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ABSTRACT

Many psychiatric nurses working in the community are
changing their occupational base. They are working
increasingly as members of a mental health
multi-disciplinary team. This is a report on aspects of
the 1role of the psychiatric nurse working in such
teams.

Freidson's professional-dominance thesis is used as a
theoretical framework to assess the occupational status
of psychiatric nurses working in the community mental
health team. 1In particular, the 1levels of c¢linical
autonomy experienced by the nurse are explored.

Four community mental health teams are examined, using
Diary;interview Schedules to record how new clients are
processed by the psychiatric nurse. The other members of
the teams were interviewed (as were the managers to whom
the nurses were accountable) wusing Focused-interview
Schedules. Furthermore, Field-notes were made of
substantive, methodological, and pre-analytical
observations made during visits to the team centres.

The report concludes that although there 1is an
occupational hierarchy and inter-disciplinary rivalry in
the teams, the psychiatric nurse enjoys a large amount
of de facto clinical autonomy. The psychiatric nurse
has also a dynamic and invariably unsupervised influence
on the creation and pathway of psychiatric careers for
those who are referred to her or him.

Recommendations include the need to affirm authoritative
leadership in the team, and for formal supervisory
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procedures to be installed. It is also recommended
that psychiatric nurses in the community should
re-assess their occupational strateqgy of
professionalisation, with a view to a re-alignment with

medical practitioners.
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1.CHAPTER ONE INTRODUCTION

1.1.0VERVIEW and GENERAL CONTENT

This thesis provides an account of aspects of the
working practices of members of a sub-section of the
occupation of nursing, community psychiatric nursing.
The goal of the research is an assessment of the
occupational status of the community psychiatric nurse
(CPN) within the context of a relatively novel
organisational structure in the provision of mental
health services. The organisational structure in
question is the community mental health team (CMHT).
This team encompasses such occupational disciplines as
nursing, psychiatry, social work, psychology, and
occupational therapy.

The main focus of the research is directed towards
identifying the levels of clinical autonomy experienced
by psychiatric nurses working in the CMHT. This includes
an evaluation of the type of relationship the CPN has
with her or his colleagues, supervisors, and managers,
and the influence these relationships have on her or his
clinical independence. A further aspect of the research
is concerned with the question of how the CPN's clinical
judgement affects the experience a user has of the
mental health services.

Ten community psychiatric nurses, operating in four
different teams in the North of England, were studied
sequentially over a two year period between 1990 and

-18-



1992. The main research tool used was a Diary-interview
Schedule. Information was recorded weekly about what
action the CPN had taken in connection with new

referrals to her or his case-load. Approximately

twenty-five new referrals were monitored from each CPN
(two-hundred and fifty-two in total). Furthermore, the
CPNs' colleagues in the CMHTs and their managers were
interviewed using a Focused-interview Schedule.

The presentation of the project is as follows. Following

the introduction, there is an account of the purpose of

the project, its substantive concerns, and reasons

why
these were worth researching. Next, the specific aims
and sub-aims of the research, and its 'working'

hypothesis, are delineated. There is also a description

of the social and organisational setting of the four

illustrative case studies.

In Chapter 2 there is a review of the relevant

literature and theoretical debates. Here, attention is

paid to the driving theoretical foundation of the

research, which 1is taken from the sociology of the

health professions. Firstly, a critical overview of

sociological accounts of the professions is provided.

This 1is followed by a discussion on Eliot Freidson's

approcach to assessing the occupational status of such

professions as medicine. In the subsequent two

sections, Freidson's perspective is applied to nursing

in general and community psychiatric nursing in
particular. The section on community psychiatric nursing
includes a discussion on community mental health
teams and their relevance to community psychiatric

-19~



nursing.

The research methodology is discussed in Chaptef 3,
which begins with a rationale for the choice of
data-collecting techniques used in the study. This
pre-empts a comprehensive description of the research
process, and of the tools employed. Issues of sampling
and selectivity, validity and reliability, reflectivity
and reflexivity, methodological triangulation, ethics,
and the problems of gaining access are then
examined. A description of the procedures used to
analyse the data is also provided. Extensive reference
will be made to the methodological observations entered
into a Field-notebook throughout the two years of data
collection.

The research findings are juxtaposed with the analysis
of the data in Chapter 4. The exemplary nature of the
study, and the commitment given by me to the
participants that they (and their respective health
authority) would not be identifiable, means that the
individual cases are not presented separately. Instead,
a series of common cross-case conceptual themes are
explored. These themes are supported by data (both
quantitative and qualitative) accumulated from all of
the cases * .

In the final chapter the overall conclusions from the
study are presented. The chapter commences with an
examination of the data with direct reference to the
aims of the research, and to the working hypothesis.
Next, the results of the research are discussed with
reference to the social policy issue of caring for the

-20-~



mentally ill in the community, and the role played by
CPNs in the delivery of this care. In these discussions,
a number of relevant reports that have been published
since the beginning of this research project are
highlighted. These include: (a) the 'Report o¢f the
Inquiry into the Care and Treatment of Christopher
Clunis' (Ritchie, 1994); (b) the report of the Mental
Health Nursing Review Team, 'Working in Partnership: a
collaborative approach to care' (DoH, 1994); (c) the
report of the House of Commons Health Committee, 'Better
Off in the Community' (Health Committee, 1994); (d) the
review of the mental health services for adults (Audit
Commission, 1994); (e) the report of the Committee of
Inquiry into the death of Georgina Robinson at the Edith
Morgan Centre (Blom-Cooper et al, 1995).

The chapter ends with a review of the study.
Specifically, this involves an account of the strengths
and limits of the study (including some comments on the
appropriateness of Freidson's thesis given the research
detailed in this report), and suggestions for further

research.
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1.2.PURPOSE OF THE RESEARCH

1.2.1.The research problem

The research problem addressed in this study relates to
the issue of the professionalisation of nursing, and the
appropriateness of following this occupational strategy
for all sections of this discipline. In particular, the
study is concerned with the uncertainty over what the
occupational standing of community psychiatric nursing
is, and what direction in the future this "burgeoning
speciality” (Devlin, 1985, p.19) should take.
Specifically, the research examines the problem of how
much clinical autonomy is exercised by the CPN within
the new organisational setting of the CMHT, on what
basis does the CPN make her or his decisions # , and how
much of the CPN's decision-making is affected by her or
his relationship with colleagues from other disciplines.
In this project I am also concerned about how the CPN's
clinical autonomy and inter-disciplinary relationships
influence the psychiatric career of those people who
come under her or his care.

The essence of the research problem is summarised by one

member of a community mental health team (interviewed as

part of this research) when asked the gquestion, "what

makes a good CPN":

I think someone who can work in a team, which
I think is the problem. I don't think a lot of
CPNs do. Just from working here, a lot of our
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people are not very good team workers - they

work too autonomously.

(Occupational therapist, Team 3)

That is, does the advent of the CMHT, with the
expectation that clinical independence will be
sacrificed for the benefit of teamwork, indicate a
retrenchment of the occupational objective of
professionalisation for community psychiatric nursing?
Furthermore, will membership of the CMHT result in a
return to the conventional occupational position of
nurses - that of subservience to the medical
profession?
In pért the occupational status of the CPNs is assessed
in the study by examining the opinions of their
managers, and the other members of the CMHT. Relevant
questions with regard to how the CPNs' colleagues and
managers view the CPNs include:-
Do the other members of the CMHT perceive the CPN as
having the same occupational status as themselves?
Is there an indication that psychiatrists (and/or
other members of the CMHT) wish to ensure that
potential clients are referred to the team, rather
than CPNs receiving direct referrals from (for
example) general practitioners?
What forms (if any) of supervision exist? For example,
is it inter-disciplinary, intra-disciplinary, or
managerial? If inter-disciplinary, is it reciprocal?
Do the other members of the CMHT believe that the CPN

-23-~-



has the skills and knowledge to assess, implement

treatment programmes, and discharge clients?

Is there any inter-disciplinary conflict?

Is there an inter-disciplinary hierarchy?
Principally, however, the evaluation of the
professional status of the CPN involves an examination
of 1levels o0f clinical autonomy. This was achieved by
monitoring the referral process (and the decision making
processes) from the stage when new clients are referred
to the CPN to when they are discharged, or re-~referred
to another health care professional. Where clients were
not discharged or referred (i.e. treatment by the CPN
continued), the collection of data stopped after a three
month period ® .Questions relevant to these processes
include:-

Does the system of referring clients indicate that

the CPNs have clinical autonomy?

How much does having clinical autonomy affect the

referral process?

Do the CPNs have autonomy over their decisions once

a client is referred to them?

How much negotiation takes place between the CPN and

other mental health professionals over the referral

process? 4
These questions provide the basis for the subsequent

aims of the research.
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1.2.2.Why it is worth researching

The study of a division of an occupational group such as
nursing adds to the body of knowledge in the field of
the sociology of the professions. In the late twentieth
century, the professions can be detected as going
through a period of +transition S . Affected by
significant economic, political, and social forces, even
the well established professions of law and medicine
may have to change their established relationship with
the state, the consumer, other occupations, and society
in general (Dingwall and Lewis, 1983). Ultimately, in
the case of medicine, this may result in a 1loss of
control over health care resources (Armstrong, 1990).
If, in this scenario of complex societal and
inter-professional developments, the occupational
position of the traditional professions 1is altering,
there is a need to research what is happening to the
semi-professional occupations © . That is, any change in
the status and practice of the established professions
will influence inevitably the status and practice of the
'emerging' semi-professional groups.

In the field of mental health, a theory-driven
examination of CPN practice is of relevance to the study
of the power of the psychiatric profession. As
Foucault (1967) and Scull (1979) illustrate in their
critiques of the origins of the profession of psychiatry
and the construction of madness, psychiatrists have
dominated the group of occupational workers dealing with

the mentally ill since the birth of the asylum. However,
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the power of psychiatry may have been tempered by the
development of community care, and the running down and
closure of the asylums. Moreover, the rise of
professionalism amongst such occupations as nursing may

also challenge the dominance of psychiatry:

More recently other professions have
acquired autonomy, and medical direction of

their work no longer happens or is necessary.

(Ovretveit, 1993, p.112)

Conversely, new organisational structures, such as the
CMHT, have the potential to alter fundamentally the
relationship between the psychiatrist and other mental
health workers in the opposite direction. Whether or not
the team members share one site, for example in a
community mental health centre (CMHC), or function from
disparate 1locations, there is the probability of change
occurring to the role behaviour of the various
occupational groups (Sheppard, 1991).

Murphy (1991) acknowledges that psychiatrists have lost
the leadership of those occupations involved in mental
health. The advent of the CMHT offers psychiatrists the
opportunity to re-assert their influence over these
other mental health disciplines. That is, the CMHT may
provide the venue for medical practitioners to re-assume
their leadership role (Bean and Mounser, 1993).

Indeed, it was the reported move by a psychiatrist to
control the CPNs in one health authority that stimulated
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my interest to carry out this research study. During the
late 1980's I was the lecturer responsible fof a
post-registration course for CPNs at Teesside
Polytechnic (now the University of Teesside). Informal
discussions with the CPNs on the course indicated that
high on their agenda was a concern about c¢linical
autonomy. The CPNs were worried about how this was being
affected by a new set of relationships with other
disciplines (in particular psychiatry) as a consequence
of the setting up of CMHTs in many health authorities.
One CPN stated that he believed the psychiatrist in his
area was objecting strongly to the lack of influence she
had over the work of the CPNs. The psychiatrist had
decided to 'take on' the CPNs (who she apparently
regarded as having too much freedom) and prevent <them
from accepting any clients other than those who
were referred to the CMHT - of which she assumed
leadership!

Multi-disciplinary work has been encouraged by wvarious
reports and pieces of legislation. These include the
1983 Mental Health Act (DoHWO, 1983), the revised
'‘Mental Health Act Code of Practice' (DoHWO, 1993),
'Community care: agenda for action' (Griffiths, 1988),
and 'Caring for people: community care in the next
decade and beyond' (DoH, 1989a). However, research into
the area of CPNs and their relationship with other
health care professionals, as Dean (1988) has commented
in her own study which covered partially that topic, has
been minimal. White has been a notable exception. In one
study (1986) he concentrated on the relationship between
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general practitioners and CPNs. In a second study
(White, 1990), in which he surveyed the community
psychiatric nursing services of all district health
authorities, he did examine the relationship between
CPNs and consultant psychiatrists, although this was not
related specifically to CMHTs.

Another exception 1is Shephard (op. <c¢it.) who has
published an account of CPNs in the context of CMHCs.
Sheppard concentrates in the main on the relationship
between social workers and CPNs. As Watson (1994)
acknowledges, the relationship between social workers
and the other mental health workers will
perhaps take a different form in the future following
the implementation of a number of key reports and
Government Acts. For example, 'Caring for people' (DoH,
1989a), with its division of care into ‘'health' and
'social' categories, and the 'Care Programme Approach'
(DoH, 1990b), which is aimed at providing individual
packages of care for people who are discharged from
psychiatric hospitals, will affect social worker-CPN
relationships.

However, the re-ordering of the relationship between
social workers and CPNs does not detract from the need
to research the CPN's relationships with other or all of
the remaining members of the CMHT. It merely adds
another dimension, which will require investigation in
the future.

The most important justification of all for conducting
research into how the CPNs operate in their practice is
because of the direct influence mental health workers
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have on the lives of their clients. The effects of CPNs
on their clients, although already commented upon by
many authors (for example, Sharpe, 1982; Horrocks, 1985;
Morrall, 1987a; 1987b; Simpson, 1988; Wooff et al,
1988; Wooff and Goldberg, 1988; Illing et al, 1990;
Pollock, 1990), requires on-going evaluation.

Butterworth, a leading exponent of community psychiatric
nursing, has called for more in-depth studies of
community psychiatric nursing. This is registered in

MacMillan's editorial of a speech given by Butterworth:

IN-DEPTH RESEARCH WAS A 'VITAL INGREDIENT' [my
emphasis] in helping CPNs to develop their
practice and avoid a 'knee-jerk response to
expressed need', he [Butterworth] claimed. CPN
services are a 'very significant force for
change', he continued. 'There is no other
group of nurses which has changed so
dramatically in so short a space of time to a
new role'..... [Butterworth] stressed that
CPNs faced fresh challenges and said that
research played a vital part in helping them

to expose their work.

(MacMillan, 1990, p.72)

As Butterworth recognises, research in this area is of
particular importance at this point in time when
CPNs are yet again changing their organisational
allegiances. Furthermore, the results from this project
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can contribute to the debate surrounding the proposals
produced from the Government sponsored review of mental
health nursing (DoH, 1994). It can also contribute to
the growing public concern about how the mentally ill

are being cared for in the community.
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1.3.AIMS AND WORKING HYPOTHESIS

The specific aims of the research have been extracted

from the

considerations of the research problem, and

from the adopted theoretical perspective:

Aim 1: CPN AUTONOMY AND THE REFERRAL SYSTEM

To

evaluate the level of clinical autonomy the

CPN exercises over the referral process, and the

effect this has on the users of the psychiatric

services.

sub-aims:

(a) To assess what expectations the referral
agents have of the CPN with respect to, for
example, the delivery of treatment, and to
ascertain whether or not these expectations

are carried out.

(b) To describe the reasons given by the CPN

for accepting referrals.

(c) To examine the methods by which the CPN
organises (or ‘'constructs') her or his

case-load.

(d) To identify the degree of discussion and
negotiation undertaken by the community
psychiatric nurse with, for example,
colleagues in the CMHT, general
practitioners, supervisors, and managers.
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(e) To examine the processes used by the CPN
when deciding to discharge a client from her
or his case-load, or to have a client

admitted to in-patient psychiatric care.

Aim 2: IDEOLOGICAL AND STRUCTURAL INFLUENCES

To

analyse ideological and structural influences

on the practice of the CPN working within the

CMHT.

sub-aims:

(a) To identify systems of belief that

affect the CPN's practice.

(b) To describe the meaning of 'team
membership' for the CPNs and their

colleagues in the CMHT.

(c) To identify systems of supervision, and
the degree of managerial control over the

practice of the CPN.

(d) To establish the existence of any
inter-disciplinary hierarchy within the

CMHT.

Aim 3: RELATIONSHIPS IN THE CMHT

To

evaluate the nature of the relationships

between the CPN and her or his colleagues in the

CMHT .
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sub-aims: (a) To describe the 1level of conflict,
and rivalry that occurs between the CPN and

other members of the CMHT.

(b) To examine procedures employed by the
CPN to deal with inter-disciplinary conflict
and rivalry, and actual or potential
'professional dominance' by other members of

the CMHT.

(c) To review the opinions of <the CPNs'
managers and colleagues in the CMHT with
regard to the role and status of the

psychiatric nurse working in the community.

The aims (and sub-aims) provide a framework from which
the research methodology is extrapolated. They provide
also the outline for the reporting of the results in
Chapter 4.

However, these aims are a final version. The original
set was influenced by the process of reflexivity, which
was put purposefully into the design of the research.
That is, the aims of the project, along with the
methodological techniques, were subject to ongoing
reflexive feedback (Adler and Adler, 1987, P.26;
Hammersley and Atkinson, 1983, p.14). This resulted in a
process of evolutionary and incremental modification for
both the aims and the methods.

The hypothesis is deduced from the theoretical
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considerations and aims of the research. It is presented

in its null form:

COMMUNITY PSYCHIATRIC NURSES ARE

NOT CLINICALLY AUTONOMOUS WHEN WORKING AS

PART OF A COMMUNITY MENTAL HEALTH TEAM.
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1.4.THE CASE STUDIES

In presenting background information about the four
teams used in the study, the anonymity of the
practitioners 1is maintained. Therefore what follows are
general descriptions of the teams. I have added a
number of modifications to decrease further the
likelihood of the specific team(s) being identified.

All of the teams are situated in the North of England.
Four health districts (including the pilot study) have
been used, although Team 2 and Team 3 belong to the same
district. The teams chosen for the study deal with
clients in the eighteen to sixty-five years age range.
Most of the information used to describe the teams has
been accumulated through informal discussions between
myself and the managers, the CPNs, and other incidental
sources (for example, from the students I teach on
courses at the University of Teesside, some of whom work
in the relevant health authorities). Information has
also been extracted from operational policy statements
and management directives, supplied to me by the

managers and the CPNs 7
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1.4.1.Team 1

The work of Team 1 covers one of four geographical
'sectors' in a medium-sized British city. The city's
economic activity consists mainly of light and service
industries, and tourism. A population of approximately
40,000 people is covered by each of the sectors. The
senior nursing management of the psychiatric services
had attempted to establish sector-based CMHTs since
1986, but a number of problems had apparently impeded
the full implementation of this policy. For example,
neither the psychology service nor social services (for
different reasons) seemed committed to the CMHTs as an
organisational structure.

The Team is situated in a 1large house within the
community, which contains an office for the four CPNs
and an occupational therapist, a day centre, and a
number of interviewing rooms (for sessions with the
limited number of clients who visit the centre instead
of being seen at home). The intention had been for the
social worker, psychologist, and the consultant
psychiatrist to have their offices (at 1least on a
part-time basis) in the building, but this did not
materialise at the time of the study. Fortnightly CMHT
meetings recommenced following a number of months when
no formal CMHT meetings were held at all.

The management of the CPNs was maintained by a nurse
manager and a senior nurse manager, who were based at
the local psychiatric hospital, approximately three
kilometres from the building in which the CPNs were
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located. Except for occasional visits by the managers to
the building, and by individual CPNs to the managers
offices, the CPN reported that they were at present
'left to get on with it' ©

The nurse managers, when interviewed for the study,
reinforced the account from the CPNs of a laissez-faire
approach by management. However, they suggested that the
organisation of the CPNs was in a state of +transition,
and therefore this management style would only be
temporary. They did not indicate what would replace
the present style.

With regard to the specific management of the
CMHT, during the time of the study no formal appointment
of a CMHT co-ordinator was made. However, one of the
CPNs .acted as the convenor of the CMHT meetings (which

involved only the setting-up of the meetings).
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1.4.2.Team 2 and Team 3

Teams 2 and 3, whilst functioning from the same
building (and sharing the same nurse manager and
psychologist), maintained a separate identity. The site
from which these two teams operate from is the only one
in the study that is regarded explicitly as a CMHC. That
is, it was described in all of the relevant official
policy documents that I was provided with as a CMHC.

The CMHC opened in 1988, consisted of the two CMHTs
(which cover two sectors), a day unit, and offices for
the CPNs and other members of the CMHTs (psychiatrists,
psychologists, social workers, and occupational
therapists). Group therapy sessions (e.g. for anxiety
management), which sometimes involve the CPNs, are
carried out in rooms at the centre. Geographically, it
was one of two CMHCs situated in a large town, and each
team in the centre serves a population of over 50,000
people. The town's economy is supported by heavy
industry, but it has one of the highest unemployment
rates in the United Kingdom. The local university is now
considered to be one of the major 'businesses' in the
area.

Housed 1in a converted large Victorian building, with
noticeable additions such as ramps for wheel chairs and
signs/notices which could only be associated with an
hospital environment, the CMHC lies approximately one
mile from the town centre.

Two of the three CPNs at the centre (both from the same
team) share an office. The other CPN has her own
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office. It was expected, however, that another CPN
would be employed to work in the same sector as the CPN
who at present is working on her own.

The CPN nurse manager has his office within the centre.
Generally, the consultant psychiatrists serve as
co-ordinators to their respective teams, and act as
chairpersons for the meetings. Both teams hold a meeting

on a weekly basis.
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1.4.3.Team 4

Team 4 is situated in a small town in a large rural area
which is divided up into three geographical sectors,
serving a population in total of about 80,000 people.
The industrial base of the sector covered by Team 4 is
essentially agrarian, but does include some 1light
industry and a limited amount of tourism. Unemployment
was well below the national average.

The centre from which the CPNs operate is part of a
hospital building, separated by a main road from the
district general hospital, which is about a hundred
metres away. Although very obviously seen as a hospital
facility by the town's population (the signs on the
building state as much), the front of the building faces
the town's main street. Hence, it gave the impression of
being relatively integrated into the local community.
Within the building, the three CPNs have a large office,
and there are offices for the consultant psychiatrist,
occupational therapist, and the psychologist. However,
the social worker is housed in the social services
offices in another part of the town. The day hospital is
accommodated in this building ° .

The CPNs were managed before the study commenced by a
manager who was not a nurse, whose office was also in
the centre. However, during the period of the study, the
management of the CPNs became the responsibility of a
manager who had worked previously as a CPN (as with the
other three teams). The co-ordination of the CMHT
meetings was orchestrated predominantly by the
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consultant psychiatrists.
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1.5.SUMMARY

In this chapter I have set the scene for a thesis which
examines community psychiatric nursing practice in the
1990's. Data were collected over a two year period from
ten psychiatric nurses working in the community, and
from twenty of their team colleagues and managers. These
nurses are part of a new organisational structure, the
CMHT. This new work location may change dramatically the
potential for psychiatric nurses working in the
community to become professionalised. This influence on
the occupational status of the CPN is the main interest
of the study reported here.

The data-collecting techniques used were: (a) a
Diary-interview Schedule to monitor the activities
of the psychiatric nurses with new clients; (b) a
Focused-interview Schedule to explore the opinions of
the other members of the CMHT and those of the managers,
towards the psychiatric nurses; (c) the recording of
substantive, methodological, and analytical observations
in a Field-notebook.

The study takes its theoretical underpinnings
essentially from the sociology of the professions. More
specifically, the theoretical constructs offered by
Eliot Freidson (in particular that of 'clinical
autonomy') are applied to the practice of community
psychiatric nursing. This theoretical framework is

explored in detail in Chapter 2.
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1.6 .ENDNOTES

1. Yin (1984) quotes Kaufman (1981) who uses this method
of presenting multiple case-study research. Kaufman
examined the working practices of six federal bureau

chiefs in the United States:

The book's purpose.....was not to portray any
single one of these chiefs. Rather, the book
synthesizes the lessons from all of them and
is organised around such topics as how chiefs
decide things, how they receive and review
information, and how they motivate their
staff. Under each topic, Kaufman draws
opposite examples from the six cases, but none
of the six is presented as a single-case
study.

(Yin, op. cit., p.130)

2. The question 'on what basis do CPNs make their
decisions' (in contexts other than the CMHT) has been
posed by McKendrick (1980), and addressed in part by
Pollock (1989) and Shephard (1991).

3. Referrals processes, as Goldie (1977) has argued,
with specific reference to the mental health field, can
provide an outline of the structure of relationships

between medical and 'lay' occupations.
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4. Quantitative data concerning 'referrals' are already
collated locally by community based information
retrieval systems set up following the 'Korner report'
(DHSS, 1984). However, as a number of the subjects in
this study commented openly, it is questionable as to

how valid the data collected in this way is.

5. In April 1992 a major international conference was
held at the University of Leicester. The conference
addressed specifically the transitional nature of the
professions in the 1last few decades. Issues on the
agenda included: 'capitalism, state action and the
collapse of professional power' (Elliott Krause); 'the
market in trust - professions and the supply of
regulétion' (Robert Dingwall); 'professions: changing
boundaries of social regulation' (Lorenzo Sperenza);
'Europe and the regulation of British doctors - the
experience of the General Medical Council' (Meg Stacey);
'policing the mentally disordered -~ a case of

professional dominance?' (Anne Rogers).

6. The term 'semi-professionals' was coined by Etzioni
(1969) to describe such occupations as nursing. This was
to distinguish between the more theoretically based and

autonomous 'fully-fledged' professions (e.g. medicine).

7. The referencing of these sources is problematic. Some
of the information relating to these policies and
directives has been retrieved from the taped
discussions with the CPNs and their managers. However,
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the actual documents have not been included in the

thesis as their content would identify the relevant

health authority.

8. The comment of being 'left to get on with it' was

made also by CPNs from other teams (see Chapter 4).

9. Shortly after the study was completed, the function
of the building changed, and many of the facilities were
transferred to the main hospital site. The CPNs were
then housed in the psychiatric unit (attached to the
hospital), although they may be re-sited in buildings in

the community at some point in the future.
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2.CHAPTER TWO LITERATURE REVIEW AND THEORETICAL

CONSIDERATIONS

2.1.INTRODUCTION

The theoretical foundation for this research project is
taken from the sociology of the professions. In
particular, the concept of 'clinical autonomy' from
Freidson's analysis of the medical profession (Freidson,
1970a; 1970b; 1988) is used to examine the working
practices of CPNs.

To date, there is no systematic account of the
occupational standing of community psychiatric nursing
which is embedded in a coherent theoretical base.
Authors of a number of research projects have utilised
sociological theory as a frame of reference for certain
parts of their research design (e.g. White, 1986;
Pollock, 1989). However, none have demonstrated a
commitment to a comprehensive and co-ordinated
application of theory to their empirical studies. That
is, this thesis stands alone in the sense that it is
driven by sociological theory, and its conceptual base
permeates all areas of the research design.

There are three general aims to the chapter: (a) to
review the literature and theoretical debates concerning
the sociology of the professions; (b) to justify the use
of the Freidsonian approach as a theoretical tool in
this study (b) to examine those aspects of the
literature which are related directly to the
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professionalisation of community psychiatric nursing.
Specifically, my intention in this chapter is to provide
background information concerning three questions which
are central to this study. These are: what is a
profession; what is the occupational status of nursing
as a whole; what is the occupational status of community
psychiatric nursing?

The chapter has four main sections, the first of which
contains an account of the various perspectives that
are used to understand the development of the
professions. In the second section there is a critical
analysis of the Freidsonian perspective. Reference 1is
made to a number of influences on the professions which
have occurred since Freidson presented his thesis in the
early 1970s. These influences have to be taken into
consideration when evaluating the saliency of Freidson's
thesis in contemporary society, although I suggest
it remains an appropriate theoretical perspective.

The third section contains a review of the
occupational position of nursing, and the fourth
focuses upon community psychiatric nursing. I shall
argue that Freidson's approach to comprehending
what the process of professionalisation is indicates
that nursing is not, and will not become, a profession.
However, I suggest that the literature indicates also
that sub-groups of nursing (for example, community

psychiatric nursing) have the potential to become

professionalised.
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2.2.0VERVIEW OF THE PROFESSIONS

Post-industrial society (Bell, 1973), or what has been
described as the period of 'late modernity' (Giddens,
1990; 1991; Tester, 1993), 'postmodernity' (Crook et al,
1992;), or 'cybersociety’ (Jones, 1995), is
characterised by rapid change. This change is affecting
the social, political, economic, and cultural fabric of
most societies. The professions are not immune from the
influence of these changes, and the conceptualisation of
their role and function in society has had (or will
have) to alter accordingly.

Early twentieth-century explanations of what constitutes
a profession were dominated by two related approaches
that were rooted in Durkheimian sociology (Johnson,
1972; Saks, 1983; Willis, 1990). Durkheim (1957)
regarded the professions as an impartial and socially
cohesive force. For Durkheim, they moderated
individualism in society by reinforcing organic
solidarity.

The first of these two post-Durkheimian approaches:

..... became concerned with definitional
issues..... about what 'traits' define a
profession and how far along the process of

professionalisation various occupations are.

(Willis, op. cit., p.9)

Altruism, a specialised and exclusive body of knowledge,
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lengthy vocational training, monopoly over practice,
and self-regulation were perceived to be the trade marks
of high prestige occupations such as law and medicine
(Carr-Saunders and Wilson, 1933; Goode, 1957; Greenwood,
1957; Gross, 1958).

The second approach is much more overtly
functionalist. Here the professions are regarded as
directly helping to maintain the social order (Parsons,
1939, 1951; Barber, 1963). For example, Parsons (op.
cit.) argues that the profession of medicine reinforces
social stability by controlling entry into the sick
role. The effect of this is also one of functionality
for the individual in the sense that she or he receives
expert assistance to become healthy again. Both of these

perspectives:

«es..YESt on the tenet that professions
possess some unique characteristics which set
them apart from other occupations and play a
positive and important role in the division of

labour in society.

(Saks, op. cit., p.2)

The trait and the functionalist approaches have been
subject to much criticism. Criticism is centred upon the
sterile nature of the teleological explanatory
framework in which they are situated, and the
stance of self-justification they adopt. For example,
with reference to trait theory, Johnson (op.
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cit.) states:

'Trait’ theory..... too easily falls into the
error of accepting the professionals' own
definition of themselves. There are many
similarities between the 'core elements' as
perceived by sociologists and the preambles

to and contents of professional codes.

(p.25)

Whilst the functionalist approach has the strength of
being 1located in a general social theory (Morgan et al,
1985), both explanations are weakened by their inability
to recognise and decipher other non-normative social
processes and structures that fashion, and are fashioned
by, the professions.

For example, Johnson (op. c¢it.) argued that these
perspectives neglected to identify the power structures
that are operated by the professions. He suggested
that power could be exercised in different ways by
different occupational groups. Members of a complete or
'collegiate' profession (e.g. medicine) exert power in a
way that defines its membership, areas of work, and who
the users of their service will be. Members of a
'patronage' profession (e.g. accountancy) wield power in
contractual arrangements that occur between themselves
and the users of their services. Members of a 'mediated’
profession (e.g. nursing) have less direct power as
their services are provided via a third person or
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possibly the state.

Feminist critiques have also pointed to the weakness of
the early sociological analysis (Gamarnikow, 1978;
Hearn, 1982; Abbott and Wallace, 1990; Witz, 1990,
1992; Riska and Weger, 1993; Russell, 1995). These
critiques have demonstrated that inequalities and
oppression in the wider society are replicated by the
professionals. With reference to medicine, they have
revealed the centrality of gender divisions both within

and between the various health occupations:

.....feminists have argued that in the process
of upward mobility, the male-dominated
professions gain control over and subordinate
female-dominated occupations. This is most
clearly demonstrated in medicine where the
medical profession is male-dominated and where
the process of achieving its dominant
professional status, the female occupations of
nursing, health visiting and midwifery were

subordinated.....

(Abbott and Wallace, 1990, p.3)

It is, however, not only the structure of society on
the basis of gender that has to be considered. Ethnic
divisions in society are also reproduced in the division
of labour. For example, in the NHS (which is the
biggest employer of ethnic minority groups in Britain:
Ward, 1993) black employees are noticeably
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disadvantaged. Proportionally, they are much more
likely to be employed in low status and low paid
occupations than white people. They also hold lower
status positions in both nursing and medicine, and enter
the specialisms in these occupations which have 1little
prestige (e.g. psychiatry) much more frequently than
their white counterparts (Johnstone, 1989).

The 1reasons for the inequalities in the NHS can be
explained in part by reference to personal and
institutional racism (Nettleton, 1995). However,
the causes of these inequalities can wultimately be
traced back to the history of imperialism and
colonialism, and to the recruitment patterns of the
British Government in the 1950s (Williams, 1989).

The thrust of polemicist Ivan 1Illich's vehement
critique on the professions 1is directed towards the
process of industrialisation, which he believes has

produced 'disabling' professions. He argues that:

The Age of Professions will be remembered as
the time when politics withered, when voters,
guided by professors, entrusted to technocrats
the power to legislate needs, renounced the
authority to decide who needs what and
suffered monopolistic oligarchies to determine

the means by which these needs shall be met.

(Illich, 1977, p.12)

Illich's radical utopian solution is the
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de-professionalisation of all professions, the
de-industrialisation of the developed world's economic
base, and the creation of a system of 'intermediate'
technology.

Marx (1969) perceived the role of the professionals
in capitalist society as subsidiary, mainly due to their
lack of direct involvement in the process of production.
He did believe, however, that they had a negative
contribution to the extraction of surplus value.
Neo-Marxists have attempted to assess further the
structural position of the professions. For example,
Navarro (1979) sees the professionals aligned
unambiguously with the capitalist class. They are, for
Navarro, part of the exploitative elite in society.
Scull (1979; 1983; 1984) refers to psychiatry (a branch
of the profession of medicine) as an agency of social
control which serves the capitalist state by keeping

'the mad' (one section of the proletariat) wunder

control.
For Scull, psychiatry has been complicit in the
implementation of a state sponsored policy "..... built

on a foundation of sand" (1984, p.1l), which has resulted
in the mentally ill (and other segregated groups) being
decarcerated into the community. The
deinstitutionalisation of the mentally ill, argues
Scull, is not the result of progressive developments in
liberal-scientific psychiatry. Rather than the policy
being driven by benevolence and the introduction of
anti-psychotic drugs, it has been economically
determined. Indeed, Scull argues that the reduction in

-53-



the in-patient numbers commenced both in the United
States and the United Kingdom either before or during
the 1950's, whereas anti-psychotic drugs
were only beginning to be used in the middle of the
1950's. Scull's point is that in the post-war period
there was a fiscal crisis in the delivery of social

policy whereby:

.....Segregative modes of social control
became, in relative terms, far more costly and

difficult to justify.

(Scull, op. cit., p.135)

Consequently, cheaper welfare options were sought, one
of which was the programme of community care for the
mentally ill. In part, Scull supports this position by
suggesting that the former asylum inmates were not
offered effective (and expensive) care in community, but
were neglected and ghettoised. Although Scull recognises
that in this country the pattern of decarceration has
been to some degree different to that in the United
States, the rise in the number of the mentally ill who
are homeless, and who inhabit bed and breakfast
accommodation, can be viewed as examples of the
ghettoisation and neglect of the mentally ill in the
community (Murphy, 1991).

However, Scull's approach can be criticised in a
number of ways. For example, Busfield argues that
with respect to the United Kingdom, Scull's account is
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defective on the basis of timing:

The fiscal <crisis of the state to which he
refers is a phenomenon of the early 1970s and

later, and not of the 1950s.....

(Busfield, 1986, p.329)

Busfield suggests that whilst Scull is correct to
identify a "..... mystification and distortion of a
reality of neglect and lack of resources to those
discharged from mental hospitals" (ibid.), he ignores
the expansion of psychiatric services into primary
health care. Referring specifically to the United
Kingdom, and in direct contrast to Scull, Wing and Olsen
(1979) offer an optimistic view on the implementation
of care in the community. They claim that not only has
care in the community been resourced through general
practitioner services, but many other services have been
developed. Fér example, local out-patient departments,
day hospitals, rehabilitation workshops, community
nursing, and voluntary services.

Furthermore, far from viewing psychiatry as serving the
capitalist class, some social theorists (e.qg.
Oppenheimer, 1973, 1978; MicKinlay and Stoeckle, 1988)
believe that the professionals have become
proletarianised. This has been caused through a
prolonged process of de-skilling as a result of the
subordinate relationship that psychiatry has had with
state bureaucracies. Some neo-Marxists who take this
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approach have described professionals as 'mental
labourers' (Wright, 1980; Derber, 1982).

A synthesis of these two divergent conceptualisations
of where the professions fit in the class structure is
offered by another group of neo-Marxists (Carchedi,
1975; Gough, 1979). As Pilgrim and Rogers note, the
professions are regarded by these theorists as
occupying a contradictory relationship with the means

of production in capitalist society:

They are not capitalists but they serve the
interests of the latter. They are not full
members of the proletariat (as they do not
produce goods and surplus value) but they are
employees and SO they share similar
vulnerabilities and interests of the working

class.

(Pilgrim and Rogers, 1993, p.84)

Interestingly, some theorists have argued that the
achievement of a professional status is most likely for
those occupational groups who have social and cultural
affinity with the dominant groups in society (Johnson,
1977; Witz, 1992). That is, if the occupational group in
question is male-dominated and middle-class, then it is
in a better position to achieve and/or maintain a
professional identity.

Poststructural accounts of the professions identify
what Foucault (1967; 1973) describes as ‘'discursive
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practices' (i.e. particular technologies, procedures,
and linguistic styles) which act as mechanisms of social
subjugation through a control over knowledge. Foucault
gave the example of psychiatry regulating morality,
rationality, and the work ethic in bourgeois society.
However, unlike the neo-Marxist analysis of the
professions which emphasises their structural
relationship with the mode of production, the discursive
practices of the professionals are not aligned
ideologically with any one social class.

The use of discursive practices by one group of
professionals (surgeons) is illustrated in a
research study carried out by Nicholas Fox (1992). Fox
conducted an analysis of a health care setting (i.e.
surgical wards and theatres) from which he attempts to

demonstrate the relationship between power and

knowledge:

Within the enterprise of surgery, different
professional groupings constantly sought to
inscribe their DISCURSIVE PRACTICES [my
emphasis] upon each other, and most

significantly, patients.
(Fox, 1993, p.62)

Hughes (1958) had sown the conceptual seeds of
‘ dissension, which were to germinate into a debacle of
the self-perpetuating idealised view provided by the
professions themselves. However, it was such theorists
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as Freidson (1970; 1971; 1988) who made the most
significant impact on the trait and functionalist
approaches to analysing the nature of the professions.
It was Freidson who was among the first to identify that
the professions may be serving primarily themselves
rather than society, and to indicate (together with
Johnson, op. cit.) that the exercise of 'power' had to

be taken into account:

Freidson..... undercut the functionalist
argument that professions were ordained
by the 'hidden hand' of society,
exposing the power games which must be
played for successful
professionalisation...... He stressed
that the medical profession, 1like any
other, pursues its own ends in
preserving its members' autonomy and

privileges.
(Richman, 1987, p.110)

Freidson applied a neo-Weberian perspective and produced
a coherent theoretical deconstruction of medicine, which
he uses as a model for the analysis of other
professions. His proposition is that a dominant
profession stands in an entirely different structural
relationship to the division of labour than does a
subordinate one, and that it is having autonomy over
one's actions (and influence over the work of
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others) that defines a 'genuine' profession.
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2.3.PROFESSIONAL AUTONOMY

Freidson's approach was pivotal to the movement away
from comprehending the division of labour in society
solely on the basis of core-traits and functions. What
Freidson accomplished was a re-formulation of the
question about professions. He argued that the
concentration on definitional issues had produced
descriptive rather than analytical accounts of how

professions operate:

A great many words have been spoken in
discussions of what a profession 1is, or
rather, what the best definition of
'profession' is. Unfortunately, discussion has
been s0 fixed on the question of definition
that not much analysis has been made of the
significance and consequences of some of <the

elements common to most definitions.

(Freidson, 1970b, p.133)

Freidson directed attention towards the use of social
closure and occupational control by some occupations to
achieve professional status (Morgan, op. cit.;
Nettleton, op. cit.).

For Freidson, the medical profession was motivated far
more by self-interest than social perceptions and its
high social standing would imply. Furthermore, the
assumption that medicine owes part of its success to
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specialist knowledge is challenged by Larson (1977).
Larson argues that the medical profession linked with
bio-medical science as a strategy aimed at ameliorating
occupational and social advancement. As Armstrong has

noted:

In this new analysis the success of a
profession was not due to possessing the
requisite 'core traits' such as esoteric
knowledge, a service ideal, and so on, but
depended entirely on the degree of control the
profession had managed to establish over the

conduct of its own work.

(Armstrong, 1990, p.691)

That is, rather than bio-medical science being an
inherent and natural feature of medicine's
epistemology, it used this form of knowledge as
".....ideological ammunition for attaining the
powerful position of professional status, as well as
for maintaining it" (Morgan, op. cit., p.109).

Jamous and Peloille (1970) suggested that another
strategy adopted by medicine to achieve occupational
progress was to socially distance itself from the users
of its service by mystifying the knowledge that it has.
That is, the more medical practitioners are regarded as
employing intuition which cannot be codified, and the
less the public has direct access to their specialist
knowledge, the higher the social status of medicine.
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This is described by these authors as the
'indeterminancy/technicality (I/T) ratio'. Howéver,
there 1is a paradox here in that bio-medical data (the
medical profession's preferred knowledge base) is highly
susceptible to codification. Furthermore, intuition (as
I shall argue in Chapter 4) is regarded as a
characteristic of those occupational groups with a lower
status than medicine. Therefore, medicine cannot rely on
this strategy alone.

For Freidsonian theorists, the main method by which
medicine and other professions attain high status is
through the acquisition of discrete areas of work. That
is, the power of the medical profession depended upon a
large amount of autonomy over clinical work (Freidson,

1970a, 1988; Berlant, 1975; Larson, 1977; Tolliday):

..... the only true important and uniform
criterion for distinguishing professions from
other occupations is the fact of autonomy - a

position of legitimate control over work.
(Freidson, 1970a, p.82)

This control with respect to medicine, arques Freidson,
is 1legitimised through social and legal recognition of
medical practitioners as experts who as a group are
virtually unopposed in their ability to define health

and illness:

If we consider the profession of medicine

-62~



today, it is clear that its major
characteristic is preeminence. Such
preeminence is not merely that of prestige,
but also of expert authority. This is to say,
medicine's knowledge about illness and its
treatment is considered to be authoritative
and definitive.  ..... there are no
representatives in direct competition with
medicine who hold official policy-making

positions related to health affairs.

(Freidson, 1988, p.5)

Not only has medicine gained control over its practice,
but it also dominates what Freidson (1970b) describes as
the 'para-medical professions' (for example, midwifery
and nursing). Autonomy over its own work, and control
over the content and limits of the work of related
occupational groups, provides medicine with
'professional dominance' (Freidson, 1970b). A profession
for Freidson, therefore, has autonomy from the
subjugation of others, and has the autonomy to subjugate
others. For example, Treacher and Baruch (1981) argue
that psychiatry, as a branch of medicine, has dominated
the mental health ‘industry' in Britain since the
nineteenth century.

Armstrong argues that the <clinical autonomy of
medicine has allowed the profession to exert control

over the organisation of resources in health care:
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Medical power...... rested on a degree of

autonomy in clinical work, which medicine had

successfully claimed as its natural
right..... In maintaining control over
clinical work the medical profession
established jurisdiction over the

distribution of health care resources.

(Armstrong, ibid.)

If the definition of professional autonomy, however, is
to include the domination of other occupational
groups together with the control over health policy and
resources, then autonomy for medicine is not absolute.
As Freidson (1986) himself has admitted, professional
autonomy is relative to the historical, structural,
ideological, and political parameters that encircle the
negotiations that doctors (and other health care
workers) undertake within both their organisational
setting and society at large.

For example, Goldie (1977) carried out a study in which
he addressed the issue of the division of labour between
mental health pfofessionals working in psychiatric
hospitals. He recognised that the professionalisation of
any occupation cannot take place in a social vacuum.
Goldie examined the role of ideology, alongside the way
in which the division of labour is negotiated within the
social structure of various institutional 1locations.
Goldie observes that the history of the psychiatric
hospital and various internal and external
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'institutional imperatives' (a term borrowed from Hearn,
1968), such as the resources and facilities available
within the hospital and its catchment area, exert
influences over the staff * .,

Whilst Goldie perceives mental hospitals as forums in
which there are "..... shifting balances of power" (op.
cit., p.145), he concludes that the psychiatrists
sustain their dominance in part through their
ideological monopolisation of the referral process, and

in part through acquiescence of the other occupational

groups:

ee...while many lay [i.e. non-medical] staff
remain critical of the psychiatrists for their
'inadequate training and reliance on physical
methods, they continually re-affirm their
authority through a process of defining
themselves out of certain areas of work and

seeking to involve themselves in various

marginal activities. 2

(Goldie, op. cit., pp.158-9)

For Goldie, therefore, the status quo in the
professional hierarchy is maintained both by the
overt use of power by psychiatrists, and by the way in
which the 'rival' professionals (psychologists and
social workers) defined their own roles.

The proletarianisation thesis (Oppenheimer, op. cit.;

McKinlay and Stoeckle, op. cit.) projects the view

-65-



that professional work is becoming increasingly
subjected to management control at the instigation of
the state. Supporters of this approach believe the fate
of all professions to be downward social mobility. Haug
(1988) argues that de-professionalisation will occur as
a consequence of the rise in consumer scepticism about
the efficacy of ‘'expert' services. Both of these
critiques imply that bureaucratic processes will
eventually lead to the demise of professional autonomy
and dominance 2 . However, as Elston (1991) and
Nettleton (op. cit.) have commented, these theories have
emerged from the United States and their application
to the British health care system has not been
evaluated.

In the 1last twenty years the I/T ratio has altered.
There has been an explosion in information, and access
to information. Clinical knowledge has become more
codified and less indeterminate. As Nettleton (op. cit.)
records, computerised expert systems (used, for example,
in the diagnosis of illness) allow members of
non-professional and quasi-professional groups entry
into bodies of knowledge that were formerly esoteric.
Furthermore, the perceived existence of a more active
and knowledgeable service-user may also threaten to
narrow the social distance between the patient and the
medical practitioner (Hugman, 1991; Morrall, 1995).

This active service-user could also be seen to be
challenging medical hegemony by consuming alternative
health care provision (now widely available) such as
acupuncture, homeopathy, osteopathy, and chiropractice.
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However, as Joseph (1994) recognises, there are signs
that ‘'alternative' health care is formulating a set of
beliefs and practices that will survey the boundaries of
medicine, and serve to exclude 'unqualified’
interlopers. The effect of this will be to 1legitimise
alternative provision within the boundaries of
conventional medicine.

From the 1980s onwards in Britain the
structural and bureaucratic limitations on the
clinical autonomy of the medical profession would
include the restructuring of the health service and the
rise of 'mew managerialism'. New managerialism replaced
what Harrison et al (1990) describe as the 'diplomacy
model' which had existed since the 1960s. Managers under
the latter system were not leaders or agents of change.
Their role was primarily to help the professionals in
their clinical work by solving organisational problems
as they occurred. By contrast, the new managers are
expected to be much more pro-active, innovative, and
consumer-oriented. This management style also involves
the comprehensive auditing of clinical work, which it
can be argued erodes further +the autonomy of the
professionals.

The relationship between medicine and the para-medical
professions, which Freidson perceives as one
characterised by the domination of the former over the
latter, is explored by a number of authors. For
example, Stein (1967) discusses how nurses are
involved in a 'game' with doctors. The nurses
play this game by offering advice in subtle ways
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(for example, through indicating non-verbally what
policies, treatments, etc. they agree with) to the
medical staff, whilst at the same time appearing to be

passive:

The cardinal rule in the game is that open
disagreement between the players must be
avoided at all costs. Thus, the nurse can
communicate her recommendations without
appearing to be making a recommendation
statement. The physician, in requesting a
recommendation from a nurse, must do so
without appearing to be asking

for it.

(Stein op. cit., p.110)

Wright (1985) also describes the relationship between
doctors and nurses as a 'game'. There 1is, suggests
Wright, an elaborate and ritualistic facade erected
between the two. The nurse tries to manipulate the
doctor's decisions without weakening 'his' authority or
status. Overt disagreement is avoided at all costs.

Tattersall (1992), in a study of triage in an accident
and emergency department noted that although this method
of organising patients was instigated by nurses (and had
the potential effect of enhancing the occupational
status of the nurses in relation to that of the
physicians), it was usurped by the medical staff. That
is, the doctors recognised the effectiveness of

~-68~



triage, and thereby legitimised its use, only when they
made the decisions with regard to its implementatioﬁ.

Hughes conducted a study of doctor-nurse
interaction in an accident and emergency department. He
criticises the professional-dominance thesis for
presuming too much power to be in the hands of the

medical profession:

Many sociologists, possibly taking their cue
from Freidson's..... seminal writings on the
position of the 'paramedical' professions have
chosen to view the [nurse-doctor] relationship
in terms of a fairly unproblematic
subordination of nursing staff to physician
control. Among other things they note that the
medical profession exercises considerable
control over the knowledge base of the nursing
profession; that typically nurses assist in,
rather than initiate the focal tasks of
diagnosis and treatment; and that much
nursing work tends +to be performed at the
request of, or under the supervision of the

doctor.
{Hughes, 1988, p.1)

Whilst not wanting to debunk the professional-dominance
thesis per se, Hughes believes that it needs one
important qualification. He argues that it is
'over-deterministic', and its proponents have:
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..... underplayed the situated nature of

medical control and of nurse deference.
(op. cit., p.16)

As Hughes' adjustment to the professional-dominance
thesis indicates, there is a clear need to examine the
situational divergencies amongst health care
professionals. With reference to this research study,
psychiatric nurses working in the community, as Carr et
al (1980) have pointed out, cannot be viewed as having
the same relationship with psychiatrists (or other
professionals) as those nurses who work within the
hospital environment. There are, for example, major
differences in 1levels of medical (and managerial)
surveillance and supervision of ostensibly subordinate
occupational groups.

The effect of these situational factors in the health
care field can be to reduce the professional dominance
of one occupational group (e.g. the medical staff) while
at the same time increasing the clinical autonomy of
another (e.g. nurses). That is, if medicine loses its
dominance over nursing (and other health care groups) it
is axiomatic that the former will experience some degree
of de-professionalisation whilst the latter will move
further towards professionalisation.

Another possible outcome may be a re-alignment of
occupational 1loyalties as a consequence of the NHS
reforms, and the post-Fordist division of labour
(Harrison and Pollitt, 1994; Walby et al, 1994).
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Post-Fordist economic production is characterised by
consumer-led and fragmented market requirements, and
demands of 1its workers' (including professionals)
flexibility over working practices (Burrows and Loader,
1994). In this scenario it is probable that professional
autonomy will diminish (Nettleton, op. cit.).

In a post-Fordist mode of production it 1is possible,
however, that there will be a transformation in the
relationships betwzen the various occupational groups.
For example, this new form of economic production may
encourage nurses, who for Dixon (1992) are
'organisationally adrift', to relocate their allegiance
from their own managers to doctor-dominated NHS Clinical
Directorates (Walby et al, op. cit.). That is, nursing
may be far more vulnerable to the processes of
're-skilling', insecure employment, and loss of
professional autonomy than medicine. Therefore,
domination of medicine over other occupational groups
(e.g. nursing) may be re~established.

Moreover, there 1is growing evidence that although
medicine's direct control over organisational resources
has been 1lost, it still procures a considerable
amount of freedom from the new managers with
regard to resource prioritising and clinical work at a
local 1level (Haywood, 1987; Clegg, 1989; Hunter, 1991).

Baggott (1994), for example, states:

..... it is clear that general managers made
only limited progress in setting clinical
targets..... Managers were largely unable to
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exert control over the resources for which
they were held accountable because the demand
for patient services was determined by

clinicians.

(p.134)

Baggott (1994) argues that most managers have
capitulated or resigned when confronted by senior
doctors. One recent report has suggested that managers
can do little about the 'one in twenty' senior doctors
who it states may be dishonest, abusive, guilty of
sexually harassing patients, or incompetent (Donaldson,
1994).

If the power of medicine were to be challenged seriously
by the new managers, then it (like other professions)
has the capacity to take radical action. For example,
some medical practitioners have threatened to leave the

health service:

Senior doctors are threatening to resign

from National Health Service employment and

establish themselves as independent
contractors to escape management
diktat..... Consultants believe they would

have more freedom to determine treatment
according to patient's needs if they were

free of managers' budget constraints.

(Brindle and Mihill, 1994)
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Where do these influences 1leave the professional
dominance theses and the professional status of
medicine? In the second edition of Freidson's
'Profession of Medicine' (1988) the content is
essentially the same as the first edition, except that
he includes an 'Afterword'. It is in this afterword, and
in a recent text in which he re-examines the role of the
professions in society (Freidson, 1994), that Freidson
addresses a number of the criticisms of his analysis of
medicine. For example, Freidson recognises the
development of consumer movements, and the 'active' and
knowledgeable service-user. However he questions the
effect these developments have had on the power of the

professional:

These movements have created a number of
important changes in the administrative and
interpersonal context within which interaction
between doctor and patient takes place.
However, while the traditional arrangement in
which the physician is active or guiding and
the patient passive or cooperative has been
tempered somewhat, there is little evidence
that it has changed so markedly as to have
become routinely egalitarian, involving truly

mutual participation.

(1988, p.388)
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Freidson argues that the creation of bureaucratic
contractual systems * , which are aimed at cutting
costs, may have had a detrimental effect on the
patient's ability to be active in her or his
relationship with the medical practitioner. He goes as
far as to suggest that the collective gains from, for
example, the consumer movements, may not compensate for
the 1loss of influence individuals have experienced
through these contractual arrangements.

However, the explosion of information is entering into
a new and dramatic phase. Computer based technology is
now operating in a realm that has been described as
'cyberspace' (Freedland, 1994), and has the potential to
offer consumers immense and immediate accessibility to
knowledge on a world-wide scale, the power of which only
the most Luddite-minded will be able to ignore. But,
although access will be available to all, these
information systems will be susceptible to expropriation
by both established and new breeds of experts who have
(or will have) the techniques and resources to analyse
and synthesise data on this scale (Porter, 1994). Given
the imperialistic and market-oriented tendencies
associated with medicine in the past (e.g. in relation
to accommodating 'alternative' medicine as
'complementary' medicine), and its success in promoting
a techno-scientific base in modern health care, future
occupation strategies are likely to include expeditions
into and colonisation of cyberspace S .

Furthermore, the formulation of a Citizen's and
a Patient's Charter by the Conservative Government in
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Britain, may not be achieving the projected goals of
empowering the individual in her or his encounter with,

for example, the health care industry:

People know little of their rights under the
patient's charter, a survey for the Royal
College of Nursing suggests..... fewer than
three in 10 people can identify any of its

rights or standards.....

(Brindle, 1994)

Illman (1991) also questions the reality of the active
consumer. He argues that many consumers are not 'active'
because they may not know what they need in the first
place, do not have the skills or motivation to assess
the quality of the service they have received, and most
still believe that 'doctor knows best'.

More significantly, however, in order to accormodate
some of the wider economic and political changes that
have occurred over the twenty years since he produced
his exposition of the professions, Freidson (1988) has
produced a more concise definition of professionalism.
Three forms of autonomy have been identified by Elston
(op. cit.). The first is 'economic autonomy', which
refers to the right of the profession to decide wupon
what remuneration its members will receive. The second
is described as 'political autonomy', and relates to the
ability of the profession to determine policy on health
issues. The third type is 'clinical autonomy', and
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refers to the right of the profession to regulate its
own practice and decide upon the content of its Qork.
Freidson counters his critics by arguing that his
definition of professionalism does not need to include

political and economic autonomy, and therefore:

..... the loss of extensive political influence
and economic independence does not represent
the 1loss of professionalism as I have defined
it..... Neither economic independence nor
control of professional institutions
independently of the state or of capital is
essential to professionalism. What is
essential is control over the performance and
evaluation of a set of demarcated tasks,
sustained by the established jurisdiction

over a particular body of knowledge and skill.
(Freidson, op. cit., p.385)

Technical autonomy (which equates to Elston's
definition of 'clinical autonomy') is, for Freidson, the
sin qua non of professionalism.

Freidson admits that even with this narrower definition
of professionalism (in which there is no mention of
domination of related occupations), some threat to
technical autonomy has been experienced by medicine. He
provides the example of how review committees in the
United States have been set up to examine clinical work.
Whilst there is no direct equivalent in Britain,
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auditing and the emergence of the new occupational group
of health economists with its emphasis on the economic
regulation of professional practice may have a similar
effect (Ashmore et al, 1989; Power, 1992).

However, Freidson insists that the professional status
of medical practitioners remains intact as long as the

work they do is under the control of its own members:

.....in the United States, as in most other
countries, only members of the profession have
the right to establish legitimate and
authoritative technical standards for medical
work, and only they have the right to exercise
authority over the technical conduct of

medical work.

(Freidson, op. cit., p.386)

It is, however, Freidson's original depiction of
professionalism, with its emphasis on the professional
being able to determine extensively "..... the content
and the terms of work™ (1970b, p.134) , and the
".....dominance of 1its expertise in the division of
labour" (op. cit., p.136), that is subscribed to in this
study.

Furthermore, it 1is this version that equates with
accounts provided by the professionals themselves. For
example, Tolliday (1978) reports on medical
practitioners' interpretations of 'clinical autonomy'.
They highlight independent practice, the primacy of
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medical knowledge, and the authority to 1lead other
health care professionals.

Medicine remains an occupation with a substantial power
base despite contemporary bureaucratic, political,
economic, and consumerist infringements. Consequently, I
believe that this version of the professional-dominance
thesis provides still the most appropriate theoretical

tool to analyse the professions.
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2.4 .PROFESSIONALISM AND NURSING

If Freidson's (1970a; 1970b) initial account of
professionalism (which includes the concepts of clinical
autonomy AND professional dominance) is adopted, then
what can be said about the occupation of nursing? That

is, is nursing:

.....essentially a subordinate occupation.....
Or is it an autonomous profession like

medicine?

(Dingwall, 1986, p.27)

Traditionally, the protagonists of the occupational
strategy of professionalisation for nursing, and other
caring occupations (e.g. occupational therapy;
physiotherapy), have adhered to the 'trait' theory of
professional identity. That is, they have attempted
first to assess what constituents of a profession these
groups already have. They have then indicated ways in
which the absent characteristics can be gained (Jolley,
1989; Atkinson, 1988; Wallis, 1987; Abbott and Wallace,
op. cit.). Accepting implicitly the 'semi-professional'
status (Etzioni, 1969) of these groups, these
authors have promoted the policy of professionalisation
in order to achieve what they consider to be the full
professional identity of such occupations as medicine
and law.

Perceptions of nursing vary, and are often
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contradictory. A persistent image is one that stems from
the assertion by Nightingale (1859) that nursing is a
vocation, with nurses viewed as dedicated to the service
of their patients. This was to counteract the prevailing
negative image in the early nineteenth century of
nursing as being delivered by women at the lowest level
of the social strata. Nursing was therefore perceived to
be akin to the work of prostitutes. The nurse (female)
is also seen as dedicated to the role of handmaiden to
the doctor (male) in the delivery of diagnostic
techniques and treatments. This stemmed from the
mid-nineteenth century, when the medical profession's
engagement with scientific knowledge required reliable
assistants to deliver the mundane and routine aspects of
medical practice when the doctor was not present
(Abel~-Smith, 1960).

Wainwright (19%94), using Ashdown's (1943) ideal
typification of the ‘'good nurse', summarises the

conventional approach to nursing:

By tradition nursing has been seen as a
dependent occupation, the nurse being expected
to be the ears and eyes of the doctor, loyally
carrying out instructions and faithfully
reporting back. A nurse was expected to be
'punctual , good tempered, obedient, and loyal
to all rules as the foundation of her work'.
She must also remember ‘'what is due to
authority' and 'must ever remember that
discipline and obedience are the keynote to
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satisfactory and efficient work in life'.

(Wainwright, in Hunt and Wainwright, 1994,

p.3)

The nurse, therefore, was to be the doctor's 'good wife'
in the workplace.

Commenting on the analysis offered by feminist
critiques, Turner (1987) suggests that the apparent
failure of nursing to become professionalised is in part
because it is predominantly (in terms of the numbers of
its members) female. Added to the problems of
bureaucratic control ¢ , and the 1lack of coherent
professional representation, the conflicting demands on
the nurse of work and the family disrupt career

development:

.....the critical issue in the absence of
professional status in the history of nursing
has centred on the question of gender. The
ultimate failure of nursing to achieve
professional autonomy is explained in terms of
the contradiction between family 1life and
professional careers, bureaucracy and
professionalism, the absence of a continuous
commitment to a career to the exclusion of
domestic involvements.....Women are exploited
as nurses because they are socialised into a
doctrine which equates nursing with mothering
and sees the hospital ward as merely an
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extension of the domestic sphere of labour.

(Turner, 1987, p.149)

For some feminist theorists, the structural
nature of patriarchal society affects the division of
labour both in the workplace and in health care
organisations. At work the role of the 'wife' is played
by the secretary, whilst the nurse plays the role of
'mother' in the hospital (Ehrenreich and English, 1976;
Garmarnikow, 1978; Game and Pringle, 1983).

The public perception of nursing retains elements of
sexuality and servility. For example, Salvage's (1985)
study of 1lay, media, and nurses' opinions registered
images of the nurse as an angel, sex symbol, as well as
that of a battle-axe. However, Smith (1993) believes
that a new image of nursing may be evolving.

The emergence of this 'new nursing' came about in the
1980s, and had been grasped by the leaders of nursing
(managers, educationalists, and policy makers) with

great enthusiasm:

Since 1984 there has been an unprecedented
burst of activity in and around nursing in the
United Kingdom, culminating in proposals for
the reform of various aspects of work and

training.

(Salvage, 1988, p.515)
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In part, the new nursing is based on changes in the
way nurses are educated. For example, in the 1986's a
radically new syllabus for nurses undergoing state
registration was introduced. Furthermore, there has
been a huge increase in the percentage of nurses
undertaking educational programmes in universities, both
for initial training and for post-basic courses.

For Smith, the new image of nursing is concerned also
with the separation of nursing from medical work, and
with the ritualistic and hierarchical way in which care

was delivered in the past:

..... hospital nursing was organised around the
execution of tasks as part of the medical
division of 1labour..... In the 1960's, task
allocation was still strong. The most junior
and least experienced nurses undertook tasks
perceived as basic or simple, such as dusting
the ward furniture or cleaning the bedpans. As
the nurse became more senior s/he graduated
through a series of tasks from giving bedpans,
doing the bed baths, taking the temperatures
and blood pressures, and finally the

dressings, drug round and injections.
(Smith, in Taylor and Field, 1993, p.209/10)

The new nursing has been underpinned by the production
of a conceptual foundation (the 'nursing process') which
had been developed over the previous two decades by such
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nurse theorists as Henderson (1966). Incorporated within
this conceptual foundation is a philosophy of holistic
care. Holistic approaches to nursing practice are aimed
at including psychological and social factors alongside
those of a bio-medical orientation. The philosophy of
patient-centredness, which has its roots in humanistic
psychology, has also been espoused as a legitimate
ideological base for the new nursing. Here the
identification and satisfaction of the patient's needs
are seen as paramount, as opposed to the expert-centred
diagnosis and treatment of illness and disease.

One other important element in the new nursing movement

is the concept of primary nursing. This focuses upon:

.....sStructural and organisational factors
such as staff allocation and off-duty rotas

which enable continuity of patient allocation.

(Wainwright, in Hunt and Wainwright, 1994,

p.14)

Primary nursing has been encouraged by a government
initiative which has emphasised the importance of the
identity of the particular nurse (and her or his
'associates') who has been given the responsibility for
the care of individual patients. The idea is that the
quality of care will be improved if patients, whether
they are treated in hospital or in the community, know
the name of this nurse.

However, the success of the named-nurse scheme has
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been called into question. In the Royal College of
Nursing survey mentioned above, less than one person
in one hundred knew anything about the scheme. Moreover,
out of over nine hundred people who had been treated
by a nurse in the year prior to the study only 49% said
that they were aware of being given a named nurse
(Brindle, op. cit.).

Overall, the emphasis of the new nursing is the

attempt to:

..... redefine the nurse's role in order to
assert its unique contribution to healing, the
challenging of assumptions about nursing's
subordination to medicine, and the idea of
replacing a bureaucratic occupation with a

profession.

(Wainwright, in Hunt and Wainwright, 1994,

p.3)

When the new nursing movement began, the reaction of
medical staff was one of hostility. Smith (op. cit.)
records that the introduction of nursing care plans and
primary nursing caused an outcry from medical
practitioners. For example, numerous letters and
editorials in the medical journals referred to the
resentment that doctors felt about nurses distancing
themselves from their historical ties with the medical
profession.

However, Smith (op. cit.) points out that despite some
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movement away from (medical) procedures towards care
focused upon the needs of the patient and controlled by
nursing objectives, much of the nurse's work remains

shaped and directed by medical imperatives:

Although the organisation of nursing care in
hospitals has become more patient-centred in
line with the nursing process, many tasks and
routines shaped by medical diagnosis and
treatment are still apparent. These tasks and
routines include doctor's rounds, diagnostic

tests and therapies on and off the ward.

(p.210.)

The desire by nurses to extend their role into more
prestigious areas of work ((Hunt and Wainwright, 1994),
which can be viewed as another characteristic of new
nursing, may in fact have a detrimental effect on their
status. For example, Muir (1993) reports that because
the working hours of junior doctors are being reduced,
surgeons are examining the possibility of using nurses
to do their 'dirty work' (Hughes, 1971). That is, a
nurse may be employed as a "surgeon's assistant" (a
concept borrowed from the United States). This would
involve her or him doing simple, routine and repetitive
tasks during surgery.

The attempt by nurses to shed task-orientated work may
be Prevented also by the pressures on nursing
staff to provide a cost-effective service with a high
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turnover of patients. Medical commitment to positivistic
and technical science contributes further to this
reversal. Stated simply, patients may not spend enough
time in hospital for the nurse to implement those
principles of the new nursing that involve holism, care
planning, etc., and for the patient to benefit from
having a named nurse. Neither is it likely, because of
the resource implications, that the new nursing can be
delivered successfully in the community. Moreover, it is
medicine, responding to the managerial cost-efficiency
drives, that has been at the forefront of the
techno-scientific advancements which have resulted in
patients having shorter spells in hospital.
Consequently, the same process that devalues nursing has
the effect of improving the status of medicine.

Hart (1991) found that nurses still display deference to
medical practitioners. When nurses talked to doctors
they were much less articulate and less outspoken than
when they talked to her. This discrepancy, the nurses
explained to Hart, was because they believed themselves
to Dbe inferior to and of less importance than the
medical staff.

If new nursing can be seen as having failed to change
the traditional role of nurses (particularly with
reference to their relationship with doctors) can
nursing ever be a profession? Dingwall's position on the
prospect of nursing reaching the same professional

status as medicine is quite clear:
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..... the practice of.....[nursing] work
remains firmly subordinate to that of the
doctor. With the exception of health visitors,
no nurse has an independent access to work or
its allocation..... The doctor retains the sole
control over the focal tasks of diagnosis and
treatment. The nurse still requires his
authority +to penetrate the body physically or
chemically.....functional autonomy for any
group other than doctors 1is, at best, a

pipe-dream.

(Dingwall, 1974, P.53)

Freidson (1970a) is also clear that nursing can never be
anything other than a 'semi-profession'. The knowledge
base for nursing (despite the attempts of the
advocates of new nursing) remains within the remit of
the medical model. Furthermore, Freidson argues that as
doctors control the admission of patients, they are
ultimately responsible for the diagnosis and
treatment, and therefore wield much influence over
nursing practice.

A number of commentators on the future of nursing as an
occupational group have questioned whether
professionalisation is a suitable goal for nursing
(Melia, 1987; Dingwall et al, 1988; Salvage, 1988) 7 .
It may be, for example, that each sub-group of nursing
has to develop and implement its own strategy to achieve
either full professional status, or attempt to sustain
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or improve its position in the occupational hierarchy by
alternative methods to professionalism.

That is, given that nursing can be perceived as a
non-homogeneous collection of workers (Abbott and
Wallace, 1990, P.17; Butterworth, 1984), as is the case
with many other occupational groupings (Bucher and
Strauss, 1961; Bucher, 1962), it may not be politically
or pragmatically astute for those representing 1its
numerous factions to partake in a unified occupational
strategy. A diversification in occupational strategies
and goals has already taken place to some extent, and
with variable success, for a number of health-care
groups associated with nursing. For example, Abbott and

Sapsford comment on the case of health visiting:

Health visitors are not unaware of the
contradictions and problems of their role
position. 1In recent years these have led them
on the one hand to seek professional status
and on the other to monitor and evaluate their
own work in more detail. They have been led to
consider who they are, and what work they

ought to be doing.....

(Abbott and Sapsford, 1990, p.122)

Health visitors, along with midwives, have claimed
independent practitioner status (Dingwall et al, 1988).
In doing so, they have attempted to secure their
position as aligned but separate to nursing, and
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increase their standing as professionals ahead of that
achieved by nurses. ‘

This attempt to reach independent practitioner status is
characterised by the health care worker being able to
carry out her or his practice autonomously. That is, to
be able to operate without recourse to medical
supervision in practical day-to-day decision making
and, at an ideological level, to be free from medical
hegemony. It should be emphasised, however, that this is
only an attempt by such groups as health visiting and
midwifery to be independent. The degree of success
and/or self-delusion involved in this quest is debatable
(Dingwall et al, 1988, Chapts.8, 9, and 10: Willis,
1989, Chapt.5; Benoit, 1989).

With reference to midwifery there has been a growth in
independent midwives, but doctors have effectively taken
over child-birth due mainly to the hospital confinement
of pregnant women. This leaves midwives vulnerable to
medical and bureaucratic domination. Where midwives
have attempted to avoid both o0of these forms of
domination (e.g. through the setting up of groups aimed
at self-help), they have not necessarily been

successful:

Midwives seeking to exercise their role to the
full have often been constrained by the
bureaucracy surrounding maternity care or by
medical control to such an extent that some
have gone into practice outside traditional
structures..... These alternative patterns of
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practice are not always sanctioned by health
care organisers to whom independent practice
and/or the supporting of women to give birth
at home can be seen to undermine the dominant
mode of operation. Where midwives have formed
self-help groups they have found it hard for

their voices to be heard.

(Silverton, in Hunt and Wainwright, 1993,

p.154)

As Wainwright (op. cit.) observes, there are
contradictory processes at work in relation to how
nurses operate and perceive themselves, and this has an
effect on their occupational status. For example,
Wainwright suggests that at the same time as demanding
independence, nurses also wish to remain "part of the
team". In doing so, he argues, nurses proliferate the
status quo (which by implication means occupational

stagnation for nursing):

Nursing 1is still very much in a transitional
state. On the one hand we have the development
of primary nursing and arguments for autonomy
and self-governance, reinforced by initiatives
such as the named nurse, nurse prescribing,
the development of specialist and advanced
practitioners, and the reduction of junior
doctors' hours..... On the other hand we have,
apparently, a deep desire on the part of many
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nurses to be part of the team and to continue

in the STATUS QUO [emphasis by Wainwright].

(p-17)

Furthermore, as with medicine, the introduction of
managerialism into the NHS will influence how much of
nursing work can be defined by either nurses or by
doctors. Managers, as I have discussed in the previous
section, may enact controls over nursing and medicine
which will shift the balance of power and force both to
reconsider their position in the occupational hierarchy.
However, new managerialism in +the NHS has imposed
structures that are in the main more harmful to nursing
than to medicine (Baggart, op. cit.) © .

For Wainwright (op. <cit.), the options for nursing
rests upon the ability of its members to take on extra
responsibilities and thereby extend their role. This
will help nurses "..... achieve authority over the nature
of their practice"” (p.19). I maintain, however,
that the evidence suggests that nursing as a whole is
structurally disadvantaged in the hierarchy of
health care occupations. Any autonomy gained is only
relative to the willingness of general managers,
politicians, and the profession of medicine to allow
this to happen. Nursing does not have the power base of,
for example, medicine (which I argue has maintained its
professional dominance), and hence this '‘relative
autonomy' ® can be reversed at any time. The question to
be addressed below is, has community psychiatric nursing
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disentangled itself from the rest of nursing and
achieved (or has it the potential to achieve) a

professional status?
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2.5.COMMUNITY PSYCHIATRIC NURSING

Following the application of Freidson's (1970a; 1970b)
perspective to review nursing as a collectivity, in this
section I employ his approach to explore the literature
on community psychiatric nursing. As with nursing in
general, the notions of <clinical autonomy and
professional dominance are used as focal points.
Specifically, data referring to the working practices of
CPNs are examined to ascertain whether or not they have
control over their work (in terms of defining what the
content and 1limit of this work is). If they have this
control, then they could be viewed as having moved
substantially in the direction of professionalisation.
However, if the literature indicates that the management
of their work is susceptible to the dominance and
hegemony of other health care professionals (e.g.
medicine), then community psychiatric nursing can only
be described as a subordinate occupational group. It can
be regarded as remaining under the
occupational umbrella of nursing as a whole, having the
status of, in Freidson's terminology, a 'para-medical'
profession.

The history of mental health nursing can be traced back
to the 'keeper' of the various types of 'houses' in
which the mad were accommodated prior to the 1845 Lunacy
Act (Nolan, 1993). Hospitals were known to exist in the
ancient world, and provided treatment in a religious
context. The existence of hospitals in this country is
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not established unambiguously until the tenth-century
(Cartwright, 1977). Apart from the 'lazar house', which
accommodated people suffering from leprosy, the purpose

of a 'hospital' was not defined clearly:

It could be a geriatric unit, an orphanage, a
reformatory for unmarried mothers, a rest
house for travellers, an infirmary for the
sick, or much more frequently, it could serve

all these purposes.

(Cartwright, op. cit., p.30)

By the fifteenth century, special provision for the mad
was being created. As Cartwright (op. cit., p.31) notes,
in the mid-1400s 'Bedlam' offered sanctuary for
Meeeen many men that have fallen out of their wits".
Until the beginning of the nineteenth-century, the mad
were still in general cared for by their families.
However, thousands of the mad were contained within
houses of correction, private madhouses, and 1local
parish workhouses.

Following the 1845 Lunacy Act, local authorities were
forced to provide for the mad through a massive public
building programme. Along with the Poor Law Amendment
Act 1834, this act heralded the beginning of the asylum
system, and the segregation of the mad from the rest of
the community (Foucault, 1967; Scull, 1979;). It also
supplied the opportunity for both medicine and nursing
to emerge as legitimate surveyors of the mad.
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After 1845, the keeper became the ‘'attendant'. The
attendants were responsible for the general upkeep of
the new institutions for the insane, but were also to
become ".....the medical superintendent's servants, with
primary responsibility to carry out his orders" (Nolan,
op. cit., p.6). Women who became attendants were in the
main referred to as 'nurses'. It wasn't until the end of
the 19th century that men were also accorded this
title.

By the time the 1890 Lunacy Act was instituted, the
medical profession had monopolised the market with
regard to the care of the mad, and this resulted in the
redefining of the category of 'madness' to one of
'mental illness' (Baruch, and Treacher, 1978). For Nolan
(1990), the creation of a Register for Attendants under
this act marks the start of the formal recognition of
the occupation of psychiatric nursing. The title 'mental
nurse' was inaugurated in the General Council's
Supplementary Register for Mental Nurses of 1923 (Nolan,
1993).

Community psychiatric nursing, as a branch of
psychiatric nursing, has a relatively short history. But
the importance of CPNs in the mental health field leads
Armstrong (1987) to claim that they are, the
..... frontline workers of psychiatric care" (p.4).
Community psychiatric nursing can be traced back to 1954
when two nurses were seconded from a psychiatric
hospital in Surrey to work as ‘'out-patient nurses'
because o0f a shortage of social workers. Their role was
to keep contact with discharged patients and to help
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maintain them in the community (May, 1965; Greene, 1968;
Hunter, 1974; Sladden, 1979; Carr et al, 1980; Malin,
1988). Since then the CPN service has grown
considerably, and is continuing to enlarge. By the year
2000 it is projected that twelve-and-a-half
thousand psychiatric nurses will be community based
(CPNA, 1985).

By the 1980s the 1role of the CPN is reported to
have expanded to include such aspects as the formal
and informal assessment of a client's mental health, the
implementation of preventative, educative, and specific
therapy programmes, and supportive visits (Beard, 1980;
Carr et al, 1980; Williamson et al, 1981). Other aspects
of the CPN's role are stated to be the provision of a
consultative service to other health-related and
voluntary agencies, the provision of physical care, and
the giving of injections (Mangen and Griffith, 1982;
Barratt, 1989).

The growth of community psychiatric nursing has,
however, been observed to have been piece-meal and

unco-ordinated. Pollock (1986) states:

..... surveys (CPNA 1981 and 1985).....suggest
that CPNing service development is of a local
nature and ad hoc in character..... CPNing
appears to share with other British social and
health services a common history of isolated
experimental development..... there 1is great
diversity.....in the therapeutic settings in
which CPNs work and in the forms of
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intervention offered by CPNs.

(p.11)

Furthermore, Dingwall et al (1988, Chapt.7) perceive
mental nursing as going through a crisis of occupational
identity. This they argue, 1is due to a radical
alteration in the way in which nurse education is
organised (e.g. 'Project 2000'). These authors suggest
that this threatens to leave mental nursing merely as a
post-basic speciality (see Chapter 5 in this report).
Kellehear (1987), examining the situation in Britain and
Australia, records that mental health nurses are
confronted with a multitude of changes. These changes
include government cost-cutting exercises, and the
shifting 1locale for the treatment of mental illness.
Another factor causing this crisis for Dingwall et al
(op. cit.) has been the encroachment on mental nurses'
work from both social work and psychology. The
development of community psychiatric nursing can be seen
also as surrounded by occupational conflict between CPNs
and other mental health professionals (Dean, 1988).

In the search for an occupational identity,
mental health nursing, like health visiting and
midwifery, has attempted to project itself as a

profession:

Psychiatric nurs[{ingl}....has, for the last
decade, been engaged in strategies to move
from being a semiprofession to a fully
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autonomous profession.

(Pilgrim and Rogers, op. cit., p.149)

Community psychiatric nursing has tried to produce an
identity which 1is not only separate from nursing
generally, but is also distinct from psychiatric
nursing. This has been attempted through, for example,
its assertion that its members function already as
autonomous practitioners. An account by Hally (1989) of
her day's work as a community psychiatric nurse

illustrates this. Describing what a CPN is, she states:

The CPN is a community mental health worker
who 1is an autonomous practitioner within a
wide community network...... there is no other
branch of nursing which offers the variety,
the challenge, the autonomy and the

satisfaction of community psychiatric nursing.

(p-6)

In the outline syllabus for the post-basic qualification
in community psychiatric nursing there is the statement

that the aim of the course is:

To produce a practitioner, beyond initial
training as a Registered Mental Nurse, who is
able to function autonomously.....

(English National Board, 1989, p.l).
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There is, therefore, the assumption that a Registered
Mental Nurse does not operate autonomously (at least in
the context of the community) until the course is
undertaken. Moreover, there is the suggestion that
autonomy is achievable.

The aim of +this course, however, is stated to be
not only to have the CPN work autonomously, but also
to be part of the multi-disciplinary team. It is the
tension between autonomy and team membership that is
examined in this research study, and discussed in more
detail below. As Dean (op. <cit.) observes, with
reference to professional rivalry between the mental

health disciplines:

The development of multi-disciplinary teams
will not eradicate these tensions but bring

them into sharp relief.

(p.16)

The accomplishment of autonomy has been generally
measured against how far removed the CPN is from medical
domination. For example, Simpson (1988), in an article
on the subject of CPN autonomy and medical hegemony,
perceives the medical profession as restricting the

CPNs' access to a particular group of clients:

CPNs increasingly regard themselves as
autonomous practitioners, especially when
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working with those who are experiencing
disabling mental health problems but who
cannot be considered mentally ill. But how can
autonomy operate when another profession
controls access to, and assessment of, this

group of clients?

(p.5)

Simpson provides evidence justifying professional status
for CPNs from Feinmann's (1985) account of one CPN who,
whilst working with a group of London GPs over a period
of three vyears, assessed and treated (or referred on)
six hundred clients. The CPN adopted a variety of
‘non-medical’ approaches and produced a dramatic
reduction in the prescription of psychotropic
drugs together with a 1large decrease in hospital
referrals.

Simpson believes this example supports the quest of CPNs
for autonomous practitioner status. It may also be an
example of what Rose (in Miller and Rose, 1986)
suggested was "....A NEW DISTRIBUTION OF PROFESSIONAL
POWERS [his emphasis]" (p.83). Rose detracts from the
radical criticism of psychiatry which perceives the
mental health industry as dominated by positivistic
bio-medical approaches. He believes that psychiatry
itself is eclectic in practice, and that non-medical
personnel (including nurses) play key roles in the

delivery of treatment to the mentally ill:
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..... there has been no simple medical
monopolisation of mental distress, but rather
the development of a FREE MARKET OF EXPERTISE

[his emphasis].

(op. cit., p.83).

Alternatively, it could be argued that the CPN in
Simpson's example was working under license, and
that if the CPN undermined the ultimate authority of
medicine, the 1license would be revoked. As White's
(1986) research has 1illustrated, direct access by
CPNs to clients continues to be restricted by medical
practitioners.

In a further study by White (1990), he conducted a
postal survey of all of the district health authorities
in England. He observes that the data from the study
indicates that the proportion of referrals received by
the CPNs from consultant psychiatrists has halved over
the 1last ten years *°© . This, according to White, is a
consequence of the closer ties between the CPNs and the
general practitioners. Certainly some psychiatrists have
objected to the possibility of their monopoly over
mental health care being challenged due to nurses
forming stronger links with PHCTs, as well as through

the closure of the asylums:

Many psychiatrists are doubtful about, or even
openly hostile to the developments
(Sturt and Waters, 1985, p.507)
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However, in his attempt to peddle the
self-congratulatory slogan of CPNs being ".....the most
important single profession in the process of moving the
care of mental illness into the community" (p.197),
White (op. cit.) wunderplays the fact that both general
practitioners and psychiatrists belong to the profession
of medicine. Whether referrals are controlled by general
practitioners or by psychiatrists, community psychiatric
nursing remains in a subservient relationship with
medicine.

Many of the advocates of professionalisation for
community psychiatric nursing believe, however, That
CPNs are in a unique situation. It could be argued, for
example, that the physical location of the practice of
community psychiatric nursing (i.e. in the community)
offers its members a greater opportunity to be
autonomous than hospital based nurses. That 1is, the
process of decarceration (Scull, 1983; 1984; Bean and
Mounser, 1993) can be viewed as offering mental health
nurses some degree of professional autonomy. As Freidson

observes:

The nurse, whose leaders in the United States
and abroad have with great energy sought to
establish unique skills and full professional
status, seems fated to remain subject to the
doctor's orders in part because of the fact
that her work is largely carried out in the
hospital.

(1988, p.57)
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Like health visitors, community midwives and, fo a
lesser extent, district nurses, CPNs work unobserved by
medical and other colleagues (as well as their managers)
for much of the time. However, Freidson points out the
paradox for nursing with respect to its association with

medicine and its occupational status:

Interestingly enough, it appears that IN ORDER
TO attain semi-professional status, the nurse
had to become part of the subordinate
paramedical division of labor, and so handicap
her chance for subsequent professional

status.
(ibid.)

That 1is, the occupational position of nursing (and in
many respects its raison d'etre) is dependent upon
linkage with the medical profession. Complete separation
of the two occupations might cause nursing to lose its
semi-professional prestige, or even lead to its complete
disintegration as an occupational category. As has been
noted by Hughes (1988), situational differences for the
nurse can affect the degree to which she or he exercises
autonomy and is free from the domination of others (in
particular, the medical staff). CPNs at present operate
from any one of a number of geographical sites.
Traditionally, they have been housed within the grounds
of the psychiatric hospital. Many CPNs moved into the
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psychiatric units of district general hospitals during
the 1970's, and into health centres either as whole-time
or part-time members of the primary health care team
(Sheppard, 1991).

There remains, however, disagreement as to where ideally
CPNs should be located. Some argue for CPNs to remain
hospital based (Leopoldt, 1979), whilst others have
encouraged the movement into primary health care
teams (Mangen and Griffith, 1982; Brooker and Simmons,
1985).

A fairly recent innovation has been the creation of
the CMHT, which in many cases function from community
mental health centres (CMHCs). CMHT membership consists
of, for example, psychiatric nurses, psychiatrists,
psychologists, social workers, and occupational
therapists (Dean, 1988; Ovretveit, 1993). The
development of CMHTs and CMHCs in Britain was
influenced by experiments in both the USA and
Italy (Sayce et al, 1991) ** . In the USA these
institutional changes to the delivery of care for the
mentally ill were supported by 1legislation (i.e.
Community Mental Health Centre Act passed by Congress in
1963). The aim of the CMHCs was to offer 1local,
accessible, free, and universal mental health services
(Sayce, 1989).

Cohen (1988) observes that some social commentators have
suggested that medical hegemony has been challenged
by the creation of CMHCs in the United States. However,
Greer and Greer (1984) note that the mental health
movement that advocated de-institutionalisation and the
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1963 Act had gained its intellectual leadership
", ....from a new professional group, COMMUNITY
PSYCHIATRISTS [my emphasis]..... " (p.403). That is, the
CMHTs in the USA may have provided an occupational
territory for a new breed of psychiatrists.

Sayce (op. cit.) records that CMHCs started to emerge in
Britain in the 1970s. Patmore and Weaver (1989) observe
that in Britain the number of CMHCs had grown in the
late 1980's from fifty to two hundred and thirty. This

development is encouraged by Wooff and Golberg:

There is general acceptance of the view that
a multidisciplinary team will provide a better
standard of mental-health care than that
provided by a single professional working

alone.

(1988, p.36)

Simpson (1986) accepts that the Short Report (Social
Services Committee, 1985), and the Cumberlege Report
(DHSS 1986), '.....places CPNs firmly in the grip of the
multi-disciplinary team..... * (P.7). However, Simpson
goes on to point out that the Cumberlege Report also
argues that CPN attachment to primary health care teams
or nursing services is a 'welcome trend'. Certainly,
general practitioners appear to support the inclusion of
CPNs in the PHCT (Robertson and Scott, 1985; White,
1986).

Pollock, however, like Wooff and Goldberg (op.
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cit.) questions whether CPNs should work in isolation:

The community psychiatric nurses themselves
may not be the best people to comment
impartially on their contribution in relation
to individual patients..... it could be
proposed that decisions by the community
psychiatric nurses about who is treated may be
more appropriately taken at a
multidisciplinary 1level, where combined views
of different professions can be brought to
bear on the work of community psychiatric

nurses.

(Pollock, 1989, p.196)

It is the role of the CPN in primary prevention which
appears to give rise to much criticism. For example, it
is argued that the CPN's concentration in this area, and
her or his individualistic and unsupervised style when
working with clients who are referred directly from the
PHCT, that has resulted in a lack of attention being
given to the chronically mentally ill (Petroyiannaki and
Raymond, 1978; White, 1987; Simmons, 1988; Goldberq,
1985; Wooff and Goldberg, op. cit.).

However, rather than the issue here being about
appropriate or inappropriate role-function, it may be
that as CPNs are colonising therapeutic areas previously
not under their remit, they are perceived as a threat by
their mental health colleagues. Therefore, the call for
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the supervision and better management of CPNs (Wooff and
Goldberg, op. cit.) may well turn out to be a strategy
to re-affirm dominance over a previously subservient
workforce. Of course the CPN may shift eventually from
servicing the doctor to servicing the social worker,
psychologist, or perhaps the multi-disciplinary team in
its entirety - which may act as a kind of
corporate-preceptor.

Carr et al (op. cit.) and Beard (1980) have suggested
that the role of the CPN has moved far beyond that of
medical adjunct, but Brooker (1989) has argued that
this development is characterised still by
inter-professional rivalry. Commenting specifically on
inter-disciplinary work in CMHCs, Noon (1988) suggests
that a fundamental issue is that of ‘'collaboration®
between the various occupational groups.

Using a model proposed by Kane (1975), Noon describes
two types of inter-disciplinary teams. The first is the
'co-ordinate team' in which all of the disciplines are
considered important to the overall rehabilitation of
the patient. However, each discipline tends to enter the
situation at a different point in time, and has a rather
specialised role to perform. Most significantly,
with the co-ordinate team, the physician remains the
‘leader'. The second type of team is the 'integrative
team'. Here decisions are shared, roles overlap, and
there is a shift from focusing on 'leadership' towards
an awareness of the effectiveness of team group
processes.

The idea that an 'integrative team' does (or could)
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operate in the mental health field may well be

idealistic to say the least. As Noon explains:

Professional boundaries may be a problem. This
includes the question of who is a legitimate
member of the team and what the boundaries are

between each discipline.

(1988, pp.1160/61)

Simmons (1988) recognises that working in a team imposes
a set of structurally organised role-relationships on

the CPN:

One of the main issues is surely that of
leadership. We can espouse many wonderful and
idealistic notions about how a team should
work collectively with mutually agreed goals,
shared or flexible leadership, and genuine
blurring and overlapping roles. The reality is

however often rather different.

(P.16)

The issue of leadership is one which is not resolved.

Consultant psychiatrists have voiced their opinion

that they believe they are the natural leaders of

multi-disciplinary teams (Black and John, 1986; White,

1990). Others (e.g. psychologists) believe that the CMHT

offers the opportunity to break the psychiatrists
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ideological and operational stranglehold over mental
health care (Johnstone, 1989).

A further structural element is acknowledged by Simmons
when she asks whether referrals will be made only
through the CMHT. She is concerned that as CPNs are the

largest group within the CMHT, they will be expected to:

.....take on the work which is seen as the
least rewarding and prestigious - work with
long-term clients with major psychiatric

illness.

(ibid.)

There are indications that this indeed will be the case.
This pattern of doctors off-loading work onto nurses in
general has already been commented upon by Dingwall
(1974). With reference to CPNs, White (1986) and Dean
(op. cit.) identified a strong element of delegation,
and a perception of 'subordinate status' by the medical
members of the PHCT. With regard to CMHTs, however, Dean

states optimistically that:

The multi-disciplinary team approach would
seem to offer a potential resolution of the
observed misunderstandings between
professional groups despite the potential

problems of leadership and collegiality.

(op. cit., p.335)
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However, as Simmons (op. cit.), and Noon (op. cit.i have
implied, CPNs may find that this relative freedom is
curtailed if +they Jjoin CMHTs. That is, there is a
contradiction in trying to achieve autonomy and at the

same time being a member of the CMHT:

Practitioners used to working independently
find that they have 1less autonomy in a

team..... some team members raise ‘'lack of

(Ovretveit, 1993, p.116)

Simpson (1986) also spells out the ambiguous situation
CPNs can be in with reference to levels of autonomy when

they belong to a CMHT:

While there are clear advantages to working in
a multidisciplinary team..... there are also
great benefits in becoming an autonomous

practitioner.....

(p.9)

CMHT membership, therefore, for the CPN (as well as for
other occupational groups in the team) may dilute any
claim to clinical autonomy, and may consequently reverse
any advancement made in the direction of
professionalisation.
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The nature of team work in the community is due for
further change in the future. Recent Government reforms
will have direct and indirect effects on
inter-disciplinary, and inter-agency relationships (DoH,
1989a; 1989b; 1989c; 1989d; 1990). These reforms include
the development of market conditions in the NHS and
local authorities, the creation of NHS Trusts, the
separation of 'provider' of services from 'purchaser’',
and the ability of general practitioners to become
fund-holders.

More importantly with respect to the role of the CPN is
the separation of 'health' from 'social' care in the
community, and the implementation of 'care management'
(Ovretveit, 1993; Watson, 1994). White and Brooker
{1990) suggest that these latter reforms may cause CPNs
to concentrate more on working with the chronically
mentally ill rather than the 'worried well', and reduce
their involvement with general practitioners.
The reforms may also, they believe, underscore the
primacy of the consultant psychiatrist in the division
of labour in the mental health field.

Furthermore, the recent debate over recommendations from
the Royal College of Psychiatrists for the introduction
of ’'Community Supervision Orders' (Bean, 19%3; Brindle,
1993a; 1993b) also has implications for the position of
community psychiatric nursing in the occupational
hierarchy. For example, if 1legislation is passed
which will allow the use of supervision orders, then the
CPN may be encouraged to be the key worker in
overseeing patients who have had an 'order' placed on
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them. This would necessitate CPNs working much more
closely with consultant psychiatrists, as well as cause
a re-defining of their role. That is, they would become
more overtly 'agents of social control'.

However, at present the literature does not confirm
that community psychiatric nursing has achieved a level
of clinical autonomy, or occupational independence from
other professions (particularly medicine), that would
indicate it 1is becoming professionalised. Indeed the
literature implies that CPNs are in a vulnerable
position as far as their present status is concerned,
and that membership of multi-disciplinary teams
(whatever form this may take) could jeopardize their
self-proclaimed wish for occupational advancement

through the strategy of professionalisation.
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2.7.SUMMARY

A critical review of the literature on the professions
indicates that Freidson's (1970a; 1970b) depiction of a
profession as an occupation that has autonomy over an
area of work, and dominance over related occupations, is
still of relevance as a theoretical tool in the 1late
twentieth century. Taking the example of medicine, the
literature indicates that there has been some loss of
control over resources (because of the introduction of
general management to the NHS). However, despite

predictions to the contrary (Gabe et al, 1994), there

has not been any significant degree of
proletarianisation or de-professionalisation of
medicine. Neither has the threat of competitive

ideologies (e.g. from 'alternative' health care), the
rise of sophisticated technology, the increase in the
codification of knowledge, or the suggested existence of
an active consumer, affected the relative power of
medicine. Conversely, it can be argued that some of
these contemporary processes and structures have allowed
medicine to consolidate its professional status.

An increase in occupational status of the
semi-professions in the health care field was also
expected to weaken the position of medicine. However, in
the case of nursing, not only has this not happened, but
it may be that this occupational group is experiencing
a reversal of any independence from medicine it could
claim to have achievegd.

Whilst nursing as a whole remains a subordinate
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occupation, community psychiatric nursing may have been
able to procure a greater degree of autonomy because of
its situational advantage. However, the development of
CMHTs 1is placing CPNs in a situation whereby they may
lose their independence if not re-create their
subservient relationship with psychiatrists. What this
study explores 1is how much clinical autonomy the CPN

has, and how this is affected by team membership.
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2.8.ENDNOTES

1. Goldie states that his research was concerned with:

..... the complex task of reconciling certain
'objective' features of the social structure
of treatment settings found within mental
hospitals, with the ‘'subjective' views of
these features as held by the staff who were
interviewed..... [A]lttention has to be paid to
the way that actors themselves define their
own situation, and how their actions,
intentions and motivations form a dialectic
with the institutions in which they

participate.

(Goldie, op. cit., p.142

Negotiated Order Theory was employed by Goldie in
his attempt to account for the interplay of
professional practice, individual perceptions and
motivations, and organisational control (Strauss et
al, 1971; Bucher and Strauss, 1961;1971; Bucher and
Stelling, 1969). Strauss (1969) introduced the concepts
of 'negotiated context' and 'structural context' to
describe the relationship between individual action

and formal rules, procedures, hierarchies, etc..

2. A more recent attack by a psychologist on the
training and work of psychiatrists is offered by
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Johnstone (1989). The nature of the relationship
between the psychologists and psychiatrists in this

study is examined in Chapter 4.

3. An example of the state sponsored bureaucratic
processes that may in the future impinge on medical
autonomy is that of the complaints procedures against

doctors, which are presently under review:

Doctors' traditional stranglehold on NHS
complaints is being threatened by Health
Secretary Virginia Bottomley..... Mrs
Bottomley has said: "We believe the time has
come to 1look, to uproot, to re-examine our

mechanisms for dealing with complaints".

(Bevins, 1993)

4, In Britain these systems would include the
Conservative Government's legislation which created NHS
Trusts, and the opportunity for general practitioners to

become budget-holders (DoH, 1989b; 1989c; 1989d4).

5. The link between computer technology and the delivery
of medical treatment is well developed, and has recently
received a major boost. Leading computer and
bio-technology industrialists have begun collaborative
exercises using computers and bio-technology to

produce drugs:
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Two of the computer industry's most
successful entrepreneurs have joined forces
with a leading biotechnology company. Bill
Gates and Paul Allen, cofounders of
Microsoft, 1last week invested $10 million in
Darwin Molecular, a company that hopes to
use a better understanding of human genetics

to design drugs.

(Coghlan, 1994, p.4)

6. Davis (in Dingwall, 1983, Chapt. 8) examines
specifically the position of nursing in the bureaucratic

context.

7. See, for example, Melia's proposal that nursing as a
whole could be replace the sought elitism of
professionalism with the autonomy of the craft worker

(Melia, 1987).

8. Owens and Glennerster (1990) believe, however, that
nurses may in the future enter into senior management in
the NHS as they are well represented in the lower and

middle management levels at present.

9. The concept of 'relative autonomy' has been borrowed
from Althusser (1969), who uses it to denote the degree
to which the superstructure is free from the economic
base. I have used this term elsewhere in an analysis of
the 1level of freedom experienced by participants on
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student-centred educational programmes (Morrall, 1989b).

10. White (1993), following these earlier studies,
conducted a comprehensive survey of CPNs in England. He
reported that 25% of CPNs did not have one client on
their case-loads with the diagnosis of schizophrenia.
That is, the trend appears to be for CPNs to concentrate
more and more on working with clients with minor mental
illness at the expense of those with serious mental

illness.

11. See Mollica (1980) for a discussion on the
inappropriateness of importing structures (such as
CMHCs) without acknowledging their cultural and

political specificity.
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3.CHAPTER THREE RESEARCH METHODS

3.1.INTRODUCTION

An account of the research methods employed in the
project, and of how these methods were implemented, 1is
provided in this chapter. Firstly, there is a
description of the reasons for the particular methods
being chosen. In the second section there is a report on
the pilot study, beginning with a review 0f a six month
pre-pilot experience, during which I worked as a CPN in
a CMHT. Neither the CMHT used in the pilot study or in
the pre-pilot study was included in the main part of the
research.

The details of the three research tools are then
discussed. A researcher-completed diary (the
‘Diary-interview Schedule') was used to collect data
from the CPNs. Data were obtained from the other members
of the CMHT, and from the managers of the CPNs, through
focused-interviewing. Substantive, pre-analytical, and
methodological observations were recorded in a
field-notebook.

In the next section there is an exploration of the
specific methodological issues that were documented 1in
the Field-notebook. These issues include the problem of
the data collecting period extending from the projected
one year to two years, the difficulties and benefits
associated with <the tape-recording of the interviews,
and the consequences of the researcher being an active

-120-



participant in the research arena. The major ethical
dilemma of the research (i.e. the researcher having
access to 'backstage' conversations and activities), is
considered in this section.

The design issues of validity, reliability,
generalizability, selectivity, and sampling are then
reviewed. In particular, methodological and data
triangulation are highlighted as techniques which
support claims to validity and (to a 1lesser degree)
reliability. Finally, there is an account of the

procedures used to analyse the data.
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3.2.SELECTING THE METHODS

The justification for choosing the diary-interview,
focused-interviews, and field-observations, to examine
the occupational status of the CPN in the organisational
context of the CMHT is essentially one of pragmatism.
That 1is, the methods flow logically from the project's
aims and working hypothesis. The aims and hypothesis
are themselves the logical consequence of the
theoretical considerations of the research (explored in
Chapter Two), and the reported concerns of the CPNs
during, for example, the pre-pilot experience (see
below).

Furthermore, these particular methods have been chosen,
not only because they are effective in meeting the aims
of the research, but also because they are efficient.
That is, given the inevitable restrictions on time,
resources, and access to research arenas, they are the
most practicable.

In addressing the goals of the research, both
inter-methodological and intra-methodological
triangulation has been adopted. Inter-methodological
triangulation refers to the use of different methods
within a research design (there are three in this
study), and intra-methodological triangulation refers to
the use of different techniques within each method (for
example, open and closed questions in the
Diary-interview Schedule; standardised questions and
investigative probes in the Focused-interview
Schedule). Consequently, the methodological tools in the
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study transgress the conventional divide between
gquantitative and qualitative research

methodologies * = .
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3.3.PILOT STUDY

3.3.1.Pre-pilot experience

In the late 1980's I was seconded by Teesside
Polytechnic, where I was employed as a lecturer, to work
part-time as a CPN in a CMHT for the period of one
academic year (the equivalent of six months full-time).
This was ostensibly to provide me with the experience of
community psychiatric nursing which would enable me at
some future date to lead post-registration courses for
CPNs 2 . However, this experience also allowed me to
assess more specifically the concerns o©fI CPNs with
regard to their membership of CMHTs, and to formalise
the research design for this study.

As has already been mentioned (see Chapter 1), these
concerns had been expressed during earlier discussions
between myself and the CPNs. The CPNs expected
involvement in the CMHTs to alter the relationship
between themselves and members of other disciplines
(particularly psychiatry). The consequence of belonging
to a CMHT, the CPNs argued, re-established the former
hierarchical structure that existed in the psychiatric
hospitals whereby the consultant psychiatrist was
dominant in his or (less frequently) her professional
relationship with the nursing staff. For the CPNs,
therefore, membership would undermine their clinical
independence.

For example, the CPNs and their managers in the health
authority in which I worked had challenged the position
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of dominance by the psychiatrists over nurses through
the adoption of an open referral system (i.e. accepting
clients from any source rather than just from the
psychiatrist). However, confirming what other CPNs had
explained to me, the psychiatrists (and some members of
the other mental health disciplines) in this health
authority were indicating that they were discontent with
these arrangements. It was this area of
inter-occupational strife that became the focus for the
study reported here.

The pre-pilot experience also helped in my
acclimatisation to the cultural, behavioural and
linguistic norms of community psychiatric nursing. It
therefore increased my understanding of the CPN's
occupational role, and role generally in society.
Moreover, it helped me to avoid 'communicative blunders'
(Briggs, 1986) 1in the collection and analysis of data

extracted from this source.
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3.3.2.Aim and Objectives

The aim of the pilot study was to judge the feasibility
of implementing the chosen research methodology.
Specifically, the objectives of the pilot study were

to:

1. assess the validity of the Diary-interview
Schedule questions and the Focused-interview

Schedule questions

2. evaluate whether or not any questions in the
Diary-interview Schedule and Focused-interview
Schedule were ambiguous, inappropriate, or without

meaning to the interviewees

3. practice the recording of the field observations

4. provide an indication of factors related to
time-management with regard to the collection of

data

5. take cognizance of any material that may refer
to CPN clinical autonomy or collegiality in the
CMHT which had not already been included in the

prepared questions

6. evaluate the skills of interviewing.
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3.3.3.Context

The pilot study was conducted during 1990 in a health
authority which was not included in the main part of the
study. A CMHT consisting of a consultant psychiatrist, a
social Worker (jointly funded between the Health
Authority and Social Services), a senior house officer,
an occupational therapist, a psychologist, and seven
CPNs, was researched over a two month period. Two of the
seven CPNs specialise in dealing with people over the
age of sixty-five years and were not used for the pilot
study. The remaining five described themselves as
generic CPNs. The generic CPNs deal with the all types
of referrals in the sixteen to sixty-four age range, and
are all at 'G' grade in the nursing hierarchy
except CPN(3) who is employed in the junior position of
grade ‘'F'.

Covering a geographical area with a population of
approximately 28,000, the team is situated in a coastal
town which has fishing and tourism as its main
industries. The team's operational policy document
indicates that referrals are taken from any source, and
that referrals to the team would be preferred. However,
the policy document suggests that a referrer can ask for
a particular person or discipline if they wish.

A 'duty officer' is appointed collectively by the team
to deal with referrals which the referrer (e.g. a
general practitioner) deems to be urgent. Each member of
the team takes this role on a rotation basis. The duty
officer assesses the prospective client, and then a key
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worker 1is allocated at the weekly referral meeting. The
functions of the key worker are listed in the team's
policy document. These functions include references to
the CPN being responsible for her or his own clinical
work, a requirement to give and receive supervision, to
liaise with all other workers (hospital and/or community
based) who may be involved, and to be accountable to her
or his intra-professional line-manager.

None of the other teams in the study have clearly
recorded statements on the role of the key worker, or if
they did the CPNs were not aware of them. The lack of
written guidelines on the various roles and functions of
members of the teams (and/or the members ignorance of
their existence) was a common feature throughout the
study;

As with the duty officer, a team co-ordinator is elected
by the team on a rotation basis (for a period of one
year). Again the responsibilities attached to this role
are documented. These responsibilities include the
requirement of the co-ordinator to act as the
'gate-keeper' to the team with regard to referrals. That
is, the co-ordinator is expected only to allow what she
or he considers to be appropriate referrals to be passed

on to the team.
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3.3.4.Gaining access

Contact was made with the manager of the CPNs, and with
the team co-ordinator, in December 1989. The
co-ordinator acquired the team members' approval in
principle for the pilot study to go ahead. I then spoke
to the team to explain in more detail what was required
from them (especially how much of their time I would
need), and to talk through issues of confidentiality and
anonymity. Permission from the ethics committee was
requested and obtained through a personal presentation
of my research proposal * .

Following the meetings with the manager and
co-ordinator, I talked to the five CPN informants
individually. These 1initial sessions allowed me to
discuss further with each CPN the research process, and
arrange future appointments. They also provided me with
the opportunity to make sure that I had her or his
explicit agreement to be involved. Furthermore, during
these sessions I was able to begin recording data on the
CPN's professional profile in the Diary-interview
Schedule.

Gaining access to the research arena was to be
relatively easy as I knew a number of the CPNs
personally, and was recognised by the CPNs as 'one of
them' because I had worked as a CPN and was (at the
time) a tutor on a course for CPNs. However, 1 played
down my identification with the CPNs when I interviewed
the other members of the team to avoid being perceived
as partisan.
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The process I went through to ensure that I was able to
carry-out the pilot study with the active co-operation
of the team members proved to be successful. Therefore,
this process was replicated, with the same measure of
success, to gain access to the other teams in the main

part of the study.
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3.3.5.Methods

The CPNs were interviewed every week for eight weeks.
Information about all new referrals during that period
was recorded in the prototype Diary-interview Schedule
(Appendix 1). Sixteen clients were monitored from the
initial receipt of the referral form (or verbal request)
to when the client had been discharged, re-referred, or
the pilot study had been completed.

The sessions with the CPNs were tape-recorded to allow a
flow of conversation to occur between myself and the
interviewee without the distraction of having to
constantly write in the diary. Taping the sessions also
enabled the accuracy of the quantitative entries made at
the time of the interview to be checked at a later time.
Moreover, it allowed a richer supply of qualitative data
to be collected and analysed (i.e. compared to the
taking of notes).

Furthermore, tape-recording the pilot provided me with
the opportunity to reflect upon the effectiveness of my
questioning and probing in terms of content and
delivery. The qualitative data from these sessions were
transcribed in full, which allowed further reflections
to be made on my interviewing style and the agenda = .
Towards the end of the eight weeks, the consultant
psychiatrist and the social worker, as members of the
CMHT, were interviewed using the first version
Focused-interview Schedule (Appendix 4). Topic areas
relating to the role of the CPN and the CPNs' control
over the referral process were pre-formulated , but as
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with the open questions in the Diary-interview Schedule,
these interviews with the CMHT members became moré like
purposeful conversations. That is, although specific
questions were asked, my intention was to encourage a
dialogue between myself and the interviewee rather than
maintain a formalised and role-set interchange. This was
made possible by me becoming gradually more relaxed
during the interviews, and by the judicious use of
communication skills.

These interviews were also taped, and later transcribed
verbatim (Appendices 8 and 9). The transcribing of the
tapes took four times the length of the interview, which
indicated that an enormous amount of time would have to
be made available for this task in the main study.
Substantive, methodological, and analytical observations
made throughout the time I spent at the centre were
written into a Field-notebook (Appendix 7). Usually
these notes were written immediately after the visit, or
when this was not possible (for example, due to time
constraints), later that same day. Of particular
importance with respect to the pilot study were the
comments made in the field-notes about the intricacies
of the research tools (e.g. the clarity of the
questions; technical problems with the tape recorder).
Recording these methodological observations as the pilot
study was being carried out meant that an accurate
account of how the research tools performed could be
referred to when redesigning the methods for the main

study.
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3.3.6.Assessment of pilot study

The method of interviewing the CPNs for the completion
of the Diary-interview Schedule proved to be effective
in producing both qualitative and quantitative data
which related to the aims and sub-aims of the research.
However, many of the Diary-interview Schedule and the
Focused-interview Schedule questions, and a number of
the sub-aims, required reformulation.

Reviewing the taped sessions and the methodological
notes made in the field notebook indicated strongly the
need for the skilled application of communication
skills. I recognised that in the interviews in the
main part of the study, I would have to ensure that I
was relaxed, that I listened carefully to what was being
said by the interviewee, and responded appropriately to
what they said or implied with their non~verbal
communication. What was happening, because of my
nervousness, was that I tended to assume some of the
answers, and I reacted to what I thought had been said
and not to what actually had been stated.

Another problem at this stage was that I hadn't
rehearsed the questions (in the Diary-interview
Schedule) and topic areas (in the Focused-interview

Schedule) to the point where I didn't need to keep
referring back to the script. I would have to learn my
lines so that I could probe into novel issues brought up
by the interview without feeling anxious about not being
able to return to the subjects I had pre-selected.

I decided that the benefits from taping the sessions
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outweighed the disadvantages and therefore I would
continue to tape all of the interviews in the main
study. However, I would only transcribe the interviews
with the CPN's team colleagues verbatim, transcribing
material selectively from the interviews with the
CPNs.

Lastly, I realised that I would have to allow much more
time for the interviews than I had thought previously.
Although 1 had calculated that I would ask for no more
than about half-an-hour from each of the CPNs per week,
and up to forty-five minutes for the focused

interviews, in both cases the time actually taken was
considerably 1longer. None of the interviewees, however,
complained about this. Conversely, they appeared to
welcome the opportunity to talk about what was going on

in their everyday working lives.
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3.4.THE DIARY

A Diary-interview Schedule (Appendices 1, 2, and 3)
formed the core research tool for examining the clinical
autonomy and levels of negotiation exercised by ten CPNs
working in four CMHTs. The CMHTs were studied
consecutively during the period 1990-1992, with the
action reportedly taken by the CPNs on two-hundred and
fifty-two new referrals (made to them directly or via
the CMHT) being monitored. The style of the
Diary-interview Schedule provided a detailed account of
the relevant aspects of the CPNs' professional practice,
and her or his interpretation of that practice, from
which quantitative as well as qualitative data has been
extrabolated.

The interest of this researcher lay not only in what the
CPNs did (which would have necessitated prolonged direct
observation), but in how the CPNs constructed the
perceived reality of their experiences. Furthermore, it
was not just an insider’'s report on particular social
incidents that was being sought, it was also the insider
(i.e. the CPN) who was being studied.

On a weekly basis, each CPN from the CMHT being studied
at the time, was interviewed. Rather than the informant
entering the data in the Diary-interview Schedule, I
recorded the data during the interview, or (using the
tape-recording of the session to maintain accuracy)
later the same day ©® . The Diary-interview format
reduced the problem of non-compliance, and allowed the
data to be checked for internal validity. It also
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offered the opportunity for the immediate probing of
incidental data.

The probing style in this research is an adaptation of
two probing schemas. Zimmerman and Weilder (1977)
provide the first schema with their general 'who, what,

when, where, and how' questioning formula:

The 'What?' involved a description of the
activity or discussion recorded in the
diarist's own categories. 'When?' involved
reference to the time and timing of the
activity, with special attention to recording
the actual sequence of events. 'Where?'
involved a designation of the location of the
activity..... The '"How'?' involved a
description of whatever logistics were

entailed by the activity.....

(op. cit., p. 486)

The second is offered by Adams and Schvaneveldt (1985)

and contains six categories:

expand..... CLARIFICATION..... [is] primarily
concerned with explaining something in more

detail.....[the] CHANNEL probe is used to

determine the origin.....of a
comment...... HYPOTHETICAL probes are
useful..... to understand alternatives or
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variations of attitude...... REACTIVE probes
are designed to bring out additional affective
reactions or feelings..... HIGH PRESSURE
[probes]..... to..... push a respondent to the
ultimate truth as he or she sees it. [emphasis

by Adams and Schvaneveldt]

(p.224)

The structure and content of the Diary-interview
Schedule (the type of questions, the phrasing of the
questions, and the order in which they appeared) was
pre-formulated, standardised, and pre-coded after the
pilot study. However, the questioning remained flexible
by taking into account the individual concerns of the
CPNs, incidental and unexpected happenings which
required probing, and the element of evolutionary change
to the agenda.

Therefore, the Diary-interview Schedule took on the
character of a longitudinal in-depth interview. That is,
the meaning of the CPN's actions was investigated
through a number of closed questions, open questions
(some of which were retrospectively coded and
categorised), and a rolling programme of innovative
questions -~ all of which occurred over a prolonged
period of time.

All sessions were tape-recorded in their entirety.
Tape-recording the sessions with the CPNs allowed for
the material disclosed to be analysed later. It provided
the security that no data would be forgotten or missed,
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and it offered the opportunity to clarify notes made
during the interview. What was not usually recorded on
tape were the back-stage and hidden-agenda discussions
to which I had access.

The Diary-interview Schedule contains three distinct
sections, The first section records personal and
professional information about the CPN. This was
completed in a preliminary interview with the CPN
following at least one visit to the centre in question
to talk to the CPNs collectively. During this first
visit, the CPNs were briefed about my research. In the
case one CMHT, all of the team members were present for
this briefing. When completing this first section of the
Diary-interview Schedule, I concentrated upon building a
relationship, and on allaying any anxieties concerning
the research (for example, about managers being able to
identify exactly who the informants were).

The second section of the Diary-interview Schedule
records data about the referral-pathways of the clients
who were to be monitored in the study. The first part of
this section contains specific details relating to the
source of the referrals, and the social and medical
background of the clients. The reasons why the CPN had
accepted the clients onto her or his case-load were also
recorded here 7 .

What action the CPNs had taken, with respect to the
treatment and management of the clients, was recorded in
the third section of the schedule. A series of probes
are listed at the start of this section, based on
Zimmerman and Weilder's (ibid.) and Adam and
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Schvaneveldt's formulae (ibid.). This list served as an
aide-memoire and checklist during the interviews.

Specific data were <collected relating to any direct
contact that had occurred in the week preceding the
interview between the CPN and the client (for example,
how much time had been spent with the client, and the
content of the interaction). Details were also entered
in the third section concerning any discussions that had
taken place between the CPN and, for example, other

members of the CMHT, or the general practitioner.
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3.5.FOCUSED-INTERVIEWING

Interviewing was used as the specific tool for the
retrieval of data from the CPNs' colleagues on the CMHT
and their managers (as well as being used to complete
the Diary-interview Schedule). The type of interview
employed to gain data from the CPNs' colleagues and
managers can be described as semi-structured or
'focused'.

A number of themes relating directly to the aims of the
research were prepared prior to the interview, and
indicative qguestions were written in the
Focused-interview Schedule. However, the manner in which
specific questions were delivered in the interview, and
the order in which they appeared, varied according to
the style and content of the interaction. The interviews
of the CPN's colleagues and managers, therefore, had a
framework which consisted of topics I wished to explore.
However, other relevant areas not contained explicitly
in the schedule, but which surfaced during the
interview, were also probed. Thus, as with the
Diary-interview Schedule, the Focused-interview
Schedule's pre-formulated categories became (at least in
part) catalysts for producing some interviewee-centred
data.

Furthermore, the dynamic character to the collection of
data in this project came into play in respect of the
content of the focused interviews. Topics that were
either specific to the interviewee or the CMHT in
guestion were fed into the interview. Issues that were
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referred to in the focused interviews were taken, where
appropriate, to subsequent interviews (either with the
CPNs or other members of the CMHT). A number of
amendments were made to the Focused-interview Schedule
when issues were constantly being raised by the
interviewee, but which had not been included in the
original schedule (see Appendices 4,5, and 6).

Six consultant psychiatrists and five social workers
(including those from the pilot study), three
psychologists (one of whom represented psychology in two
of the CMHTs), four occupational therapists, and four
nurse managers, were interviewed. The length of the
interviews ranged from approximately half-an-hour to
over one hour. They were conducted in a room at the
informant's place of work, with only myself and the
informant present. The focused interviews took place
generally between the middle and the end of the period
spent extracting data from the CPNs at the centre in
question. However, occasionally, because of holidays or
difficulties in arranging appointments (one consultant
psychiatrist cancelled two meetings), the interviews
were carried out after I had completed the collection of
data from the CPNs in that particular CMHT.

As with the Diary interviews, the focused-interviews
were tape-recorded. However, one consultant psychiatrist
and two occupational therapists refused to be
taped ® . For these three unrecorded interviews, notes
were made during the interview, verbal notes made
immediately after the interview, and then a full set of
notes compiled either that day or the next day.
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Following all of the other interviews, verbal notes
were made into the dictaphone, and then transcribed
alongside the interview. When appropriate, written
comments were added to the relevant section of the
Field-notebook. For example, this occurred when
amendments to the interview schedule were required, or
if I needed to clarify an issue with the CPNs that had
been raised by their colleagues in the focused interview
sessions.

An attempt was made at the beginning of the interview to
relax the interviewee and to engender trust. The
specific strategies used to accomplish this varied
depending upon the interviewee's social role, whether or
not they were already known to this researcher, and how
much time they said they could give to the interview. In
the main, this consisted of small-talk, and a general
description about the aims of the research.

This introduction to the research, however, was
deliberately vague (for example, I stated that I was
"examining the role of the CPN in the CMHT") to avoid
the informant becoming biased or inhibited in her or his
responses. Furthermore, The initial scene setting
involved me selecting a role title from a number of
possibilities. Taking a lead from Freidson's observation
that medical practitioners were more forthcoming with
patients with whom they believed they had 'cultural
affinity' (Freidson, 1988, p.321), I stated I was a
‘researcher' to all of the informants, except the CPN
managers. With regard to the latter group, most of the
managers either knew me (or knew of me) as a nurse and
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lecturer,

The final version of the Focused-interview Schedule
contains five categories of questions (Appendix 6}).
Although the questions are grouped, the sequence of the
questioning, and concomitant probing, followed the
natural flow of the interview. The first category
invited the informant to comment on what she or he
understood the role of the CPN to be. Next the informant
was asked for her or his views on the CPN's clinical
function with the client, particularly in relation to
how much autonomy the CPN should have in accepting
referrals, assessment, making decisions about treatment,
and in discharging clients. Questions in the third and
fourth categories elicited opinions from the informant
about the type of management, supervisory, and
organisational structures she or he believed the CPN
should belong to. The last category contained questions
which asked the interviewee to describe a 'good' and
'bad' CPN as ideal types, as well as what could be put
into place to improve CPN practice. At the end of the
interview the informant was asked to add any comments

that they hadn't made already.
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3.6.FIELD OBSERVATIONS

More than one-hundred-and-fifty hours of observation
took place during this study. Extended periods of time
were spent sitting in the team office, or a central area
within the team centre. The periods of observation took
place following each set of interviews with the CPNs,
and after the interviewing of their colleagues and
managers.

The observations were entered into a Field-notebook
(Appendix 7). Following Burgess (1981), the entries
consisted of observations of substantive events,
pre-conceptual interpretations of these events and the
data from the interviews, and comments on methodological
issues (Appendix 11).

The substantive observations had, at the outset of the
data collecting period, been perceived as fulfilling the
secondary purpose of complementing and triangulating the
data obtained from the other two methods (i.e. the
Diary-interview Schedule and the Focused-interviewing).
However, unique substantive areas emerged from these
observations. Many of these areas were explored further
during subsequent interviews with the CPNs, their
colleagues, or their managers. The process of reflecting
upon the observations also contributed to the refining
of the questions in the Diary-interview Schedule and
Focused-interview Schedule.

The practical side of recording the data involved the
writing of key descriptive words and short statements in
the notebook as events were occurring {(but only if this
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didn't become distracting or intimidating for the people
under observation). In the early stages of collecting
data a full description of the observed significant
events, methodological comments, etc., was written in
the notebook 1later the same day. Eventually, however,
what I found more effective (as with the interviews) was
to tape-record my observations, using the dictaphone, as
soon as I had left the relevant centre. This meant that
what I had seen and heard could be reported upon at the
earliest possible moment. The information recorded in
this way had the advantage of being fresh and relatively
undistorted from its original form.

My role was at times that of non-participant as I would
be observing without being referred to. At other times I
was more participatory as I would be included in the
discussions that were held between, for example, the
CPNs or between the CPNs and other team members.
Involvement in these discussions occurred both within
the working environment, and occasionally, at social
events which I had been invited to attend by the
CPNs.

In this 1latter role I was perceived as an interested,
and familiar visitor who, whilst not essentially part of
the team, was nevertheless seen to be associated with
the team. This association was most noticeable when the
research was coming to the end in the respective CPN
teams. For example, I found it difficult to <close my
involvement with a team as I realised that I would be
losing contact with people I had gained some degree of
personal attachment to, and some of the CPNs openly
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expressed their (apparently genuine) sorrow at my
eventual departure. This element of 'going native' was
probably due to me having a background in psychiatric
nursing, and having worked as a CPN. I was therefore
identified by the CPNs as someone who understood their

role and problems.
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3.7.METHODOLOGICAL FIELD NOTES

A number of problems (practical and ethical) occurred
relating to the implementation of the research methods
and the collecting of data, which had not been foreseen
at the design stage. Nor had these problems come to
light in the pre-pilot or pilot studies. Issues
concerning the methodology were recorded in the
Field-notebook, and this section contains an evaluation

of these notes ° .

3.7.1.Rate of Referrals

At a very early stage of collecting data I began to
realise that there was an enormous discrepancy between
what the CPNs and their managers stated would be the
rate of new admissions and what this was in reality. In
preparing the research design I had contacted the nurse
managers responsible for the CPN teams in the study, and
asked them how much time it would take for twenty-five
clients to be referred to each of the CPNs. I had also
discussed this with the CPNs themselves, and with many
other CPNs who were not part of the study. Virtually
everyone who was asked expected that this would take
three months. Consequently, I expected to complete the
monitoring of the referrals from the four teams in
approximately one year.

However, the average time it took for twenty-five
clients to be referred to the CPNs was six months
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(although this ranged from one year for one CPN and
three months for another). Therefore, the data
collecting period stretched to two years.

Explanations offered by the CPNs for the dearth of new
clients were contradictory and unsubstantiated. Most
believed that this was an wunusual occurrence which
couldn't be accounted for, but often they would then
offer intuitive reasons for why they thought it was
happening. These justifications frequently included
blaming it on seasonal fluctuations, as these extracts

from the field notes indicate:

CPN 11 [said] "..... referrals have just dried
up. [CPN 10] is in the same position, I think,
unless he's had a couple since I saw him,
which was last week". She [CPN 11] stated that
now Christmas was over the new referrals
"would probably start picking up again". She
said that there was traditionally a 1lull in
new referrals at Christmas. CPN 10 later
confirmed that his new referrals had "dried

up" as well.

(Field-notes)

I hadn't come to interview CPN 13 but I met
him in the office, and he explained that CPN
14 had got nine new referrals this week. He
said that this was unusual for this time of
year as during the summer he would have
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expected the number of referrals to drop. CPN
14 later confirmed the unusualness of this
amount of referrals during the summer. She
added that it didn't normally happen because,
amongst other things, people go away on

holiday [instead of going mad?}].

(Field Notes)

The rate of referrals was consistently low throughout
the two years, therefore the CPNs' 'seasonal'’
explanations were unconvincing. An alternative
explanation is that the CPNs were consciously or
unconsciously influencing the rate of referrals by, for
exampie, altering the amount of visits made to GP
surgeries. More visits meant more clients being
referred, less visits meant that the CPN's case-load was
reduced because at the same time other clients were
being discharged. This issue of the construction and
management by the CPNs of their workload will be

examined in detail in Chapter 4.
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3.7.2.Tape-recording

Technical problems with the taping of the interviews
were multifold, and frequently the resolution of these
problems led to new difficulties. For example, an
expensive and highly sensitive microphone was
used until I discovered that any noise in the vicinity
of the interview was audible on the tape at the expense
of what was being said by the interviewee. The
original tape-recorder (which was unreliable and
intrusive) was replaced by a dictaphone with an internal
microphone.

Overall, the dictaphone was far more functional than its
predecessor. It wasn't as bulky to carry, and its
presence (judging by the reactions of the interviewees)
was less imposing. This was despite the dictaphone
having to be placed close to the interviewee,
particularly if she or he was quiet spoken (my own voice
recorded clearly no matter where in the room I was
positioned) as its microphone was not as sensitive as
the one used with the tape-recorder.

However, placing the dictaphone close to the interviewee
meant that it was more difficult for me to control the
On/Off switch. In this position it was also problematic
to observe the warning light, which indicated that the
batteries were running low. Although I nearly always
managed to carry out a check on the mechanical operation
of the dictaphone before starting an interview (and 1
took with me a spare set of batteries), in two of the
sessions with CPNs the batteries had stopped working
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without me being aware, and therefore these interviews
went unrecorded.

Taping the interviews had the obvious benefit of
providing an accurate chronicle of what was said.
However, communication 1is not merely about verbal
utterances. What is also of relevance is what is implied
non-verbally, as I was to note with reference to two of

the informants:

CPN 12 non-verbal behaviour (e.g. rolling her
eyes) indicated that she was cynical about the
supervision she received..... There 1is a
problem in not being able to record the
non-verbal behaviour accurately, as with CPN
12 (see above) and CPN 10 who said that he had
written to referral 2's GP but his non-verbal

behaviour was incongruous.

(Field-notes)

As these entries indicate, I would attempt to record
non-verbal behaviour in the Field-notebook. Furthermore,
I would, either at the time or at the next interview,
challenge any inconsistencies between what was being
verbalised and what the interviewee's non-verbal
behaviour implied.

However, notwithstanding these efforts to ensure that
the data had a high level of content wvalidity, an
enormous amount of data relating to what was being
communicated was not recorded and clarified. But, there
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has to be a balance between investigating communicative
nuances and ambiguities, and being too rigorous in

one's investigations:

When an interviewee comes up with a topic I
might wish to probe and pursue further at
times I have to stop going too far as I might
appear to be too inquisitive. This may disrupt
our relationship, therefore what to probe and

how far to take it has to be judged carefully.

(Field-notes)

-152-



3.7.3.Rapport and role

My awareness of the need to be discriminating when
probing the interviewees' communications affirms the
interpersonal nature of interviewing. As I have
indicated above, when interviewing and observing the
CPNs, I did not try to camouflage my existence. In fact
I purposefully interacted with the CPNs in such a way as
to encourage their perception of me as being trustworthy
and sympathetic to them. This involved engaging with the
CPNs in small-talk, talking about issues concerning
mental health nursing and community psychiatric nursing,
and providing them with reassurances about anonymity,

etc.:

Spent most of this session gaining a rapport
with the CPNs. I attempted to let the CPNs
know that I was on their side, that the
research would be anonymous, and that I
wouldn't be reporting the results to
management (this was a particular concern of
CPN 8). I pointed out clearly how often I
would be there, and how much of their time I

would take up.

(Field-notes)

The role of participant-observer resulted in much more
data being supplied by the CPNs about how they operated
with their clients than I believe would otherwise have
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been forthcoming. When this role was combined with other
techniques aimed at increasing the informality of the
relationship between the researcher and the respondent
during an interview (such as not referring continuously
to the Diary-interview Schedule), then the content and

form of the interchanges became much more fluid:

What seems to happen is if I put the diary
down and still use the questions (from
memory), we slip quite easily into a
'conversation’'. This does encourage the
interviewee to talk more openly. It's as if
putting the diary down 1is the same as
switching the dictaphone off. 1In these
circumstances the interview becomes much more
like a conversation between two people who
have a common agenda (e.g. mental health).
This means that there is a lot more of a

dialogue.....

(Field-notes)

The development of an effective rapport with the
informant, is made all the more possible if the
communication skills of active listening and empathy are
employed by the researcher. In the pursuance of
extracting qualitative data, the skill of 1listening
serves a complex series of functions. It involves not
just 'attending' (i.e. demonstrating to the informant
through one's non-verbal behaviour that she or he is
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being 'listened to'), but engaging in a dialogue with

the other person. That is, there is a need not only to

use eye contact, posture, etc., but also to participate

in the conversation.

However, my role was at times affected by other

identities that the CPNs were aware of:

My role as researcher is often contaminated by

my role with some of the CPNs as lecturer

to

them in the past sometimes I have to switch

from being relatively passive and

(researcher) to being more active

directive (lecturer).

(Field-notes)

Where my prominent identification was in the

open

and

role of

lecturer, this probably made the CPNs more guarded in

what they said, both in and out of the interviews, as it

emphasised a discrepancy in the allocation of power.
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3.7.4.Ethical dilemma - backstage data

The development of an effective rapport with the CPNs,
however, produced the major ethical dilemma of the
research. Using skills such as active 1listening and
empathy stimulated +the CPNs and their colleagues into
producing 