31 March 2021
SUBMISSION ON MENTAL HEALTH ACT
Dear Minister ,

As a [now retired] professional who has worked in the mental health field for 30 years
in both UK and Ireland, I wish to make some points about the Mental Health Act
2001 as requested. [On points 4.4 & 4.11 I made a submission to Minister Lynch as
she invited in 2011--in consideration of the context, outlined in a TV programme
‘Behind the Walls’ at the time]

Context:

It is important to note that in Ireland, more so than in other European countries, a one-
sided approach to mental health disturbance has pertained in that a bio-medical focus
on symptom reduction takes priority over engaging with the person in facilitating an
understanding of their subjective experience, admittedly a more time-consuming and
more emotionally demanding manner of engagement. In spite of the publication of
AVFC in 2006, there has been an inadequate ideological shift or resourcing of the
changes recommended.

Points regarding the M.H. Act bearing the above context in mind:

4.1 Definitions
Remove ‘significant intellectual disability’ and ‘severe dementia’ from the Act.

Yes; these areas concern different areas from that of functions of the mind or psyche,
rather they concern more organic or cognitive brain functioning and need different
considerations around interventions.

4.2 Guiding principles

These should always have the aim of ascertaining and honouring as far as possible, the wishes
and values of the individual. Recovery of autonomy should be in the forefront. We need to
remember that for very many sufferers , we are dealing with individuals who have been
traumatized by our own historical social systems and culture, transmitted through generations,
and have thus often lost access to their own subjectivity.

Therefore adequate time needs to be given to anyone entering the mental health services to
facilitate building a trusting relationship with an unbiased professional, who can then assist
the person in deciding on their treatment,.

4.4 Authorised Officers

Recommendation that Authorised Officers should be the only people allowed to make
an application for involuntary detention.

Yes, This is intimately connected with the order in MHA—Part 2--below:

PART 2 (9): of MHA 2001
Power to apply for an involuntary detention order

Persons who may apply for involuntary admission of an individual to an approved
detention centre includes ‘(a) the spouse or a relative of the person’

This clause needs to be removed.




Given that conflict, emotional or otherwise, may exist between a close relative and the
disturbed person, this facility for family member(s) to initiate involuntary committal
should be removed. It is a residue of our historical approach to dealing with ‘social
misfits’ as described in the ‘Behind the Walls’ programme. In my own practice I have
encountered individuals who were threatened with ‘the bin’ as children to prevent
disclosure of abuse, which experience left scars persisting into adulthood. This does
not ignore the fact that many family members are very supportive of their distressed
relative being detained in the mental health service.

In England where I worked in the NHS, an approved Psychiatric Social Worker, who
would hold a more objective perspective, was required to make an initial application.

Therefore the number and resourcing of Authorized officers needs to increase.

4.5 Interdisciplinary approach to care and treatment

The Expert Group recommended that mental healthcare workers (other than doctors)
should be more involved in the mental health care and treatment of people.

Yes, other disciplines should be much more involved in treatment . The main
argument is about the unscientific AND inhumane basis on which the psychiatric
discipline rests.

The link below to a summary of the British Psychological Society document: ‘Power,
Threat & Meaning’ well outlines the counter —argument from the perspective of
human psycho-social experience.

Parity of Esteem

I agree with the Mental Health Reform suggestion on including a non-medical
practitioner in such, indeed all, decisions regarding patient interventions and care.
Two, not one, other members of a different professional discipline than the
psychiatrist should be involved making or reviewing such decisions, given the
already over powerful position of the psychiatrist.

The parity between treatments, if it is to be meaningful, should include parity of
esteem between various disciplines. Unfortunately the numerical strength of
disciplines in our public mental health services is heavily weighted on the side of
those espousing the medical model; bias in educational practice is partly at fault here.

To redress this balance would require employment of more non-medical practitioners
in our mental health service, also a change to the legal requirement of having a
Psychiatrist always in the position of leader of a Multi-Disciplinary Team. Where |
worked in England, the clinical leader of MDTs was on a rotating basis.

4.7 Enhancing safeguards for individuals

The section on Seclusion and Restraint should be updated to focus more on the relational
dynamics before and after a critical incident rather than controlling the person or the
incident itself.

4.10 Capacity
The Expert Group recommended that a person’s capacity to make their own decisions
should be included in the Mental Health Act

Yes, | agree with the Expert Group on this.



4.11 Consent to treatment

Yes, Advance Healthcare Directives should be available

PART 4 (60)

[ 1 believe that of the capacity to administer: ECT to someone against their will has
been removed? I hope and trust that psycho-surgery has been taken totally out of
even any mention or consideration of treatment?]

where the patient is unable or unwilling to give such consent—

I would argue for a similar removal of the ‘unwilling’ clause covering forced
Administration of Medicine.which I see is still in the MHA?

I suggest that provisions for any coercive treatments constitute an assault on the body
and psyche of an individual; living under a coercive —even abusive--regime as a child
has been the experience of many persons who suffer mental/emotional distress in
adulthood. [See numerous ACE studies].

Any repetition of such coercion is a re-traumatization. Where coercion/constraint has
to be used in emergency situations, a period of time in repairing the professional-
patient relationship will be needed.

Question: what changes to consent to treatment should we make?
This question is intimately linked to information giving and ongoing care plan
implementation.

4.12 Information and individual care/recovery planning

The Expert Group recommended that we include individual care plans in the Mental Health
Act and that we include a legal right to information for all people receiving mental health
treatment.

Yes, absolutely.

Question: what do we need to include on care plans and access to information for people
receiving treatment in approved centres?

Yes | agree that every individual patient, voluntary or otherwise, should have a
personalized care plan, unique to their circumstances, and flexible, open to change as
the patient hopefully begins to trust a key-worker who supports them in ongoing
engagement around their care. Pointers and help if needed in finding interventions
outside those offered in the service should be freely given.

Follow up after discharge, such as by a CPN, if no other therapeutic option is being
taken up, should be mandatory. Continuity of care, with a trusted familiar
professional, rather than the ubiquitous fragmented ‘package of care’, should be the
norm.

Suggestions on these questions, which are linked together, in my argument
below.

The basic most important change is full, unbiased information, and adequate safe
supported time in a relationship of continuity in which to make a treatment decision.

INFORMATION ON TREATMENT In a Context for Recovery as espoused in
Vision for Change, as many individuals entering mental health services suffer
inability, or compromising of their ability, to contain and/or express their subjective



experience—often arising out of difficulties in early emotional development— surely
offering the person a fully informed choice about what is available, the benefits and
adverse effects between all modes of treatment should be paramount?

This—given adequate time in a trusting unbiased relationship,--admittedly much time
is needed for those with severely compromised ego-functioning--would help the
person become aware of the differences between various interventions, and their
consequences, some of which either may dull their emotional awareness at best, or
brutally assault their psyche at worst, OR of an alternative approach, which
facilitates a slower recovery of some ability to access their subjective self-awareness
and self-expression—{often lost due to emotional trauma] and come to terms with
their emotional experience,

This is primarily an ideological and cultural issue, though reinforced by funding
shortages, and is very much influenced by our cultural ‘time-poor —quick fix’
approach to problems in which the Health Service unfortunately mirrors the dominant
culture. Should not a fully informed choice include all treatments—[such as the
various psychotherapies in which the sufferer is a participant in their recovery rather
than an object of treatment]—which are available on a Europe wide basis and
recognized as valid interventions, even if not available in the particular service in
question?

TO CONCLUDE:
A Question:

Has the allocation of total control, along with total responsibility to the psychiatric
profession, anything to do with our litigious culture?

How do we balance therapeutic omnipotence vs therapeutic risk? ...and develop a
culture where the professional practitioner is responsible for their interventions, for
the work they do to the best of their ability, not for the person or life of the patient?
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POWER THREAT & MEANING - sritish Psychol. Society

Document summary

In 2013, the Division of Clinical Psychology (DCP) of the British Psychological Society
(BPS) published a Position Statement entitled Classification of behaviour and experience
in relation to functional psychiatric diagnoses: Time for a paradigm shift.

Recommendation 3 of the position paper is: “To support work, in conjunction with
service users, on developing a multi-factorial and contextual approach, which
incorporates social, psychological and biological factors’ (p.9). This document is the
result of a DCP-funded project for work towards fulfilling this aim.

The framework described here, the Power Threat Meaning Framework, is an over-
arching structure for identifying patterns in emotional distress, unusual experiences
and troubling behaviour, as an alternative to psychiatric diagnosis and classification.
The document sets out the conceptual and empirical basis of such a system and is
intended as a foundational intellectual resource. It is important to note that the
framework is not tied to a particular level of explanation (social, psychological or
biological) or to a specific theoretical orientation such as cognitive, behavioural or
systemic. Thus while we suggest it can be used as it stands, it can also be seen as a meta-
framework within which many existing models and bodies of evidence can be
accommodated, and which can be used to inform future projects translating the
framework into practice.

Chapter 1 examines the problems of medicalisation and psychiatric diagnosis, using
comparisons with medical diagnosis to show why a very different approach is needed. It
is argued that medical diagnosis is fundamentally an attempt to make sense of problems
by drawing on research into patterns/regularities in bodily structure, function and
dysfunction, and that while this is appropriate and productive for many bodily
problems, psychiatric diagnosis is inherently limited in its capacity to make sense of
emotional /psychological distress. This is because it largely draws on theoretical models
designed for understanding bodies rather than people’s thoughts, feelings and
behaviour.

Since all human experiences are mediated by our biology, highlighting these limitations
does not imply a mind-body split. However it does mean that alternatives to psychiatric
diagnosis need to be based on very different theoretical models, which are likely to lead
to the identification of very different kinds of patterns and regularities.

Chapter 2 addresses some philosophical and conceptual issues raised by the need to
account for the behaviour and experiences of embodied persons in cultural, social and
relational environments. Abandoning what the authors have called the ‘DSM mindset’ is
not easy, since it is deeply embedded in fundamental Western philosophical
assumptions including, but not limited to, the separation of mind from body, thought
from feeling, the individual from the social group, and human beings from the natural
world; the privileging of ‘rationality’ over emotion; and a belief in objectivity, or the
possibility of partialling out values, ethics and power interests from theory and practice
in human systems. These influential but not universal worldviews underpin what can
broadly be described as positivism, which tends to promote a view of human beings as
objects acted on by causal forces rather than agents who have reasons for their actions.



Although this paradigm has led to major advances in medicine, science and technology,
it is not well suited to understanding human emotional distress and troubled or
troubling behaviour.

It is this philosophical basis, not just psychiatric diagnosis and medicalisation as such,
which needs to be fundamentally re-thought if we are not to end up with variations

on the same unsatisfactory system. Modified versions such as the ‘vulnerability-stress’
or ‘biopsychosocial’ models still position social and relational factors as secondary to
underlying biological causal malfunctions, and thus do not fully theorise distress as a
meaningful, functional and understandable response to life circumstances.

Drawing on relevant theoretical approaches, principles and practices are presented
which allow us to see humans as active, purposeful agents, creating meaning and
making choices in their lives, while at the same time subject to very real enabling and
limiting factors, bodily, material, social and ideological. This has implications for service
user/survivor and carer voices and views, for culturally appropriate perspectives on
manifestations of distress, and more widely, for ethics, values and social justice. In
relation to the aims of the project, the implication is that patterns underpinning
individual and group experiences of distress will be inseparable from their material,
environmental, socio-economic and cultural contexts, and that alternatives to diagnosis
need to recognise the centrality of meaning, narrative, agency and subjective
experience.

Chapter 3 picks up these themes by examining meaning and narrative in more detail.
Personal meanings are shaped by social and cultural discourses, which themselves arise
within wider social structures and socioeconomic contexts. These in turn are based on
particular assumptions about human nature and behaviour. Judgements about who is
deemed to be ‘mad’ are inevitably, to some extent, based on implicit norms about what
are acceptable ways of thinking, feeling and behaving in a given society. This includes
norms about gender roles, class and ‘race’, such that those whose behaviour and
experiences do not fit the implicit parameters - either by falling short of expectations,
or by over-fulfilling them - are more likely to attract a diagnosis. Further, it is suggested
that lived experiences of distress, particularly in industrialised societies, are shaped by
the more deep-rooted assumptions we have outlined above. Most profound of all are
our core assumptions about personhood - what we mean by the ‘self’, and the
relationship between self, others and the material and natural world. One implication is
that, as cross cultural studies show, there are not, and cannot be, universal categories of
emotional distress.

A central aim of the project is therefore to restore the multi-levelled layers of meaning
in madness and distress that are obscured by the process of psychiatric diagnosis, in
order to open up space to identify different kinds of patterns in distress. This requires a
sophisticated understanding of ‘meaning’ as a complex and multi-layered achievement,
variously constituted from linguistic, material, social, bodily and psychological elements
that combine to generate a lived, dynamic sense of intentionality and selfhood. Meaning
is not simply personal, since it draws upon shared resources and discourses, and nor is
it straightforwardly under our control; rather, it is something that we both ‘make and
find’. Our own narratives, the stories we tell about our lives in order to make sense

of our experiences, are derived from wider cultural narratives in which some ways of
understanding are more available and socially sanctioned than others.

In making sense of our experiences of distress, we are invited to compare ourselves
against prevailing social discourses, resulting in social shame when we fail to attain



these ideals. We may also be met by diagnostic narratives of difference and individual
deficit. Narratives can also, in various forms across cultures, be experienced as helpful
and healing. They have the potential to provide a common language about the
emergence, experience and expression of distress, thus restoring the central role of
meaning and providing a foundation for positive change.

Chapter 4 uses these conceptual discussions as a starting point for an analysis of the
empirical evidence about the social contexts of distress, with a particular focus on
childhood adversity, gender, ‘race’ and ethnicity and social class and poverty. It
summarises a very large and growing body of evidence for the causal impact of a whole
range of relational and social adversities in all mental health presentations (and other
behavioural and social outcomes), in marked contrast to the ongoing failure to provide
evidence for primary biological factors. These can collectively be seen as demonstrating
the operation of various kinds of power including: coercive; legal; economic and
material; biological/embodied; interpersonal; and ideological. Ideological power is one
of the least visible forms, but is fundamental to how we identify, understand and
experience emotional and psychological distress, individually and collectively.

The recent trend for investigating links between particular psychosocial events and
circumstances (such as institutional care or sexual abuse) and particular outcomes
(such as suspicious thoughts or hearing voices) is examined, with the conclusion that
existing attempts to outline alternative causal patterns, whether biological or
psychological, have all foundered on what the authors have called the ‘everythings’
problem:

Everything causes everything: a whole range of adversities is implicated in almost every
presentation of distress.

Everyone has experienced everything: few people in mental health (or other
welfare/criminal justice) settings have had single social disadvantages or adversities.
Everyone suffers from everything: in diagnostic terms, this is known as co-morbidity, and
typically leads to the application of multiple diagnoses over time.

In summary, all types of adverse event and circumstance appear to raise the risk for all
types of mental health presentations (as well as for criminal and offending behaviour,
physical health problems, and a range of other problematic social outcomes). This
appears to be mediated, for better or for worse, by all types of attachment relationships,
and by all kinds of social support, biological mechanisms and emotional and cognitive
styles.

This is in keeping with the earlier contention that specific causal pathways of the kind
that relate to some forms of bodily malfunctioning do not, and cannot, exist in relation
to human thoughts, feelings and behaviours. The relevant causal factors are generally
multiple, complex, highly interactive and overdetermined and, moreover, shaped by
personal meaning and agency. This does not mean there are no regularities, but it
strongly reinforces the need for a fundamentally different approach to pattern-
identification in relation to emotional and behavioural distress and difficulties.

Chapter 5 discusses the role of biology, making a strong distinction between biology as
a primary cause, and biology as mediator and enabler of all human experience.
Reviewing a wide range of studies, it concludes that there are no consistent associations
between functional psychiatric diagnoses and any biological pathology or impairment,
and nor have any biomarkers been identified. This leads to the conclusion that while all
human experience is reflected in some way in the activities of our brains and bodies, we



need a much more sophisticated account of how these aspects arise out of each other,
one that is not based on assumptions about illness, disorder or disease. This will also
help to avoid attempts to assimilate findings about the impact of social and relational
adversities back into the existing paradigm. The ‘lifelines’ model acknowledges the
multi-directional and continuous interaction of biology, experience and the
environment within complex processes that are at once, and equally, psychological,
biological and social. This is consistent with evidence about the impact of adversity on
attachment relationships and on evolved bodily threat responses.

These emerging bodies of evidence are a promising start in developing comprehensive,
sophisticated accounts of emotional distress that integrate meaning into a model of
embodied, socially situated, agentic persons.

Chapter 6 draws together the principles and evidence discussed in previous chapters in
order to suggest a new meta-framework based on the core assumption that emotional
distress and troubling behaviour are intelligible responses to social and relational
adversities and their cultural and ideological meanings. It is entitled the Power Threat
Meaning Framework, and its main features and purposes are as follows:

@@ It allows provisional identification of general patterns and regularities in the
expression and experience of distress and troubled or troubling behaviour, as opposed
to specific biological or psychological causal mechanisms linked to discrete disorder
categories;

@0 It shows how these response patterns are evident to varying degrees and in varying
circumstances for all individuals across the lifespan;

@@ It does not assume ‘pathology’; rather, it describes coping and survival mechanisms
which may be more or less functional as an adaptation to particular conflicts and
adversities in both the past and present

@@ Itintegrates the influence of biological/genetic and epigenetic/evolutionary factors
in mediating and enabling these response patterns;

@0 [tintegrates relational, social, cultural and material factors as shaping the
emergence, persistence, experience and expression of these patterns;

@@ It accounts for cultural differences in the experience and expression of distress;

@@ It assigns a central role to personal meaning, emerging out of social and cultural
discourses and belief systems, material conditions and bodily potentialities;

@@ It assigns a central role to personal agency, or the ability to exercise influence
within inevitable psychosocial, biological and material constraints;

@@ It acknowledges the centrality of the relational/social/political context in decisions
about what counts as a ‘mental health’ need or crisis in any given situation;

@@ It provides an evidence base for drawing on general patterns of coping and survival
responses to inform individual /family/group narratives;

@0 [t offers alternative ways of fulfilling the service-related, administrative and
research functions of diagnosis;

@@ [t suggests alternative language uses, while arguing that there can be no one-to-one
replacements for current diagnostic terms;

@@ [tincludes meanings and implications for action in a wider community/social
policy/ political context.

This broad framework can be used for the identification of patterns in emotional
distress, which are comprised of the following interrelated aspects:

1. The operation of POWER (biological/embodied; coercive; legal; economic/material;
ideological, both proximal and distal; social/cultural; and interpersonal, with impacts



that are moderated by our available resources). This includes possible re-
traumatisation by mental health services themselves.

2. The kinds of THREAT that the negative operation of power may pose to the
individual, the group and the community, with particular reference to emotional
distress, and the ways in which this is mediated by our biology.

3. The central role of MEANING (as produced within social and cultural discourses,
and primed by evolved and acquired bodily responses) in shaping the operation,
experience and expression of power, threat, and our responses to threat.

4. In response to all the above, the learned and evolved THREAT RESPONSES that an
individual (or family, group or community) may need to draw upon in order to ensure
emotional, physical, relational and social survival. These range from largely automatic
biological reactions to linguistically-based or consciously selected responses such as
holding suspicious thoughts, self-blame, shame, rage, self-harm and controlling our
eating. The latter are likely to appear later in developmental terms, to be more open
to shaping by local meanings, and hence to be more culture-specific.

There are fundamental differences between this and the more traditional
biopsychosocial model of mental distress, in that there is no assumption of pathology.
The ‘biological’ aspects are not privileged, but constitute one level of explanation,
inextricably linked to all the others. Equally important, although a tripartite model is a
convenient heuristic, the three elements are not independent, but evolve out of each
other. The individual does not exist, and cannot be understood, separately from his/her
relationships, community and culture; meaning only arises when social, cultural and
biological elements combine; and biological capacities cannot be separated from the
social and interpersonal environment.

Within this, ‘meaning’ is intrinsic to the expression and experience of all forms of
emotional distress, giving unique shape to the individual’s personal responses.

In summary, this framework for the origins and maintenance of distress replaces the
question at the heart of medicalisation, ‘What is wrong with you?’ with four others:
@@ ‘What has happened to you? (How has Power operated in your life?)

@@ ‘How did it affect you? (What kind of Threats does this pose?)

@@ ‘What sense did you make of it?” (What is the Meaning of these situations and
experiences to you?)

@0 ‘What did you have to do to survive? (What kinds of Threat Response are you
using?)

The Power Threat Meaning (PTM) Framework can be used for the provisional
identification of evidence-based patterns which are highly probabilistic, with influences
operating contingently and synergistically. Such patterns will always be culture and
time bound, and thus to an extent local to time and place. However, this does not mean
that no regularities exist. Rather, it implies that these regularities are not, as in
medicine, fundamentally patterns in biology, but patterns of embodied, meaning-based
threat responses to the negative operation of power.

The PTM Framework provides a new perspective on the dilemma about the application
of Western psychiatric classification systems to non-Western cultures and expressions
of distress, both within the UK and around the world, since it predicts and allows for
the existence of widely varying cultural experiences and expressions of distress without
positioning them as bizarre, primitive, less valid, or as exotic variations of the dominant
diagnostic paradigm. Viewed as a meta-framework that is based on universal evolved



human capabilities and threat responses, the core principles of PTM apply across time
and across cultures. Within this, open-ended lists of threat responses and functions
allow for an indefinite number of locally and historically specific expressions of distress,
all shaped by prevailing cultural meanings.

The PTM Framework can be used to identify broad, provisional, evidence-based
patterns of meaning-based threat responses to the negative operation of power,
which provide a context for the co-construction of individual narratives, as well as
suggesting alternatives to diagnosis for clustering/administrative/legal/ service
planning/research purposes. These patterns operate at various levels, starting with the
‘Foundational Pattern in Mental Distress and other behavioural, health and social
outcomes’.

An elaboration of the various types of power, threat, meaning and threat response sets
the scene for the identification of seven Provisional General Patterns which emerge
from within the Foundational Pattern.

These Provisional General Patterns fulfil one of the main aims of the PTM Framework,
which is to restore the links between meaning-based threats and meaning-based threat
responses. Restoring these links demonstrates that threat responses are most usefully
considered not as discrete ‘symptoms’ or complaints, but in terms of the functions they
serve. These strategies arise out of core human needs to be protected, valued, find a
place in the social group, and so on, and represent people’s attempts, conscious and
otherwise, to survive the negative impacts of power by using the resources available to
them. They cut across diagnoses, across specialties, and across the boundaries of what is
usually considered ‘normal’ versus ‘pathological.’

One purpose of the Provisional General Patterns is to inform the construction, or co-
construction, of personal narratives. More specifically, the General Patterns are a basis
for more effectively fulfilling some of the claimed functions of diagnosis, such as
providing an explanation, having distress validated, facilitating contact with others in
similar circumstances, relief from shame and guilt, suggesting a way forward, and
conveying hope for recovery. They also provide an evidence-base for one particular
kind of narrative, psychological formulation.

Chapter 7 reports on the views of the consultancy group of service users and carers
who gave feedback on the framework as it developed.

Chapter 8 discusses the practical implications of adopting a non-medicalised,
nondiagnostic approach to distress, unusual experiences and some kinds of troubled or
troubling behaviour in the areas of service commissioning, design and delivery,
therapeutic practice, research, legal practice, access to welfare and other benefits, and
in relation to society as a whole in terms of social policy, equality and social justice. It
also illustrates some of the ways in which non-diagnostic practice has already been
successfully adopted.

This document therefore offers an in-depth understanding of the context, principles,
research and practice from which the PTM Framework emerged. There is also a shorter
publication, available in print as well as online formats (www.bps.org.uk/PTM-
Overview) and entitled The Power Threat Meaning Framework: Overview.

This version offers a brief summary of the principles and evidence from which the PTM
Framework emerged, but its main focus is on the PTM Framework itself and the General
Patterns derived from it. It thus approximates to Chapter 6 of the longer publication. It
also includes guidelines on how the PTM Framework might be used in service, peer
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support or self-help settings as well as 13 appendices which extensively illustrate some
of the ways in which non-diagnostic practice has already been successfully adopted
both within and beyond services.

Both this publication and the Overview are envisaged as the outcomes of the first stage
of a larger ongoing project. Much further work will be needed in order to translate their
principles into action. One of the primary aims of this work will be to produce or
coproduce materials for diverse audiences including service users/survivors, carers,
students and trainees, professionals, researchers, commissioners, policy makers and the
general public.

The Overview publication is available from: www.bps.org.uk/PTM-Overview
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