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Key messages
• Approximately one in six people in 

England experiences some form of 

mental health problem at any given 

time, with some groups more vulnerable 

than others. 

• The traditional skills of social work remain 

important and social workers have a 

distinctive role in multi-agency settings.

• Social work needs to develop practices 

which help people with mental health 

problems identify and realise their 

own needs. 

• Social work has a signifi cant role to play in 

coordinating efforts to support individuals 

and groups who may often have negative 

experiences and perceptions of mental 

health services.

• Social workers need to maintain a broad 

social view of mental health problems 

especially in regard to concerns about 

discriminatory practices, civil rights and 

social justice.

Mental health and social work
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• Policy makers need to focus on the role 

that social work plays in integrated 

mental health services and support 

further professional development.

Introduction
Providing effective social support for people with 

mental health problems is a key challenge in an 

environment where the views of people who 

use services are seen as increasingly signifi cant, 

where some social groups do not receive services 

fairly and equably, and where organisational 

structures are changing.

At a time of considerable change to professional 

roles and organisational structures, where 

concerns have been expressed about the 

diminution of the distinctive part that social 

workers have played in the broader provision of 

health and social services for people with mental 

health problems,4 this briefi ng focuses on the 

role and contribution of social work in 

community mental health provision in statutory 

community mental health teams, integrated or 

multidisciplinary teams, assertive outreach and 
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crisis intervention teams within the UK. It 

acknowledges the diversity of people who use 

services throughout their lives, but does not 

review research relating to acute in-patient care, 

residential or domiciliary care, or dementia in 

older people. The issue of dual diagnosis is not 

included as this will be covered in a separate SCIE 

research briefi ng. The information contained in 

this summary of recent research is drawn from 

relevant electronic databases, journals and texts.

What is the issue? 
Through the activities of user groups such as 

Shaping Our Lives and the National Centre for 

Independent Living, people who use services are 

fi nding social inclusion through supportive 

relationships, personal security and positive 

affi rmations of hope, challenging the narrow 

defi nitions of their roles often made by mental 

health professionals and organisations. In 

particular, people who use services are 

developing knowledge and are effecting changes 

in service provision through their personal 

experiences of the social care sector.1,2,3

The ‘independent living’ movement, which 

originated in disability activism, and is now 

active in mental health, is becoming more 

infl uential in shaping policy and practice. 

The emphasis upon personal choice and a 

rights-based approach to service provision can be 

seen in the development of direct payments and 

personalised budgets for services. Social workers 

with their longstanding, formal commitment to 

the promotion of independence, dignity, choice 

and self-control, are well placed to support these 

developments, but policy makers and the 

profession as a whole need to recognise that the 

broad agenda of people who use services goes far 

beyond the promotion of a purely consumerist 

approach to self-directed service. 

Current mental health services do not 

adequately meet the needs of some people, 

while others appear to be over represented 

in the more coercive areas of detention and 

compulsion. It has been recognised for many 

years that some sections of Britain’s black and 

minority ethnic communities have not received 

culturally appropriate services and have suffered 

from ignorance and discrimination within the 

mental health system. For some time, efforts 

to address these continuing inequities have 

been a key feature of the Department of 

Health’s plans,33 by developing training 

materials to improve staff knowledge of 

particular ethnic groups, for example, and by 

commissioning research into decision-making in 

service provision.

Why is it important? 
Approximately one in six people in England has a 

mental health problem at any given time, at an 

estimated cost of £77 billion a year, a cost which 

includes health and social care.5 The possibility 

that mental health problems may derive from 

social injustice and oppression6 is not widely 

recognised, nor is the fact that people with 

long-term mental health problems are likely to 

experience social exclusion and discrimination as 

a direct consequence of their diffi culties. They 

can experience a vicious circle of social isolation, 

poverty, unemployment, insecure housing and 

scarce social and support networks.5 Underlying 

social exclusion are the impacts of stigma and 

discrimination about mental illness, which 

can reinforce inappropriate assumptions; poor 

coordination between agencies; and a restrictive 

focus on the clinical aspects of mental 

health problems.5 

There is signifi cant under-recognition of mental 

health problems amongst some groups, such 
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as older people,7 rough sleepers,8 and people 

in the criminal justice system.9 Moreover, such 

people as children and young people who have 

been abused or neglected;10 looked after or 

accommodated children and young people;11 

young offenders;12 people with drug and alcohol 

problems;13 people who are homeless or at risk 

of homelessness;14 and people who seek asylum 

or who are refugees,15 are all at greater risk of 

mental health problems. A life course perspective 

is helpful in understanding why children and 

young people with mental health problems, 

for instance, are more likely to continue to 

experience them in adulthood.16 Similarly, 

older people may experience depression and 

post-traumatic stress in later life as a result of 

unresolved traumas earlier in their lives, relating 

perhaps to war experiences, childhood sexual 

abuse, or loss and bereavement. In addition, 

people with mental health problems from 

black and minority ethnic groups,18 women,19,5 

asylum seekers and refugees are especially 

vulnerable to the consequences of oppression 

and discrimination. 

The National Service Framework for Mental 

Health (1999)20 for the modernisation of 

services, continued to promote the integration 

of health and social care services within mental 

health trusts to provide ‘joined up’ services, 

with a strong emphasis on interprofessional 

collaboration, and the active participation 

of carers and people who use services. 

Consequently, specialist mental health teams 

have been developed to intervene quickly to 

prevent crisis and relapse, admissions to hospital, 

and to promote recovery. Assertive outreach 

teams, for example, provide support, treatment 

and interventions for people with long-term 

mental health problems who have complex 

needs and who may fi nd it diffi cult to engage 

directly with services. Crisis assessment and 

home treatment teams provide multidisciplinary 

support and intervention for people with acute 

mental health needs who, without intensive 

home support and intervention, would need 

to go to hospital. Social workers employed in 

mental health trusts are likely to have additional 

responsibilities which include care coordination 

within the Care Programme Approach, care 

management and representation of social 

circumstances in Mental Health Tribunals.21 

Social workers in their role as Approved Social 

Worker (ASW) have traditionally had a key role 

in providing an independent view in assessments 

carried out under the 1983 Mental Health Act. 

The enactment of the provisions of 2007 Mental 

Health Act, however, will replace this with a new 

role, the Approved Mental Health Professional 

(AMHP). This role will be open to a wider range 

of professions, but will still require appropriate 

training and local authority approval. 

The emphasis on professional collaboration 

and integration has sparked concerns that 

the distinctive contribution of social work in 

mental health services might be diminished.21,4 

The training of social workers in mental health 

services has been key in providing critical 

perspectives drawn from a broad range of social 

sciences.2 In particular, it has supported social 

models of understanding which can challenge or 

complement clinically-oriented medical models 

of mental illness.4 The widespread adoption 

of anti-oppressive and anti-discriminatory 

approaches in social work education and 

training has developed professional awareness 

and understanding of issues such as power, 

oppression and social exclusion, and social 

workers have become more aware of their 

own potential for oppression towards users. 

Their practice is formally underpinned by a 

commitment to promote social justice and 

challenge oppression, and social workers are 
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potentially well placed to help other mental 

health professionals work with the people who 

use mental health services and collaborate on 

ways to recovery.22 

In this context, the National Institute for Mental 

Health (NIMHE) as part of the ‘New ways of 

working’ initiative reviewed the roles of a range 

of mental health practitioners including social 

workers, and identifi ed the shared and distinctive 

contributions of the different professions.23 The 

development of values-based practice 

acknowledges and recognises that people will 

bring diverse – and potentially confl icting 

– values to mental health practice.24,25,26 

Values-based practice involves making visible 

and working with this diversity and is at the 

heart of current mental health policy and 

practice. Social workers have, and will continue 

to have a presence in a variety of generic and 

specialist settings where they may work with 

people with mental health problems, even if 

these are not formally recognised through 

statutory assessment.27 Social workers may, for 

example, work with children and young people in 

highly specialised settings, such as children’s and 

adolescents’ mental health services (CAMHS) but 

may also work with children with mental health 

problems in more general settings, such as 

leaving care or looked after children teams. 

Within community care teams, social workers 

may work with older people experiencing acute 

stress associated with loss and change, or 

depression, while emergency duty teams are 

likely to encounter a range of people with mental 

health problems who will often be experiencing 

acute distress. 

What does the research 
show? 
This section summarises key themes arising 

from studies undertaken in the United Kingdom 

and also cites work undertaken elsewhere 

where this has relevance. Unfortunately, the 

coverage of research studies evaluating social 

work contributions to mental health practice 

is patchy and many areas of practice remain 

under-researched.28 Nonetheless, a SCIE report 

on improving the evidence base concluded that 

modernisation provided a ‘unique opportunity’ 

to develop the coherent infrastructure needed.29 

Moreover, there is increasing recognition of 

the importance of using different types of 

knowledge from a wider range of organisational, 

practitioner, user, policy and community 

perspectives.2,30

The signifi cance of professional 
perspectives and values

People who use services value the 

non-stigmatising help and access to services 

provided by social workers31 and the core values 

of social work practice directly support the 

principles underpinning self-directed support and 

the independent living movement.32 Similarly, 

analysis of the ‘essential capabilities’ required 

to practice in mental health also emphasises 

the importance of a professional value base 

which promotes dignity, human worth and 

social justice, and includes a commitment to 

the principles and social perspectives of the 

recovery model.33 Indeed, research exploring 

community care practices34 found that social 
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workers frequently identifi ed empowerment 

as a fundamental principle in their practice, 

both as a goal and as an underpinning value. 

There is also widespread agreement among 

people who use services, practitioners and 

researchers that service developments such 

as mental health promotion, crisis resolution, 

and the implementation of support based on 

the principles of recovery, must be explicitly 

underpinned by social perspectives.35,36 These 

perspectives can help promote access for people 

susceptible to discriminatory institutional 

practices, including people from black and 

minority ethnic communities.37

Holistic approaches combining practical 
and emotional support 

People who use services value social workers 

who are able to provide practical help, 

counselling and advocacy on their behalf31,38 

and have responded positively to practice that 

combines practical assistance with emotional 

support.39,21,40 Diary-based research examining 

differences in approach to care management 

in different settings, found that care managers 

in mental health settings were more likely 

to provide direct help alongside their care 

management role (that is, combining the 

practice of assessment, care planning and 

review, with a signifi cant allocation of time 

for counselling and emotional support), than 

care managers in an older person’s team, who 

tended towards spending more time involved in 

care brokerage (that is, procuring care packages 

and practical support).41 A study that examined 

attitudes and role perceptions in mental health 

teams in a London borough concluded that of all 

professional groups, social workers were most 

likely to identify the importance of support to 

children combining individual emotional and 

practical support, as well as appreciation of their 

social circumstances.42 The signifi cant role of 

social work in promoting the involvement of 

people using services and developing systemic 

approaches to practice with families and 

groups has also been identifi ed.38 Joint working 

initiatives between social services and CAMHS, 

which encompassed an extended therapeutic role 

for social work practitioners that included family 

therapy, have identifi ed positive outcomes 

including quicker response times, more effective 

prioritisation, improved multidisciplinary work 

and a more positive experience for children 

and families.43 

Reducing isolation and developing 
supportive networks

A number of studies have identifi ed the 

challenges that people with mental health 

problems face in sustaining and preserving 

social contacts and social networks.44,45 People 

with mental health problems who live in more 

isolated rural areas and small communities with 

little service provision are likely to fi nd it more 

diffi cult to develop and preserve supportive 

social contacts and networks.46,47 Research into 

the development of social networks in rural 

areas46 has shown the crucial role that some 

services, such as drop-in and day centres, play in 

promoting and sustaining relationships between 

people who use services. The Highland User 

Group, for example, has provided opportunities 



6

RESEARCH BRIEFING 26

for people who use services to work together to 

infl uence the development of those services and 

challenge discrimination. Social work and social 

care staff have a key role to play in working 

with and supporting groups of people who use 

services to secure better practice and resist 

marginalisation and discrimination. For older 

people, the most effective interventions aimed 

at alleviating isolation and loneliness appear 

to be those which have an educational focus 

or where clearly focused support interventions 

are built into existing services, and where older 

people have been consulted about their own 

particular needs.48

As well as providing therapeutic emotional 

support and promoting the development of 

practical skills, group work approaches to service 

provision, especially those based on strengths, 

have also demonstrated the value of networking 

and mutual support. For example, a social work 

childcare team developed group work as a 

response to working with the needs of children 

with a parent with mental health problems.49 

The evaluation of this approach found that 

positive effects included an improvement in 

children’s self esteem and confi dence, as well as 

improvements in their academic achievement. 

Another study based in Northern Ireland 

assessed the benefi ts of therapeutic group work 

with young children aged four and fi ve with 

continuous traumatic stress syndrome.50 It also 

identifi ed a number of encouraging changes, 

including improved sleep and a reduction in 

nightmares, and an increase in social confi dence 

and improved social interaction with peers 

and adults. 

Promoting independence and 
self-directed support 

A random sample of 262 people with severe 

and lasting mental health problems51 found that 

two thirds thought that their care programmes 

helped them to be more independent, but 

reported that they were rarely asked if they 

wanted family members or informal carers 

involved in their care. Frameworks which helped 

people participate in their own social care 

included common assessment protocols and 

the identifi cation of a named, single key worker 

or care coordinator. Social work practitioners 

skilled in family work were identifi ed as being 

particularly suited to this role. Research also 

found that people who use services responded 

more positively where there had been joint 

training of social workers and community 

psychiatric nurses towards a common goal of 

person-centred practice and a care management 

model based on strengths.

Research has confi rmed that direct payments 

for people with mental health problems are 

under-used.52 A national evaluation of direct 

payments identifi ed a number of barriers to their 

use which included service reorganisation, work 

role uncertainties and diffi culties in managing 

workloads.53 It also found that care coordinators 

(including social work practitioners), rather than 

offering direct payments as a matter of course, 

tended to decide themselves who was suitable 

for these payments. The study reported that 

care coordinators overcame initial ambivalence 

about using direct payments as they found 

they were able to use a range of skills including 
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advocacy, partnership working and facilitating 

empowerment, to increase access to direct 

payments.53 Nevertheless, there are gaps in the 

current evidence and research on self-directed 

care and direct payments. Little is known, for 

example, about why some people elect not to 

seek direct payments, nor whether the use of 

direct payments has any signifi cant impact on 

reducing episodes of mental ill health, or leads to 

any reduction in the need for services.54 

Social workers have an important role, especially 
with marginalised groups, in supporting user 
advocacy networks to promote the recognition 
of their interests and perceptions of service. 
Studies have shown their contribution in working 
with people who use services from black and 
minority ethnic communities, with women 
who have experienced domestic violence, with 
refugees, and with people in isolated rural 
areas.55,56,40,57 These interventions focused on 
access to advocacy services, counselling and 
group work and highlighted the importance of 
mutual support and assistance. 

Vulnerable groups – children and 
young people

The importance of challenging traditional 
separations between adult and child services 
has been noted.58,59 One exploratory study 
on infant mental health problems found that 
many mental health professionals, including 
social workers, were reluctant to recognise the 
possibility of such early diffi culties and tended 
instead to see them as indicative of parental 
behaviour.60 The needs of children and young 

people who play a vital role in caring for a parent 
or parents with mental health problems may 
also be neglected42,61 and social workers have an 
important role in mediating and liaising between 
professionals, and with families and children.42 

It has been suggested that those children and 
young people who have been caring for a 
parent for some time, are themselves at risk of 
developing mental health problems and should 
receive intervention from social workers.58 
Disruption to parenting capacity has been found 

to have profound and persistent implications 
for children and their parents.59 Because a 
history of childhood mental health problems 
may be a high risk factor for developing adult 
mental health problems,62 there is a need for 
better coordination between services as young 

people make the transition to adulthood. 

Research indicates, however, that transferring 

from CAMHS to adult services is problematic 

for young people, often resulting in multiple 

referrals to a range of different agencies.16 

Service responses for black and minority ethnic 

children and young people have also been found 

to be inadequate, and defi ciencies have been 

reported in the availability of services for older 

adolescents or young adults with mental 

health diffi culties.31,61

Vulnerable groups – older people

Older people may enter later life with an 

enduring mental illness or may develop mental 

health problems in old age. Unfortunately there 

is little research into how potential risk factors 

in later life, such as social inequalities, operate. 
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There are many causes of mental distress in 

older people, and biomedical perspectives on 

ageing should not exclude the contribution of 

psycho-social and structural perspectives. There 

is, moreover, an absence of research which looks 

at the whole course of people’s lives in terms of 

mental health and older age.63 Consequently, 

there is no comprehensive evidence base for 

proactive and preventive mental health and 

promotion for older people.63 The National 

Service Framework for Older People64 identifi ed 

the need for fully-resourced specialist mental 

health services for older people to be in place 

by 2011, but developing a workforce capable of 

responding to older people with complex needs 

and eradicating age-related discrimination are 

considerable challenges.65 

There is evidence of unmet needs amongst 

older people, especially those living in rural 

areas where isolation and loneliness may be 

signifi cant factors.66 Depression in older people, 

for example, is a signifi cant mental health issue67 

but it is often undetected and interventions 

for older people are poorly developed, rarely 

including therapeutic interventions such as 

counselling and cognitive behavioural therapies.7 

There is evidence that active treatment of 

depression in older people in residential care, 

based on a mix of social and health care goals, 

can lead to a signifi cant improvement, especially 

for those with pronounced depression.68 

Traditional social work skills, however, such as 

active and empathetic listening and helping 

older people to manage change can also make 

a signifi cant contribution to their wellbeing.69 

Achieving a balance between ensuring an older 

person retains a sense of autonomy and control, 

and helping them accept support is identifi ed as 

a key social work skill.69 Depression and other 

forms of mental distress are also risk factors 

for suicide amongst older people, and while a 

relatively small number of older people attempt 

or succeed in suicide, it is thought that this 

might be the ‘tip of the iceberg’ for the existence 

of under-detected psychological, physical, social 

and health problems.70

Vulnerable groups – people from black 
and minority ethnic communities 

Some black and minority ethnic groups have 

higher rates of hospital admission, compulsory 

detention, and interventions including seclusion, 

than the general population. The reasons for 

these differences are not fully understood71 

but the greater risk of mental health problems 

may partly be due to social inequality, stress 

and marginalisation, while treatment and 

services based on inappropriate assumptions 

and prejudicial stereotypes can also play a part. 

These disparities have become a key focus 

within mental health planning and research.72 It 

has been suggested that national initiatives to 

improve treatment across different social groups 

are unlikely to be successful without a better 

understanding of the decision-making processes 

that apparently lead to these more intrusive and 

coercive outcomes.61

There is evidence that people from black and 

minority ethnic communities may be reluctant to 

seek help from mental health services and may 

delay an approach until a situation has reached 

crisis point.18 Black and minority ethnic people 

who use services and their carers frequently 

express dissatisfaction with mainstream services 

which they often perceive as misunderstanding 

or misrepresenting their situation.71 Services 

can be improved by raising the participation and 

profi le of black and minority user and advocacy 

groups in service planning and development.37 

For example, Hillingdon MIND have developed a 

range of services for Asians with mental health 
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problems, such as befriending schemes, drop-in 

centres, and groups for women with anxiety 

and depression, initiatives which demonstrate 

the value of working in partnership with the 

local community.

Vulnerable groups – asylum seekers 
and refugees

Asylum seekers and refugees also appear to be 

more vulnerable to mental distress than the 

general population, often, it is thought, because 

of the experiences that led them to seek asylum, 

but also because of their uncertain and marginal 

status within the UK. Asylum seekers are likely 

to experience considerable uncertainty, severely 

curtailed resources, diffi culties in accessing 

services and signifi cant fi nancial hardship.73 

Two-thirds of refugees have experienced anxiety 

or depression, compounded by experiences of 

social isolation, poverty, racism and language 

diffi culties.74 Research into the circumstances of 

children who are asylum seekers has concluded 

that a failure to understand their often complex 

backgrounds and experiences can lead to poor 

take-up of services, inappropriate interventions, 

and loss of engagement with services.62 The 

Refugee Council15 has recommended that social 

workers and other mental health workers receive 

appropriate training to help them develop 

culturally appropriate responses, and better 

understand asylum seekers’ rights within mental 

health and health services. Access to appropriate 

language services can be a crucial factor in 

promoting access to mental health services,75 

though a survey of the general provision of 

language services within local authorities 

and larger voluntary sector agencies showed 

considerable variability in the local availability of 

interpretation and translation.76 

Detention, compulsion and concerns 
about risk

An extensive study of people assessed by ASWs 

under the 1983 Mental Health Act analysed 

some 14,000 assessments over a nine-year 

period and found that 73 per cent of these 

resulted in detention in hospital.77 Overall, these 

individuals were less likely to be homeowners 

or in employment. In the early years of the 

study the proportion of women had exceeded 

men, but this had shifted so that younger men 

under the age of 40 years were most likely to be 

assessed and detained. These men were more 

likely to be single and to have other problems 

with alcohol and drug misuse. The reasons for 

this shift are not known, but it may be that the 

increased focus on public protection in recent 

years has infl uenced perceptions. This possibility 

is supported by the fact that the identifi cation 

of risk of ‘harm to others’ had increased from 

48 per cent to 57 per cent of cases in the period 

2000 to 2004. The study also found an over-

representation of people of African-Caribbean 

origin being assessed in one local authority: 15 

per cent compared to less than three per cent in 

the local population. The proportion of people 

already known to mental health services at the 

point of assessment was 64 per cent, and nearly 

half of those assessed were already receiving 

services under the Care Programme Approach. 

In 48 per cent of cases, applications were for 

detention for treatment for a period of up to 

six months.

Concerns about the role of social workers in 

decisions about compulsory treatment outside of 

hospital have arisen in a number of studies,78,79 

and reviews of the use of community treatment 

orders in other countries question whether they 
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produce better outcomes.80,81 The professional 

dilemma being, how best to balance the need 

for protection and care and uphold the civil 

rights of individuals when they appear to lack 

the capacity to make informed decisions about 

treatment? A review of practice in Australia, 

Canada and the UK indicated that professional 

guidance remained patchy and unsatisfactory.78 

User views from the small studies that have 

been conducted have found mixed feelings about 

compulsory treatment in the community.82,79

There are concerns too about how social workers 

make judgements about risk. In particular, 

concerns about the ways in which black men 

with mental health problems may be perceived 

as dangerous,83,84 and how gender assumptions 

may infl uence social workers’ assessments. 

While both male and female social workers are 

more likely to judge male clients as risky, for 

example, on the basis of potential harm to other 

people, female social workers not only judge 

more clients to be risky, but are also more likely 

to identify female clients as high risk on the 

basis of harm to themselves or impaired capacity 

to care for their children.84 Concerns about the 

effectiveness of risk assessment procedures, 

poor record keeping and inaccurate transmission 

of information about risks, and the potential 

for abuse of patients’ rights have also been 

noted,85 as well as concerns about subjectivity in 

assessments of mental capacity.86,87 

Best practice guidance in risk assessment88 

attempts to address these concerns by 

highlighting the importance of positive risk 

management as a required competence for 

all mental health practitioners. The guidance 

suggests that positive risk assessment 

is best undertaken by multi-agency and 

multidisciplinary teams working collaboratively 

within an open and transparent culture, 

grounded in refl ective practice and using a 

value base which recognises the importance 

of the involvement of people using services 

and carers, as far as that is possible. Research 

about people who use mental health services 

and their involvement in risk assessment and 

management89 found that user involvement 

was variable and dependent upon the individual 

professional’s decisions. While people who use 

services often had some infl uence on the type of 

support they received, the research found that 

their choice was typically limited to accepting 

or rejecting services. This study recommended 

developing formats for assessing and managing 

risk that as a matter of course incorporated the 

views and wishes of people using services, and 

stressed the importance of an holistic approach 

as a means of developing more appropriate risk 

management strategies with individuals at 

their centre. 

 

User-led research and involvement

It is now increasingly accepted that an approach 

based on a medical model, uncritically assuming 

the superiority of ways of producing knowledge 

through randomised control groups and 

quantitative methods, is not always appropriate. 

Research methods should be appropriate to the 

problems or research questions at hand and 

should include the needs and concerns of people 

who use services, their carers, and the wider 

mental health community.2

User-led research understands that people who 

use services and their carers are experts on their 

own situations, and that research strategies 

should harness their active participation in their 

own recovery.90 The Mental Health Foundation 

user-led research, Strategies for Living,91 

identifi ed the strategies and resources that were 

found to be most helpful for living and coping 
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with mental distress. In particular, it highlighted 

the value placed on shared experience and 

identity; having emotional support; feeling 

valued and having a reason for living; taking 

control and having choices; feeling safe and 

secure; and being able to do things for fun and 

pleasure. Although the active involvement of 

people who use mental health services in the 

development of those services is a formal aim of 

most service providers, this has been criticised as 

often unproductive and tokenistic.3 

Workforce issues 

A large survey of mental health social workers 

found high levels of stress arising from overwork, 

vacant posts, a lack of access to service resources 

and the pressures of constant change and 

reorganisation.92 It also noted, however, that 

social workers positively rated direct contact 

with people who use services, appreciated 

the support of colleagues and being valued 

by their managers. Nonetheless, there are 

some persistent workforce problems, including 

professional isolation and a lack of supervision 

and resources for some social workers.21 It has 

been recognised that the numbers of mental 

health social workers will need to be maintained 

if integrated services are to remain genuinely 

multidisciplinary in nature.93 

Implications from the 
research 
For organisations 

Social workers in the mental health sector need 

effective leadership and governance in order 

to be confi dent in their skills, knowledge and 

values,21 and contribute effectively to integrated 

mental health teams.39 There is evidence that 

people who use services value some of the more 

‘traditional’ contributions that social workers can 

make in helping them, and integrated services 

in multi-agency settings should recognise 

this.23,93 Sustaining good mental health and 

supporting those with problems is a complex 

and multifaceted task that involves social, 

political and economic issues as well as medical 

factors. Accordingly, the role of social workers 

will overlap with other professions in helping 

people to access stable and safe accommodation, 

education, training, and suitable employment, 

for example. In some areas the process of service 

integration continues as Mental Health Trusts 

apply for Foundation status. Concerns have been 

noted, however, that this process places a very 

limited emphasis on partnership working, social 

inclusion and the social care agenda,94 though 

the participation of people who use services 

should be fundamental to the modernisation of 

the mental health sector. 

The challenge for social service organisations, 

at a time of great change in the sector, is to 

maintain and preserve the existing skills base 

while providing opportunities for appropriate 

training and further develop the capacity of the 

workforce. In order that informed judgements 

may be made about the merits of available 

research, organisations need to develop their 

own capacity for evaluating their services and 

extend their critical skills for the appraisal 

of research. Organisations with statutory 

responsibilities under the Mental Health Act 

will have to ensure that the independence of 

the AMHP role is not compromised and also 

establish appropriate training and approval 

processes so that wider social considerations of 

context and culture are not neglected in such 

assessments.95,23 The social work role itself could 

also be developed to include a wider range of 

responsibilities and be developed into a specialist 

career pathway,23 but this would require that 
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social workers have access to reliable 

ongoing professional development, supervision 

and support.21

Social service organisations need to develop 

more effective ways of working with vulnerable 

groups and ensure that broader perspectives on 

need and user context are not overlooked.62,16 

For instance, they need to ensure that they 

coordinate their efforts to support children 

and young people and their families, and try 

to minimise the disruption to parenting that 

can occur when there are changes in a parent’s 

mental health. The considerable misgivings 

that some sections of the community have in 

seeking help must be addressed in several ways. 

Social service organisations need to develop 

better knowledge of and better links with local 

minorities, develop and recruit a more culturally 

aware and representative workforce, and ensure 

that people likely to use services from linguistic 

minorities can gain access to appropriate help 

and support. It is imperative that people from 

black and minority ethnic groups have equal 

access to strategies and interventions that 

will preserve their independence and choice, 

and which are offered in a culturally 

appropriate way.61,96 

For the policy community 

Policy makers should recognise that people who 

use services value some forms of social work 

service and that while existing legislation and 

regulation provide a potentially sound basis 

for the delivery of integrated services, they 

will need to be clear about the contribution 

of social work when contemplating further 

changes. Considerable work remains to be 

done to enable integrated services to achieve 

signifi cant change in challenging the inequality, 

oppression and stigma that people with mental 

health diffi culties face, and in providing equal 

access for all people regardless of their age, 

culture, or complexity of need. Mental health 

social work is in a strong position to champion 

this work, but it will require strong leadership 

and good links to local authority adult social 

services departments to implement policy 

initiatives equitably across all adult care groups. 

For instance, direct payments are one crucial 

way of creating opportunities for choice, 

individual control and independence. Research 

has indicated, however, that policy makers and 

practitioners need to address the complexities 

associated with fl uctuating mental health and 

capacity as these will have implications for the 

ways in which direct payments are used and the 

degree of fl exibility required.96 As understanding 

of self-directed services and the move towards 

the personalisation of social services develops, 

policy makers will not only have to try to ensure 

that the principles and values of the independent 

living movement are sustained, but will also be 

faced with some diffi cult choices about whether 

and how to sustain existing provisions for 

those people who do not opt for direct 

personal control. 

For practitioners 

Research so far undertaken indicates the 

importance of maintaining a broad base of 

professional skills in a range of methods of 

intervention and support. Generally, the most 

pressing challenges to social workers will be 

to respond effectively to the shift in service 
provision towards self-directed and personalised 
services, and to develop the skills required for 
working in integrated teams where there are 
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overlapping responsibilities and expectations.23 
For example, social workers may need to have 
improved access to therapeutic training, such 
as cognitive behavioural therapy and psycho-
social interventions.4 Developing the skills and 
knowledge to support individuals in accessing 
and commissioning personalised services may 
require mental health social workers to adopt 
and adapt what has been learned in other adult 
social services. Recent developments in the 
post-qualifying framework for social work 
education and training in mental health will 
provide a valuable opportunity to develop 
specialist knowledge and practice skills, while 
supporting the development of the proposed 
new career pathway.97,23 

Social workers need to play their part in ensuring 

that their contribution to the welfare of people 

who use services is recognised, but the social 

work contribution to the mental health research 

knowledge base remains minimal.98,98 Indeed, the 

‘New ways of working’ initiative has identifi ed 

it as an area for future development of the 

workforce.23 The development of research 

capacity faces some hurdles, such as a lack of 

acceptance of the need for a research-minded 

workforce, and the risk of social perspectives 

becoming subjugated in the interests of 

integration.28 Nevertheless, social workers are 

well placed to work in partnership with people 

who use mental health services to develop 

service evaluation, and undertake research which 

can challenge traditional power arrangements 

and promote change.90,39,3 Finally, it has been 

noted that the changing occupational location 

of social workers in regard to health services will 

provide them with opportunities to advocate 

with and for people who use services when they 

directly witness inadequacies in in-patient care.75

For users and carers 

People who use services and carers have a vital 

role in promoting and developing the knowledge 

and research base. The gains that people who use 

mental health services have achieved in terms 

of, for example, highlighting the importance 

of direct payments and individual budgets is 

evident. While considerable improvements 

have been made in building user representation 

into all areas of service development, effective 

participation is by no means guaranteed.3 If 

user-led research and user-commissioned 

research is to develop it will need to be 

supported by appropriate training in research 

skills and in the critical appraisal of research and 

funding proposals. For instance, the participation 

of user groups and their representatives in 

local research governance review processes is 

one way in which such knowledge and skills 

may be developed. People using services 

who are particularly at risk of exclusion from 

participation, because their needs are deemed 

too complex, or due to oppressive practices, 

also need to be included. This will require 

the continuing development of research 

methods and practices that are sensitive to 

this diversity. Furthermore, some existing 

research has highlighted the importance of 

ensuring that the aims and philosophy of the 

independence movement are not diluted by 

professional interests, as well as ensuring that 

these developments are not used as a means of 

monitoring or managing people who use mental 

health services. 61,96
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Useful links 
Care Services Improvement Partnership (CSIP) 

– supports positive changes in services and in the 

wellbeing of vulnerable people with health and 

social care needs. 

www.csip.org.uk

Department of Health (DoH)

www.dh.gov.uk 

Depression Alliance – provides information and 

support services to those affected by depression 

through publications, supporter services and 

network of self-help groups. A user-focused 

organisation with offi ces in England and a sister 

charity in Scotland. 

www.depressionalliance.org 

Joseph Rowntree Foundation (JRF) – charity 

supporting research on social issues. 

www.jrf.org.uk 

Mental Health Foundation – leading charity 

that provides information, carries out research, 

campaigns and works to improve services for 

anyone affected by mental health problems. 

www.mentalhealth.org.uk 

MIND – the leading mental health charity 

in England and Wales providing a variety 

of services including publications and a 

confi dential information line for users, 

carers and practitioners.

www.mind.org.uk 

National Centre for Independent Living – a 

support, advice and consultancy organisation 

that aims to enable disabled people to be equal 

citizens with choice, control, rights and full 

economic, social and cultural lives. The website 

provides information on independent living, 
direct payments and individual budgets. 
www.ncil.org.uk

National Institute for Mental Health – is 
responsible for supporting the implementation 
of positive change in mental health and mental 
health services.
www.nimhe.csip.org.uk

Refugee Council – the largest organisation in the 
UK working with asylum seekers and refugees. 
www.refugeecouncil.org.uk

Sainsbury Centre for Mental Health – works 
to improve the quality of life for people with 
mental health problems, through research, 
policy work and analysis to improve practice 
and infl uence policy in mental health as well as 
public services. 
www.scmh.org.uk 

SANE – a charity concerned with improving the 
lives of everyone affected by mental illness. 
www.sane.org.uk 

Shaping Our Lives – is a broad network of 
people who use services promoting user 
perspectives, involvement in service planning 
and development, and the sharing of information 
between different user groups. 
www.shapingourlives.org.uk

Social Perspectives Network (SPN) – based at 
the Social Care Institute for Excellence in London, 
SPN is a coalition of people who use services, 
survivors, carers, policy makers, academics, 
students, and practitioners looking at mental 
health from a social perspective. SPN also seeks 
to promote the importance of social care and 
social work. Free membership and e-newsletter 
at www.spn.org.uk 
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