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1. Introduction
“The desire for professionals to relate to people on a human basis rather than a professional 
one is echoed in numerous studies … Professionals who project messages of hope have been 
found to help clients … Most have found that for professional relationships to work both 
service user and provider must actively participate in the relationship and have something to 
give that is valued.” (Brown and Kandirikirira, 2007)

In Module 1, we discussed the role of mental health workers in relation to recovery. We introduced 
various aspect of this, including the need to “be alongside” service users.

In this module, we will help you to think about ways you can constructively use your personal 
qualities and experiences to foster and support meaningful recovery. You will be encouraged to think 
about your personal values, beliefs, characteristics and qualities to bring greater self-awareness to 
your helping relationships, and you will consider the use and monitoring of self when working with 
trauma in mental health practice. 

You will be asked to look at your values, beliefs, personal experiences and characteristics. As you 
are being asked to engage in self-exploration and some self-reflective work, it is important that you 
have access to support in case you encounter any personal difficulties. Before we start, identify three 
people you could talk to if you found any of the activities personally distressing or challenging.

You also need to know you can stop or take a breather if any of this is too much for you. Talk to your 
supervisor or the facilitators if you need to take a break from the module.
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2. Increasing your self-awareness
“Overarching elements of positive relationships seemed to be that they were based on trust 
and willingness (as opposed to obligation) and were supportive, understanding, consistent, 
reciprocal and mutually beneficial … Negatively perceived relationships occurred in situations 
where individuals felt that they were not being listened to or were experiencing stigma, 
excess criticism or emotional detachment.” (Brown and Kandirikirira, 2007) 

Understanding your personal qualities
Like everybody else, people who have experienced mental health problems value opportunities to 
work with helpers who keep appropriate professional boundaries while also demonstrating personal 
warmth, sensitivity, integrity, empathy, honesty and respect. It can be frustrating and demotivating 
to work with people who hide behind organisational bureaucracy or their professional role, or who 
seem personally distant or uninterested. 

It is essential to understand something about who we are and how others might experience us if we 
are to offer constructive helping relationships. In this section, we will build on ESC(S) activities 2.11 
(your strengths and talents) and 4.2 (your personal values) to examine some of the other personal 
qualities you bring with you in your helping relationships. 

To start, we are going to go through a fairly comprehensive activity focusing on you.

 
Activity 2.1

Make responses to the following questions, then compare them to the example given below.

2. Describe your personality. 

For instance, are you: outgoing, quiet, direct, diplomatic, scatty, serious, pragmatic, idealistic, 
anxious, posh, cheerful, caring, confident, thoughtful, gregarious, analytical, competitive, 
shy, funny, down to earth? There are no “right” answers – be honest about characteristics you 
might initially think “negative”. 

1. Describe your physical characteristics.

Gender

Age

Appearance
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3. What “face” do you show to the world?

4. How might others describe you? Ask for feedback from others. 

5. Culture and environment.

Describe the key values of the culture and of the household environment you were raised in 
(for instance: honesty, openness, strong work ethic, laissez-faire, discipline, toughness, respect, 
hierarchical). 

How does this fit with what you value now?

How would you describe your current work culture or environment? What is encouraged and 
what is discouraged? 



Module 2
Realising Recovery Learning Materials

Module 2 page 40

6. Personal experiences.

Think about key experiences, good and bad, that have helped shape who you are now. This 
might include childhood experiences, family, important relationships, experiences of crisis and 
turning points. Name a few key experiences here.

7. Meaning and purpose to your life and your work.

Do you have any religious, spiritual or philosophical beliefs? Please describe them here. 

What gives your own life a sense of being meaningful? What is the driving force that helps you 
get up in the morning?

What is in this work for you? What do you gain from being involved in mental health work? 

8. What feelings do you prefer to avoid when others demonstrate them toward you?  
For example: anger, love, fear, sadness, admiration, attraction, suspicion...
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Read over your responses to the questions above. How might these personal qualities and values 
impact on service users you work with?

Now compare your responses with the example below

“I’m a quiet and thoughtful person, and I do not like confrontation because I grew up with a 
very angry father. I’m physically quite small and slight and shy away from direct eye contact. 
I have a strong, traditional Christian faith that informs all my work. 

“Potential positives: I make space for other people and do not overpower them with my own 
ideas and thoughts. I try to be diplomatic and accommodating with others and I try not to 
offend. My faith helps me appreciate human frailty and brokenness so I can engage with and 
bear people’s suffering with compassion and understanding more easily.

“Potential negatives: some people might think I’m not interested in them because I do not 
say a lot. I sometimes avoid challenging or questioning people because it’s scary for me, 
even though it might be helpful or appropriate. Sometimes I do not talk when I might have 
something useful to say. Some people might worry they are too much for me and that I can’t 
cope with them – that I might be scared of them if they were angry. I can find it difficult to 
work with people who are angry at God and I might find it difficult to feel as warmly toward 
gay and lesbian people because of my beliefs.”

Potential positives: Potential negatives:
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Activity 2.2

Consider to what degree you show and use your personal qualities in your work. To what 
degree would you try to hide or restrict them? Discuss with others why you chose to show or 
hide these different parts of yourself.
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3. Use of self in recovery focused relationships

Recovery competences for mental health workers
Schinkel and Dorrer (2007) conducted research for the Scottish Recovery Network (SRN) which 
focused on encouraging service users, carers and mental health workers to describe possible 
“recovery competencies” for mental health workers. As a result of their interviews, they were able to 
draw up a list of desirable qualities, which is paraphrased in the box below.

Desirable qualities for mental health workers (Schinkel and Dorrer, 2007).

Listening (active listening, interactive and critical listening).
Interpersonal qualities (caring, patience, humility).
Belief in and encouragement of change (positive attitude, belief that recovery is possible, 
encouragement to keep trying).
Focus on the individual (understanding they were a person before a symptom, travelling at the 
same pace as the individual, personally appropriate support).
Empathy (understanding, empathising with people from different backgrounds, realising that 
empathising is not sympathising).
Knowledge about illness, interventions and resources (knowledge about mental health, having 
clear insight into the illness).
Bringing out the person’s strengths (valuing potential, using skills to get the best out of 
people, encouraging appropriate risks).
Life experience (good life skills and experience, personal experience of recovery).
Non-judgemental attitude (being open-minded and non-judgemental).
Sense of humour.

Reading this list, you can see that the key qualities participants described as important are largely 
interpersonal and relational, and that they relate well to the 10 ESCs. 

The emphasis is more on the person of the worker and on how they interact with the service 
user than on any specific qualifications or roles. These recovery competencies rely more on our 
interpersonal expertise than our technical knowledge or interventions. They are based on our ability 
to develop relationships with service users which are both professionally supportive and personally 
engaging. As Schinkel and Dorrer (2007) put it:

“The basis for recovery oriented practice is the ability to build up respectful relationships 
with service users, in which the worker has a genuine interest in the person, sees them as an 
individual, and takes them and their experiences seriously. Only within such a relationship is 
it possible for trust to be established.” 

■

■

■

■

■

■

■

■

■

■
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Activity 2.3

Looking at the qualities listed on page 43, which of these are your particular strengths?

Which qualities could you develop and improve?

What do you need to help you develop these?
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In the following sections, we will consider ways you could develop and use your “interpersonal 
expertise” in recovery focused relationships.

Developing your interpersonal expertise

Being professional rather than behaving like “a professional”
“Helpful relationships with health care professionals comprise a re-orientation of what 
being a professional means ... that is, to develop a dedicated and mutual relationship with 
individuals and to work collaboratively on treatment plans, to have a genuine interest in, 
understanding of, and empathy for people’s situations and listen to individuals offering them 
hope as well as support.” (Brown and Kandirikirira, 2007)

As we have seen above, the view that we have to remain emotionally detached and personally 
distant to be a competent professional is not supported by the people we work with. 

Research with service users has instead described the value of relationships with professionals who 
are personally engaged, who listen to service users’ views and experiences and who engage in 
meaningful consultation. Workers who emphasise our common humanity and who have the humility 
to realise that they can learn and develop through having the opportunity to work alongside service 
users can make an enormous difference in supporting individual recovery journeys. 

Ideas of “professional distance” have, in the past, served to maintain a false “us” and “them” 
barrier between service providers and service users, sustaining the pretence that there is something 
fundamentally different about the people we work with. 

Activity 2.4
Louise has been admitted to an acute admission ward following a suicide attempt. She has a history 
of serious self-harm, including cutting and burning herself. She is very distressed at being detained 
and believes she is being punished. She feels desperately hopeless and unhappy and imagines the 
psychiatrist dislikes her. She sits quietly and appears very withdrawn in her meeting with you.

What might you want if you were in Louise’s shoes?

What is your professional role with her? What would you want to achieve if you were working 
with Louise?
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Becoming a “critical friend” to service users
Participants in the SRN research talked about the importance of workers who functioned as a “critical 
friend”. This is, as Brown and Kandirikirira (2007) describe it:

“... someone who believes in you and champions you, who lets you talk and listens to you, 
who creates a space for you to reflect, and helps you to get things under control, helping you 
make informed independent decisions at your own pace.” 

Being a “critical friend” doesn’t mean that we criticise: it is about helping service users to think 
things through in manageable chunks, using critical thinking to analyse the advantages and 
disadvantages of a course of action and looking together at alternative perspectives and ideas. 
Module 3 offers more information on working alongside service users to tackle problems.

The SRN research narrators identified that the “critical friend” role required:

“… trust, honesty and constructive dialogue between the person on the recovery journey and 
the service staff. While they were aware that they were developing professional relationships, 
narrators felt that it was particularly important to be able to trust and communicate with 
professionals, and feel comfortable with them and that professionals appeared to understand 
or empathise with what they were going through.” (Brown and Kandirikirira, 2007)

As you can see, working as a critical friend means we move away from monologue (professionals 
“talking at” or “doing to” service users) towards dialogue (listening, consulting and negotiating 
with). It is useful to think about service users as experts on their own experience, while you can 
contribute your technical expertise, information, support and encouragement.

What might encourage you to engage personally with Louise rather than creating a 
“professional distance”?

What might prevent you from wanting to do so?
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Activity 2.5 
Louise, who we introduced in Activity 2.4, was sexually abused by her older brother from infancy 
until she was in her early teens. She has not told anyone because she feels confused about her 
experiences and is scared of what her family might do if the secret gets out. She experiences 
disturbing flashbacks and feels embarrassed and uncomfortable around men. She does not like it 
when she is in hospital because people come into her room at night, and she feels awkward and 
embarrassed when male staff wear their name badges clipped to their trouser pocket, because then 
she has to look below their waist.  

Now read the Yes You Can! booklet. You can download it from:  
www.scotland.gov.uk/Publications/2008/04/07143029/13 

In what ways has your attitude to Louise changed now that you know a bit more about her 
background and history?

Now that you understand Louise’s background a bit more, how do you think she would feel 
if she came into contact with your normal working environment? What would she see, hear, 
smell, feel?

How might Louise feel if she was working with you? Which of your personal qualities and 
characteristics might make it easier for her? 

Which might make it more difficult for her?
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One approach to supporting Louise is shown below.

Jamal notices that Louise appears anxious and distracted on the ward. He approaches her 
slowly and within her eyeshot so as not to startle her. Nestling down beside her, he asks how 
she is feeling at the moment. When she says she is scared, Jamal asks if there is anything 
that might make it less scary for her. Louise has a favourite cuddly toy which gives her a 
sense of safety and security, which was left at home when she came in. Jamal asks whether it 
would be helpful to arrange for someone to bring it in with them when they next visit. In the 
meantime, he asks her what else might help. 

How might compulsory detention feel to someone who has experienced Louise’s personal 
history and past traumas?

List three things you could do to make it easier for Louise to feel comfortable.
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Focus on the individual
In the Yes You Can! booklet (Nelson and Hampson, 2008), you read about some major effects of 
sexual abuse which could bring adult survivors of abuse into contact with mental health services, 
including: 

dissociation
personality disorder
depression
suicidal thoughts and behaviour
post-traumatic stress symptoms
alcohol or drug use
self-harm. 

These presenting issues or symptoms can draw our immediate attention because of their strong 
emotional “charge” or their potentially harmful consequences for service users and others around 
them. Like many other people who use health services, however, survivors of abuse and neglect can 
find it frustrating when workers only engage with them as carriers of “symptoms” or problematic 
behaviours that need to be addressed, rather than as people who experience these symptoms 
or who behave, at times, in these ways. They can feel that mental health services do not want 
to hear about their original trauma experience (their “story”) and instead focus exclusively on its 
consequences.

As you saw in ESC(S) Activity 2.11, it is important to develop a personal relationship with service 
users – to see them as individual people rather than as “types”, and to value their strengths and 
abilities rather than exclusively addressing problematic symptoms or difficult behaviours. 

Sometimes it can feel easier to see the person in their “sick role” rather than as an individual with 
different experiences. This “sick role” means that we, as mental health workers, can use our technical 
knowledge and expertise to address problematic symptoms or behaviour (and consequently feel 
that we are trying to be the “helpful expert”), but possibly at the expense of using our interpersonal 
expertise to relate to service users as individual people or to hear their personal testimony and 
experiences. 

Changing our focus from symptoms or problems toward understanding the person can mean that 
an individual’s behaviours and symptoms can take on a different perspective – they can become 
understandable and potentially meaningful. We then hear different things, which can then inform 
the work we undertake together.

If you work with people who are subject to powers of compulsory detention, it can be helpful to 
imagine how they might experience their treatment and to ask them what this is like for them. Some 
service users have described themselves as “survivors” of the psychiatric system precisely because 
they were not engaged with as people, asked their views about the origins of their problems, 
consulted about their treatment or asked about their experiences of using the mental health system 
or receiving treatments.

■

■

■

■

■

■

■
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Offering hope – personal belief in, and encouragement for, change

Activity 2.6 
In the first activity you completed in Module 1, you retrieved your notes from ESC(S) Activity 2.8; 
you need to look at these again now and answer the questions that follow. 

What role did hope play in your own recovery?

Were there times when you felt hopeless during your recovery? What helped you keep going 
and “stick in there” at those points?

How can you use your own experience of recovery to help you stay optimistic about the 
potential for constructive change in the people you work with?

Is there anything that makes it difficult for you to remain hopeful about the potential for 
meaningful recovery with service users?
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Service users appreciate workers who offer positive and hopeful messages about the potential for 
change and who give constructive feedback. Messages like “I do not think you’ll ever work again” 
can disempower service users by emphasising negatives and pessimistic outcomes rather than 
offering a realistic appreciation of the potential for constructive growth or future change. 

Service users can sometimes find it difficult to feel hopeful about recovery and can struggle to see 
anything positive in their lives, particularly if they have been experiencing problems for a long time. 
It can be enormously important at these times to have people around who truly empathise with how 
difficult things are, but who also help service users see the things they have managed to achieve and 
who “hold on” to hope until service users feel able to engage again. 

Hope is a difficult thing to define, but can partly be about exploring service-users’ motivation to 
move forward. While for much of the time service users might be thinking about the problems 
they are trying to get away from (depression, family problems, hurt), it can sometimes be helpful 
to reframe by thinking about the things they might want to move towards (intimate relationships, 
meaningful activity). 

Hope might be imagined as a lantern when service users are going through a long, dark tunnel 
where the end is not obviously in sight. They may feel despondent and hopeless at times, want to 
drop the lantern or feel too tired to keep going. At those times, workers who offer to hold on to the 
lantern until service users are ready to pick it up again can be invaluable.

Activity 2.7
Look at the dictionary definition of hope. Now think of your own metaphors for “hope” − “seeing 
the oak in the acorn” and “light at the end of the tunnel” are examples.

List three things you want to “get away from” in your own life.

Bearing these three things in mind, try rephrasing them in terms of the things you want to 
“move towards” rather than those you want to “get away from”.
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We looked above at the importance of hope and optimism during service users’ recovery journeys. 
But at the same time, we need to be careful to fully recognise and appreciate the very real difficulties 
service users are experiencing and to genuinely empathise with them about the things which have 
not been good in their lives, as the following quotation illustrates.

“Well, for some of us, we do not need to be told that – it is, to some people, just plain 
insulting. If your life has been devastated and wrecked by illness, your job has disappeared 
like a rush of leaves, you are seen as unfit to look after your children, you have no friends, 
nothing to do, almost no money and the professionals do not even seem to understand your 
distress, well, sometimes it can feel as though our lives have been wrecked without any hope 
of repair – the journey is fractured and unwelcome and its end the only bright solution. 

“Then in this situation we may not welcome some bright person coming along to empower 
us on our journey of recovery, we may get downright angry when the end of the day is the 
furthest we can possibly look to, and yet we are being encouraged to develop hope and 
optimism. There may be an instinctive, ‘How dare you underestimate my despair?’, ‘How 
dare you ask me to find the slightest degree of hope in the poverty of my life?’” (Morgan, 
2007)

Hope is not a panacea or a “magical solution” to very real problems and should not be used as a way 
of avoiding or denying feelings or sadness service users might experience and which might seem 
overwhelming. Moving towards being hopeful can also feel very frightening to some people, as it 
can increase the possibility of disappointment − they do not want to “get their hopes up” only to see 
them crashing down again.

What difference did it make to shift your focus from “moving away from” problems to “moving 
towards” desired things?
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Staying on the see-saw: pacing, timing and balance
Emphasising the interpersonal rather than technical aspects of the helping relationship means we 
more often have to think “on the hoof” in our relationships with service users. 

Rather than having clear-cut technical activities to engage in, we instead have to make swift 
decisions when faced by alternative courses of action, or interpersonal dilemmas. Dorrer and Schinkel 
(2008) have described the need for workers to embrace ambiguity: 

“Our research revealed tensions between different competencies that require workers to deal 
with a high level of ambiguity. For example, participants told us that it is very important for 
professionals to work in a recovery focused way, even when people themselves do not have 
hope or motivation for recovery. At the same time, service users said that sometimes it is 
not possible for them to feel positive, and that mental health workers should accept this, 
rather than try to force them to have a positive outlook at all times. When professionals were 
overly optimistic, service users felt under pressure to recover, and that they were not being 
understood. There can be a real tension, then, between expressing a belief in recovery and 
taking people’s experiences seriously.” 

Developing our interpersonal expertise to work in a recovery focused way can be a bit like standing 
on a see-saw, constantly adjusting our balance in response to the changing weight on the other side. 
Particular tensions to be managed and discussed in recovery focused relationships include pacing 
and the maintenance of appropriate boundaries.

Pacing Recovery can sometimes be a long journey, even an arduous one, requiring numerous “pit 
stops” along the way. If we imagine recovery as a mountain, we could not just run straight up 
without stopping. We will need to take an occasional breather, recharge our batteries, assess our 
current position and identify the best way forward. Sometimes it helps just to know there is someone 
encouraging us to go on while holding on to our “guide-ropes”.

When working with service users, we will need to make informed judgements about when to support 
and when to challenge, when to encourage forward movement or responsible risk-taking, and when 
to “hold ground”, withdraw or “catch our breath”. We also need to manage the tension between 
listening to and genuinely empathising with the hopelessness, suffering or despair the person feels, 
and emphasising the strengths, hope and positive achievements in their lives.

Holding the tension between support and challenge can be particularly tricky. For challenge to be 
valuable, it has to be based upon a trusting and supportive relationship − otherwise, why should 
service users listen to you or value your opinion? Being challenging before the relationship has 
been based on a supportive foundation means people may feel you do not understand and could 
undermine the service user’s confidence in themselves. Being too supportive, however, can mean 
that the relationship lacks “teeth” – that you are not really present as an individual, just half-
heartedly nodding along with the service user or taking a patronising or disempowering parental 
role. 
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Activity 2.8

Now read the personal recovery story at: 
www.scottishrecovery.net/content/mediaassets/doc/Lorraine_mountaineer_article.pdf

Thinking of the recovery experience you described in ESC(S) Activity 2.8 again, draw your 
process of recovery as if it were a journey through an imagined territory or landscape. Are 
there swampy bits? Mountains? Green fields? Was it all uphill? Were there crossroads? You can 
describe this landscape if drawing is not easy for you.

Think about your own experience of pacing during this journey. Where were the points where 
you were racing ahead, where you were wading through treacle, where you rested, where you 
had to come to a stop? At what points did you need someone to “gee” you along? At what 
points did you need to take a breather? 
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Maintenance of appropriate boundaries The section above looked at managing the difficult 
tension between support and challenge. The person-centred therapist Dave Mearns (2003) talks 
about the importance of being alongside rather than “on the side of” the service user. This is about 
empathising with service users while getting the right balance between over-involvement and under-
involvement. 

To take the example of hope, which we looked at above, being “on the side” of the service user may 
mean we become over-involved and empathise so strongly with them in their hopelessness that we 
end up feeling hopeless ourselves. But being under-involved may mean that we disengage with them 
completely, seeing them as a “lost cause”, or that we ignore their current difficult feelings and solely 
emphasise the positives in a frustrated attempt to make them “snap out of it”. 

Maintaining professional boundaries means being a “critical friend” rather than a “personal friend” 
– staying in a clearly boundaried role while also being personally engaged with the service user. This 
requires us to creatively manage the tension between over-involvement and under-involvement (see 
box below), to be “alongside” rather than “on the side of” service users, and to be clear, fair and 
honest about what we will and will not do.

Over-involved					   
Unclear or stretched boundaries  
(time, role)
Chasing service user for contact 
Violations of personal boundaries
Unhelpful personal disclosures
Collusive, only provides support with no 
challenge
Chummy, cosy, collusive
Worker’s needs being met before service 
user’s  

■

■

■

■

■

■

■

Under-involved 
Resenting time or attention given
Avoiding service-user contact
Boundaries used punitively
Complete personal secrecy
Only provides challenge without support
Detached, uncaring, cold
Worker presents as personally uninvolved 
and disinterested 

			 

■

■

■

■

■

■

■
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Activity 2.9
Jennifer is a community psychiatric nurse (CPN) in the middle of a messy divorce. She is experiencing 
considerable stress at home and feels insecure about her future.

She has been working with Cindy, a rape survivor who experiences intrusive flashbacks and anxiety, 
for about three months. Jennifer often cries in sessions with Cindy. Jennifer believes Cindy’s needs are 
so great that she has started increasing the length and frequency of meetings, but without discussing 
this with her line manager or with Cindy. She has also been sharing some of her personal difficulties 
with Cindy as they have a “good relationship” and Jennifer wants to show Cindy that they are 
“equals”. Cindy has asked Jennifer whether they can become friends once their working relationship 
is over.

Developing our interpersonal expertise: key skills

Active listening It is very easy to underestimate the value of listening attentively and respectfully to 
another person. Workers sometimes describe this aspect of their work as “just listening” and give it 
low status in the list of helpful activities in which they engage. But service users are consistently clear 
about how important it is to have space to talk, and of the value of being heard. 

Listening is the starting point of a solid working relationship and helps service users build 
relationships based on trust and understanding, as the following quotation highlights:

“My doctor didn’t seem to listen to me … I couldn’t speak so I asked [social worker] to come 
with me to my GP. And he did … He made the appointment, took me in and my doctor was 
quite annoyed that, ‘Oh, why are you bringing your social worker in?’ And I said ‘I really 
can’t speak to you very well, I do not feel you are really listening … I am sorry I can’t speak 
any more, I am too distressed.’ And, uhm [social worker] took over explaining everything … 
From that day on my GP, there has been a whole change of attitude, he now looks at me 
and he listens.” (Brown and Kandirikirira, 2007)

Active listening is about making space for the service user, about listening to the verbal content of 
what is being said as well as noticing the subtext – the music which accompanies the words. It is also 
about reflecting back to the service user what you are hearing – both the verbal and the emotional 
content. This is not parroting back the same words, but is about understanding the underlying 
meaning of what the person is saying and checking this out with them. In reflecting back what we 
are hearing, we may also have opportunities to reframe and to focus on possible strengths. 

Discuss the boundaries of Jennifer’s relationship with Cindy. Do you think she is balancing 
over- and under-involvement appropriately? What might be influencing her? How might she 
reconsider the balance?
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In saying this, it is important that service users feel heard, valued and acknowledged in their pain and 
that we do not simply jump into reframing or offering hope as a means of avoiding or minimising 
the suffering the person experiences, as discussed above. To properly hear means to show that we 
understand the difficulties, alongside helping people break these down into manageable chunks.

Our basic listening is filtered through the “lens” of our individual perspective (the way we view 
the world). It can be helpful to imagine a “feedback loop” that can influence the direction our 
interactions take (see figure). 

Negotiating and compromising Developing our interpersonal expertise and moving toward 
recovery focused relationships means that we involve service users in decisions about their care and 
treatment and work in partnership with them (ESC 1). Consequently, we have to recognise that 
service users have their own views, ideas and opinions, and that these might sometimes be very 
different from our own. 

Moving from monologue to dialogue means we have to take personal responsibility for our own 
opinions and ideas rather than hiding behind a bureaucratic professional front. We need to be able 
to say clearly and honestly, “Well, I think…” rather than “You must…”, and work in partnership with 
service users to find a way forward through differences of opinion or impasses. We are sharing our 
informed professional view, rather than dictating absolute truths. This is typified in this quotation:

“Their [staff] approach was just amazingly different. They were actually offering [CBT] to 
you, they weren’t saying, ‘Well, what do you think you need?’ because you do not know 
… [They were] putting things in front of you and saying, ‘We think this could be beneficial, 
what do you think?’ and that made a big difference. They gave you a bit of choice.” (Brown 
and Kandirikirira, 2007)
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This shift from monologue to dialogue, or from technical to interpersonal expertise, also means that 
we are willing to “own up” to our mistakes and to make efforts to repair “interpersonal” breaks or 
disagreements when they happen. As a general rule, it is good to suggest that you both talk about 
what is happening in the relationship between you to try to resolve any differences, or to appreciate 
that you have differences and try to work with or around them.

Activity 2.10
In ESC(S) Activity 2.1, you examined personal experiences of health services “working in partnership” 
with you. In activities 3.1 and 3.3, you considered how you currently involve service users in their 
care and how you might increase service-user and carer involvement in care planning. Review your 
answers to those questions now. You will look again at working in partnership later.

Self-disclosure We might sometimes choose to share some of our own experiences with service 
users, but it is important to think through why we are doing this and the possible advantages and 
disadvantages for the service user, before we take any action. Disclosures which are made out of 
self-interest, or which are given as a professional “technique” rather than as an honest, interpersonal 
human sharing, are likely to miss their mark.

Unintentional disclosures We cannot always choose the things we disclose about ourselves: our 
physical appearance, dress and mannerisms may “give away” some details of our lives whether we 
want them to or not (wearing a wedding ring, having a “class” or regional accent or our choice 
of clothing, for instance). In addition, we may sometimes unintentionally disclose our emotions or 
reactions through our body language, manner or facial expressions by, for example, frowning slightly 
or looking tired.

Intentional disclosures You considered some of the personal experiences that help shape who 
you are in Activity 2.1. Having experienced similar things to the people we work with can increase 
our ability to empathise or understand, and can help to build relationships based on mutuality 
and respect. Some service users have described positive occasions in which workers have shared 
experiences or details of their life in a way that emphasises our common humanity and increases 
mutuality. On the other hand, some have received unhelpful self-disclosures from workers:

“[T]here is helpful and unhelpful self-disclosure. For example, although service users felt that 
they get on better with somebody who is willing to give away something about themselves, it 
is unhelpful if workers project their own experiences on the service user or self-disclose in such 
a way that the service user feels they need to provide support. Self-disclosure was seen to be 
helpful if its objective is to offer reassurance about workers’ perspectives and backgrounds or 
when the related experiences can be used as a mirror for the service users’ current difficulties. 
Again, the need to be attuned to the service user and to have established a trust relationship 
in order to be able to judge when the offering of personal experiences can contribute to a 
person’s progress of recovery was highlighted.” (Schinkel and Dorrer, 2007)
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Some positives and negatives of self-disclosure are set out in the box below.

Positives of self-disclosure

It can be equalising and non-hierarchical, increasing reciprocity and emphasising our common 
humanity.
It can offer an example of hope and optimism that recovery is possible.
It can help service users feel implicitly understood.
It can help service users feel that they do not have to explain or “translate” their experience 
into language for someone who might not initially understand.

Negatives of self-disclosure

It can shift the focus of attention from the service user and their needs to you and your needs.
The service user might feel that you are a “damaged” or vulnerable person who needs to be 
looked after.
The service user might compare themselves unfavourably to you, and can feel like a failure for 
not being “successfully recovered”.
Some things that might be helpful to consider, articulate and explore go unsaid because they 
are believed to be implicitly understood.
It is understandable that service-users might sometimes be curious about aspects of your life 
(who you are, what you do when you are not working, what relationships you have), but this 
information may not be of help to them on their recovery journey.

If our own experience is still too emotionally “raw” (through, for instance, trauma or divorce), we 
may not be able to hear what the other person is saying without our own perspective getting in the 
way. We need to have sufficient awareness of, and distance from, our own traumas before we will be 
able to hear clearly what is similar and what is unique in the other person’s experience. It is therefore 
best to have some emotional distance and ease before sharing factual details of our own experiences.

While we tend to think of self-disclosure in terms of external “facts” about our lives – I am married, 
I experience depression, I was brought up in an orphanage, I like cars – there is another form of 
self-disclosure which is often more helpful: sharing our empathic emotional responses to the service 
user’s story and predicament.

It is also important to pay attention to the reactions and responses we have with service users. If we 
reduce the “professional distance” between ourselves and service users, we will be affected by the 
people we work with. We will at times be moved, upset, frustrated, hopeful, despondent or pleased 
about things that happen in service users’ lives or in their relationship with us. It is important to 
be aware of what we are feeling so that we can choose what to helpfully disclose and also to think 
about what we may unintentionally be disclosing and how it may impact on the service user.

■

■

■

■

■

■

■

■

■
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Activity 2.11
Chris has a diagnosis of schizophrenia. He recently became aggressive towards another service user 
and had to be physically restrained. During the restraint, he experienced flashbacks of his childhood 
abuse. He often criticises workers and says that no-one tries hard enough. He angrily threatens to 
leave whenever challenged or when unhappy with what is being said. 

Responding, not reacting As we have seen, the idea that the worker is an antiseptic professional 
who keeps their emotional distance from the service user is unrealistic and unhelpful. There is 
increasing recognition that mental health practice means working with people and that we, as 
workers, are consequently going to be emotionally affected by our interactions. 

There is an understanding that it is important for workers to recognise their emotional responses and 
that these can sometimes provide useful information to help them engage constructively with the 
service user. Not fully recognising our responses can mean that we act unhelpfully on them without 
meaning to! 

One simple way of illustrating this is the example of anxiety. Think of times when you have been 
sitting with an anxious person. Many people find that the anxiety “rubs off” on them – that they end 
up feeling jittery and anxious themselves. Like gazelles in the wild, if one senses danger and lifts its 
head to sniff the air, all the nearby gazelles anxiously lift their heads to check whether they are safe; 
if one jumps, the whole group can panic and take flight! Their feelings directly affect one another. 
Paying attention to your feelings can sometimes give you important clues about what is “in the air” 
at the time.

Imagine you are sitting with Chris. Now write down with complete honesty your: 

Initial thoughts …	

Feelings … 

Beliefs/ideas … 

Bodily reactions … 

Likely actions or behaviours …
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There may be times when we are “pulled in” by strong emotions and find ourselves reacting in ways 
we later find confusing or embarrassing, possibly including acting on negative or “unprofessional” 
feelings. When there are strong emotions around, it is helpful to take a step back, to slow down and 
listen for the music behind the words, to try to see the situation from a new perspective rather than 
getting completely caught up in the emotional or verbal content of what is happening. Instead of 
having a knee-jerk reaction, which may distance us from the person we are working with, we can 
take a moment to imagine what they are feeling or what they might be expressing through their 
current behaviour. 

These feelings may be unspoken at the moment, and our task is to help them come out “into the 
open”. We may then sometimes choose to share something of our own genuine emotional responses 
to help service users identify their needs, to make links between past and present, and to help them 
think critically about their emotions and behaviour.

Activity 2.12

Here’s an example of what might be said.

“Chris, I was pretty scared by how angry you were yesterday. I thought you might end up 
hurting Sally, Jane, or even yourself. You know that we can’t let that happen. The more I’ve 
thought about it, the more I realise how angry you feel in general that what happened to 
you in the past and what’s going on just now is not fair. And I want to say that I think you’re 
right – what happened to you really wasn’t fair. It shouldn’t have happened, and I feel really 
sorry that you were treated so badly in the past. You didn’t deserve it. No wonder you’re 
angry! So how can we move forward from here?”

Use of humour Being recovery focused doesn’t have to be a completely serious business where we 
trudge around looking po-faced. In fact, our sense of humour and sharing a laugh with service users 
can (among other things) build trust and can stop us getting too “caught up” in ourselves. We must, 
however, carefully judge when and how to use humour to avoid offence.

Louise accidentally spills water on one of the chairs in the meeting room. She freezes and 
looks anxious and embarrassed.

Jamal [laughing]: “Do not worry about it – that’s probably the best wash that seat has had 
in three years!”

 

Look again at your responses to Chris in Activity 2.11. How might you use some of these 
responses to engage with Chris so he can feel understood, rather than reacting by distancing 
yourself as a result of his behaviour? Write down three possible comments you could make to 
Chris which would demonstrate your desire to work with him in a constructive and recovery 
focused way.
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4. Continuing personal and professional development
Using the self in recovery focused relationships means that we are engaged in a lifelong activity that 
will require ongoing personal and professional development. 

We will continue to grow, learn and develop throughout our life as workers and as people, have new 
experiences and find ourselves in new situations. We never become a “done deal”! Being professional 
is not about knowing everything; it is about recognising that we are always “a learner”, no matter 
how experienced we are.

Supervision and support 
As such strong feelings can be around in mental health work, it is important to have access 
to supervisory support with someone who will help you consider what is happening in your 
relationships with service users so that you can engage more effectively and can manage over- and 
under-involvement. 

You will need a place to talk about the impact of your work and your current learning and 
development needs. Not having this can make workers more vulnerable to cynicism, helplessness, 
burnout or withdrawal. For example, working with people who have experienced unpredictable 
and frightening traumas can make workers more aware of their own vulnerability. People working 
regularly with traumatised service users without adequate support have noticed that they can end up 
feeling anxious and traumatised themselves, perhaps becoming more fearful or suspicious than they 
usually would. 

Being able to talk through your feelings in a supportive team and/or with a supportive supervisor 
who is willing to listen can protect against the potentially damaging impact of engaging with people 
in severe distress. 

Activity 2.13

 

								      

 

How honest can you be with your supervisor about your reactions to service users and your 
feelings about working with them? Mark on the following scale:

0 5 10

Not at all honest	 I can only share some reactions	 I can share all my reactions

Who do you contact for consultancy, support and advice about your work?
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Sometimes we will come up against our personal limits when working with service users, such as 
difficulties working with particular issues or groups of people. For example, if we have been abused 
in the past then we may find it too painful to listen to someone else’s experience of abuse. In these 
situations, it can be professional to recognise our limits and make an informed onward referral. 
However, we may be able to use supervision, training, personal therapy or other development 
activities to work through our limitations and to “stick in there” with service users.

Activity 2.14

Name three things you could do to make your supervision more helpful to you.

If you are a team leader, name three things you could do to help your team to pay attention 
to their feelings about service users and use these feelings to engage helpfully rather than 
withdraw or become over-involved.

Think about issues or people you might find it difficult to work with. Name three things you 
could do to help you develop your ability to engage with these issues/people.
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Activity 2.15
Louise feels very vulnerable in relationships and can find it difficult to trust others. At some points 
she feels very dependent on particular workers as she doesn’t have many other reliable people in her 
life who she can talk to. She has an outgoing personality, enjoys having a laugh and takes pride in 
being “the joker”. If she thinks that the worker doesn’t like her, she experiences huge anxiety and 
fear about rejection. At these times she feels she can’t cope and calls the worker continually, asking 
to speak to them. 

Imagine you are getting several panicky phone calls a day from Louise asking you to call her back 
immediately, due to her worry that she might have said something to offend you.

Bearing in mind what we have discussed, how might you set appropriate boundaries with Louise? 
How might you involve her in a discussion about her needs and what you can realistically provide? 
By paying attention to your own feelings and reactions, how can you use them to engage with 
Louise in a helpful way? How might you help Louise consider whether there are links between her 
present behaviour and her past experiences? 

Discuss this activity with others.

 

Write down what you might say to Louise to constructively change things here.
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5. Conclusion
We hope that by working through this module, you have begun to realise (if you didn’t already know 
it) just how valuable you are when you are alongside people on their journeys of recovery. We hope 
you can see how your empathy, warmth, honesty and integrity can combine to be a powerful force 
that service users can tap into and take hope from.

Relationships are at the heart of mental health work and can be complex, fragile, challenging things. 
When relationships between mental health workers and service users are negative and untrusting, 
service users can find themselves isolated in their despair and sidetracked on their journey of 
recovery. But where there is genuine empathy, respect and regard, and where relationships are 
developed in a helpful, recovery focused way, the potential benefits for service users and mental 
health workers alike are enormous.

Learning into practice 
Before moving on to the next module, spend some time reflecting on what you have learned in this 
module. You may be reassured by some of the things you have encountered in this module. It is worth 
taking some time to think about how your existing practice matches what we have discussed in the 
module.

Some of what you have learned may be new to you or perhaps more challenging. Make a note of 
the changes you will make to your practice now that you have completed this module.
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Resources to support further learning
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Edinburgh: Scottish Government/Health in Mind.  
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Pörtner M. (2000) Trust and Understanding: the Person-centred Approach to Everyday Care for 
People with Special Needs. Ross-on-Wye: PCCS Books.

Wosket, V. (1999) The Therapeutic Use of Self: Counselling Practice, Research and Supervision. 
London: Routledge.
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