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Abstract

This study explores the role of interprofessional education for post-registration
mental health professionals in community services. Community mental health
services have undergone huge changes in recent years. The need for
Improved interprofessional team working, the increased use of psychosocial
Interventions and increased collaboration with users and carers are just some
of the demands services had had to adapt to. A part time, university based
programme was set up at the University of Birmingham in order to address the
needs of community mental health services. This programme is the focus of
the present study.

The study is underpinned by a social psychological theory of attitude change,
the contact hypothesis, and theories of adult learning and professional
education. A systematic literature review of post-qualification education In
mental health reveals that there are many gaps in the evaluation literature.
This study adds to that literature by examining outcomes for students in terms
of their reactions to the programme, attitude change to their own and other
professions, as well as attitudes towards service user involvement in mental
health services. Finally, change in the behaviour of the students is examined
in relation to interprofessional working, the implementation of psychosocial
interventions and collaborative working with service users. Muitiple methods
were used to assess the three levels of outcomes. Standardized
questionnaires were used before-and-after the education programme (N=81)
in combination with semi-structured individual (N=22) and group interviews

with students and observations of the teaching sessions.

Students held strong interprofessional stereotypes that did not change during
the programme. Findings suggest that this may be due to the educational

environment, which did not encourage interprofessional interactions, or it may

a reflection of ‘real interprofessional differences that are reinforced In
everyday interactions. Students did increase their use of the two psychosocial

interventions taught on the programme despite a lack of time and resources



which was reported as a barrier to implementation. Students also reported
Increased positive attitudes toward the involvement of service user in mental
health services at the end of the programme. The findings of the study
suggest that programmes involving mental health professionals can be
successful in increasing the use of psychosocial interventions amongst
nurses, soclal workers and occupational therapists and In promoting
collaboration with service users. However, they also show that learning
together does not necessarily lead to improved working together. The study
concludes that interprofessional education programmes should be carefully
designed to maximise opportunities for interprofessional collaboration.
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INTRODUCTION

INTRODUCTION

In this study | evaluate the impact of an interprofessional. post-qualifying
programme in community mental health on the attitudes, skills and behaviour
of students. The programme at the University of Birmingham was set up to
address issues of poor interprofessional working, a shortage of staff trained in
psychosocial interventions and the need to work more inclusively with service
users. This thesis attempts to assess the success of the programme in

addressing the three areas.

1.1. Background to the research

At the end of the twentieth century policies, in Britain and many other
countries, dictated that mental health services should move away from the
hospital base toward the community. These policies, commonly referred to as
‘community care’, had enormous implications for those who delivered mental

health services as well as those who received such services.

During the early 1990s the policies of community care came under the media
spotlight. There were well documented examples of some serious, although
rare, cases involving the neglect of those with severe and long-term mental
health problems (Ritchie et al., 1994). Investigations into such cases typically
criticised the inadequacy of communication and transfer of information
between health services, social services, and other agencies. As a response
to such cases the government emphasised the need to focus services on
those with the greatest need and this was to be done by close and effective
interagency working (Department of Health, 1995). It was at this time that the
role of community mental health teams (CMHTs) was consolidated in British
mental health services (Department of Health, 1996). CMHTS brought
together mental health nurses, social workers, occupational therapists,

psychologists and psychiatrists in order to meet the needs of people with

mental health problems.
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CMHTSs required professionals to work in a team-based way, changing the
traditional hierarchy in mental health services. Problems in interprofessional
teamworking are commonly attributed to professional socialisation which is
traditionally a uniprofessional affair and can be seen to lead to ignorance of

the roles of others and negative attitudes about other professions.
Interprofessional education has been put forward as a solution to the problem
of poor interprofessional collaboration (Hammick, 1998).

The move away from large-scale institutions has not been the only change to
affect mental health services. Changes to the way mental health has been
understood have been influenced by the growth of the user movement in
Britain and by the growth in the evidence base of psychosocial interventions.
The influence of the user movement strengthened towards the end of the
twentieth century and the principle of user involvement is now advocated by
central government, encouraged by service commissioners and accepted as a
feature of service development by managers (Pilgrim and Waldron, 1998). To
incorporate the principle of user involvement requires changes in the attitudes

and behaviour of professionals in their interactions with users.

Developments in research into social and psychological elements of severe
mental health problems have led many to question simple theories about the
aetiology of schizophrenia and other mental health problems (Fadden, 1998).
Psychosocial interventions have increasingly been found to be effective for
people with severe and long-term mental health problems (Brown et al., 1972;
Falloon et al., 1985: Birchwood, 1996) leading many to believe that
psychological and social factors have a role to play in the management of
mental health. However, despite evidence to support their use their
availability in clinical practice remains poor (Anderson and Adams, 1996).

This has led to calls for the increase in training in such interventions (e.g.
Onyett et al., 1995).

The need to train the mental health workforce in interprofessional working, the
principle of user involvement and the use of psychosocial interventions has
therefore come from many different areas. There are still a large number of

2
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gaps in the evaluation literature for post-qualifying training in mental health
and many of the claims that training is the solution to problems in mental

health services are largely unsubstantiated.

1.2. Research problem

The problem addressed in this research is:

How can an interprofessional, post-qualifying, university-based
programme help to improve the practice of those who work in

community mental health services?

For the purposes of this study the research problem has been broken down

into three research guestions and each question has related hypotheses.

The first research question addresses the need to improve interprofessional
working amongst health and social care professionals. It aims to investigate
how students learn to work in teams and how attitudes may change during an

educational programme.

Research Question 1: “How do students learn to work together
and how do attitudes to one’s own and to other professions

change on an interprofessional education programme?”

Five hypotheses are related to this research question. There are:
Hypothesis 1: All conditions of the contact hypothesis will be present.

Hypothesis 2: Ratings of heterostereotypes (stereotypes held about other
groups) will become more positive from the start to the end of the programme

as trainees’ recognise the skills of others.
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Hypothesis 3: Ratings of autostereotypes (stereotypes held about the
Ingroup) will become less negative from the start to the end of the programme

as trainees no longer see their profession as their ingroup.

Hypothesis 4: Perceived autostereotypes (stereotypes about one’s own

group as seen by others) will become more positive from the start to the end
of the programme as attitudes about other professions improve.

Hypothesis 5: Professional identity will decrease and team identity wiill
Increase from the start to the end of the programme.

The second research question examines skills, specifically how far learning
about psychosocial interventions has translated in to change in behaviour at

work or if change in behaviour did not occur what factors were inhibiting it.

Research Question 2: How do students learn about and implement

psychosocial interventions in their work with people with severe

and enduring mental health problems?”

This research question has three related hypotheses.

Hypothesis 6: Trainees’ reported use of psychosocial interventions will

increase from the start to the end of the programme.

Hypothesis 7. Percelved barriers to the implementation of psychosocial
iInterventions will decrease from the start to the end of the programme.

Hypothesis 8: Role clarity will increase and role conflict will decrease from

the start to the end of the programme as trainees learn new skills.

The third research question examines how a training programme can promote

the principle of user involvement.
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Research Question 3: “How do trainees’ attitudes and behaviour

change during and after attending a programme with a focus on
service user involvement?”

This research question has one linked hypothesis.

Hypotheses 9: Attendance at a programme with a focus on service user

involvement will lead to a positive change in attitude of students towards

- service user involvement with mental heatlth services.

1.3. Methodology

The study uses quantitative and qualitative methods to answer the three
research questions. Standardized questionnaires were used before-and-after
the one-year education programme (N=81) in combination with semi-
structured individual interviews (N=22) and group interviews with students.
Observations of teaching sessions were made in order to increase my
understanding of the educational context. The aim of using both qualitative
and quantitative methods was to maximise the opportunity for data collection
and give voice to the many participants of the programme. .

1.4. Thesis structure

The thesis is presented in a number of chapters and a brief overview of each
chapter follows. Chapter 2 outlines the background to British mental heaith
services and the five main mental health professions'involved in community
mental health teams. The chapter charts the move from institutional-based
services to community and team-based services. Reasons for the emphasis
on working with people with severe and long-term mental health problems and
the change in values concerning users of mental health services are explored.
The chapter also examines the evidence that psychosocial interventions have

been found to offer benefits for people with severe and long-term mental

health problems.
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Concepts of ‘professionalism’ and ‘interprofessionalism’ are explored in
Chapter 3. Sociological and educational theories are used to understand
professionalisation and teaching and learning for adults. Models, such as
competency-based models of interprofessional education, are considered
alongside an analysis of the obstacles to interprofessional education. The
chapter uses social psychological theory to understand theoretical

assumptions that bringing different professional groups together will improve
iInterprofessional attitudes.

The fourth chapter presents the current state of training for post-qualifying
mental health staff through a systematic review of the literature. A total of 26
papers are included in the review and the chapter presents results of the
review In six sections, each indicating a level of outcome of training. The

chapter draws attention to gaps in the literature at all levels of outcome.

Chapter & introduces the programme in Community Mental Health at the
University of Birmingham, which is the focus of this study. It also outlines the
aim of the study, the research questions and the hypotheses. It presents both
"the methods used and the methodology. The penultimate section of the

chapter discusses the analysis of data and the final section considers the

ethical issues faced during the study and the writing up period.

The results of the study are presented in Chapter 6. The chapter presents
results in four main sections. The first section is concerned with participation
on the programme, including which professions attended the course and
which did not. Results related to learning together and attitude change are
then presented. The section following this relates to students’ learning about
and use of psychosocial interventions. The subsequent section concerns the
extent that user involvement was covered on the programme, learmners’
reactions to the user involvement focus on the programme ad service users as
trainers on the course. Changes in students’ attitudes and behaviour related
to user involvement are then outlined. Finally, the experiences of service

users as students on the programme are then considered.
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In the final chapter the implications of the study are discussed. The chapter
pays particular attention to the interprofessional nature of the programme, the
conditions that are deemed necessary for attitude change and the application
of social psychological theory to interprofessional encounters. The findings
from the study in relation to the training and use of psychosocial interventions
are then explored in relation to the wider literature in this area. The innovative
nature of the programme in relation to involving service users at all levels of
the programme is then examined. Limitations of the study are considered

within a discussion of methodological issues which relate to the research.
Recommendations for future research are made at the end of the chapter with

reference to the three areas of the thesis: interprofessional education,
psychosocial interventions and user involvement.

1.5. Definitions

Definitions of initiatives that seek to bring together different professionals vary
and terminology in this field is often not uniform. For example,
multiprofessional, interprofessional and multidisciplinary are often used
interchangeably. As a result, in this thesis | will use the CAIPE (1997)
definitions of interprofessional education and multiprofessional education.
Interprofessional education is used to refer to occasions when two or more
professions learn with, from and about one another to facilitate collaboration in
practice. Multiprofessional education is used to refer to occasions when two

or more professions learn side by side are termed multiprofessional education
(CAIPE, 1997).

1.6. Conclusion

This chapter has laid the foundations for the thesis. It has introduced the
research problem, the three research questions that | attempt to answer anad
the hypotheses that are tested. The methodology has been briefly outlined
and the structure of the thesis described. A more detailed description of the

background, findings and implications of the research follow in the following

chapters.
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2. THE DEVELOPMENT OF MENTAL HEALTH SERVICES

2.1. Introduction

This chapter examines the historical development of mental health services in
Britain. | will argue that it is necessary to comprehend how mental health has
been conceptualised in order to make sense of the problems encountered in

services today. After exploring mental health services in the 18", 19" and 20™
centuries | will examine the growth of the five main mental health professions.
| will look at their professional development both pre- and post-community
care policies. Finally, | will appraise the development of the increasingly

prominent service user movement in Britain and explore the implications the
movement has had on mental health policies, especially in relation to service

user involvement.

2.2. Histories of Mental Health Services

To understand how mental health professions work today, it is important to
understand the evolution of the professions and the services they have
operated in. The history of mental health services is by no means
straightforward or clear cut. There are multiple “histories” of mental health
and its meanings. The story being told often depends on who is telling it.
Traditionally, those who dispensed treatment have told the history of mental
health services; little attention has been paid to those who have received
those services or treatment. Caution is needed when attempting to outline a
history of something as controversial as mental health services. Whilst those
who have recorded such a history may not have deliberately misled their
readers it is important to note that histories are often written and revised as

much in a spirit of self-preservation as any need to find the truth (Newnes,
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the history of ‘mental iliness’ as there are differences of opinion on what it is
and some (Szasz, 1961) even question whether it even exists.

Any study of the history of mental health services will immediately draw the
reader's attention to the wide variety of terms used, both in the past and at
present, to refer to the recipient of services and their supposed underlying
“condition” or “iliness”. What is now referred to as mental distress/ disorder/
lliness or health problem was once called ‘madness’, ‘lunacy’ and a variety of
other terms now considered stigmatising. There is controversy about the use
of all terms as not only does each refer to a diverse group of people with
differing strengths and problems but also the phrases themselves carry
implicit value judgements (Perkins and Repper, 1996). In this thesis | will use
the term ‘mental health problem’ except where the historical context dictates
otherwise. In this case | shall use the term as used at the time in order to
reflect the beliefs underlying the concept of mental health problems. | will also
refer to those who use, or have used, mental health services as service users
as opposed to patients. The term patient implies a passive recipient of
services (Pilgrim and Rogers, 1997).

2.2.1. The Eighteenth Century

This thesis is concerned with some of the problems that have emerged since
the move of mental health services to the community. As such it is easy to
think that those who have been considered to have mental health problems
have always been removed from the rest of society. Yet it was not until to the
nineteenth century that such segregation took place. Up to and including the
eighteenth century there was no such formal segregation. Busfield (1996), a
clinical psychologist and sociologist, refers to this period as the commercial
and charitable healing phase. During this period the dominant view was that
‘madness’ (as it was then referred to) was organic and that those who suffered
from it were not accessible to reason (Paterson, 1997). There appears to be a
general consensus that during the first half of the eighteenth century the
majority of people with mental health problems were to be found in the
community, living either at home or boarded out under the Poor Law (Coppock

S



THE DEVELOPMENT OF MENTAL HEALTH SERVICES

and Hopton, 2000). The treatment of mental disorders was, at this time,
dominated by superstition, moral condemnation, ignorance and apathy. In
1800 only a few thousand people were confined in establishments. usually
gaols, bridiewells or ‘madhouses’. The ‘madhouses’ were private institutions
and their organisation was usually prompted by motives of profit. However,
abuses and potential abuses of the private ‘madhouse’ system and Poor Law

establishments led some individuals to begin experimenting with more
humane methods of care and treatment.

2.2.2. The Nineteenth Century

By the middie of the nineteenth century those who displayed signs of mental
distress were clearly defined as a distinctive ‘problem population’ and there
was a rapid growth in asylums to accommodate them. Busfield (1996) refers
to as ‘the segregation of the insane’ phase. The growth in public asylums was
iInfluenced by many factors that were pertinent at the time, not least, the noted
abuses of the private ‘madhouses’ and Poor Law establishments which were
often brutal or degrading in the extreme (Smith, 1990). Unfortunately, the
growth in public asylums was not due purely to attempts to improve the poor
conditions of those institutions and their harsh regimes. Other influential
factors Busfield (1996) identifies include the economic and political advantage
to the state and the opportunities for professional advantage alongside
humanitarian concerns. Coppock and Hopton consider the growth in public
asylums to be a ‘march of progress’ from the days of indifference, neglect, and
brutality towards a more enlightened ‘moral’ approach categorised by the

application of science, humanitarianism, and benevolence (2000, p.17).

The philosophy of ‘moral treatment’ became popular during the nineteenth
century. It claimed to provide a positive institutional ideology that justified and
legitimatised the development of separate institutional provision for the ‘mad’.
This ideology asserted both the need to remove the individual from existing
environmental pressures and the need to create a special, well-ordered
institution with its own therapeutic properties. The ‘mad’ were no longer

believed to be totally deprived of their reason and moral treatment aimed to
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appeal to their residual reasoning (Coppock and Hopton, 2000, p.18).
However, the institutionalisation of those with mental health problems also
served other factors. For example, it has been seen as a form of social
control (Foucault, 1967). While the move had begun to segregate those
deemed to have mental health problems in asylums, similar forms of social
containment were taking place with the poor in the workhouses and criminals
in prison. Busfield (1996) argues that there was already an institutional bias in
the Poor Law system that was heightened by the Poor Law Report 1834. The
philosophy of the new Poor Law embodied a view of institutions as a
convenient and appropriate way of deterring the economically dependent from
applying for Poor Law relief. Simultaneously it was seen as instilling proper
social attitudes and values in inmates. By 1845 all county authorities were
compelled to establish asylums and to enforce their regulation under the
Lunatics Act.

The asylums also offered a professional advantage to those who provided
treatment. At this time it was doctors who had the power and control in
hospital care and they extended this by expanding into the asylums.
Previously laymen had run asylums but they offered material benefits for
medical doctors. These included: access to new patients, a broader range of
clinical expertise, more adequate training, contact with other doctors and
opportunities for clinical research. The advantages that doctors claimed from

the asylum system became clear during the twentieth century.

2.2.3. The Twentieth Century

British mental health policy underwent enormous changes in the twentieth
century, discussed below. It is perhaps worth noting that whilst | use the term
British. Scotland and Northern Ireland have often produced separate guidance

or law. However, | have chosen to use the term British as opposed to the

more accurate, although limiting, term English. This is because as Rogers
and Pilgrim (2001) point out ‘...the professional norms in the British Isles have
more that connects them than separates them.’ (p.ix). Many of the themes of
policy and its effects have been similar aithough details may have varied. For
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example, major influences on mental health policy in the twentieth century
Included the formation of the National Health Service and the First and
Second World Wars. These influences are much the same for England,
Wales, Scotland and Northern Ireland. Of course, the twentieth century also
saw the de-institutionalisation of people with mental health problems, as well
as those with learning difficulties, physical disabilities and older people. The

enormity of de-institutionalisation and its ramifications for services

necessitates consideration in its own right.

2.3. The Mental Health Professions

| will now look at how the various mental health professions have developed
up to the 1970s before considering the implications of de-institutionalisation. |
will concentrate on the five mental health professions that are usually found in
community mental health services (Department of Health, 1996). These are
nursing, occupational therapy, psychiatry, psychology and social work. This
Is, of course, not to say that other professions such as the police, probation
and general practitioners do not play a role in mental health. They are not
however, generally found in community mental health teams in the UK at the
present time. | will discuss the development of each profession separately, to
show how each discipline has reacted to or pre-empted the events influencing
mental health services of the time. | will begin with psychiatry because it is
the longest standing of the mental health professions and the dominant

discipline in mental health services up to the 1970s.

23.1. Psychiatry

The rise of psychiatry as a profession occurred in the nineteenth century with
the rise of the asylums. The asylum doctors claimed to offer two advantages:
a scientific, rather than moral or spiritual response to ‘madness’ and a
legitimisation for the removal of ‘the insane’ to medical institutions. Porter
(1987) argues that prior to the nineteenth century the resources and
institutions had not been developed which would have permitted a single

professional group to assume full legal control of those considered mentally ill.
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The 1828 Madhouse Act gave official recognition of the role of the medical
profession in the management of the ‘mentally ill'. This was based on the

premise that they were the most appropriately qualified persons to safeguard
the physical well being of patients; ‘mental iliness’ was essentially seen as a
medical problem. By 1841 the Association of Medical Officers of Asylums and
Hospitals for the Insane was founded and its journal The Asylum Journal
(which was later to become The British Journal of Psychiatry) followed in

1853. These developments can be seen as arising from the wider contexts of
scientism.

By 1900 there were 100,000 people confined in state asylums (Coppock and
Hopton, 2000). Once the public asylums were built the rhetoric of moral
treatment disappeared. The cost of the asylums meant that any therapeutic
element they were supposed to embody had disappeared. Psychiatry
changed very little from this period up until the first decades of the twentieth
century. Turner (1988) dubs this the era of ‘Chubb lock psychiatry’ indicating

the low level of scientific progress made by psychiatrists.

It was also during this time that Eugenics Theory became popular politically
and especially within psychiatry. Worries about a ‘declining national stock’
increased calls for the segregation of those deemed ‘mentally disordered’.
However, degeneracy theory was challenged during the First World War when
mental distress was seen in men of ‘respectable and proven’ character after
time in the trenches. This encouraged some, especially army doctors, to look
at the role of environmental factors in mental distress. The army doctors
gained considerable experience in dealing with nervous disorders and after
the war there was a boom in outpatient facilities such as those provided by the
Maudsley Hospital and the Tavistock Clinic (Coppock and Hopton, 2000, p.3).
Observing the success of the army doctors who were using psychological and
psychoanalytic techniques encouraged some medical doctors to begin
experimenting with these techniques also. Many of these doctors then began
making a strong contribution to the discourse about mental disorder and in

1919 the British Psychological Society expanded to include a medical section.
13
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Psychological theories opened up a new area of focus for psychiatry outside

the asylum but inside little changed, here patients continued to receive mainly
physical treatment.

The early part of the twentieth century was an important time for psychiatry as
a profession. By the 1930s professional training in psychiatry was well
established. Senior posts in hospitals were restricted to those doctors who
possessed the Diploma in Psychological Medicine or Diploma in Mental
Diseases. It was also during this time that the Poor Law principle of deterring
people from seeking help was overthrown. The importance of voluntary

treatment had been highlighted by the needs of those returning from the First

World War. The 1930 Mental Treatment Act gave full legislative support to the
introduction of voluntary treatment and to outpatient services. Coppock and
Hopton argue that this was an important element in facilitating the transfer
from a custodial to a therapeutic ethos in psychiatric theory and practice. The
Act was based on the conclusions and recommendation of the 1924 Royal
Commission on Lunacy and Mental Disorder (the Macmillan Commission).
The Commission’s ideas on the nature of mental distress, treatment, and
aftercare, and its use of medical terminology have been seen by some to be
highly significant (Coppock and Hopton, 2000). This inquiry changed the
terminology of ‘asylums’ to ‘hospitals’, ‘attendants’ to ‘nurses’ and ‘lunatics’ to
‘patients’.  Pilgrim and Rogers (1997) assert that it was the Macmillan
Commission and the following Act that signalled the consolidation of medical

hegemony in the field of mental distress.

Psychiatry’s stronghold on the field of mental distress was further tightened by
the Report of the 1954-7 Royal Commission on the Law Relating to Mental
liness and Mental Deficiency (the Percy Report). The Commission
recommended that all matters relating to admission and discharge, whether
formal’ (compulsory) or ‘informal’ (voluntary) were to be governed by the
medical profession. Rogers and Pilgrim (1996, p.69) argue that the
Commission had made the following assumptions. Firstly, that ‘mental iliness
was something that could be identified reliably by psychiatrists. Secondly, that
once ‘mental illness’ was identified, this automatically implied a need for
14
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treatment. Thirdly, that early treatment was so crucial it Justified the loss of
iberty and fourthly, that psychiatric treatment was effective. Finally, it

assumed the integrity of doctors was beyond doubt. The latter end of the
twentieth century saw all of these assumptions called into question.

The Commission also made significant steps towards de-institutionalisation. It
asserted:

‘The recommendations of our witnesses were generally in favour of a
shift of emphasis from hospital care to community care. In relation to
aimost all forms of mental disorder, there is increasing medical
emphasis on forms of treatment and training and social services which
can be given without bringing patients into hospital as in-patients, or
which make it possible to discharge them from hospital sooner than
was usual in the past.’ (Royal Commission on the Law Relating to
Mental liiness and Mental Deficiency 1954-57, 1957, p.207)

The aspirations of the Commission were not given full legislative support until
the Mental Health Act 1959. The move away from the asylums increased in
emphasis from the 1959 Act and through to the 1960s. In 1962 Enoch Powell,
as Minister for Health, launched the Hospital Plan. This was the official
closure programme for large mental health and mental handicap hospitals and
their replacement by a network of services to be provided in the community.
Unfortunately, the 1960s were not a period of transition from the asylum to the
community. Rather the decade was a period of re-institutionalisation as the
1959 Mental Health Act had a clause that permitted patients to be admitted to
any hospital facility, including general hospital units (Rogers and Pilgrim,
1996). To psychiatry, which had always been considered the lowest status
branch of medicine this offered an opportunity for them to join their higher
status medical colleagues in district general hospitals. In short, the early and
mid twentieth century saw psychiatry establish itself as a profession with

statutory responsibiiities in mental health services and strengthen its own

training programme.
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2.3.2. Clinical Psychology

Psychology is a relative newcomer to the field of mental health and can trace
Its roots back to the early 1900s. Pilgrim and Treacher, both of whom have
qualified and practiced as clinical psychologists, document the development of
the profession (Pilgrim and Treacher, 1992). The first practitioners of clinical
psychology in Britain did not emerge until the 1950s and it was 1960 before
the profession was formally established. It was the First World War that gave
clinical psychology the first opportunity to develop as a new profession. As
already noted the effect that the conditions of war had on the mental health of
soldiers, regardless of class, cast doubt on the theory that ‘mental iliness’ had

a purely biological aetiology. This was especially significant since the

breakdown rate amongst officers was even higher than in lower ranks (Pilgrim
and Treacher, 1992, p.8).

The successes of the army doctors in treating those suffering shell shock led
to a keen interest in psychoanalysis and the predominant view of ‘mental
iliness’ changed so that it included some psychological influences. However,
it was still mainly seen as a biological matter. Pilgrim and Treacher (1992)
contend that it was the retaining of a respect for somatic considerations that
ensured non-medical practitioners were excluded from treatment. They have
highlighted the Second World War and the approach of ‘scientific’ psychology
as the main developments that paved the way for the profession to grow.
They traced the main developments in British clinical psychology back to two
institutional settings: the Maudsley Hospital and the Tavistock Clinic. Both
these institutions saw psychology grow under important patriarchal medical
advocates. The Maudsley Medical School, which became the Institute of
Psychiatry in 1948, was organised to include separate autonomous
departments of psychiatry, psychology, physiology, biochemistry and
biometrics. At the Maudsley, psychology’s main role was seen as being
limited to the design and administration of mental tests-psychometrics, under
the guidance of Professor Hans Eysenck. The medical profession was not

threatened by psychometrics, as it was not concerned with treatment.
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The challenge of psychologists to establish themselves as more than just
psychometric technicians and have the chance to build therapeutic
relationships with patients was led by the Tavistock Clinic. The Tavistock
Clinic had proved the value of psychological approaches during both world
wars. The end of war saw the return of Tavistock staff who were vibrant with
the successes and status of their privileged military existence (Pilgrim and
Treacher, 1992, p.19). It was felt that the time was ripe to expand and
professionalise their clinic. This was despite attacks by Eysenck who was
trying to secure psychologists’ future as experts in scientific psychometric
testing. In the end the Tavistock pioneers withstood the attacks of Eysenck
and the defences of psychiatry to protect its stranglehold on therapeutic
relationships. The Cassell Hospital opened in 1919 as a NHS In-patient

facility to deploy psychoanalytically orientated approaches, establishing
psychodynamic approaches within British mental health services.

Prior (1993) outlines the resistance that psychologists met when they tried to
assume a role in the treatment of patients. For example, the Trethowan
Committee (DHSS, 1977) argued that in the National Health Service there
was ‘a continuing medical responsibility which [could not] be handed over to
any [other] profession’ (p.25). [t was made clear that the work of
psychologists should continue to be overseen by psychiatrists. Pilgrim and
Treacher claim that this created great difficulties for the new psychology
graduates who were socilalised post-war. They had been educated In
scientific rationality and egalitarian ideologies and these were incompatible

with the hierarchical and authoritarian relationships in the new National Health

Service.
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2.3.3. Mental Health Nursing

The profession that was until recently known as psychiatric nursing has its
roots In the asylum system where nurses were originally attendants.
Typically, the attendants were working class men who were selected for their
strength as much of the work involved literally “manhandling” people (Rogers
and Pilgrim, 1996). In this way they differed significantly from the general
nurses of the time who tended to be middle- and upper-class women. This
difference in class composition was due to, and perhaps sustained by, the
stigma attached to asylums. General nursing was perceived to be a worthier
occupation because their patients were from all sections of society whereas

those with mental health problems were already a marginalised group (Rogers
and Pilgrim, 1996, p.108).

The distinction between the two groups remained official untii 1914 when
psychiatric nursing became a recognised part of the nursing profession.
Working conditions in the asylums were poor, hours were long and pay was at
a rate similar to agricultural workers. In 1912, many establishments had 16-
hour working days and workers only received one day off per month. The

asylums were situated in rural and sparsely populated areas and this

combined with the working conditions meant that workers were isolated.
Martin (1985) identifies isolation as an important factor in explaining the

origins and perpetuation of hospital scanaqals.

Up until the mid-twentieth century, the care of people with severe mental

health problems was largely provided in public psychiatric institutions and
most aspects of these institutions were custodial. Trained nurses performed

roles such as bathing, feeding, toileting and dressing and preventing patients
from harming themselves and others (Butterworth, 1995). In subsequent
years other functions were added such as assisting with hydrotherapy,

electroshock or insulin coma, while counselling patients has only recently

emerged as a role.
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2.3.4. Social Work

Psychiatric social work only began to emerge in the early twentieth century.
This is not surprising considering that the predominant view of ‘mental iliness’
until the late nineteenth/ early twentieth centuries was that it was an organic
deficit. The first psychiatric social worker was employed (under that title), in
London, in 1936 and the growth of this profession was slow. According to
Titmuss (1963) there were only 24 full time psychiatric social workers in
England by 1959. Social work originated outside of the psychiatric hospitals
mainly because of the limited way that doctors perceived the social workers’
role. Prior (1993) contends that it was generally considered that what went on
In a hospital was a medical problem and should therefore be under the control
of the medical profession. The main focus of work for psychiatric social

workers tended to be with families and in preparing patients to leave the
hospitals. In short they were seen in terms of aftercare.

Child guidance clinics have been credited (Timms, 1964) with expanding the
role of social work. Child guidance clinics were developed during the 1920s
and 1930s in Britain. Psychiatrists and psychologists benefited most from
them but social workers were able to find a therapeutic role at these sites.
There were, Prior (1993) asserts, three separate developments in the years
1930-50 which encouraged social workers to try and establish themselves as
part of the psychiatric system. The first of these developments was that social
factors were seen to be intimately involved in the causation of mental disorder.
The second was that psychiatric disorders were now seen as widespread In
the community and not restricted to a limited number of organically
degenerative individuals consigned to the hospitals. Thirdly, there was an

expansion in the kinds and number of symptoms regarded as psychiatric.

The therapeutic access given to social workers by child guidance clinics
meant that the profession was exposed to and incorporated many of the
theories and language of psychoanalysis. This was also evident in the
training courses of the 1950s and 60s where trainees were routinely

introduced to studies of the nature of human personality and the
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psychopathology of family relations. By the end of the Second World War
methods of professional intervention included practical techniques such as

behavioural therapy, social skills training and various forms of personal
counselling.

The 1960s saw a reorganisation of the profession of social work. The
Seebohm Report of 1968 led to the generic training for all social workers,
including those working in the psychiatric field. The move towards generic
training was based on the belief that social work skills were the same
regardless of their client group thus there was no need to train psychiatric
social workers differently from those who worked with children or people with
physical disabilities. This report situated psychiatric social workers in the
community under the authority of elected members in the new local authority
social services departments rather than under hospital boards and the medical

profession. From the 1960s onwards social work has moved towards a

greater community focus.

2.3.5. Occupational Therapy

Occupational therapy has its roots in medicine and was developed under the
patronage of a few influential doctors (Paterson, 1998). One such influential
medic was Dr Elizabeth Casson who worked on the wards of a mental hospital
in the 1920’s. She was struck by the bored idleness of the patients on the

ward and noticed how there was a change in mood and well being when they

became involved in purposeful and interesting activities (Grove, 1988). This
inspired her to use occupation as a form of treatment. After a visit to the
United States of America where she visited a School of Occupational Therapy
she came back to England and set up the first English school, Dorset House,

in Bristol in 1929.

Both the medical profession and the governments of the day have influenced

the growth of the profession of occupational therapy (OT). The profession’s
first major recognition and publicity came from the British Medical Association

when it held an exhibition of OT at its Centenary Meeting in 1932. The few
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schools of occupational therapy continued to train people but a major boost for
the profession came during the Second World War. After visits to Dorset
House the Ministry of Health asked Dr Casson to train large numbers of
occupational therapists for hospitals all over the country. Under the

programme, 200 candidates were trained for work with psychiatric as well as
general hospital patients.

At this time occupational therapy was still based very much in long stay

hospitals. Qccupational therapy’s stated purpose was ‘...to help these
patients readjust themselves to life and guide them back to a useful life either

in the outside world or in the hospital community’ (Haworth and Macdonald,
1946, p.10). However, occupational therapy has not remained unchanged in
the last fifty years. Like all the mental health professions it has had to respond
to a number of changes such as advances in medical science and technology,
demographic and social factors and legislation (Paterson, 1998). The
pharmacological revolution of the 1950s was greeted with great enthusiasm
by a number of those involved in occupational therapy. Clauser and Wise
(1958) illustrate this point:

‘... due to the administration of the tranquillisers [chiorpromazine and
reserpine] ... many patients presented a picture of being more relaxed
and better organised as individuals. Hallucinations were much less
overt, creating a less distracting atmosphere. The manifestation of

hostility appeared greatly decreased, granting the therapist a better
opportunity to reach the patient’ (p.18).

The Professions Supplementary to Medicine Act 1960 has been highlighted by
Paterson (1998), herself an occupational therapist, as a landmark in
occupational therapy’'s professional development. The Act created
registration boards for each of the professions covered with powers to provide
for the registration of members, for regulating their professional education and
professional conduct and for cancelling registration in cases of misconduct.
Following this Act the need for a national code for ethics was highlighted. This
was drawn up by representatives of the profession and required that
21
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‘Members shall not undertake the treatment of any patient except under

medical direction’ (Joint Council of Associations of Occupational Therapists in
Great Britain, 1962).

Some OTs moved from a hospital base to a community base during the
1970’s. This coincided with the popularity of the anti-psychiatry movement.
The move to the community and the employment of some OTs in social
services departments created an ethical dilemma in relation to the
requirement to work under medical direction. The concept of medical direction

was modified to encompass the client's general practitioner.

24. Community Care

While the 1950s and 1960s had seen the beginning of a turn in policy against
the large mental hospitals it was not really until the 1970s that asylums hit
crisis point. As already seen with the Hospital Plan of 1962, up until this point
services for people with mental health problems could be best described as
reinstitutionalisation’ as opposed to de-institutionalisation. Many Services
had merely moved from the old large hospital to the District General Hospitals.
Yet, policy kept with the notion of community care: the reasons for this are

manifold.

Some commentators, such as Scull (1977), have put forward the reason of
‘economic determinism’. The old asylums were expensive to maintain and it is
this that Scull suggests is the primary reason for the closure of such
institutions. However, Scull's argument has been found wanting since the
process of de-institutionalisation has its roots in the 1950s. Rogers and
Pilgrim (2001) contend that the financial explanations are actually better suited
to the 1970s and the fiscal problems precipitated by the OPEC olil crisis.
Busfield (1986) identifies the pharmacological revolution and a shift of concern
to acute psychiatric problems as other reasons why services moved away
from a hospital base. Some argue that the importance of the use of major
tranquillisers has been overstated in the history of community care because

de-institutionalisation was initiated for a number of groups who did not receive
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the drugs, such as older people and people with learning difficulties (Rogers
and Pilgrim, 2001). The argument that services shifted their focus away from
those with severe mental health problems towards those with acute needs is

one that has remained with community care up to and throughout the nineties.
| shall consider this argument in detail later.

Rogers and Pilgrim (1996) argue for another perspective, which they label a
‘change in psychiatric discourse’. The scientific literature and knowledge base
of psychology grew in popularity in the middle of the twentieth century. Its
focus on psychodynamic and behavioural theories of mental health challenged
the separatist reasoning behind the asylums and mental hospitals. By the mid
twentieth century ‘mental illness’ was commonly considered to have some
environmental and social basis and the sharp distinction between those who

were sane and insane became blurred. The evidence that anyone could

experience mental distress challenged the assumption that the insane should
be removed from the rest of society. This meant that impetus for an
improvement in services came from a number of sources, not just

governmental policies.

For whatever particular reason or collection of reasons, policies of community
care continued and in 1975 the White Paper, Better Services for the Mentally
Il was published. This laid down, for the first time, the principles of effective

community care. Hunter (1992, p.172) identifies these as:

o the expansion of local authority personal services, including social work
support

s the relocation of specialist services in local settings

e the establishment of the right of organisational links

e a significant improvement in staffing.

Coppock and Hopton (2000) argue that by the late 1970s it was obvious that

the state’s interpretation of community care was changing. Whereas,
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Saw a move towards care by the community. A major review of mental health
services was undertaken in 1978 and culminated in the 1983 Mental Health

Act. Unfortunately, little attention was paid to poor service provision and
standards in mental health services. Instead, the Act focused on two main
Issues: - the long-standing issue of civil liberties of detained patients (Coppock
and Hopton, 2000) and the highlighting of professional roles and practice in
relation to the compulsory detention of patients (Rogers and Pilgrim, 2001).

By the mid-eighties relatively little progress had been made towards meeting
the principles of effective community care identified by the 1975 White Paper.
The Audit Commission (1986) highlighted the persistent problem of confusion
between local authorities’ and health authorities’ responsibilities for community
care. It also identified the underfunding of community services. Whereas
some 80-90 per cent of people with mental health problems were now living In
the community, more than 80 per cent of the available resources were spent

in the hospital sector.

The need for action was apparent and in 1986 the government appointed Sir

Roy Griffiths to produce recommendations on the future of community care.

The report was published two years later (Griffiths, 1988) and was a personal

report that did not take formal evidence but did have a small advisory

committee (Payne, 1995). The main principles of the report were that:

e central government should appoint a Minister of Community Care

e |ocal authorities should take the lead role for all community care groups.
This included the identification of need, the creation of packages of care
and the co-ordination of services

» housing authorities should be responsible for providing only the ‘bricks and
mortar component of community care

e health authorities should continue to be responsible for medically required

community health services
o public financial support for residential and nursing care should only be

given following assessments of the financial means of the applicant and

the need for care
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e finally, individuals would be expected to plan well ahead for their own
future community care needs.

The White Paper Caring for People was published in November 1989 and
followed much of the Griffiths Report’s proposals, although it did not support
the recommendation of a Minister of Community Care. It emphasised that
local authority social services departments were to become the lead agency
for community care. It also outlined plans for social service departments to
become ‘enabling agencies’ (Department of Health, 1989, p.17) with the task
of developing a mixed economy of care. This increased the role the
Independent sector was to play in the provision of community care services.
The White Paper spelt out that ‘packages’ of care were to be organised under

the case management (later to be called care management) process.

It was not just local authorities that were expected to make changes; a new
responsibility for district health authorities was introduced in 1990 (Department
of Health, 1990). This required that all services for people with mental health
problems must institute the “Care Programme Approach” (CPA). CPA had
much In common with case management. It involved the assessment of
continuing health and social needs, the provision of appropriate services and

care co-ordination by one named individual, when a person was to be

discharged from a psychiatric hospital.

ocal authorities and health authorities were encouraged to work together in
the provision of services but in reality this caused a number of problems. Not

least amongst these were confusions over roles and responsibilities between

local authorities and health authorities. In the past the division was clearer;
health care equated to hospitals and social care equated to the community.

However, most people with mental health needs require a wide range of

services.

The National Health Service and Community Care Act was passed by
Parliament in the summer of 1990, yet it was not implemented until 1993.

Problems in the implementation of the reforms hindered its progress. Mental
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health services have undergone enormous changes during the Implementation

of community care and this meant professionals needed to change their
practice. The period from the late 1970s to the present has been a turbulent

time for mental health service providers and users as services have adapted
to the community base.

2.4.1. Services and Community Care

One of the most fundamental changes to services was the increase in
community mental health centres and the creation of community mental health
teams. Community mental health centres (CMHCs) arrived in the UK from the
USA around the 1960s. They were the product of a federal scheme set up
under the guidance of President John F. Kennedy who sought a ‘bold new
approach’ in the delivery of services for those with mental health problems
and learning disabilities (Bachrach, 1991). They had a number of aims but
primarily they sought to provide services to a broad range of people in an
attempt to move away from the ‘medical model’ (Onyett and Smith, 1998).
CMHCs offered a holistic approach to mental health and included a strong
emphasis on health promotion and community development. In the UK
CMHCs became popular and increased in numbers from one in 1977 to 54 in
1987 (Sayce, 1989). However, whilst many applauded CMHCs for their
inclusive approach others criticised them for being over-inclusive, over-
ambitious and naive. The main criticisms of CMHCs were that they
overlooked the needs of people with the most complex mental health
problems in favour of the ‘worried well and moved against a trend towards
service provision in primary care settings (Peck, 1994, 1995; Sayce et al,
1991: Patmore and Weaver, 1992). The concentration on those with less
severe mental health problems, it was suggested, meant that those who were

harder to engage, but often had the greatest need, “fell through the net".

Focus on Severe and Enduring Mental Health Problems
The neglect of the needs of those with severe and enduring mental heaith
problems came to the forefront of the British national conscience in the early

1990s. The media publicised a number of serious, although extreme and
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relatively rare cases involving people with mental health problems.
Particularly prominent was the case of Christopher Clunis who fatally stabbed

Jonathon Zito at a London tube station. Clunis had a diagnosis of paranoid

schizophrenia. The report of the inquiry into his care and treatment, referred
to as ‘The Ritchie Report’ (Ritchie et al., 1994), revealed an extremely poor
and inconsistent pattern of care by mental health and associated services.
The failure of agencies to work together was clear from the inquiry. There had
been inadequate communication, liaison, and transfer of information between
health services, social services, the police, and other agencies such as
housing authorities. It was also clear from the inquiry’'s findings that policies
such as Section 117 of the 1983 Mental Health Act and the care programme
approach were not being implemented satisfactorily.

The Ritchie Report was just one that noted the failure of services and
professionals to meet the needs of those with the most challenging problems.
Professionals and agencies faced a number of difficulties in working together
and in implementing the Care Programme Approach and care management.
In response to the Ritchie Report the Department of Health produced a
document on good practice for discharge and aftercare procedures: Building
Bridges (Department of Health, 1995). As well as emphasising the need to
focus services on those with the greatest need Building Bridges also promoted

close and effective interagency working. |t made it clear that this was

necessary as:

‘The key principle underlying good community care for mentally il
people is that caring for this client group is not the job of one agency

alone, just as it is not the responsibility of one professional group alone’
(p. 26).

Building Bridges identified community based mental health teams as the most
effective way of delivering mulitidisciplinary, flexible and sensitive services
(Department of Health, 1995. P.35). It recognised many of the problems
teams encountered and attempted to alleviate the confusion in such services
by defining severe mental illness in order that services could be targeted at
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the people with the greatest need. It also attempted to clarify some of the
confusion over health service led care programming and local authority led

care management. It recognised the overlap between the functions of care
management and CPA and suggested that CPA was a specialist variant of
care management for people with mental health problems. Building Bridges,
along with the ensuing Spectrum of Care guidance (Department of Health,

1996) consolidated the role of CMHTs in mental health services. The
Spectrum of Care outlined the basic tenets of CMHTs thus:

‘CMHTs cover defined population groups. This means each team is
responsible for delivering and coordinating a specialised level of care.

The teams include: social workers; mental health nurses:

psychologists; occupational therapists; and psychiatrists’ (Department
of Health, 1996, p.5).

The above definition leaves much room for variation between teams and
Indeed teams have taken different forms. Some CMHTs have kept a base at
community mental health centres; others have based some workers in primary
care. Generally, they offer a range of social psychological and medical
interventions to meet the needs of people with mental health problems.
However, the increase in CMHTs has not been welcomed by all and problems
In the operation of these teams are well documented (Onyett et al., 1994,
1995, 1997). Findings by Onyett and colleagues from a national survey of
CMHTs in England and an additional postal survey of team members in 60 of
these CMHTs indicated that many staff were emotionally over-extended and
exhausted. A major pressure for respondents was the lack of resources.
They also found that on average, people with severe and long-term mental
health problems make up less than half of a CPNs caseload. Onyett ef al.
(1995) recommend that CPNs’ training should include providing psychosocial

interventions for this user group specifically.

Psychosocial interventions
Onyett and colleagues claim that psychosocial interventions have been found
to be effective with people with severe and enduring mental health problems.
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They refer to a number of studies which began in the 1950s when the move to
the community and the closure of long-stay institutions saw many people with
mental health problems living with their relatives and researchers began to
study the effects on their relapse rates. An early study from Brown et al.
(1958) found that people who had schizophrenia who returned to live with their
parents and close family did worse than those who lived alone or in hostel

accommodation. This prompted research into the home environment and
resulted in the development of the measure of Expressed Emotion (Tarier,
1896). The exact nature of Expressed Emotion (EE) is still the subject of
some debate but it is now considered to have three dimensions; the frequency
of critical comments, the presence of hostility, and the magnitude of emotional
overinvolvement. The continued work of Brown and others in the field (e.g.
Brown et al.,, 1972; Vaughn and Leff, 1976) developed the concept of EE and

it was found to be associated with higher levels of relapse. This combined

with the discovery of the inadequacies of neuroleptic medication led some to

question simple theories of the aetiology of schizophrenia (Fadden, 1998).

In reply to such questions about the aetiology of schizophrenia a vulnerability-
stress model suggesting triggers for episodes of schizophrenia was put
forward by Zubin and Spring (1977). Nuechterlein and Dawson (1984) and
Nuechterlein (1987) have since refined the model. They suggest that a range
of biological, psychological and psychosocial factors interact, and influence
the course and outcome of schizophrenia. The model views episodes as
resulting from an interaction of stressful events in the environment and an

individual’s inherent vulnerability. The view that psychological and social

factors have a role to play in the management of schizophrenia led to the
development of a number of psychosocial strategies to bring about positive

change in the course of the disorder (Tarrier, 1996).

Many studies have concentrated on the role of the family, especially families
where there is high EE. Interventions were developed in order to change the
Expressed Emotion by educating families about schizophrenia, adopting a

oractical problem-orientated approach and helping the family to cope better
with the difficulties of living with a person with schizophrenia (Tarrier, Haddock
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and Barrowclough, 1998). Falloon et al. (1985) demonstrate that after two
years there was still a significant reduction in relapse rates for those families
receiving family inter<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>