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THE DESIGN AND USE OF PRE COURSE MATERIALS
This document is intended to help practitioners to make the step up to study and practice on the Mental Health Officer Award Course at M/Level 11
 (see below).  It contains a broad discussion of Mental Health and Mental Illness and Disorder and a section presenting a clinical overview of mental disorder along with listings of certain legal sources.  Study of this material is required to gear all students up to a level of knowledge fit for work on the Course. Students should work through the material before the commencement of the course itself. 
The use of Self-Assessed Questionnaires

Self-Assessed Questionnaires (or SAQs) are self-evaluative tools.  At the end of this pre-course study, we will ask you to turn to the SAQs and evaluate what you have learned. 
MEETING THE ACADEMIC EXPECTATIONS OF A LEVEL 11 COURSE 
Why should I read this section?  Because it is essential to have as clear an understanding of what is expected of you by way of level of assessment and how you need to respond to it. 

As well as working through this pre-course material, we expect you to have given very full consideration to what it means to study at Level 11:  The Scottish Credit and Qualifications Framework (SCQF), which maps all Scottish Awards, has developed the differentiating characteristics from Access Courses (Level 1) through Higher (Level 6) to PhD/Doctoral Degree (Level 12).  The SSSC has determined that the MHO Award should sit at the penultimate level (Level 11) of Masters Degree. 
Here is what the SSSC say about Level 11 in their underpinning document, the Standards and practice competences to achieve the Mental Health Officer Award
:
7.4 Within the level 11 descriptors the outcomes of learning include demonstrating extensive, detailed and critical knowledge and understanding of a specialism informed by developments at the forefront. It also includes practicing in a wide and often unpredictable variety of professional level contexts.

7.5 The levelling of the standards at level 11 assumes an approach to programme development which includes a rigorous integration of evidence based practice and research and a high degree of critical reflection on and evaluation of practice within a wide professional context.

Note that the award is set at the second highest standard available in Scottish education.  This reflects the seriousness of the task of MHO and the complexity of knowledge and practice skill which must be synthesised in the role. The decision to pitch the award at this level was made by an advisory group drawn from service users, the Scottish Government, the Mental Welfare Commission and Local Authority partners.  The decisive factors in favour of Level 11as opposed to a lower award were the complexity of the role, the seriousness of the undertaking in relation to risk and civil liberty and the unique autonomy of the MHO role amongst all other roles which qualified social workers may be eligible to undertake.  Some of these issues will be discussed below.
Finally in this section, note from the above SSSC discussion the following words: extensive, detailed and critical knowledge and understanding of a specialism informed by developments at the forefront.  This relates to some of the SCQF descriptors for Level 11, in which the words critical knowledge and critical understanding and application at the forefront of the discipline are features.  This means that you do not just have to know and understand complex knowledge about law, policy, theory, practice etc.  You need to be able to critically analyse it and that it cannot just be a rehash of what you knew before:  It must be at the forefront of what there is to know about the subject.
Risking a generalisation, many practitioners who put themselves forward for the MHO Award are highly experienced in practice and, as such, have been out of higher education for some time.  Therefore, the significance of words like critical analysis may escape their attention.  To critically analyse something is to be able to explore the subject critically (applying logical and rational consideration to it) and analytically (breaking the subject into its component parts). 
EVIDENCE BASED PRACTICE

The following brief account of evidence based practice (EBP) draws heavily from Morago (2006) 
.  It is intended to draw your attention to the Level 11 requirements that your application of theory and knowledge to practice is both at the forefront of your discipline and is based upon evidence.

The emergence of EBP in social work can be charted from the concept’s expansion into medicine.  In medical terms of reference, EBP has been described as “the integration of best research evidence with clinical expertise and patient values” (Sackett et al., 2000, p. 1)
.
It is worth noting from this that EBP is sometimes misunderstood as the research evidence on one subject or another in isolation.  Sackett’s definition helpfully links the research to what might be called expert practice or clinical judgement in relation to the values of the profession.  It is putting these two elements together that forms the basis of EBP.

Moving on to the more recent acquisition of the concept of EBP and the taking of it on-board by social work, the particular nature of social work, which has less clear scientific pretensions than medicine, cause the debate on EBP to focus differently:
by an examination of the debates that originated around: 
(i) the transferability of the principles of evidence-based medicine to social work practice; and
(ii) the concept of evidence upon which to base social work practice.

Morago (2006) notes a number of issues for EBP. If it is of value, it must:

1. Formulate focused and answerable clinical questions, based on services users’ needs.

2.
Search the literature for the best research-derived evidence in order to address the question previously framed.

3.
Critically appraise the identified evidence for validity and relevance.

4.
Apply the evidence to clinical practice and policy decisions, integrating the findings with clinical expertise and the service user’s values and preferences.

5.
Evaluate effectiveness and efficiency through planned review against agreed success criteria (Greenhalgh et al., 2003)
 and seek ways to improve them in the future.

Lishman, who adopts a cautious approach, warns that not only does social work operate within a complex ideological, political and financial context, but it is also a complex, uncertain and ambiguous activity which involves an ethical base, legal accountability, responsibility for complex assessment and decision making about relative risks, safety, harm and protection and intervention in the lives of people who are in distress, conflict or trouble (Lishman, 2000)
.
In summary, EBP is a relatively new concept in social work. As such, some practitioners may be unfamiliar with it but, at Level 11 study, you are expected to address it. It attempts to ask how practitioners know what they know, with recourse to research and to put this together with an ability to apply that knowledge. In a field as diverse as social work this involves thinking and reading very broadly about what constitutes knowledge and evidence.
CRITICAL ANALYSIS OF THE MHO ROLE
Why should I Read this section? Because it further explains key elements of Level 11 while outlining important aspects of the role to which you are aspiring.
Let us kill two birds with one stone, by starting to discuss one of the cornerstones of the MHO Award while using it as a vehicle by which to illustrate what we mean by critical analysis.  We could begin by applying logic and a rational process to the issue: 

In what ways does the MHO role differ from that of the social worker role from which it draws its basis? Firstly, we must have a rational basis for saying that the MHO role has a grounding in social work.  We could substantiate the claim by acknowledging that, to be a MHO, a person must be a qualified and registered social work practitioner.  By way of contrast, this is not exclusively true for the English equivalent to the role. 

We could then roll back the discussion to the Millan Report, upon which the 2003 Act was based. Millan (Scottish Executive, 2001, page 89)
 suggested that the majority of responses to consultation favoured retaining an exclusively social work role for MHO from the previous 1984 Act.  Amongst the reasons given were: 

· Social Workers have a unique set of skills and experience which they can bring to the role. 
· They are best able to provide a social care perspective and link to community resources. 
· They are independent from health care and can give a genuinely independent view on compulsory measures.
Without going deeper into the subject than the scope of this document allows, this rational explanation should be amenable to analysis (which, as we said above, is the breaking down of a thing into its component parts).  There is a hidden implication in the words of Millan, which speaks to the contested area of allowing anyone to have the authority to deprive another individual of major civil liberties. Such is the area of MHO practice.  It involves decision making around two seemingly conflicting areas the protection of the person in such times and circumstances as may involve critical consideration about life saving interventions and the removal of major freedoms such as the choice to accept or refuse medical treatment and the choice to walk freely away from hospital.  While a civil and not a criminal legislative process, it arguable carries as weighty an authority to curtail liberty and do the processes of the Courts.  MHOs are one of a very few agents who actively play a role in this potential loss of liberty, all be it for protective reasons
. 

In this contested legal and ethical testing ground, there is a history of the dominance of medical considerations.  In other words, for much of the one hundred and fifty or so years in which we have had models of legislation which resemble our modern mental health law, doctors’ say so has been the dominant force in considering when and whether it was correct to take someone’s freedom from them in the context of making decisions about receiving treatment for mental disorder
.
Without making any of the simplistic assumptions that are often voiced around the merits so-called medical and social models of disability, the implication is that the social work perspective is a counter-balance to the medical perspective, set against a back-drop where the medical perspective has been the dominant one
.  In case the reader missed the shot across the bows of the medical and social models, we want to emphasise the following:  For the purposes of MHO practice, at the heart of necessarily multidisciplinary working, it is inadequate to entertain the often voiced, simplistic thinking that the medical model is bad because it is disempowering and the social model is good because it is holistic.  This is not the case which is being underpinned by identifying social work agents as MHOs.
Because of the scope of this document, we have hugely summarised the historical context around compulsory treatment.  Accepting this, do you see how we have taken the rational grounds for social work as a basis in which to locate the MHO role and we have deconstructed it (analysed it) in order to see why MHO is allied to social work?

However, this is just a starting point of a critical analysis of the ways in which MHO differs from social work.  Most obviously, in relation to the discussion on Level 11 above, MHO will involve detailed knowledge of law and theory far in advance of the levels of understanding of general social work practice.  The role also involves practitioners in a sort of autonomy of practice not found anywhere else in social work orbits:

If the arguments above are true, the MHO has intrinsic value by virtue of being independent from health services.  However, if the MHO knowledge of community care services is also of value, the MHO needs also to be independent of its own line management, to be free of resource implications in relation to making decisions about a person’s liberty.  It would be a dreadful travesty of Human Rights, would it not, were a person’s freedom taken away or their risk of harm increased because a local authority placed a MHO under pressure to use make this or that decision by reason of managing the resources at the disposal of the authority?
To revert to the critical perspective, this autonomy can be rationally proven by legal argument: In virtually all law which places duties upon social workers (the Social Work (Scotland) Act 1968
, the NHS and Community Care Act 1990
, the Children (Scotland) Act 1995 and so on) the reference to the duty is worded in terms like “the local authority shall…..”  In other words, the social worker interfacing with that duty on behalf of the local authority, does so in a line management structure which allows limited freedom of action independent of the employer.  In contrast, reference to the duties of the mental health officer in both the Mental Health (Care and Treatment) (Scotland) Act 2003
 and the Adults with Incapacity (Scotland) Act 2000, reference to duties of the MHO is framed in terms such as “the Mental Health Officer shall….”  In other words, it is role specific and it implies that the employing authority may not intervene in the way the duty is carried out.
This autonomy is, of course, not absolute:  There are aspects of the MHO role which are the responsibility of the local authority record keeping etc.  There are also aspects which are mediated by the SSSC as the registering body the code of conduct etc.

In summary so far, we have applied critical analysis to show how and why the role of the MHO is drawn from but is not dictated by broader social work practice.  We have shown the knowledge base and the autonomy of the MHO to be aspects of the differentiating features between it and social work in general.

Self-Assessed Question1: In what ways does the MHO role differ from that of social worker?

(You may address this question now, if you wish to check your understanding up to this point. Alternatively, you may wait until you have completed all the reading and answer all the questions, which are listed after the reading).  Answers are given at the end of the paper.

A word about the principles of the 2003 and 2000 Acts:

Principles in law are a feature of many pieces of modern welfare legislation.  Most social workers are familiar with them through the basic principles of the Children (Scotland) Act 1995 (For example, the “no order principle”).  However, their role and function is often misunderstood and MHO’s must acquire an expert and detailed understanding of these legally binding statements which direct practitioners to embody the protection of individual human rights
.  For brevity’s sake, we cannot say as much about them here as they might deserve.  However, if you wish to enter your MHO studies with an appropriate understanding of them, we recommend the following activity:

Activity:

Sets of principles are contained in section 1 of both the Mental Health (Care and Treatment) (Scotland) Act 2003 and the Adults with Incapacity (Scotland) Act 2000, the central pieces of law for MHOs, we advise you to visit both Acts on-line and read the word of the law carefully as well as looking at the list below.  You can find the Acts by simple internet search entering the full name of the law you wish to access. 

The list below is a commentary on the principles of the 2003 Act, borrowed from the excellent website: www.principlesintopractice.net.  We advise you to look further in this site. In the following, we are focusing on the principles of the 2003 Act, but you could, if you choose, undertake the same task with the list of the principles gleaned from the 2000 Act as advised above.  (You might choose to do this if your practice is more involved with care management and matters related to incapacity rather than mental illness.)
Read the list bellow and spend some time reflecting upon your practice.  Take time to examine any piece of practice you have recently undertaken and reflect upon the extent to which you may have upheld each principle in turn.  Should you find that you are unable to explain how you met any of the principles, do not attempt to justify or defend your practice.  That is not the point of the exercise.  The point is not that good practice is guaranteed by practicing with the principles foremost in your mind.  The point is that practicing with recourse to the principles is most likely to protect the human rights of the service user. 

· Take the past and present wishes of the person into account
This could be through talking with the person, talking to family and friends who know the person well, looking at the person's advance statement or working with an independent advocate. 

· Make sure the person gets the information and support he or she needs to take part in decisions
The information provided should be clear and easy to understand.  If the person needs additional help, this should be looked into. 

· Take the views of any carer, named person, guardian or welfare attorney into account
When the person is too ill to make decisions, friends and family should be involved and should get the information and support they need to do this. 

· Look at the full range of options for care
The specific needs of the individual should be taken into account and reflected in the care that is provided 

· Provide treatment that is of maximum benefit 
If a person is receiving care and treatment that restricts his or her daily life, the least he or she could expect is that the treatment is of benefit. 

· Take account of individual backgrounds, beliefs and abilities
Care and treatment should promote respect for the individual's abilities, cultural and ethnic background and religion. 

· Make sure that any restrictions on individual freedom are the minimum necessary to keep the person safe
Treatment for a mental illness might require some restriction of individual freedom. These should be kept to a minimum and balanced with the benefit to the individual. 

· Make sure that a person who is detained is not treated less favourably than other patients
Where a person is being treated under mental health law his or her care should be of an equal quality to anyone else's. 

· Carers' needs should be taken into account and carers should be given information and support to help them
Carers should be consulted and involved in decisions. Carers should be given the information they need to provide support and if they have support needs of their own, these should be identified and addressed. 

· Take special care of the welfare of young people under 18 years of age
Young people should be given mental health care and treatment that is designed to meet their specific needs. This might include being supported to stay involved in education, or being supported to keep in touch with family and friends

Having completed the exercise of reflection, either make yourself so familiar with this list that you can carry it in your head, or (better still) print it off and carry it around with you for reference.  Try to allow it to inform your practice from now on and you will enter your MHO studies with a head-start.
OVERVIEW OF MENTAL DISORDER
Why should I read this? Because we will expect you to be very focused in your use of language and to be able to differentiate themes like ‘Recovery’, which address peoples’ mental health, from legal and practice based interventions targeted upon mental disorder and in particular mental illness.  It rests upon the knowledge base of the SSSC Standards in relation to the possibilities of improving the mental wellbeing of vulnerable people affected by mental disorders.....

If, upon reading the above, you do not know precisely what is intended, you must read on….
The following discussion is intended to provide an introduction to some key ideas underpinning mental illness.  We acknowledge that the MHO role is targeted wider, upon mental disorder, which is defined as ‘mental illness or personality disorder or learning disability’, (Section 328 of The Mental Health [Care and Treatment] [Scotland] Act 2003).  However, we assume that an experienced and qualified worker is more likely to have a basic knowledge of learning disability than they are to have the more precise understanding of mental illness required from the outset of study. 
According to the world health organisation:- ‘Health is a state of complete physical, mental and social well-being and not merely the absence of infirmity’ about which Anthony Clare and others have also pointed out that even physical health is a social construct (Peter Sedgwick 1983) and that the kind of distinction drawn by Szasz between the process of diagnosis in physical medicine and that in psychiatry is by no means clear cut (Szasz 1960).
Do health and illness need to be considered together? Does either mean very much without implicit reference to the other?  Illness implies a reference, in stricter usage, to the notion of medicine as a body of knowledge and skill, which may be able to intervene to cure or alleviate illness.  As Tudor (1997) suggests, illness as a dysfunctional process of the organism and health as a state of wellbeing could be represented on different spectrums or ‘continua’.  We will use the term ‘continua’ here because it is the term adopted by the Scottish Government.
Not ill 









 ill         

Healthy 








unhealthy  

For example, an overweight person or a smoker may not be ill although they could be unhealthy and therefore have consequences of them becoming ill at a later date.  Viewing the two concepts as separated but relevant to each other has advantages. For example, by promoting healthy living we may erode the onset of illness.

It is easy to see cardiac illness for example, as a dysfunction of the organism and therefore to relate the above discussion to physical health, but how easy is it to apply these ideas to the mind? What, first of all, is the mind? 
The mind can best be described as a process.  While some commentators disagree (Graham 2010), mind may be described as the process of the brain in action.  From this, the mind is to the brain as legs are to walking.  It is not a thing but an event that takes place over a lifetime.  This in turn poses a problem.  If the mind is a process, so too must mental illness be a process or experience rather than a thing.  If it sounds too abstract from your rooting in practice that I am suggesting the centrepiece of mental health practice is not a concrete entity, do not panic.  If mental illness can be conceived of better as a process than a thing, its causation can more or less be located in something more tangible: the brain.
If you were a perceptive reader, you will have noticed a fundamental problem in the previous paragraph.  We have already begun to confuse the terms which we had sought to clarify.  In discussing mental illness as a process or experience, rather than a thing, I said ‘If it sounds too abstract from your rooting in practice that I am suggesting that the centrepiece of mental health practice is not a concrete entity, do not panic,’ I was talking about mental illness, which I had been at pains to sort out from mental health and then I mixed it all up again by using the euphemism, mental health practice when of course I meant practice with mentally ill people, as we mean mental illness officer when we say Mental Health Officer, mental illness Act when we say Mental Health Act etc.  One of the starting points of the Millan review of ‘mental health’ law in Scotland was a discussion of what to call the subject.  He said;
“We received a number of representations suggesting that the ‘Mental Health Act’ was an inappropriate name for the legislation in question.  It was pointed out that the Act is not about promoting good mental health, which is a separate matter. Instead, it is an Act which is concerned with dealing with mental illness and mental disability, and particularly more severe forms of mental illness and disability.......Against that, the name is one which has been used for 40 years.... 

We considered whether, in the meantime, there was any alternative name which we could recommend. Suggestions put to us included: 

· The Mental Disorder Procedures Act 

· The Mental Health Protection Act 

· The Mental Welfare Act 

However, no particular suggestion commended itself to the Committee as being preferable to the 'Mental Health Act'.”

http://www.scotland.gov.uk/health/mentalhealthlaw/Millan/Report/rnhs-07.asp
It is possible to see how, seven years on, the Scottish Government is trying to seek clarity in the introduction to its latest policy document “Towards a Mentally Flourishing Scotland” (2007) 
http://www.scotland.gov.uk/Publications/2007/10/26112853/1.

In the section on definitions (section 4), it contains an argument not dissimilar to that above, where different continua for mapping mental health and mental illness are proposed, so that policy can differentiate strands which address the mental health of the population and strands which offer care and treatment to those with serious mental disorders (being mostly mental illness).Having defined mental illness as the process or experience resulting from dysfunctional working of the brain, how might we define mental health?  Above, health was defined as a state of well being. Might mental health simply be a state of mental well being?  Obviously this has implications for the relationship of the mind to the body as it is harder to be mentally healthy if in constant pain for example, and the relationship of the person to their environment in the sense that Abraham Maslow (1948) discusses.  In other words mental health could be described in terms of sense of purpose, self worth, self esteem and belonging, having people around you who reflect these and so on.  Dare I even include such elusive things as happiness and contentment in the recipe for mental health?
If there is a relationship between the continua of mental health and mental illness, it is that a mentally unhealthy person is less likely to have the resources to cope with mental illness.  Furthermore the general negative treatment that society delivers to mentally ill people is bound to have an impact on their mental health.  
Enjoyment of good mental health…………………..Experience of poor mental health
Absence of mental illness…………………………………….Presence of mental illness 
The problem of the definition of mental health or illness inevitably raises question of ‘normality’, ‘deviance’, ‘responsibility’, or ‘suitable cases for treatment’ and the relative rights of the putative ‘patient’ and the community.  Much of this results in social exclusion.
To return to my sentence once more, I may be able to make the discussion more concrete by suggesting that good practice should be geared to enhancing the mental health of mentally ill people.  In other words, being a non-medical practitioner, you might not be able to prescribe treatment that modifies faulty neurotransmitter activity or re-wires the faulty circuitry of the brain (insofar as science has the potential to do that anyway), but you may be able to work in a way that is socially inclusive, that increases people’s self-esteem, that makes people have a sense of acceptance and belonging etc. 
Clearly, this set of concepts resonates with the focus on Recovery, as a concept in relation to mental health.  We do not have the space to discuss the concept in any detail here, but wish to emphasise its importance and the place it should occupy in everything that MHOs do.  We therefore direct you to www.scottishrecovery.net  home of Scottish Recovery Network.

There are also more specific questions involved in the consideration of the mental health officer role: -
(1)
Can a person be ‘ill’ when he does not think that he is ill?
According to Parsons (1951), an essential component of the construct of ‘illness’ is preparedness on the part of the ill person to take up the sick role.  Obviously this is not satisfied in the case of many people who are affected by mental illness, and indeed much of the 2003 Act is designed to deal with this particular problem, since such legislation is concerned with powers of compulsion to force people to fit into the sick role, i.e. enter hospital and receive treatment.  Take the conditions under which a Compulsory Treatment Order may be applied for under the 2003 Act: These are set down in section 57. 
Self-Assessed Question2: In what way does the experience of poor mental health differ from having a mental illness, or are they the same things? 
(You may address this question now, if you wish to check your understanding up to this point.  Alternatively, you may wait until you have completed all the reading and answer all the questions, which are listed after the reading).  Answers are given at the end of the paper.

Self-Assessed Question 3:  What is “mental disorder”?

What is treatment?
At this point in the text it may be useful to digress to consider what is meant by Treatment, in reference to the Mental Health (Care and Treatment) (Scotland) Act 2003. Section 329 of the Act explains the many references to treatment by interpreting it as “treatment for mental disorder….. (including) nursing, care, psychological intervention, habilitation (including education and training in work, social and independent living skills) and rehabilitation. ”Clearly, treatment is broadly defined, but its mainstay is medical treatment as more explicitly discussed in Part 16 of the Act.  Treatment here is mostly chemical treatment (such as anti-psychotic and anti –depressant drugs).  It is also Electro-Convulsive Therapy (ECT) and a range of lesser used treatments such as hormone implants, psycho-surgery and artificial nutrition (feeding by drip or stomach intubation for people with severe eating disorders).  As an MHO, you would not be expected to have a medical knowledge of these treatments but you would need a good-enough working knowledge of that to which you might be forcibly committing a person.
With reference to the Adults with Incapacity (Scotland) Act 2000, the second piece of legislation which prescribes the role of MHO, Treatment assumes a wider role: For Adults who lack the capacity to make their own treatment decisions, the Act provides various means by which major and minor forms of medical treatment may be given without the person’s consent.  This treatment focus is very wide and includes dental treatment, surgery for physical matters and sterilisation and informal sorts of treatment such as the giving of pain killers or PRN treatment against convulsions.
To return to the discussion of the conditions for detention…… Section 57 states that:
1.
The patient has a mental disorder and 
2.
Medical treatment which would be likely to –

(i) prevent the mental disorder worsening; or

(ii) alleviate any symptoms or effects of the disorder,


is available for the patient
3.
If the patient were not provided with such medical treatment there would be a significant risk to 

(i) the health, safety or welfare of the patient; or
(ii)
to the safety of any other person;

4.
Because of the mental disorder, the patient’s ability to make decisions about the provision of such treatment is significantly impaired; and

5. The making of a compulsory treatment order is necessary
This statement clearly refers to situations where the ‘ill’ person will be in strong disagreement about the application of the term ‘ill’ to his (or her) circumstances, otherwise, why would they need to the law to be so applied in order to secure treatment?  At what point does behaviour become ‘sick’ rather than merely eccentric, or criminal?
Activity:

This brings us to a particular point of differentiation between MHO practice and social work practice.  The specific naming of the MHO role in the 2003 Act and in its partner Act, Adults with incapacity (Scotland) Act 2000, brings the MHO into a sharper relationship with the letter of the law than that to which most social work practitioners are used.  It requires them to read the letter of the law in close detail and apply it against any given assessment they make.

Think carefully about the following case: 

Jay is a 25 year old animal rights activist who suffers from depression.  His mood has dipped seriously and his doctor is worried about him to the point of taking his talk of suicide very seriously.  Without getting in to the detail on a compulsion order too deeply, it is extremely unlikely that one would be considered for Jay at such a moment.  However, setting this aside, let us think about the conditions: 
1.
Jay has a mental disorder as confirmed by his doctor’s expert opinion. 

2.
Medical treatment such as a course of antidepressants would be likely to –
(i)
prevent the mental disorder worsening; and to
(ii)
alleviate any symptoms or effects of the disorder,

And it is available for Jay.

3.
Assume that you interview Jay and agree that, were he not provided with such medical treatment there would be a significant risk to his health, safety and welfare through deterioration of his depression, potential for suicide and related risks.
This leaves us only with clause 4 to satisfy:

4.
Because of the mental disorder, the patient’s ability to make decisions about the provision of such treatment is significantly impaired. 
The problem here is that Jay refuses to take any drugs which have been tested on animals and unless you can prove to him that there is an antidepressant available for him that meets his requirement, he would prefer to face the consequences of being untreated.

How do you respond to this rights based ethical dilemma as underpinned by a careful reading of the law?

For an answer look at the response below the answers to the SAQs at the end of the text.

What is risk?

Much of the above discussion of conditions of detention revolves around concepts of risk:  Risk is something which MHOs have to approach with razor-sharp precision. Again, to risk a generalisation and also at the risk of insulting the reader, my experience of examining the work of MHO candidates across most of the Scottish training in the past 15 years has led me to conclude that people come to MHO study with very woolly thinking around risk.  Therefore we want to say a very few brief things to get you to reflect upon the subject in preparation of obtaining a more incisive understanding.  We are surrounded by both great professional preoccupations with risk and by voluminous and often conflicting academic discussions around it.  In this morass it is important to select definitions which suit the particular purpose in hand and to identify and agree approaches to the subject appropriate to the task. 
The Scottish Government approved training package for MHOs working with Mentally Disordered Offenders (2007) preferred the definition used by Titterton
: “the possibility of beneficial and harmful outcomes and the likelihood of their occurrence in a stated time-scale”.  Not that we wish to promote this definition to the exclusion of others which may be useful, but it contains many elements which help to focus the MHO on the precise nature of the risks in hand.

“The possibility” Speaks to the fact that, no matter what tools of preference are used, risk assessment is an art of predicting the future, not an exact science.  “Beneficial and harmful outcomes….” speaks to the twin tails of risk:  In social work we often reduce the concept down to its potential for harm, whereas gamblers (for example) play with risk for beneficial gain.  This opens the door to thinking about strengths as well as weaknesses, protective factors and the concept of positive risk taking as a managed exercise.  “The likelihood of their occurrence in a stated time-scale…..” speaks to the fact that there are always dynamic factors in any situation. It never remains static and therefore any risk assessment has to be capped with a time-limit at which its validity expires, unless it is subject to reassessment. 
To return to the discussion of what does and does not constitute mental disorder
The question of sickness, eccentricity or criminality has a particular resonance with the material which you will eventually study in relation to Mentally Disordered Offenders, in proximity to the amendments made by the 2003 Act to the Criminal Procedures (Scotland) Act 1995.  Critical assessments in this area demand of the MHO practitioner that he or she is able to sort out the crimogenic factors in someone’s behaviour (i.e. those aspects which cause them to commit criminal offences) from the mental disorder, which may impact upon the commission of the offence.  While, for the most part, MHO work is rooted in civil codes of law, this area of work demands practice at the critical interface of the Justice and Health systems.  Therefore, sorting out these concepts is far from just an academic process.  There is a little doubt that social values and even political judgements come in here; combined with pragmatic considerations as to whether the present medical technology has anything to offer in treatment. 
The use of psychiatric treatment for political dissidents is a test issue here, since in some regimes a person who disagrees with the prevalent ideology may be seen as ‘mad’.  While this undoubtedly still continues in some parts of the world, it is most famously demonstrated in the case of Soviet Psychiatry as brought to the attention of western eyes in the writing of Alexander Solzhenitsyn.  It is worthy of note that the 2003 Act clearly excludes specifically certain forms of deviance (on their own) from its remit. 
In the 2003 Act, Section 328(1), the term ‘mental disorder’ is defined as (a) Mental Illness, (b) Personality Disorder or (c) Learning Disability, however caused or manifested.  There follows a comprehensive list of reasons by which a person cannot simply be considered to have a mental disorder without additional evidence of that disorder.  This list includes the socially undesirable attributes such as being dependant upon or under the influence of alcohol or other drugs; nuisance value attributes of behaviour that may cause upset or alarm to others; attributes that some may find deviant, such as trans-sexualism, transvestism and sexual deviance and the list includes a catch-all of ‘behaving as no prudent person would behave’.  It is not that a person may not be considered as mentally ill while displaying any of these attributes.  However, without the additional evidence that a mental disorder exists, it may not be attributed to the person by sole reason of any of the items on the list.

The definition of mental disorder in the Adults with Incapacity legislation is similar but has a less inclusive list of items by which alone, mental illness may not be deduced.

There are also clear occasions on which symptoms may be seen as normal reactions to situations, e.g. depression in response to bereavement or other major life event or paranoia in a situation where a person is being victimised e.g. at work. These are complicated, sometimes conflicting and confusing issues.  If it is any help to you I have always found the art of understanding mental illness to be that I can work towards reconciling aspects of seemingly conflicting theories.
Do you see how the list above relates to the discussion on political control etc?  This imposes a clear understanding that the presence of a mental disorder cannot be considered by virtue only of acting immorally or in such a way that poses risks to our health through dependence on drugs or alcohol etc.  Neither can it be deduced from unwise or imprudent actions alone.  I would like to put down a marker here that this will have great significance when you study capacity to make decisions in relation to the Adults with Incapacity (Scotland) 2000 (AWI).

We cannot let this passing reference to AWI evade us by without also acknowledging a complex knot of legislation which greatly preoccupies MHOs:  We have spent a lot of time talking about the 2003 Act, with occasional reference made to its sister Act, AWI.  The third piece in the suite of legislation to support and protect adults in Scotland is the Adult Support and Protection (Scotland) Act 2007. With lesser powers than AWI and the 2003 Act, it is possibly the one with which the reader will be most familiar at this stage, assuming that most candidates will be Council Officers.  It contains no specific mention of MHOs and so it does not shape their role, duties and powers. However, how these three Acts fit together and which one to select as a solution to any given person’s problems is an issue for MHOs.  To this extent, we could have added Council Officer into the question posed above: How does the social work role differ from the MHO role?
We offer no answer to these questions, space being a consideration here.  But we leave you to reflect for yourself on a matter which you will be studying in due course.

Frameworks and agencies:

Before concluding this section of study, we want to say a few words about some of the important agencies which inhabit the frameworks within which MHOs have to practice:

Civil and Criminal Courts and the Mental Health Tribunal for Scotland:

MHOs act as gateway agents to a complexity of orders, in a variety of settings:

· Under the 2003 Act, in a complexity of ways, giving or withholding agreement to measures of compulsion for emergency and short-term periods care and treatment in hospital, or making applications for longer-term measures of compulsion in and out-side hospital and 

· under the Criminal Procedures (Scotland) Act 1995, reporting on recommendations to the Court for measures of compulsion and restriction where a mentally disordered offender had committed and offence  and

· under the Adults with Incapacity (Scotland) Act 2000, bringing and assessing applications for Guardianship and Intervention Orders.

The biggest volume of work under the 2003 Act is civil intervention, where no offence has been committed and where, despite the potential for loss of liberty, no criminal Court has any role to play.  When making applications of Compulsory Treatment Orders or giving evidence at appeal hearings against orders, the locus is not the Court at all.  It is the Mental Health Tribunal for Scotland (MHTS), a specially convened system of hearings, created under the 2003 Act.  See more by visiting www.mhtscotland.gov.uk
The less frequent and more specialised work at the gate-way to compulsory measures for mentally disordered offenders is undertaken in Criminal Courts, but review and appeals against orders is handled by specialised MHTS tribunals called Shrieval Tribunals.

The locus for determining orders under the 2000 Act is the civil branch of the Sheriff Court.

MHOs have to have developed skills in working with and presenting to all these settings. 
Mental Welfare Commission for Scotland: To quote from its web-pages, the MWC is is “an independent organisation working to safeguard the rights and welfare of everyone with a mental illness, learning disability or other mental disorder.”  It is convened under the 2003 Act and it has wide-ranging visiting, advice-giving and investigative powers and duties. 

MHOs tend to work very closely with it.  It has an excellent website which we recommend you explore at  www.mwcscot.org.uk
The Scottish Government: There are many aspects of Scottish Government which impact upon and interact with the business of MHOs.  Mostly through the Mental Health Division in St Andrews House, Edinburgh MHOs are affected by, policy making, issuance of Direction and guidance and making of and review of law. The Restricted Patients’ Branch of the Mental Health Division is the agency for monitoring the security of Mental Disordered Offenders for the First Minister.  It works very closely with involved MHOs over specific cases.  Scotland is small enough that its small pool of MHOs have a fairly interactive relationship with Government and many MHOs have hands on relationships in various consultations and working groups in Scottish Government.
Self-Assessed Question 4: How does the Mental Health Tribunal for Scotland differ from the Scottish Courts?

(You may address this question now, if you wish to check your understanding up to this point. Alternatively, you may wait until you have completed all the reading and answer all the questions, which are listed after the reading). Answers are given at the end of the paper.

                                                                                             Mike Maas-Lowit 2011
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CLINICAL OVERVIEW

Why should I read this? The learning outcomes ask you to apply knowledge and understanding of mental disorders in work with individuals, families and carers.  This rests upon the knowledge base in the Standards which demands that you understand key diagnostic categories, symptoms and causal factors of mental disorders within a clinical framework.  This means that we will expect you to be able to show understanding of not just the symptomatology of mental disorders, but also something of their aetiology.
Introduction
Medical psychiatry is a branch of medicine practised by medically qualified practitioners who have completed a post-graduate training in psychiatry.  At present, there are several subspecialties: general adult psychiatry; forensic psychiatry; child and young people psychiatry; the psychiatry of old age; learning disability; and psychotherapy.  Liaison psychiatrists work with the general hospital population, and neuropsychiatrists with the brain-injured.
Science and Psychiatry
In general (though not exclusively), psychiatrists espouse the so-called ‘medical model’ of mental illness: a scientific approach to illness and disease, based on hypothesis testing, experiment and evidence.  This approach is essentially biomedical and accommodates genetic, environmental, social and psychological accounts of mental illness.  Psychoanalytic accounts, though aspiring to scientific status originally, have not been so regarded for many decades.  Recent work, however, suggests a new rapprochement with scientific principles, and a new discipline of ‘neuro-psychoanalysis’ is developing.
Rapid developments in the field of neuroscience have established the discipline as one of the key sciences basic to psychiatry.  The growth in the scope and sophistication of neuro-imaging in particular has led to new insights into brain and behaviour relationships and some have already had significant impact on the conceptualisation of mental illness.  As early as the 1970s, scanning techniques were revealing that disorders like schizophrenia were associated with gross changes in brain structure, and that their nature could not be simply explained in, for example, purely psychological terms.
Today, there is intense interest in the remarkable plasticity of the brain, and it is now recognised that many so-called ‘functional disorders’ (such as depressive illness), may be associated with characteristic changes in brain chemistry, physiology and structure.  Such changes may be engendered on the basis of genetic vulnerability, by environmental factors and by complex interactions between the two.  Contemporary medical psychiatry can now provide rich accounts of the impact of many factors in the genesis of mental illness, ranging from the effects of early life adversity to the genetically determined ravages of neurodegeneration.
Importantly, current views extend well beyond the simple ‘chemical hypotheses’ of the older ‘biological psychiatry’.  It was once believed that the imbalance of individual neurotransmitters (chemicals which carry messages from nerve cell to nerve cell in the brain) were central to the development of mental illness: it is now clear that this view is over-simplistic, and that integrated analysis at a range of levels is required. Contemporary theory seeks to survey sub-cellular events, the activities of individual neurones, the characteristics of networks of neurones, the activities of brain modules concerned with different psychological activities, and social and environmental influences on individuals, families and communities.
Of course, the science of medical psychiatry is evolving and we must expect change in the light of new findings.  We must also recognise the limitations of this biopsychosocial approach. Where knowledge ends, health and social care must still continue, ethically and pragmatically. 

Evidence Based Medicine

Recent years have seen the rise of a medical movement which seeks to apply scientific method to medical practice, in an effort to ensure that practitioners make “conscientious, explicit and judicious use of current best evidence in making decisions about the care of individual patients” (Centre for Evidence Based Medicine, University of Oxford, www.cebm.net).  Psychiatric practice has also begun to follow this route, and the techniques of evidence based medicine underpin, for example, guidelines and integrated care pathways, such as the guidelines produced by the Scottish Intercollegiate Guidelines Network (SIGN).  The aim of evidence based medicine is to integrate clinical science with individual clinical expertise and patient choice, in the best service of individual patients.

A hierarchy of evidence quality is recognised, ranging from the meta-analyses of randomised controlled trials at the top, to ‘expert opinion’ at the bottom.  Not all interventions in psychiatric care have (or, indeed, ever will be) scrutinised by scientific methods such as the randomised, controlled trial - nor is every aspect of treatment suitable for this kind of analysis - but in general, healthcare knowledge can be appraised and classified within the framework.  In this way, quality of care can be improved, and inappropriate variation in practice reduced.

Mental Disorder  
Until recently, the absence of objective tests (e.g. laboratory tests) in the diagnosis of mental disorders has resulted in reliance on observation and identification of phenomena of mental illness, description of behaviour and historical information from the patient.  In general, reliability in diagnosing psychosis, and in differentiating between the different psychoses, is higher than neurosis; with the least reliability in personality disorder.  The scientific and conceptual developments outlined above are likely to radically change the simple classification system outlined below, but it still serves as a useful framework at present.

(a) Organic Disorders - These are associated with pathological change in the gross brain structure.  Brain chemistry is generally also disrupted as a consequence, e.g. Dementia.

(b) Personality Disorders - Personality describes the characteristics of the individual - the features that make him/her unique.  Characteristics that result in behaviour that causes the individual to experience problems or cause problems to others would contribute to this category.

(c) Neurosis - A disorder of emotional experience arising as a result of conflict.  This conflict has an internal (psychic) component often arising from faulty past experiences and is influenced by adverse environmental or interpersonal events.  The person who experiences a neurotic disorder may more easily develop insight into his/her illness and is more likely to be in touch with a version of reality that would be agreed by others.

(d) Psychosis - This group of major mental disorders is accompanied by faulty perceptions of the environment (hallucinations), faulty interpretations of events (delusions) and abnormalities of the thinking process.  In the acute form of the illness insight (or an appreciation of their situation, i.e. illness) is difficult to obtain because perception of reality may be diversely at odds with the general agreement of what is real.  For example a person who is experiencing paranoid schizophrenia and therefore believes that he/she is being abducted by aliens may be in irreconcilable dispute with the rest of us over what is real and what is happening.

(e) Learning Disability - is a term that gained currency in the late 1980s.  It is an attempt to find a more accurate socially orientated description for what was called mental retardation.  It is often caused by generic disorders, intrauterine disorder or disorder arising during or following birth.  It may also be due to inadequate learning opportunity or failure of learning because of childhood psychosis.

People with learning disability have problems in acquiring the social learning that any given culture requires of its members in order for them to function in society.  This learning can be in the area of reading or writing, in language or spoken communication, in body language, appropriate management of personal finances or any of the other myriad skills required of us in our social world.     

It is considered a disability in that those so affected are disadvantaged vis-à-vis the general population, but the term also tentatively acknowledges that part of the difficulty that it poses is imposed by those around the person so affected (e.g. in the form of stigma and discrimination.)  The term Learning Disability also seeks to imply that everyone has some potential to overcome such difficulties. 

(f)
Brain Damage or Head Injury - This is the acquired disturbance of brain structure and function which can arise from a whole variety of disease states or injury and which is associated with a decline in intellectual ability.  While acquired brain injury is seen clinically as different from learning disability, because the person who acquires it has the benefit of previous normal development of the mind, legally it falls into the category of learning disability which is best defined as: arrested or incomplete development of the mind.

Professor Ian Reid (2006)
University of Aberdeen

Self-Assessed Question 5: What is psychosis?

Self-Assessed Question 6: What are the most common areas of difficulty experienced by people with learning disabilities?    
Self-Assessed Question 7: What is the most significant difference between people with learning disabilities and people with acquired brain injury?

(You may address these questions now, if you wish to check your understanding up to this point. Alternatively, you may wait until you have completed all the reading and answer all the questions, which are listed after the reading). Answers are given at the end of the paper.

SERVICE USER AND CARER PERSPECTIVES.

One might think that, tucked away more or less at the end of this text, this is tokenistic reference to the importance which service users and carers bring to the above matters.  However, we position it here because it fits nicely with discussion about the extent to which the above perspective from psychiatry might be seen to objectify the person that the 2003 Act unfortunately still calls “the patient”.  We have already warned against simplistic conception of the so-called medical and social models, the narrow, illness based and the holistic perspectives.  However, the core issue from the perspective of many service users is one of disagreement about what the problem is.  Is the person ill or does his/her experiences have validity in their own right?  Should someone be forced to take medication as a solution to a problem which, in the person’s eyes may be rooted in the outside world: “people are out to persecute me” or “the world is such an awful place that I no longer wish to live in it”, for example.
At a less dramatic level, there is an undoubted tendency for the patient’s views to get lost in any medical process, where doctors have more expertise of the physicality of what is wrong.  For these reasons, both the 2003 and the 2000 Acts build in a legal requirement to provide advocacy.  They build in Principles in law, which act as protective shields to safeguard Human Rights (Human Rights being legally specific and identifiable entities, upon which individuals may seek enforceable legal redress- see footnote 14 above).  As part of this general trend towards protecting and safeguarding the individual’s voice in the contested field where compulsory measures have potential, the Scottish Government has supported user-led agencies such as the Scottish Recovery Network (www.scottishrecovery.net) and has built up policy which advances Recovery as a concept by which people can take control of their own paths out of mental disorder. Therefore, one very important dynamic of your MHO Award programme will be the advancing of the service user perspective.
Likewise, we must not underestimate the importance of supporting those who care for and support people who experience mental disorder.  The principles which front both the 2000 and 2003 Acts (and those which front the Adult Support and Protection legislation) have specific directions which make it a duty to take carers’ views into account when thinking through what action to take.  Therefore, carers’ perspectives will also be built into your study and experience of the MHO Award.

Self - Assessed Questionnaire - Pre-Course Study Materials

When you have completed the study you may want to test what you have learned against these specific seven questions (answers are given below, after the section on further reading.):

1. Q In what ways does the MHO role differ from that of social worker?

2. Q In what way does the experience of poor mental health differ from having a mental illness, or are they the same things?

3. Q What is “mental disorder”?

4. Q How does the Mental Health Tribunal for Scotland differ from the Scottish Courts?
5. Q What is psychosis?

6. Q What are the most common areas of difficulty experienced by people with learning disabilities?    
7. Q What is the most significant difference between people with learning disabilities and people with acquired brain injury?

SUGGESTED READING, MATERIALS PROVIDED AND USEFUL WEBSITES
Legislation and allied Codes of Practice:

Adults with Incapacity (Scotland) Act 2000. a.s.p.4 

Adults with Incapacity (Scotland) Act 2000, Codes of Practice -

-
For Persons Authorised under Intervention Orders and Guardians

         -
For Local Authorities Exercising Functions under the Act  

Adult Support and Protection (Scotland) Act 2007

Criminal Procedures (Scotland) Act 1995, Part VI, S. 52-63 (C46)

Human Rights Act 1998

Mental Health (Care & Treatment) (Scotland) Act 2003. a.s.p.13

Mental Health (Care & Treatment) (Scotland) Act 2003, Code of Practice (Vol.1-3) 

National Health Service & Community Care Act 1990

Social Work (Scotland) Act 1968

Suggestions for Reading

The material under this heading may provide interesting and wider reference reading in support of your studies. You are advised to browse the list and be more focussed on areas where you feel you are less strong. For example, if you feel you lack a basic understanding of the range of laws in relation to mental disorder and their related policies, the Hothersall book provides focused reading oriented to Scotland. If you feel you know less about learning disability, Paul would be a good choice.

Barker, P. (ed.)
Psychiatric & Mental Health Nursing, Hodder Headline 2003

Barnes, R. & 
Taking Over the Asylum, Palgrave 2001

Bowl, R.



Brown, C.
Recovery & Wellness: models of hope & empowerment for people with mental illness, Haworth Press 2001

Franks, R.A. &        Green’s Annotated Acts, Mental Health (Care & Treatment)
Cobb, D                 (Scotland) Act 2003, Thomson, W. Green & son, 2005

Hothersall, S., 
Social Work and Mental Health in Scotland, Learning Matters,

Maas-Lowit, M. &
2008
Golightley, M.
Goldberg, D. &
Mental Illness in the Community, Tavistock, 2001

Huxley, P.


Lyttle, J. &

Mental Health & Disorder, Bailliere Tindall, 2000

Thompson, T.

Paul, W.                 Social Work with People with Learning Difficulties, 

                              Learning Matters, 2006
Ryan,T. &         
Good Practice in Adult Mental Health, Jessica Kingsley 2004

Pritchard, J.

Smith, K. &

Beyond Bedlam, Anvil Press  1997

Sweeney, M.

Tew, J. (ed)

Social Perspectives in Mental Health, Jessica Kingsley 2005 

Tilbury, D.

Working with Mental Illness, Macmillan  2002 (2nd edition)

Novels/ fictional reading/autobiography
The following, while not exactly providing “light reading”, would make a good counterpart to the more abstract reading above.  These are largely experiential accounts (with a few well informed but fictionalised novels thrown in), all but one dealing with aspects of mental illness as experienced in life.  The one exception is the excellent and highly readable novel, the Curious Incident.... which relates to autism.  Reading them gives a view on “how it feels”.
*Galloway, J.
The Trick is to Keep Breathing, Minerva, 1989

*Hadden, M.

The Curious Incident of the Dog in the Night-Time Vintage, 2004

*Hart, L.

Phone at Nine Just to Say You’re Alive, Pan, 1995

*Jamieson, K.R.
An Unquiet Mind, Picador, 1999

*Lamb, W.

I Know This Much Is True, Harper Collins Hammersmith, 2000

*Plath, S.

The Bell Jar, Faber & Faber, 1963

*Saks Elyn R.
The Centre Cannot Hold, Virago, 2007

*Reed, P

The One, Mercat Press
Journals
British Journal of Learning Disabilities - www.blackwellpublishing.com/bld
British Journal of Psychiatry – http://bjp.rcpsych.org/
British Journal of Social Work – http://bjsw.oxfordjournals.org/
Useful websites
www.advocacy.org.uk   Advocacy Service Aberdeen

www.alzscot.org  Alzheimer's Scotland 

www.bild.org.uk  British Institute of Learning Disabilities 

www.chooselife.net  Choose Life 

www.critpsynet.freeuk.com Critical Psychiatry Network

 www.enable.org.uk  Enable Scotland

www.hearing-voices.org The Hearing Voices Network

www.hug.uk.net  Highland Users Group 

www.mentalhealth.org.uk  The Mental Health Foundation
www.mwcscot.org.uk  Mental Welfare Commission

www.mind.org.uk   Mind

www.wellscotland.info National Programme for Improving Mental Health and Well Being 

www.nsforg.uk  National Schizophrenia Fellowship

www.nes.scot.nhs.uk/mha  NHS Education for Scotland 

www.penumbra.org.uk  Penumbra

www.principlesintopractice.net  A good practice forum for people with an interest in mental health law

www.rethink.org  Rethink

www.rcpsych.ac.uk  Royal College of Psychiatry 

www.scmh.org.uk  Sainsbury Centre for Mental Health

www.scld.org.uk  Scottish Consortium for Learning Disability

www.sdcmh.org.uk  Scottish Development Centre for Mental Health
www.scotland.gov.uk  The Scottish Executive

www.scotland.gov.uk/Topics/health/mental-health/mhlaw/forms for MHA Forms 

www.scottishpersonalitydisorder.org  Scottish Personality Disorder Network

www.scottishrecovery.net  Scottish Recovery Network

www.scie.org.uk  Social Care Institute for Excellence

www.wellscotland.co.uk Mental Health and well-being in Scotland
www.selfharmuk.org.uk Young People & Self Harm
www.youngminds.org.uk Young Minds for Children
Answers to Self-Assessed Questionnaire questions 1 to 7:

1. Q In what ways does the MHO role differ from that of social worker?


MHOs have specific duties under the Adults with Incapacity (Scotland) Act 2000, the Mental Health (Care and Treatment) (Scotland) Act 2003 and the Criminal Procedure (Scotland) Act 1995. While social workers do draw their general duties from other legislation (the Social Work (Scotland) Act 1968 in the main), their duties are delegated from the Local Authority.

MHOs draw a more specific autonomy from this arrangement of law than do social workers. 


MHOs have a specialised qualification over and above their social work specific qualification. It rests upon specialised knowledge.

While the legislation targeted upon providing care and treatment to people affected by mental illness is unhelpfully called “the Mental Health”... Act, we argue that there is much to be gained by seeing poor mental health and mental illness as qualitatively different.

2. Q In what way does the experience of poor mental health differ from having a mental illness, or are they the same things?


If you answered the question by suggesting that mental illness 

· is a medical concept,

· has a bio-chemical basis and 

· that it is described within a diagnostic framework, then you have half of our expected answer.

It is more difficult to capture an easy definition of mental health, let alone poor mental health, but if you related it to Maslow, you were on the right tracks. If you went on to say that it has to do with low self-esteem, poor ability to function in your social environment and that it is an interactive social concept, you are on the right tracks.

3. Q What is “mental disorder”?


Mental disorder is defined as “mental illness or personality disorder or learning disability”, Section 89 of The Mental Health [Care and Treatment] [Scotland] Act 2003.   
4. Q How does the Mental Health Tribunal for Scotland differ from the Scottish Courts?


The Tribunal system is a legally constituted body for convening hearings to determine applications for Civil orders under the 2003 Act and appeals (notably Compulsory Treatment Orders) against them. The Courts have two distinct roles- Civil Court for hearing applications under Adults with Incapacity legislation and Criminal Courts in relation to the Criminal Procedures for mentally disordered offenders.

5. Q What is psychosis?

· Psychosis is group of major mental disorders is accompanied by 

· faulty perceptions of the environment (hallucinations), 
· faulty interpretations of events (delusions) and 
· abnormalities of the thinking process.  
In the acute form of the illness insight (or an appreciation of their situation, i.e. illness) is difficult to obtain because perception of reality may be diversely at odds with the general agreement of what is real.

6. Q What are the most common areas of difficulty experienced by people with learning disabilities?    

People with learning disability have problems in acquiring the social learning that any given culture requires of its members in order for them to function in society. This learning can be in the area of reading or writing, in language or spoken communication, in body language, appropriate management of personal finances or any of the other myriad skills required of us in our social world.

7. What is the most significant difference between people with learning disabilities and people with acquired brain injury?

Acquired brain injury is different from learning disability, because the person who acquires it has the benefit of previous normal development of the mind up to the point when the injury was acquired. Learning disability it ordinarily a life-long condition.

Response to the activity involving Jay:

Of course there is no definitive answer.  We only wanted you to ponder a close reading of the law against Jay’s situation.  Without actually speaking to the real Jay, if he existed, this short scenario lacks depth of information for you to attain resolution. However let us look again at the clause.  We may at least be able to quantify the issues. Section 57 (4) states:

Because of the mental disorder, the patient’s ability to make decisions about the provision of such treatment is significantly impaired. 

Is it because of Jay’s mental disorder that he refuses to take treatment or because of his beliefs in relation to animal liberation? It may be an interaction of the beliefs with his depression? Without finding out whether or not he had held this view before he became profoundly depressed, you would never know.

Therefore, the question is more likely to be on a sliding scale: To what extent is Jay’s depression impairing his ability to make treatment decisions which may have prior weighting as influenced by his political beliefs?

This would cause us to have to balance the consequences of him remaining un-treated against the damage to his rights, were we to force him to take the medication he is morally opposed to taking. It is not as simple as saying that he may die from suicide if we do not force drugs into him and therefore that enforced treatment out-weighs all other considerations. Remember that many people exercise their right to choose death for some higher purpose and we may have no right to take this right away from Jay. At this point of complication, the Principles, as contained in section 1 of the 2003 Act are the practitioner’s only guiding star. However, this introduction does not allow us the scope for the lengthy debate that would be entailed by bringing the principles in to play here.

We trust you now see the potential contained in reading the law in detail as MHOs are used to doing.
� M stands for Masters, as in a Masters Degree or MSc. Such degrees are set at Level 11 of the Scottish Qualifications Framework, as discussed below.


� Introduction to the (Draft) standards and practice competences to


achieve the Mental Health Officer Award (MHOA), published by the SSSC in 2007 sets out the core standards of learning and practice competences which have to be achieved to become eligible for recommendation to the employing authority for appointment as MHO.


� Morago, P. (2006) Evidence-based practice: from medicine to social work. European Journal of Social Work, Vol. 9, No. 4, December 2006, pp. 461 -477





� Sackett, D. L., Straus, S. E., Richardson,W. S., Rosenberg, W. & Haynes, R. B. (2000) Evidence-Based Medicine: How to Practice and Teach EBM 2nd edn, Churchill Livingstone, New York.





� Greenhalgh, T., Toon, P., Russell, J., Wong, G., Plumb, L. & Macfarlane, F. (2003) ‘Transferability of principles of evidence based medicine to improve educational quality: systematic review and case study of an online course in primary health care’, British Medical Journal , vol. 326, pp. 142_145.





� Lishman, J. (2000) ‘Evidence for practice: the contribution of competing research methodologies’, paper presented to Seminar 4 in the Economic and Social Research Council (ESRC)-funded Theorising Social Work series, Cardiff, 27 April. Available at: � HYPERLINK "http://www.elsc.org.uk/" �http://www.elsc.org.uk/� socialcareresource/tswr/seminar5/lishman.htm (accessed 1 Oct. 2004).





� New Directions, Report on the Review of the Mental Health (Scotland) Act 1984, Scottish Executive, 2001. See also, the web reference in the next section.


� See Eastman, N. The need to change mental health law, in Heller, T et al (eds) (1996) Mental Health Matters London, Macmillan.


� See Skull, A (1979) Museums of Madness, London, Allen Lane.


� See Hothersall and Maas-Lowit (eds) Need, risk and protection in social work practice, Exeter, Learning Matters.


� Section 12 of the 1968 Act begins “It shall be the duty of every local authority to promote social welfare by making available advice, guidance and assistance….”


� Section 55 of the NHS and Community Care Act 1990 inserts “where it appears to a local authority that any person for whom they are under a duty….” into the 1968 Act.


� For example, while the Mental Health (Care and Treatment) (Scotland) Act 2003 does contain reference to duties of the local authority (for example section 25), section 45 (1) states “ …before deciding whether to consent for the purposes of section 44(3)(d) of this Act, a mental health officer shall…”


� By human rights, we means not the vague allusion to what is desirable for individuals, but the very specific list of individual human rights as located in law of the European Convention on Human Rights from the Treaty of Rome (1950), as found in the appendix to the Human Rights Act 1998.


� Titterton, M. (2004) Risk and Risk Taking in Health and Social Welfare London, Jessica Kingsley
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