. 

The aim would be to support their leadership of a similar RPG to the one 

set out in this research project. 

There is also scope for much needed further research, to examine what 

is being provided for AMHPs. If there is an absence of such ‘bounded’ 

and containing spaces how does this impact on AMHP practice and 

workforce, nationally? 

How we achieve this while working in a climate of perpetual crisis and cuts 

to modern mental health care alongside widening social inequalities is 

uncertain. However, unless we begin to see care-giving as fundamental 

to what it is we do best, when properly attended to and valued, it may 

result in even greater change, further strengthening our role, with the 

potential to play a more active part in exploring creative alternatives, 

potentially even lessening statutory admissions. 

Lisa Baraitser and William Brook write about care: 

‘indeed, care, as we understand it, is a temporal practice; not just a 

relational practice that develops over time, or one that takes time, but a 
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practice that produces time in conditions that are otherwise felt to be stuck 

and unable to change’ (2021: Chapter 11). 

Introducing innovation and change into practice is not without its 

challenges. As James Baldwin an American novelist, playwright, essayist, 

poet, and activist affirmed, ‘not everything that is faced can be changed, 

but nothing can be changed until it has been faced’. Put simply, by sitting 

together in the manner of an RPG is a very real way of making the 

participant think about the patient thus allowing their professional 

resources to work better. To not take up this challenge means that we risk 

losing what it is that first brought the participants into the profession and 

mental health work. We need the opportunity to listen and sometimes alter 

the habitual way we go about the work, to change how we see ourselves 

in our care-giving role, to have the space to change our minds, to bear 

uncertainty, and see what there is to be seen. If this happens our 

relationship to our caregiving is more likely to be enriched, and not only 

does the workforce benefit, but so do those we are there to help. 
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Appendix 1: 

 

Ethics committee application 

 

Tavistock and Portman Trust Research Ethics Committee 
(TREC) 

 

 

Project title To examine whether and how a regular and 

bounded reflective space in the form work 

discussion group affects thinking and practice for 

Approved Mental Health Professionals 

Proposed project 
start date 

December 

2018 

Anticipated 

project  end 

date 

November 

2019 

 

 

 

 

 

 

 
SECTION B: APPLICANT DETAILS 

 

Name of 
Researcher 

Gillian Robinson 

Email address g.robinson86@icloud.com  

Contact 

telephone 

number 

07403284858 

mailto:g.robinson86@icloud.com
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SECTION D: SIGNATURES AND DECLARATIONS  

 

 

APPLICANT DECLARATION 

 

 

I confirm that: 

 

• The information contained in this application is, to the best of my knowledge, correct and 

up to date. 

• I have attempted to identify all risks related to the research. 

• I acknowledge my obligations and commitment to upholding our University’s Code of 
Practice for ethical research and observing the rights of the participants. 

• I am aware that cases of proven misconduct, in line with our University’s policies, may 
result in formal  disciplinary proceedings and/or the cancellation of the proposed research. 

Applicant (print 
name) 

Gillian Robinson 

Signed Gillian Robinson 

Date 4/11/2018 
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FOR RESEARCH DEGREE STUDENT APPLICANTS ONLY 

 

 

 

 

 

 

 

 

 

 

 

 

COURSE LEAD 

 

• Does the proposed research as detailed herein have your support to proceed? 

YES 

Signed  

 

 

Date 12.11.18 
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Appendix 2 

 

Information sheet for research participants 

 

Tavistock and Portman Clinic /Essex University November 2018 

 

 

 

Reflective Group for AMHPs participation information sheet 

 

 

You are being invited to take part in a research study. Please read the following 

information before you decide to take part. Taking part in the research is optional. 

 

 

This reflective group (WDG/Balint) was introduced last year as part of a pilot to introduce a more 

reflective dimension to the work and role of the AMHP and to build this reflection into the ‘ordinary 

work’ of the AMHP service. This group has now been running for the past 12 months in the second 

part of the monthly forum which is optional. 

 

The research will be conducted by Gill Robinson (Doctoral student, Tavistock and Portman NHS Trust 

and University of Essex) and the methodology will be using a mixed methods approach which is 

original - the use of questionnaire, observation experience and notes/reflective journal and audio 

recordings of the group, supervision, together with group focus interviews and drawings and 

psychoanalytic free association  (FANI). Why formally research such a group? 

 

It seems important that such a group is researched in order to understand the experience and views 
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of the participants and to build on the existing knowledge. The existing literature is limited in its 

scope and rigour and does not focus on AMHPs using this particular model. This research will 

contribute and strengthen the existing knowledge base and help inform whether WDG/Balint adds 

value to AMHPs. 

 

The research is concerned to address the following questions and you may be 
invited to participate in one or more strands of data collection as follows:  

Research questions Research Methods 

Main question To examine whether a regular and 

bounded reflective space affects 

thinking and practice for AMHPs all 

of whom are Social Workers? 

Participant observation 

Subsidiary questions. To: Does participation in a regular 

reflective practice group improve 

participants’ understanding of 

themselves in their role as AMHPs, 

with particular attention to the 

emotional, relational and 

organisational complexity and 

intensity of the work, if so how? 

Documenting the narrative 

accounts of group participants; 

audio-records; reflective journal, 

interview with individual group 

members during and after the 

research period has concluded. 

 What are the manifestations of 

anxiety and fear and other difficult 

feelings present in the work, and 

how do participants process 

these? 

Through focus group meetings, 

narrative and close analysis of the 

data. 
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 Is it possible to understand 

patterns of unconscious process in 

the work, and in the inter- 

professional relationships that are 

a core aspect of the AMHP role? 

This will be captured through close 

analysis of the audio tapes and my 

own observational notes which will 

identify some of the more observed 

embodied responses to the 

presented material. These will all in 

turn be presented to my supervisor; 

supervision group and my own 

blind spots taken to individual 

psychotherapy. 

 What can we learn from the close 

study of AMHPs experiences 

about the significance of 

organizational conditions and 

systems in supporting or hindering 

their work? 

Through a combination of: critically 

analysed literature, group 

observation- audio and notes; 

FANI based interviews with 

individual group participants and 

group interview. 
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 What can we learn from the close 

qualitative study of a reflective 

practice group for AMHPs about 

the further research and 

professional support that might be 

needed for practitioners of this 

kind? 

Close analysis and triangulation of 
the data, FANI based interviews 
with individuals and group 
participants. 

 

 

What will it involve? 

You will be invited to participate in a monthly reflective group. 

 

In addition, you may be invited to take part in an individual interview half way through and at the 

end of the 12 month research period. 

 

You will also be invited to take part in a group interview which will take place halfway though the 12 

month  research period. 

 

 

Where will the interviews take place? 

The interviews will take place in a neutral place somewhere you feel comfortable and private and 

will allow    you to speak freely. 

 

The research data will be kept secure at all times. 

 

Interviews will be transcribed by me. All information collected about you will be confidential and will 

be stored securely on my desk top computer at home. 

 

What will happen to the results of the research? 

The information that you share through the reflection group and any part of the research will be 

anonymised, you will not be identified in any notes taken or information used. An audio recording 
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will be taken to assist with the group recording, one-to-one interviews in order to capture the detail 

of each. 

These are confidential for the purposes of the research and when transcribed they will be 

anonymised and the recording kept securely and destroyed following completion of the research 

within 3-5 years. 

 

The information will only be used for the purpose of this study and further publication in the form of 

articles and presentations. 

 

The data generated as a result of this research will be retained in accordance with the University’s 

Data Protection Policy. 

 

There are however, limitations in confidentiality where disclosure of 
imminent harm to self and/or others may occur. Are senior managers 
aware? 

Senior managers are aware of this research and have given their full support. 

 

Who is organising and funding the research? 

Gill Robinson is carrying out this research. l am a student on the Professional Doctorate in Advanced 

Practice and Research at The Tavistock and Portman NHS Trust. This programme is validated by The 

University of Essex. 

 

Research Approval 

This research has been subject to formal approval by the Tavistock and Portman Trust Ethics 
Committee. 

 

Further information 

If you would like to ask me more about this research please contact Gillian Robinson, doctoral student 

on 07403284858 or Gillian.Robinson3@nhs.net. You could raise any further concerns with Professor 

Andrew Cooper (ACooper@tavi-port.nhs.uk). 

 

 

mailto:Gillian.Robinson3@nhs.net
mailto:ACooper@tavi-port.nhs.uk
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Concerns 

Should you wish to raise any concerns about my conduct as a researcher or any other aspect of this 

research project, please contact Dr Simon Carringtopn, Head of Academic and Quality Assurance at 

the Tavistock and Portman NHS Trust. academicquality@tavi-port.nhs.uk 

 

Thank you 

Gillian Robinson  

November 2018  

  

mailto:academicquality@tavi-port.nhs.uk
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Appendix 3 

 

 

 

 

Consent form for research participants 

 

 

 

 

University of Essex 

 

 

 

Participant Consent Form for Research Project 

 

 

Participation in a WDG/Balint reflective group over a period of 12 months and 

participation in a focus group, survey and one-to one interviews as required. 

Dear Participant, 

 

This research will be undertaken by me under the supervision of Professor Andrew Cooper 

and Clare Parkinson. 

I am researching the value or otherwise of participating in a reflective group for AMHPs. 

 

If you consent to take part in this formal research you will be asked to participate in a group 

interview and may be chosen to be interviewed by me. 
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These interviews and all groups will be recorded via audio recording. 

 

A copy of information which l record about you will be provided on request. 

 

The results of this study will form the basis of my research for my doctoral studies and 

possible further publications or presentations. 

 

 

I confirm that l have read and understand the information sheet attached. I have had the 

opportunity to consider all the information. 

 

 

The data arising from the recordings will be kept safely and securely. I understand that 

qualitative and survey data will be collected for the study and the data protection regulations 

(Data Protection Act 2018) will be observed. I understand that no individuals will be identified 

in any publication or public presentation drawing on my contribution, and pseudonyms will be 

used where necessary. 

 

 

On this basis, l agree to material from my contribution being used for the purposes of 

research or publication. 

 

 

I understand that l can withdraw consent from the research at any stage. However, if 

publications or reports have already been disseminated based on this data, these cannot be 

withdrawn. 

 

 

My contact details are as follows: g.robinson86@icloud.com. My supervisors contact details 

are: ACooper@tavi-port.nhs.uk. 

mailto:g.robinson86@icloud.com
mailto:ACooper@tavi-port.nhs.uk


279 
 

Thank you for taking part. Gill Robinson 

 

 

 

• I agree to participate in this research project, reflective group for AMHPs. 

• This agreement has been given voluntarily and without coercion. 

• I have been provided with information about the research and contact details of the 
researcher. 

• I have read and understand the information provided. 

 

 

 

 

Name: 

 

Signature: Date: 
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Appendix 4 

 

Figure 1: Summary of every reflective group. The groups shaded in blue 

were  the participants interviewed. 

RPG 

Present er/ 
particip 
ants. 

Brief summary Emotional 
Process 

Group dynamics Learning & risk 
taking 

Coherence of 
Narrative 

Leadership 
observation 

Psycho-social 

RPG 1: 
(BAME: 
60+ 

female)5 
Ps. 

Presented a case 
involving 13 yr. old 
(White/MC) with 
ED. Perplexed by 
the severity and 
distressed by the 
outcome and her 
part in decision and 
feelings of 
hopelessness 
about her future 

— becoming 
institutionalised. 

Presenter became 
quite visibly 
distressed when 
presenting 
material — 
emotions 
surfacing. 

Strong 
identifications and 
loss of hope for 
YP - externalised 
this. 

Rationalised 
decision using bio-
medical model to 
overcome any 
anxiety about 
decision to detain 
YP. 

Split in the group with 
some members 
holding onto hope of 
her becoming well 
again others 
believing she will 
become 

institutionalised. 
Evidence of 
dependence on 
leader providing 
answers. 

Surprised by the 
degree of emotion 
expressed. 

Presenter 
perplexed by the 
case Unconscious 
bias brought to the 
assessment 

– white YP suffer 
from eating 
disorders & not 
BAME. 

Overwhelmed by the 
stigma MH and 
organisational 
failings. 

Alignment with a 
system responsible 
for deciding to 
coercively to detain 
risking further 
damage to YP ie. 

Becoming 
institutionalised. 

Leader anxious - as 
first recorded 
session. Aware of 
being under 
scrutiny as a 
leader/researche 
r/manager. 

Intervened too 
much rather than 
ask questions or 
observe the 
powerful emotions 
allowing the group 
to find their own 
pace. Quite 
frustrated by over 
reliance on bio- 
medical model and 
unwillingness by 
group to scrutinise. 

Absence of 
psychosocial 
understanding 
despite powerful 
emotions surfacing 
when presenting. 

Missing many of the 
relational clues to 
indicate deeper 
disturbance. 

RPG 2: 
BAME 

50+fem 
ale 

8 Ps. 

85 yr. old Asian man 
professional, recently 
bereaved man; 
possible 
dementia/depressi 
on. AMHP 

reported having to 
assert her 
professional authority 
in the face of 
foregone conclusion 
by s12 and family 
member who was a 
medical doctor. 

Strong identification 
with the SU, older, 
man recently 
bereaved. 

Finding her own 
authority and voice 
in the face of strong 
bio- medical 
standpoint, 
alignment of 
professional power 
and struggle to 
counter this 
creatively. 

Discomfort, anger 
at being the only 
voice. 

Engaged and 
animated around the 
theme of AMHP’s 
authority, knowledge 
and exp being 
overlooked, 
marginalised. Anger 
directed outside of the 
group at fellow medical 
colleagues. Group took 
flight into the inter- 
professional tensions. 
Taking flight away 
from the painful 
emotions of grief and 
loss. 

Participants able to 
draw upon their own 
knowledge of grief 
and loss. 

Acknowledgement of 
difference and how 
this will impact on 
assessment; 
including how to take 
up authority; anxiety 
about taking up 
authority when in the 
minority & actively 
marginalised. 

Emotionally robust 
without being rigid. 

Narrative focused on 
vulnerability of client 
and losses & power 
and imbalance. 

Omitted further 
material on the 
power imbalance and 
her exclusion from the 
assessment. 

How to enable the 
group to focus on the 
clinical encounter. 
Focus quickly shifted 
in support of the 
AMHP and inter 
professional conflict 
and rivalry. How to 
help the AMHP to 
utilise knowledge 
base, of law and 
deepen    psycho/
social understanding 
to bring about the 
best outcome for the 
patient. 

Glimmer of 
recognition of the 
dominance of the 
bio-medical model. 
Struggling to find a 
voice in the face of 
entitled view. 

Unconscious self- 
representation - will 
my voice be heard 
am l a valued 
member of this 
team? Can l be part 
of this team and also 
take difficult 
decisions that may be 
in opposition. How to 
note blind spots. 
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RPG 

Present er/ 
particip 
ants. 

Brief summary Emotional 
Process 

Group dynamics Learning & risk 
taking 

Coherence of 
Narrative 

Leadership 
observation 

Psycho-social 

RPG 3: 
BAME 

female 
50+ 

7Ps. 

27 yr. old prof; black 
woman; MHA took 
place previous day 
but no bed. AMHP 
returned with 2 med 
recs in hand to 
complete 
assessment. 

Patient disbelieved 
her power and 
authority to make the 
decision. 

Patient pulled out a 
knife, police called 
and resulted in them 
tasering her. 

Anxious 
presentation, 
possibly in fear of 
being judged by 
peers. A dramatic 
case to present. 

Strong identification 
with AMHP in a high-
risk situation. Split in 
the group as to how to 
build rapport with the 
patient whilst holding 
the knife. 

Struggled to stay with 
the psychic 
disturbance of the 
patient. Different views 
expressed re how to 
engage client; group 
split along lines of how 
to do this. Group took 
flight into 
organisational 
shortcomings. 

First presentation, 
very nervous. 

Greater willingness 
to imagine 
themselves in the 
situation of the 
AMHP less so 
patient. Relief at 
having some space 
to think. 

Lots of anxiety 
generated by the 
material in the group 
— characterised by 
talking over each 
other and group very 
animated, hard to get 
a word in. 

Lots of points of clarity, 
seemed to need the 
prompt of questions to 
aid the narrative and 
detail of material. 

Presenter shared her 
follow up visits to the 
ward following toward 
the end. 

Leader inviting 
participants to imagine 
and take their thoughts 
further. Still 
imbalanced re getting 
the interventions right 
between the work of the 
group and careful 
listening to what is 
being spoken and 
unspoken, the gaps or 
lack of silences. Query 
how much they are 
really listening to one 
another, a rush to 
speak rather than 
think. 

This case deeply 
disturbed the group as 
a whole — everyone 
felt at risk. How do we 
prepare for the 
uncertainty that such 
work brings? 

RPG 4: 
BAME 
40+ 

male 9 
Ps. 

Late 40’s Jewish 
woman, A&E, 
referral, dissociating, 
the presenter 
communicated with 
her by text which she 
preferred as means 
of communication. 
Stepped back to 
allow the female 
assessing doctor to 
communicate with 
her. Waited to 
complete MHA the 
next day so CC was 
present to avoid 
coercive admission. 

Presenter bringing 
a considered piece 
of work — felt like a 
trophy case, was he 
anxious about 
presenting and 
scrutiny of peers. 
Some creativity 
deployed, using 
different forms of 
communication. 
When close to 
getting in touch with 
pain the group 
retreated into 
laughter. A 
participant asked 
about gender — 
would his response 
have been the 
same? 

Group interrupted by a 
doctor wanting to make 
a referral 

— creating space for 
thinking for this 
statutory service is 
challenging. Group 
over identifying with 
presenter, worried he 
stayed there all night. 
Presenter rarely 
attends but when he 
does, he presents. 
Group generous with 
him despite lack of 
commitment to the 
group. 

Participants beginning 
to see the value of 
offering containment 
— more thinking 
about who is the 
person behind the 
diagnosis — how 
patient 
communicates and to 
listen to what is being 
articulated. We bring 
ourselves to every 
assessment — ‘l 
have to be sexist 
here, for a man to do 
this is quite unusual’. 

Launched into 
presentation. Made 
assumptions about 
childhood — partial 
information. Others 
know the case which 
deepened the groups 
understanding of the 
case. 

Summed up what had 
been said to draw out 
the group. 
Encouraging the group 
to focus on the patient. 
Probing and pushing 
the group to think 
about what might be 
going on under the 
service. - 

Evidence of 
deeper 
psychological 
understanding and 
thoughtfulness 
evidenced in this 
case presentation. 
The group pushed 
the presenter to 
deeper depths of 
understanding 

RPG 5: 
BAME 

female 
60+ 

4 Ps. 

Early 60”s, Asian 

woman in GH 
referred for MHA. 
Prompted to present 
— became homeless 
and rehoused and 
set fire to property. 
Discord between 
coherence of past life 
and current 
presentation. First 
contact with MH. 
AMHP detained for 
period of 
assessment. 

First presentation to 
MH services. 
Needed to be 
encouraged to 
present. Evident 
unprocessed 
multiple losses of 
contact with sisters 
(London), son 
(Greece), 

ex-husband 
(Greece), deceased 
(2nd husband), 
immigrant 
(Burmese) — 
mistaken to be from 
Philippines. 
Attunement by 
members of these 
many losses. 

Strong identifications by 
group (age, gender and 
other status); some 
reluctance given the 
small size of the group 
to remain and present; 
presenter surprised by 
the excavation by group 
of the many layers of 
pain and loss; some 
exploration of beauty as 
object (model) and void. 

Members used their 
identifications to think 
beyond the service of 
what was being 
presented and make 
sense of her 
disturbance. 

Participants able to see 
the hope in the 
narrative but also 
sadness of all the 
unprocessed losses. 

Coherent narrative 
despite reluctance to 
present. Good 
collaborated history 

— consulted widely. 

Small group — leader 
forced to take a more 
active role. Made too 
many interventions and 
talked too much. 
Wondered about the 
reluctance to present 
despite narrative 
spilling over earlier that 
morning. Frustration 
with ambivalence of 
other group members 
who left. There was 
apparent avoidance to 
think and rush to be 
‘doing’. This 
contaminated the 
group. 

Transformative group 
for presenter – first 
time presenting. 
Evidence of 
deepening 
thoughtfulness, 
curiosity and 
compassion – ‘l 
would like to continue 
working with her’ -
using identifications 
to help inform while 
also able to stand 
back and appraise 
underlying, unspoken 
themes of loss and 
unresolved grief. 
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RPG 

Present er/ 
particip 
ants. 

Brief summary Emotional 
Process 

Group dynamics Learning & risk 
taking 

Coherence of 
Narrative 

Leadership 
observation 

Psycho-social 

RPG 6: 
BAME 

female 
40+ 

10 Ps. 

Early 30’s WB 
woman, Lupus, both 
parents deceased; 
inherited mother’s 
house. Works as an 
extra. s136 at 
Beachy Head. 

First contact MH. 
Inconsistent 
narrative, unable to 
reassure AMHP of 
her safety. 

AMHP torn in 
decision making. 
Detained for period 
of assessment. 

Presenter struggled 
to make sense of 
case. Left her 
feeling very 
disturbed and 
undecided. 

Strong counter- 
transference - 
parental response. 

Disturbed by these 
feelings and didn’t 
seem to know how 
to use them. 

Presenter 
expressed sadistic 
and retaliatory 
impulse following 
comments - helped 
her feel better 
about decision to 
detain. 

Participant directly 
challenge the leader, 
quoting Freud, 
sometimes a ‘a cigar is 
just a cigar’ — she 
may have just been 
stressed as if to 
minimise the severity 
of the distress. 
Explored the meaning 
of home and sense of 
belonging having been 
stirred up by chaos of 
building work. 

Strong identification 
and poss 
enmeshment with 
case — couldn’t 
seem to separate out 
herself from the 
material to inform her 
make a decision. 

Partial information 

— when presenter 
returned, she 
addressed some 
further gaps to the 
narrative. Parental 
divorce, later loss 
and fragile sense of 
self. 

An observer joined 
the group and leader 
did not seek the 
consent of the group. 
This person then left 
the group part way 
through disrupting 
flow of group. 

Encouraged the 
participants to think 
about ‘housed and 
unhoused mind’- 
leaping to a more 
didactic approach. As 
if to propel the group 
forward 
understanding. 

Many interruptions 

– lateness, phones, 
some difficulty 
focusing and settling 
into this reflective 
space. 

Strong counter- 
transference feelings. 
Group used 
identifications for 
sense making of 
client – something 
about her age. 

Members still 
hesitant about using 
imagination and 
speculation to think 
about the case – ‘we 
don’t know’. 
Resisting leaders 
interventtions. 

Recognised the 
importance of 
containment by the 
group. 

RPG 7: 
BAME 

female 
50+ 

5 Ps. 

Late 30’s woman WE 
European sex 
exploitation, 
abduction and 
abuse. Lived with 18-
year son, mother. 
Lost care of younger 
children who live with 
their father. She met 
a man who later 
entrapped her as a 
sex slave she 
managed to escape. 
Returned and 
attempted suicide & 
admitted. Took some 
time to disclose and 
then stopped. No 
detention. 

Mixed emotions 
and divided 
loyalties toward the 
patient and her son. 
Very angry with the 
perp. Expression of 
power struggle 
within the team. 
Presenter felt she 
lost her and feared 
she returned to 
abusive situation out 
of fear for her 
family’s safety. 
Strong expression 
of frustration and 
loss of hope — 
could not seem to 
find a way through. 

Strong identifications 
with patient almost as 
if to normalise 
narrative rather than 
see it as something 
extreme. Difficult 
material for the group 
to metabolise. 
Unbearable and 
disturbing to listen too. 
Predominantly female 
group — strong 
identifications with her 
as mother and woman 
making bad choices. 
Risk normalising 
extreme vulnerability. 
Group not given all the 
information so unable 
to work with it all. 

In this instance the 
patient slowly 
disclosed the horror 
of enslavement and 
escape but then it 
was suspected that 
he had somehow 
found her and was 
threatening her 
possibly her family 
once again. She 
closed down and 
unable to reach her. 
She stopped co-
operating. 

Presenter lost all 
hope possibly. 

Narrative focused on 
the patient as a victim 
and only later 
informed the group 
about the 
estrangement from 
husband and his 
having the care of 
her younger children 
and previous exp. 

Presenter teasing the 
group leaving key 
details until the end 
as if one way of 
holding some power 
in a process that may 
feel exposing. 

Reflected on consent 
issue at the 
beginning and impact 
of observer on the 
group. 

Struggled to digest 
the material 
presented. 

Acknowledged the 
shift from business, 
brisk mode to a more 
reflective one. I was 
struck by the horror 
of the material what 
the AMHP has to 
bear witness too. At 
one point l noted that 
one participant was 
looking at her phone 
— taking flight from 
disturbing material. 
Obs of defences 
reflecting the pp case 
and splits in team. 

Deepening 
awareness of use of 
self. 

Thoughtfulness 
about how to be 
present and enable 
deep listening. 
Strong feelings 
evoked by this case 
in the presenter and 
group. Deeply 
disturbed by the 
material, recognising 
the deep trauma of 
case – coercive 
dimension; disturbing 
material difficult to 
hear and digest. 

Recognition of strong 
counter- transference 
feelings – 
acknowledge how 
hard it is to be in the 
group. 

Recognition of deep 
psych impact of the 
work. 

Exploration of trust. 
Strong compassion. 
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RPG 

Present er/ 
particip 
ants. 

Brief summary Emotional 
Process 

Group dynamics Learning & risk 
taking 

Coherence of 
Narrative 

Leadership 
observation 

Psycho-social 

RPG 8: 

50 + 
BAME 

female 10 
Ps. 

WB Woman in her 

20’s. Request made 
by COP for 
Guardianship court 
order. 

Placed in care (3- 23) 
and wanted to live 
with her mother. 
Sexually and 
financially abused in 
care. 

Recognition of 
power that AMHP’s 
have this seemed 
to confront an 
uncomfortable and 
unspoken element 
of the work. How is 
this relationship now 
that she is living 
with her mother? 
What is good 
enough. Strong 
sense that this 
young woman will 
need ongoing 
support is this 
available? 

Consideration given 
to the role of the 
step-father and his 
role when 
vulnerable YP at 
the heart of this 
narrative. How to 
work with difference 
and take time to 
make an informed 
view. 

Impact of disturbance 
in the narrative in this 
case it was the pet rats 
that impacted on group 
more than the pain of 
this young woman’s 
life. Strong 
identification with the 
vulnerable patient at 
the heart of this story. 
An understanding of 
trauma that she has 
been through. 

Focus on the idea of 
children being 
removed and going 
somewhere better. Is 
this an avoidance of 
the decisions that 
AMHP’s take when 
removing someone’s 
liberty? Expression of 
hope 

— is this expression 
realistic and a denial. 
Group tried to hold 
onto both sides and 
sat with not knowing. 
Took flight into the rats 
— did not think about 
what they represent. 

Power and control 
and how do we 
carefully weigh 
everything up 
carefully. 

Decisions need to be 
really thought 
through. 

Importance of making 
relationships building 
and enabling. 

Someone genuine 
willing to listen 
without judgement 
and how this can be 
fruitful. 

Awareness of who we 
are and how we react 
may have an impact 
on relationship 
building and 
outcome. Jump to 
conclusions about 
the risks and take 
decisions 
accordingly. 

Coherent 
presentation — 
began with 
diagnosis; one of the 
few cases involving 
more than a one-off 
assessment and 
involved ongoing 
work. Omission of 
information about the 
small space the 
family live in. 
Countertransferen ce 
of presenter wanting 
a good outcome for 
this YP after story of 
abuse and trauma. 

Well attended group. 
Allowed the group to 
work the case and 
sat back to careful 
listening and 
observation. There 
was some tension 
between a new and 
old member — 
attributing blame to 
other services. Blind 
spot: little to no focus 
on seriousness of 
events to compel 
child to be removed. 
Weight of the 
decisions we take 
are lifelong. Lots of 
laughter and 
emotional response 
to the rats. Leader’s 
intervention met with 
silence. There was a 
deep thoughtfulness 
to the case holding 
onto all the 
dimensions of the 
case. 

Deeper consideration 
of psychosocial 
factors — isolation 
from family and 
significant loss. 

Resorted to the 
provisions of the 
MHA due to the 
uncertainty and 
assess underlying 
causes. Values 
collateral states of 
information and 
uncertainty. 
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RPG 9: 
BAME 
40+ 

3 Ps. 

Small group — 
(sub-group went 
abroad). 33 yr. SE 
Asian woman. No 
previous contact 
with MH. No 
engagement but 
giggly. Past week, 
religious, 
communicating to 
God. 

Catatonic, gripping 
rail of bed, eyes 
firmly shut. Tears 
edging from her 
eyes. S12 also 
interpreter. Took 
time to think and 
consider. 2 weeks 
after formal 
admission, she 
died. 

Shock expressed 
by outcome. An 
acknowledgem ent 
of the impossibility 
of our role - 
medics focus 
much narrower 
than psycho/social 
perspective. 

Complexity of the 
human character - 
causing doubt 
enough to 
investigate and ask 
further questions. 

Focus on social 
pressures - 
presenter 
desperate to 
come back into 
the group to talk 
about the 
psychological 
tipping point. 

Shock at the loss of 
this young life. How 
emotionally draining 
this work is? 
Struggling with the 
weight of the 
decision sitting with 
the AMHP - how are 
the doctor’s involved 
in this case feeling? 
Why do AMHPs hold 
the shame and guilt 
of the work. Is this a 
taking flight from the 
responsibility of the 
weight of decision 
making? Struggling 
to stay with the 
psychological pain of 
this person and our 
responsibility in this. 
Group very defensive 
- struggle with being 
curious about 
culture, class and the 
nuances of culture 
and context.   Group 
got caught up in the 
tragedy of the 
narrative. 

Speculation by 
presenter that there 
may be DA. Met 
husband and this 
seemed to conflict 
with these initial 
thoughts. No 
consultation with 
wider family. 

Question presenter 
asked of herself 
should l have 
pushed the medical 
dimension more. 
Realisation of the 
cultural complexity. 
Use of associations 
by using 
psychological 
thriller to exemplify 
the skill of a 
charming 
protagonist. 

Using the group as 
a reflective space to 
act as a debrief. 

Presenter found out 
due to an error on 
her application - she 
wasn’t formally 
informed. 

Coherent 
presentation though 
lack of description 
of husband and 
relationship. No 
collateral 
information. 

Some conflict in the 
notes that she had 
lived with relatives 
in the week leading 
up to this. Not clear 
how long or why 
they came to UK - 
no English. Lots of 
points of clarity. 
Asked medic to 
converse with him 
in lang. 

Sounded like he 
was screaming 
down the phone. 
Reliant on the 
medic to act as 
lang/cultural 
translator. 

Do we fully grasp 
the impact we have 
on people’s lives? 
More teaching - 
why is it that SW’s 
take on guilt and 
shame in a way that 
other professions 
such as medics 
don’t? Intervention 
when the group 
take flight - what is 
our role, how have 
we colluded in this 
tragedy. 

Leader 
acknowledges the 
cultural trauma of 
this nation. Leader 
posed the question 
has she been 
seduced by the 
charm of this man? 
How have we 
colluded; what do 
we have control 
over? 

She has taking 
flight into a 
catatonic state - is 
this a sign of deep 
disturbance. 

What about his 
sadism. Leader is 
too involved? 

Inter-professional 
tension and how 
this often mirrors 
the case. Some 
rigidity in 
relationship to 
fellow professionals 
but also able to stay 
with uncertainty 
and resist the push 
for more formalised 
measures. 
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RPG 

Present er/ 
particip 
ants. 

Brief summary Emotional 
Process 

Group dynamics Learning & risk 
taking 

Coherence of 
Narrative 

Leadership 
observation 

Psycho-social 

RPG 10: 
BAME 
40+ 

female 3 
Ps. 

Small group: 17yr 
old young Asian 
male. 

Case that another 
person in the group 
had been involved. 

How do we contain 
someone 

- obsessed with 
internal narrative of 
racism. What is a 
reaction to stress 
and crisis? What is 
LD? 

What is psychosis? 
How to divert away 
from detention? At 
heart a judgement 
made about the 
earlier intervention. 

Mother developed a 
psychotic 
depression - 
thought she had 
died. Reliant on the 
psychiatrist view. 
Client took comfort 
from being listened 
too. No detention. 

A second person 
in group knew the 
case well. Placed 
herself in the 
father’s shoes and 
was able to identify 
the degree of 
disappointment of 
YP and family 
about not 
achieving the 
results needed to 
progress to the 
college of peers 
and family choice. 
He began 
unravelling after 
this 
disappointment. 
Assessing doctor 
assessing the son 
had assessed the 
mother. 

Preoccupation 
with the structural 
inequalities and 
impact on YP - 
wish to attribute 
blame to external 
influences. 

Long silence - 
seeming struggle to 
think about a case 
that they want to 
think about in greater 
depth. Very difficult 
to separate out the 
details of a case 
when in the small 
group - assumption 
about LD. 

Conflation between 
Learning difficulty 
and learning 
disability. 

Assessing someone 
outside our area of 
knowledge and 
expertise - sense of 
feeling out of depth. 

Conflation between 
Learning difficulty 
and learning 
disability. 

Assessing someone 
outside our area of 
knowledge and 
expertise - sense of 
feeling out of depth. 

Leader noted the 
transition from busy 
AMHP forum to a 
more reflective 
phase. Reflected 
back on the last 
RPG - sense of 
overwhelm of how 
difficult this role of 
AMHP is. Ask 
difficult questions of 
yourself as the 
decision maker. 
Getting group to 
focus on case. 

Bio-medical model 
view of contagion of 
mental illness and 
genetic impact. 
Leader pushing the 
group as if she has 
an idea in mind. 
Was this an impact 
of early emotional 
deprivation? 

Some rigid thinking 
and lack of collateral 
information and 
detail about the 
case. 

General lack of 
clarity. 

Good relational 
rapport listening to 
the patient’s 
narrative – seemed 
to take time to draw 
out this 
psychosocial 
dimension. 
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RPG 

Present er/ 
particip 
ants. 

Brief summary Emotional 
Process 

Group dynamics Learning & risk 
taking 

Coherence of 
Narrative 

Leadership 
observation 

Psycho-social 

RPG 11: 

White 
female 
50+ 

8 Ps. 

Case was female 16 
yrs., Iranian 
migrant. One 
sibling and lone 
parent. Violent & 
diff r/ship with the 
mother. Previous 
involvement by 
CAMHs. CAMHs 

involved and 
unsuccessfully tried 
to engage and 
referred for formal 
assessment. 

Prepared for a 
difficult 
assessment. 
Expectations of a 
difficult 
assessment. 

Formal detention. 

Presenter strongly 
identified with the 
vulnerable YP; 
enabling a good 
rapport to be 
established - 
leading her to 
wonder whether 
she had 
undertaken a joint 
visit with team 
whether a formal 
assessment could 
have been 
avoided. High 
level of emotional 
attunement with 
the YP. Tried hard 
to avoid formal 
detention. 

Disappointment 
and anger in the 
previous 
interventions and 
referring team. 
Strong sense that 
these had 
impacted on this 
frightened, let 
down YP. 

Group became 
caught up in the us 
and them as 
presented. Group 
beginning to think 
more widely about 
the cultural 
expectation. Focus by 
group on the many 
failings and risk of 
not carefully attuning 
and listening to the 
client. Presenter 
evoked a strong 
sense of an idealised 
community of 
AMHP’s - us and 
them rather than 
accept that possibly 
she was particularly 
attuned due to 
personal exp and 
knowledge acquired. 
The group referred 
repeatedly to the 
system and stigma of 
MH system. 

Challenges to the 
leader. A participant 
brought in knowledge 
of attachment to help 
group understand 
this more deeply. 
Austerity and impact 
of resource shortage. 

Strong 
identifications 
acknowledging 
overlap with her 
personal life - 
enabling a deeper 
insight into the 
relational dynamic. 
Also, palpable 
sense of 
disappointment 
from colleagues in 
CAMHs - 
enmeshment of her 
own experience 
with the case. 

Possible 
disappointments and 
anger/upset spilling 
over. 

Screen all referrals 
more carefully and 
explore joint visit 
with team before 
formal assessment. 

Could more have 
been done earlier. 
Defences in group 
with regards to 
thinking about 
complexity of 
psychological gaps 

Presenter able to 
give a coherent 
account though 
visibly stirred by the 
case. 

Presenter’s 
disappointment in 
outcome and failure 
of other teams to 
make greater effort 
to engage/build 
rapport YP. Unable 
to locate her 
national identity. 

What happens to the 
person at the heart 
of the story who has 
not been 
understood? 

Push pull with the 
cultural and 
structural issues, 
psychosocial 
dimension. 

Impact of austerity 
on the poorest least 
resourceful who are 
more dependent on 
these services. 
Striking level of 
emotional 
attunement by the 
presenter reflected 
back by leader to 
the group. 

Identifications can 
be powerful if we 
use these creatively 
and to the benefit of 
the SU. Was P able 
to insights 
objectively or did 
they overwhelm the 
presenter? 
Requires the whole 
system to work well 
together. Leader 
intervention of 
failings of care 
giving and how 
painful this is. 

Good rapport and 
relational skills, 
over identification 
so missing some of 
the specificity of the 
case, partial 
information; 
splitting and 
projective and 
introjective 
identification. 

P’s narrative was 
validated by the 
AMHP. Did this 
validation result in 
her appealing 
against her 
section? 
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Appendix 5 

 

Figure 2: 

 

Further questions and themes organised around cases; 1:1 and group 

interview. The table below clusters together the questions and themes 

arising from the cases presented, alongside the 1:1 interview and the 

group interviews, including some of the limitations. This will assist the 

reader to understand how the questions relate to each theme expanded 

upon in chapter 5. There are five themes in total. The questions are 

clustered under the themes. The themes are drawn out under each case 

illustration. 

 

Themes Questions Case discussion Limitations/rationale 

1 What was the role of 

defences? 

Did the presenting AMHP 

have a good grasp of the 

case including, being able 

to give a good history and 

coherence to the patient’s 

narrative? 

Idealised group. Contagion 

and impact of the work -

did the members feel 

more valued.? 

Who presented and when? Who 

participated and committed to 

attend? (see table 1) 

Busyness of role or avoidance.? 

The research revealed how 

partial the information the AMHP 

often has about the case on 

which to take such a serious 

decision. 

lack of clarity to the case, often 

more info provided by other 

AMHPs. 

Heightened value of AMHP role 

& RPG place to be nourished and 

contained, valued the RPG 3; RPG 

9; 1:1; group interviews, AMHP 

conference. 

RPG11, group interviews. 

We all use them. Omissions 

- what is remembered and 

what is repressed, our 

experiences are all different 

and this shape the meaning 

we give an 

experience/encounter. 

The presenter may have been

 overwhelmed, 

boundaries weak and the 

narrative produced lacks 

coherence. Subjects may 

defend against the emotional 

nature of the material — 

looking at the quality of 

relatedness and emotionality. 

Displacement and 

rationalisation used to avoid 

actual sources of anxiety. To 

re-establish a psych-social 

approach as one which is 

illuminating and helps us to 

understand human behaviour. 
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2 Was there a growing 

psychosocial awareness 

including a lessening of 

retaliatory impulse? Did 

this lessen over the 12-

month project? What was 

the role of metaphor, 

play and laughter? 

Did participants become 

more curious and 

compassionate 

throughout the course of 

the research? 

Early on in the research RP6: 

RP2; retaliatory impulse 

identified. 

Throughout this project 

laughter played an important 

role, bringing group together 

through humour helped 

manage the awkwardness of 

being part of such a group. 

Growing use of metaphor 

toward the end of the project 

were all signs of the group’s 

ability to free associate and 

growing maturity. 

Certainly, evidence of a 

deepening psychological 

understanding. 

Theory, supervision and data 

informed my understanding 

of the role laughter played. 

Initially as the leader it 

seemed like a defended 

response but through 

theory came to 

understand  it as 

something much more 

creative and fundamental to 

the life of the group. 

Through making links and 

providing a space to digest 

in the manner of    Bion’s 

‘reverie,’ it enables a deeper 

understanding of the 

importance of curiosity,

 compassion, 

careful listening; greater 

collaboration to bring 

about best possible, least 

restrictive outcome. 
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3 Did the group help bring 

a deeper awareness of 

the role unconscious? 

Was there an enhanced 

awareness of self, other, 

wider organisation? 

Inter-professional 

tensions and 

differences - how did 

this manifest? Did these 

lessen? 

Did the RPG provide 

containment to 

AMHPs? 

For some participants this was 

their first time of beginning to 

think more psychologically. 

There were signs in the 1:1 

interview and the group of a 

shift in perception by the 

group and some participants. 

At times the RPG did seem to 

achieve this particularly for 

those cases which were deeply 

disturbing; there seemed to 

be an idea that a case is 

brought only when it deeply 

disturbs or ‘good’case ——

safety of AMHP. RPG 3; 4; RPG 

9; 

reluctance to explore more 

everyday encounters see RPG 

5; RPG 10. 

Inter-professional tension - 

less prominent toward the end 

of the research period as the 

confidence of the participants 

grew eg. London wide 

conference. (RPG2; RPG 6) 

Containment: evidence of 

this from a number of 

participants-1:1 and group 

interviews. 

Followed RPG, leader’s 

collusion with idealised in 

and out group. 

Foregrounded  the 

limitations of leader/ 

manager group. 

Dramatising their 

distress. 

The sample of those who 

committed to attending the 

group on a regular basis 

was small. Of those that 

presented powerful material

 were 

participants 1:1 interview 

disclosed how they felt 

relieved of the weight of the 

material after presenting to 

the group. The group and 

safety - “Holding 

environment’ (Winnicott, 

1965)- of the group. (Ruch 

2007) containing 

organisation. RPG 9. 

Differences in power and 

status can lead to retaliatory 

responses; enabling 

participants to understand in 

ways that loosen and free 

up the negative impact that 

defences and resistance 

occupy. 
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4 What were the challenges 

for the leader, given solo 

leader, manager and 

researcher? 

What of the lack of 

commitment and low 

regular attendance? 

Who opted into the 

group and who opted 

out and why? 

RPG1; RPG5; RPG 9 & RPG 

10 - low attendance and 

continuing to hold the frame, 

Manager. Researcher and 

leader; insider researcher 

strengths & weaknesses. 

Overlaps and tensions with 

methodology. Supervision vital 

to sustain leader in role. 

This theme emerged 

throughout the project as 

participants were quite 

preoccupied by those who 

opted out of the 

group/contradictions. 

Limitations and leaders’ 

reflections  on  the 

experience   were 

emergent over  the 

course of the research. 

Difficult to determine over

 12-month long 

research. Lack of regular 

commitment to the RPG. 

Evidence and shift in 

willingness to work more 

collaboratively. 

Supervision; Balint 

training, clinical 

supervision) all helped the 

leader to stay in role. RPG 5; 

RPG9; RPG10- 

attendance was low RPGs; 

1:1 and group interviews

 were all 

preoccupied by those who 

opted out of the group. 

5 What are the pros and 

cons of being an insider 

researcher? 

This surfaced in the final 

group interview. 

Discussion of  the 

benefits  and 

disadvantages of such a 

position. 
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Appendix 6: Transcript of 8th RPG 2019 for Doctoral research 

Present at group: Isha; Elizabeth; Lila; Astrid; Ben; Nina; Cassa; 

Jing; Dorah; Faith & Leader. 

Leader - I just wanted to begin by acknowledging that there are three no 

four more groups before the formal research is over and welcome to Lila 

who is joining us for the first time. I just want to remind everyone that the 

group is confidential, and l think everyone is familiar with the rules if you 

like of the group. So, can l invite someone to present a case? 

Isha - I can present my Guardianship case l suppose. I had umm 

Leader interrupts - Can l just check to see if there are any other cases 

that someone would like to present? 

Silence 

Leader okay the floor is yours. 

Presenter - I had a referral back end of last year it’s about a 21-year-old 

umm she had a diagnosis of a mild learning disability through the 

learning disability team-although they didn’t consider her to meet the 

threshold. She also had an emerging personality disorder, and she is 

diagnosed with developmental difficulties and the term was mild 

retardation which she had at the time - she has always lived in 

institutional care since the age of 3 and she was umm during her teens 

she was involved with a gang who used her sex and abused her 

financially, and at the age of 3 she was taken away from her mother 

because her mother was not able to look after her. So during her time  in 

institutional care, she was allegedly abused and had a really tough time, 

in that time she became passive and she did not have much of a voice 

(fire alarm started ringing) — l indicated for the presenter to keep going 
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— she was supposedly groomed as well umm she moved nearer to 

[local area] and she didn’t like the placement very much she was only 

there a short while. And  then she eventually ran away and moved in with 

her mum who also lived locally and stayed with her mother and her 

mother’s partner, in a very small flat — and they also — it may sound 

quite frightening, but they also had lots of pet rats — about 15 pet rats. I 

met them and they were lovely — not all of them but (laughter) so she 

stayed there — the team responsible was the 0-25  team - Transition 

team l don’t know people know anything about the 0-25’s but they look 

after the children with learning disability of physical disability who need a 

service. Anyway, they were managing the case another relationship with 

her broke down and she refused to speak with them, her mother refused 

to speak with them. I think really from the mother’s point of view because 

LSSA took away her daughter at such a young age she didn’t have a 

very positive view about authorities that didn’t help either. Deep breath 

— so the 0-25 team could not get through to her and so they made a 

referral to the court pf protection and said okay — let’s have a 

guardianship order to see whether we can decide where she needs to 

live or whether she needs to take part in any activities such as education 

because that had also broken down and the courts had asked us to 

carry out the Guardianship assessment which is what l did. Leading up 

to the assessment the understanding that got from the family is that the 

family weren’t engaging and the family weren’t opening the door so the 

likelihood was that l needed a warrant so we went along - l went along 

with a colleague and knocked at the door and there was no answer — 

we knew someone was there because we could hear someone in the 

background. So, l sent a letter to say that we had been to visit and if you 

don’t open the door or respond to this letter than l will come around with 

a warrant and the police and we will gain access. I didn’t hear anything 
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back and in the meantime, l spoke with a colleague — and this 

colleague kindly helped me check the records and it appears that she 

had been in touch with one of the link workers l think he is based at the 

network l’m not sure, but contact had been made, so what that told me is 

that she was actually engaging with services and maybe it’s just 0-25’s. 

So l got in touch with the worker and l actually rang the young woman 

and spoke with her and l arranged to meet with her at NLBP and met 

with separately and then met with her with a couple of doctors to 

undertake the Guardianship assessment and it was fine — she didn’t 

meet the criteria for Guardianship which was good because she didn’t 

have capacity to make that decision — it was a very long winded 

process because two years before she had had a MCA assessment 

regarding her ability to choose where to live and whether she could 

manage her finances. She was deemed not to have capacity. She is 

now in a better place. I assessed her and she had capacity to make 

decisions. I got a specialist doctor involved — she assessed her as well. 

So, l went back to court a couple of times and eventually the COP umm 

said that she has capacity and so therefore she is no longer under the 

court jurisdiction    so she was then free which was what she wanted all 

along. What l found was    umm — disappointing and we were talking 

about warrants earlier — l had actually arranged with the police — sorry 

l didn’t mention that, the police didn’t show up for the assessment. But l 

suppose l was pleased that they didn’t having known (emphasis) that 

she had been in touch with another professional from the MH team there 

wasn’t really an need for one, can you imagine if we had broken the 

door down and forced entry it would have ruined everything completely 

it would have reinforced mother’s ideas about authorities plus the young 

woman as well — it was lucky that we had that link that she had been in 

touch with services and it was all about looking to see who else has 
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communicated with that person …it was a happy ending. I do think there 

will be a crisis at some point when she will come back into services but 

for now, she has mental capacity to make her decisions — l have 

probably missed out bits of this as l have gone along-as it dragged on 

for about 6 months because l went to court as well as legal had asked 

me to carry out an assessment for capacity regarding her finances. 

Leader - Thank you — are there — l think before l ask this question l am 

just  going to contextualise it by saying that part of the work of the group 

is not necessarily to have every answer and every question about the 

case. Part of the work of the group is to imagine and hypothesize and to 

allow yourself to be creative rather than knowing all the absolute detail. I 

put that to the group by manner of saying that l invite questions of clarity, 

but wish to limit those questions of clarity to three so that it leaves scope 

for you to imagine what other elements that you may not necessarily be 

absolutely clear about all the details in your mind. 

Ben - In terms of clarity as well as the presenter l was indirectly involved 

with  the case and wondered whether l should add to what the presenter 

has brought. 

Leader - no it’s important that the presenter has brought the case and 

so for    her which is partly what l’m saying it’s okay not to present every 

detail. 

Ben – That’s fine l don’t have any comments 

Leader – That’s okay 

Lila - I am wondering whether the mother has a learning disability and 

the reasons why she was taken away because she seems to have had a 

worse  life compared to what she could have had. Yeah, l don’t know. 
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Presenter - Good point. Mum said that she has a learning disability, l don’t  

know what it was and umm l understand that there were issues of neglect, 

umm as to the reason why the daughter was taken away. 

Astrid - How old was she, sorry l didn’t catch her age? 

Presenter - the young woman was 21 at the time of the assessment and 

she    was taken away from her mother from the age of 3. 

Astrid - How old was mum? 

Presenter - Mum is late forties, early fifties ...she would have been quite 

young. Early twenties... 

Presenter - Yeah 

Lila – What’s her background, her heritage? 

Presenter - White caucasian 

Leader - Okay, l think there is a lot of material for us to think about. 

Now I am aware that there is not much space to push back so to stay 

where you are and remove yourself from the group even though you are 

not able to push yourself back in a place that kind of protects you so if 

the group are minded to    work as you normally do imagining that our 

presenter has pushed back. 

 

Leader - Okay what thoughts do people have about what has been 

presented? 

Nina - I was just thinking about Guardianship overall — l mean l have 

never done a Guardianship case and you hear a lot of people don’t do 
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Guardianship and it’s not used a lot and just the mere fact, the presenter 

said 6 months — it’s a long time. I’m just thinking, to be with a case that 

long and how that must have felt for the presenter to just hold onto it. It’s 

quite, you know it’s something l just didn’t realise — oh it’s a bit too 

much work for me and they don’t go down that route maybe. I have 

never done one in all these years and l have been here a long, long time 

so something about why is that? It’s just a question l want to ask? 

 

[NB researchers notes to self`: This is a really interesting question being 
posed and suggests the participant is posing a question to herself about 
her own possible avoidance of undertaking a piece of work that is new 
and potentially challenging, which involves working with an area of law 
which is unknown but also takes time. It is therefore possibly avoided 
despite this being a less restrictive community-based alternative to formal 
detention.]  

 

Elizabeth - I just thinking about the power really — the COP instructed 

us to do it and on what basis and really looking at it that, that it was felt 

that we should bounding this person’s life and she didn’t need it. The 

label l suppose,    and what that label can lead to and the another issue is 

if she is not having any support now — what, her experience growing up 

and the trauma that must have caused her and how much she is getting 

support for that to enable her to carry on into her adult life really. 

 

Astrid - Also this idea, the presenter mentioned and moved on quickly 

about ah, ah a personality disorder. It feels very much like there was 

some issue about what happened to her in her early childhood and how, 

l’m not going to say the system failed her because there were just too 

much involved but how there were elements that may have been 
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managed better and that didn’t happen and so here we are moving into 

the realms of madness to cover what might have been done in a different 

way — so this person now is being seen as other — you know we talked 

about other early this week, and she is other, because she has now got 

query personality disorder. You know, dragging her somewhere she 

probably doesn’t need to be. 

 

Elizabeth - If she had learning needs then l don’t know what level of 

learning    needs she had as a child — placing her somewhere that she 

should have been safe and it has made her more vulnerable. 

 

Astrid - Yeah, yeah, yeah 

 

 

[Observation: Interesting that the anger was directed toward the system and failings of the 

system rather than thinking about what it means to be let down by a parent who is unable to 

care for her child — perhaps that was too painful to think about. It also 

brings into view the wider systems failure of caregiving see Care 

Manifesto, 2020]. 

 

Lila - I think it’s quite upsetting that we can take her away from her mum 

and put her somewhere that is supposed to better than maybe she 

wouldn’t have had maybe she wouldn’t have been fed properly, maybe 

she wouldn’t have been clothed properly, but she wouldn’t necessarily 

been sexually abused, physically abused you know and l think it reflects 

on our power as SW’s, you  guys as AMHPs for any decisions we make 
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is completely life changing — l just felt quite sad. 

(Elizabeth - Chimed in while Lila was talking absolutely). 

Astrid - (came in immediately and rather defensively) The thing is we 

don’t    take children away - there is a huge assessment that surrounds 

the child. 

 

Lila - No we don’t but as an AMHP or SW you don’t take children away 

directly, but you are having an impact on that person’s life that may 

mean that they can’t care for their children — they might not have family 

that are able to step in for their children (talking with some haste and 

feeling) that is still a part to play even though directly we don’t do it 

indirectly help the process along. 

 

Astrid - Cutting in, we know the needs of the child is paramount and so 

that’s the aspect that look at when we are thinking about an idea around 

the mother may herself have major needs that couldn’t be met and 

therefore she couldn’t meet the needs of the child - you know you have to 

- its a balancing act that SWs have as a whole isn’t it but at the end of 

the day - you have to come out, l personally would come out and think 

about what’s best for the child and maybe in that instance it would be to 

support her in another place. Lila - Mmm mmm l guess you will never 

really know unless you were the child’s SW at that time, but we do know 

that after certain cases that SW’s go a bit more heavy handed or a bit 

more risk averse or a bit more. So, what elements in there - was it 

caseload a bit more wider than just the decision. 
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Astrid - I take on board what you say because the fact of the matter is 

when    a child is removed from the mother, the mother tries to replace it 

Lila - The rats.... 

 

Astrid - in this one she didn’t replace the child unless you start talking 

about the things that she had in the house 

 

Lila - The pets (laughter) 

 

 

Astrid - And that wasn’t pursued — this idea that we have to support a 

child and move onto the adult where we are now having to support the 

adult hence this guardianship so once again — you know-once again we 

are taking power away 

 

Lila - Once again we are bull dozing her existence — you know what l 

mean. 

 

 

Elizabeth - Its helpful to reflect and think about how much power we 

have in that — from young child to being told by the COP to go and do 

this piece of work and what umm and do this piece of work to this person 

and l suppose the outcome is that it was a good outcome for her you 



300 
 

know but it took such a long time, a measured thorough process and 

hopefully this will put a line under it. It’s what support she is getting to 

cope with all the trauma that she has been through. 

Astrid - My thing is that l don’t care how long it takes if there are no risks 

to  the person while you are taking the time 

 

Elizabeth - Talking over PA - it’s a measured response that’s good. 

About whatever time it takes. 

 

Leader - Any other feelings? 

 

 

Cassa - I was just listening to umm ….. speaking about the child and l 

have someone who is going through something similar one of my clients, 

who is umm, who has a case coming up about adoption and how she is 

feeling and how her family is feeling just when l look at the way things 

are going with the SW from the Children’s services are; l just feel that 

they are very, very, heavy handed but l think she knows that the child is 

going to be adopted so umm, but umm l think its from both sides - when 

you look at the history that has lead to all this umm you kind of 

understand where the children services are coming from but you also 

understand why the family are fighting to keep this child — l think 

(awkward laughter) l think its very, very difficult and umm, l kind of feel 

they are very, very heavy handed and l kind of think, give them a chance 

and mother is there, The mother is there and they have done 

assessments and things and l’m just scratching my head — how did she 
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fail the assessment you know they look at a whole lot of things — they 

do to arrive at that decision — judgement as to why they take the child 

away. 

 

Lila - I think (interrupting and tries again one Cassa has finished her 

sentence). Like if you can work with a parent constantly and enable 

them to do better like engage them and educate them what to do than, l 

think that is the best approach — the thing is when you remove a child 

you just want a hope that that child is going to somewhere better but we 

know they are not. We know often that they are not. It was on the news 

recently about the group homes about the drugs and the trafficking. 

 

Lots of comments and Hmmms. 

 

 

Cassa - The one l’m involved in they are just taking one and the mother 

has got constant — sees the child at the contact centre about 4 times 

each week 

 

(The focus of the group is joining the scapegoating of children and family 

SW’s) 

 

Astrid - Yeah 
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Cassa - So it’s really heart breaking 

 

 

Nina - Its funny you say that because its taking me right back when l first 

became a SW and there was a case where a child was killed and was 

the person taking the baby away and brought it to see the parents but on 

this occasion it was the right decision (said with emphasis) — its funny 

when you have been taught l remember sitting in the room with this man 

— it was either  the mother killed him or the father but it was the balance 

of probability it was the father but l remember sitting in the room and he 

said to me — you think l killed T.... and l replied by saying l can’t answer 

that question, there is only one person who can answer that question 

and its him upstairs. And l kept quiet, but it’s such a torn thing, one side 

of you want good enough parenting and you want the parent to do well 

and the other side, you have to protect children and there are some 

people out there and you have to protect children. You want both sides 

— so its a very difficult thing — heavy handed SW’s - you don’t want 

another Climbe [case] but its gone right over and    perhaps it has to be 

brought back a bit. 

 

Cassa - So this is why when l’m sitting with this young lady, I do explain 

to this lady l do understand where they are coming from but they do 

seem very heavy handed — other cases that everyone knows about and 

that is why these things happen so but l do understand where you are 

coming from because there are cases in the past where children have 

died. So this is why  they have to do... 
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Astrid - You have said CC that they are assessing her four times a week 

so  you know — aren’t they doing what they can to support the child to stay 

with her while they are doing this period of assessment. 

 

Cassa - No, because the child has been in foster care since almost a baby 

l  think, yeah. 

 

Astrid - I think its very difficult when there has been some history with 
mum 

— you know. You know l left child care services and came into MH 

because l feel that at least in MH you know as an adult, in those days we 

worked mostly  with adults, as an adult you may be able to have a say. 

As a baby you have no say — you only protector is the person outside 

and l couldn’t cope with that sort of gear to protect her. It was easier to 

hold onto my emotions in MH - so l don’t envy anyone doing that and l 

don’t envy having to go in and think about guardianship — what’s 

happened to have been so abused and having to make a decision about 

once again walking away or putting restrictions on this person. 

Lila - I feel that the presenter felt quite sad about it and l don’t think it 

was her     role to do it, l think she felt pushed into it slightly to undertake 

the guardianship, l don’t think it aligned with her values as to how she 

presented it. I think, in her mind it was the wrong step to take — but it 

must have been something that was coming from up high. 
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Astrid - I Suppose we can’t talk about wrong or right 

 

 

Lila - Yeah, yeah 

 

 

Leader - l think what the group is trying to think about why this case was 

brought here? 

 

Astrid - I alluded to the emotional — they were starting to look at MH 

weren’t    they, rather than this trauma that she had faced — that she had 

faced — throughout her life of having been financially, sexually, 

emotionally and physically abused — we were starting to look at the 

heavier side of MH - the unstable side of personality disorder when we 

all throw our arms up and say there is nothing to be done about this. You 

know so — it feels very much to me when there is nothing else to be 

done.— 

 

Dorah - I kind of feel hopeful for this young woman as well though — the 

life that she has endured up until now, the passivity she has endured, 

not having    any voice in what was done to her — and then finding 

herself back with her mum, having the sort of relationship that she didn’t 

have a chance to develop 

— l think that is quite hopeful — she has all these wonderful pets that 

you love and get a lot pleasure from — there is a lot of hope for this 
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young woman. I think its quite upsetting that we can take her away from 

her mum and put her somewhere that is supposed to better than maybe 

she wouldn’t have had maybe she wouldn’t have been fed properly, 

maybe she wouldn’t    have been clothed properly, but she wouldn’t 

necessarily been sexually abused, physically abused you know and l 

think it reflects on our power as SW’s, you guys as AMHPs for any 

decisions we make is completely life changing — l just felt quite sad. 

(Elizabeth - Chimed in while Lila was talking absolutely). Silence - 

Leader - l’m also aware that we can hear a child in the background as we 

are talking and thinking about a child and what that might be like for our 

presenter    maybe? 

Cassa - I just wonder — what the relationship is like umm and how mum 

is  coping with this young lady and after going through what she has 

been through and is still happening now, assessing her for all sorts of 

things, Guardianship and all that. And just where mum is with all this. 

Leader - and who else is in Mum’s life — any thoughts? 

Cassa - Going back to what the presenter was saying and was it 15 little 

things running around and so who else... (laughter) 

 

Lila - They are actually quite lovely pets 

Astrid - No they’re not they’re rats 

Nina - These are judgements, when you look at this. We are making 

judgements here — because l may have a dislike of certain things but it 

is that person’s whatever brings quality of life to that person a dog, or 

whatever pet might bring that quality of life to that person we shouldn’t 
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judge and at the  end of the day — you know when they talk about ‘good 

enough parenting’ good enough when you were talking about the basic 

needs sometimes — but    really its good enough parenting and what is 

good enough. I may not agree with it but that is your life and what makes 

you happy you just have to go there. It takes all sorts to make a world. 

But the presenter had an affinity for rats and so there was a connection 

there and that showed that... that’s what  l’m saying. 

 

Astrid - When they were drawing up the children’s act they were very, 

very careful they spent a lot of time thinking about the phrasing because 

you know 

— what is parenting, what is good enough parenting — there was a lot 

of thought that went into that — sadly l was around when they were 

drafting it. 

 

Laughter 

 

 

Lila - I was wondering what support was around for her — does she 

have any support from Mencap or something like that because she is at 

that age now she is 21, is she on birth control, is she maintaining things 

and is there someone she can speak to about that — his that in the 

process. I think that’s the most important thing — to reverting back to a 

crisis — at some point her and mum are probably going to fall out, they 

haven’t lived together, things are going to happen, she might go away but 

who can bridge that gap or work with them to maintain them to develop 
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which l think is the most important thing going forward — speaking very 

quickly and with a certain amount of feeling and keen insight. (Lots of 

hmms and agreement as she is speaking) 

 

Astrid - she has capacity we are told. 

 

 

Lila - She has capacity but its only limited to certain things isn’t it — 

does she have capacity to consent for sex, given that she has been 

groomed before — even understand what to do where to go. What 

contraception is there and what will work best for her, you know just 

taking that time with her. 

Faith - I was thinking other than the authorities, voluntary agencies 

involved with this young lady and the mother, what other support 

networks are available for her — are there any families, where is her 

dad? Where are the kind of positive support networks outside of you 

know the authorities that made these heavy handed decisions that aren’t 

necessarily or proven to be not that helpful and quite damaging. You 

know hmm — they are my thoughts. 

 

Dorah - Hopefully that work would have been done at the time of her 

being removed — the kinship care would have been explored maybe at 

the time — l don’t know, what do you think — how many years? 

 

Faith - Twenty years ago 
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Dorah - Twenty years ago 

 

 

Faith - I wonder whether there was consideration of placing children with 

their families-other family members. 

 

Leader - So something about decisions and the weight of decisions 

taken and they implications that someone l think mentioned that are life 

long implications to the weight of the decision that we take. I am 

wondering also  why the group hasn’t thought that much about who else 

is in this family or emotions that people might have about who else is 

there in this family potentially. 

 

Dorah - I always worry when l hear the term step-dad and vulnerable 

young woman living in a house 

 

Laughter  

 

Dorah - Whether any red flags were brought up or any sort of weirdness 

in their interactions, l don’t know if that was observed at the time that you 

were able to meet with the family in the home, l mean... (often addressing 

her points directly to the presenter). 
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Leader - What do you imagine? 

 

 

Dorah - Oh God, vulnerable young women and people around that are 

not birth related — l always go on red alert for that l have seen it so 

much. You  know so l don’t know... 

 

Lila - And if the mum has a learning disability as well — is he potentially 

more predatory 

 

Elizabeth - Also how she perceives what affection is, if all she knows is 

quite  sexualised 

 

Lots of hmms and murmurs of agreement 

Faith - Through abuse and exploitation... 

Elizabeth - Sexually explicit, not intending to be how will he cope with 

that, l  don’t know it’s just something to … 

Leader - It seems to me that the group is really grappling with the finely 

balanced judgements that all of you are engaged in and l wonder if the 

presenter is also posing this as a question to the group... in terms of the 

case  that she has brought. 
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Dorah - Not consciously l don’t think, it’s an extra bit of information it 

wasn’t really explored in what the presenter’s narrative, but l did think oh 

dear when l heard that. What does that kind of mean for her and like you 

said earlier how    long will that set up last if her interpersonal 

relationships aren’t managed to prevent break downs — yes complex. 

 

Nina - I was just thinking that umm the presenter has done a piece of 

work and does it just stop. You don’t know what’s going to be happening 

after that, you have done your piece of work you know and let’s move on 

now — what else can be done about the wider network — so that at 

least something is in place even if l do move away from the intervention. 

 

Lila - I think l would struggle with about being an AMHP so that you do 

things recommend it and you wash your hands, and you don’t know how 

they are followed up or what’s going on you know. 

 

Elizabeth - I think Guardianship is a very different piece of legislation to 

what we are used to working with. 

 

Nina - Yes, no l have never done one 

 

 

Elizabeth - I have done a few — there is a very different way — part of 

me likes doing it because it’s just not risk — obviously there is risk it’s 
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just not admission or not you can be, you can sometimes use it to be 

quite ummm, sorry 

Ben - spoke on her behalf and she didn’t catch what he said — effective. 

 

 

Elizabeth - Well you can be quite creative, however much we can be 

creative with restrictions on resources and stuff but l think that is 

something that you can immerse yourself in, you can look at the social - 

you look at — l know that we do that as well within you know our normal 

days’ work — but it is a longer piece of work its more immersing. You 

own it more, you are with it more, and can have an impact. You work 

with it for 6 months, you make a decision about a legal decision and 

ummm again is this the right decision have l made the right decision — 

is there something l could have put in — that might have made a 

difference on the future crisis — and you don’t have all the answers to 

someone’s history, you don’t know all the answers to the future. 

Because it’s so different it sticks with you more. 

 

Astrid - There is something about connections isn’t there. 

 

 

Elizabeth - Its relationships 

 

 

Astrid - Yeah, other services weren’t able to ...it’s about whether you 

are open to difference and yeah and in some cases, we can think that 
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we are the ones with the knowledge and skills but the service users must 

have some knowledge and skills themselves you know laughing, l think 

they pick up when we are there to enable rather than turn up with our 

authority hats on. 

Elizabeth - spoke at the same time — judge 

Astrid - Yeah, yeah and perhaps that’s what happened when the 

presenter saw her twice you know and couldn’t get in. 

Elizabeth - that feeling of someone genuine coming to my door, wanting 

to listen and hear and not make judgements and again our presenter 

may have been the right person to deal with the rats. 

Uproarious laughter 

Elizabeth - not able to hear what she is saying — l suppose as you say 

our clients service users are watching our reactions and you know if its 

felt that our usual reaction is horror and they are making decisions about 

us as we are making decisions about them — you know. Nina - 

Unconscious bias — another eruption into laughter — in recognition of 

the connection to the training that most attended earlier on in the week. 

 

Elizabeth - It might be very conscious ... so maybe it was a very good 

fit. We look at doctors for who goes along to these assessments maybe 

we need to think more about we should look at who is the best AMHPs. 

 

Leader - I think what you are touching on which seems to have struck a 

chord for almost everyone in the room is about something about 

connection and that has come through very powerfully in this case and l 
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think the group have really touched on that — are there any other 

feelings that people may have picked up about this case? 

 

Silence for about 2 mins 

 

 

Leader - we can sit here for a little longer in this silence or we can invite 

our presenter back into the group what would people like to do? 

Response was to invite the presenter back into the group 

Leader - would you like to come back into the group, (laughter) there is 

no pressure on you to say anything its up to you what you say whether 

you wish to comment on anything that has been said or its up to you. 

 

Presenter - Certainly in terms of connection l did manage to get that 

connection, l don’t think it was anything unique to me, l think it happened 

as l got to know her. What was really pertinent was the assessment with 

the two doctors especially Dr R - it was really, really good assessment, 

for me l became quite emotional listening to everything that had 

happened to her and this is somebody spent her life experiencing abuse 

and now — l felt like she was begging us, can you please set me free. Is 

it okay if l stay with my mum — you are at one end, you have got the 

power to obviously to inform the courts and if there are any problems as 

well as— how will the court react to that and so that — l think this 

particular case really brings home how much power we have as 

individuals. Dr R was good for this case, her questioning was great 

because she, an example was that you know — what this woman does 
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is she likes — she is quite immature for her age, she likes to go out and 

she buys sweets. She does spend time with her stepfather — questions 

were asked if there was anything sexual that was happening, and she 

denied that anything had happened. They live in a one-bedroom flat — 

umm one of the issues that came up at the time, there was one double 

bed and there was a camp bed where she slept at the bottom of the bed 

and her mother would sleep in the bed with the stepfather. 

Group - Lots of gasps by the group 

The issue there is that you have a 21-year-old that has the capacity to 

make the decision — she says that nothing has happened, is there 

anything that perhaps l have picked up on something between the two of 

them, well l know that what l saw was there was a lot of power from the 

young woman she wasn’t at all dominated by the step farther. He was a 

very quiet man, he was very helpful, doesn’t work, and spent all his day 

with his step mother — my perception was of two strong women — even 

though this woman spent a lot of time being passive, not having that 

power, l felt that she was getting that power back, she was cheeky, 

whatever she wanted to say would say it especially she would say it in 

front of me, there was a time when we were outside NLBP and she was 

there with her step father because he accompanied her and l would see 

her alone, there was time she was feeling cold and he took his jacket off 

and gave it to her which was nice. He takes her places, now mum has 

physical disability — they were in the process of getting her a 

wheelchair, so there is a question mark there but from what l saw he was 

somebody who had got a good relationship, l didn’t notice any body 

language 

Lila - cut in stating it might be a bit cynical just to assume that because 

he is a step farther that he might be doing something 
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Presenter - yeah, with mental capacity — l can’t answer, yes, the red 

flag, l understand from what l saw, between the two of them, she seemed 

quite empowered. Yeah. 

 

Dorah - Protected by him 

 

 

Presenter - Yes, the protection came because mum lost her daughter 

when she was 3 years old, l’m not going to lose her again. She is 

vulnerable — she picks up friendships very easily, umm she got new 

friends, she is impulsive, she will do things without thinking. There is that 

added factor. Mum knows she is vulnerable, and he is there protecting 

so 

 

Dorah - Okay, that sounds really positive 

 

 

Presenter - ‘All l want is to live with my mum, l want to go back home’, 

very consistent, you know l’m free, please be a dream come true. 

Assessing her capacity — can she make that decision obvs she has 

capacity — okay, l did my assessment let’s have a psychiatrist do their 

assessment. Dr R did her assessment it was all the same which was 

good and so you have different opinions which was great. I’m pleased 

that she has that freedom — it’s not ideal — they will need support, but 
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the problem for them — do we let people in and the sad part of it was is 

that they let me in and l could have done work with them but l couldn’t do 

it-so ... l completed my report and so l said get the fire brigade in and do 

a report — fire alarm, they had an old sofa so there were fire risks as 

well , so there were things that l could have done with them because l 

know that l had formed that relationship because everything else had 

broken down. 

 

Cassa - interjected asking will they be re-housed to a two-bed flat? 

 

 

Presenter - No they won’t, mum said l don’t want to move from here l 

want to keep my rats — l will lose my rats. If l move somewhere else, 

they won’t accept the rats — so there is a lot of fear. She needed 

reassurance — you could move, and you could still keep whatever you 

value with you, 

Lila - She needed you laughing 

Presenter - We are letting them down; we are letting them down. 

Lila - Letting them down, we are setting them up to fail. 

Presenter - L could have done work with them but l couldn’t because of 

my job so l got involved from the AMHP side and legal asked to complete 

the capacity assessment which is what l did but they still kept in touch 

with me wanting things so l made relevant phone calls — the reason 

why it took so long was because l had to inform the courts — so we had 

a mother feeling about capacity for residency and finances so we had to 

go back to court again so that’s why it’s taken so long — and then there 
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is her pleading with me to stay with mum — the begging and you holding. 

 

All l could say was look, from my point of view you have got MC to 

manage your money and decide where you live, it has to go to court to 

decide the important thing is that l give this information to the court and 

the court will decide. That also caused anxiety with the family, thinking 

uhh we still have to go to court and l remember right at the end once the 

case was finished — completely vacated — her mum said can she stay 

with me, can we have her back, and they were so happy and really, 

really grateful. It just seems like a bit of a rescuer — maybe there is 

something rescuing that’s happened but bits sad, but l couldn’t stay 

longer and couldn’t 

Leader - That is there for all of us which is why we are doing this job 

Elizabeth - You have given her a positive experience — she has so 

many negative experiences, rightly or wrongly however she has 

perceived it so hopefully that your intervention is that you have done 

something really positive — so hopefully they will be a little less shut 

down when someone else comes along. 

Ben - I just want to go back to the comment made earlier about why are 

we here — l did have a conversation with a SW when this case was 

going on, she stays in one bedroom she had a sexually history, she 

walks around the house nude. Have you had any evidence of what’s 

going on — there is something going on, no, no, is there any evidence? 

Had they looked at it differently — the issue of guardianship doesn’t do 

anything — had they had that open-mindedness rather than hiking things 

up to become more risk averse. 
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Elizabeth - They just jumped to conclusions. 

Ben - She is vulnerable, she has a history of sexual assault, she lives in 

one    bedroom and there is a question mark on the stepfather but a 

question mark 

— do you have evidence. 

If there is no evidence, you put it to one side and approach it differently. 

Presenter - The court — she has mental capacity — she doesn’t want to 

engage. It brings us back to working with difference, l think maybe her 

previous workers could have some work to work with difference, 

unconscious bias we do have it. Lots of nods and agreement. 

Leader - I think what’s important here there is is something about 

observation and about taking time to make an informed view and as you 

say scrutinising carefully and what’s been really reflected here in the 

case and in the discussion is a deep thoughtfulness you have all 

engaged in but particularly around the case that you have brought. A 

deep thoughtfulness about the people we are assessing, and l think 

someone said this something about guardianship and the time it takes 

but the benefit is you are engaging on a deeper level. 

Presenter - There is still a part that is difficult for me is that our hands 

are tied — we are meant to be helping people — it’s good that 

something positive has happened. 

Lila - Post her some Mencap leaflets Laughter 

Presenter - A rapport was established that was all... 

Elizabeth - Don’t say that was all — that was a really big part of that and 

having that rapport sometimes with people that can be quite difficult 

takes skill and it does take a lot of skill to do that so. 
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Presenter - You know what l mean 

Dorah - Yeah, well done 

Ben - Prior judgement that we bring, let me look at this and sometimes 

people are very scared to make decisions — will l be accountable? You 

just need to build that rapport and have that conversation. 

Leader - we have also heard that it takes time, it took a number of visits, 

it took a number of different levels of engagement in order to try make 

that very  difficult judgement — and in a sense there is always a not 

knowing — and being able to sit with that not knowing which l think the 

group really touched on, you know, all these other things have happened 

— is she still vulnerable? We won’t necessarily know we can only make 

an informed judgement taken over time. 

Presenter - I think Mum is making up for lost time not a mother of a 

baby but  a mother of a 21-year-old. Even though her daughter is an adult 

she can be a daughter now that her daughter is a grown-up — also had 

to watch her 

Dorah - With her EUPD - she is going to thrive on that validation it is 

probably going to do a lot to undo some of her symptomatology, self-

harm and other behaviour now that’s he is getting all that love and 

devotion. 

Presenter - Herself harm reduced but she still cuts herself — she was 

given  a technique by Dr R with an elastic band and the ice cubes. 

Lots of hmmm 

Presenter - I don’t know whether she still does that now but that was 

good, she knows that she can and she is in the best place, it might not 

seem ideal    to others, she has her pet’s laughter. 
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Dorah - Won’t they breed and take over the whole place though? 

Presenter - Uproarious -- well they were slowly dying down talking over 

the uproar, each time one of the rats died she would have it tattooed her 

name of  the rat that had died plus it would cover up scarring. 

Leader - that’s really interesting 

Nina - Powerful. 

Lila - I just really think she needs guidance on contraception 

Presenter - she has contraception — she has injections, that’s covered. 

Lila - Having pets that may change to desire for a baby. It’s just a 

recycle. Presenter - She does have two grandmothers — one of the 

grandmothers won’t visit because of the rats, there is a father who 

she is in touch with umm she doesn’t see him that much, but she is 

in touch with him. She was in a good place but that can be 

dependent on the day as to what crisis happened 

 Leader - Thank you to our presenter and thank you everyone that 

was really interesting.  
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Appendix 7     Final Group interview transcript: 

Present for the final group interview: In attendance: Faith; Astrid; 

George; Ben; Nina; Jing; Kyla; Cassa, Kyla and Leader. 

Leader - So as you all know, I sent around some questions and l don’t 

know if anyone had a look at them. But this is really a space for you to 

comment on how you found the group and how the group has impacted 

on you and your work, whether it has impacted and in what way it has 

impacted. Has it changed or impacted you as a person, how you think 

about clients, how you undertake the work, has it impacted on your 

relationship with colleagues umm just any comments really as to how 

you think you may have...people have said they want the group to 

continue umm but why do you want it to continue, what is about the 

group that has enhanced or changed your practice what it is you do? 

[explore the ways in which the group impacted on the participants? 

 

Have they changed in any perceptible way as people? In what ways do 

participants consider they have changed over the life of the group? 

Have they learned anything from our work discussions, group reflections 

and    has this changed the way they practise? Or could be: What learning 

have participants taken from the group which has affected their 

practice?] 

Nina - When we went on the away day or before that when l had 

supervision  with her [senior manager] — it was one of the things l talked 

about and she said yeah, she is happy for the group to continue and l 

said it gives a space for really in-depth reflection, after you have done an 
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assessment, you know you get into that mode, you go out and do it and 

come back, and then you go home. But you don’t really go back and look 

at what happened there, what happened in the room, you just get that 

in-depth the whole purpose of — and l think it is excellent what you do, 

you allow the person to say what they thought at the time,... things that 

they had never anticipated, colleagues will talk [mobile phone begins 

ringing]in a way in the room and that’s the thing, there is stuff that you 

would never have been able to by having this forum — [background 

noise and rustling noise of someone trying to switch off their mobile 

phone] and the way that everything is touched upon whether it is culture, 

socio-economic, you think of it wasn’t that important but then you look at 

it and it becomes quite significant and then when you go out on your 

next assessment you bring that with you a bit more, there is a bit more 

awareness, that’s the thing that l think that is really powerful, we have to 

check ourselves, you know every assessment is different, remember l 

told you when l first began, every single assessment — you may think 

there are similarities but every single one is completely different, and it 

just checks you, to say to remember you can change things and it’s that 

bit that brings it into the arena for me, it’s very powerful reflective group, 

it brings up a lot, you have to go away and think yeah. 

[Observations - The idea of having a space to think about the work we 

do — recognition that there is often much more going on below the 

surface but also acknowledging that there is work going on outside of the 

group. I think for this particular worker a greater sense of coherence and 

shining a light on areas of the work to think about people more deeply 

and the kind of intervention then made]. 

Ben - How l find it very useful to have reflective time to my practice and 

to hear other people— [senior manager was referred to again here] you 
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can reflect on what has happened — it’s that space that we have to 

discuss something because sometimes you don’t always have that 

opportunity — it’s quite useful I find it very useful. 

Faith - I think there is something about protecting our identity as well as 

AMHPs as SW’s, in the world of work and the work that we do, it can 

feel as though SW.... social perspective kind of gets lost and you know, 

sometimes they are very low down the list of treatment options and so 

it’s good just to be here, to reflect to bring that back and just to kind of 

remember and value, just kind of re-validate what we do and the 

importance of what we do, and l think having this space and having this 

time for me is invaluable. 

[Observations - This seems a really important point about the value of 

reinforcing the AMHP identity is different from other professions and 

space to share and reinforce those differences.] 

Cassa - For me personally umm from everything that you have all said 

you take that back into work, your day-to-day job and umm, especially 

mentioning about the social values because where we are we are just 

dominated by the medical model and just bringing that back and using 

that and so l find it very, very, very helpful. 

[Observation - In the one-to-one interview she spoke much more about 

the value of working with clients in ways that are thoughtful —recognising 

the change that can occur within oneself can allow for the possibility of 

working more creatively and thoughtfully with clients.] 

Faith - Quite empowering l think being part of this 

 

Cassa - yeah, I think l have grown a lot. LAUGHTER 
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Faith - what in height [Interesting that there was laughter at this point 

when the participant was talking about ‘growing’ by talking more 

personally about her own growth was a step too far for some, suggesting 

that the defences of the group are still well engaged.] 

[Observations - the idea that the group allows the participants to try out 

different ways of being with patients and others — the idea of being able 

to sit and listen in a mindful way. The idea of power and strength has 

been used a number of times — l wonder if this speaks to the fact that 

much of the time these qualities within the role need gentle 

reinforcement.] 

Leader - That is such a lovely thing to hear, some of your comments 

have just seriously have moved me beyond tears basically. One of the 

observations that has occurred to me this is what l’m doing this is what l 

am engaged in, is umm, how you as a group, the group now has a life of 

its own. It feels to me like the group has become much closer umm as a 

result of what you have shared and the trust between you, l don’t know if 

this is too overarching, but it seems to me, observing you that you have 

come much closer as a group and its interesting as some people are 

AMHPs but haven’t been part of this process and in a way that is 

interesting in itself. What do you think of those comments? Is there an 

inside and outside group is there an us and them? 

George - I don’t get that sense, groups have to be relevant to people 

and, in this instance, and for us in the group, l think what matters more is 

the 

...learning it’s not just sitting in a classroom or attending training, people 

present cases when we start expressing different viewpoints. Like the 

case Elizabeth presented today, it got me thinking about a lot of things 
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and certainly if, umm l have to do an assessment of that nature or similar 

my attitude toward it would be completely different. You know, so l think 

we need to be open to learning all the time, you know so, it’s not about 

the difference, it’s about accepting there is a lot of learning in here and 

therefore more vulnerable in partaking in it. 

Astrid - There is an us and them, certainly people who attend this group 

there is a shred understanding there is a shared knowledge and, in a 

way, shared expectation and a shared history. There are only two 

people who don’t attend this group and l know that the people that 

attend this group the explanation l give for certain actions are non-

existent really because we have shared it in here and they know how l’m 

going to behave almost you know, laughter — you know what l mean. 

Nina - Yeah, yeah, l totally agree with that because we are all going 

together. It’s really fascinating we are doing this professionally but there 

are people who attend groups like this for their own mental health — 

there are some dynamics, so you can see what happens in a group, all 

the dynamics and — it is really fascinating. 

Cassa - As l said at the beginning, we were all given a choice, whether 

you want to be part of the group or not and we encourage people to 

make choices. 

Leader - Lovely, it’s a democracy. 

 

George - It doesn’t get any better. Laughter. 

 

Nina - The other thing, you see its scary, when you are telling clients 

there is a group, go to the group — and they ask what this group is 
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about — l’m sure when we were all asked to sign up, l’m sure we all 

thought what’s it going to reveal, we were a bit apprehensive. So, you 

understand how clients feel, sometimes we’re experiencing what it’s like 

to be in a group, so we now know what’s stirring in them — it makes you 

think so differently. 

Cassa - On talking about choice, there was someone l was thinking of 

referring to MIND and l phoned them, and they told me that they don’t 

take referrals but if you can encourage them to phone themselves 

because if they are interested in coming, they will pick up that phone and 

make the call. So yeah 

Astrid - As will you know when attending the group 

 

Cassa - Yes, l think that l find that as a result of the group l can pick up 

the phone and phone any of you. 

Yes, yes — lots of agreement. 

 

Cassa - I can ask you about work or it could be about anything...laughter 

 

Ben - Several times l have made some calls — l have made a decision, 

this is what l did what do you think about this to get someone’s view. 

Laughter 

 

Faith - One time l rang Nina and she was on a boat — yes - l needed 

some advice. I go away for three weeks out of the country laughter. 
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Astrid - The interesting thing, was someone else going to say 

something. The interesting thing though is that we very rarely talk about 

what goes on in the group outside. 

Yeah, that is true. 

 

Leader - Well l suppose it’s confidential. 

 

Astrid - Yeah, but even for those of us that attend the group 

 

Leader - Do you need to talk about the group, because you are living it. I 

think that links back to your point though AP about — l love the idea that 

learning comes in all shapes and sizes and that learning is happening 

but not in any forced way, rather its happening though experience, 

through others experience and that knowledge is being acquired in this 

very interesting way. I think what you are also saying is that individual 

change has been happening and that idea of having had yourselves 

been nourished and perhaps you are also saying to others allow 

yourselves to be nourished. It feels good. 

Silence 

 

Laughter by group. 

 

Ben - By coming here and having an opportunity to spell it out can be 

quite relieving and helpful and an important way of taking care of 

ourselves. 
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Astrid - I will say you have led it really well an ‘unleaderly way’ — you 

know what l mean. Because you have as we have been chatting picked 

up some salient points and threw it back out at us for us to think about, l 

think you have led it very, very, well what word am l looking for. 

Jing - Staying impartial. 

 

Astrid - Not being a disciplinarian — you leave blame to the background 

and came in when was necessary. Also l think what l have found as well, 

not being a bit creepy in order to get more work, l do think part of what 

has happened over the course of the year is that people respect you to 

be part of the group and do the work, l could be off shopping or 

something. I want to thank you for running the group so well — clapping 

by everyone. 

Leader - Obviously there has been some insight gleaned from running 

each group over the course of the year, but probably some of my 

learning has been that l’m not sure that l would do it again in as much as 

a research project — so much is happening on so many different levels, 

its running this group which is only a tiny bit of it — there is getting the 

training for running the group, the supervision, there are all these 

different dimensions to it — it was kind of over ambitious on my behalf 

now that l’m 12 months down the track that perhaps l have over-

extended myself. I feel indebted to you all for participating and taking 

this opportunity because as you say Nina there was possibly a lot of 

anxiety and feelings [for each of you] about how this will impact on you? 

You know you have been very open to the idea of participating that is 

kind of out there, no-one else is doing anything like this. It is also about 

validating the work that you do, the work you do is really, really hard and 
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deeply distressing. So, while on the one hand l was a bit ambitious in my 

ideas it was also deeply invaluable to me to be part of this. 

Astrid - I think what l have heard from today is that umm you may have 

been over ambitious in your ideas, but what l have heard from the group 

is that they have been able to take ideas from here back into their teams 

you know so in a way you have empowered people to move forward not 

just in the AMHP setting but outside. 

Leader - So that’s personal transformation. 

 

Astrid - It also impacts on the team itself because people are able to 

have discussion on the work itself rather than reacting, they can initiate 

the discussion. 

Leader - So are you saying that it has an impact on collegiate 

relationships - l think it’s interesting as many of you brought our senior 

manager into the room, and she has given her tacit approval for this 

group to continue. I have had to seek my own support structures, 

supervision to sustain me. I’m sure she is happy for it to continue on one 

level, this takes Nina - resource, emotional as well (finishing my 

sentence) 

 

Leader continues — as you say it takes a huge commitment from you 

and a huge commitment from everyone, and actually my networks of 

support have grown so in order to support you all those networks need to 

be well embedded but that is not coming from the LSSA. There are all 

these contradictions in play — manager is happy as long as l’m 

prepared to fund this to get the support for myself. 
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If we are to take these spaces seriously, they will only happen, if there is 

the kind of... when l started this project my initial idea was that it was self 

— sustaining and that anybody could step into his role that l have 

adopted and taken up and actually the more l have thought about it l 

realised how much skill and experience there is behind the role and l 

needed more skill and support in my role which l have sought for myself. 

These things don’t just happen — my hypothesis collapsed which was 

that it would be self- sustaining, but l realised through this project that l 

don’t know that it is. 

Astrid - You have to have one committed individual otherwise it will 

collapse as we all have other things to do. I think the other good thing is 

that it is that it links into the forum. 

Leader - It is incorporated into the work of the day. One of my 

observations was that we would talk about cases, yet we wouldn’t talk 

about them. Was it you Nina that was talking about transparency really 

bringing yourself in a very open way, because actually it takes trust, in a 

way that the finger of blame is not going to be pointed? If you have 

blame you close down thinking and most of systems point the finger of 

blame and so no-one is willing to hold their hand up and say that was 

me. Whereas now people l think, are much more willing to say this was a 

piece of work l have done — l could have done it differently had l done 

this, this or this. Are there any more final thoughts? 

 

Astrid - What time is it now? 

 

Leader - Its 12.15 
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Kyla – Let’s sing Xmas carols? 

 

Leader - Is that you avoiding? laughter 

 

Leader - Any other thoughts that people would like to share 

 

Astrid - so what is the plan going forward then. 

 

Leader - So the plan going forward is l will probably need to do one or 

two more interviews — l haven’t interviewed you have l George? 

Leader - so that’s my plan. 2020 to get it submitted. 

 

Jing - Do we get the payment after you submit or ... laughter Leader - 

The payment is personal and [professional] transformation. 

 Astrid - Is there a questionnaire for us to complete? 

Leader - I decided not to create a questionnaire in the end. So, there is 

qualitative design and quantitive design this has primarily been 

qualitative. l could do numbers of attendance each month and l was 

going to do a questionnaire, but l don’t think l will do that. 

Astrid - Can l ask you — will you interview the people that chose not to 

come. 
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Leader - I have interviewed one person 

 

Cassa - What did they say? Laughter 

 

Leader - l think it’s interesting because l think there is a kind of phantasy 

about — and l’m interested in those phantasies of those who haven’t 

participated and how they feel and, and those of you who have 

participated and how you feel and of the phantasies of each of the other 

are? 

Ben - I wonder if any of them could choose again whether they would 

change their mind. We don’t really speak to them about it because it is 

confidential but had we have talked about it interns of what they may 

have missed and they may have changed. Things could change — l 

don’t know. 

Leader - Then if someone is not committed to something and doesn’t 

particularly want to be part of something then in a way that has a whole 

other presence of contribution to the group and being part of the group — 

that’s the other interesting dimension. 

Leader - The other interesting idea l had was to interview our senior 

manager Group unidentified member ‘ooh’ 

What is the thinking behind that? 

 

Leader - Well she is within the structure and she is saying to you - she is 

present in this group today, which l am very intrigued by because on 
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some level you have all said something to her - that is partly why 

because she has been very present and represents something of the 

structure within which we are part. You rightly said in today’s group that 

the structure that we are in impacts on the work that we do. If you are 

not held as a group. 

If you are not being held as a group is that it impacts on you and how 

you go about doing the work. The other point l wanted to make which 

defences have been spoken about a bit — if you are carrying around 

cases that have been quite toxic for you — in whatever shape or form 

that comes and you continue to carry them around without any space to 

think about them the work becomes further and further away because 

then you begin to put stuff in the way of the work my hunch is that it 

impacts on you significantly in the work - Jing presented a very 

complicated case a couple of weeks ago — l don’t know if you would like 

to say Jing something about that not so much the detail but where you 

are now with it. 

Jing - Shall l brief everyone a little about it. 

 

So l assessed a lady who was in a catatonic state in A&E - we decided 

to detain her on a s2 MHA. Two weeks later l established that she died 

in hospital umm l think it was a blood clot. From presenting the case 

there was  quite a few things such as further investigating work that could 

have been done umm yeah. 

Leader - I was thinking more about — was there a sense of relief for you 

in talking about this piece of work with the group. 

Jing - After reflecting during the interview process — sorry l’m tired. One 
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of the things l took from it maybe - sometimes there is a lot of pressure 

on beds and moving people on quickly and maybe pausing and coming 

back to that assessment the following day. We may have then been able 

to speak to the extended family and this may have shed a bit more light 

on the situation. At the same time in terms of her death — l think she 

was going to end up in hospital anyway and l don’t think there was very 

much that would have made a difference to that. If l was in that situation 

again it has given me some things to think about in terms of standing 

back and saying no. Actually, we need to get more information here. 

Astrid - But the pressure of the medical team - A&E how those people 

work l don’t know, half the time they are running around like endless 

chickens and half the time they do not know what is going on about the 

person with MH - they just point to the room and then you go. You try 

and find out form the nurse who is managing the person and they just 

stare at you. 

Jing - there was also another thing that on reflection was probably not a 

good thing — the interpreter ended up being the doctor — exactly. And 

also, where she is from? The Sri Lankan interpreter was Tamil but from 

India and l just didn’t think about all of this. 

Leader - So many complexities 

 

Astrid - when you are in A&E you observe our SUs as second-class 

citizens and that impacts on our assessment as well. 

(Lots of agreement) 

 

Leader - In a way it is like flying a plane — decisions we make may 
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result in people dying, l began today talking about a MARAC incident 

someone may have been seriously harmed as a result of a data breach. 

I think it’s really important to remember the decisions we take can 

potentially mean that someone loses their life - it is not a direct 

correlation necessarily. I can recall cases where l have been involved 

which have ended up in death but unless we have a safe place to think 

deeply about our intervention at a given point and all the pressures and 

difficulties of that intervention and the decision we arrive at we are just 

going to stay in the same place rather than thinking oh yeah, next time l 

might do this a little bit differently. That’s why airline industry is so 

interesting - they have this no blame culture to encourage people to talk 

about what happened. Jing - That is one of the things l touched on at 

interview is that it can become a little bit mechanical where you are just— 

processing — instead of stepping back 

Leader – That’s what you were saying earlier – it’s also what you were 

referring to Astrid happening in A&E - they have become mechanised 

and l think this is what we have to learn how to push back much more 

although l would say that you are all getting much better at doing this — 

to say actually l can’t do this now l have got to think more about this. 

Taking the process and your thinking-self seriously and that of the client. 

Ben - It takes a lot of courage — refers to an example. It takes a lot of 

confidence. 

Astrid - Then you own the work 

 

Leader - It is very difficult — all the quite complicated reasons that you 

have all spoken about in terms of how power works and how that impacts 

on us. 
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Nina - Because they are paperless there are no notes, nothing, you 

have to be prepared. Because l tell you what — they don’t see the 

person they don’t know their history. There is nothing about that person 

— there is such little information, so it is our job to make sure that we 

are as well informed as possible. Gave an example of the actions she 

took in order to ensure she was properly equipped with information by 

going to the liaison service first. 

Jing - Sometimes the police can be really difficult — last night l asked one 

chap if l could have the brothers telephone number — the police officer 

intervened and said well what do you want the brothers telephone number    

for, and l just thought you are just not helping and then after l did the 

assessment, l said to the police — this client is still under the influence of 

alcohol. He replied ‘well you didn’t breathalyse him, he seems okay’ - the 

whole room smells of booze you know. They responded by saying well we 

are not taking him to the POS suite, and l responded by saying, well l can’t  

take him. 

Astrid - It’s about knowing how to gently push back and gently stipulate 

who is responsible for what — we are all in this together we are just 

trying to think about this person who is in crisis at the minute. Even 

though we know s12 doctors and get on really well with each other — it’s 

our assessment and we lead it. 

Leader - Thank you everyone and all your contributions — if you 

have any further thoughts just email me — if there random 

thoughts that come to mind. It’s really helpful to have this kind of 

reflective process — unless there are any further final thoughts l 

will end it here — laughter and end of recording. 
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Appendix 8: Transcription of 1:1 interview with Cassa - 

Researcher - l just want to note how difficult it is to find the time and 

space to meet and think with you about the value of the group and your 

own personal experience of the group and of presenting and how difficult 

it is to find the time to just allow for that space — l just want to 

acknowledge that. It makes me quite tearful, but it is so hard to make 

time to think. 

Is everything okay (Cassa took much longer than the agreed time) l 

wondered if you had been pulled into the AMHP office as l know too well 

that the process all consuming. I just though as l was sitting how hard it is 

to have    this space. I find it hard to grab people as if l am wrenching 

them away. 

 

Cassa - I can see that, umm when l went there, l popped my head 

around into the AMHP office and l went into your office. A colleague 

pushed the door  and she said oh l thought the room was empty and l 

said just come in, so she  was on the phone talking and then she began 

talking to me about what she was doing.... 

Cassa - No, she just asked a question but you can be easily dragged 

into what’s going on. It’s so easily done. I can see why you didn’t — as l 

had thought why can’t we just use your office — and l could see why we 

weren’t. Also, she umm — something to do with the NR so l said call 

her. But then l think she resolved what she wanted to do. So, l can see 

that if you were there    you would have been dragged into that. 

Researcher - What it means is that my thinking about the group gets 

lost — its really forcing and reinforcing spaces for thoughtfulness and 
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those spaces are really hard to create. What you are articulating is 

becoming caught up Cassa - This happens of course not just in the 

group but of course within my day to day work. I think you know the 

dynamics of our team, l’ve got the office  at one place and the outpatient 

clinic at another which is not fantastic because we are sitting on top of 

each other which is not great. When l’m at my office base l put my ear 

plugs in so l can get on with the work. Because when l’m at the 

outpatient clinic, there are constant interruptions and so you don’t (fire 

alarm went offhand threatened to interrupt), you have constant work 

coming through so you don’t find that space to think. 

Researcher - In a way this is twofold, this is part of my research but my 

research is about thinking about what it is we do and how to think about 

what it is we do to maybe further understand, shed some light and 

enhance knowledge. So that’s why this space becomes an invaluable 

one. I’m interested to hear what your thoughts are about presenting how 

that felt. The way this works is as a model is that l leave the space open 

to you — it’s kind of like a free association. I might ask a follow up 

question and we don’t quite know where this will go — l have some 

questions in my mind but the ark of where we go is completely driven by 

you. 

Cassa - First of all in relation to the group itself it kind of helps because 

when someone presents a case umm then you sit back and think about it 

but the discussion that comes from the group and some of the things 

that come out 

— l didn’t think about that. It makes you look at things in a different way 

and you question yourself oh gosh l didn’t think about that — something 

that looks obvious and you don’t think about that and you don’t ask the 
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question. Just listening from everybody what they are coming up with 

and the discussion they are coming up with l think is very, very rich. I 

have learnt something from that discussion. I’ve learnt something from 

that discussion, maybe next time l could look at this or l could do things 

in a different way or ask things differently so for me its been very, very 

educational and enriching in my work. That’s one thing. Now going back 

to what l presented its a long time ago, yes, what l have to say is that l 

haven’t gone back and looked at the case until today so and then 

interestingly, l found that this person has moved on, the care co-

ordinator is one of my colleagues who happened to be in the office 

today. I just looked through the notes very quickly ah she has actually 

been discharged from our service but not completely she has moved 

areas she is in Richmond now. When l looked l noted that she had also 

been discharged from the 117 - l completed a s2 and then she was 

placed on s3. And then discharged and allocated a care coordinator and 

the moved to Richmond and that’s where she is at the moment. I think 

there were some issues about finance, but she was discharged from the 

117 because she is able to manage and do things for herself. 

Researcher - So a lot has happened since April - what l do recall quite 

strongly is that you left that case — there were two observations — 

firstly you didn’t feel like there was enough material to present ... 

Cassa - Yes 

Researcher - Secondly, you felt really uneasy about not being able to 

follow through and offer a piece of work to this client who you felt quite 

protective toward... 

Cassa - Yes, yes 

Researcher - Feelings of protectiveness were really evoked in the 
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group. Its interesting you went back to have a look just now, before we 

were due to meet. 

Cassa - I think one thing is what we were talking about is having that 

lack of space to follow things through, because you are always 

bombarded with things and you can’t even cope with your case load let 

along going back to an assessment - MHA assessment which is 

important to follow through, the immediate thing is that you are 

firefighting all the time and at the end of the day you are too tired to look 

at anything else. That is one thing. This was a woman who we saw, she 

was in hospital and she thought she had, l think it was to do with 

stomach pain and there was a fire in her flat and there was smoke 

inhalation and all that and she had no recollection of that and her life as 

well — her son lives in Greece supporting the father’s business in 

Greece, but when asked about his mother he recollected that when he 

looked back over his past he thought that there was something wrong 

with his mother. Not having fantastic childhood — he seems to have this 

idea that his mother had schizophrenia, but she didn’t come to the 

attention of MH services. She had sisters as well, following her mother’s 

death, they didn’t stay in contact. Then she met somebody, an Italian 

and then he cheated on her or something like that, prior to that she was 

a photographic model, she was modelling. So there was quite an 

interesting background. When she came back from Italy she found 

herself homeless — whatever she had from her previous life is not 

known. She presented at a church and a charity found her this 

accommodation where she was living and so l think that’s where she 

was before she ended up in hospital. She herself felt that she was 

coping and looking after her mental health and physical health and 

appearance and everything else but the OT who visited the property 
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prior to her coming into hospital felt that there was clutter everywhere so 

there was quite a lot going on with this woman. 

 

So, l think that’s where after the assessment l thought this is somebody l 

could work with because l could see potential of doing some work with 

somebody like that in terms of MH - we did the assessment she was 

admitted into hospital and ah that was that l never went back to it. Just 

because the pressure of work once l leave the AMHP role l go back to 

my other role and it’s just bang, bang, bang, bang. You don’t really have 

time to reflect on what you have done really, it’s quite sad really, quite 

sad. Laughter 

 

Researcher - You have also said previously, just outside on the edge of 

a group you said l feel so overwhelmed by the work but when l 

questioned you further you said no l don’t want to leave this work [AMHP 

role]. So, what is it about this work. I was really struck by that comment 

so what is it about this work that really engages and enriches you. You 

have always got something really thoughtful to l have been really been 

struck by how thoughtful your comments are, very valuable contributions 

you make to the group. 

Cassa - What is it about the work? I think its umm, you know when you 

work with people, you see them struggling and you see them through 

and you see that end result l think you just brings some kind of, l don’t 

know, l don’t know if its satisfaction or just umm or just happy for them 

that they are on the other side. I will give you an example of this person 

that l’m going to see today with the CRHTT. There was a bit of DV - l 
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think you may know the case referred to Solace, Children and Families 

are involved and all of that and there was separation from the husband 

and all of that. She stays with the three children. The 4-year-old lives with 

additional needs, couldn’t cope, they live in private rented property. Rent 

is really very high; she couldn’t cope and she breaks down. There is also 

a court order, the husband wasn’t allowed to come back home because 

of DV and all of that and so when she was removed from the place who 

is going to look after those children — so there was all this discussion 

and so eventually umm when she was going to hospital, the SW from 

Chn and Families had to contact the husband, they had to draft 

something with the lawyers so that he could come back home and care 

for the children while the wife had gone to hospital — obviously not 

admitted into hospital but goes into the recovery house for a long period 

of time, well not really long, but after about a week or so, the pressure 

with the beds — there was talk about her returning home. I was thinking 

well she can’t really go back home as she is still not well, in the middle 

of all this she discloses that she has been pushing the children and that 

she has been shouting at them and all that. I was thinking well how she 

can go home. What that meant was that if this person goes back home 

then the husband has got to move out. 

Because there is still that court order, and they are unable to live 

together and where the husband has been living — is with a friend and 

he can’t take the children. So, then l start fighting now trying to find some 

respite Researcher - Sounds like an interesting case to bring to the 

group 

Cassa - Yes, yes while all this is going on, l start looking to find respite, 

in the meantime l’m working alongside children and families. There was a 

court hearing in October, umm where the judge suspended the order 
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and said the husband could come back home. She was happy for the 

husband to return home so they could work things out between 

themselves. So, we had a meeting with Chn and Families while she was 

still in the Recovery House, but she was going home and seeing the 

children but returning to Recovery House. So this time we wanted to 

have the meeting with both of them at home where she was, we were to 

have a meeting with the chn and families and all that but when l walked 

in, l saw something that l hadn’t seen in this man, because l despised 

him because l thought he was doing all these things, you know, he 

always looked angry, even in the meeting — but what l saw when l 

walked in, he was smiling, l said to him l have never seen you smile. He 

said that he was happy that the wife was there, and the children and you 

could see the children running around — really happy. And you could 

see the lady l’m working with and she looked different, there was 

something there that was really different. We were talking about this 

earlier, bust she looked different, but l had to point it out to him that l 

have never seen you smile. So err, but things have moved on from there 

she moved back home, we’re supposed to be having a review of a child 

protection conference but that was cancelled so the CRHTT are happy 

to hand back as usual and she seems in a better place at the moment. 

But seeing all that through it just gives some happiness for them and 

hopefully things will work out. 

Researcher - what’s your hunch? 

Cassa - Uh he, I think they have never been apart like this before when 

all this has happened previously, they have always been together. They 

have never been through this when they are nearly divorcing so umm l’m 

hoping, just hoping that maybe they can look at that and learn from that. I 

was thinking — you know RL (she is a Family Therapist) l think it’s also 
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the husbands understanding of her MH so l want to see if we can try and 

do some work around that including the 15 year old to see what we can 

do. 

Researcher - So that’s quite creative. 

Cassa - yeah, so the support worker form Chn and families is also going 

in and working with the father. 

Researcher - So quite a bit of thought and creativity going in to holding 

this family together. 

Cassa - So it’s doing that work — when you referred to that comment l 

made l’m so overwhelmed l want to leave, but at the same time l don’t. 

Doing something like that keeps me going. 

Researcher - I think what you are saying is that l want to get on and do 

my job in a way that satisfies me and that’s what l hear you to be saying. 

You want to be able to see something of the point of what you want to 

do to help people transform in some way. 

Cassa - Yes, it is, but also umm because it doesn’t always work, but if it 

doesn’t work is there anything else you can try and do to support people 

with whatever they are doing. It’s not always success stories is it. 

Researcher - What we do know - certainly from today and your story, that 

people are complicated. If we return to the woman that you presented. To 

stay in the modelling industry takes some doing 

Cassa - It’s a very competitive industry — it takes a lot of courage and 

resilience to do that work. It’s not for everybody. I don’t know coming 

from the background that she comes from. 

Researcher - l wouldn’t have thought so not at that time Cassa - And 
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also coming back to this lady, why is that her sisters are living in the 

same city and they are not communicating. We didn’t touch on that 

enough probably. 

Researcher - We didn’t touch on that much in the group did we but what 

it gave us was some clues about very early damage — l think in a way 

which is your suspicion with this man (case CC used as an example) is 

that the damage of his sadistic behaviour is deep and goes back to how 

he was treated as a baby/child. 

Cassa - The son, are you talking about? 

Researcher - No l’m talking about the husband and the change and 

transformation that you are hopeful will happen with this family and l 

suppose in a way how we hold in mind all these questions — mentalise 

what might have gone on — why he like he is? Why does he treat his 

wife like he does and the impact on the children? 

Cassa - This family come from Iraq - they still have family there. What l 

noticed was that when she umm — the DV has been going on for quite a 

long time before l got involved because my predecessor also tried to 

refer to Solace and she doesn’t want that. Police arrested her husband 

and she let him come back home — so for this person to state, no, l no 

longer want you here. It took quite a lot of courage for her to do all of 

that. Is it that she wants to get back together because she can’t manage 

on her own because of ummm the financial situation is that why — l 

don’t know? 

Researcher - So these are still questions you have in your mind. So, I 

think from your knowledge from learning from the group and from through 

own experience is the important question to hold in mind is to keep a 

close observation of the dynamic in that relationship. Because that is not 
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going to go away. 

Cassa - No its not. I think what she mentioned in conversation was also 

that    because when he was around that when he was around, he will pay 

for this for the children and he will do this for the children. I think he was 

very controlling if you like, so he was doing everything so when he left, 

she was very lost. She didn’t know how to get to places and didn’t know 

how to claim benefits or all that stuff because he was doing everything. 

Researcher - So there is a lot of an overlap with the case you presented 

Cassa - I think thats why when you said what it is about the work — l 

mentioned this specifically because of overlaps yes, yes. 

Researcher - The role of patriarchy and women and there is something 

similar between the two cases — the position of men and women. 

Cassa - With the case l presented from AMHP duty l was unable to do 

any follow up or support whereas this one its long-term work so thats the 

difference. 

Researcher - So in some senses a little bit more satisfaction 

Cassa - There is. Those questions that are lingering in my head — l’m 

able to hold them in there even though it may take some time to find 

those answers. Because we will get there because it is someone who l 

will be working with for quite a long time. 

Researcher - The spark of curiosity was that triggered by this other case 

[that you presented in the group]? 

Cassa - Yes, l think so. What we were talking about in the earlier 

session, all those unanswered questions, if l work with this person and l 

asked this whereas as this one because it’s a live case l have the 
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opportunity to do all those things. 

Researcher - But also, the role of observation. What thoughts do you 

have about that? 

Cassa - Observation, like l said to you before about this person that l’m 

working with like l have never seen him smile you know his mannerisms 

when you go to the home and that and what l saw was totally different, 

the kids were running around and really happy. He was smiling, just 

observing them all together it was just so totally different to what l have 

seen in the past. Researcher - When you reflected that back to him. 

What did he say? 

Cassa - he just smiled back at me. They both looked at each other and 

smiled. You could see him picking up the toys and playing with the 

children. I said to the SW I have never seen this. We were both (actually 

we were both laughing) it was just so nice to be in an environment like 

that. You know. This is hopefully that is sustained. 

Researcher - Do you have thoughts about what questions you might 

ask when you go and see them? 

Cassa - Well today, umm l think it’s about, the problem we had, she 

broke down, Chn and Families don’t want her to be left alone with the 

children. 

Researcher - So it’s reinforcing potentially his control. 

Cassa - Everything come back to MH - l will see her every week. Two of 

us will see her every week. 

Researcher - Together? 

Cassa - no on different days, the support worker is doing some work 
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with him. 

We see them separate days and some days we will see them together 

including the SW from Chn and Families. We have core groups as well 

and its constantly being reviewed, so once everyone is satisfied that she 

is able to care for the children — we can leave her top care for the chn on 

her own. 

Most of the day the children are at school, so it is doable. 

Researcher - Interesting how the system is reinforcing the power 

dynamic in this family 

Cassa - I think its working closely with her and observing what she is 

doing and also umm having discussions with her about how she is 

feeling. There was a reason why she was separated from her husband 

and l think we need to keep an eye on that. Also, she is someone who 

has taken an OD before l started working with her. I just want to make 

sure that she has 

I don’t think he has much understanding of MH. He always tells her that 

she is mad, and yeah and that kind of thing. 

Researcher - So undermining her 

Cassa - I was explaining to her that it doesn’t always work like that as 

long as you engage with us and look after yourself and your children. 

There are a lot of people who have MH - they don’t remove your chn 

simply because you have MH issues. It’s an illness just like physical 

health. Its an illness its being treated, you are aware of it, you know what 

to do when you are becoming unwell, thats fine. He was threatening her 

with that. So yeah… 
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Researcher - There is some sadistic pleasure with this man whatever 

form it takes either orally or physically. 

Cassa - I think that it showed him that when the court order was obtained, 

he had to move out you know despite her MH she was at home with the 

children for quite a long time. 

Researcher - So for both of them there has been a power shift 

Cassa - When l went to see them this past week, she phoned me, and 

she said now that she has the benefits in her own right she can go out 

and do the things that she wants to do. She never used to do, but now 

she can go out on her own. 

Researcher - So l just want to bring us back to the group, although of 

course this is all relevant so although it’s another case what’s happening 

from what you are saying about the group is that it is then informing the 

work you are doing with other cases. So, you are holding in mind all 

these possibilities in maybe more complex ways umm, all of these things 

are possible. Its never just one possibility of what may be going on and, 

in a way, that’s what the group does to allow us to hold onto multiple 

possibilities as to what might be going on and to be a little bit more 

creative about our thinking. Rather than having one fixed idea about what 

might be going on. 

Cassa - Also what l like about the group laugh, sometimes we pick one 

thing, and we all start to talk about that one thing and you come in and 

you sort of bring that in and say kind of say something like hang on a 

second what about this other thing and by you coming in and mentioning 

that you sort of think like a switch and l think yes we haven’t actually 

thought about that. 
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What about this? 

Cassa - Like this morning you said what about the children how does this 

impact on them so it’s all learning, you have to take the whole picture you 

have to ask questions to understand what is going on. 

Researcher - And how complicated this is, and one other thing l had on 

my mind has there been other cases that have either informed your 

practice informed you about yourself, your own thinking about your story 

— we don’t generally bring our own stories own personal stories 

generally to the group and also the wider impact on the group? Maybe 

there are too many questions there. 

So perhaps my first question — my thinking is — that stuff is discussed 

and then people will digest this stuff outside of the group. All kind so 

things that will be individual to them. I don’t really need to ask that 

question as your case  illustrates this. 

Cassa - You’re reflecting bit when l have had to speak to someone 

about that case like l do here — it’s obviously a different forum — l think 

it helps to talk to someone. The problem we have, is that we are all over 

the place and it’s not the same as talking to someone over the phone, 

but face to face it kind of helps just like we do here where you are talking 

— so l think l’m taking that and using that be it with a colleague or my 

manager. I can’t say a lot, because l don’t have the time to sit down to 

talk because the pressure of the work. Yes, that’s one thing. Sorry, 

someone is phoning me. So yeah, that’s one thing l have taken from 

here. Sometimes when you are doing the work you are doing you don’t 

have a chance to ask all the relevant questions but so that when you go 

back you try and ask those questions and dig deep maybe in a different 

way and that helps. 
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Researcher - The blind spots — by becoming more aware of the blind 
spots 

— by bringing them to the forefront you become a little more aware of 

the complexities — really powerful. 

Cassa - yeah, l think it helps — she laughs, l shouldn’t say believe it or 

not, but l get a lot of people coming to ask me about stuff. I think why are 

they asking me, you end up asking the question or you end up having a 

discussion about what it is that they are bringing to you so sometimes l 

think, you have come to ask me, what do l know. 

Researcher - I think that is really interesting isn’t it that you play down 

your own knowledge and skill but my observation of you in this group is 

someone who thinks quite deeply about things. 

Cassa - Someone has to say that to you — especially lately we are in 

the team meeting and something comes up especially around 

safeguarding and manager looks at me — it’s this and that — (why are 

you looking at me) they are looking to you for answers so yeah, so its 

interesting. 

Researcher - have you thought of bringing a model like this to your 

team? It’s interesting that the RC is a Balint leader it is interesting that 

she hasn’t thought to introduce this model to the team. 

Cassa - I think from the psychology side of things, do you remember 
RB? 

Researcher -Yeah 

Cassa - Someone would present a case -— a little bit similar to what we 

do. Researcher - Is this something that you have said that this is 

something that you do with your team? 
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Cassa - I don’t think l have had an opportunity to do, no, l don’t think so 

Cassa - Saying that l did say we do something similar in the AMHP 

forum — it was sort of familiar, but l can’t remember whether we once 

you have presented you push back or you sit back or also participate l 

can’t remember it. 

Researcher - the sitting back is so that it creates safety otherwise 

potentially it could become unsafe. 

Cassa - It’s also an opportunity for the presenter to have that space also 

to think through what other people are talking about, l find that interesting 

because you as a presenter want to come in and say something — it’s 

just that space… 

Researcher - How does that feel? To be forced into thoughtfulness 

Cassa - I find it really difficult — you want to say something — l find it 

really difficult. 

Researcher - I think its interesting to observe when you feel really 

compelled to come in? To use the space to think why l’m wanting to come 

in at this point is really interesting. 

Cassa - You can see the body language, the smiling, making faces 

whatever it is — you see their edging to come back in. I find the whole 

thing very informative very interesting and benefitting from it really. 

Researcher - The other question was — so in a way there are now two 

groups, there is an in group, those who have signed up to the group and 

an out group, those who haven’t signed up to the group, my curiosity is 

as someone who is an in-group person, do you think that there has been 

a shift at all in the group as a whole. 
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Cassa - I think it’s quite sad that not everybody attends first of all, l think 

you know, l think that everybody should be part of that because l think 

it’s something that is of benefit — l know you are doing this research 

thing, that is one thing but in terms of the discussion itself, l think it’s 

something that l have benefitted from it and it is something that people 

can benefit from that because although it’s a research thing that you are 

doing we discuss cases that are real cases. And we are discussing — it 

might not be solutions but ideas that we are all sharing so l think that 

would be helpful to everyone really. 

Researcher - There is two separate things going on there is research 

which happens to be part of it 

Cassa - it’s also beneficial to me it has helped to think differently or to do 

things differently when you hear about people talking about different 

things and l think oh l didn’t think about that. The live case that you are 

talking about When the person presented l didn’t think about that but as 

the conversation goes on 

It also brings out things that you didn’t think about before. 

What it has brought to the group — l don’t know it’s kind of like singing 

from the same song sheet if you like. That what l feel that you are 

singing from the same song sheet, but it something that you can discuss, 

it doesn’t have to be one solution you are coming from different angles 

and putting ideas together. Researcher - So there is no right answer 

So when you say singing from the same song sheet what occurs to me 

is that there is a harmony to the group 

Cassa - Yeah yeah. 

Researcher - The other side of harmony is disharmony and is their 
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space for disharmony in a harmonious group. 

Cassa - Yes, its like singing from the same hymn sheet but somebody 

has got a high pitch and maybe somebody is out of tune but you are all 

looking at the same song. 

Researcher - Its tolerated Cassa - Yes, you are all looking at the same 

thing, you reach the same destination, but you take a different path and 

you get to the same destination and its okay. 

Researcher - And if you don’t get to the same destination is that also 

okay? Cassa - its okay, its learning in that, there is learning in that. You 

have got this thing whereby l didn’t think of it like that that’s how l 

thought about it and that’s okay. 

Researcher - And what about the role and place of fear? 

Cassa - What do you mean? 

Researcher - So do you think your fears about the work as someone 

who has been quite open about your fears about the work — do you feel 

they have lessened in a way? 

Cassa - I don’t think it’s a fear as such, in terms of the role … 

Researcher - I am thinking more that you have always been someone 

who has been quite cautious and quite tentative about the work, and as 

you have become more experienced l can see that’s lessened quite 

significantly. 

Cassa - Has it (laughter)? 

Researcher - Well may be l have got that wrong, but l suppose that is 

my question, do you think that a group like this helps kind of some of the 

fears attached to the work. 
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Cassa - I think it does, when you hear about umm you know that assessment that someone 

has done, l try to put myself in their shoes for instance, and think about how would l have 

responded or how would l have dealt with that. I think the one that stands out is that the one 

that Kyla presented, the young lady with the knife and all that. I just thought to myself if it 

was me how would l have reacted to that, so l think it’s that kind of fear, l think it’s the fear of 

the unknown. At the same time what makes me feel less fearful is the knowledge that l’m not 

going in myself l have got people with me — we are actually making a collective decision in 

a way. Researcher - So forewarned is pre-warned in a way. 

Cassa - So although you are going in umm with 4 or 5 of you, it is also 

the view of the unknown because you are going with this information on 

paper but what you are going to face might be totally different — you 

know you could come across someone who is really aggressive, and 

you may be faced with this thing that you weren’t expecting but that is the 

nature of the job. 

Researcher - It is — l think that might be the end of my questions unless 

you have any other questions? I just want to confirm that this will be 

confidential but there may be identifying features — if l use some of this 

material, but obviously it will be confidential but you may be able to 

identify this material. 

Cassa - The one thing l wanted to ask was what l said for some when 

somebody when faced by quite traumatic and difficult work that l think 

the offer should be made to everyone that the option of speaking with 

you is open to everyone. Because once a month is not enough. 

Researcher - I think that is a really good idea — that was the first l had 

heard of it [referring to a particular case that was discussed earlier on]. 

Cassa - Its once a month we come to the forum — because the work 

that we do is not easy and then you are faced with other colleagues or 

family — its always good to have someone to talk to. 
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Researcher - I thought it was a really helpful suggestion 

Cassa - The other thing l was going to ask is — do you think — because 

there is disjuncture from month to month and so l have thought that this 

is something that we should be doing more often so that there is less 

disjuncture but that is an open question to everyone so that we meet 

more regularly and have a space that is consistently regular. When we 

do an assessment we talk about that because umm especially at the end 

of the day we phone each other and ask each other how we each got on. 

Some assessments you want to talk about it in more detail — l find that l 

have supervision with another AMHP and l find that we concentrate 

more about my caseload — she asks about the AMHP work and l say it’s 

fine. 

Researcher - It’s managerial. 

Researcher - Make the offer more often so that we don’t lose the thread 

in quite the way that we do — as l was making my way to the group 

today l thought, actually who has remembered the detail of the last case. 

I am steeping myself in it so l know it in some depth, but other people 

are not going to know it so well. It occurs to me that there is so much 

that we could be picking up — it doesn’t have to be an AMHP case, it 

could be any case. Cassa - So when are you coming to the end of your 

research 

Researcher - The research comes to a formal end in December 

Cassa - What happens to the group afterwards 

Researcher - As long as l’m around l will run the group. 

Cassa - I just asked l am not going to mention names — but someone 

has said that you are only running the group for research purposes. 


