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EDITORIAL
Dear Members,
Welcome to the Winter edition of the Irish
Social Worker, open access, practice and
research journal.
We have eleven peer reviewed articles,
seven of which derived from papers and
workshops given at the SWSD 2018 Social
Work Education and Social Development
Conference in Dublin 4th-7th July 2018.
Organised on behalf of the International
Federation of Social Workers, the International
Schools of Social Work and the International
Council on Social Welfare, the theme of
the conference was “Environmental and
Community Sustainability: Human Solutions
in Evolving Societies”. The conference was a
huge success on many accounts. It attracted
over 2,500 delegates from all over the World,
stimulating new and innovative thinking as
well as promoting learning and development in
social work and development practice, policy
research and education.
On behalf of the IASW, I would like to express
our deep appreciation to the Chairperson John
Brennan and the organising committee of
SWSD 2018 for organising this special event in
Ireland. I would like to thank Artist Eimear Mc
Nally for permitting us to use her wonderfully
insightful illustrations from SWSD 2018 for our
front cover.
In this edition of the Irish Social Worker,
readers will find research, analysis and lessons
from practice. Themes include reflexivity
and reflective practice, childhood obesity
and emotional resilience, mental health,
information behaviour, continuous professional
development, diversity, practice teaching and
self-care.

I would like to thank all of the authors for
contributing their knowledge and expertise to
this edition of the journal. In particular I would
like to thank members of the journal committee
Frank Browne and Steven Peet and our
newly recruited panel of expert external peer
reviewers who provided invaluable guidance,
advice and support to the committee in
reviewing each of the articles.
We look forward to our next edition and
encourage and invite writers in social work,
policy, practice and research to submit papers
and research findings for publication in the
Irish Social Worker. All articles published in
the Irish Social Worker are peer reviewed by
a blind panel of practitioners and academics
with support and guidance offered by the
editorial committee.
All articles published in the Irish Social Worker
Journal will be available after six months,
(with the authors permission) to Lenus the
Health Service Executive (HSE) open access
repository for Irish health publications. This
facilitates authors to disseminate their work
to a much wider audience both in Ireland and
Internationally.
I hope you will enjoy these articles and feel
connected to the buzz of the SWSD 2018
conference where the final seven articles were
first presented.
Majella Hickey A/Editor
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ACKNOWLEDGING THE ELEPHANT IN THE ROOM: REFLEXIVITY AND
SOCIAL WORK PRACTICE
Author: Stan Houston, Assistant Professor, Trinity College Dublin and Emeritus Professor,
Queen’s University Belfast
Stan Houston has over 40 years’ experience in social work, the first 20 of which were spent in
various practice, managerial and training roles. The remaining part of his career was spent as an
academic in the higher education sector.

Abstract

or seen as synonymous and many may not
even have heard of the latter term. However,
there is an important distinction between
the two. Whereas the former systematically
considers an important event, or critical
incident, in social work practice (analysing
what happened, the thoughts and feelings
evoked, and what could have been done
differently), the latter involves a more holistic
awareness of the impact of personal and social
characteristics on social work encounters
with service users (Houston, 2015a). Consider
this scenario: a middle aged, white, male Irish
social worker undertakes a piece of life-history
work with a young, black, female child from
an emotionally insecure and socially deprived
background. How might the participants’ very
different personal and social characteristics
affect their interaction? This is the central
question underpinning and driving reflexivity.
Clearly, differences in age, background,
gender, language, race and culture will
have manifest implications for both of the
participants in the unfolding exchange. For
the child, such differences could make it very
hard to trust the social worker at the outset; for
the social worker, the interaction could raise
anxieties as to whether he possesses the right
skills to engage the child meaningfully and set
her at ease.

Social workers are encouraged to embed
reflection in their practice to ensure that
service users receive a skilled, knowledgeable
and ethical form of service delivery. However,
the related cognitive skill, termed reflexivity,
is less understood and practiced by the
profession. This article explores the nature
of this skill and then sets out a psychosocial model for implementing it across a
range of areas and scenarios. The model
encourages social workers to consider how
their particular psycho-social characteristics
and social positions impact on encounters
with service users. By considering these areas
critically, social workers can enhance antioppressive interventions with marginalised and
dispossessed groups.

Key words: reflexivity, anti-oppressive
social work, power

Introduction
Social workers, whatever their stage of
professional development, are encouraged to
reflect on their practice to promote the best
use of knowledge, skills and values to improve
the lives of the service users with whom they
work (Fook, 2012). What is not so prominent
in professional development, however, is the
application of a related cognitive skill termed
reflexivity. Sometimes, the terms ‘reflection’
and ‘reflexivity’ are juxtaposed, interchanged

What then is reflexivity? By way of definition,
reflexivity is the process by which social
workers reflect on their own and other
5

people’s personal and social characteristics,
how they differ and coalesce, and shape the
social interaction between them. But why is
it important to apply this cognitive skill and
what are the implications of neglecting it? We
can respond affirmatively to the first question
by arguing that such differences in a social
worker’s and service users’ characteristics,
whether they be psychologically or
sociologically-founded, can act as profound
barriers to relationship-based social work and
the trust that is needed to communicate and
engage meaningfully with vulnerable people
in need. Moreover, in terms of the second
question, if we fail to apply reflexivity, then
we are discounting a core aspect of antioppressive social work in a social world that
is very diverse, fragmented and culturally
different and where power, inequality and
social stratification are ever present realities.
The model of reflexivity outlined below,
was developed by the author over several
years, starting with initial theoretical
conceptualisations, consultations and
iterations, and then a structured evaluation
in Northern Ireland to test the model’s
applicability to a range of social work settings,
roles and tasks. I describe this developmental
process more fully in a recent publication
(Houston, 2015b). In addition to teaching the
model to a range of social workers within
Northern Ireland, the author has delivered
training on the model to Irish social workers
in workshops and a conference organized
by the Irish Association of Social Workers in
Athlone in 2017. In this article, I describe the
latest version of the model which has been
shaped by continuing feedback from course
participants located in various social work
settings in the Republic including students
on social work programmes in Trinity College
Dublin.

An overview of the Model
The model comprises five, inter-linked
domains of psychological and social influence
(see Figure 1 below):
1.

The domain of psycho-biography;

2.

The domain of relationship;

3.

The domain of culture;

4.

The domain of the organisation; and

5.

The domain of politics and economy.

Relationship

Culture

PsychoBiography

Organization

Politics/
Economy

The afore-mentioned domains are spheres
of psycho-social reality that shape
consciousness, thinking, emotion and
behaviour in human subjects. Although
interconnected, they are nevertheless separate
entities with their own distinct properties which
we will explore below. Importantly, the domains
are shaped by various types of power. Towards
the end of this article, the nature of this power
will be more fully addressed.
The Domain of Psycho-Biography
This domain highlights a person’s embodied
life-course (Green, 2016) as it progresses
6

along a trajectory through time and space in
the social world. In other words, it establishes
a person’s unique biographical and corporeal
history as it has unfolded from birth onwards
charting the significance of various transitions
from childhood, through adolescence, to
adulthood and then the experience of later life
with the experience of physical decline. At
each point of transition there may be psychosocial challenges to face and resolve. This
domain also looks at how significant events
have impacted on the person emotionally
and physically (in terms of the bodily effects
of change). What is of concern here is the
effect of loss, change, ageing, illness (mental
and physical), disability, sensory impairment,
psychological trauma, crisis, estrangement,
re-union, and opportunities for growth and
development. Throughout the life-course,
we are also socially positioned according
to our race, class, age, sexuality, religion
and gender. This effects of social patterning
and positioning mould how we view the lifecourse and respond to the various demands it
presents.

Within this domain, the construct of narrative
(Roscoe et al., 2011) is also highly significant.
This refers to the auto-biographical story we
build up about ourselves, others, our past
and imagined, future lives. For some people,
such stories can be oppressive, recounting
the misuse of power by significant others,
while other narratives can depict positive
adaptations to challenging circumstances.
All in all, narratives integrate a person’s life
history around a core, inner identity: a sense
of self, and inner conversations about self
and others. What is more, they refer to the
emotional world and moral quandaries. Thus,
people, in the course of their psycho-social
development are sometimes forced to make
significant decisions, impacting on themselves
and others. These decisions may centre on
the management of inter-personal conflict, or
whether to disengage from a relationship.
Lastly, narrative is a tool for bringing about
therapeutic change in social work (Roscoe
et al., 2011). A person can reach a more
empowered stance in her life through telling
and reinterpreting her story to an empathetic
individual. In this process, people need to
externalise and distance themselves from their
disabling narratives – stories that perpetuate
shame, poor self-esteem and self-disrespect.
By doing so, they can then formulate
alternative stories about themselves that lead
to change or adaptation. Narrative is therefore
a means to a therapeutic end.

If the social context has a determinative role
on a person’s psycho-biography, then so does
genetic endowment (Barnet & Barnet, 1998).
Arguably, it can influence human temperament,
cognitive aptitude, personality traits and the
contraction of a number of common physical
ailments. Our genetic predisposition and
loading can hamper the way we respond to
situational events within the life-course such
as stressful events. For some, resilience may
come naturally (Fahlberg, 1994) whereas
others are presented with much greater
challenges due to their innate dispositions.
Hence, a shy person may find personal
challenges harder to cope with because her
range of supportive networks have been
curtailed by social phobias (Ungar, 2003).

Lastly, in this domain, the life-course and
human narrative are integrated through the
interconnection of time, place and memory.
Thus, the life-course is marked by significant
dates signifying important dates and events
(for example, graduating from college at a
certain time of the year). It is also rooted in
the noteworthy places where such events
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occur (eg graduation halls within universities)
(Jack, 2008). Both time and place and held
together and amplified by memories, some of
which afford pleasure but others that resurrect
emotional pain.
Social workers can make use of this domain
when working with a range of individuals
including older people who would benefit
from reminiscence and reflection on their
life-histories, when they have experienced
significant loss, change, meaning or crisis;
children and young people who have
fragmented life-histories; adults with mental
health issues who need to re-frame their
understanding of themselves and their past
in a more positive way; and people with a
disability moving into residential care who feel
depressed about the loss of role and activity.
For the social worker, a number of salient
reflective questions arise, namely: (a) how and
in what way are they and service users shaped
by the domain of psycho-biography? (b) what
sort of narratives do they both tell? (c) what
stage of the life-course are both engaging
with and what psycho-social challenging are
they experiencing as a result? (d) what types
of emotion are present in their lives and what
impact do they have on their identity and lived
experience? To reiterate, such questions apply
to both the social worker and service user.
The Domain of Relationship
This domain focuses on what happens in
everyday, informal, social interaction involving
dyads or small groups of significant others
including families. Such interaction reflects
the truism that we are social beings ‘all the
way through’ (Mead, 2015). When we first
come into the world we are (ideally speaking)
deeply connected with our caregivers (Howe,
2011). As we mature, we develop a sense
of our individuality. Yet, even though we

move towards greater independence, our
relationship with significant others continues
to provide meaning, social support, comfort
and a sense of belonging. Conversely,
relationships can break-down through negative
projections, transference, inter-personal power
struggles, misunderstandings and unmet care
and control needs. Whatever the outcome,
though, people need to be seen in the context
of their most intimate, close relationships (for
example, peers, family, and friends). This point
is affirmed in ecological and systems thinking.
Given what has been said, attachment (Howe,
2011) and object-relations theory (Scharff,
1996) provide a crucial lens through which
we can view this domain. Here, it is posited
that children require a secure base with their
carers to enable them to explore their social
worlds confidently and subsequently develop
cognitive, emotional, social and linguistic
skills. In other words, a secure attachment
assists people to mature into competent,
responsible adults who are fully open to
the challenges they may face in various
settings. The corollary to this is children
who experience impoverished care of some
sort and the insecurity it may engender. As
a consequence, exploratory actions might
be compromised and human development
thwarted. Furthermore, the afore-mentioned
theoretical sources contend that secure
children most likely develop positive inner
working models whereas insecure children are
at risk of succumbing to unconfident, anxious
personalities. It is important to state, at this
point, that attachment and object-relations
extend well beyond the spheres of childhood
and adolescence into the remaining stages of
the adult life-course.
To put these points differently, our identity
is a social construct because we react to
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how others react to us. Importantly, social
interaction moulds our sense of self as we
periodically wonder what people are thinking
about us. These internal conversations
shape our image of ourselves. This can have
manifest implications as some individuals
may be labelled in a pejorative manner by
powerful players. In all of this, language is
the medium through which selfhood emerges
and continues to develop throughout the lifecourse.

which have significance for social actors.
We can think here of modern-day, consumer
products as examples. Symbolic culture, by
way of contrast, points more to the concepts
constituting social life: the range of ideas,
beliefs, norms, ideologies and values that
shape how we interact with others.
Furthermore, when examining the domain of
culture, the role of power and social control
becomes evident (Bourdieu, 1977). This is
reflected in ethnocentrism. Through this
lens, the observer views his own culture as
the ‘gold standard’, the ideal against which
other cultures must be measured (and found
wanting). As a form of cultural power, it gives
rise to xenophobia, fear of the stranger,
the experience of ‘othering’, concerns over
ethnic purity and the ever-present threat of
contamination. Hence, it is antithetical to
emancipatory social work.

Some reflective questions emerge when
considering the impact of this domain in social
work: (a) how have service users’ and social
workers’ lives been shaped by the domain of
relationship? (b) What has their attachment
experience been like and how has this shaped
their inner working models? (c) Do both sets
of actors carry any stigma and have they been
subject to any form of labelling? If so, what
has this meant for their overall emotional wellbeing?

Social workers can make use of this domain
when working with minority groups, migrants
and asylum seekers who require support
or were some kind of risk or vulnerability
is evident. Critically, the domain is most
relevant to culturally-sensitive social work and
the requirement to tune-in to the customs,
language and meaningful symbols of diverse
groups to empower them. In terms of this
domain, we can enumerate a number of
reflective questions such as: (a) how has the
domain of culture shaped the social worker’s
and service user’s life, meanings, goals
and aspirations? (b) to what extent are they
supported by communities around them? (c)
To what extent does the prevailing culture
discriminate against them?

The Domain of Culture
Culture is a way of life that imbues meaning
(Eagleton, 2016). It moulds how we approach
social life in the most fundamental, takenfor-granted way, shaping our attitudes,
beliefs, tastes, styles, fashion and use of
language. It is also the ultimate source of
societal values and ideologies. Critically, it
is socially reproduced by social actors from
one generation to the next (through childhood
socialisation) although cultural expressions
are open to change. Social media plays a
significant role in cultural reproduction.
When thinking about culture, two core
elements become apparent: the ‘material’
and the ‘symbolic’. The former refers to the
range of artefacts which give our life meaning.
Artefacts are physical, person-made objects

The Domain of Organisations
Most of us interact with and are affected (in
some way) by formal organisations. These
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organisations include the workplace, various
bureaucracies with which we come into
contact (such as Government bodies), schools
we have attended, universities we may have
graduated from and possibly care institutions
in which our older relatives may now reside.
As social workers, we may visit children living
in residential care or secure accommodation.
Other social workers may have been involved
in the compulsory detention of adults in a
mental institution.
In the modern western world, many
organisations (private and public sector)
embrace four key features, namely: efficiency,
predictability, quantity and technology (Ritzer,
2011). In a social work organisational context,
efficiency is shown in the way claims on the
service are processed expeditiously in order
to retain a capacity to assess new referrals.
Predictability occurs when social workers
adhere to strict procedures dictating how
and when actions are to be performed. A
fixation on quantity is manifest in managerial
reviews of contract volumes and statistical
outputs. Lastly, technology is part and parcel
of computerised assessment frameworks, the
electronic turn in human welfare and the move
towards paperless records.
Organisations also encourage specialisation,
hierarchy, technical competence, and formal
written communication. They likewise
embrace bureaucracy as a primary tool for
organisational improvement, regulation and
quality assurance. This tool further supports
the audit culture, where aims and objectives
need to be clearly defined and targets
enumerated. Quite often, bureaucratic systems
are employed to avoid risk outcomes and so
an onus is placed on recording interventions
particularly when services are scrutinised by
independent inspection agencies. Linked to

this tendency, some organisations are keen
to recruit and retain what they perceive to be
resilient staff: individuals who will stay at the
front-line and manage role-induced stress
effectively, even if terms and conditions are
precarious and insecure (zero-hours contracts
and the ‘gig’ economy being notable examples
of how organisations perpetuate worker
insecurity).
Social workers can make use of this domain
when working with colleagues, managers,
staff within their own and other’s agencies,
and service users. Social workers can reflect
on the ways in which bureaucracy helps or
hinders their role. A number of questions
arise for social workers in this context: (a)
how can they use recording to strengthen
their professional practice and ensure it is
safe? (b) to what extent can they achieve a
balance between administration and face-toface service user contact? (c) to what degree
is discretion a part of their decision-making
practice when using bureaucracy? (d) how
do organisations working in the community,
voluntary, statutory and private sectors differ
in role, structure, type and function and
does this create differing expectations? (e)
what are the factors that contribute to stress
in the organisation and how might this be
addressed? (f) what factors can improve the
workplace and morale within the organisation?
(g) how does organisational change impact
on your role and function? (h) most important
of all, how does the social work organisation
affect the service user? How do hierarchy,
status, rank, power differentials influence
service users’ initial reactions to the
organisation, what it will demand of them,
and the threats it may pose to their lived
experience?
The Domain of Politics and Economy
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What chiefly defines this domain in many
western states is the modern consumerist,
neoliberal economy and its emphasis on
sound economic performance, wealth
creation, austerity management and market
stability. It is further defined in public policies
characterised by the ‘D-L-P formula’ where
‘D’ stands for deregulation of the economy;
‘L’ stands for the liberalisation of trade; and
‘P’ stands for privatisation of State-owned
welfare and enterprise (Steger & Roy, 2010).
In this formulation, a universal, welfare regime
is viewed as a drain on the economy, one
that needs to be radically pruned back and
replaced in some areas with the notion of
workfare. Government, generally, is seen
as a resource-intensive structure in need of
down-sizing. Furthermore, family values are
exhorted through family-friendly policies. This
economic model provides a trampoline effect
of bouncing one up out of crisis rather than
offering a safety net.

Wilkinson and Pickett (2010) have addressed
the second area, that of inequalities, in
great depth. They convincingly show that
inequalities are growing in neo-liberal societies
at an alarming rate. Not only that, they
suggest that inequality leads to life-diminishing
effects on a range of key measures. Thus,
such societies experience higher rates of
teenage pregnancy, crime and violence,
obesity, educational non-achievement and
mental ill-health. A key finding is that all
classes in neo-liberal societies are adversely
affected by the disparities in wealth, not just
the down trodden underclasses. More affluent
members of these societies suffer as well due
to higher rates of crime and impoverished
environments. Notably, Wilkinson and Pickett
showed how countries (for example, Sweden
and Norway) with less income disparity
had better social outcomes on a range of
measures.
Social workers can make use of this domain
when working with services users experiencing
poverty, inequality and class discrimination.
But, critically, what is (a) their response to
service users facing these areas? (b) to what
extent do they engage in welfare rights as a
central part of their role? (c) to what extent
do they engage in advocacy, mediation,
empowering groupwork and negotiation on
behalf of such service users? (d) do they ever
highlight unmet need to their line-managers?
(e) to what extent do they factor in material
inequality to their assessments, viewing it as
a key cause of social problems such as poor
mental health and child development? (f)
centrally, to what degree is social work viewed
as a class-based activity? Pertinent here, is
the reality that many professionals are part of
the middle classes while recipients of services
still retain working class affiliations. So, we can
reflect on how the domain of politics/economy

However, two central problems flow from this
economic model, namely: commodification
and inequality. Both involve the (mis)use
of power and have implications for social
work. Commodification refers to the way
in which various aspects of life are turned
into commodities or things for sale. When
commodification occurs in an unbridled way,
market values colonize social life. People are
no longer approached as subjects but rather
units of production whose labour is bought
and sold without sentiment. In short, people
become de-personalised objects. More than
that, important areas of life, such as education,
become a product to be sold as opposed to a
way of developing people. Commodification
also ensures that people in receipt of welfare
services are drawn into market forces: meanstested benefits and targeted provision being
two examples.
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has shaped the lives of the social worker and
service user. We can ask (g) how the prevailing
welfare regime impacted on the delivery of
services? Crucially, it is (h) vital to ask how
inequality has moulded the service user’s lifeopportunities and well-being?
Power
As blood flows through the body’s capillaries,
so does power encompass the domains but
in diverse ways. Thus, power is multi-faceted,
and ubiquitous – and is therefore a recurrent
feature of social life in all of its guises (Layder,
1997). Power comes from the ‘top-down’
(via the state through social policy measures
and legal instruments – note the link with
the domain of politics and economy), the
‘bottom-up’ (through community activism –
note the link with the domain of culture) and
is ‘horizontally enacted’ (as exemplified in
everyday social interaction when social actors
employ manipulation, for example, to achieve
their aspirations (note the link with the domain
of relationship). Power operates symbolically,
in the way that citizens take-for-granted
cultural norms and etiquettes in the domain
of culture. Power affects knowledge and
ideology: belief systems and cultural mores
in the domain of culture. Power is enabling
and constraining in human interactions.
The enabling form is shown in ‘power-with’
strategies, the constraining version in ‘powerover’ schemes. Within an organisational
domain, power can be expressed in different
guises: ‘expert’, ‘coercive’, ‘charismatic’,
‘informational’ or ‘moral’. Lastly, and
importantly, power leads to the unequal
distribution of resources (monetary, status,
symbolic, educational). It can act as an
agent of misrecognition. Crucially, how do
social workers use power in their day-to-day
encounters (the domain of relationship) with

service users and how do the latter experience
these power relations?

Conclusion
This article has described a model of reflexivity
to enable social workers to consider the
influence of personal and social characteristics
in shaping the encounters they have with
service users. Crucially, social workers may
have notably different personal and social
characteristics compared to the service users
with whom they engage. I have argued that
it is vital for social workers to think carefully
about such differences through the portals
of the five domains presented. How can
accurate empathy be achieved otherwise?
How can anti-oppressive practice be achieved
otherwise? In all of this, social workers must
think about how the five domains have shaped
their perspectives on social life and any biases
it may have engendered inadvertently or
unconsciously. Social workers have distinct
psycho-biographies and are shaped by
early socialisation – as much as the service
users with whom they engage. All of these
multi-faceted factors and contingencies will
coalesce into the elephant in the room unless
acknowledged. Practically, the domains can
be used as a focal point in practice learning
opportunities, formal supervision within
organisations, and coaching and mentoring
opportunities. The model is particularly
relevant for peer-supervision and learning,
action learning groups, or experiential forms of
teaching and learning and may have relevance
for groups of multi-disciplinary practitioners.
Finally, the model reminds us that private ills
are irrepressible linked with public, social
issues.
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Abstract
The prevalence of childhood obesity is
increasing, with rates doubling in the last 20
years. Improved health and well-being in the
first few years of life can have a significant
beneficial impact on a person’s ability to
maintain a healthy lifestyle throughout their
lives. therefore, family-based interventions
that utilize parents as agents of change can
play an important role in health promotion and
obesity prevention. The purpose of this article

is to determine what elements of a healthy
family’s educational programme are potentially
effective. The results indicate that there are
a number of lifestyle choices that parents
commonly struggle with relating to food, sleep,
screen-time and physical activities/exercise.
These findings demonstrate the areas that
parents need support with in order to make
changes to their family’s eating, sleeping and
physical activity environment. The importance
of educating and supporting parents to
implement positive behavioural changes within
the family is paramount.
Keywords: childhood obesity, prevention,
parent-training, parents plus, healthy lifestyle
changes.

Introduction
Rationale for a Healthy Families Workshop
The principal objective of the Parents Plus
Healthy Families Programme Report is to
determine what elements of a healthy family’s
module are potentially effective. The case for
a study of this kind is compelling, especially
considering the increasing prevalence of
childhood obesity. In the last two decades,
rates of obesity have doubled (Morgan et al.,
2008), with the World Health Organisation
estimating that nearly 41 million children
under the age of 5 are overweight or obese
(World Health Organisation [WHO], 2016).
These figures represent a major public health
challenge being faced today. This challenge is
particularly pertinent to consider as evidence
has demonstrated a connection between
obesity in childhood and obesity in adulthood,
with obese children being at least twice as
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likely to become obese adults (Simmonds,
Llewellyn, Owen and Woolacott, 2015; Singh
et al., 2008). Additionally, it can be more
challenging for adults to lose excess weight
once they become obese. Thus, examining
measures for its prevention will help tackle the
problem of obesity.

of adolescents aged 11 to 16.

Since improved health and well-being from an
early age can have the economic and societal
benefits of protecting and maintaining health
and preventing illness, it is of the utmost
importance that the challenges facing parents
that relate to healthy lifestyle habits are dealt
with promptly and effectively. Supporting
parents through parent-training interventions
that combine dietary, physical activity and
behavioural components can be an effective
step in preventing childhood obesity (Barlow,
Bergman, Kornor, Wei and Bennett, 2016).

2.

The Children’s Programme for parents of
children aged 6 to 11.

3.

The Adolescents Programme for parents

5.

Parenting when Separated Programme
targeted at parents who are preparing for,
going through or have gone through a
separation and divorce.

This intervention method is in line with current
best practice guidelines that suggest that in
the treatment of childhood obesity in children
under the age of 12 family-based interventions
that combine dietary, physical activity and
behavioural components are effective (NICE,
2013).

Parents Plus is an Irish charity that develops
practical, evidence-based parenting and
mental health programmes. Currently, Parents
Plus have five evidenced based parenting
programmes which support parents and
children to communicate effectively and
resolve emotional, behavioural and learning
problems. Programmes are delivered as six
to twelve-week courses. Over the last two
decades, Parents Plus have trained over
5,000 professionals to deliver programmes
in communities and clinical settings. The five
flagship programmes consist of:
The Early Years Programme for parents of
children aged 1 to 6.

The Working Things Out Programme
targeted at adolescents aged 11-16.

These programmes adopt a model that
combines both social learning theory and a
solution-focused preventative framework.
Therefore, by supporting families, these
programmes empower parents to make the
necessary positive changes in their lives.
By determining what elements of a “healthy
families” module are effective, the aim is to
develop a module to encourage and empower
parents to foster healthy habits in the home,
that have been linked to obesity prevention.

The Parents Plus Approach

1.

4.

The Workshop
In response to the public health crisis faced
today, Parents Plus conducted a series of
Healthy Families workshops. The workshops
were delivered in small groups to a wide range
of parents.
The focus of the workshop was on supporting
parents to make positive changes for their
families. It aimed to help families focus on the
particular challenges around healthy eating
habits they are facing, such as fussy eating
or how to reduce overeating and prevent
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obesity. The workshop aimed to help families
be informed and proactive in fostering healthy
eating habits from childhood. It focused on:
•

Background information on the current
challenges facing health eating habits for
families and impact of the obesogenic
environment

•

Tips on applying simple healthy eating
habits for parents to try in the home

•

Solution focused support to help parents
work through particular issues that are
barriers to fostering healthy eating habits
within their homes.

The Starting Point
Twenty-four participants completed

questionnaires that contained a checklist
of healthy habits, divided into 2 sections “Healthy Eating, Mealtimes and Activity” and
“Sleep, Rest and Screen-time”. Participants
were asked to put a tick beside habits that
they were already doing and a star beside
habits that they would like to try. Figure 1 and
2 below represents the frequencies of habits
that participants were already doing or wanted
to try.

The Participants
The Parents Plus Healthy Families programme
was delivered to three small groups in
community settings, including a DEIS Primary
School, a traveller’s centre and an open public
workshop at a local community centre. This
ensured a wide range of participants were
recruited for this study. 26 participants in
total consented to taking part in research and
completed a questionnaire administered to
them at the time of workshop. 17 participants
were contacted by phone by a researcher 4-6
weeks later for a follow-up interview.
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Healthy Habit

Already Doing
n (%)

My children have healthy school lunches

25 (96.2)

We go to the park/playground regularly

23 (88.5)

I have an enjoyable time connecting with my
children before they go to sleep

22

My children only drink water or milk at home

21 (80.8)

We are active as a family

21 (80.8)

We do not allow screen time during mealtimes

21 (80.8)

I play physical games and sport with my
children

20 (76.9)

We have regular mealtimes in my house

19 (73.1)

My children don’t eat in front of the TV

19 (73.1)

I delay my children having ‘treat foods’

18 (69.2)

Screen time is only allowed after other
important things are done

18 (69.2)

My children get an hour exercise daily

17 (65.4)

We usually stop screen time an hour before
bed

17 (65.4)

We have a relaxing bedtime routine in our
home

17 (65.4)

My children eat a healthy breakfast each
morning.

16 (61.5)

We eat together during mealtimes and take
our time to chat

16 (61.5)

I use non-food rewards for good behaviour

15 (57.7)

I play physical games and sport with my
children

15

Our bedtime routine starts early with a good
wind down period

15

17

I exercise myself at least three times per week

15

I eat healthily myself as a parent

15

We limit the amount of screen time in the
home

14 (53.8)

We have fruit or vegetables on offer at every
meal

13 (50.0)

I look after my own health as a parent

13 (50.0)

My children walk/cycle to school

12 (46.2)

I get sufficient sleep

12 (46.2)

I plan mealtimes in advance

11 (42.3)

We keep ‘treat foods’ small

11 (42.3)

I give children a smaller portion and let them
ask for more/take more from central plate

8 (30.8)

We rarely have unhealthy ‘treat foods’ in the
home

7 (26.9)

I feel rested myself as a parent each evening

7 (26.9)

I avoid coaxing or ‘battling’ with my children
to eat

5 (19.2)
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Healthy Habit

Like to Try
n (%)

I give children a smaller portion and let them
ask for more/take more from central plate

16 (61.5)

I avoid coaxing or ‘battling’ with my children
to eat

16 (61.5)

I feel rested myself as a parent each evening

12 (46.2)

I plan mealtimes in advance

11 (42.3)

We rarely have unhealthy ‘treat foods’ in the
home

11 (42.3)

We keep ‘treat foods’ small

11 (42.3)

I get sufficient sleep

11 (42.3)

My children walk/cycle to school

9 (34.6)

I look after my own health as a parent

9 (34.6)

I eat healthily myself as a parent

9 (34.6)

We have fruit or vegetables on offer at every
meal

8 (30.8)

I play physical games and sport with my
children

8 (30.8)

I exercise myself at least three times per week

8 (30.8)

My children eat a healthy breakfast each
morning

7 (26.9)

We eat together during mealtimes and take
our time to chat

7 (26.9)

My children get an hour exercise daily

7 (26.9)

We limit the amount of screen time in the
home

7 (26.9)

I delay my children having ‘treat foods’

6 (23.1)

I use non-food rewards for good behaviour

6 (23.1)

We have a relaxing bedtime routine in our
home

6 (23.1)

My children don’t eat in front of the TV

5 (19.2)

I play physical games and sport with my
children

5 (19.2)
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We usually stop screen time an hour before
bed

5 (19.2)

Our bedtime routine starts early with a good

5 (19.2)

My children only drink water or milk at home

3 (11.5)

We have regular mealtimes in my house

3 (11.5)

We are active as a family

3 (11.5)

We do not allow screen time during mealtimes

3 (11.5)

Screen time is only allowed after other
important things are done

3 (11.5)

I have an enjoyable time connecting with my
children before they go to sleep

2 (7.7)

My children have healthy school lunches

1 (3.8)

We go to the park/playground regularly

0 (0)

wind down period

Table 2: Frequency of healthy habits parents would like to try
Setting and Achieving Goals
The total number of goals set by participants
was 36, with each participant setting an
average of 2.1 goals to be achieved. Only one
participant failed to set any goals, citing that
they were ‘a very healthy family anyway’ as
reasoning for not setting any goals.
Thematic analysis was used as the method of
qualitative analysis for this report. A number of
themes emerged in relation to types of goals
set. The main themes included sleep, screentime, physical activities/exercise and food. The
theme of food could be further broken down
into the sub-themes of mealtimes and snacks.
•

Two participants set goals that related to
the theme of sleep. These goals included
having a ‘better bedtime’ and ‘achieving a
good sleeping pattern’.

•

Three participants set goals that related
to the theme of screen-time. This

included wanting to ‘cut down on screentime’ and have ‘less screen-time’.
•

Two participants set goals that related to
the theme of physical activity/exercise.
These goals included wanting to have
‘more activities outside’ and ‘doing more
family activities’.

•

The most frequently occurring theme
when examining goals set related to
food. 15 out of 17 (88%) participants
had one or more goal that related to this
theme. This theme captures the struggle
that parents face in terms of nutrition,
healthy diets and healthy routines around
mealtimes. The sub-themes of mealtimes
and snacks arose frequently, with many
participants setting goals relating to
having a ‘central plate’ at mealtimes
and wanting to ‘plan meals’ in advance.
Additionally, many participants reported
wanting to introduce ‘healthy snacking’
and ‘limiting sweet treats’.
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Overall, participants reported progress with
achieving their goals. 9 out of 17 (53%)
participants reported that they were satisfied
that they achieved all their goals, while 7 out of
17 (42%) participants were satisfied that they
achieved at least one of their goals.

have stopped forcing or coaxing children
into finishing their dinner. Participants report
learning from the workshop not to ‘dwell on
how much they are eating’ and ‘not to stress
about children not eating’. Other less frequent
habits reported related to exercise and trying
new foods.

Change Factors

Similar themes emerged that described the
progress made in implementing other positive
healthy habits, as those that occurred when
examining participants success in achieving
goals. Again, the workshop itself was cited
by 82% (14/17) of participants, as a factor
that helped them make progress with
implementing new healthy habits into their
lifestyle. The themes of receptivity of family
and family discussion also emerged. A new
theme of parents as a role model emerged.
Two participants reported that progress is only
possible if ‘Mum [changes] her habits’ and
‘encourages’ children to change.

Thirteen out of seventeen (76%) participants
attributed the success they had at achieving
the goals they set for themselves to the
workshop itself. Participants described the
workshop as a ‘turning point’ and how it
‘opened [their] eyes’ to the importance of
living a healthy life. Aside from success being
attributed to the workshop, the theme of
family emerged from the data as a reason for
success. A sub-theme of receptivity of family
emerged, with participants reporting that the
‘willingness of family to participate’ and the
fact that children were ‘good with changes’
made goals easier to achieve. Furthermore,
the sub-theme of family discussion arose, with
participants citing ‘sitting down to discuss’
the importance of healthy living leading to
goal success. Changing the environment
also occurred as a theme, with participants
describing that having a ‘more relaxed attitude’
helped them achieve their goals.

Emerging / Existing Barriers
Only 7 out of 17 (41%) participants reported
any barriers to progress made on their set
goals. The barriers to progress that emerged
could be categorized into pragmatic/external
barriers and internal barriers. Within the
category of pragmatic/external barriers,
subcategories of ‘weather’, ‘time’ and ‘life
circumstances’ arose. While ‘motivation’ and
‘general parenting struggles’ emerged as sub
categories of internal barriers.

Aside from the goals set out by each
participant, every participant reported
implementing one or more further positive
healthy habit since the workshop. Interestingly,
the one participant who did not originally set
any goals, did report putting a healthy habit in
place since the workshop, namely ‘not to force
children to finish their food’. This demonstrates
the learning effect of the workshop.

Advice for others
During the follow-up interview, participants
were asked personal opinions about what
might help other families start new healthy
habits, and what they think would be the
easiest habit to start. Accessibility of
information was one major theme that arose

The most frequently reported habit related to
mealtimes. It is estimated that nearly 7 out
of 17 (41%) participants described how they
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which related to helping families start new
healthy habits. Many participants reported
the need for more workshops like the one in
the current study, as well as other mediums
of accessing information such as ‘school
initiatives’ and ‘documentaries’. Parenting
also arose as a theme, with participants
reporting that parents should ‘set examples’
and both parents needing to be on the ‘same
page’ in order to start healthy habits.
Easiest habits to start centred mostly around
food, with only 4 out of 17 (23%) describing
physical activity/exercise in some form as
the easiest habit to start. ‘Eating together’,
‘planning meals’ and having a ‘central plate’
were all habits that fell into the sub-theme of
mealtimes, while ‘less treats’ and ‘healthy
snacking’ were habits mentioned that related
to the sub-theme of snacks. The themes of
sleep and screen-time also emerged but less
frequently.
Workshop Feedback
Participants were largely positive about the
workshop itself, with many participants giving
feedback towards the end of the follow up
interview about how much they ‘enjoyed’
the workshop and found it ‘helpful’ and
‘invaluable’. In particular, participants liked the
fact that the workshop was presented by two
professionals who ‘reinforced and supported’
each other. Suggestions of ‘more workshops’,
‘mandatory workshops’, a takeaway ‘fridge
magnet or summary sheet’ of facts mentioned
in the workshop and targeting parents through
‘baby groups’ and ‘public health nurses’ were
also mentioned.
Conclusion
The results detailed above highlight some
important findings as to what elements of

a healthy families module are potentially
effective. It is particularly clear that there are
several recurring themes in the data provided
by the participants. The most common
occurring theme relates to food. These
qualitative results are somewhat corroborated
by the quantitative results. Less participants
reported ‘already doing’ a number of food
related habits, particularly those relating to
‘treat foods’, ‘coaxing’ and ‘’smaller portion/
letting them ask for more/take more from
central plate’. These results demonstrate
that parents may potentially struggle the
most with establishing healthy family routines
around mealtimes, as well as nutrition and
healthy diets. This is of concern due to
the evidence that suggests that mealtimes
are an opportunity to potentially promote
children’s health and well-being, as well as
an opportunity for parents to become good
nutritional role models (Fries and Schwartz,
2008). However, as the literature suggests,
it is not enough to just eat together, it is
also important for parents to be educated
on healthy nutritional choices and how their
health and that of their child depends on these
choices. Thus, it is important to recognize the
power of the family mealtime as a vehicle of
social influence exerted by family role models.
Other themes, such as sleep, screen-time
and physical activities/exercise also
emerged. These struggles are particularly
pertinent to address due to the evidence
that demonstrates that sleep duration and
routine have been implicated as a risk factor
for obesity. By modifying sleep routines, a
decrease in obesity levels may arise. In a study
by Drescher, Goodwin, Silva and Quan (2011)
two potential age-specific targets for sleep
interventions were identified which related to
caffeine consumption and electronic screen
time. Targeting screen-time and caffeine
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consumption could be potential intervention
strategies for improving sleep routines among
children and their parents.

future research will be carried out in order to
develop a parenting programme to prevent
obesity and promote healthy family lifestyles
that is in line with Parents Plus five existing
evidence-based programmes.

Examining screen-time alone, evidence
suggests that screen-time particularly TV time,
increases the risk of being overweight or obese
(e.g. Berkey, Rockett, Gillman and Colditz,
2003). Excessive time in front of a single or
several screens could explain a displacement
of physical activity and, therefore, could be a
reason as to why parents find routines around
physical activity and exercise challenging.
These findings establish merit in educating
parents on the importance of sleep routines,
managing screen-time and activity through
parenting interventions.
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Appendices
Appendix A: Table of goals set by participants
To relax on coaxing my 2-year-old
Central plate at dinner
Plan meals at weekend
More activities outside
Cooking together with kids
Limited sweet snacks
Planning meals in advance
Introducing healthy snacks in a fun way
Rewarding behaviour with activities, stickers etc instead of food
Less treats in the house
Better bedtime
Healthy snacking
Cut down on screen-time
Planning meals together
Planning meals
Plan my meals
Walk to school
Trying to sit together for meals
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Getting to eat more fruit and vegetables
Good sleeping pattern
Eating breakfast without coaxing
Less screen-time
More vegetables at mealtimes
More family activities
Less screen-time
Involve my children in meal planning and have a menu plan in place at least for Monday to
Friday
Make food available in the centre of the table
Avoid coaxing and commenting on progress
Involving children in choices
Putting food in centre of the table to serve themselves
Being patient
Family meals together - at least at weekends
Food in centre of table
No battling/coaxing at mealtimes
Less screen-time
Less treats
Introduce/offer new foods
Remove treats from house
Give kids more choices
Absolutely no TV on in the kitchen during dinner - even with sound muted. No TV full stop
Try and eat with Amy (15 months old) - we tend to eat after she goes to bed at 7pm
Plan meals better
Introduce different foods a couple of times a week
Food in middle of the table
Plan meals for the week with kids
Reduced size of treats
Avoid battling and coaxing over food and mealtimes
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Abstract
This article was written as a follow on from
research conducted by the author as part
of a dissertation for an MA in Healthcare
Management. The Irish Mental Health Service
has undergone significant transformation in
recent decades from a solely medical-based
approach to a more holistic, recovery-based
ethos that emphasises a combination of
biological, psychological and social models
for the delivery of effective mental health care.
A Vision for Change, the national policy on
mental health, states that Community Mental
Health Teams are the fundamental mechanism
through which this biopsychosocial service is
delivered. This study examined the concept
of leadership within CMHTs to determine the
robustness of governance frameworks and
the impact that this has on team functioning.
This was done through a qualitative method
of interviewing 10 CMHT professionals using
semi-structured interviews and focusing on
their attitudes and experiences of leadership
in CMHTs. The findings demonstrated that the
Consultant is usually viewed as nominal lead
of individual CMHTs, but their level of authority
is limited due to unclear lines of governance
which has a direct impact on team functioning,
particularly in terms of communication.

Key words: Community Mental Health Teams;
Governance; Leadership; Psychiatry; Multidisciplinary; Teamwork.
Introduction
In recent decades the Irish mental health
service has undergone a dramatic shift from
a culture of lengthy inpatient admissions,
centred around large lunatic asylums, to a
more holistic, community-based approach.
This societal change was enhanced by several
factors including advances in psychiatric
treatment and social reform, combined with
significant legislative and policy change in the
latter half of the 20th century. The publication
of Planning for the Future in 1984 outlined a
more radical approach to mental health care
and solidified a commitment towards the ethos
of deinstitutionalisation (Kelly, 2016) while
the implementation of the Mental Health Act
(2001) in 2006, which makes provisions for
greater safeguarding of involuntary detention
of patients, further developed this transition. A
further policy document, A Vision for Change,

was also launched in 2006, which made
several recommendations including the need
for an integrated, biopsychosocial model of
care which would be delivered in a communitybased setting and facilitated through
experienced Community Mental Health Teams
(CMHTs) (Department of Health and Children,
2006).
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The core members of a CMHT include
a Consultant Psychiatrist, Community
Psychiatric Nurse, Social Worker, Occupational
Therapist and Psychologist. The emphasis
on treatment being delivered through this
holistic model recognises that most severe
disorders have a multifactorial biopsychosocial
aetiology and sequelae, which require further
interventions than a traditionally medical
approach. It has been argued that this vision
puts psychiatry ahead of many other areas of
medicine, where emphasis is still placed on the
medical model (Rosen and Callaly, 2005). The
ranking of CMHTs as fundamental to modern
service delivery highlights the commitment
to the societal shift and reform in attitudes
towards mental health in Ireland.

the exploration and communication of staff
attitudes and opinions as a factor in successful
teamwork (Byrne and Onyett, 2010), this
research will examine attitudes and opinions of
CMHT members towards leadership structures
and extrapolate from this what, if any, methods
of governance enhance or hinder service
provision. The research aims to:
(1) explore team members’ experiences within
CMHTs and discover their attitudes towards
the leadership and governance structure of
their own CMHT,
(2) examine how these experiences and
attitudes influence CMHT functioning,
(3) suggest relevant responses which may be
developed to enhance CMHT functioning in
Ireland.

A Vision for Change, while comprehensive and
far-reaching in its recommendations, does
not provide specific direction on leadership,
governance and accountability structures,
with little research into the day to day
functioning of CMHTs. It outlines a tripartite
governance structure with a clinical leader,
team coordinator and business manager for
each CMHT, however at the time of writing,
no business managers have been appointed
in any CMHT in Ireland and the recruitment
and embedding of team coordinators is still
cited as a key priority in the HSE’s most recent
Operational Plan (HSE, 2017). There has been
little empirical evidence around the functioning
of Irish CMHTs and to date there is no
empirical evidence available around the impact
of team coordinators on their respective
CMHTs.

Background
Teamwork
A prerequisite for the integrated care
outlined in A Vision for Change is effective
teamworking, dependent on structural and
process factors that interact and overlap
over time (Twomey et al, 2013). A team can
be defined as a small number of people with
complementary skills who are committed to
a common purpose, a set of performance
goals and an approach for which they hold
themselves mutually accountable (Katzenbach
and Smith, 1993). Robbins and Judge (2014)
report that teams generate more complete
information and knowledge than individuals
acting alone and offer more diversity and
heterogeneity to any decision-making process
thereby facilitating consideration of more
approaches. Team members who participated
in the decision-making process are more likely
to support and encourage others to support

In light of this dearth of research, this study
focuses on the area of leadership and
governance in CMHTs in an area where team
coordinators have not been appointed. As
the Mental Health Commission encourages
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the decision, which implies that team decisions
are generally more accurate, creative and
effective than individual decisions (Robbins
and Judge, 2014).

subsequently defend their traditional roles
in such strength that their position becomes
impenetrable, which results in reduced
collaboration (Maddock, 2014).

Despite the numerous enhancements that
teams can provide, there is substantial
evidence to support the view that teamworking
is not without its challenges. Despite the
emphasis on the biopsychosocial model
outlined in A Vision for Change, a definitive
model of practice has yet to emerge within
the mental health services (Deady, 2012).
Ovretveit claimed that the nature of multidisciplinary team working means that a team
without differences is a contradiction in itself,
but equally asserted that many of the common
problems in CMHTs are preventable if teams
are led appropriately once they have been
established (Ovretveit, 1997).

The second core competency outlined
by Suter et al (2009) is communication;
the use of skilful negotiation to overcome
differences in viewpoints arising from different
professional cultures. Poor communication
can result in entrenched professional views
and unchallenged rigidity (Major, 2002), which
can lead to poor coordination of care and the
impediment of effective team operation (Singh,
2000). Team members must consistently
negotiate their role, with personality styles of
the individual defined as the most important
variable in making their role a success
(Scholes and Vaughan, 2002). McCallin (2004)
argues that dialogue has the potential to
affect thinking; this change in thinking can
help break traditional role stereotypes and
lessen frustration, which in turn can lead
to identification, recognition and respect of
other professionals’ roles; when this thinking
process is shared, communication becomes
explicit and leads to further discussion.
Good communication is required to facilitate
discussions around team members’ individual
perceptions of their team’s characteristics
and how these characteristics can influence
individual, team and organisational
performance and outcomes (Lyubovnikova et
al, 2014). Dialogue moves forward when all
members feel heard and respected, and when
a common ground is found (McCallin, 2004).
Conversations around team functioning are
just as important as conversations around
clinical care and should be a formalised
matter of routine with team members able
to communicate any issues they may have
(Twomey et al, 2013). Effective communication
does not always happen naturally and

A core competency for effective collaborative
practice within MDTs is role understanding
(Suter et al, 2009). The nature of the
complexity of work in a CMHT results in team
members taking on multiple roles with a high
level of overlap and an increased emphasis
placed on joint working (Donnison et al,
2009). The shift in approach witnessed in the
Irish Mental Health Service requires a culture
that facilitates flexibility and encourages
interdisciplinary working (Hannigan and
Allen, 2011), however this blurring of roles
can be a cause of concern and a source of
threat to some disciplines if the transition is
not managed effectively (Brown et al, 2000).
Change is a constant and an inevitable feature
of health services, however without adequate
management it can result in a hardening
of attitudes and a retreat into entrenched
positions that obstructively resist change
(Singh, 2000). Professionals often report
feeling threatened due to role blurring, and
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engaging in the process of interdisciplinary
teamwork requires a genuine desire to work
cooperatively, with good communication
unlikely to occur if a team does not set out
with the specific intention of entering into
dialogue (McCallin, 2004).

ownership of natural leadership traits, further
management training and a desire to effect
change with senior management as the core
reasons (Forbes et al, 2004), while other
Consultants reported linking their value and
social identity with their role as the expert
clinician, with many stating that an additional
layer of management duties has negative
implications for their clinical performance.
(Russell et al, 2010).

Leadership
While managers deal with order and
consistency, leaders cope with change, an
inevitable feature of health services (Kotter,
2001).

Leadership Styles of Consultants
Team leaders have a strong influence as role
models and their values are therefore explicitly
and implicitly taught to team members, which
subsequently shapes their own behaviour (Van
Fleet and Griffin, 2006). Karp (2012) argues
that awareness of self is crucial for effective
leadership. The implications of leadership
styles have affected the implementation of
A Vision for Change recommendations, with
this failure attributed to “variability in the
competencies, interest and enthusiasm of the
Consultant Psychiatrists who are the nominal
leaders of teams” (Johnston, 2014: 54).

Teams need leaders as “collections of people
rarely spontaneously form into an effective
group united behind a common goal or vision
and work in a methodical, effective and
conflict-free manner towards achieving said
aim” (Ezziane et al, 2012: 432). CMHTs need
an assigned individual who is responsible for
the management of the team, ensures the
appropriate use of resources, and relays this
information to senior management (Ovretveit,
1997). Lack of clarity around leadership
and governance structures in CMHTs can
result in uncertainty around decision making,
over- or under-involvement from external line
managers, no forum for in-depth discussion
of clinical work or team issues, inequity of
caseloads, and leadership without authority
(Ovretveit, 1997). The lack of leadership,
particularly in CMHTs, was cited as one of the
main reasons behind the failure of adequate
implementation of A Vision for Change
(Johnston, 2014).

Professionals within CMHTs have a tendency
to work with little supervision and a great
deal of responsibility; an effective leader
will encourage ongoing communication,
comprehensive decision making, and conflict
resolution between team members to try and
reduce stress and increase support levels
(Ezziane et al, 2012). Stromgren et al (2017)
highlight that social capital, the occurrence
of networks, norms, trust, coordination and
collaboration, is an important component
of functioning teams. Teams with high
levels of leadership quality reported higher
social capitals than teams with low quality
leadership (Stromgren et al, 2017). Conditions
to help encourage staff engagement include
promoting a positive climate, recognising

Historically, CMHTs have implemented a
medical model with the Consultant seen as
the nominal team lead due to their clinical
responsibility. The reaction from Consultants
to this nominal leadership role has been
mixed. Some Consultants have embraced
the leadership role with enthusiasm, with
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contributions, providing feedback, supporting
innovation, promoting fairness and developing
trusting relationships which results in lower
levels of staff stress, absenteeism and
turnover (West et al, 2014). Yukl recommends
a transformational leadership approach
in healthcare, which appeals to the moral
values of followers in an attempt to raise their
consciousness around ethical issues and
thereby mobilise their energy. This approach
generally leads to increased motivation and
performance within teams (Yukl, 2013).
Line Management Structures in CMHTs
Ovretveit (1997) reports that many
MDTs are poorly managed with no real
responsibility for considering the collective
multidisciplinary resources of the team. Most
professionals within MDTs enjoy a high level
of autonomy and self-management, which
if not managed properly can lead to merely
rhetoric CMHT working (Ovretveit, 1997).
Deady (2012) advises that while A Vision for
Change allocated team leadership towards
Consultants, it does not deal with the line
management of each discipline, which is
often external to the CMHT and discipline
specific. Environments outside the team
setting, such as clinical supervision with
a line manager, are often viewed as safer
places to discuss personal and professional
difficulties which can result in individuals
having more loyalty and identity with their
specific discipline with less investment in the
CMHT (Deady, 2012). Professional hierarchy
and associated claims to knowledge and
power can overrule the values and aims of
the leader, particularly if the leader does not
have the power and influence to make things
happen. Formal designation as a leader is
insufficient if authority is not present, with
the ability to lead resting largely on alignment

with existing organisational structures (Martin
and Waring, 2012). Consultants often report
an implied responsibility to underwrite a
mental health service that is beyond their
control (Peck and Norman, 1999). Lack of
accountability structures have been reported
as major barriers to the implementation of A
Vision for Change, with a call for more concise
accountability and governance networks linked
to leadership roles throughout all levels of the
mental health service (Johnston, 2014).
Clinical Governance
“The single most important obligation for any
health system is patient safety and improving
the quality of care” (Flynn et al, 2015: 474).
This can be most effectively achieved through
the implementation of clinical governance,
which is defined as a framework through which
healthcare teams are accountable for the
quality, safety and satisfaction of patients in
the care they deliver, with a key characteristic
being a culture and commitment from all
staff at all levels of the health service to
agreed service levels and quality of care to be
provided (HSE, 2012; DoHC, 2008).
As previously outlined, the mental health
service in Ireland has changed dramatically
in recent years with an increased emphasis
on a holistic model of care. This increasing
complexity of care results in service users
interacting with multiple professionals which
raises concerns regarding the clarification of
roles and responsibilities between different
clinicians. There is therefore a need for clear
lines of accountability between staff at all
levels of the health service (DoHC, 2008). Flynn
et al (2015) found investing in this area (by
providing coaching for clinicians and leaders
to understand the importance of the leadership
role within the team) provided significant
benefits for quality and safety. This requires a
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focus on the whole team’s development and
not just the leader’s, and a greater focus on
interdisciplinary leadership development in the
workplace (Flynn et al, 2015). Greater clarity
around what is meant by the term clinical
governance should enhance understanding
of respective roles and responsibilities which
can ultimately improve clinical practice if
done effectively (Brennan and Flynn, 2013).
As previously summarised, Consultants are
generally looked to as the leader of their
team, however Brennan and Flynn (2013)
argue that a fundamental principle of effective
governance is that governors cannot oversee
and monitor their own work, and that there
needs to be a clear division of duty between
governance roles and practice roles.

meaning to their experiences and beliefs,
which would lead to a higher quality of data
collected (Grinnell and Unrau, 2011).
Thematic analysis was applied which involves
the discovering, interpreting and reporting of
patterns of meaning (Ritchie et al, 2014). The
data was summarised to determine what each
interviewee had verbalised about a particular
topic and key themes were then generated.
Because the research was undertaken with an
interpretivist phenomenological approach, an
abstraction and interpretation approach was
applied to categorise the data and map links
through the different themes.
During the findings and discussion,
Occupational Therapy, Social Work and
Psychology are referred to as “Health and
Social Care Professionals”.

Methodology
Research Design

Findings and Discussion

As the objective of this study was to explore
professionals’ opinions and attitudes around
leadership in their CMHTs and extract meaning
from these beliefs, a qualitative research
design was applied, with an interpretive
phenomenological approach. An interpretive
approach recognises that meaning emerges
through interaction (Bowling, 2014), while
phenomenology is primarily concerned with
the basics of social existence and pure human
experiences (Denscombe, 2014). Data were
derived from open-ended semi-structured
interviews over a three week period with
a purposive sample of ten professionals
who worked in CMHTs. Two professionals
from each of the five core disciplines were
interviewed a mix of six CMHTs. One
exclusion criteria was the requirement for
each professional interviewed to have at least
three years working in the area of adult mental
health to ensure that participants would have
sufficient understanding to adequately attach

Three main topics emerged as directly related
to the core concept of leadership: leadership,
line management structures, and team
functioning.
Leadership
Every interviewee cited the need for a leader
to achieve CMHT effectiveness and there was
consensus that the Consultant is viewed as
the clinical lead of the team, agreeing with
research stating that their clinical expertise and
knowledge is best placed for this.
“The Consultant is paid a lot of money so
they should be leading the team, engaging
with the team and providing clinical
supervision to all members of the team”
- Community Psychiatric Nurse
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“The Consultant is very fair and very
approachable on my team… They own the
clinical responsibility piece”
- Community Psychiatric Nurse
Some team members felt that the role of
clinical lead was a difficult one, segregating the
Consultant from other members of the team:
“It’s quite an isolated position with tough
decisions, I’ve seen at times the Consultant
making a difficult, potentially unpopular
decision and be isolated especially when
the patient reacts poorly or something
happens, the spotlight goes onto the
Consultant”
- Health and Social Care Professional
Despite the clarity around the Consultant’s
role as clinical lead, there was much confusion
and ambivalence around who should provide
leadership in terms of team functioning and
development. Most people identified the
Consultant as the professional that seemed to
naturally adopt the team leadership role. There
was contention around whether this automatic
assumption was the most effective method of
selecting a team leader:
“This is a very contentious issue and I
think there is huge ambivalence around
leadership in CMHTs… people want
leadership and they don’t want leadership,
they get angry with you if you lead and
they get angry with you if you don’t lead…
Policy sets out the Consultant as Clinical
Lead but that’s not the case in the UK, it
doesn’t have to be the Consultant… It’s
been a real challenge for me because of
that ambivalence”

“I think the role of team leader probably
remains the responsibility of the Consultant,
they have a level of authority in the team
that someone else doesn’t have. I think
adjudicating inter-professional problems
on the team seems to remain with the
Consultant to resolve but another team
member might have skills or interests in
that area. I don’t think there has to be
an iron rule that it has to be the remit of
the Consultant just because they’re the
Consultant. They might not have the skills
to do that”
- Consultant
Many team members agreed that the
Consultant may not be the best placed person
to lead a team, particularly if they do not
naturally possess leadership skills:
“I think people tend to look to the
Consultant as the leader, they have clinical
responsibility. So we do have a leader in
principle, the Consultant, but there are a
lot of qualities and attributes necessary
to be an effective leader and I don’t think
we have necessarily all those things in our
Consultant”
- Health and Social Care Professional
“I’ve never worked on a team where the
Consultant wasn’t the team leader but I
don’t know if they’ve always been the most
natural or effective leader… A Consultant
doesn’t necessarily have strong, leadership
skills and they might not be explicit in what
they see as the vision for the team”
- Health and Social Care Professional

- Consultant
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This common trend around the lack of clarity
around the leader of the team highlights the
inadequacy of governance structures within
CMHTs. Ovretveit’s (1997) view is clearly
supported in that the main source of problems
in CMHTs is the fact that no individual is
clearly responsible and held accountable for
the team’s performance. This lack of clarity
is striking, especially in light of the agreed
acceptance of the need for the CMHT to have
a leader. Ovretveit outlines how this can lead
to huge difficulties within MDTs, as qualified
professionals are self-managing and match
their time and skills to the needs and demands
that they face without necessarily consulting
the team. While all participants agreed on
the need for a team leader to ensure team
functioning, there was uncertainty around
whether the Consultant was officially tasked
with this responsibility, and if they were
best placed to do so. This uncertainty has
significant implications for governance and
accountability frameworks within CMHTs.

has clinical responsibility but I don’t think
that really functions as well as it could
because they can’t ensure other members
of the team follow through on the treatment
plan. They can’t suggest to a team member
to do something if the team member
doesn’t want to do it. The Consultant might
recommend an intervention, and you can
discuss it but if you have confidence in your
work and the back-up of your line manager
then you’ll do what you’re going to do
anyway”
- Health and Social Care Professional
“Ultimately if it comes down to it and the
Consultant is saying one thing and my line
manager is saying another, then I’ll always
come to the side of my line manager, purely
because I’ve always felt they have my back”
- Health and Social Care Professional
“You are and you aren’t the lead. I’m not
anyone’s boss. If someone doesn’t want to
do something, I might be able to persuade
them but that can be difficult. If someone
does something, I’m not happy with, there’s
nothing I can really do about it so that does
make the role of clinical lead on the team
a bit of an odd one… Sometimes the line
managers who are responsible for that
person may not have a lot that they feel
they can do either”

Line Management Structures
The findings from this study indicate that
the lack of clarity of team leader appeared
to be aggravated further by the unclear
governance structures between individual line
managers and Consultants. Most professionals
articulated a level of discomfort and difficulty
in their divided loyalties to the team and
their professions, but allegiance to their own
profession and management appeared to have
more importance:

- Consultant
These findings illustrate a huge gap in
governance structures within CMHTs, which
goes against the requirement of clear and
streamlined accountability frameworks at all
levels of the health service (DoHC, 2008).
Deady’s (2012) findings that A Vision for
Change fails to adequately address the issue

“What causes difficulties and conflict is
having a line manager who’s not in your
CMHT and having a team lead who’s not
your line manager. Decisions are made
in clinical supervision by a line manager
outside the CMHT and that’s difficult. The
CMHT has the Consultant who leads and
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of separate line management structures in
CMHTs were supported, with the end result
being that most professionals take the stance
of their line manager and identify more with
their profession than their team, thus reducing
effectiveness of CMHT functioning. This
echoes Johnston’s (2014) findings that A
Vision for Change is poorly implemented in the
areas of leadership and governance. Some
professionals felt that the separate strands
of management appeared to inhibit effective
team working.
“There can be a sense of people hiding
behind their profession”
- Community Psychiatric Nurse
“Having different line management systems
for all the different disciplines can cause
confusion as well, people can feel very
divided with that, whether they’re loyal to
their profession, the team or both, and that
has implications for the team functioning”
- Consultant
The lack of clarity in leadership was outlined
by all professionals interviewed and highlights
Ovretveit’s view that CMHT management is a
highly controversial and complex issue. This
disparity in leadership between line managers
and Consultants leads to inefficiencies in
governance structures and discussion around
caseload management, with almost every
participant stating that their individual CMHTs
did not regularly review caseloads. Most
professionals only had a vague idea of what
their colleagues were doing on a day to day
basis.
“I don’t have as good a sense as I would
like of what everyone is doing at all times.
Very occasionally I sit with a person and go

through their caseload… there should be
a formal way to do that as a team, I think it
would be good”
- Consultant
There was evidence of the lack of authority
and power that the Consultants hold in relation
to team members’ responsibilities:
“We’re largely independent here, there’s no
means of dealing with someone who’s not
working, there isn’t a forum… disciplines
tend to look out for one another and a
line manager can sometimes protect their
staff member. It’s hard for a team leader to
resolve that which makes it less of a team”
- Health and Social Care Professional
“In true MDT working, I think we would be
able to sit down and go through the ins and
outs of what we can actually provide and
what is needed to try and resolve things…
the leadership piece is huge because it’s a
messy territory around who owns what and
how it gets addressed and that’s not the
same from team to team”
- Health and Social Care Professional
The dichotomy between line management and
Consultants was a key issue that significantly
influenced the potential of the team. This
supports Ovretveit’s argument that without
effective leadership there is the rhetoric of
an integrated team but the reality of separate
professional services. The findings from the
interviews suggest that clinical governance,
of which the HSE states a key characteristic
is a culture and commitment to agreed
service levels and quality of care to be
provided, is not fully effective within CMHTs
and this appears to be as a direct result of
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the unclear paths of leadership. This goes
against the recommendations of Building a
Culture of Patient Safety which stipulates the
necessity of clear systems of governance
and accountability at all levels of the health
service to ensure safety and quality of care,
alongside cultural and organisational changes
to achieve safe, high-performing healthcare
(DoHC, 2008). Lack of clear leadership again is
evidenced to negatively impact on governance
structures within CMHTs.

Despite the differing ideologies and
approaches between team members, there
was a clear common thread that linked
the professionals together but it does not
appear to have been explored within each
CMHT. The ambivalence around leadership
appears to be a factor, as the Consultants are
nominal leads and do not appear to have the
authority to take on overt leadership roles.
Clarity around leadership and the adoption
of transformational leadership approaches
could be effective within CMHTs to focus on
the commonalities between team members
as opposed to their differences. However,
the adoption of a transformational leadership
style by individual leaders still does not
solve the wider, more strategic problem of
having unclear lines of management and
accountability which is a wider systemic
governance issue. This supports Brennan
and Flynn’s findings that lack of clarity around
governance leads to lack of understanding of
roles and responsibilities. Ovretveit suggests
mechanisms to rectify this problem including
formal review points to agree and sanction
official operational policies to reflect issues
including practitioner workload to ensure a
fair work load and to recognise long-term
mismatches between needs and skills in the
team. This could assist in providing a culture
of accountability to the team as opposed to
the individual profession (Ovretveit, 1997).
This finding supports Johnston’s (2014)
assertion that A Vision for Change has been
well intentioned but poorly implemented,
particularly in leadership and accountability,
and consideration needs to be given to
recognising and addressing this issue, possibly
through formalising links between consultants
and line managers thereby increasing
communication and accountability.

The concept of transformational leadership,
outlined by Yukl as appealing to the moral
values of team members to mobilise energy
and action, is suggested as an effective
leadership style that is most suited to
implementing a clinical governance framework
(McSherry and Pierce, 2007), particularly in
healthcare settings as its flexible nature is
most suited to settings of ongoing change
(Yukl, 2013), and this is particularly relevant
in the Irish mental health service, given the
considerable changes that have occurred in
practice and policy in recent decades. This
method of leadership could be of benefit in
CMHTs as it draws on moral strengths and
shared goals.
“We were there for the right reasons, we
wanted the service users to have good
outcomes. That was the genuine, shared
goal that we all had”
- Health and Social Care Professional
“If you can be working in an MDT that
functions effectively, I don’t think there’s
anything more rewarding”
- Health and Social Care Professional
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Team Functioning
Team functioning was seen as inevitably linked
to the disparity between line managers and
Consultants as leaders, and the Consultant’s
individual leadership style. Many interviewees
identified the lack of an official forum to
discuss team functioning as a factor in the
inability to resolve some team issues. Teams
met on a regular basis throughout the week
but the focus was primarily on clinical rather
than team functioning issues:
“Clinical comes first over the functioning
of the team, the functioning of the team
comes second and a poor second at that”

A key issue on this point that directly links
leadership ambiguity to team functioning
is the fact that some staff suggested that
their individual teams had engaged in formal
team development discussions to improve
team functioning, an initiative that had been
suggested by the Consultant:
“We started focusing on how we work as a
team, but not everyone has bought into that
and the management structure means they
can opt out of things. If the line manager
doesn’t see the value or doesn’t challenge
it, the person can opt out of those
discussions and it has a knock-on effect for
the rest of the team”

- Health and Social Care Professional
“Because we only really reflected and
communicated after a crisis incident, we
didn’t have the language to explore or
support any issues in a team environment”
- Health and Social Care Professional
The lack of time and space to discuss
interdisciplinary issues resulted in poor
communication and a lack of understanding of
each other’s roles. Perceived inequity of other
disciplines’ caseloads resulted in frustration
and anger and there was no formal method
to resolve these disputes which stems from
the ambiguity around the team leader role
and the resulting lack of attention paid to
team functioning. This dysfunctional dynamic

supports Suter’s views that communication
is essential for effective team performance
as it enhances understanding about team
processes and other disciplines’ roles and
responsibilities by setting clear boundaries and
striking a balance between interdependence
and professional autonomy (Suter et al, 2009).

- Health and Social Care Professional
“It allowed us to have conversations around
what worked well, we often spent time
focusing on the negatives and what went
wrong. Focusing on the positives opened
us up to do more joint working because we
discussed how well it had worked… I think
a lot of us wanted more joint working but
we’d never had a forum to discuss it before
and work towards it”
- Health and Social Care Professional
“It was helpful for those of us who sat
down and talked about working in the
interest of what we’re doing, but because
not everyone bought into it, it was hard to
implement those changes when people had
missed those conversations… So does it
change the day to day working? Probably
not massively”
- Health and Social Care Professional
The intention from the Consultant to facilitate
discussions and enhance communication
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towards team functioning showed the
recognition of team working as an important
aspect of service delivery and equally
highlighted the positive outcomes of a leader
taking charge and suggesting improvements
and initiatives. This approach appears to be
dependent on the individual leadership style
of the Consultant as very few interviewees
reported these discussions as happening
on their teams or as areas that would be
prioritised. The recognition of CMHTs
requiring a specific style of leadership
supports Ovretveit’s view that individuals will
be unlikely to work together collaboratively
without someone taking direct responsibility,
a view that all those interviewed agreed on.
This further supports the recommendation
of a transformational leadership approach;
however, it appears that the lack of clarity
around leadership within CMHTs has a direct
implication on the adoption of this leadership
approach which results in individuals choosing
to opt in and out of discussions around team
functioning. The governance issue is stark here
– the lack of clear accountability structures
combined with uncertainty around leadership
clearly impedes CMHT functioning. The
necessary channels for communication can
be closed by team members, supporting Peck
and Norman’s (1999) view that Consultants
are viewed as nominal leaders but they do
not feel particularly powerful. Their influence
over the members on their team is not
sufficient to provide a resolution towards
the commonly encountered barriers of MDT
working, reinforcing the governance issue.
The naming of the Consultant as nominal lead
in A Vision for Change provides the illusion
of accountability and leadership with an
expectation for Consultants to manage this
with perceived influence but little authentic
authority.

There is also support for McCallin’s (2004)
view that buy-in in from all team members is
vital and that team members must genuinely
want to understand each other and work
cooperatively to achieve the goal of improving
communication and that these discussions
should be equally focused on clinical tasks
and process-based teamworking issues.
Discussion needs to take place around
certain practical issues including perceived
inequity of caseload provision before negative
comments and judgements adversely affect
professional relationships (Ovretveit, 1997).
However, the lack of clarity in leadership and
subsequent poor systems of governance
inhibits effective team functioning. McCallin
links communication towards a change in
professional culture, which is particularly
relevant for the mental health services given
the dramatic change in policy and practice
in recent decades. Building a Culture of
Patient Safety (2008) outlines leadership as
a necessary facet towards setting directions,
developing culture, and ensuring the delivery
and maintenance of effective governance.
Leadership in healthcare is required at all levels
to ensure the delivery of these aims, but clear
leadership and accountability is not present
in CMHTs. This is a key failure in relation to
clinical governance.
There is clear evidence to support the link
between team functioning and clear lines
of governance. There appears to be an
assumption that Consultants are change
agents; they are the nominal lead of the CMHT
and are tasked with the responsibility to drive
change and ensure the functioning of CMHTs,
but the reality is that they have minimal
influence over the participation of team
members in crucial conversations around team
functioning and development due to unclear
governance frameworks, highlighting the poor
implementation of A Vision for Change.
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Conclusion
Leadership has been outlined as a key flaw
in the implementation process of A Vision for

Change and this was demonstrated in this
study by the findings of the lack of clarity
around leadership within CMHTs. There was
recognition from all participants that clear
leadership is a fundamental requirement of
CMHTs and yet every participant identified a
lack of clarity around the leadership position
within their team. This confusion resulted in
ineffective governance and accountability
structures, exacerbated by having line
management for professionals based outside
the teams which resulted in a sense of divided
loyalty for many individuals. Consultants
were inevitably viewed as natural team
leaders due their clinical responsibility and
the tradition of the medical discipline having
the most authority within health services.
This assumption has not been effective as
Consultants’ assumed role of team leader is
implied but not official, so they do not have
official authority to influence any decisions
of their team members. The inability of
Consultants, or indeed any professional on
the team, to have clarity and confirmation in
a defined leadership role results in the team
not functioning appropriately, but rather as a
group of professionals working in a relatively
autonomous manner. These findings highlight
the need for clarity around the role of team
lead that is recognised by all members of
the team, thereby strengthening governance
frameworks. The lines of governance within
CMHTs, particularly between Consultants
and professional line managers need
to be addressed with the possibility of
encouragement of open communication
between these two strands of management
which could help, perhaps in a formal,
established way to ensure good clinical
governance.

This study poses several questions and
before any of the issues outlined above can
be addressed there is a clear need for further
research. A mirroring study could take place
in a different service, potentially one with team
coordinators in place, to use a comparative
basis and determine its reliability and
generalisability. Service users should ideally be
included to gain their insights and strengthen
the research findings. Further research could
also focus on the role of the leader in CMHTs
and ascertain what professionals feel they
need from a leader, and how this could be
achieved. There is also scope to determine
if this leader should be the Consultant and
focus on what the potential barriers might be
to facilitating another professional to take on
a leadership role within CMHTs in an official
capacity.
Overall, A Vision for Change has highlighted
the importance of CMHTs for the delivery of
quality mental health services, but has failed
to consider the key barriers and challenges to
teamworking, despite substantial international
research highlighting this issue. Placing
such importance on team working with no
provision for the intricacies and nuances of
interprofessional team working has meant
that the policy has not been implemented
adequately and this needs to be addressed
as a priority. Further study should take place
in this area so that the findings are robust
enough to have meaningful input into the
review process of A Vision for Change which
is due to commence in the future and poses
an opportunity for change and development
at this level. It may not be possible to legislate
for different personalities coming together
in CMHTs, but it is possible to plan effective
governance frameworks and clear leadership
structures, both of which are necessary factors
in the delivery of quality health services.
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Abstract
This article is an updated version of an article
published in the (Irish Journal of Psychological
Medicine. College of Psychiatrists of Ireland
2015). The article outlines the development
of the role of the Health Service Executive
(HSE) Authorised Officer (AO), (the professional
applicant for the involuntary admission of
an adult to hospital). The AO role developed
beyond that which was originally envisioned
in the Mental Health Act 2001. This was
significantly as a result of the role that the
Mental Health Commission (MHC) played to
ensure that the AO would be a professionally
trained mental health applicant who would
actively seek the least restrictive alternative
to involuntary admission. Key to achieving
this was in the publication of both the MHC
Discussion Paper the Role of the Authorised
Officer November 2004 and the MHC Advice
to the Minister for Health and Children on the
Regulations for Authorised Officers Relating
to Section 9(8) Part 2 of the Mental Health
Act 2001 May 2006. The article refers to the
planned changes to the AO role when the Act
is updated to include the recommendations of
the Report of the Expert Group Review of the
Mental Health Act 2001 and finally it includes
reflections from the author who as a social

worker was a member of some of the key AO
working groups and argues that the AO role
fits well within the value, skill and knowledge
base of social workers.
Key words: Authorised Officer (AO): (An
eligible officer of the Health Service Executive
who is of a prescribed rank or grade and who
is authorised by the Health Service Executive,
Mental Health Act 2001), Community Mental
Health Teams, Mental Health Act, Assessment,
Social Work

Introduction
The Mental Health Act 2001 replaced the
Mental Treatment Act 1945, bringing mental
health law in Ireland into conformity with the
European Convention for the protection of
human rights, by ensuring the review of the
involuntary detention of all persons by an
independent tribunal. But it was only in 2006
that the Act was fully implemented when part

two of the Mental Health Act 2001, Involuntary
Admission of Persons to Approved Centres,
was enacted.
The AO is currently one of the four types of
applicant who can make an application to a
registered medical practitioner for a person
(believed to be suffering from a Mental
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Disorder as defined by Sec 3. Mental Health
Act 2001.

The four different types of applicant who may
apply for the involuntary admission of an adult
include; the spouse or relative, an authorised
officer, a member of the Garda Siochana,
and any other person. There is no ranking in
order but, the HSE mental health policy does
recommend that mental health services inform
relatives of the option of the AO applicant
recognising the possible effects on a family
member of taking in this role. The 2017 HSE
AO Policy Section 1:2 states that “relatives/
carers should be made aware that the choice
of an Authorised Officer (who is a mental
health professional) as an applicant is available
to them.” and it adds that “an application by
the person’s relative may potentially effect
the relationship with the person subject of the
application.” The implication being that this
would be an adverse effect and that as mental
health practitioners we should promote the
AO role. For social workers this would seem
an obvious requirement, as assessing the
needs of carers in addition to service users
is part of a social worker’s day to day work.
Unfortunately, there is evidence to suggest that

See below:
Sec 3.—(1) In this Act “mental disorder” means
mental illness, severe dementia or significant
intellectual disability where—
(a) because
of the illness, disability or dementia, there is
a serious likelihood of the person concerned
causing immediate and serious harm to himself
or herself or to other persons, or
(b) (i)
because of the severity of the illness, disability
or dementia, the judgment of the person
concerned is so impaired that failure to admit
the person to an approved centre would
be likely to lead to a serious deterioration
in his or her condition or would prevent the
administration of appropriate treatment that
could be given only by such admission, and
(ii) the reception, detention and treatment of
the person concerned in an approved centre
would be likely to benefit or alleviate the
condition of that person to a material extent.’
Those drafting the Mental Health Act 2001 did
not envision the AO applicant having any more
of a significant role than the other three types
of applicant. Arguably they were influenced in
their thinking more by the 1945 Act rather than
in considering the benefit of a trained mental
health professional applicant as is the case in
the United Kingdom (UK). This was specifically
the role of the Approved Social Worker as
outlined in the Mental Health Act (England and
Wales) 1983 and more recently in the Mental
Health Act 2007 (England and Wales) of the
comparable role of Approved Mental Health
Professional.

many consultant-led teams are not proactively
advising families of the AO service.

The MHC in its most recent annual report 2017
stated that;
“there are many issues around involuntary
admissions which have been a cause of
concern for at least 5 years. One of these
is the provision of authorised officers to
conduct involuntary admissions. Family
members continue to be the most
prevalent applicant at 44% of all involuntary
admissions.

Background to development of the role and
responsibilities of the AO
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Table 1 below highlights the underutilisation of the AO with the number of involuntary
applications made by the AO remaining low at 12%
Table 1: Updated 2017 Analysis of Applicants MHC
Involuntary admission of adults 2017 (MHC form 6)
Form

Type

%

1

Spouse/Relative

44%

2

Authorised Officer

12%

3

Garda Síochána

25%

4

Any other person

19%

Total 1770

The Mental Health Act in section (9:2) outlined
also those persons disqualified from making
an application and these included “a person
under the age of 18 years, an authorised
officer or a member of the Garda Síochána
who is a relative of the person or of the spouse
of the person, a member of the governing
body, or the staff, or the person in charge, of
the approved centre concerned, any person
with an interest in the payments to be made
in respect of the taking care of the person
concerned in the approved centre concerned,
any registered medical practitioner who
provides a regular medical service at the
approved centre concerned, and the spouse,
parent, grandparent, brother, sister, uncle or
aunt of any of the persons mentioned, whether
of the whole blood, of the half blood or by
affinity.”
Mental health professionals generally assumed
that excluding staff of the approved centre
would potentially exclude all mental health
professionals from the role. Kennedy (2007)
stated that (p77) “this appears to exclude
mental health social workers and community
mental health nurses who are part of the
multi-disciplinary mental health team. If so,

it is submitted that this will leave the work of
“authorised officer” to those with no mental
health expertise”. This interpretation could
have prevented the potential role of the AO
mirroring the professional applicant that
existed in the UK, however this was not to
be the case in reality. The Mental Health
Commission (MHC) played an important role
in ultimately ensuring that the AO would be a
professionally trained mental health applicant.
Key to achieving this was in the publication
of both the MHC Discussion Paper: The Role
of the Authorised Officer November 2004 and
the MHC Advice to the Minister for Health and
Children on the Regulations for Authorised
Officers Relating to Section 9(8) Part 2 of the
Mental Health Act 2001 May 2006.
The MHC’s Discussion Paper on the Role of
the AO November 2004
The MHC paper was significant because it
began the discussion of suggesting that the
AO role might go beyond what was envisioned
in the Act. The MHC 2004 paper referred to
the comparable role of the AO to the UK’s
Approved Social Worker, acknowledging
the specialised training that these health
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professionals undertake as a means to
ensuring competence to carry out his or her
duties. Gilbert (2003: p72) describes the role
“as a vital check and balance in the evaluation
of whether someone needs compulsory
admission to hospital, and that he or she is the
provider of specialist assessment skills, with a
systems perspective and a knowledge bearer
and co-ordinator of resources so as to provide
the least restrictive alternative for the service
use.”
The paper reviewed as well, the New Zealand
Mental Health Act 1992 and the comparable
role of Duly Authorised Officer (DAO), it stated
that the position was generally held by mental
health nurses and that DAO (p8) “can assist
anyone to make an application for assessment
of a person who may be mentally disordered,
or alternatively make the application him/
herself. The DAO is provided with formal
training, professional support and development
opportunities.”

actual percentage of applications made by
the Gardai that had risen in subsequent years,
and in 2017, 25% of all applications are made
by the Gardai. (See table 1 above). This is
because of the fact that in an emergency
situation under the current Act, it is only a
member of the Gardai that can intervene
quickly under Section 12 of the Act. Section
12 allows the Gardai to take a person believed
to be suffering from a mental disorder directly
into custody with regard to subsequently
making an application to the registered
medical practitioner. All other applicants are
subject to Section 13 of the Act and Section
13.2 requires that when an applicant is
unable to arrange the removal of the person
concerned, then the registered medical
practitioner must request the clinical director
of the relevant approved centre to arrange the
removal of the person, by members of the staff
of the approved centre. From my experience
as a practicing AO, this can take between a
few hours and up to a day to arrange.

The MHC paper also referred to research
conducted by the MHC in association with the
Health Research Board on the pathways to
involuntary admission for patients admitted in
2002 and stated (MHC 2004 p5) “This research
found for the 2,031 involuntary admissions
analysed, the applicants in these cases
were Relatives 76%, Garda 9% and others
15%”. At this time the number of involuntary
admissions was significantly higher than was
to be the case with the full enactment of the
Mental Health Act in 2006. The total number of
involuntary admissions of adults in 2005, still
under the 1945 Act was 2830 but by 2007 now
operating under the 2001 Act it had reduced
to 2126. The fact that all detention orders were
going to be reviewed by the mental health
tribunal arguably led to a less paternalistic
approach to detention. Notably too, is the

While the low numbers of applications by the
AO is of concern, it is important to recognize
that the MHC does not record the number of
AO assessments that have resulted in a less
restrictive alternative to involuntary admission,
either a voluntary admission or a community
alternative. This has been evidenced by
the HSE AO survey completed in 2012
(Browne 2015) and further demonstrated by
a survey completed by the author regarding
the assessments for involuntary admission
of adults by AOs working within Dublin
South Central Mental Health Service which
highlighted the fact that despite all referrals
coming via the Community Mental Health
Teams of known patients, the AOs were still
able to achieve an alternative to involuntary
admission in 13 from 29 assessments.
Indeed, this is the raison d’etre for having a
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professionally trained applicant and why the
role fits well within the value base of social
work. But from the survey findings there was
no significant difference in decisions made
between the social workers who were AOs and
the nurses particularly among experienced
AOs. Arguably this may have been assisted by
the fact that all the AOs within Dublin South
Central Mental Health Service surveyed,

participated in group supervision and reflection
together on all AO assessments completed.
Arguably the AO role is one of the few within
mental health services that is truly multidisciplinary with each discipline learning from
and working together to achieve the best
outcomes for service users.

See table 2 below.
Table: 2
Survey of AO assessments by 7 AOs within Dublin South Central MH Service 2017
AO

Male

Female

Application

No application

Nurse 1

4

2

3

3

Nurse 2

2

5

5

2

Nurse 3

4

0

4

0

Social Worker 1

3

1

3

1

Social Worker 2

3

1

2

2

Social Worker 3

3

0

1

2

Social Worker 4

1

0

Finally, the MHC 2004 paper concluded that
because the Mental Health Act 2001 placed
a strong emphasis on respecting human
rights and ensuring that treatment would be
beneficial to the patient, the paper stated (p14)
“Alternatives to involuntary admission, such
as voluntary admission or community care,
should therefore be actively considered by
authorised officers. A care professional with a
background and training in mental health will
be best placed to have an awareness of what
is available and to provide and to co-ordinate a
less restrictive option.”
MHC Advice to the Minister for Health and
Children on the Regulation for AOs Relating
to Section 9(8) Part 2 of the Mental Health Act
2001 (May 2006)

1
The MHC having circulated the 2004
discussion paper, concluded from the
responses received that there was a general
agreement that a professional AO service was
an important component in the implementation
of part two of Mental Health Act. The MHC
formed a working group in December 2005 to
consider the operational training, resource and
implementation issues and inform the MHC’s
advice to the government on the regulations
for AOs. The report when accepted by the
Minister for Health and Children was pivotal in
the subsequent development of the role of the
AO, as it stated (P11-12) “the most appropriate
model for an authorised officer service is one
based within the mental health services where
practitioners with a professional mental health
qualification are well informed of the services
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available, the legislation and the types of
disorders that they would be asked to deal
with as authorised officers. The preferred
option should offer more than the signing
of the application form (what is known as
the pure applicant model) and should offer
some level of support and/or treatment. This
view is formed based on negative feedback
from service users and carers on the current
“pure applicant” model in place under the
1945 Mental Treatment Act.” (Mental Health
Commission 2006).

The HSE AO Report was
subsequently completed in 2007, but only
after a key issue was resolved clarifying
who was and who was not a staff member
of the approved centre. The Mental Health
Act 2001 Section (9:2) had outlined those
persons disqualified for making an application
and these included; “(c) a member of the
governing body, or the staff, or the person in
charge, of the approved centre concerned”
and legal opinion was sought which argued
that ultimately, it was the relevant responsible
manager, the HSE Local Health Office
Manager who decided who was and who was
not a staff member of the approved centre.
Hence it was concluded by the HSE AO
working group that a member of a community
mental health team (CMHT) could undertake
the AO role but a member of staff that was
rostered to the approved centre could not.
This was an important clarification for the
subsequent selection and training of AOs and
it also facilitated the implementation of the
MHC 2006 recommendation that stated (p8)
“CMHTs will be best placed to locate any initial
authorised officer service.”

Mental Health Act 2001 (AO) Regulations 2006
Following receipt of the MHC’s advice
regarding the regulations for AOs, the Minister
of State at the Department of Health and
Children made the regulations to address
the need to define for the purposes of
Section (9) of the Mental Health Act 2001,
the relevant grades of staff who might take
on the role of the AO (Department of Health
2006 Statutory Instrument S.I. No. 550 of
2006). The regulations came in to force on
the 1st November 2006 and for the purposes
of section (9) of the Mental Health Act 2001,
the rank and grade of the Authorised Officer
was prescribed as Local Health Manager,
General Manager, Grade VIII, Psychiatric
Nurse, Occupational Therapist, Psychologist,
or Social Worker

The HSE AO working group planned the
programme which was delivered in each of
the four HSE areas and trained 160 AOs. The
working group developed an AO policy which
stated in Section 1:11 “that the AO should
exercise their own judgement and not act
at the direction of any person who might be
involved in the person’s welfare.” Among the
working group there was general agreement
regarding the AO acting independently, but
there was some debate as to the pressure an
AO might come under from within their own
service to make an application based on the
wish of a family member or a CMHT member.
But awareness by the group regarding the
experience of the Approved Social Worker role

HSE AO Working Group Report and AO Policy
Following the acceptance by the Minister
of the MHC 2006 report advising on the
regulations for AOs, the HSE formed an
AO working group to offer advice on the
implementation of the regulations. The
remit was to prepare a report outlining an
appropriate model for selection, recruitment
and training of eligible officers for the AO role.
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in the UK offered reassurance and suggested
that well-trained AOs in this jurisdiction would
also liaise closely with professionals and family
members as part of their assessment before
making a final decision.
The availability of the AO service did not
develop as planned
There is general agreement that there was a
lack of awareness of the developing role as
outlined in the 2006 MHC’s AO report. Most
clinicians and managers were not privy to the
report which was not widely circulated as it
was originally a document for the Minister’s
attention and so may have been unaware of
the recommended enhanced role for the AO.
There was an absence of leadership in terms
of having a responsible senior person to
champion the potential benefits of the AO
service in each area, and this may have
contributed to a haphazard approach in
promoting the AO service nationally. The
author was aware of feedback from a number
of AOs at that time, that the lack of support
structures and an initial expectation in the
2009 AO policy that AOs might routinely
work alone, resulted in a number deciding to
withdraw from undertaking the AO role.
Professional staff representation bodies had no
experience of such a role, and in response to
the HSE AO working group report 2007, they
issued a joint statement, in December 2008. It
stated that “the proposed fees are completely
inadequate. In this regard we noted the AO
will be required to work alone; that health and
safety provisions are to date inadequate; that
they will be required to defend their practice
before tribunals and possibly other courts;
that no satisfactory recognition is given to
the complicated care which involves children,
other dependents, pets/farm etc. and which

may take several hours.” As a result of these
difficulties the HSE Mental Health Service
Strategic Management Group realising that
there would not be a sufficient number of AOs
decided at this juncture, not to formally inform
GPs and primary care teams of the availability
of the AO service.
However, the adult mental health special
interest group of the Irish Association of
Social Workers, showed real leadership and
advocated for accepting the report in the
interest of service users and their families and
persuaded their staff representative body that
social workers should have the option of taking
on the AO role if they were willing to do so.
While AOs have continued to be trained at
regular intervals the number currently remains
at 164. (see table 3). With the proposed
recommended changes to the Mental Health
Act 2001, by the Expert Review Group,
in particular recommendation 36: which
recommends that;
“an Authorised Officer should be the person to
sign all applications for involuntary admission
to an approved centre (this also includes
change of patient status in an approved centre
from voluntary to involuntary – see section
2.17 on Change of Status for details: Ref.
Justice Hogan, High Court ruling 2013). This
will have the effect of reducing the burden on
families/carers in these difficult circumstances
and reducing the involvement of Gardaí in the
admission process.”
Prior to the proposed change the HSE Mental
health Act Implementation group had been
working to have 5 AOs per 100,000 population
(about 250), so clearly with the planned
changes to the Act, more AOs that this will
be required, to be trained and available to
facilitate all assessments for involuntary
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admission for a 24 hour over 7 days,
availability roster.
Table 3
Number of AOs September 2018

Total 164

Grade
Nurse

99

Social Worker

41

Occupational Therapist

8

Psychologist

11

Other/admin

5

Bearing in mind the relative numbers of social
workers compared with nurses working within
community mental health adult services,
social workers continue to be well represented
among the numbers of practicing AOs.

bodies including the Irish Association of Social
Workers, reiterated the recommendations of
the Steering Group for a more enhanced role
for the AO.
However, when the review was published
it went further than the interim report and
actually recommended that the AO should
be the person to sign all applications for
involuntary admission to an approved centre.

Expert Group on the Review of the Mental
Health Act 2001 and the AO role
Before the setting up of the Mental Health Act
Expert Review Group, the Interim Report of the
Steering Group on the Review of the Mental
Health Act 2001 was published in April 2012
(Department of Health 2012). It made a number
of suggestions in relation to the AO role,
most notable was the suggestion (p30) that
“a full authorised officer service would have
considerable benefits as such officers are best
placed to consider alternatives to detention,
can offer specific advice and mobilise support
for the service user and the family. The Group
therefore recommends that Section 9 be
amended in order to establish a hierarchy
of persons who can make application for
detention and an AO should be the firstmentioned applicant.”

Report of the Expert Group on the
Review of the Mental Health Act 2001:
Recommendations
The Expert Group stated in their report that
“a substantial shift away from the oftenpaternalistic interpretation of mental health
legislation by the Courts is required in order
to comply with the European Convention on
Human Rights (ECHR) and the United nations
Convention on the Rights of Persons with
Disabilities (CRPD)” The Expert Group was
given among its terms of reference “to take
account of any Capacity legislation published
in the meantime.” So, it was clear from
the start and as stated by the Chair of the
Expert Group Luke Mulligan that, “we were
determined to bring about a perhaps subtle

Submissions to the Mental Health Expert
Review Group from a number of professional
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but significant shift of balance from a situation
where others decide what it is in the best
interests to one where insofar as is possible
the individual has the final in what he/she
deems in in his/her best interest”
Arguably for social workers, this shift in focus
would be welcomed and intrinsic to our value
base, it does none the less present greater
challenges to AOs.
Perhaps of most significance was the change
in the criteria for detention.
Recommendation 13:
The recommended new criteria for detention
are: a. the individual is suffering from mental
illness of a nature or degree of severity which
makes it necessary for him or her to receive
treatment in an approved centre which
cannot be given in the community; and b. it
is immediately necessary for the protection
of life of the person, for protection from a
serious and imminent threat to the health of the
person, or for the protection of other persons
that he or she should receive such treatment
and it cannot be provided unless he or she is
detained in an approved centre under the Act;
and c. the reception, detention and treatment
of the person concerned in an approved centre
would be likely to benefit the condition of that
person to a material extent.
The change in part (b.) that related to the
health ground, requiring that any decision to
make an application on the health ground
must be for the “protection from a serious
and imminent threat to health of the person”
rather than the previous criteria which referred
to a “serious worsening of their condition”
It is the author’s experience as an AO, that
many service users can relapse gradually
over a period of time and when the actual

stage of “imminent threat to the health of
the person” is reached, will clearly remain a
subjective opinion. The planned change to the
detention criteria will arguably require greater
emphasis on assessing the mental health of
the service user over a prolonged period if the
best outcomes for the service users are to be
achieved.
The potential implications of AOs being the
only applicant
The potential implications of the AOs being
the only applicant to make all assessments
for involuntary admission of a person to an
approved centre, has set a quality standard
that no family member would again be
pressured into making the application, and
every person subject to the assessment for
involuntary admission, would have the benefit
of being assessed by a suitably trained mental
health professional who would be seeking
the least restrictive alternative to involuntary
admission. However, the practicalities of
ensuring that there are sufficient numbers
of AOs available 24/7 to undertake the role,
will be a challenge to the Irish health service
in delivering, in terms of costs, governance
structures and in recruiting suitably qualified
staff to take on the role.

Conclusion
Although there is still a limited understanding
regarding the AO role among the public, and
staff working in general hospitals and primary
care services, there is a good understanding
within specialist mental health services of how
the role has developed and evidence of its
positive contribution to date. Unfortunately,
despite the positive outcomes for service
users and their families of having the option of
an assessment for involuntary admission made
by a trained mental health professional, who is
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actively seeking the least restrictive alternative,
many teams are not actively informing families
of the availability of the AO service.

Health. Russell House: Dorset.
Health Service Executive (2013) Protocol for
the Activation and Operation of the Authorised
Officer Role.

While the recommendations within the Report
of the Expert Group of the Review of the
Mental Health Act are most welcome, there will
be significant challenges for the HSE in terms
of meeting the financial costs and the human
resources required, no more so than ensuring
that there will be sufficient numbers of AOs
in place. But it is clear from the evidence of
recent years, that social workers have not been
found wanting in terms of making themselves
available for taking on this important role and
they have the opportunity to continue to show
leadership in advocating for the role of AO and
a timely updating of the now outdated Mental
Health Act 2001.

Health Service Executive (2017) Authorised
Officer Policy.
Kennedy H (2007) The Annotated Mental
Health Acts. Blackhall: Dublin.
Mental Health Commission (2004) Discussion
Paper: The Role of the Authorised Officer.
MHC: Dublin.
Mental Health Commission (2006) Advice to
the Minister for Health and Children on the
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to Section 9(8) Part 2 of the Mental Health Act
2001. MHC: Dublin.
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Abstract:
“Let it go, let it go! And I’ll rise like the break
of dawn!” This popular tune from Frozen
sings about the imagery of empowerment
despite setbacks. Just like how Elsa learnt
to acknowledge and regulate her feelings
of fear, and began to overcome them; a
resilient individual will have to draw upon
one’s internal resources to achieve positive
adjustment despite the harsh conditions they
encounter (Fergus & Zimmerman, 2005: 399).
It is important for the individual to ensure that
one is not overwhelmed with emotions and is
able to direct their attention towards problem
solving, or making positive adjustments to
function adaptively (Kumpfer, 1999; 189;
Zeman, Cassano, Perr-Parrish, & Stegall,
2006; 155). Through groupwork interventions,
a social service organization in Singapore,
AMKFSC Community Services Ltd, aims to
enhance resilience in children by equipping
them with strategies that will build emotional
competence. This publication will share and
consolidate AMKFSC Community Services
Ltd’s practice wisdom and its essence.
(Keywords: Emotional competency, resilience
framework, groupwork, child-centric,
multidisciplinary)
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Introduction

empt and satisfy the intellectual, content and
skills needs of the economy and workforce
(Anwar 2017).

The life of a Singapore child is often described
to be stressful and fast paced with great
emphasis given to achieving academic
success. A typical Singapore child goes
through the rigorous education system and
critical milestone examinations put in place by
the Ministry of Education (MOE), Singapore
(MOE 2018). After gaining its independence
in 1965, Singapore faced multiple challenges
e.g. small country, lacks natural resources,
and the government strategised to tap on its
human resources to ensure the prosperity of
the country. In order to build human resource
capabilities, Singapore’s national polices are
shaped towards education and developing
generations who are highly skilled, selfsufficient and highly capable of contributing to
the country’s economic prosperity. According
to an article by National Security Coordination
Secretariat (NSCS), Singapore’s educational
setting must fulfil the economic objectives of
the nation, where the government implements
national education policies that can create
a workforce who can meet global demands
(Anwar 2017). Her education system must pre-

Keeping in mind this educational landscape
and its impact on families, the social service
sector aims to adequately meet the needs
of the families in the community through
the setup of Family Service Centres (FSCs)
island wide (MSF 2018). AMKFSC Community
Services Ltd. (“AMKFSC”) is one such
initiative, a community-based social service
agency founded in 1978, which provides a
holistic range of services to support children,
youths, families and seniors at multiple
touchpoints across Singapore (AMKFSC
2018) Over the years, the four FSCs under
AMKFSC has been focusing on child-centric
practice to enhance resilience in children. To
deepen the skills of Social Work Practitioners
(SWPs), the management encourages learning
by doing and by doing, it creates learning
experiences and develop curiosities and
critiques over current working models and
practices. In this journal article, our team from
AMKFSC will be sharing on our rationale,
groupwork intervention and reflections from
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running groupwork activities with children
and their families who experience the
transitions and challenges in going through
the rigorous education system of Singapore.
As SWPs, we believe that our services will
be complementary in meeting the emotional
needs of the families, choosing to build on
emotion regulation as a key intervention
strategy.
Act 1: The Story
The movie “Frozen” portrays the emotional
development of Elsa, from how she
suppressed her feelings during childhood
to hide her special powers, to acting out in
the form of throwing ice shards and creating
snow storms, and eventually isolating herself
by building an ice palace (Frozen, 2013).
Using the story of Elsa, we will narrate some
common challenges faced by the children in
Singapore.
‘Elsa is a 9-year-old girl living in a public
purchased housing flat in Singapore. Elsa has
a sister, Anna, who is 6-year-old. Elsa’s parents

are both working, and Elsa spends most of her
time in an after-school care. Elsa has average
grades but is often expected to get better
results. Elsa feels that she has to do better at
school because she needs to be a role model
for Anna and because she worries that her
grades would lead to her parents’ conflict and
disappointment.
Elsa has been keeping a secret lately. Her
parents had been fighting a lot lately when
they were home at night over money, but she
could not share this with anyone. “We need
to show that we are a happy family to others.”
her parents said. “If they know my family is
unhappy, others will laugh at us.” Elsa thought.
Elsa isolated herself in her room, not being
able to cry and withdrawing from playtime with
Anna. She felt miserable and Anna noticed
Elsa’s irritability. What would Elsa do? She
simply had to hide it all.’
‘And then one day, Elsa burst. Her meltdown
shocked many! Her teachers found her hiding
under the staircase, crying. Elsa could not be
consoled. She was brought to speak with her
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However, it is important for the individual to
ensure that one is not overwhelmed with the
emotions. To be able to successfully tide
through tough times, the individual must be
able to alleviate the impact of the stressors,
cope with one’s emotions and direct one’s
attention towards solving the problem, or make
positive adjustment to function adaptively
(Kumpfer, 1999; 189; Zeman, Cassano, PerrParrish, & Stegall, 2006; 155).

school counsellor and she finally shared on her
family’s stressors.
Her parents had a huge quarrel the night
before over Elsa’s school results and blamed
each other for the lack of time they spent
with Elsa. Mummy felt that Daddy could have
taught Elsa Mathematics. Daddy felt that
Mummy should have coached Elsa more in her
languages. Elsa blamed herself for not being
good enough and for causing her family’s
unhappiness.’

Such a process is commonly known as
resiliency. Emotional resilience is a building
block of the resilience framework and
findings show adaptive emotion regulation
abilities are a key protective factor underlying
emotional resilience. Research has shown
that children who are able to regulate their
emotions, are better able to build positive
social relationships, a crucial task of social
competence for children (Alvord & Grados,
2005; 240; Zeman, Cassano, Perr-Parrish, &
Stegall, 2006; 162). In the long run, emotional
competence has been found to be a central
predictor of one’s mental well-being (Joyce,
Shand, Tighe, Laurent, Bryant, Harvey, 2018:2;
Zeman, Cassano, Perr-Parrish, & Stegall, 2006;
161). Unlike personality traits, resilience and
emotional regulation skills can be learnt and
developed through experiences and teaching
(Joyce, Shand, Tighe, Laurent, Bryant,
Harvey, 2018:7; Kumpfer, 1999; 208). An
individual’s social behaviors and interpersonal
relationships are also closely linked with
one’s emotional regulation abilities (Alvord &
Grados, 2005: 240). For instance, if the child
can adaptively cope with their distressing
emotions, and carry out appropriate helpseeking behaviors, healthy social relationships
are more likely to be created and maintained
(Alvord & Grados, 2005; 240; Blair, Denham,
Kochanoff, Whipple, 2004:420). With
social support being part of the individual’s

This story is increasingly familiar to many
children within the local community. The
pressures that children and families experience
daily with the constant evolving demands,
leave many increasingly overwhelmed and
affect their ability to cope adaptively.
Act 2: The Guiding Framework
A Resiliency Framework
Children who are exposed to familial issues at
home are at risk of developing psychosocial
and emotional dysfunction. While not all
children’s developments will be impacted by
their prevailing environmental factors such
as poverty and their parent’s marital issues,
groupwork aims to mitigate these risks through
the introduction of protective factors (skills,
knowledge and external resources) for children
to ensure positive psychosocial and emotional
development (Fergus & Zimmerman, 2005:
399). While being faced with stressors and
challenging events, it is normal for individuals
to experience negative emotions, such as
sadness, anger, hopelessness, confusion, etc.
One possible method for children to cope with
such distressing emotions is to be like Elsa
who suppressed and withdrew into her ice
castle; lashing out with a destructive outburst
when it became too hard to keep it all within!
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environmental context, which can influence
the impact of a stressor or challenge (Kumpfer,
1999; 196), there is even greater pertinence
for an individual to develop strong emotion
regulation skills.
Person-in-Environment Approach
In Frozen, Elsa’s sister, Anna repeatedly tried
to reach out to Elsa. However due to her
fears, Elsa became cold and distanced herself
from everybody, including Anna. When she
felt accepted by Anna, Elsa calmed down
and realized that Anna cared and wanted to
help her. In the form of Anna, family support
became a protective factor for Elsa, to gain
control of her special powers and eventually
learning to be more emotionally regulated.
Children’s ability to regulate emotions
are highly dependent on their immediate
environmental factors in particular, parents
(Zeman, Cassano, Perr-Parrish, & Stegall,
2006; 159). According to the personin-environment (PIE) approach where
an individual and his (or her) multiple
environments function together as a dynamic

and interactive ecosystem; each component
concurrently affects and is also affected by the
other components (Hare as cited in Weiss-Gal,
2008: 65).
Therefore, the PIE approach highlights that
building the child’s emotional competence
cannot solely depend on the child’s learning.
Thus, using a PIE-lens, SWPs recognized that
they cannot be the only agents of emotional
resilience all the time and need to conduct
train-the-trainer work with the parents, siblings
and caregivers of the groupwork children.
With their help, children’s learning would be
reinforced within their natural environment
and this became a strategic collaboration
between SWP and the families. With the
families’ involvement, support and awareness,
it will undoubtedly increase the likelihood that
children would be able to learn and effectively
apply emotional regulation skills when
stressors arise in their natural environments
such as home and school.
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Act 3: The GROUPWORK

Caregivers also learnt the importance of
emotional competence and how they could
identify the child’s primary emotions over
2 groupwork sessions to complement
SPARKLE’s goal. In addition, there were 2 joint
sessions for children and parents to learn and
practice emotion regulation strategies together.

In AMKFSC, group work programmes are
commonly offered by SWPs to support
individual casework and counselling
practices Here, we have two such group
work which are attended by Elsa and her
sister, Anna respectively. This is part of their
journey towards increasing their emotional
competence despite the challenges they
faced.

Act 4: The Inquisitive Conversations
“Why do we do what we do?” This was one
of the very first questions we asked each other
when we started this demanding journey of
consolidating and documenting group work
practices with children and families in our
organization. It is the organization’s central
belief to strengthen the emotional resilience
of the families with multi-stressors within
the community. At first glance, NEST and
SPARKLE were different programmes (targeted
at different age groups and with different
groupwork approaches) but the beliefs in the
need for child-centric work focussed around
emotional competencies was undisputed and
unified SWPs within the organization.

Nurturing Emotionally Strong Tomorrow
(NEST) is a groupwork to empower children
and parents to navigate through their life
challenges. NEST had two concurrent group
components; Little Brave Hearts (LBH) which
comprised of the child participants and Big
Brave Hearts (BBH), which involved their
parents and/or main caregivers in parenting
group sessions. LBH was designed as a
9-session therapeutic group intervention to
enhance the emotional competence of children
aged 9 to 11 years old. BBH was designed as
6-session psychoeducational groupwork that
equips parents and caregivers with knowledge
and skills in emotional regulation. Through the
psychoeducational groupwork, parents can
learn skills to regulate self and help children
regulate themselves better. There were 2
joint sessions where all children and parents
participated together to practice the skills
learnt.

The experiences of groupwork interventions
prompted the team to start dialogues about
processes and experiences. The team coined
the term “inquisitive conversations” for these
dialogues that consolidated the reflections
and takeaways that we would like to share
and have continued conversations with other
stakeholders and professionals. With our
experiences from the inquisitive conversations,
the chance to be curious opened space for
discussions that were value-adding and gave
the work we do essence and significance. We
have gained new appreciation towards childcentric groupwork for children. The differences
we experienced created a unique learning
playground in expanding our paradigm. The
next few paragraphs consolidates our key
learnings.

SPARKLE was designed as a
psychoeducational groupwork to foster

emotional competence in children aged 4
to 6 years from families who face multiple
stressors, through the promotion of emotion
understanding and emotion regulation. There
were 6 groupwork sessions for children to
enhance their emotion understanding and
emotion regulation skills for their primary
emotions - Happy, Sad, Scared and Angry.
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Client-Centred
AMKFSC adopted a client-led and client
centric approach. This was both an organic
and ground-up approach in involving and
understanding the needs of the clients from
the start. This approach was aligned with
the nature of our set up being a communitybased agency serving residents within
neighbouring towns. This was done through
needs assessment and orientation discussions
in order to understand and meet the client’s
needs. This remains an ongoing process of
tailoring the sessions in accordance to clients’
needs, while ensuring that the main objectives
of the groupwork are being met.
Intentional and Flexible
There is recognition that SWPs in groupwork
need to be both intentional in their approach,
yet be flexible and ready for changes in
plans. Such dynamic and fluid processes
of the groupwork development, help to
build a supportive and safe space for the
clients as the sessions progress. NEST and
SPARKLE are groupwork in progress that had
received many rounds of constructions and
reconstructions following feedback, which
showed the team’s commitment to becoming
masters in leading the groupwork we had
pioneered.
Multidisciplinary
Macgowan (2008:4) mentioned that

groupwork is a “process and not a product”
as it requires SWPs to review evidence and
engage in a “systemic process that expands
research to include additional sources that
might yield more rigorous and applicable
evidences” (Macgowan, 2008:4). Having a
multidisciplinary team (MDT) of psychologists,
counsellors and social workers meant that our

expertise was different yet complementary.
Different perspectives of groupwork
interventions, specialties and therapeutic
relationships were considered from the MDT in
ensuring a holistic experience when working
with children and families.
Being able to recognize the important
therapeutic elements of groupwork such
as safe space, concepts of universality
and cathartic effects also strengthened the
credence to want to do beneficial groupwork
for the families we serve.
Spectrum of Interventions
Because of different expertise, SWPs
could challenge ourselves beyond doing
what we already know to explore new
groupwork platforms such as therapeutic
groups and support groups. This spectrum
of interventions requires SWPs to look into
theoretical modalities and frameworks and
explore other evidence-based practices
during the construction of the groupwork to
form the basis of our programme. Taking into
account the PIE approach, there was a need
to recognize that spectrum of interventions
such as casework, research, group work
and community needs assessment were all
“interdependent aspects of social work that
should come together on the behalf of clients
to contextualize individual, direct action
within the framework of the environment and
the multiple functions of the social worker”
(Cornell, 2006: 50).
Importance of Parental Involvement
The collaborative alliance between the
SWPs and the caregivers increases parents’
faith in the SWPs and the effectiveness of
the groupwork intervention. Needs of both
parents and children were taken into account
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so we could gather from them what was
important and according to their agenda. Thus,
participants were invested in the groupwork,
and practitioners remain committed to
providing good service. Parents are thus,
more willing to be motivated in practicing the
skills taught in sessions, and allow themselves
to be open to change (e.g. parenting styles)
and better attune to their children’ emotions.
Hands-on practices also eased parents’
struggles and challenges as they gave each
other encouragement and support. It was
observed that parents’ retention level of the
skills learnt were reported to be higher with
practice.

better tomorrow, despite their current multistressors.
Beyond Social Work, Education and Social
Development 2018 (SWSD 2018)
Through the cross-borders inquisitive
conversations and exchanges we have had
with global practitioners during the conference,
the team collated positive feedback. The
affirmations received included their admiration
of the cohesiveness of the multidisciplinary
team. This was a challenge by many in
their home countries due to differences in
viewpoints, lack of collaborative opportunities
and/or varied agendas.

Child-Centric Community Practices & Use
of Experiential Activities

Such conversations also validate AMKFSC
practices and inspire us to expand upon
child-centric practices through documentation
and sharing. Beyond SWSD 2018, we hope
to have continued dialogues of the practices
we do in order to create a sustained learning
environment where SWPs are not limited
by their own visions but are empowered to
expand beyond what we already know.

The conviction to venture out to explore new
ways of running child-centric community
practices like groupwork through an
experiential and creative approach is a
key start. Experiential activities allowed
children to practice the knowledge in a safe
environment, and the groupwork facilitator
could act as role models to facilitate the
learning. Creative approaches in children’s
groupwork interventions are attractive and
can allow children to stretch their imagination
and enjoy the process. It is also quintessential
good practice that SWPs remain open to the
dynamicity of new practices and research, and
flexible to implement changes to groupwork.
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Abstract

practice of social work relies on the flow of
good quality, reliable information to support
practice. From basic factual information about
services to evidence-based research findings,
information is integral to social work. If the
profession is to capitalise on its relationship
with information a clear understanding
of social work’s information behaviour is
essential.

Social work today relies on the flow of
good quality, reliable information to support
practice. In order to maximise the profession’s
relationship with information, understanding
of social workers information behaviour
is essential. Studying how social workers
need, seek, acquire and use information to
inform practice elucidates what works for
practitioners in engaging with information.
This article, drawn form a larger study of social
workers’ information behaviour, highlights
one of the key strategies of practitioners
– collaboration. Participants in the study
demonstrated a notable level of collaboration
in the way they sought information, drawing
on each other’s resources and knowledge.
Information acquisition was characterised by
a high level of information sharing, and even
after information was acquired, onward sharing
of information represented a characteristic of
practitioners’ information usage. Capitalising
on this practice of information collaboration,
which is already embedded in the profession,

Information behaviour (Wilson, 1997), a field
of study from information science, refers to
how people, or in this case practitioners,
engage with information e.g. What information
needs arise for social workers? What needs
do they address? How do social workers seek
information? How do they acquire information?
And, most importantly, how do social workers
put the information to use to support practice.
Exploring these dimensions of social work
information behaviour elucidates what works
for social workers in terms of maximising the
benefits of information.
This article, based on a broader study of social
workers’ information behaviour, highlights
one of the key characteristics of practitioners’
engagement with information i.e. collaborative
information behaviour. The practice of

represents a valuable asset for the professions’
engagement with information.
Keywords: Information behaviour;
collaboration; social work; information stars.

collaborative education emerged as one of the
defining features of social work information
practices.

Introduction
Like many, if not all professions today, the
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Methodology
The overarching study (Flanagan, 2013) from
which this article is drawn used a threephase, mixed-method design to explore the
information behaviour of social workers. A
purposive sample of sixteen social work
practitioners, drawn proportionately from the
nine largest fields of social work in Ireland
at the time, participated in the study. These
practitioners participated in a small-scale

study which gathered qualitative data using
audio-diaries followed by critical incident
technique interviews to elucidate how
practitioners engage with information to
support their practice. Participants, engaged
in audio-diary compilation for two working
weeks. An annotated transcript of diaries
was returned to participants and formed the
basis of critical incident technique interviews.
Findings from these initial phases were used
to inform a large-scale quantitative e-survey
of over 450 social workers, in order to map
the profession’s information base. As a multisite study, ethical approval/exemption was
provided by four research ethics committees.
Collaborative Information Behaviour
Analysis of the participants’ information
practices captured how social workers
respond to information needs; how they seek
information to address these needs; how
they acquire the information and ultimately
put it to work in their practice. Across these
four dimensions of information behaviour the
practice of collaborative information behaviour
emerged as a key characteristic of the social
work profession.
The purpose of social workers’ information
engagement
While the largest single reason that social
workers seek information is to inform a

case, a substantial function of information
practices among study participants involved
collaboration: either seeking information
to support or inform a colleague’s work;
or receiving unsolicited information from a
colleague. Informal sharing of information
was a more significant feature than the formal
sharing that takes place in meetings or infoshare events.
Collaborative information seeking
Literature suggests that, typically, managers
ask others to undertake information seeking
on their behalf due to work demands and time
constraints (MacDonald et al, 2011). This will
resonate with social workers as the current
small-scale study found that half of all social
work information seeking involved asking for
the required information. Most commonly,
participants asked their colleagues for the
information. This is supported by findings
from the study’s large-scale e-survey of social
workers which identified team colleagues as
one of the top-three sources of information.
Seeking by asking covers a vast range of
practices. It may be a simple ask-receive
scenario e.g.
[A named service] may be a better suited
service to [one of our young service users].
I contacted [the service] to ascertain if the
address for this family would be within their
catchment [area] and they have informed
me that it is … I hope to go back to the
family and to advise them of perhaps
another option in terms of receipt of
services.
Alternatively, it may involve liaising with
multiple interpersonal sources before the
information need is resolved.
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A little girl [was] admitted … and it’s
complicated because it may have been
a non-accidental injury. So, I’ve had a lot
of liaison with [external] social workers.
… There are an awful lot of… custody
issues between the parents, [resulting
in] community care … and the Guards
[being involved]. So, we’ve had to get a
lot of information [from the social workers,
community care, and Gardaí as] there
are legal procedures going on … and the
other piece … is about who should get
the [child benefit]. … So, we’ve just got
all that information and [are] deciding how
to proceed with the situation … trying to
untangle [all the issues].

Colleagues [gave the team] a presentation
on a workshop … they recently attended by
an American clinician who spoke at length
of his experience of working with men who
had perpetrated domestic violence and
about the implications of that for power
relations in a therapeutic context. I made a
note of the issues … and reviewed my own
practice as a result. I engaged in discussion
at the [team] meeting about it.
Although much of the information sharing was
verbal, the primary channel for unsolicited
information was via e-mail, and in-house
colleagues proved to be the most frequent
source.
Networking as a source of information also
featured in the diaries of some participants e.g.

Who seeks information?
Although the vast majority of social workers
seek information to inform their practice,
there is considerable variation in the level of
seeking. A couple of participants emerged
as super seekers, engaging in notably more
information behaviour than others. The fact
that these super seekers excel at this aspect of
practice is in no way to suggest that all social
workers should be super seekers. It is equally
important to recognise that that those who
excel in other aspects of social work practice
are using their valuable skills to equal effect.

There’s a strong network of organizations
[a local area partnership] that work within
this area. … Every now and again I would
say “OK I’m going to go out and meet
somebody”. So I go and meet a couple
of organizations that I haven’t met before,
and I don’t know what they do. I would try
to take onboard a few times a year to do a
little bit of ‘OK who else is out there’.
The larger scale e-survey also highlighted the
value social workers place on networking via
seminars, meetings and training as sources of
information.

Collaborative information acquisition
Although seeking information is undertaken
with a view to acquisition of information,
not all searches yield information. Similarly,
information is not only acquired through
seeking, but also results from unsolicited
sharing of information. Indeed, in the current
study as much as a fifth of information was
acquired as a result of someone sharing
information with a social worker e.g.

Collaborative use of information – Sharing
While the principal focus of this study was
to identify the ways in which social workers
used information to inform practice, an
unanticipated finding was the amount of
sharing of information which participants
engaged in over and above application of the
information to practice. Participants shared
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almost half of the information they acquired.
This feature of social workers’ information
behaviour prompts a number of questions
about sharing practices.
Why do social workers share the
information they have acquired?
Some sharing of information was in response
to a request, for example
[The] Manager of a youth club made
contact with me this morning looking for
information on what to do in relation to … a
disclosure made by a young person. …He
was aware that I had [done child and family]
casework in the past [although not now].
… I suggested He phone the duty social

worker; [I provided information on] how to
handle the situation; … how to manage the
young [people] … involved in the allegation.
Other sharing of information was more
altruistic, in response to a perceived interest or
need in others e.g.
[I got an] e-mail from the IASW in relation to
a training day all around counselling and the
impact counselling can have on people’s
lives. My action was to send the e-mail to
our administrator for printing and to place it
in our training folder in case it’s of interest
to anyone in the department.
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Who do social workers share information
with?

This suggests that unsolicited information is
valuable both as information per se, and as a
trigger to seeking information.

Excepting clients, with whom social workers
shared most information, the primary recipient
of information shared by participants was
the social work department/team, or a team
colleague. However, sharing of information
was not confined to the team, or indeed
the agency (Figure 1): Participants shared
information with other agency staff such as
Psychologists, OTs, or Medics and, albeit less
frequently, management e.g.

Do All Social Workers Share Information?
All social work participants engaged
in sharing of information. However, the
propensity to share information appears to
be quite individual and the amount of sharing
undertaken by participants varied from 8% to
71% of the information they received. In fact,
three super sharers accounted for half of all
the sharing undertaken by participants.

[I have] been working on an ongoing
basis on a leaflet for patients that are on
methadone programmes or are drug or
alcohol misusing. … [I have] looked for
feedback from the [Departmental] team
before and brought it to the relevant social
workers in [allied agencies]. … I’m going to
show it to the Drugs Liaison [staff member]
too.

Although numbers were small, overlap was
observed between super seekers and super
sharers. These are colleagues who are
particularly good at sourcing information and
upon whom people rely for information. These
colleagues might be described as Information
Stars (Allen & Cohen, 1969), representing
valuable pathways to information for their
colleagues. These people may make greater
use of individuals outside the organisation, or
read professional literature more than other
team members. These information stars do not
appear to map onto any consistent pattern of
organisational placement or hierarchy (Koenig,
2010), suggesting that the propensity to be an
information star is more personality or capacity
determined, than job driven (Heinström, 2003).

Information sharing beyond the agency was
relatively strong with a seventh of information
sharing occurring with external personnel such
as inter-agency bodies, professional networks
or interest groups.
How useful is unsolicited information?
In light of the prevalence of sharing it is
reasonable to ask: how useful is unsolicited
information? The content of shared
information, is a mixed bag, dominated

The information star personality type
represents a key asset to the profession.
Super seekers’ personality characteristics
which predispose individuals to acquisition
of information include being open, curious,
with enhanced receptivity, secure and positive
emotionality (Pálsdottir, 2010; Mikulincer,
1997). Marshall and Bly (2004) noted that
this profile is also typical of super sharers
supporting the findings of the current smallscale study.

by updates on services. The information
is typically informal with few references to
formal literature. However, while the shared
information itself may be less formal, half of
these instances of unsolicited information
prompted information searching on the part
of the recipient and a substantial amount of
unsolicited information is shared onward.
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Embedding Collaboration in Practice
The larger-scale e-survey also revealed
setting-specific differences in practices of
mutual-education, with medical and mental
health settings availing of more info-share
resources and opportunities than other social
work settings. Some departments have more
formalised and active systems for information
sharing, while in other settings team-driven
sources such as resource folders, case
presentations, inter-agency meetings and
sharing of event documents remain on the
‘wish-list’ of the information base. In these
circumstances the presence of an information
star is a clear advantage.
Child and family social work settings did
not appear to have as many established
team-driven mechanisms for sharing. It is
therefore encouraging to note that the concept
of information stars has been adopted by
Tusla Child and Family Agency, as part of
its research strategy and it has rolled out a
Research and Information Mentor Strategy
as a mechanism to support and promote
information sharing in social work practice
(Tusla, 2016; 2017). One Principal Social
Worker who is a Tusla Research Mentor
reported:
I see my primary role as being a resource
and a support to SW staff, Social Care
Staff and Family Support Practitioners who
are interested, have the drive, enthusiasm
and time to undertake research projects

that have a usefulness and applicability to
their local team and their own professional
development. My aspiration is that in my
current role, that I can support colleagues
to develop the skill and confidence in this
applied research that is relevant to their role
and the team they are part off (Tusla, 2018).

At the time of writing, 22 Research and
Information Mentors (RIMs) were in place
across the disciplines and regions of the
organisation (Tusla, 2018) and a further 14
have undertaken RIM training. More recently
the HSE has established a Research and
Development Function which also aims to
use ‘collaborative mechanisms’ to contribute
to a joined-up response to research and
information needs (HSE, 2018).

Conclusions
This study clearly identified collaboration
as a feature of social workers’ information
behaviour, with collaboration evident across
the key dimensions of information behaviour:
seeking, acquisition and use. However, the
study noted that the nature and frequency
of sharing may not be common across the
profession, rather the propensity to share is
more individual capacity- and personalitydriven, indicating evidence of information
stars among practitioners. Strategies being
pursued by state agencies such as Tusla and
the HSE to capitalising on such practitioners
offer promise and could be augmented by
highlighting the best practice procedures for
information sharing that are already in place
in some social work departments around the
country. Collaboration continues to be the
principal asset of social work in navigating the
information age and this study would appear
to suggest that practitioners have already
harnessed this potential and social work needs
to continue doing what it does best.
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Abstract
Reflective practice within supervision has

been deemed critical as a means of delivering
safer social work services. However, there is
evidence that social workers are not getting
the opportunity to reflect on practice and that
supervision has become overly managerial and
prescriptive. Social Work is now a regulated
profession in Ireland and the regulator places
key emphasis on both reflective practice and

supervision as a means of ensuring quality
service delivery. The author was appointed
as a Principal Social Worker in a non-acute
hospital setting in September 2015. This
article provides an overview of a project
undertaken within the author’s workplace,
early in the author’s appointment, which
aimed to implement reflective practice as an
integral component of professional social
work supervision. The article explains the
rationale for the project, details the practical
steps undertaken towards implementation,
reflects on three key considerations that arose
during project implementation, outlines the
findings when the project was evaluated and
concludes with recommendations arising from
project implementation. Ultimately the project
found that by developing the capacity of
social workers to engage in reflective practice
within supervision, social workers reported
that this supported complex decision-making,
re-established the key role of reflection
within supervision, empowered them to meet
requirements of statutory registration and
enhanced knowledge of reflective practice.
Keywords: managing complexity, professional
decision making, reflective practice,
professional supervision, social work.

Introduction
The job social workers do is critical to
the nation. They play an essential role in
protecting children and young people from
harm and in supporting people of every
age. The work they do can be difficult
and very demanding, requiring careful
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professional judgements that can make all
the difference to those they serve (Social
Work Task Force, 2009:3).

the rationale for the project, detail the practical
steps undertaken towards implementation,
reflect on three key considerations that arose
during project implementation, outline the
findings when the project was evaluated and
conclude with recommendations arising from
project implementation.

The citation above succinctly highlights the
importance of decision making within the
social work profession. However, a number
of high-profile inquiries (Laming, 2003;
Brandon et al, 2008; Laming, 2009) have
found deficits within the profession’s capacity
to critically analyse practice and manage
complexity. These inquiry reports have placed
emphasis on the need for reflective practice
within supervision as a critical means of
delivering safer social work services. As a
practicing social worker and newly appointed
line manager, this author was aware of the
complexity within which our profession
operates and wished to support and empower
her new colleagues in their professional
decision-making to enhance safe, high-quality
social work practice. The author was also
conscious of trends toward the predominance
of managerialism within supervision (Adamson,
2012; Peach & Horner, 2007; Taylor, 2014;
Noble & Irwin, 2009; Morrison & Wonnacott,
2010) and sought to rebalance the process
to incorporate critical reflection as an integral
component. Furthermore, the author was
mindful of the emphasis placed on reflective
practice by the Irish regulator (Social Work
Registration Board (SWRB), 2015) and wished
to support and empower her new colleagues
to meet regulatory requirements with
competence and confidence.

Why Implement Reflective Practice as
an Integral Component of Professional
Supervision?
There were four key reasons for this project
within the author’s team, which will be
discussed in turn below:
1.

Reflective practice deemed integral to
high-quality social work service delivery.

2.

Statutory registration and its implications
for supervision and reflective practice.

3.

Seeking to re-establish the key role of
reflective practice within professional
supervision.

4.

Identification of a learning need and a
desire for change.

1. Reflective Practice as Integral to HighQuality Social Work Service Delivery
Social work is a complex and contested
profession, operating in uncertain and
unpredictable contexts, requiring careful
professional judgements that can have a
profound impact on service-users (Ruch, 2007;
Ixer, 2010). A number of high-profile inquiries
have found deficits within the capacity of the
profession to critically analyse practice and
manage complexity (Laming, 2003; Brandon
et al, 2008; Laming, 2009). These inquiry
reports place key emphasis on the need for
reflective practice within supervision as a

Given the above context, this article provides
an overview of a project undertaken within
the author’s workplace, early in the author’s
appointment as a Principal Social Worker,
which aimed to implement reflective practice
as an integral component of professional
social work supervision. The article will explain
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critical means of delivering safer social work
services. Reflective practice is of fundamental
importance to ensuring that social workers
have the knowledge and skills to understand
complex situations, engage in critical thinking
and provide effective intervention (Wilson,
2011; Ixer, 2010; Brandon et al, 2008;
Morrison, 2005). Given the critical significance
of reflective practice to understanding
complexity and providing effective intervention,
this project sought to develop the capacity of
social workers to engage in reflective practice
to support complex decision-making with a
view to enhancing safe, high-quality practice.
2. Statutory Registration and its
Implications for Supervision and Reflective
Practice.
Social Work became a regulated profession
in Ireland in 2011. Regulation obliges social
workers to “seek and engage in supervision in
professional practice” (SWRB, 2011:11). The
regulator, CORU, has defined professional
supervision as “an interactive process between
two or more practitioners within a safe/
supportive environment, designed to enable
a continuum of reflective critical analysis of
care, to ensure quality health and social care
services” (SWRB, 2015:38), thereby placing
key emphasis on the reflective component
within the process. Outside of supervision
and within practice more broadly, CORU
similarly places significant emphasis on
reflective practice referring to it “as one of
the defining characteristics of professional
practice” (SWRB, 2015:39). Indeed, the
truncated term reflect, incorporating reflection
and reflective practice is referenced 46 times
within the SWRB Standard and Requirements
for Continuing Professional Development
(SWRB, 2015). With an awareness of the
emphasis placed on both reflective practice

and supervision by the regulator, this project
sought to empower social workers to meet
regulatory requirements around reflective
practice and supervision with confidence
and competence, as well as being able to
clearly articulate how they are meeting these
requirements.
3. Seeking to Re-establish the Key Role
of Reflective Practice within Professional
Supervision.
Similar to CORU placing emphasis on the
reflective component within supervision
(SWRB, 2015), a number of national and
international standards and policy documents
also view supervision as a key mechanism
through which social workers develop the skills
and capacity for reflective practice (Aotearoa
New Zealand Association of Social Workers,
2015; Australian Association of Social Workers,
2014; Probation Service, 2014; Child & Family
Support Agency, 2013; Department of Health,
Social Services and Public Safety, 2008). Yet
despite the acknowledged importance and
centrality of reflective practice (SWRB, 2015;
Ixer, 2010; Ruch, 2007), there is evidence that
social workers are not getting the opportunity
to reflect on their practice and that supervision
can be overly managerial and prescriptive,
driven by statutory requirements and risk
management (Adamson, 2012; Peach &
Horner, 2007; Taylor, 2014; Noble & Irwin,
2009; Morrison & Wonnacott, 2010).
Lord Laming, a former social worker, reviewed
social work services following the death of
Victoria Climbie, aged 8 years, in London
in 2000. His report made reference to a
number of failings in service delivery including
“woefully inadequate” (Laming, 2003: 12)
supervision for frontline staff. Laming placed
critical significance on effective supervision as
the “cornerstone of safe social work practice”
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(2003:11). In relation to reflective practice,
the report explicitly criticised the absence
of reflection, analysis and evaluation of the
child’s circumstances (Laming, 2003). In 2009
following the death of 17-month-old baby
Peter Connolly, Laming was again asked to
report on the effectiveness of arrangements
for safeguarding children. Laming (2009:32)
examined many aspects of social work
intervention and among his findings
highlighted the following:

author’s department identified many priorities,
including a desire for increased knowledge
and learning on reflective practice. The team
acknowledged that despite the importance of
reflection, opportunities within professional
supervision and elsewhere to engage were
not being utilised to the best effect. This
project sought to address this learning need
and desire for change by contributing to the
enhancement of the team’s knowledge and
learning on reflective practice.

There is real concern that deliberate,
reflective social work practice is being put
in danger because of an overemphasis on
process and targets, resulting in a loss of
confidence amongst social workers. It is
vitally important that social work is carried
out in a supportive learning environment
that actively encourages the continuous
development of professional judgement
and skills. Regular, high-quality, organised
supervision is critical (Laming, 2009: 32).

Project Implementation: Implementing
Reflective Practice as an Integral Component
of Supervision
Project implementation consisted of six
practical steps which will be detailed in turn
below.
1. Presentation on CORU SWRB “Standard
and Requirements for Continuing
Professional Development”
The author initially facilitated a presentation
on CORU SWRB “Standard and Requirements
for Continuing Professional Development”
(SWRB, 2015). This presentation covered the
emphasis the regulator placed on reflective
practice as central to practitioner learning and
development. It examined CORU’s definition
of supervision, which placed key emphasis on
the reflective component within and reviewed
the statutory requirement for social workers
to engage in supervision. This presentation
enhanced awareness and strengthened
momentum in terms of team member interest
and willingness to engage in the project.

Laming (2009) went as far as to recommend
that time for reflective practice should be a
statutory obligation of social work employers.
Conscious of trends toward the predominance
of managerialism within supervision, this
project sought to re-establish the key role of
reflective practice in social work supervision
by very deliberately making it an integral
component of the process.
4. Identification of a Learning Need and a
Desire for Change
As a newly appointed Principal Social Worker,
the author engaged early with team members
both individually and as part of a group,
to understand their roles, their views on
departmental service provision, professional
supervision, regulatory requirements and
other priorities. The social workers within the

2. Workshop on Reflective Practice and
Supervision
Following the above presentation, the team
sought an educational input on reflective
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practice. Team members were surveyed to
identify their existing knowledge and learning
needs in relation to reflective practice. This
survey was used to prepare a workshop
delivered by the author designed to meet
these needs and enhance staff confidence
and competence in engaging in reflective
practice. The workshop explored social work
supervision, reflective practice including
models of reflection, and the relationship
between supervision and reflective practice.
3. Choosing a Model of Reflection
Following this workshop, the team
collaboratively agreed to use a particular
model of reflection within the supervision

process. The model chosen was Tony
Morrison’s (2005) Supervision Cycle (figure
1 below), an adaptation of Kolb’s Model of
Experiential Learning (1984). The rationale
provided by the team for choosing this
particular model was related to familiarity
from previous exposure. Kolb (1984) was
referenced by CORU (SWRB, 2015), had been
used within practice teacher training attended
by team members within the universities and
was endorsed by the Irish Association of
Social Workers (IASW) within their CPD and
supervision materials (IASW, 2015), while
Morrison’s adaptation (2005) was used within
HSE supervision training which team members
had also previously engaged.

Figure 1: The Supervision Cycle (Morrison, 2005).
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4. Developing a Tool to Support
Engagement in Reflective Practice

mechanism also. The team would anonymise
the detail of the discussion and document
keywords on the recording tool that would
act as evidence of engagement in reflective
practice for inclusion within their CPD
portfolios.

Having decided upon a model there remained
concern about how exactly the team would
use this model to engage in reflective practice
as well as a reported lack of confidence. The
team sought the development of a tool to
support their engagement in reflective practice.
Given that Tony Morrison’s model of reflection
had been chosen by the team, Morrison’s 2005
publication “Staff Supervision in Social Care”
was reviewed. Chapter 5 of this publication
described reflective practice in supervision. It
explained each stage in the supervision cycle
and provided a list of prompting questions
related to each stage to support a reflective
process. The materials within this chapter
were used to develop a “Reflective Practice
Discussion Recording Tool” (Appendix 1)
designed to prompt and support engagement
in reflective practice until the team had built
confidence and competence in this respect.

6. Regular Review
The team wished to regularly review the
implementation of these new processes and
therefore another aspect of the implementation
plan was having the project as a standing
agenda item for the monthly departmental
team meeting. This provided a continuous
feedback mechanism, allowing the team to
celebrate gains in implementation and address
barriers to full implementation as soon as
possible. Finally, it was imperative for the
team and project that the entire process was
evaluated after a specific period.
Three Key Considerations Arising During
Project Implementation

5. Engagement

Three key considerations arose during the
implementation of this project: time, trust and
collaboration. The author will outline each of
these considerations below and describe how
they were addressed.

Following the development of the tool,
the team agreed to engage in and record
at least one reflective practice discussion
on a case, issue or incident on a monthly
basis during professional supervision. The
team was guided by Morrison (2005) who
viewed engagement in reflective practice as
a collaborative process between supervisor
and supervisee. Morrison (2005) suggested
sharing the cycle (figure 1 above) and a list of

1. Time to Engage in Reflective Practice
Quite early into project implementation,
concerns arose about the amount of time it
would take to engage in reflective practice
discussion, time potentially taken away from
service delivery. In addressing this concern,
the team examined the benefits of engaging
in reflective practice, from both a safer
service delivery perspective and a practitioner
development perspective. The team also
examined the inquiries reports referenced
earlier to understand the consequences, for

prompting questions related to each part of
the cycle between supervisor and supervisee.
The cycle and “Reflective Practice Discussion
Recording Tool” were used during supervision
to support engagement in reflective practice.
The tool was initially designed to act only
as a prompt for discussion but ultimately
had the dual benefit of acting as a recording
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both service delivery and the practitioner, of
not engaging in reflective practice. As a team,
it was collaboratively decided that supervision
and reflective practice were critical to safe
service delivery and it was agreed to ringfence protected time for both supervision and
engagement in reflective practice.
2. Trust
The second consideration when implementing
a project of this nature related to trust. Wellestablished trusting relationships are crucial
to innovation within healthcare (Storey &
Holti, 2013). While trust is fundamental to
implementing change in a broad sense (HSE,
2008; McAuliffe & Vaerenbergh, 2006), this
project, by its very nature, involved social
workers opening up their practice to critical
feedback and challenge, and was therefore
highly dependent on trust (Bradley & Hojer,
2009; Beddoe, 2009, 2010, 2012; Taylor, 2014).
When examining resistance to change in
general (HSE, 2008; McAuliffe & Vaerenbergh,
2006), and resistance to engaging in reflective
practice within social work supervision
specifically (Beddoe, 2010), resistance in
both circumstances is often due to mistrust.
Therefore, the development of trust was of
critical importance to the implementation of
this project.
Interestingly the issue of trust was not raised
explicitly by the team but was raised by the
author. The author was conscious that in
her role as a newly appointed manager, she
was a person without a pre-existing working
relationship with the team and it would take
some time for the team to have trust in her.
Influenced by the metaphor of the “emotional
bank account” (Covey, 1989), the author was
conscious of the lack of previous credit history
to draw upon with the team. To address
this deficit, the author made “deposits” of

courtesy, kindness and honesty (Covey,
1989) in her interactions. The author also
adopted an appreciative inquiry approach in
her engagements with the team. Appreciative
inquiry is a strengths-based philosophy,
focusing on engagement and collaboration
(Cooperrider et al, 2008). Such a strengthsbased approach is aligned with theories and
perspectives used within social work, such
as the strengths perspective (Saleebey, 1992)
and solution focused interventions (de Shazer,
1985) as well as developments in positive
psychology (Seligman & Csikszentmihayi,
2000; Seligman et al, 2005) and positive
organisational behaviour (Luthans, 2002). As
a new manager, the author wished to gain
trust, promote team confidence, commitment
and partnership in professional and service
delivery matters through the use of such
affirming conversations. Lastly the author also
practised authentic leadership (George et al,
2007), remaining honest and genuine with the
team, acknowledging her learning needs as a
new manager, as well as hopes and concerns
for her role and this project.
3. Collaborative Approach
These efforts to establish trust also served as
the foundation for the collaborative working
relationships which underpinned this entire
project. The importance of collaborative
working is widely recognised in healthcare
(Storey & Holti, 2013) and is essential to
effective change (HSE, 2008). The author was
acutely aware that she was leading a group
of educated, autonomous professionals,
each holding valid perspectives on what
represented quality social work practice.
Therefore, the author undertook to engage and
empower these colleagues as collaborators
and greatly appreciated all feedback on project
implementation.
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Central to building collaborative relationships
is the importance of emotional intelligence
(Ancona et al, 2007; Goleman, 1998). The
author used self-awareness, the understanding
of one’s strengths, weaknesses, and how
one makes sense of the world (Avolio et al,
2009) to build collaborative relationships
within the social work team. Being aware of
one’s incompleteness as a leader (Ancona et
al, 2007), the author also sought to make the
best use her strengths and offset weaknesses
by seeking collaborators to implement
this project. While the author has strong
organisational skills (Briggs-Myers, 2000) for
example, she appreciated the complementary
creative and intuitive talents held by her
colleagues. The author made constructive
use of these complementary skills at various
opportunities, including team meetings. By
facilitating team members to use and display
their skills and talents when discussing
reflective practice, this project enhanced
mutual appreciation on the team and
supported the development of collaborative
working relationships.

implementation.
1. Feedback at Monthly Departmental Team
Meetings
Each team meeting was an opportunity to
discuss the project’s implementation, celebrate
successes and identify any potential barriers
to implementation. Valuable feedback about
recording practices queried by one team
member lead to corrective action for all
regarding the need to anonymise service-user
identifying information within the prompting
and recording tool. Feedback arising at team
meetings included that engaging in reflective
discussions has facilitated team members to
broaden their focus on a matter beyond their
own initial lens. Team members reported
enhanced clarity of thinking and interestingly
case-note recording, following a reflective
discussion in supervision. While the use of the
prompting and recording tool was valued for
its clarity in facilitating a reflective process.
2. Written Survey After Four-Month
Implementation Period

By virtue of this project implementation
experience, it is the author’s view that by
acknowledging the skills and expertise among
colleagues, building trust, acknowledging
one’s own areas for development, promoting
genuine collaboration towards a shared vision
and addressing valid concerns as they arise,
this project achieved its aims which will be
discussed below.

A formal evaluation was conducted via a
written survey completed by all team members
after four months of implementation. The
survey explored the four key reasons for
project implementation, seeking to capture
the views of social workers as to the project’s
impact on their:

Project Evaluation
As referenced above, it was a team objective
to evaluate the project after a specific period.
This evaluation process was two-fold,
initially drawing from discussion at monthly
departmental team meetings and then from a
written survey undertaken after four months of
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1.

Decision-making practices

2.

Ability to meet requirements of
registration

3.

Supervision processes

4.

Knowledge of reflective practice.

2a. Supporting Complex Decision-Making
The first objective of the project was to
develop the team’s capacity to engage in
reflective practice in order to support complex
decision-making with a view to enhancing
safe, high-quality practice. Upon evaluation
the project was found to have enhanced the
team’s professional decision-making capacity
with evaluation feedback including:
•

“The implementation of the project has
encouraged me to reflect on my practice
and the decisions taken. It provides me
with an opportunity to examine practice
and look at ways of improving similar
situations in the future”.

•

“Reflective practice has encouraged me
to evaluate my practice and become
more critical and creative in finding
solutions to dilemmas, thereby improving
interactions with patients and their
families”.

•

“It has encouraged me to draw on
numerous sources of knowledge in
providing a more comprehensive and
professional service”.

•

“It’s learning from experiences and
exploring more avenues and pathways
for working with clients. It’s good to get a
topic discussed and to get several views
on a piece of work”.

•

“I am clearer in my decision-making
practices”.

•

“There is more focus on the patient and
the main concerns can be discussed and
prioritised”.

•

One team member described a “shift

emotionally” from “an auto-pilot
or routinised response” to a more
considered or “thought-out response” to
practice matters.
•

One team member reported enhanced
confidence in articulating decisionmaking to colleagues following a
reflective practice discussion in
supervision.

2b. Empowerment to Meet Regulatory
Requirements
The second objective was to empower
the team to meet regulatory requirements
around reflective practice and supervision
with confidence and competence, as well as
being able to clearly articulate how they are
meeting these requirements. Upon evaluation,
the project was found to have supported
the team to meet regulatory requirements
around reflective practice and supervision with
evaluation feedback including:
•

“It has raised my overall awareness of
the need to up-skill and enhance my
practice”.

•

“I am more mindful of the requirements
needed to complete my professional
portfolio, and it has encouraged me to
seek new ways of enhancing my practice
and ongoing professional development”.

•

“The project meets with the requirements
of CORU and I am confident of my ability
to engage in the process and effectively
meet these requirements”.

•

“I can talk about reflective practice in a
concrete way”.
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2c. Re-establishing the Key Role of
reflective Practice within Supervision
The third objective was to empower the
team to re-establish the key role of reflective
practice within supervision by very deliberately
making it an integral component. Upon
evaluation, the project was found to have reestablished the key role of reflective practice
within supervision, with evaluation feedback
including:
•

“It is reassuring to know that there is a
regular forum to bring issues of concern
or complexity for discussion, analysis and
reflection”.

•

“Staff members are using supervision to
look at complex cases”.

•

“The project has helped shape
supervision into a more focused,
client-centred tool. It also provides a
solid scaffold with which to build each
supervision session”.

2d. Enhancing Knowledge and Learning on
Reflective Practice
Finally, the last objective was to address
an identified learning need and desire for
change by contributing to the enhancement
of the team’s knowledge and learning on
reflective practice. Upon evaluation the
project was found to have enhanced team
member knowledge of reflective practice, with
evaluation feedback finding:
•

“The monthly reflection in supervision has
proved beneficial in that it has raised the
importance of reflective practice in social
work, and is a constant reminder to me of
the values intrinsic to our practice”.
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•

“I did have prior knowledge of reflective
practice; however, I find that since the
introduction of the educational workshop,
and subsequent integration of reflective
practice into supervision and discussion
at team meetings, it has brought the
theory of reflection more to the forefront
of my practice”.

•

“Previously it would have been a
subconscious ideal, whereas now, having
so much exposure to the theory and
practical application, reflective practice is
becoming a normal part of my day-to-day
operations”.

•

“There appears to be a consensus that
all team members are positive about
implementing reflective practice… and
we should aim to continue to engage in
reflective practice”.

•

“I think we should continue to use the
reflective tool in our supervision and it
can be used if having discussions about
specific cases outside of supervision”.

Recommendations Arising from Project
Implementation.
Reflecting on areas for future development that
arose from the project, the author sought to
engage in three activities: share learning from
the project, develop supervision standards
for social workers and contribute to training
in supervision for health and social care
professionals.
1. Share Learning from the Project
Acknowledging the small scale of this project,
it was of integral importance to widely
disseminate learning to other social workers
and health care professionals. The author has
presented a number of workshops on reflective
practice within professional supervision for a
range of healthcare professionals, accepting
invitations from the IASW, CPD Officers
Network and a range of multidisciplinary
healthcare colleagues both locally and further
afield.
2. Development of Supervision Standards
for Social Workers
In researching this project, the author
reviewed standards for social work supervision
developed in the United Kingdom, North
America, Australia, New Zealand and Northern
Ireland. Within the Republic of Ireland, the
author found standards within TUSLA but
noted a lack of Irish standards to support the
delivery of quality supervision to social workers
outside of this setting. The author raised this
need with IASW colleagues, recommending
the professional association develop such
standards. As a result, the author wrote a
set of standards entitled “Promoting Quality
Professional Supervision: IASW Standards
for Social Workers” (IASW, 2016) with the
support of Frank Browne, Chairperson of

IASW in 2015-2016 and Cliona Murphy,
the Professional Development Coordinator.
The standards were aligned with existing
IASW CPD materials (IASW, 2015) and were
launched by the author at the IASW AGM
in 2016. These standards are currently
available to all IASW members but the author
is seeking their broader dissemination. As
the first professional supervision standards
published by the IASW, the author hoped their
publication could be used as a foundation
for further development and continuous
improvement in the pursuit of excellence in
social work supervision within the evolving
Irish context.
3. Contribute to Training in Supervision for
HSCPs.
It is of critical importance that supervisors
receive training in supervision theory and
practice (Gibbons, 2010). The author was
a member of a six-person working group
established by the HSE Health and Social
Care Professionals (HSCP) Office to support
the development of a Professional Supervision
Training Programme for HSCPs in 2017.
The author shared the above standards and
learning from project implementation with this
working group. This training programme was
launched by the HSCP Office in 2018.

Conclusion
This article provided an overview of a project
undertaken within the author’s workplace
which aimed to implement reflective practice
as an integral component of professional
supervision. The article explained the fourpoint rationale for the project, detailed
the practical steps undertaken towards
implementation, reflected on three key
considerations that arose during project
implementation, outlined the findings when
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the project was evaluated and concluded
with recommendations arising from project
implementation. The project found that by
developing the capacity of social workers
to engage in reflective practice within
supervision, social workers reported that
this supported complex decision-making,
re-established the key role of reflection
within supervision, empowered them to meet
requirements of statutory registration and
enhanced knowledge of reflective practice.
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Appendix 1: Reflective Practice Prompting and Recording Tool
Social Work Department Reflective Practice Discussion Recording Tool
Experience

Reflection

These questions facilitate an accurate and detailed
recall of events. A partial description of the situation
can undermine the cycle. Prompting questions
include:

These questions elicit feelings to bring out further
information and to assist the worker in articulating their
underlying attitudes. This will also point to personal
factors that may be complicating the social workers
responses. Prompting questions include:

•

What was your aim? What planning did you do?
What was your role?

•

•

What did you feel at the start of the visit/interview?

What did you expect to happen? What
happened?

•

Describe the range of feelings you had during the
session and what did these remind you of?

•

What did you say and do? What did the client
say, do or show?

•

•

What were the key moments and what stuck
out?

What patterns did you see in the visit? Are
these familiar and have you encountered similar
processes?

•

Who/what does this client remind you of?

•

What words, non-verbal signals, interactions,
sounds, images or smell struck you?

•

What do you think the client was feeling? Based on
what?

•

What or who was hard to observe and what
observations or concerns do other agencies
have?

•

Where and when did you feel most or least
comfortable?

•

What went according to plan and what didn’t
happen?

•

What thoughts/ideas went through your mind during
the session?

•

What are the similarities/differences between this
contact and your previous contact?

•

What was left unfinished?

Record Key Words Used in the Reflective Discussion

Client Discussion / Critical Incident / Other Issue that the Supervisee wishes to Reflect on: 			
Reflective Practice Discussion Recording Tool Developed by Aisling Coffey, Principal Social Worker, using Morrison, T. (2005)

80

			

Analysis

Action Plan

These questions facilitate an analysis by probing the
meanings given to situations by the supervisee. They may
help you identify what is not known or understood and
lead to areas for further assessment. Prompting questions
include:

These questions help translate the analysis
into planning, preparation and action by
identifying outcomes and success criteria as
well as considering potential complications and
contingency plans. Prompting questions include:

•

List three assumptions you, the co-worker or the
client brought to the session.

•

How do you define your role in this situation and how
does your employer define it?

•

What aims/outcomes for this session were or were
not achieved?

•

What went well, or not well and why? What other,
possibly unexpected outcomes, did the session
produce?

•

•

In light of the reflection and analysis what
is your overall summary of the needs,
strengths and risks for the client in this
situation?

•

What are you responsible for in managing
this situation and what needs obtaining
before proceeding?

•

What is urgent and essential? What would
be desirable?

How far did the session confirm or challenge your
previous understanding or hypothesis about this
situation?

•

What would be a successful outcome of the
next session from your perspective and the
client’s perspective?

•

What new information emerged? What is not known?

•

•

What theory, training, research, policy or values might
help you make sense of what was happening in this
session?

What are the best or worst responses from
the client?

•

What contingency plans are needed?

•

What areas of further assessment are required and
what conclusion are you drawing from this work so
far?

•

Who needs to be involved (co-worker,
supervisor, agency)? What would you like
from them?

•

Any safety issues for you or others? What
can be done to minimise the dangers?

Date:
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Introduction

Abstract

Continuing professional development (CPD)
is an integral component of lifelong learning
and includes informal and work-based
learning (Halton, Powell and Scanlon, 2015).
The workshops described in this article were
carried out in a context where, increasingly the
Irish regulatory body expects professionals
to update skills and competencies. In Ireland,
maintaining registration requires social workers
to keep their professional knowledge and skills
up-to-date (CORU, 2010; 2015a). The Social
Work Registration Board (SWRB) defines CPD
as:

Continuous Professional Development (CPD) is
an integral component of social work learning,
with the potential to create and hold a space
for reflective practice. This article introduces
the idea of Communities of Practice (CoP) as
a type of learning medium which facilitates
reflection with others to explore common
interests. The goal is to gain knowledge
through the process of sharing information,
and experiences with others. The article
provides an overview of CPD workshops
developed for social workers using a CoP
approach. Feedback from the workshop
evaluations are captured in three themes:
reflective practice, ongoing CPD engagement
and practice-based learning. These themes
are broadly consistent with the Social Work
Registration Board’s (SWRB) review of the
CPD audit process. The workshops and
SWRB review highlight social work learning in
terms of inclusive, reflective practice and the

“the means by which health and social care
professionals maintain and improve their
knowledge, skills and competence, and
develop the professional qualities required
throughout their professional life” (CORU,
2015a: 7).
As such, social workers must engage in a

range of CPD activities on an ongoing basis
and demonstrate how these are relevant to
their professional role. This involves updating
a CPD portfolio (CORU, 2015a). The SWRB

merits of informal, practice-based learning
for CPD purposes. The article concludes with
an appeal for such approaches to be used
to develop the skills, knowledge and values
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further suggests that by reflecting on their
learning and development needs, social
workers should identify learning outcomes and
priorities and a plan to address these (CORU,
2015b).
Social work registration and the CPD audit
The SWRB introduced a two-year CPD
audit cycle in 2015 with the expectation that
social workers would complete a portfolio
accompanied by supporting documentation
of learning activities across this timeframe
(CORU, 2015a; 2015b; 2017a). At the
conclusion of the two-year audit cycle,
a voluntary audit of CPD portfolios was
conducted (CORU, 2017b). A random sample
of 10% of registered social workers were
invited to submit their portfolio for audit
purposes (CORU, 2017b). Despite the SWRB
emphasising that the CPD audit was not
designed to be punitive (CORU, 2017b), 57%
of those who were offered the opportunity,
declined to participate (CORU, 2018). Of the
overall total of 115 CPD Portfolios audited,
CORU concluded that 51% of those met
requirements, including those who provided
further documentation (CORU, 2018). The low
uptake combined with almost half the audited
portfolios failing to meet required standards
may reflect an anxiety amongst practitioners in
relation to CPD.
The Irish Association of Social Workers (IASW)
conference theme for 2016 was: “Promoting
Best Practice in Social Work Supervision.”
During and following the conference some
social workers and social work supervisors
expressed concerns that the requirement
to complete CPD, and the CPD portfolio in
particular, had become solely associated with
social work registration. In response, the IASW
approached the author, a Social Work Team
Leader and Aisling Coffey, a Principal Social

Worker to develop a participatory workshop to
respond to these concerns.
This interactive workshop drew from Coffey’s
(2016b) conference workshop and the author’s
presentation as part of Practitioner Research
Symposium (Ceatha, 2016)
Workshops and evaluation methodology
Fear free CPD workshops
The first IASW workshop, ‘Promoting Quality
Supervision’ was co-facilitated by Coffey and
this author and was fully booked and well
attended (n=37). In recognition of the demand,
the author delivered subsequent workshops
titled: ‘Communities of Practice’: A fear-free
approach to our CPD Portfolios for the IASW
Practitioner Research SIG (n=8), Child and
Family Agency social workers based in Dublin
North City (n=9) and Dublin Mid-Leinster
(n=10), and social work students on the UCD
MSocSci Social Work programme (n=53).
In total, 117 social workers and social work
students attended the workshops during 20172018. Participants ranged from students to
head social workers from a variety of settings
including: primary care, medical, mental health,
community and child welfare and protection.
The concept of a fear-free approach
underpinned the workshop, based on
principles of communities of practice (CoP)
(Wenger, 2015; 2004; 2000). Using these
principles, the workshops sought to use a
strengths-based approach where the potential
for anxiety was acknowledged (Brooks,
2014) and CPD was reframed as an exciting
opportunity for social workers to reclaim their
learning and professional development. The
workshops used an interactive, participatory
approach to facilitate individual, pair and group
work. This parallel process sought to demystify
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the idea that learning is an individual and
solitary process and that active social work
engagement with learning and professional
development was essential.

build relationships that facilitate collaborative
learning. Members are practitioners and
develop a shared repository of resources
(Wenger-Trayner, 2015; Wenger, 2004; 2000)
which include resources such as knowledge,
skills, competence, and professional qualities,
all defined by SWRB as core components of
CPD (CORU, 2015a: 7).

CPD and CoP
The principles of CoP were developed by Lave
and Wenger in the late 1980s and early 1990s.
They defined CoP as:

CPD, CoP and research-mindedness
The workshops emphasised that CoP can
promote research-minded CPD which
recognises social work interest in, and
engagement with, research in day-today practice. As such CoP can provide
a forum for social workers to learn about
research, in recognition that practitioners
can be stakeholders in the research process.
Through shared learning, reflecting with
others and exploring common interests, the
workshops highlighted ways in which social
work is well-placed to embed researchmindedness through CoP approaches. A
further parallel was drawn between research
and CPD cycles, underpinned by CoP
approaches. These can be used to facilitate
the development of practice wisdom to inform
evidence informed approaches to policy and
practice. Participants were introduced to the
interconnection between these cycles, as
illustrated in Figure 1:

“groups of people who share a concern or a
passion for something that they know how
to do, and who interact regularly in order to
learn how to do it better” (Wenger, 2004: 2).
Participants were introduced to CoP as a type
of learning practice that exists where a group
of people, such as social workers, share a
common interest in an issue with the goal
of gaining knowledge through the process
of sharing information and experiences and
learning from each other (Wenger-Trayner,
2015; Wenger, 2004; 2000). The workshops
introduced the three components of CoP:
1. domain; 2. community and 3. practice.
Membership of a CoP implies an obligation
to a shared area of interest and a communal
proficiency that differentiates members from
others. In pursuing their interests, through
communities, members engage in activities,
discussions and information sharing in order to
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Figure 1: Mapping the research cycle and CPD cycle

As this diagram, designed by the author,
illustrates how a CoP approach can support
CPD and promote research-mindedness. This
approach promotes CPD as a learning practice
and an everyday resource, with the potential
to enhance social work practice and advance
the knowledge base of the profession.
Importantly it has the added benefit of fulfilling
CPD requirements to maintain social work
registration.
Workshop themes
A number of themes were identified from
the workshops which were evaluated using
a simple instrument with an either/or choice
regarding the usefulness of the workshop and
whether or not participants would recommend
the workshop to others. Additional space was
provided for open text comments in relation to

learning and suggestions. A summary of the
three themes: reflective practice, ongoing CPD
engagement and practiced-based learning are
now discussed.
Reflective practice
Reflective practice is of paramount importance
and fundamental to creating and holding a
space for practitioner learning. The social work
skills of analysis, reflexivity and the capacity
to problematise dominant perspectives can
enable practitioners to critically review and
reflect upon their practice (Coffey, 2016a;
Halton, Powell and Scanlon, 2015; Beddoe,
2006). The following evaluation feedback
highlights these issues:

“It inspires a new way to motivate and think
about social work practice. It enthused
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me. I learnt the steps I need to take to
proceed with updating portfolio. I liked
[the] information re linking one learning
to another - sparking ideas for future
learning.”

“Personal growth, professional
development, job satisfaction and fulfilling
one’s potential are just some of the rewards
identified...In the social work profession,
CPD is seen as a means of supporting and
motivating practitioners who often work
in stressful situations. This is important
not only for the well-being of practitioners
themselves, but also for the quality of the
service they provide” (2015: 7).

“[CPD] is vital in our profession. Really
encouraging. Necessary requirement for
social work and I don’t think it is prioritised
by people…The more people receiving
training the better as [this] might change
[the] culture and thoughts around CPD
and value of it for our work. Very positive
approach and this is needed in the social
work profession.”

Ongoing CPD engagement
Prior to attending the workshops, social
workers may have been unaware of the broad
range of CPD learning activities and potentially
missed out on invaluable opportunities to
record their learning. The following participants
were positive about how the workshop
encouraged them to reflect upon and complete
CPD opportunities:

“Not only are we putting portfolios together
but also recording our learning [and]
development [which] leads into future
career development. Encourages positivity
around social work and being proud of [the]
profession and the good work that is done.”

“[The workshop offered] practical advice on
how to complete a CPD folder - useful skills re:
writing things up I’m doing for my CPD…about
the layout of the portfolio [and] what type of
activities can be used.”

The significance of the concept of reflective
practice is recognised in the SWRB’s report on
the audit process:

“Breaking down info making it less daunting
and achievable - how simple it could be as I
already have the information required for it.”

“Overall, the review highlighted an excellent
standard of reflective practice report writing
[and] evidenced a clear understanding and
value attributed to reflective practice…
Reflective practice reports demonstrated
how reflecting on personal experiences
or day-to-day practice contributed to
enhancing professional practice and quality
of service delivery” (CORU, 2018: 10).

“I learnt a lot about CPD and how to
maintain [the] portfolio using [a] structured
approach. …We are already doing the work
and activities…and it is about recording it.”
“Keeping a CPD folder is do-able and can
be managed…[It is] about how to go about
producing my information and learning to
CORU.”

This report emphasises reflective practice as
core to social work practice which supports
practitioners to critically review and reflect on
their role (CORU, 2018). Halton, Powell and
Scanlon assert that:
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Sometimes social workers associate the registration process with CPD (CORU, 2010, 2015a)
which can oversimplify the complex nature of such learning processes, as illustrated in Beddoe’s
(2006) analysis of five broad categories of continuous learning in Table 1:
Mode

Focus

1. Compliance

•

learning to implement
specific new tasks

•

learning to implement
policy change in practice

•

learning to solve
problems defined within
the work context

•

applying new information
procedures

•

learning about research
evidence for new
practice

•

learning about new
theoretical developments

•

using new information
to review and change
practice

•

synthesising and utilising
research findings

•

learning to be a reflective
practitioner

•

learning to deconstruct
and reconstruct
expertise

•

learning to be a practice
researcher

•

learning to utilise action
research to solve
problems or enhance
practice

2. Performance

3. Knowledge updates

4. Reflective/reflexive practice

Outcome
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Adaption and accommodation

Knowledge consumption

Innovation, challenge and
change

5. Research/scholarship

•

conducting effective
research

•

learning to theorise from
analysis of research data

•

dissemination of findings
and ideas

•

direct or indirect
application of new
knowledge to practice
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New knowledge, theorybuilding

It is of note that Beddoe (2006) suggests
compliance and performance aspects of CPD,
associated with expectations of registration
may have exacerbated perceived difficulties
in making sense of the relationship between
everyday practice and CPD supporting
documentation. In the context of the workshop
evaluation findings, this may explain the
heightened levels of anxiety amongst
practitioners, post social work qualification.
It may also have inadvertently resulted in
practitioners being unaware of the broad range
of CPD learning activities. This situation is not
helped when there is an ambiguity in purpose
and process. For example, the SWRB have
acknowledged the lack of clarity regarding
supporting documentation, with a minimum
requirement of one learning activity to be
recorded every three months (CORU, 2018).
This was reflected in the review of the audit
process:
“The most common CPD requirement not
achieved was demonstration of ongoing
engagement in CPD activities…It was
noted that provision of sufficient supporting
documentation to evidence engagement
in informal or work-based learning proved
more challenging” (CORU, 2018: 8-14).
On the other hand, Beddoe’s (2006) approach
encourages social workers to recognise the
potential of social work learning as inclusive
of reflective practice as much as a functional
requirement. Given the commitment of the
profession to reflective practice, practitioners
may be unaware that CPD learning activities
include, for example, active engagement with
supervision (CORU, 2015c).
Practice-based learning
There may be a number of other reasons why
practitioners felt anxious about CORU’s audit
of social work CPD portfolios. For example,

there may be a perception by social workers
that CPD creates an additional burden to their
everyday work activities, as illustrated in the
following participant feedback:
“CPD is very daunting and does cause
unnecessary stress in an already demanding
job. This learning enables us social workers
to complete our CPD... with less anxiety
around doing it. We now know how to do
this and that it is manageable.”
“CPD is a big piece of work and doing it in
manageable parts is a very good approach!
[The workshop] will help remove some of
the fear attached to the portfolio…I learnt
to use my own interests and develop a
learning cycle…I wasn’t considering all the
informal or unstructured things.”
“I think it is essential to have a basis and
strong essence of expectations of how to
process CPD. It takes the sting out of the
fear factor and motivates [social workers] to
complete [the CPD] portfolio as an on-going
project.”
It is unsurprising that practitioners may have
perceived CPD requirements solely in relation
to structured activities, particularly in terms of
attending training. Social workers appear to
have been unaware of that the broad range
of CPD extended to unstructured learning
including informal, self-directed learning.
It may be that administrative procedures have
created impediments to learning. Although the
SWRB has published the CPD Activity Record
Diary (2015c), this does not appear to have
widely circulated. This publication provides
an invaluable overview of structured and
unstructured learning activities, itemises types
of structured or unstructured learning activities
and offers comprehensive details of examples
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of supporting documentation for activities,
either structured or unstructured (CORU,
2015c). Unstructured learning activities
include examples such as: discussions with
colleagues; reflection of critical incidences or
complex cases; learning through experience
and reading and reflecting on literature in a
group (CORU, 2015c). It may be that these
important events were not considered of merit
by practitioners for CPD purposes. Yet informal
learning is fundamental to practice-based
learning and CPD. This resonates with the idea
of the workplace as a ‘learning organisation’:

While the onus is on social workers to develop
and maintain their CPD, the themes identified
in the workshops, alongside the SWRB CPD
portfolio audit, underscore the importance of
compassion, including self-compassion within
organisational structures, and that this:
“could be achieved in part through an
improved culture of learning from what works

well, and from non-punitive learning from
what went wrong; promoting the values of
respect and trust throughout an organisation’s
structure” (Curtis, et al, 2017:13).

“recognising that most workplace learning
is non-formal and unplanned where leaning
happens all the time but is often not
recognised as learning because what people
learn is their practice” (Gould 2004:4).

The evaluation of the CoP workshops
highlights the need for strengths-based,
collaborative approaches recognising the
social and cultural capital at the core of the
social work profession, in terms of reflective
practice, ongoing CPD engagement and
practice-based learning. Such collaborative
approaches reaffirm the central role of
practitioners, educators, employers, the
IASW and the SWRB in in demystifying CPD
processes and expectations. Such networks
are well-placed to foster a broad CoP
approach as a foundation for life-long learning
and development and promoting social work
CPD initiatives. In this way CPD can be
promoted as an everyday resource.

The SWRB has acknowledged that the lack of
clarity in relation to informal or practice-based
learning, in the recent review of the CPD audit
process:
“It was notable that requiring supporting
documentation to evidence engagement
in CPD activities appeared to reinforce
recording of formal activities only. This
is an area for consideration on review of
the current CPD model to ensure that
engagement in informal or work-based
learning can be more easily evidenced”
(CORU, 2018: 14).

Conclusion
This article highlights the strengths embedded
within social work in relation to reflective
practice and ongoing CPD engagement
and practice-based learning. However,
practitioners may be experiencing difficulties
in demonstrating this within their CPD
portfolios. It was argued that a CoP approach
can enable shared learning, opportunities
to explore common interests and explore
the relationships between practice wisdom

It is argued that CoP approaches can deal with
such gaps in knowledge and information by
offering an alternative perspective on learning
and development which can be applied to
CPD. This is consistent with recognition of
CPD as an integral component of life-long
learning which includes informal and workbased learning (e.g. Coffey, 2016a; Halton,
Powell and Scanlon, 2015).
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and evidence-informed interventions. This
has important implications for embedding
CoP projects in organisations as a way
of enhancing social work practice and
advancing the knowledge base of the
profession. It is suggested that by promoting
the interconnections between practitioners,
educators, employers and professional bodies
that parallel CoP can be fostered, with the
potential to enhance practitioner learning
and development. In this way CPD will rightly
take its place as a fundamental aspect of
education and learning. In turn, this will inform
high-quality social work decision-making and
service delivery.
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Abstract
This paper reports on the first year of a
part-time doctoral study that explores the
experiences of Black social workers who
provide social work services in eastern
Ireland. This article focuses on literature so
far reviewed in the course of this study. It

outlines the emergent themes from a number
of studies based in the UK and USA that
highlight the unequal outcomes for social
work practitioners and student from Black

and other ethnic minority communities. It
will be safe to conclude from majority of the
scholarship reviewed, that the significant
effect of globalisation, the needs of growing
populations of diverse ethnic and cultural
communities imply that social work should
re-examine conventional ideas on knowledge,
values and skills in order to meet the needs of
these populations.
Keywords: Black social workers, experiences,
recruitment, Black perspectives
Disclosure of Interest: None Declared

Introduction
The following paper is informed by my interest
in exploring the experiences of Black social
workers practicing in a newly visible (Fanning,
2018) multi-cultural, Irish society. Born in
Nigeria, I migrated to Ireland in the early 2000s
and have been practising as a social worker
in Ireland for the last eight years. During
this period, my interactions and discussions
with a significant number of the gradually
increasing number of Black social work
students and practitioners has offered me an
insight into difficulties they experience which
in turn impede their practice and professional
development. The numbers of migrants in the
work force in Ireland increased from 21,000 in
2004 to 48,000 in 2007 (CSO, 2007) and this
is reflected in the number of Black and nonIrish social work practitioners and students.
While recent statistics are not available, the
Irish National Social Work Qualifications Board
reported that Nigerian and South African
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qualified social workers made up 6.5per cent
of the 427 internationally qualified social
workers working in Ireland between 2004 and
2007. These figures do not take into account
Nigerian, South African and other African
social workers working in Ireland who obtained
their qualifications in the Irish context.

For the purpose of this study the term ‘Black’
refers to people of African descent who
present physically (Telles and Paschel, 2014)
with dark skin colour, but are not necessarily
culturally homogenous. (Fairtlough et al.,
2013; Telles and Paschel, 2014). Sometimes
the terms Black and Minority Ethnic (BME)
are used in the literature to include these
populations, those who are described as
‘ethnic minorities’ may not necessarily be
Black. While acknowledging that the terms
Black and Black and Ethnic Minority are
often used interchangeably there are ongoing
debates about their appropriateness in
describing people with dark skin (Gabriel,
2007; Cree, 2010 and Okolosie et al, 2015).
To capture as broad a knowledge base as
possible both terms are used in the review of
literature now described below.

The majority of Irish scholarship, though
important, mostly focus on Black and
Minority Ethnic users of social work services
thus my interest to undertake this study of
Black social workers in Ireland emerged. For
example, Dalikeni (2014) explored how African
clients’ different perceptions of parenting
and attachment differed from those used by
white Irish social workers. Ní Raghallaigh &
Thornton (2017) highlighted the exceptionally
poor level of care provided to separated
children seeking asylum in Ireland compared to
Irish citizen children who required state care,
thus signifying differential treatment based
on citizenship. Christie (2003) and Torode et
al (2001) explored the evolving role of social
workers in a globalised Ireland specifically
regarding separated children seeking asylum.
They criticised the quality of support provided
by social workers for this target group and lack
of future care plans as they progressed into
the direct provision system when they reach 18
years of age or ‘aged-out’.

Methodology used for the review of
literature
To achieve the aim of this literature review, a
systematic search of existing scholarship was
conducted using the following databases:
ASSIA; Web of Science; OECD Library;
and Scopus. The search was used using
the following key words; “African social
workers OR Black African Social Workers
OR BME Social Workers OR Minority
Ethnic Social Workers’ AND multicultural
Society OR Multicultural Societies OR White
communities”; “Black social workers OR
African social workers OR BME social workers
AND multicultural society OR White”. The
main underpinning criteria for the search
was for research relating to social workers
from Black or BME communities in Ireland.
The initial search for relevant Irish literature
yielded no results hence the search was then
broadened to the UK, USA, and other Western
countries. Resulting records were saved

The cohort identified for this doctoral study
are similar in phenotype but do not necessarily
represent the concept of BME as identified in
most of the literature reviewed. Black social
workers intended for this study are those
who migrated to Ireland from the late 1990s
(Fanning, 2018) and are of African descent who
are practicing in Ireland, registered by CORU,
born in or outside Ireland who are ethnically
and culturally of non-Irish nationality.
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to Endnote, followed by a title review and
abstracts screening. Full text screening was
carried out on the remaining articles leaving
articles assessed as eligible for the study. Full
texts of empirical studies using qualitative,
quantitative and mixed methods over decades
and across several western world countries
and New Zealand were reviewed.
Emergent themes
A number of key themes emerged from
the synthesis of the findings in terms of;
(i) recruitment and career trajectories, (ii)
discrimination and prejudice, (iii) challenging
conventional educational and practice
paradigms, (iv) experience as students of
social work and (v) social and spiritual capital.
These are now summarised below.
Recruitment and career trajectories
In an early study, George (1997) examined
how recruitment policy impacted on Black
social services staff. He concluded that,
despite equal opportunity employment policy,
Black staff experienced difficulties from lack
of appropriate induction and lack of cultural
awareness by non-BME staff. An argument
was further made that Black staff should not
be expected to work specifically with BME
service users as it prevents them from the
opportunity to work with and learn from others
outside their ethnic group.
Channer and Doel (2009) suggest that cultural
expectations and differences were sometimes
not recognised (Evans, Huxley and Munroe,
2006) and Black social workers experienced
few organisational supports and opportunities
to integrate (Fulton et al, 2016). An earlier
paper described how white colleagues and
managers felt that Black practitioners were
experiencing difficulties because of their

‘cultural’ or racial background but blamed
work difficulties of their white colleagues on
external factors such as work-related stress,
not enough experience or poor judgement
(Fitzroy, 1996). Foreign qualified social workers
also experienced difficulty in the transferability
of their qualifications and skill sets. Hussein et
al (2009 and 2011) following their qualitative
study, highlight how Black practitioners
were subject to negative experiences during
recruitment based on their immigration status,
recognition of their overseas qualification,
police vetting, language requirements and
references (p. 485).
Calderwood et al (2009) & Boyd (2018), in
studies of Canadian social workers, found
that the impact of the intersectionality of
race and gender resulted in social workers
experiencing self-conflict in relation to their
own cultures and values. In the UK, some
Black practitioners were located on lower
grades or employed part-time or sessional
basis (Boyd, 2018; Singh and Patel 1998).
On the other hand they reported advantages
in terms of better working conditions,
opportunities for further training and better
salaries compared to South Africa (Naidoo
and Kasiram, 2006). Brown & Brown (1997)
highlight the importance of ethnic competence
on the part of BME practitioners particularly
when they are working with non-Black service
users. Having cultural appropriateness is an
essential competence of social work practice
irrespective of the service user profile or ethnic
background of a practitioner. This discourse
will form part of the research questions.
Discrimination and prejudice
Another recurring theme in the literature is
the experience of institutional and individual
discrimination and racism toward Black social
work practitioners in the workplace (Stubbs,
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1985; Bryan & Aymer, 1996; Channer & Doel,
2009 and Brockman et al, 2001). Stubbs
(1985) maintained that racism in the social
work sphere is underchallenged at individual
and institutional levels. Brockman et al’s
(2001) longitudinal study of staff from five
local authorities in UK reported that BME staff
reported forms of overt and covert forms of
racism such as; open and covert rejection,
verbal abuse, derogatory comments and
undermining of their professional competence
(p. 4-9). An example is having to serve people
with autism, a cohort and condition that they
are not familiar with; huge workloads and
inadequate supervision. Recommendation
for ethical recruitment from overseas was
recommended by the author though without
specific ways of how this can be achieved.

explored the role that Black social workers can
play in the development of anti-racist social
work policies and practice.
Challenging conventional educational and
practice paradigms
Some authors have argued that social work
theories emerged from middle class Western
Eurocentric philosophical, sociological
and political constructs. What are missing
are alternative paradigms, in this case an
understanding of African values that are held
by racially and ethnically diverse clientele
(Mabvurira, 2018 and Gray and Fook, 2004:5).
Adams (1999:37) maintains that White
ideologies are characterised by issues of
class and social exclusion (p.86). Battiste and
Youngblood-Henderson (2000) argue that
Eurocentrism dominated and repressed the
general consciousness of indigenous North
Americans and encouraged the need for
dialogue towards systemic decolonisation.
Alkebulan (2007) opine that there is ongoing
exclusion of African knowledge and value
systems. Eurocentrism continues to influence
social work practice despite the diverse
ethnicities and race that its service users and
practitioners belong to. Bent-Goodley et al
(2017) maintain that Afrocentricity predates
Western knowledge and civilization and should
be viewed to be a feasible theory in social
work practice. In challenging the Eurocentric
nature of modern day social work Gray et al
(2013) suggests that only the decolonisation
of social work will allow indigenous knowledge
and methods to emerge.

Zimbabwean social workers recruited from
their home country reported what has been
described as ‘Black on Black racism’ (Vasta
and Kandilige, 2010) by their Afro-Caribbean
colleagues. Tinawo (2015) suggests that such
behaviours may occur because the dominant
group in some way does not consider itself
as Black except when they feel they are
being discriminated against because of
their phenotype. In other studies Black and
minority ethnic social workers felt unsupported
by unfriendly and discriminatory policies
(Walsh et al, 2009 and Fouche et al, 2015),
often ‘hopelessly isolated, misunderstood
and at times snubbed Tinarwo, 2015:713).
South African practitioners working in
the UK reported a number of problems in
accessing resources, motivation for increased
professional development. The main
challenges they experienced were isolation,
bureaucratic and stifling work structures,
lack of access to social, cultural and spiritual
supports and the climate. On a more positive
note, Mbarushimana and Robbins (2015)

Social work education
Given these problems it is not surprising
that there have been increasing calls for the
integration of Black perspectives’ agenda
in social work education and practice as
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a way of challenging hegemony of white
European and colonial social work theory,
framework and principles (Fanon, 1970;
Bernard et al, 2103). Aa an early example
Stubbs (1985) calls for African philosophy to
be included in consideration of social work
curriculum as obtained in Howard University,
a predominantly Black Ivy league university in
the USA. These critiques are well developed
in the literature (Daniels, 2001; Bowie, 2011;
Adams, 1999; Battiste and YoungbloodHenderson, 2000 and Alkebulan, 2007). As a
globally practiced profession by diverse ethnic
groups, locating Black perspectives and more
so. indigenous approaches within anti-racist
and anti-oppressive social work education
and practice have the potential to challenge
white distortions of Black experience (Ahmad,
1990). As Das and Anand (2016:21) argue,
‘postmodernism and post-colonial theory
have helped challenge the universalism of
British and European social work methods
and interventions based on Eurocentric
assumptions.

how Black social work practitioners and
students reported more racism experiences
at institutional and inter-personal levels when
compared to their white counterparts (Brown
and Brown; 1997; Hussein et, al 2011; Bernard
et al, 2015 and Mbarushimana, 2015). Channer
and Doel (2009) and Sloan et al (2013) found
that students had positive experiences where
support from a Black lecturer who valued
their African perspectives enhanced their
learning experience. Retrospective accounts
of experience as social work students revealed
relative lack of progression (Bernard et al,
2014; Hillen and Levy, 2015), perception of
marginalisation and experiences of having
to work harder compared to their white
colleagues (Mbarushimana, 2015). Cropper
(2000) found that Black students often have
negative experiences despite the responsibility
of the institutions to ensure ‘unlawful
discrimination on the grounds of race, sex
or disability’ (p. 598). The paper goes on to
highlight how mentoring brings about positive
change and outcomes.

Within the last two decades the experiences
of BME students in predominantly White
institutions have featured in literature, mostly
in the UK where respondents often talked
about being marginalised and challenged by
the Eurocentric curriculum, and feelings of
segregation, isolation and low self-esteem
(Brown and Brown, 1997; Naidoo and Kasiram,
2006), alongside more ‘subtle manifestations
of marginalisation’ (Bernard et al, 2014:1934).
Though Black students had clear expectations
of demands of the training, they experienced
challenges such as not receiving support to
attend continuous professional development
training (Channer and Doel 2009). Newly
qualified BME practitioners were found to
carry same caseload as senior colleagues on
the team. A number of studies have indicated

Social and spiritual capital
The literature points to the fact that Black
social workers often sought support from
one another outside the work environments
and that Black social workers’ associations
groups emerged in some instances (Hillen
and Levy, 2015 and Ferns, 1987). These
associations appear to have provided advice
and encouragement to address individual and
group-based discrimination that they were
experiencing; one coping mechanism was
to advocate for anti-discriminatory policies.
Some social workers benefited from the
strengthening of social networks outside
the office which in turn helped them access
resources and other supports (Tinarwo, 2015).
For some, religious beliefs and a sense of
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spirituality were protective factors (Beagan
et al, 2012). Tinarwo’s (2015) explorative
qualitative study of 24 Zimbabwean social
workers revealed a link between social
integration and citizenship and how the
participants used social capital gained to
access social resources. Some of the women
social workers in the study reported that
spirituality helped them to distract them from
worrying about the difficulties they were
experiencing in work. One of the limitations
of this study is that it focused on only one
community of Africans. Although Black social
workers’ support groups emerged in the
UK because many felt they were not well
supported by the trade unions (Ferns, 1987) it
is not clear how what status such groups were
given by organisations.

Conclusion: Implications for future
social work practice in Ireland
There is an increasing recognition of the
international nature of social work practice
and its importance in meeting the needs of
vulnerable and disadvantaged clients across
the globe. From this review of literature, it
would appear that, intentionally or otherwise,
the profession tends not to deal with the
factors that contribute to racism (McMahon
and Allen-Meares, 1992). This may be due to
the non-universal Eurocentric ideologies that
underpin much of social work education and
practice which generally discount alternative
and indigenous knowledge base. Increasing
numbers of Black social work students are
studying in Irish institutions and are thus
becoming more visible in the workforce. What
changes, if any, to social work policy and
practice, are needed to enable Black social
workers to carry out their professional roles is
a question that needs to be asked.

These issues are pressing for the Irish social
work community.
To date little research has been carried
out about this phenomenon. The review of
literature described above will be used to
inform research questions and the research
methodology to be used in the prospective
doctoral study of Black social work
practitioners, social work educators and social
work managers in Ireland. Recruitment for the
study has not commenced but if anyone would
like more details the author can be contacted
at oluromade.olusa@ucdconnect.ie.
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Abstract
The importance of practice teaching as a
central pedagogy of social work education is
discussed by authors such as Bogo (2005),
Wayne et al (2010) and Lefevre (2005).
However, there is an absence of research
exploring the experiences of fieldwork
educators from an Irish perspective. In
this paper, the challenges of Dublin-based
fieldwork educators are explored. Qualitative
interviews with 8 participants analyse how their
organisational settings, and their relationship
with the universities impact, on their practice
teaching role. The Dublin-based participants
were selected from a range of different
social work organisations and had varying
experiences of their practice teaching roles.
Data from the study is analysed in terms of
how the experiences of the practice teachers

are representative of the international research
on fieldwork education.
Keywords: Fieldwork Education, Practice
Teachers, Social Work
Practice Teaching: The International
Context
There is a theme within the international
literature that practice teaching as a learning
activity has progressed and developed
significantly since the 1970’s. There is also a
sense within the literature that the important
place of practice teaching within social work
education has been eroded somewhat over
the last 20 years by a range of competing
priorities. In exploring early definitions
of practice teaching from a Canadian
perspective, Wayne et al (2010) observe that,
in the 1970’s, these were originally based on
an apprenticeship model in which the student
learns to practice the profession by being
supervised by an ‘expert’ practitioner. Lefevre
(2005) traces early examples of practice
teaching in the UK and concurs that the idea
of practice teachers as ‘expert’ also prevailed
there. She asserts that during the 1970’s in
the UK, there was a development of a more
collaborative relationship between practice
teacher and student around role transactions
and tasks, and there was less of an emphasis
on emotional experiences and relationship
dynamics.
Bellinger (2010), in her review of social work
field education in the UK over the last number
of decades, identifies the early 1990’s as a
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very progressive time. She advises that there
was the development of excellence in practice
teaching in the guise of the ‘Practice Teaching
Award’ (PTA) around this time. The PTA was
developed in partnership between the UK’s
Higher Educational Institutes (HEIs) and social
work agencies. The PTA promoted evidencebased competency for practice teachers, and
brought with it financial resources for PTA
accredited social work agencies to be able
to employ teaching and administrative staff.
She reflects that, as a positive consequence
of such innovation, practice teaching in
the UK became a recognised teaching and
assessment activity of equal value to collegebased education.
However, over the last 2 decades in the UK,
Bellinger (2010) observes that there has been
a distinct erosion of the role and importance
of practice teaching. She traces this erosion
to social work agencies having an increased
role in the development of education curricula
and in assessment, a position that HEIs
previously occupied. Bellinger explains that
this is a consequence of the deregulation and
increased privatisation of social services in
the UK, and it means that social work as a
profession is being increasingly defined by
statutory employers in vocational, technical
and managerial terms. Bogo (2005) traces
similar developments within the Canadian
experience of practice teaching.
From a Northern Ireland perspective, Wilson
et al (2008:37) document that practice
teaching has long benefitted from having a
centralised but regionally managed ‘agency
obligation’ system of practice teaching
provision. Evidence of well-co-ordinated and
established mechanisms for the delivery of
practice teaching within Northern Ireland can
be found in the ‘Northern Ireland Degree in

Social Work Partnership’ (2003). The Northern
Ireland Social Care Council (NISCC) asserts
the purpose of the partnership in terms
of formalising associations between the
universities and employing agencies – both
in the statutory and voluntary sectors. As
part of the NISCC’s ‘Degree in Social Work:
A Regional Strategy for Practice Learning
in Northern Ireland’ (2010) provides further
evidence of well-established mechanisms
for the co-ordination of practice placements
through Northern Ireland (NISC, 2010). The
strategy, which contains both academic and
employer partners, is aimed at securing a
sustainable supply of high-quality practice
placements in Northern Ireland. Employer
organisations are funded annually for their
support of practice teaching and they must
meet quality standards as set by the NISCC.
While there is a dearth of literature on practice
teaching in the Republic of Ireland, Wilson
et al (2008: 37) comment that relationships
between the universities and organisations
are much less formal than in Northern Ireland.
They assert that practice teachers in the
Republic of Ireland have total autonomy
over how many placements they provide.
Halton et al (2014: 17) contextualise that the
growing neoliberalism that was evident in
other countries such as the UK, Canada and
Australia has also had a significant effect on
the provision of both social work and social
work education within the Republic of Ireland
in recent decades. Referring to the banking
crisis in 2008, Halton et al explain that this led
the way for very deep cuts in public services
at a time when there was already a high level
of poverty. Halton et al (2014) argue that social
work education could be viewed as being
shaped by neoliberal or managerialist policies
given its increased emphasis on developing a
functional competency approach to learning.
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Thus, it is evident that social workers and
social work field educators in Ireland are
employed in a very challenging environment
of growing managerialism which echoes
contemporary experiences in the UK, Canada
and elsewhere.
In order to further contextualise the experience
of Irish practice teachers, it is necessary to
refer to the regulatory structure in which social
workers operate in Ireland since professional
registration was introduced in 2013. As the
body charged with regulating a range of
health and social care professions including
social work in the Republic of Ireland, CORU
(2015) in its ‘Standard and Requirements
for Continuing Professional Development’
specified that from 31st May 2015 all social
wok registrants must evidence a range of
continuous professional development (CPD)
activities on an ongoing basis. Of particular
relevance to social workers’ engagement
in practice teaching is that involvement in
practice education was exemplified as an
appropriate learning activity that could form
part of the Social Worker’s CPD folder. In 2017
CORU deferred their mandatory audit process
pending a review of their CPD Standards
and Requirements and monitoring process.
Following completion of the first CPD cycle
on 31st May 2017, CORU (2018) conducted
audit of 115 CPD portfolios of which only 49%
met their CPD requirements. This is suggestive
of a need for CORU’s CPD process to be
further embedded in order to support social
workers engagement in practice teaching as
an important learning activity.
Methodology
This study uses an Interpretative
Phenomenological Approach (IPA) which
Smith (2004) explains is phenomenological
and relates to individual perceptions of events.

The participants of this study were invited to
share their view of the role, responsibilities
and challenges of being practice teachers.
The theoretical framework that underpins this
study is social constructivism. Teater (2010)
explains that social constructivism explores
how an individual’s reality is constructed in the
social context of their interaction with others.
An important aspect of this dissertation is
exploring how the social context and culture
within a social work agency can affect the
participant’s practice teaching role. Qualitative
research methods were undertaken for this
study in the carrying out of 8 semi-structured
interviews with practice teachers who were
employed in child and family (CF), primary care
(PC), medical (MSW), and adult mental health
(AMH) social work settings. This paper aims
to explore the challenges that impact on the
participants sustained involvement in social
work fieldwork education.
Meeting the Needs of Social Work Students
This study supports the view that practice
teaching brings with it a high level of
responsibility. The majority of the participants
of this study strongly felt the need to try to
balance competing priorities in order to be
able to meet their practice teaching and their
already substantial work commitments. The
challenge of this dual role was very apparent
for the participants, yet did not feature within
the literature around practice teaching.
I think for my first student…for the first
two or three weeks…I found it incredibly
challenging trying to find time to do my
work, to support her and assist her, and just
carry out all my duties of social work, while
trying to balance it all (medical social work
participant (MSW2).
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In the literature around the practice teacher’s
assessment process, Bogo (2005) points to the
importance of practice teachers committing
to regular supervision sessions. The findings
of this study are indicative of variance or a
level of inconsistency in relation to both how
the participants structure their supervision
sessions with students, and the frequency of
supervision sessions. A participant employed
in child and family services discussed how her
heavy workload prevented her from providing
weekly supervision. She also questioned the
need for the student to have supervision every
week of the placement:

An important challenge that emerged in
this study centred around the participants’
attempts to meet the individual needs of
their students. Some participants discussed
being challenged by the phenomena of the
‘arrogant’, the ‘over-confident’ or the ‘coasting’
student. The participants explained:
…there were times when you got the sense
that she was coasting a little bit. With
that… We looked at other potential areas
of learning for her. For future students
I would bring it back to learning goals,
competencies, practice and frame it more
generally (PC2).

The college asks for weekly supervision,
and I certainly wasn’t able to make the time
for it. I know the placements are short, but I
really don’t know what I am supposed to be
observing every week in supervision. Is that
not something that could be captured in a
more informal way every week? (CF2)
Half of the participants of this study referred
to using the Morrison model of supervision,
while a number of the participants discussed
using the Kolb Learning Cycle during
supervision sessions. The idea that practice
teachers can have very different approaches
to their practice teaching role is illustrated by
Wayne et al (2010). They explain that practice
teachers do not have a common view of how
to share their knowledge, and they assert that
practice teachers vary significantly in their use
of written materials and supervisory formats.
They also argue that inconsistency around
placement structure and delivery can lead to
feelings of increased vulnerability amongst
students. Lefevre (2005) discusses the
importance of practice teachers adequately
structuring the learning environment for
their student, and she identifies good quality
supervision as an important part of this
structure

It was almost like a bold school child, trying
to get away with as little as possible…I was
really surprised when that became clear,
and that was extremely stressful because
my nature is to try and see the good in
everybody. So, I had to challenge him
around all of that... (AMH2)
There was a clear theme within the study
that each fieldwork placement is highly
individualised in terms of the practice teacher–
student relationship, and that interpersonal
issues can arise within this relationship. The
participants of this study had strongly held
beliefs that any concerns in relation to their
students’ abilities or behaviour should be
addressed by them as early as possible.
There was also a theme that clear and concise
feedback from the practice teacher must
be communicated throughout the fieldwork
placement. Within the literature, discussions
around meeting the individual needs of
students are somewhat more nuanced
and centre on balancing a delicate mix of
teaching and reflection on the part of the
practice teacher. Davys and Beddoe (2009)
refer to the importance of practice teachers
balancing the didactic process of teaching
109

with the facilitation of students’ reflection.
For Butler (1996), this tension is referred to
as a ‘dependency–autonomy continuum’. He
explains that as social work students grow
in confidence, particularly in subsequent
placements, the teaching and facilitation
aspects of practice teaching should be more
equally weighted. Within the study, there was
a notable absence of discussions around what
Bogo et al (2013) refer to as the development
of student meta-competencies which they
explain as higher order and overarching
qualities of a conceptual, self-reflective or
professional nature. Instead, the participants
discussed their students’ development during
the placement in a more personal way:
…and then there’s usually another point
where I can see the shift in the student and
see how they’re learning and how they’re
developing…and it’s great to see (AMH2).
A further theme relating to meeting the
individualised needs of students that arose
strongly within the literature, and was absent
from the findings, was that of managing
student anxiety. None of the participants,
even those who experienced a failed student,
discussed the possible role of student anxiety
in contributing to placement difficulties.
Davys and Beddoe (2009) discuss possible
sources of student anxiety in terms of possible
worry around the assessment process, or a
perceived lack of life experience. Bogo et al
(2013) assert that the management of student
anxiety is a central theme for both academic
and field educators. They recommend that
practice teachers need to consider ways in
which emotional self-regulation in students
can be encouraged, and they suggest the use
of ‘mindfulness’ as a possible technique for
helping manage student anxiety.

Practice Teachers and Social Work
Organisations
The organisational setting in which fieldwork
placements took place, had a very significant
bearing on the ability of the participants of
this study both to provide and to continue
to provide student placements. Half of
the participants indicated that there were
inadequate student facilities in their agencies
to adequately support student placements. For
a number of the participants, a chronic lack of
student facilities precluded them from taking
students at that time:
Literally there isn’t space for me to take a
student now. There’s no desk…I would like
to think that a student could have a desk
and a phone...I had to give my student an
old mobile phone in order to contact her. I
bought them credit out of my own money…
This was so someone could ring her on a
direct line. (PC2).
…it’s very ad-hoc…there’s no dedicated
computer or desk – in terms of the
organisation supporting a student, it’s a
zero! (AMH2).
The participants of this study who were
employed in child and family services,
identified high levels of stress which the
participants linked to very high caseloads and
chronically under-resourced service provision.
This led to difficulty in finding time to supervise
their students due to workload issues, and

difficulty around having the capacity to meet
the individual needs of students who may
be experiencing difficulties on placement. All
these issues led to a high level of ambivalence
for the participants around their future ability to
practice teach. The 2 participants explained:
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The increased pressures of work make me
less likely to take a student (child and family
participant (CF1).
...It also takes away from my belief in
inducting a student into such a service
because it’s not a great place to work (CF2).
Such experiences of contemporary child
protection and welfare work are documented
widely in the literature. From a UK perspective,
the Munro Report (2011) identified that child
protection services had become overly
bureaucratised and less client centred in
recent decades. As a consequence, there was
an absence of a learning culture for social
workers, less therapeutic work being carried
out with service users, and a tendency for
undue focus on trying to find professional error
rather than trying to source the causes of such
errors. Domestically, Burns (2011) comments
that social work retention rates within the Irish
child protection and welfare services are a
‘perennial issue’. He explains that, similar to
the UK experience, the increased scrutiny of
social workers as a result of high-profile child
abuse inquiries has made it a very challenging
work environment. Thus, the literature supports
the views of the child and family participants
who described endeavouring to sustain
themselves in highly stressful positions. For
these participants, their substantive challenges
were only made more stressful with the added
commitment of practice teaching.
Practice Teachers and the Universities
This study found that the importance of the
relationship between practice teachers and
the universities came into sharp focus where a
student is perceived to be failing a placement.
There was a strong sense amongst the
participants that recommending that a student
fail their fieldwork placement can be hugely

challenging and very distressing for both the
student and practice teacher. Participants
spoke of the vital importance of practice
teachers being supported in coming to the
difficult decision by both their colleagues
and the universities. A medical social worker
explained:
…if they don’t meet those expectations,
it’s having the confidence and expertise
with the support of the college and your
colleagues and your department to be able
to say no…the student may have failed the
placement for whatever reason (medical
social work participant (MSW1)
A strong theme that emerged for two of the
participants who had experienced having a
student who failed was the perception that
university tutors can be very reluctant to
fail social work students. The participants
discussed feeling undermined, unsupported
by the tutor or feeling that the tutor took the
student failure as a personal failure. For a
participant, not having her fail recommendation
supported by the university tutor has had a
lasting effect:
…it was my first student, so I went with
the college recommendation, and, in
hindsight and ever since, I’ve regretted that
decision…(AMH1).
This ‘failure to fail’ phenomenon, as identified
by the participants, is discussed in the
literature by Finch and Taylor (2013), Finch
(2014) and Shapton (2007). Finch and Taylor
explain that there is a dearth of international
research around the nature of the very low
failure rates of social work students, which
were approximately 2.5% in the UK between
2008 and 2009. They point to a deficiency
in the universities’ definitions of what were
minimum standards of practice.
111

The literature concurs with the often highly
emotive nature of fieldwork placement
failure. Finch and Taylor’s (2013) qualitative
research with practice teachers highlighted
an intense and emotional experience with
respondents of their research displaying
uncomfortable feelings towards their failing
students which could obscure the assessment
process. In Burgess et al’s (1998) qualitative
research with social work students who had
failed placements, many reported feeling
traumatised by the failure, and there were
consistent feelings of being treated unfairly
by their practice teachers. Personality
clashes between student and practice
teacher were also cited as an important factor
which contributes towards the placement
breakdown. Although some of the participants
discussed behavioural challenges on the
part of their students, none referred to the
possibility of personality clashes between
student and practice teacher as a contributing
factor. The literature provides a more balanced
perspective on fieldwork placement failure,
with Dove and Skinner’s (2010) research of
failed placements being highly critical of the
lack of learning opportunities afforded by
some placements.

decision making around arriving at a fail
recommendation. In the study, there was
an absence of discussion on the part of
participants around CORU’s proficiencies.
This is suggestive of possible needs aimed to
further embed CORU’s practice requirements
into their placement opportunities

Some of the participants expressed an
awareness that they, as practice teachers,
needed to identify an adequate caseload
or adequate learning opportunities for their
students. CORU’s (2014) ‘Standards of
Proficiency and Practice Placement Criteria’
serves as an important assessment tool
through which decisions around suitability to
practice can be evidenced. The requirements
for social work students to demonstrate
proficiency in core areas such as ‘professional
autonomy and accountability’ and ‘personal
and professional development’ allow
practice teachers to fully evidence their

The literature largely supports the participants’
views, with Finch (2014: 4) asserting that
there is a dearth of research into what is, or
should be, the university tutor’s role. Shapton
(2007: 52) amplifies the complexities of the
role in terms of trying to maintain university
pass rates, and supporting both the practice
teacher and student in times of disagreement.

There was a strong perception amongst the
participants of the study that the university
tutor’s role can be somewhat inconsistent
in terms of their engagement with the
practice teachers and students. Participants
discussed a high level of variance in terms
of tutors’ preparation for tripartite meetings,
their theoretical approach and their general
availability to the student or practice teacher
when needed.
I’ve had some practice tutors who’ve been
very methodical and wanting copies of
personal effectiveness webs and process
recordings before the mid-placement.... I’ve
had others that just rock up, and, once they
hear things are fine, they’re gone again, so
it’s a mixed bag…so, it’s just, when things
are working well, it’s fine (medical social
work participant (MSW1)

Conclusion
This paper has outlined the significant
challenges for practice teachers associated
with managing the dual commitments of
their social work and practice teaching
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roles. The organisational setting had an
important bearing on their ability to consider
practice teaching in the future. The findings
indicated a mixed experience, both positive
and negative, in terms of the participants’
engagement with the universities. Some of
the participants expressed concern around
perceived inconsistencies in the university
tutor’s role or the suggestion that there was
a reluctance on the part of the universities to
fail students. Such concerns came into focus
when placement difficulties arose and the
student was deemed to be in danger of failing
the placement. For the participants employed
in child and family services, the findings raised
wider concerns in relation to the occupational
stress that many social workers in such
settings find themselves under. For these
participants, high levels of stress had led to
a level of ambivalence around their ability to
provide fieldwork placements in the future.

Recommendations
This study has highlighted the need for there
to be a considerably greater commitment
amongst social work agencies towards
supporting fieldwork placements. This support
should include adequate student facilities
within agencies, and agency policies which
formalise their commitment to practice
teaching. The need for universities to have a
more prominent role in the support of fieldwork
placements is supported by the findings of
this study. This should include an increased
emphasis on consistency in the university
tutor’s role, more involvement in assessing
fieldwork educators’ suitability to practice
on an ongoing basis, and greater support of
postgraduate education aimed at enhancing
proficiency in practice teaching. CORU needs
to further embed the continuous professional
development and audit requirements for

social workers and in doing so to adequately
recognise the significant commitment made by
practice teachers towards the regeneration of
the social work profession.
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Abstract
Self-care is considered a core essential
component of social work practice (NASW,
August 2008). According to Lopez (2007),
self-care is critical to preventing, addressing,
& coping with the natural, yet unwanted,
consequences of helping. Self-care is often
“the overlooked core competency” in social
work (Jackson, 2015). “I feel burned out
from my work”. In a recent study by Paula
McFadden (2015) which considered responses
from 1,359 social work participants in the UK
working across all areas of social work, half of
all respondents said they felt this way once a
week or more, while a further 19% said they
felt this way a few times a month. Furthermore,
91% of respondents had either high or
moderate levels of emotional exhaustion.
How often do we or the organisations we work
for give it fair consideration? Have you ever
been asked about self-care in an interview?
Is it something that is raised at a team level
by your colleagues or manager? Does your
practice teacher or supervisor suggest it as
an agenda item for your supervision? Do you?
Copeland Wellness Recovery Action Planning
model template as a self-care tool to support
social workers in improving their self-care
practice.
This paper will consider why the concept of
self-care is core to social work practice. It will
review the components of the self and propose
the Copeland Wellness Recovery Action
Planning model template as a self-care tool to
support social workers in improving their selfcare practice.
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Self-Care – The How To
The process of self-care is as unique and
individual as we are ourselves. It is about
the simple daily habits that we engage in on

a regular basis to manage and improve our
health and well-being. A self-care moment
can be simply that – a moment. Put simply,
self-care is about the ways we show up on our
own behalf to care for, nourish, & replenish the
self, while also actively working to reduce &
heal stress effects (Monk, 2011). Self-care is
learning to self soothe or calm our emotional
and physical distress (Meineke, 2010). Basic
self-care addresses our physical, mental and
emotional needs while advanced self-care
involves going beyond survival and learning
what happiness, joy and purpose mean for you
in your life (Jackson, 2015). Self-care is about
self-awareness, self-regulation and balance
across all aspects of the self (Baker, 2003).
First, we must get to know ourselves better by
listening, without judgement, to our bodies,
mind, our heart and spirit and by observing our
actions. One simple way to begin this process
is by regularly reflecting on and completing a
self-care assessment.
Self-Care is a part of life. We do it every
day. Often, we do it without noticing. Other
times our bodies, our thoughts, our emotions
and our behaviours remind us that we are
forgetting about us. Sometimes too a friend, a
colleague or a family member might notice we
are neglecting ‘the me’ in all of us.
Often in the busy world that is our lives
today, we are so focused on others – on our

kids’ needs, on our friend’s latest new toy,
on achieving the goals set by our parents,
on caring for a sick relative, on our bosses’
demands. We are so focused on ‘doing’
that we often forget to just ‘be’. We are so
focused on doing for ourselves and others
that we often forget about ‘the we who do’.
Just as on an aeroplane we are told to put
on our own oxygen mask before that of a
child or person we are caring for, in life too,
sometimes we need to focus on ourselves
in order to sustain our ability to care for and
respond to others. Just as a firefighter would
not run into a burning building without his
protective clothing, we too often need to put
on our ‘clothing’ to protect us from the daily
stresses and strains of life. In daily life, we are
the tools of our trade, the trade of living – our
bodies, our minds, our hearts, our spirit, our
relationships – and we need to learn to protect
and nurture these tools.
Sometimes too we are so focused on one
aspect of our lives or one aspect of the self
that we neglect or simply forget about others.
It is only when we stop and be, when we slow
down and breathe, when we take stock and
check in with ourselves, when we notice...
It is only then that we become self-aware
and we begin to listen to what our body, our
mind, our heart, our behaviours, our spirit,
our connections are trying to tell us… we
begin to notice the responses that our bodies,
our minds, our hearts are having to the daily
activities of our lives and we begin to focus on
the balance in our lives.
The Unknown ‘Self’
So, what is ‘the self’? What does it mean
to you? When you think of your ‘self’, what
springs to mind? Is it individual to you? Who
controls yourself? Do you know yourself?
Have you ever stopped to get to know it?
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How often do we listen to ourselves? … really
listen...? Self-care is a multi-dimensional
approach to care (Monk, 2011). So, what are
the components or various aspects of the
self? Take a moment to consider what your
self means to you. It is yours! You should get
to know it!

Dimensions of the Self –
Exploring Balance
Body
Emotion

Mind

Spirit

Other?
Work

So, when we think of each of these different
parts of ourselves individually what springs
to mind? What does it mean to care for the
different parts of our body? How do we care
for our hearts? How do we feed our spirit?
What do we need to do in order to survive?
What can we do to go beyond surviving? What
does it mean to live?
It can be useful to complete a self-care
assessment as a reflection exercise every
6 months to a year. There are various tools
that can be used for this such as the SPARK
tool recently developed by Burns et. al (2018)
in UCC. Using evidence informed prompts,
the SPARK tool is a self-reflective tool that
practitioners can use to support them to
identify their self-care needs. The SPARK
tool reminds practitioners of the important
of kindness and compassion towards both
ourselves and others in maintain our wellbeing.
The following is a self-care assessment
template which may assist in triggering your
reflections and identifying areas you may be
neglecting.
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Source: Transforming the Pain: A Workbook
on Vicarious Traumatization. Saakvitne,
Pearlman & Staff of TSI/CAAP (Norton, 1996)
So, what is Self-Care?
What does self-care mean for you? You are
the expert on your life and the process of
self-care is as unique and individual as we
are ourselves. What are your needs? Contrary
to what you might think self-care is not

about spending lots of money on spa trips
and expensive pampering. Similarly, it is not
something that requires you to take a lot of
time out of your already busy schedule. It is
more about the simple daily habits that we
engage in on a regular basis to manage and
improve our health and well-being. A self care
moment can be simply that – a moment or
it can be longer. It is about figuring out what
works for you in your life. It is about striving for
balance in your life.
If we try to define it, put simply, self-care is
about the ways we show up on our own behalf
to care for, nourish, & replenish the Self, while
also actively working to reduce & heal stress
effects (Monk, 2011). When we care for our
selves, we chose coping behaviours that
balance the effects of emotional and physical
stressors in our lives... Essential to self-care is
learning to self soothe or calm our emotional
and physical distress (Meineke, 2010)
Jackson (2014) speaks of basic self-care as
being when we meet our physical, mental and
emotional needs. Often, we go about our daily
lives on auto-pilot, pushing ourselves and not
noticing how we are really feeling. When was
the last time you noticed how your body was
feeling? Not just when you are feeling tired
or full or have an ache... But how your body
is feeling right now, while you are standing
or sitting or lying down… When was the last

time you checked in with your body whilst in
the car driving? Have you noticed how your
body is during work or when you are carrying
your shopping home or playing with your
children? Do you pay attention to when body
is saying ‘slow down’? Do you fuel your body
with adequate nutrition? Do you get enough
sleep at night? Do you know when to say no?
Do you exercise? Have you allowed others to
support you when needed? Jackson refers to
advanced self-care as going beyond survival
and healing and learning what happiness, joy
and purpose mean for you in your life.
Don’t forget, self-care is something which we
should aim to prioritise as part of our daily
lives. It works best when it is a lifestyle and
not something that we just do as a response
to a particular event or when we are feeling
stressed. Self-care is key to preventing stress.
Self-care is what we feed our bodies, our
souls, our hearts, our minds on a daily basis in
order to live life to the fullest.
So how do we ‘self-care’? To begin, self-care
is the combination of three processes:
1.

Self-awareness, i.e., getting to know
your-self. It means getting to know
your likes, your dislikes, your needs,
your feelings, your motives, your
dreams. It means taking time out to
listen to what your Self is telling you. It
means paying attention to your body,
your thoughts, your emotions, and your
behaviours.

2.

Self-regulation and setting boundaries.
This means being able to say no and
being able to follow through on goals
that you set.

3.

Balancing the connections we have
between the various aspects of the
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self, others, & the larger community
(Baker, 2003)
Balancing the Self
Physical Self-Care
The physical self is “to move, live and breathe”
(Monk, 2011). There are the immediate ideas
that might come to you when you think of
physical self-care such as regular healthy
nutritious meals, GP check-ups, exercise and
massages. But what about taking time out
and space to be alone to allow your body
to recharge and catch up with itself? Have
you considered exercising outside instead of
indoors? Have you tried combining exercise
with fun, perhaps trying a new activity with a
friend? What about de-cluttering your room
or work environment to give you a feeling
of space and manageability? What about
taking time out from our phones, computers,
Twitter, the television, the news? Do you
get enough sleep at least half of the week?
Do you drink enough water during the day
or is that tiredness you are feeling a result
of dehydration? What about taking time to
be sexual with yourself or your partner? Or
practising deep breathing or stretches whilst at
your desk or driving. These too are all aspects
of physical self-care. Are there areas of your
physical self-care that you would like to work
on? Take a moment now to write them down.
Psychological Self-Care
The goal of the psychological self is “to learn,
think and grow” (Monk, 2011). When we
consider psychological self-care or caring
for our mind, we might automatically think
about counselling or activities we traditionally
have engaged in to de-stress. Psychological
self-care means listening to and noticing your
thoughts, feelings, beliefs, attitudes and biases

even when you are not feeling stressed.
Often these thoughts or beliefs are ingrained
in us from childhood or influenced by our
culture and pressures from others. They say
it can take 28 days to change a habit or a
thought but it can be done. Your thoughts are
yours. You can learn to control and change
your negative thoughts into more positive
thoughts that work for you. How often have
you found yourself comparing yourself to
others or thinking ‘I should be ...’, ‘I must ...’?
How often have you found yourself jumping
to conclusions before you know the full story
or assuming you know what someone else
is thinking about you? We all do it. We can
change and step one is to catch that thought
before it consumes your mind, your body
and your behaviours. Begin to listen to YOUR
thoughts and your feelings or beliefs. Begin to
challenge those that aren’t working to support
you in your daily act of living. Begin to replace
them with more positive thoughts.
Caring for your mind can mean letting go
of the thoughts or worry that is consuming
or controlling us and leading to negative
coping behaviours. It can mean recognising
the things that are outside of our control and
acknowledging our limits. Are there negative
thoughts that have been intruding on your day
today? What are they? Have you considered
‘taking these thoughts to court’? What is
the evidence for the thought and what is the
evidence against? What is your conclusion
now?
Self-care of the mind can also mean taking
back time that is yours and learning to say no.
In our busy lives it is critical that we learn to
set healthy boundaries around our time and
space both at home, in work and in your wider
community and family life. Take a moment now
to consider how you spend your time. There
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are 168 hours in one week. How do you spend
yours? How much of your time is spent on
you?
In feeding the mind, it can be good to be
curious, to allow the mind to experience
new things, to nurture creativity. Why not try
drafting a bucket list now of the top ten fun,
new things you would like to try over the next
year? What about over the next five or ten
years? Is there anything new you would like to
try in the next week or month? Remember, this
is YOUR bucket list. It can have anything you
want on it.
Emotional/ Interpersonal/ Social Self-Care
Emotional self-care means “to love, care
and be in a relationship with self and others”
(Monk, 2011).
So, what about the heart? What do we do to
take care of it? Zimmerman (2013), in writing
about connection, highlights that the happiest
people are those who learn how to reveal
themselves and establish close connections
with others. In considering self-care tips, she
suggests that we all should learn to be good
listeners; to ask for help before we hit crisis;
and to reach out to others. Aside from the
physical care aspects, what do you do to
care for your emotions and support yourself
in the relationships you have with yourself
and others? Are you good at setting clear
boundaries around your time and energy? Do
you seek out people and activities that make
you laugh, and/or are positive and inspiring?
Do you allow yourself to cry? Do you address
personal issues or do you ‘bury your head in
the sand’? Can you think of objects or places
that bring you comfort when you are feeling
down? Are you good at keeping in contact
with important people in your life or is this
something you would like to work on? Can you

accept praise and love? Go on, you deserve it!
Take a moment now to think of your five best
qualities. Maybe take note of them somewhere
so you can look back on them.
Spiritual Self-Care
In caring for the spirit, we aim “to connect with
essence, purpose and meaning” (Monk, 2011).
What about your soul? Often people think
of faith and religion when they hear spiritual
self-care. This could be what it means for you.
Could it mean anything else too? For some
it may be about meditation or mindfulness,
appreciating the ordinary, getting out into
nature, journaling, lighting a candle, noticing
the beauty of simplicity and non-material
things, or creating a sense of community
and connection. For others it may be about
singing, art, being open to not knowing,
inspirational quotes, or spending time with
children and animals. Spiritual self-care can
also be about having a purpose in life. What
is meaningful to you? For some, this may be
about contributing to or being socially active
about a cause you believe in. Take a moment
to think about what works for you in caring for
and nurturing your soul. Perhaps write down
five things that you are grateful for in life or try
writing a thank you note to someone who has
been a positive influence to you and on your
life.
Workplace/Professional Self-Care
There is a crossover between the
psychological self and the professional self
in that both aspects of the self aim “to learn,
think and grow” (Monk, 2011). What about
self-care in the workplace? This could mean
very different things for you depending on if
you are based on a building site compared to
at home or in an office or hospital for instance.
However, aside from health and safety factors
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that you may need to consider, there are many
things that crossover in caring for your wellbeing. If you are at home, perhaps with young
children, do you get out of the house every
day for a short walk? Do you have contact
with adults, perhaps in the playground, your
local shop or community centre? In the office,
do you make quiet uninterrupted time to
complete tasks? Do you say no when you feel
overloaded with work? Do you take breaks
and make time to socialise with co-workers?
On the building site, do you negotiate for your
needs? Do you wear sun screen even when
it is cloudy? Do you identify tasks that are
rewarding? In the hospital, do you develop a
non-trauma area of special interest?
Other Areas of Self-Care that are Personal
to You
Are there other aspects of yourself that you
might like to consider? What are the various
activities that you are involved in on a daily,
weekly, monthly or annual basis? There is
the self at home, with family, with friends.
Perhaps you are a new mother, a single father,
a brother, a sister, a husband, a girlfriend.
Perhaps you are caring for your parents or
a friend. Perhaps you work full time or part
time or are trying to find work. Maybe you are
studying. Perhaps you are travelling. Are you
part of a sports club or an active retirement
group? Have you taken on a new role in your
community, volunteering or on a committee?
How do you balance all of this? Where are you
in it all? Do you still know you? Take a moment
to think about how you would like to reclaim
the you in your life. Maybe take a deep breath,
close your eyes, continue breathing and focus
on one activity you would like to take up in
the next month. This can be a new one or an
activity you enjoyed in the past.

Developing a Self-Care Plan using WRAP
Once you have reflected on your self-care
activities and needs using the assessment
tools mentioned, the next step is to consider
developing a self-care plan. One model that
is useful in considering this is The Wellness
Recovery Action Plan (WRAP). WRAP is a selfdesigned prevention and wellness process that
anyone can use to get well, stay well and make
their life the way they want it to be (Copeland,
2009). It was developed in 1997 by a group
of people who were searching for ways to
overcome their own mental health issues and
move on to fulfilling their life dreams and goals.
It has since been used extensively with groups
ranging from veterans to individuals attempting
to better manage their weight and aims to
support them to address physical, mental and
life issues.
WRAP provides a template which this author
argues can be used by social workers as a
self-care plan to develop their self-awareness
and maintain their wellness both inside and
outside of work. It can assist social workers
to develop strategies to facilitate wellness
both within and outside the workplace. WRAP
is built on a foundation of five key concepts:
Hope, Personal Responsibility, Education,
Self-Advocacy and Support. These key
concepts are the foundation to wellness in the
workplace.
So, what is a WRAP Self Care Plan?
The following is a brief overview of what you
might consider when drafting your personal
self-care plan using WRAP tools and prompts.
The second diagram is an example of my own
self-care toolbox. I am a visual learner so the
images assist me in reflecting on areas that I
may be neglecting. Others may choose to list
these things or use their art skills to sketch the
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items in their toolbox. This is your plan so you
can choose the method and approach that
works for you.
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Conclusions and
Recommendations
Self-care and stress management work best
when they are a lifestyle and not a response
to a particular event. While considered a core
component of social work practice, self-care
is too often neglected by social workers,
their managers and supervisors and the
organisational systems within which social
workers are employed. There are various
strategies and tools available to assist social
workers reflecting on their self-care practices
and needs. WRAP is one such preventative
tool that can be used by the social worker to
become experts on their own mental health
and wellness and thus prevent, address and
cope with the unwanted consequences of
helping. Employers may reduce their sick
leave and turnover if basic WRAP training was
provided to all social workers. Further research
to evidence the model’s value to social work
self-care is required.
Sometimes we read things and for a moment
after, we reflect and think ‘Yeah. I must try
that…’ Life then takes over and those thoughts
get lost amongst the other 50,000 – 70,000
thoughts that we have in any one day.
If something has been triggered for you in
reading this article, then maybe consider
picking one area that you feel you have
neglected of late. Keep it simple and be
realistic. Don’t overwhelm yourself with lots
of new goals at once. Pick one thing that you
would like to change and be specific about
how you are going to make that change.
Consider the where, what, when and why
of it all. What might stop you from making
that change? How can you overcome that
barrier? What or who might help you make
the change? Set yourself a timeframe. By

when will you have made the change? Do you
need to break it down into smaller steps that
together will help you achieve your goal? How
will you know that you have made the change?
How will you remind yourself to practice
self care? So, begin… What do you want to
change so that you can live a fuller happier life
and better manage the daily stresses you face
in your work?
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BOOK REVIEW: THE SOCIAL WORKER’S PRACTICE MANUAL
Author: Neil Thompson
Publishers: Avenue Media Solutions (2018).
It looks like Neil Thompson’s latest book ‘The
Social Worker’s Practice Manual’ invites the
reader to come into the house of social work
practice, choose a room and sit down for
a while. It focuses on the practice of social
work, covering topics such as; attitudes and
values, reflective practice, equality, diversity,
social justice, report writing, record keeping
and a whole lot more. As a teaching and
learning resource there is no doubt that
whatever practice domain you are interested
in, Thompson has creatively explored the area,
presented the approach and offered direction.
It is a fundamental book not only for those
beginning their training and placements but
also for social workers already professionally
qualified, offering an invitation to revisit and
assess current practices.
The chapters on Managing Conflict and
Handling Criticism are particularly noteworthy.
Thompson explains the differences between
e.g. conflict and hostility, the positive potential
of conflict and offers a Four Levels perspective
(P.199) He further explores the minefield of
criticism, suggesting that social work and
social workers need to try and see criticism
through a balanced lens, understanding where
it comes from and furthermore its potential
effect on the worker. The media are obviously
mentioned in this chapter but it is the short
piece on ‘Complaints’ that is a worthwhile
inclusion, something not often covered in
contemporary social work texts.
In all, the Tips and Key Points throughout
this book keep the reader engaged, focused
and interested. Neill Thompson is indeed a
‘National Treasure’ when it comes to writing

about social work. There is no debating his
intelligence, commitment and in this book
in particular, his creativity in making the text
accessible to all levels of social work training,
BSW and MSW students.
Thompson is honest but somewhat modest in
saying that this book is not intended to or may
not ‘add to the knowledge base’ (P. 285) rather
he says it is intended to ‘provide a helpful
guide as to how to draw on aspects of that
knowledge base in actual practice’. It might
be suggested that in essence it adds to the
knowledge base because it applies the skills,
values and knowledge directly to practice.
It is the book that keeps on giving. Finishing
the main body of the text the concluding
chapters suggest further readings for the
specific individual chapters and an additional
overall reference list is also made available.
The ‘Learn with Neil’ section is somewhat
self-promotional but when you are one of the
most prolific writers in this field this insertion
is understandable. Overall Thompson gives
the impression he wants to instill confidence in
social work practitioners. He presents aspects
of practice in a practical, ‘doable’ way and he
finishes with this uplifting thought ‘‘…social
work is important which means that you are
important’ (P.286). Think about it, this might be
a tattoo worth getting!
Reviewed by Marquerita McGovern Practice
Learning Coordinator
MA Social Work Programme NUI Galway
Marguerita.mcgovern@nuigalway.ie
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CYRIL SQUIRREL FINDS OUT ABOUT LOVE
Author: Jane Evans
Publisher: Jessica Kingsley
I am reviewing Cyril Squirrel Finds Out About
Love, by Jane Evans and illustrated by Izzy
Bean.
This book is about a squirrel who sets out on a
journey with a notebook and a map to find out
what love is. He meets lots of different animals
along the way. Cyril has lots of questions
about the world around him. All the animals
he meets help him to find out what love is
and help him to discover that love takes many
different shapes and sizes.
I think this book is a good way to help children
find out what love is. This is a good book

for children aged 2 to 6 because it’s easy to
understand and the pictures are great, I love
the idea of trying to find the love heart shaped
nut on every page!!! Younger kids would enjoy
doing this.
The only thing I could think of to make it better
would be to make it a little shorter, it might
be a bit long for young children to read but
overall, I think it’s a great book and I hope
children like it as much as I did!!
Reviewed by Roxy Bettencourt (Aged 10)

Announcement: Irish Research Council-funded Project at University
College Cork A Social and Economic Analysis of Legal Services (SEALS)
used by Tusla
Please see below a link to a recently published
report ‘A Social and Economic Analysis
of Legal Services (SEALS) used by Tusla.’
Taking a multidisciplinary perspective, this
project explored Tusla’s engagement with
legal services, particularly in the contexts of
child protection and welfare, and educational
welfare services. The project examined a
range of issues relating to why and in what
contexts Tusla staff use legal services. The
project undertook a review of policy and
practice in comparator countries, with a view
to identifying best practice. An econometric
analysis was undertaken using data obtained
from Tusla relating to its legal expenditure.
A National survey of child protection and
welfare social workers and educational welfare
professionals was carried out. These were
followed by group and individual interviews

with social workers and solicitors. The project
set out not only to produce an evidence-base
to support policy making and practice, but
also to inform the development of social work
education, particularly in relation to legal
matters.
Full Report Available at: https://www.tusla.
ie/uploads/content/SEALS_Report_Full.pdf
Authors: Dr. Carmel Halton (Principal
Investigator, School of Applied Social Studies,
UCC), Dr. Aileen Murphy and Dr. Edel Walsh
(School of Economics, UCC) and Dr. Gill
Harold (Project Researcher, School of Applied
Social Studies, UCC).
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OBITUTARY:
IMELDA KEOGH
It was with great sadness that IASW learned
of the death of Imelda Keogh who died
peacefully after a long illness on 31st May
2018. Imelda was a Senior Medical Social
Worker at Mount Carmel Hospital in Dublin and
a former president and member of IASW. Since
her passing, IASW have been touched by the
many tributes that have been paid to Imelda
from her friends and colleagues.

the months since she has passed, I really miss
her. It seems strange to not have her to chat
to and seek advice from. She loved to travel
and made friends wherever she went. Imelda
gave herself 100% to everything she did and
that included friendships. She is greatly missed
by her family. Imelda was our family. She will
always be with us in our happy memories of a
wonderful loyal friend”.

Elizabeth O’ Mahony, a lifetime friend of
Imelda’s described how she grew up in
Sandymount where they both attended the
local national school. “She was an excellent
student. We went on wonderful holidays
together and with our friends. Imelda loved
to travel, especially to visit her friends Laurie
and Dave in New Zealand. Imelda was a friend
who was always ready and willing to share in
my laugher, my tears, my dreams, my failures,
my secrets and my celebrations”. Elizabeth
described Imelda as “grounded and very
happy to give advice and support. She saw
the best in everyone. She was always part of
our family and especially caring to our parents
Kay and Dick. She loved shopping and would
arrive with beautiful gift wrapped presents for
all”. Elizabeth described Imelda’s passion for
sport. She recalled in her twenties, Imelda took
up squash and was very competitive. She was
passionate about rugby. Elizabeth recalled
attending friendly and international matches
over the years. Imelda had a great knowledge
of the game and the professional players. Her
legacy was a loyal and trusted friend. Her
generosity, sharing her time, gifts and talents

Sr Mary Moloney, a member of IASW
described her as a “loyal and trusted friend.
Her generosity, sharing her time, gifts and
talent knew no bounds”. Sr Mary recalls how
Imelda took enormous pride in her long and
distinguished career in social work, which
included her representation of social work
in Ireland at the highest level, including
International events. “Her work as a Senior
Hospital Social Worker was such an important
part of Imelda’s life, a life motivated by her
unfailing and genuine concern for those she
felt privileged to serve. It was not unusual for
Imelda to exceed the normal working day as
she gave so generously to the beneficiaries of
her time, attention and first-rate care. Loyalty
and respect for the dignity of others were the
hallmark of Imelda’s gentle and professional
ways with both clients and colleagues alike.
These are the qualities that Imelda so deeply
valued and exemplified and for which she
would be glad to be remembered”. A former
colleague Gabrielle Whitty described “watching
her move through Mount Carmel Hospital
doing her job with sensitivity, caring and
gentleness but with a steely regard for the

knew no bounds.

Mary Brown described Imelda as a special
friend since school days. In Mary’s words “In

needs of the patients that she was involved
with”.
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On behalf of IASW I extend our sincere
condolences to Imelda’s sister Dorothy, and
brother Paul, sister in law Michelle, nieces
Katherina and Rachel and nephew Conor,
extended family and her wide circle of friends.
May she rest in peace.
Imelda with her good friend Liz O’Mahony (Liz
left & Imelda right)
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OBITUTARY:
BRITA WATERS
It was with great sadness that IASW learned
of the death of Brita Waters who tragically lost
her life pursuing a kayaking activity in Co Kerry
on 4th November 2018.
Brita was a member of IASW and a regular
attendee at IASW continuous professional
activity events.
Brita completed her Bachelor’s degree in
Social Studies (Social Work) from 2001 to
2005 at Trinity College Dublin. She started her
career as a Child and Family Social Worker
with the Health Service Executive (TUSLA)
in North Dublin in December 2005. Brita was
highly regarded by her work colleagues and
external professionals who described her
as a genuine child centred practitioner who
consistently demonstrated empathy and care
in her relationship with children and families.
She maintained the highest standards in social
work practice and was deeply committed to
her profession.

caring and as someone who had a natural way
with children.
Brita’s closest colleagues and friends
described her as an adventurous, kind, witty,
smart and fun person who offered compassion
but also humour when it was needed most.
On behalf of IASW I extend our sincere
condolences to Brita’s partner Martin, her
mother Triona, her brother Stephen and her
extended family and friends. Our thoughts
are also with the children and families she so
professionally, diligently and caringly worked
with. May she rest in peace.

Brita’s deep commitment to her profession
was reflected in her belief in lifelong learning.
She graduated with an MSc in Attachment
Studies from the University of Roehampton
and completed extensive psychological
training with The Family Relations Institute in
a number of validated assessment procedures
and interventions.
Brita Left Tusla in 2017 to settle in Cork
with her partner Martin. She worked as an
Independent Social Worker and Attachment

Specialist. She volunteered with ‘Make A
Wish Foundation’ where she helped change
the lives of so many young people. Her fellow
volunteers described Brita as kind, loving and
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The IASW Journal Guidelines (Updated September 2016)
These IASW Journal guidelines were updated as a means to offer additional guidance for the
Author(s), assist those in reviewing the articles (reviewers/Editor) and enhance the quality of
articles published. Part one includes the additional guidance.
The IASW Journal Committee requests
Authors to follow the guidance below.
Please include the following: Part One
1. Submission Process
All articles should be submitted by Email for
the attention of the Journal Editor. Email:
office@iasw.ie
2. The Article Title Page
The title page should include the paper title,
be concise and informative. Titles are often
used in information-retrieval systems so avoid
abbreviations
3. Author Details
Name of author(s), qualifications, author
job title, brief relevant experience and email
address

6. Conclusion
Include a short conclusion summarising your
thoughts and the importance of the article’s
findings.
7. Acknowledgement
Please acknowledge anyone who has
contributed to the process of completing the
article
8. Text
•

The article should be typed, doublespaced and in 12-point Times New
Roman font.

•

Pages should be numbered but do not
use any other automated features.

•

Numbers one to ten should be written as
words in the text, unless used as a unit
of measurement; all numbers should be
written in digits in tables and figures.

•

All numbers which start sentences should
be written in words, not digits.

•

Bold type-face should be used for
headings of sections and sub-sections
within the paper.

•

Writing should be clear, simple and direct.

•

Short sentences are preferred.

4. Abstract (Summary) and Key-Words
The page following the title page should carry
an abstract followed by a list of three to ten
key-words. The abstract, up to 150 words
should include; a short outline of the article,
the main purposes, findings and conclusions
of the article or study while emphasising what
is new or important.
5. Introduction
Include a short introduction, introducing
the reader to the topic, your motivation for
writing the article, a brief review of the existing
knowledge related to the topic and a summary
of your conclusions

9. Tables
Please submit tables as editable text and not
as images. Number any tables consecutively
in accordance with their appearance in the
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text and place any table notes below the table
body.
10. Word length
Articles should be 2,000/4,000 words in length
11. Include agreement not to publish
the complete article in any other Journal
(exception HSE Lenus, Open Access health
repository with an agreement of six months
delay: IASW will forward each published
Journal to Lenus the HSE health repository for
delayed publication)
Part Two: Publications House Style:
Harvard Referencing System
Citing references in the text
Writers’ surnames only, with year of publication
and page number, are given in brackets after
the reference.
Example
1. Reference from book
Quotes of 3 lines or less are included in
the normal flow of text and are given single
quotation marks.
And as one writer suggests ‘all living systems
have boundaries which mark them off from
their environment’. (Preston –Shoot and Agass,
1990:45)
If longer than 3 lines, then the quote is
indented and no quotation marks are used.
If you are quoting some information about
systems thinking and you want to use more
than the 3 lines of the above example it will
look like this
The metaphor of open and closed systems
can fruitfully be applied to many aspects of
human functioning, as well as to theories and

belief-systems. It can be used as a sort of
shorthand to evaluate the condition of any
human system, from individual to an entire
social or national group. For example, an
individual who is open to other people, to
new experiences and to new ideas and who
interacts productively with the environment.
(Preston-Shoot and Agass, 1990:47)
And the rest of the paragraph reads like this
back to normal format.
2. Reference from article:
‘The coming together of such and impressive
and yet diverse array of organisations for
the specific purpose was in itself an historic
landmark’ (Lorenz, 1997:11)
3. References from edited book:
‘The claim was that social workers had too
much power to intervene in family life without
being either useful or effective’. (Howe,
1996:83)
4. Bibliography
List all references in alphabetical order.
The format for listing books is as follows:
Author’s surname, first name or initials, year of
publication, title of book in italics, publisher’s
name and place of publication.
Where there are several references for one
author, list them in chronological order by
year of publications. If there are several
publications in one year distinguish them by
using a, b, c after the year.
a. For chapter in book:
Author/s surname, initials/first name, year of
publication, title of article in single quotes,
the name of the editor of the book in which it
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appears in italics, publishers name and place
of publication.
b. Article:
Author’s surname, initials/first name, year of
publication, title of chapter in quote marks, title
of journal in italics, and volume number and
page numbers for complete article.
c. Bibliography would appear as follows:
Howe, D. (1999). ‘Surface and depth in
social-work practice.’ In Parton, N(Ed), Social
Theory, Social Change and Social Work,
Routledge, London.
Lorenz, W. (1997). ‘ECSPRESS – The Thematic
Network for the Social Professions’ in Irish
Social Worker, Spring, Vol. 15 No 1, (11-12).

5. Citation in text
Please ensure that every reference cited in
the text is also present in the reference list

(and vice versa). Any references cited in the
abstract must be given in full at the end of the
abstract. Unpublished results and personal
communications are not recommended in the
reference list, but may be mentioned in the
text.
6. Web references
The full URL should be given and the date
when the reference was last accessed. Any
further information, if known (Digital Object
Identifier (DOI), author names, dates, reference
to a source publication, etc.), should also be
given. Web references can be included in the
reference list.

Preston-Shoot, M and Agass, D.
(1990). Making Sense of Social Work,
Psychodynamics’, Systems and Practice.
Macmillan, London.
It is acceptable to use the term, et al in the text
only where there are 3 or more authors. So if
Clarke, Loughran, Smith and Walsh were the
authors it could be references in the text as
(Clarke et al., 1997, 99) but full details must
appear in the bibliography.
Please do not use footnotes or terms such as
[op cit, ibid.]
Additional points
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