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Abstract
This article draws on themes derived from research conducted as part of a doctoral study, using Framework Analysis, in which fifteen mental health professionals were involved in nine Mental Health Act assessments in the UK. In this work, risk is explored in terms of the social context, using a social constructionist perspective, in which concepts of ‘social crisis/mental illness’, professional negotiations and social capital are explored. The key findings highlighted: the social constructions of service users’ worlds, as presented by the Approved Social Workers (ASWs) and Home Treatment Professionals (HTPs), were notably different; the negotiations between the ASWs and HTPs, provided the ASWs with a number of roles including negotiator, deal-maker and decision-maker and the service user’s social network and the provision of home treatment showed that the ‘treatments’ provided can be seen as a shared role.  Finally, the implications for contemporary mental health social work practice is presented. 
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Introduction: The Special Case of Mental Health Act Assessments
For many years, and even more so today, being assessed under the Mental Health Act (MHA) has been seen by many professionals as a precursor to compulsory hospital admission. This type of assessment, in the UK, has occupied such an invidious place in both professional and public imagination that the association between MHA assessments and being ‘sectioned’ is now well entrenched in popular myth (Barnes, 1990). 
The role of the MHA assessor (previously undertaken by an Approved Social Worker [ASW], but now by an Approved Mental Health Professional [AMHP]) has been seen as problematic due to the multiplicity of the role’s dimensions, which inevitably creates uncertainty (Golightley, 2014; Kinny, 2009). These uncertainties are present in both professional and lay discourses. The AMHP is expected to have significant knowledge and skills in mental health work and to exercise ‘independent judgement and be personally accountable for his own practice...’ (Golightley, 2014, p.71). Central to exercising independent judgement is the need to use a significant skill set to be able to engage with ‘patients’ and be able to explore the social context in which the assessment is undertaken. 
MHA assessors ‘have a wider role than that of doctors... having regard to any wishes expressed by relatives and any other circumstances...’ during the assessment (Barber, Brown and Martin, 2012, p.9). What characterises an assessor in the assessment process is their ability to recognise and ‘address some of the key issues relating to risks, rights... the centrality of values and ethics in implementing mental health law’ (Coppock and Dunn, 2010, p.63).
One reason why MHA assessments are so little understood is the fact that there is paucity of research in this area (Sheppard, 1990; Campbell, 2010). Despite some studies which have indicated connections (for example, between community provision and assessment outcomes [Dunn, 2001] and social capital and assessment outcomes [Quirk, Lelliott, Audini & Buston, 2003]), findings which propose not only psychological factors (Davidson & Campbell, 2010; Gregor, 2010) but also factors which include local resources, social networks and professional norms are significant. As such, there remains a mystery around MHA assessments which continues to be viewed as something which cannot be understood or explained.
Researchers suggest that hospital admissions are often associated with a lack of community resources, home treatment teams, support from families and poor communication between professionals (Booth, Melotte, Philips, Pritlove, Barritt et al., 1985; Bowl, Barnes, and Fisher, 1987; Fisher, Barnes, and Bowl, 1987; Barnes, 1990). Although it is not unusual for professionals to interpret MHA assessment outcomes in terms of a biological condition which needs hospital treatment, this understanding is usually constructed within a culture where sovereignty of the medical model is not fully subjected to critical examination. 
A candidate patient’s chance of being sectioned is likely to increase when there are no realistic alternatives to in-patient care. This typically occurs when staff have insufficient time to set such alternatives in place and are unsupported by other professionals in doing this (Quirk et al., 2003, p.119).
The traditional understanding of an MHA assessment equating to being ‘sectioned’ (Barnes, Bowl, and Fisher, 1990) is often not addressed within contemporary healthcare settings, with alternative assessment outcomes and treatments remaining unexplored. With increasing numbers of Mental Health detentions taking place year-on-year (CQC, 2014), many people now live with the experience of being ‘sectioned’ and the consequences of being so labelled. The continuing increase in detentions under the MHA, together with the increasing number of people with mental health problems in many industrial countries, would suggest that changes to community healthcare are urgently required. 
Hall (1995, 2015) argues that the role of the social worker complements that of other medical professionals when using the medical model alongside a social constructionist model of care (Tew, 2005). Here, all of the circumstances are considered and patients and their families are encouraged to identify the precipitating reasons for their crisis, rather than viewing MHA assessments simply as a ‘mental health’ problem. Essentially, this involves incorporating a wider range of concepts, such as seeing the patient as an asset, social capital and reciprocity (Cahn, 2000). There is a need for utilising these concepts to broaden the assessment process, thus helping to counteract the more restrictive views of the dominant medical perspective. 
So the question arises as to how we should respond to the changing nature of mental illness in Western society, and what theories of understanding are available to us to help develop practice with people who are assessed under the MHA? 

Literature Review
Through listening to the assessors’ stories of MHA assessments and from a review of the research on MHA assessments and home treatment, three major concepts are identified which may enhance practitioners’ understanding of their practice; these being: home treatment, professional decision-making and practice models.
Home Treatment 
The concept of treatment in the community (‘home treatment’) was introduced into discourse through the National Service Framework for Mental Health (DoH, 1999) policy, whereby 24-hour access to emergency teams became available. Guidance on the use of home treatment and the MHA was made clear in the Department of Health’s policy guidance (DoH, 2001) and as a framework to understand the value of such teams (Johnson, 2004). 
Booth et al. (1985) were amongst the earliest researchers of the MHA, identifying and exploring crisis services as an alternative to hospital admission. They explored how crisis teams (home treatment) can work with ASWs to provide an effective service, identifying three broad levels of collaboration where this can take place: strategic, operational and practitioner. They viewed the issue of resources as central. ‘One fifth of all hospital admissions were felt, by the social worker, to have been avoidable given a reasonable level of provision of alternative services’ (Booth et al., 1985, p.79). Avoidable admissions were seen in part as being problems of collaboration, which fall into three categories: problems of access, problems of attitude or relationships, and problems of procedure. 
Problems of Access: This was understood by Booth et al. simply in terms of difficulties of co-ordination or people not being available. The unpredictable nature of psychiatric crises does not always coincide with professional schedules. These problems were seen as inevitable, but also seen to be ‘exacerbated by working routines, professional methods and personal idiosyncrasies of manner, style and approach’ (Booth et al., 1985, p.81). 
Problems of Attitude or Relationships: Booth et al. (1985) identified these in terms of friction and conflict between social workers and doctors, drawing on Huntington’s (1981) ‘two cultures’ theory. Huntington explores the differences between social work and general medical practice, identifying that there are marked differences of ‘knowledge, learned values, standards, technology, technique, work orientation, language, identity and relational orientations’ (Huntington, 1981, p.73). It was seen that different ‘perceptions of each other’s role and responsibilities, in their interpretation of the nature and gravity of the crisis, or in their views as to what is to be done’ (Huntington, 1981, p.82) all contributed to the assessment outcome. 
Problems of Procedure: Huntington (1981, p.84) identified that ‘impaired collaboration’ was caused by breakdowns in communication at an organisational level and by failures to apply proper procedures due to unclear ‘administrative divisions of functions, powers and responsibilities between the health and social services’. These problems arose around the differing interpretations of the MHA and clinical responsibilities. Like Huntington, Langan (1989) suggests that the timescale in which assessments have to be completed is problematic, with restricted opportunities to ‘step back’, similar to Schon’s (1987) ‘reflection-in action’, and having insufficient time allocated for decision-making. This need to step back refers to ASWs being able to reflect on their practice and assessing whether they can justify and explain the reasons for hospital detention. Langan also suggests that the lack of alternative provisions is not the only factor which influences ASWs when using compulsory powers. The ASWs in this study did not always have a clear understanding of what was required of them and their practice in terms of their ‘social, legal and ethical as well as medical considerations’ (Langan, 1989, p.1). The ASWs had no clearly-established patterns of assessment or good models of practice.
Analysis of the literature on home treatment aids our understanding of the issues around community provision for assessors involved in MHA assessments and provides a discussion framework in this underdeveloped area of practice. Home treatment support, as part of the assessment process can, under the right conditions, complement a narrow medical focus on ‘mental disorders’ and present an opportunity to broaden our understanding of the assessment process to include social networks and the positive contribution that a patient brings to the assessment process and, as such, supports individuals to manage better the psychosocial consequences of their diagnosis.
Professional Decision-making
Langan (1989) has documented the ability of ASWs to look at alternatives to hospital admission. He reports that they feel unable to ‘gain clarity’ around the decision-making process, feeling that their only choice when undertaking assessments is between ‘compulsory admission and allowing the status quo to continue’ (Langan, 1989, p.170). An ASW’s ability to make decisions can be seen as a key area for investigation, with each assessment having its own unique circumstances and characteristics. Decisions made by assessors can have fundamental and ground-breaking consequences on patients’ lives; consequently, assessors are held personally accountable for their practice. For Langan, there seem to be some ‘relatively easy’ alternatives to hospital provision readily available but remaining unused, ‘such as temporary removal from family members, or moving the individual to a home for the elderly or use of family aides could have been and were not used’ (Langan, 1989, p.170). However, Langan does not seem to take account of the rituals which mark the assessment process, the negotiations which have to take place between professionals who may have very different practice philosophies and the consequences of challenging the established orthodoxy. 
Peay (2003), following Sheppard (1990), further explores the decision-making styles adopted by professionals undertaking MHA assessments. Peay’s research uses a single case study to gain assessors’ views, in which she examines their philosophical styles, decision-making and recommended courses of action. The case study:

...concerned a psychiatrist and an ASW visiting a young black patient, Robert Draper, who was previously known to the service and about whom there had been complaints by his neighbours. There was evidence to suggest that the patient might be psychotic; the patient refused admission to hospital for assessment or treatment (Peay, 2003, p.187). 
The participants, forty paired assessors (one medical consultant and one social worker) were asked to review the case study and make recommendations as to which treatment course of action they would follow and why they chose hospital or community outcomes. Paired assessors  were asked which role’s description best described their practice - clinical, legal or ethical.
Clinical decision-maker: …someone who was essentially driven by what was in the patient’s and/or society’s best interests, who looked to the Act only to determine whether there were legal powers that could be invoked in order to pursue these prior best interests. 

Legal decision-maker: …was someone who carried around, either literally or metaphorically, an awareness of their legal powers and duties under the Act, together with the framework of safeguards it provides for patients, and allowed predominantly these factors to drive their decision-making. 
Ethical decision-maker: …was one driven by questions of capacity. Was the patient capable of deciding for him/herself? Only if the person lacked capacity would the psychiatrist or ASW look either or both to best interests and/or to the Act. Hence, only incapacity would trigger interventions against the patient’s objection (Peay, 2003, p.187) [emboldment added]. 
The majority of the social workers and consultants, as paired decision-makers, see themselves in the ‘clinical decision-maker’ role, with only six social workers having no allegiance to just one model. For Peay, these types of decision-makers are not seen as having dogmatic views, but rather they are open to negotiations and, as such, negotiations can refocus the narrative and ‘labelling’ of the service user. As a result of the predominate clinical role taken by the social workers, the medical perspective was seen as paramount, with less credence given to the social context in which the service users found themselves.
An exploration of professional decision-making is useful to this study because it provides another means of understanding the dynamic assessment process that an assessor has to encompass in practice. In common with home treatment and the practice models (below), ‘professional boundaries’ have at their core the coming together of different professional frameworks (Goffman, 1974), while at the same time they suggest the need for a broader framework within which to understand the assessment process. 
Practice Models 
The use of models in terms of MHA assessments in the UK has been under-researched (Dunn, 2001). An early example of such a model within the mental health literature of the early 1990s refers to social risk orientation (Sheppard, 1990). By the early 2000s, a number of other models had been proposed and investigated in light of pending changes to the 1983 MHA and a growing interest in home treatment (Bridgett and Polak, 2003; Peay, 2003; Quirk et al., 2003), incorporating not only the notion of risk but also mental health team dynamics and the patient’s social network. Nevertheless, there has been little progress in the conceptualisation of models of MHA assessments, despite the significant rise in the number of such assessments in the UK (Dunn, 2001). Bridgett and Polak (2003) and Johnson (Johnson, Bingham, Billings, Pilling, Morant et al., 2004; Johnson, Nolan, Pilling, Sandor, Hoult et al., 2005; Johnson and Needle, 2008) have explored in some detail models of home treatment, but their findings refer to all people diverted from mental health hospital admissions, rather than just those solely assessed under the MHA (CQC, 2015). 

The Social Risk Orientation Model: Utilising a clinical approach 
Sheppard argues that key to understanding the ASW’s role is a clear understanding of the MHA criteria of ‘health and safety of the patient [and] protection of other people’ (1990, p.vi). His model of good practice uses a Compulsory Admissions Assessment Framework, in the form of an ASW assessment audit schedule covering six classifications: hazards, mental health threat, physical ill-health threat, safety threat, protection of other people, and availability and adequacy of support (Sheppard, 1993). Each classification has a number of questions rating the level of risk and danger, which are summarised at the end of the schedule so as to gain an overall rating of the risk. Glover and Johnson (2008) and Glover-Thomas (2011) add to this assessment approach, although using the term ‘Risk Recipe’ model. Glover-Thomas draws on tort law, in which it is argued that a number of conditions come together to form a particular outcome. Using Sheppard’s example, a combination of the six classifications would inform and guide the professional’s assessment outcome. While the ASWs in principle found this model useful, they argue that there are many factors which could be combined and these combinations would produce an exhaustive list, hence while the Risk Recipe model is a valuable tool, it is not the sole arbiter to the decision-making process. 

The Team Support Model: Utilising a non-clinical approach

The research of Quirk et al. (2003) on MHA assessments used a participant observation and interview data collection methodology which included direct observations of MHA assessments by five teams working in inner and outer London. Their study identified that a number of non-clinical and extra-legal influences had an effect on compulsory admissions to hospital. The non-clinical influences included insufficient time to set up alternatives to hospital admissions and being unsupported by other professionals. The extra-legal influences included structural operational norms and professional accountability of MHA decision-making at the agency level. 

The Social Systems Model: Utilising both a clinical and non-clinical approach
The social systems approach (Bridgett and Polak, 2003; Bridgett and Gijsman, 2008) uses the principles of crisis intervention based on the early work of Caplan (1964). This model of crisis intervention not only considers the individual service user, but also incorporates the individual’s social context as key to understanding their crisis. The model looks at how equilibrium can be re-established in a person’s life and what has caused the disturbance to the person’s social network. The model emphasises the positive opportunities that can be achieved in a crisis situation, due to an individual and their social system being more accepting of help at times of crisis. The principles of the model include ensuring coordination, adopting a social focus, encouraging communication and enabling coping. 
Methodology

The study used an interpretive approach (Conrad and Barker, 2010) informed by the work of Charmaz (2006). The research was undertaken within a large Mental Health Trust in the East of England, which served primarily an urban population. The purposive sample included all MHA assessments with an outcome of home treatment undertaken between January and March 2008. The Trust identified a total of 54 cases, of which nine cases were noted as having ASWs requesting home treatment as an outcome. The service users, ASWs and Home Treatment Professionals (HTPs) from the nine home treatment cases formed the sample group to be interviewed. Semi-structured interviewing was used so as to provide a systematic method of data collection from the ASWs’ and HTPs’ practice. All the interviews were audio-recorded and transcribed. Framework analysis was the method used to evaluate the qualitative data in a systematic way (Ritchie and Spencer, 1994). Ethical approval for the research was sought and obtained from the NHS, National Research Ethics Service, England (08/H0302/76). 
Findings: Undertaking Mental Health Act Assessments
In the interviews conducted with the ASWs and HTPs undertaking MHA assessments, it was observed how their experiences ‘fit’ the conceptual frameworks described above (social crisis, negotiation and practice models), as assessors navigating their way through the assessment process. For the purpose of this article, three of the most significant themes have been selected, namely: mental illness or social crisis, negotiation and mental illness, and mental illness and social networks. 
Mental Illness or Social Crisis? 
How ASWs and HTPs interpret both service users’ behaviour and events permits a closer analysis of professional practice behaviour. Framing service users’ behaviour and then acting on that understanding significantly influences how ASWs and HTPs practise and consequently what service provision is provided. 
The social constructions of service users’ worlds, as presented by the ASWs and HTPs, were notably different. The ASWs predominately explored service users’ worlds and their problems in terms of social crises, while the HTPs identified service users’ problems in terms of individual pathologies and risk. The ASWs explored, in some detail, the complex relationships and coping mechanisms utilised by service users in their attempts to resolve difficulties. ASW Adam
 put words to this when explaining his understanding of one service user: 

...her drug taking, her psychotic behaviour and her quest for independence and rebellious behaviour was somewhat linked to this rather enmeshed family dynamic and they were basically treating her as if she was about 11 years old and so the mother and father hadn’t really begun this sort of natural disengagement process that you should do with a young adult. So they were being very, being over-parental. (ASW, case 7).
In addition, the ASWs pointed to causal relationships between social problems and a service user’s mental health; for example,  the breakdown of a close personal relationship which he/she is unable to come to terms with and their changing social status. The types of narrative varied within this social discourse, but included how the behaviour could be seen as a normal response to their social situation (i.e., finding it difficult to accept rejection by their partner and taking drastic measures to maintain contact with that person). ASW Andy, for example, identified in case 1 that a drug overdose had followed a break-up with the service user’s boyfriend. 
However, for the HTPs, the primary interest was the identification of a mental illness rather than gaining an understanding of the social context in which the service user presented. This can best be illustrated with regard to case 2, in which ASW Alan explored the complex social relationship of the service, but the HTP’s initial intervention in this case focused on identifying a mental illness, the level of risk and looking for a diagnosis, then for a treatment for the diagnosis, with the social aspect of the problem being seen as secondary. 
For the HTPs, clearly labelling a service user as having a mental illness was seen as a priority. Attempts to resolve this problem were undertaken by trying to classify service users into two groups (‘mentally ill’ and ‘other’) and being guarded as to who they selected as being ‘mentally ill’. Analyses of the HTPs’ narratives were therefore characterised by frequent references to the service users’ mental disorders and the risks associated with those disorders. 
The issue of trying to identify whether a service user is presenting with a social crisis or a mental illness is further complicated when this is their first presentation to the psychiatric services. In such a case, HTPs cannot rely on any previous history nor an earlier diagnosis, and ASWs may not be able to gain key information about the service user. Therefore, it is sometimes difficult to identify whether their problem is caused by emotional distress or an underlying mental health problem, and thus whether HTPs would accept the case or not. 
The language used by ASWs and HTPs reflected their different understandings and approaches to service users and their problems. The ASWs expressed their concerns for service users using language which reflects their relationships and the social context, while the HTPs focused on exploring service users’ diagnoses and the negative implications of having a mental illness. For example, regarding their use of language, two ASWs stated that ‘She self-describes as a total drama queen, and she was’ (ASW, case 7) and ‘...a young man who has been to university, who has had some difficulties before...’ (ASW, case 9). In comparison, two HTPs stated that ‘...there is a history with this patient, bipolar affective disorder, psychotic depression, anxiety’ (HTP, case 7) and ‘More important about them accepting that they have got a mental health problem’ (HTP, case 9). 

Negotiation and Mental Illness: Autonomy and Authority
The negotiations between the ASWs and HTPs, as explored in terms of risk in the previous section, provided the ASWs with considerable challenges regarding their negotiations for home treatment, as well as thought-provoking reflections regarding the HTPs’ beliefs. ASWs thus find themselves in the role of negotiator, deal-maker and decision-maker when engaging with service users. 
The ASW’s role of negotiator and deal-maker in exploring community provision with service users would normally include, as part of the deal, a consensus regarding the plan between the ASW and the service user. For service users wishing to return home, part of the plan would be that they would accept the involvement of a Home Treatment Team (HTT). 
In addition to the use of home treatment, some ASWs also attempted to secure other commitments from service users, depending upon the circumstances of the case, including commitments from the service user not to repeat their previous high-risk behaviour. 
ASWs, in pursing home treatment or securing commitments from service users, have no powers of enforcing these requests - only powers to detain under the MHA (with the agreement of two medical doctors) if the service user does not agree to these requests. ASWs also have no direct access to home treatment and must negotiate access to the service. Additionally, assessments with HTPs are problematic due to HTPs having only limited decision-making autonomy; decisions are normally made collectively by the HTT. 
Therefore, for ASWs to successfully negotiate access to home treatment, they have to address a number of difficulties. They need to negotiate a common understanding of mental illness with the HTT, agree a timescale for team decision-making, adhere to the resources available to the HTT, and ensure that the team feels secure with the decision-making of that ASW. 
Mental illness and Social Networks - Shared Roles
The relationship between direct support from the service user’s social network and the provision of home treatment also showed that the treatment provided can be seen as a shared role. Initially, it was identified that home treatment seemed to only provide one key ‘treatment’: medication. However, when using a broader interpretation of ‘treatment’, it was seen that home treatment also provides a wider range of therapies which relate to the service user’s milieu. This milieu includes the contribution of the service user’s own social support network and it was found that there is a considerable overlap between the treatment provided by the HTT and that provided by the family. The milieu of definable therapies includes (1) emotional support and medication, (2) response to crisis and (3) practical support, as described in Table 1. 
Treatments: Medication and Emotional Support 
The dominant treatment to which all the HTPs referred was medication and this was seen as essential in any treatment provided to a service user receiving a home treatment service. In addition, the HPTs provide a form of unstructured talking therapy rather than specific therapies such as psychotherapy or cognitive behavioural therapy. These talking therapies are used as an opportunity to monitor the service user’s frame of mind. 
Table 1: Roles of Home Treatment and a Service User’s Family/Social Network
	Support/ Provision 
	Treatments: Emotional Support and Medication 
	Response to 
Crisis 
	Practical Support 

	Family/Social Network.
	Emotional support: interpersonal. 
	Monitoring of medication. 
	Available to alert mental health professionals. 
	Accommodation. 

Meal provision. 

Being available. 

	Home 

Treatment 
	Emotional support: coping strategies. 

Crisis planning. 
	Monitoring of medication and providing medication. 
	Urgent monitoring of risk. 
	Accommodation. 

Respite care - hospital. 

Sleep, hygiene. 

Being available. 


Response to Crises - Joint working between the HTPs and the service user’s social network was also identified as a way of monitoring the service user’s behaviour, providing an early warning to the HTPs if the family feels the situation is becoming problematic. This approach seems to partly address three issues that the HPTs have: 24 hour monitoring by the HTT is not possible, the family could supplement shortages when HTT staff are not available, and may provide additional information to the HTPs. 
Practical Support - While some types of practical support could be undertaken by HTPs or the close family (for example, shopping or meal provision), some practical support such as accessing accommodation for the homeless has to be negotiated by HTPs rather than family members. The HTPs look for the family to take on a supportive role. Non-clinical roles where possible are allocated to the family. It is also recognised that the HTPs not only work with the service users but also their family members. 
Discussion:

Limitations

This research was conducted in one Trust are only, using a small sample, so it is not possible to generalize what these findings would mean for the wider population of mental health social workers carrying out such statutory functions elsewhere.  One of the greatest challenges in this research was gaining access to service user participants. After a six-month period of attempting to engage service users, it was recognised that engaging this sample group was not going to be practical. The problem of engaging service users was not unique to this study (Bailey and Liyange, 2012). 

 An Integrated Assessment Journey
The experience of assessors undertaking MHA assessments can be compared to a journey in which the destination at the start is unknown. However, O’Hare (2014) and Matthews, O’Hare, and Hemmington (2014), in common with the majority of respondents in my study, found that this journey was undertaken within a climate in which assessors were required ‘to make sense of a range of disparate and conflicting information, and abiding by complex law and Codes of Practice’ (O’Hare, 2014, p.173). For some research participants, there was a very real concern that the problems of the service user may be fundamentally more of a social nature than a medical one. Some of the ASWs explored the behaviour of the service users, whereby they considered in detail the context in which that behaviour took place. For HTPs, this exploration of social relationships was not seen as their primary role, it was about clarifying whether the person had a mental illness which could be quantified in terms of a diagnosis and risk. The ASWs and HTPs had both common and conflicting interests, whereby they engaged with each other to endeavour to reach a form of mutually beneficial service for the service user, while recognising that the other party does not always share their own values, interests, goals and ethical principles (Ferraro and Briody, 2017). 
It is significant to note that many of the participants recognise the complexity of the negotiation process, in which ASWs and HTPs need to reach a common ground to move forward. The relationship between ASWs and HTPs was seen as a key issue in gaining consensus. It should be noted that ASWs only have their powers of persuasion when asking HTPs to take a case - they have no power to enforce their requests. Failure to engage the HTP and team would, more than likely from the study findings, tip the balance in favour of hospital admission. 
It should be noted that the participants in this study were only exploring cases in which alternatives to hospital admission were being pursued, and where the service users could have been detained under the MHA. This group of practitioners have been shown to be experienced, thoughtful, reflective and articulate about their practice. These individuals were able to draw upon a range of assessment experiences, considerable periods in practice and having worked in multiple team settings. The ASWs recognised that each assessment was a unique experience, in which they constantly questioned the decisions they made and recognised the complexity of the task, as well as the many options available to them. Thus, these ASWs operate in a way which closely resembles Peay’s (2003) ethical decision-maker, while not ignoring other decision-makers’ views. This is in sharp contrast to Gorovitz’s (1982) observations, in which practitioners often assert that they wish that they could do something and then don’t do it, when this preferred route of action is perfectly feasible. 
The ASWs in this study gave a significantly high priority to home treatment outcomes, showing that they understood the complexity of the practice setting rather than the view suggested by Gorovitz that ASWs do not recognise that they can ‘choose over a much wider range of options than [they] realize’ (1982, p.68). For these ASWs, the sense of achievement in engaging HTPs did not outweigh other aspects; for example, the pragmatic nature of the ASWs’ practice and the need to ‘identify the present reality’ rather than have preconceptions of mental illness and risk.
Thus, for the ASWs, the concern to clarify or gain a better understanding of the social crisis or mental illness was central to the debate. Nevertheless, the uncertainty associated with MHA assessments was seen to be ever-present in the accounts of the participants. The social crisis/social justice (Cahn, 2000) approach that the ASWs took thus informed the type of data they gathered and hence their formulation of the assessment outcome. 
Conclusion: Implications for Contemporary Practice
In conclusion, then, what does the research have to say about contemporary mental health care practice for social workers who undertake the Approved Mental Health Practitioner role, in particular, in relation to providing the least restrictive outcome when assessing people under the MHA? 
MHA assessments clearly cross the health and social care divide, and thus professional shared decision-making makes a significant impact on a service user’s experience, affecting both their present and future. According to Fook: 
Because difference [narratives] is often constructed in a binary and oppositional manner, different categories may become fixed. And because they are often determined by the dominant discourse, then the different categories that are created often preserve dominant categorisations and hierarchies (2012, p.93).
It is this dominant medical narrative which has been critically explored in this study, so as to consider how alternative narratives can influence outcomes and, specifically, the use of home treatment as a community resource.
It could be argued that co-production (Cahn, 2000) could offer a model in which professionals can work with other professionals, not only at the point of assessment but also beyond the assessment process, by seeing service users as assets who have a role to play during and beyond the assessment process. Understanding service users’ social capital is paramount, whereby professionals, communities and families all understand the complex relationships involving a range of services, obligations and, especially, all gain a mutual understanding and exchange of what it means to have a significant life crisis. 
My intention here has been to highlight the fact that the intricacies of MHA assessments and the models used are poorly understood in the UK and that decision-making during the assessment process may be characterised by uncertainty and negative risk taking. However, this research also considers how alternative constructions of MHA assessments can be envisaged, in which life-changing opportunities to support a person in crisis are explored. There are many lessons to be learnt; for example, about the way language is used and communicated and what support is appropriate to people being assessed under the MHA - but critically there needs to be a recognition that decisions made during the assessment process can have life-changing consequences for service users. Building on Hugman’s (1998, p.68) ‘value choices’, good practice in this area must be based on a wider consensus of what constitutes an MHA assessment. Social workers, who undertake the majority of MHA assessments, would seem to be well-placed to develop the concept of co-production within the assessment process, so as to help professionals and service users make sense of what is taking place during their crisis, and to assist professionals to recognise the complex narratives that inform their decision-making. 
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