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AJBUMi 1

A CFIFIPMISON OF THE WORK OF COFfH™JNITY PSYCHIATRIC NURSES
aaa hentai hsaith sacial workers in

Cise register data are used to describe the basic characteristics
of clients who used the coeeunity psychiatric nursing, and aental
health social work services between 1976 and 1985. These data
are placed in the context of psychiatric services as a whole.
Observational data are used to describe the day-to-day work
undertaken by the two groups of workers.

Although no statistically significant differences in the cl
categories of the clients seen we“e found, there were signi
differences in the ways in which the two groups of workers
interacted with their clients. Coeaunity psychiatric nurses were
found to «ainly apply a medical model of care, whilst specialist
soci. workers were found to be aainly concerned to improve the
social adjustacnt of their clients.

There was evidence that the considerable shift away froa caring
for clients in the “schizophrenia® clinical category was
associated with the coaeunity psychiatric nurses” attachaent to
priaary care teams. It was concluded that there were
considerable unmet needs for the long-tere non-hospital care of
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INTRODUCTION

The author”s interest in the inter-relationships between
connunity psychiatric nursing and aental health social work
services dates back to 1978, when, in the course of coepleting an
H.Sc. Thesis, the analysis of case register data showed that the
first CPN services in Salford began operating at a tiae when
social work involveaent with aentally “ill* clients was at its
lowest ebb. That interest excercised such fascination, that 9
years later, even after virtual total iaaersion in the subject,
the interest lives on. It lives on to such an extent, that the
author reaains frustrated at the lieited use she has been able to
aake of the wealth of data available to her froa the psychiatric

register.

Although auch of the work presented here has been the result of
direct observation by the researcher, the capacity to relate
these observations to baseline service data which which have been
consistently and coaprehensively collected since 1968, provides a
unique opportunity to place these observations in an overall
context. That such an opportunity ia unique is a reflection of
the general failure of health and social services to provide
theaselves with the inforaation required to properly infora their
policy and aanageaent decision-aaklng processes. It is also a
reflection of the failure of epideaiologists to deaonstrate the

value of their work in a way which convinces people to invest in
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Many reader« of thic work will find the researcher*« conclusions
contentious. They challenge usual custoa and practice, and are
froe tie« to tie« extreeely critical. It is acknowledged that
they are the result of the researcher”s opportunity to undertake
her work free froa the constraints iaposed on service
policy-aakers, planners and aanagers - an opportunity for which
she is extreaely grateful - but hopes that they are nevertheless
sufficiently pertinent to the service situation to engender
lively and inforaed debate by those policy-aakers, planners and

canagers,
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CHAPTER 1

mmm v

It1HEW I health SERVICES IH THE MWPEP KjN6PQH

Before the second world war aental health services in the U.K.
were still largely based upon a aodel of custody, containaent and
segregation the eabodiaent of which was the aental hospital.
After the war attitudes towards social and health probleas
changed for a variety of reasons. The aental health of troops
had been perceived as being of iaportance to the defence of the

country, psychiatrists acquired aore expertise in the treataent

of aental illness, the consequences of social di ions of
pre-war Britain becaae less generally acceptable, and the
developaent of social science theory highlighted the- social

contexts of probleas such as poverty, illness and handicap.

Changes in physical treataent aethods following the introduction
of antipsychotic and anti-depressant drugs, associated with a
drop in the nuabers of occupied psychiatric beds by 8,000 between
1934 and 1959 (Tooth € Brook 1961), and reductions in the lengths
of stay of psychiatric in-patients, preceded the 1959 Mental
Health Act. Its guiding principles were that as auch treataent
as possible should take place on a voluntary and inforaal basis,

that a new systea of coapulsory adaission should safeguard

individuals™ rights, and that aental health services should be
re-orientated froa hospital to coaaunity. In 1961 in a aajor

policy shift, the Minister of Health announced his intention to
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rtduc* the nuabers of acntal hospital b*d* by half ovar a period
of IS yaara. Local authoritiea «ere urged but not coapelled to
provide alternative eervicei. "... it is estiaated that
virtually no existing long-stay patients «ill reaain in hospital
after 16 years or a little longer* (Ministry of Health 1961).

The era of “coaaunity care” had begun.

The 1960s «as a period of optiaisa. The "new” drug treataents
«ere perceived by policy aakers to iaply that long-tera
in-patient care «ould not be required in the future. In 1971 a

circular entitled

Services for the Mentally 111° <DHSS
1971) proposed the coaplete abolition of aental hospitals and the
siting of acute” psychiatric beds within district general
hospital units which had been developing for over a decade. No
long-tera in-patient provision «as recoaaended - even for
“longer-stay psychogeriatric patients® «hose bed requireaents
were stated to be under revie«". By 1973 it «as recognised that
district general hospital units alone could not provide the
facilities required by the new long-stay” patients, and it was
estiaated that the nuaber of hospital places required for this
group of patients aged under 65 would be approxiaately 0.17 per
1,000 population. Health authorities were encouraged to
investigate alternatives to traditional aental hospital provision

for these very disabled patients (DHSS 1973).

The axioaatic role of aental hospitals in psychiatric care was
also questioned for other reasons. The concept that the syaptoas
of aental illness «ere entirely explainable in aedical teras «as

increasingly challenged. T mt of
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psychological, social and behavioural sciences fuelled the
“literature of protest® and underpinned the 4 eodels of
psychiatric care additional to the aedical® eodel (the WHO
model| the Seeboh* aodel; the “conspirational " aodel and the

“no-aodel* aodel) identified by Jones (1972).

Although not all aeabers of professions subscribed to group
"noras”, as various theoretical perspectives and aodels” of care
eaerged and acre refined, they becaae associated with particular
professional groups. This could and to soae extent did result in
aider patient choice as the availability of a variety of
treataent aethods becaae aore aidespread. Hoaever, the various
professional groups involved in the provision of psychiatric care
and treataent evolved their oan professional hierarchies, and
began to challenge the authority of psychiatrists as each group
strove to establish its professional identity. The
iapleaentation of the Seeboha Coaaittee recoaaendations (1968)
coapounded the fragaentation by reaoving hospital aental health

social work services to local authority control.

Although few people appear to oppose the notion that inter
professional teaaaork offers the aost proaising care aodel, in
practice, as 6oldberg and Huxley (1980) point out "..there are
fee signs of the organization and integration..” required to
facilitate such teaaaork outside hospitals. That the various
professions involved in providing aental health care often acted
in coapetition rather than collaboration with each other Mas
recognised by the Standing Medical and the Standing Nursing and

HidMifery Advisory Coaaittees of the Central Health Services
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Council, and the Personal Social Services Council, who, at a
rtsult of thtir anxieties about *the welfare of patienti and
clionta who appeared to be euffering froe the lack of
collaboration between these services and receiving adequate care
froe neither*, set up a Working Party on Collaboration chaired by

Daae Albertine Winner (DHSS 1978).

How far have the policies which advocated the re-location of
psychiatric care away froa hospitals been iapleaented? The
nuabers of average daily occupied beds in England fell froa 133.2
per 100,000 in 1939 to 64 per 100,000 in 1985j first adaission
rates per 100,000 population fell froa 161 in 1964 to 108 in 1983
and rose to 113 in 1985{ Lengths of in-patient stay appear to be
decreasing - the percentage of all in-patient discharges and
deaths froa aental illness hospitals and units with length of
stay under 1 aonth increased froa 41.9 in 1964 to 39.9 in 1985.
However, at 31st Deceaber 1983, 34Z of resident in-patients had
been in aental illness hospitals or units for 5 years or aore
(DHSS 1969 & 1986), and convincing evidence has been presented
that “new long-stay” in-patients under the age of 63 continue to

accuaulate (Gibbons et al. 1984; Wooff et al. 1983) Fryers 1979).

Part of the changing pattern of care is reflected in changes in
the provision of those professionals who largely care for people
outside hospitals. This study aias to exaaine the current work
of two of these - CPNs and aental health social workers. It is
against a background of a shifting but by no aeans coaplete
aoveaent of the locus of care away froa psychiatric hospitals,

and the general acceptance that non aedical aodels are relevant
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to aental health care, that the ways in which CPNs and HHSNs

carry out their day to day work will be considered.

UIMMTaL HEALTH SOCIAL WORK SERVICES

One of the consequences of the changing eephasis of care was the
additional burden carried by “the coeeunity*. Social
psychiatrists eaphasised the inter-relationships between social
and aedical factors, evidence that faailies were increasingly
under pressure as a result of changes in policy began to eaerge
<6rad and Sainsbury 1960; Creer and Wing 1973), and awareness of
the influence of faaily life on the course of psychiatric illness
was also heightened (Brown et al. 1962 t 1972). These factors
coabined to deaand increased social work support for aentally ill

clients and their faailies.

In 1971 far reaching changes in the organisation of social work
services were iapleaented. In this text the teras social work
and social workers will be used to denote fieldworkers as
distinct froa social workers working in day care and residential
settings. Before the Seeboha Report (op. cit.) was iapleaented
social workers were eaployed by both hospital aanageaent

coaaittees and by local authorities where three separate

departaents took responsibility for the provision of aental

health, children®s and welfare social work services. This
division of responsibility led to difficulties in the
co-ordination of social work help given to faailies which had

aultiple probleas.
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Following the report of a coaaitt** under the chairaanship of
Frederick Seeboha, which undertook to review the organisation of
peraonal social services with the objective of providing an
effective faaily service (Seeboha op. cit.), local authority

responsi ity for providing social work services was assigned to

new local authority social services departaents (SSDs) whose aain
objective was to provide a “coaaunity based and faaily-oriented
service” available to all. These recoaaendations were widely
interpreted as deaanding an all-purpose generalist worker, and
generic* social work teaas covering specific geographical areas

were established all over the country.

Thus the aias of the social services departaents appeared to
co-incide with perceptions of the social work needs of psychiatry
for a service to the whole faaily rather than to individual
faaily aeabers only. Fears were expressed, however, that the
great load expected to be carried by the social services
departaents would lead to the neglect of soae client groups,
including the aentally ill, as statutory obligations, for exaaple
in the field of child care, deaanded aost of the available
resources. Additionally, it was argued that whatever the
drawbacks of the old aental health departaents, they were largely
staffed by people who were experienced in aental health work even
if they lacked foraal qualifications, and that this experience

eight not be replaced.

The re-organisation of the National Health Service which resulted
in the transfer of all hospital social work to local authority

control, and the rationalisation of local authorities™ boundaries
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in 1974, Itd to further adiinistratlvt uphtaval. Tht Otton
Rtport (DHSS 1974) taphasistd that “there it nothing in Sttboha
to itply tht «holttalt abandonotnt of tptcialitt in social work
practice” but tht adainistrativt changtt, rapid staff turnover
and rtcruitttnt of young and intxptritnctd staff cotbintd to

list strvicts and

disturb previously ttll established speci

resulted in ’considerable disquiet” being expressed by aeabers of

the Society of Clinical Psychiatrists (Little | Burkitt 1976).

Virtually all specialist cental health social work disappeared
beteecn 1971 and 1974, and though it has gradually re-eeerged in
the last ten years, there is considerable variation throughout
the country (Challis and Ferlie 1986). There are three aain Mays

in which eental health services are presently organised - with!

a. Specialist, psychiatrist-attached workersi

b. Specialists attached to area or patch social work teaas;

c. Patch social work teaas where all workers have aixed
caseloads and where there are no specialist psychiatrist

attached workers.

1.2.1 Tin Rill.,» .nd Function» 0) Until H.iltH Socul Korter«

The Otton Coaeittee (op- cit.), which considered general social

work support for the health service, listed four stages at which

the social worker had a contribution to take to the clinical teas

in the care of hospital patients!

1. Diagnosis. Assessaent of the social factors involved as a
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contribution to the aedical diagnostic process;

2. Treataent. Provision of advice on tha social considarations
which should ba taken into account whan alternative traataant
aathods are under consideration, and preparation and support to
patients who aay have to face unpalatable realities;

3. Discharge. To provide an assesseent of social probleas which
should be considered when decisions about the tiaing and
arrangeaents for discharge are being aade, and to take such
action necessary to provide appropriate faaily and aaterial

support)

4. After-Care. To provide social rehabilitation and therapy

after hospital discharge, auch of which was expected to be long

tera.

In addition to direct patient care roles listed above, other

roles the report perceived weret

3. Providing the clinical teaa with a wider coaaunity
perspective through contacts with a wide range of organisations
and through awareness of social conditions;

6. Providing and receiving training through the experience of

working with others.

The range of functions social workers attached to priaary care

teaes eight carry out were suaaarised as followsi

1. Social assessaent and evaluation as a contribution to
diagnosis;

2. Application of therapeutic social work to assist the
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treateent process)

3. Mobilisation of tarvicas outside the health service)

4. Educational work on tha significance of social factors in
health carej

3. Consultancy and advice for other staff in the social services

departaent.

The Barclay Report (1982) concluded that the social work services

were neededi

1. To plan, establish, eaintain and evaluate social care
neteorks byt

a) proaoting coeaunity networks)

b) negotiation and advocacy)

c) controlling access to resources)

d) carrying out social policing)

2. To provide direct client/faaily services by carrying out

counselling

e. aa range of activities in which an atteapt is

aade to understand the aeaning of soae event or state of being to
an individual, faaily or group and to plan, with the person or
people concerned, how to aanage the eaotional and practical

realities which face thea.a

The soci

work roles outlined above relate to social work as a
whole and not Just to aental health social work, they also show a
shift in eaphasis froe individual to coaaunity work. Although
eental health social work has been perceived to require

particular additional expertise and knowledge (Hudson 1982, DHSS
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1974, Ministry of Health 1959, WHO 1972), there hae been little
evidence that aental health social workers see theaselves as
fulfilling different functions or applying different theoretical
perspectives froa their other social work fieldwork colleagues.
The report froa a M.H.0. Working 6roup which discussed the role
of the social workers in the psychiatric services (WHO op. cit.)
noted that social workers™ activities could not be separated froa
the social and political context in which they and their clients
existed, but did not advocate any roles which were not related to

social work in general.

The nuaber of systeaatic enquiries into the day to day work of
social workers has been liaited. In 1959 the Younghusband Report
(

the field Inquiries, by the lack of any systeaatic study of the

stry of Health 1959) reaarkedi "We were struck, in planning

part played by social workers in aeeting needs within the

fraaework of the social services.” In 1981 the Association of
Directors of Social Services coaeentedi *a traditional weakness
in the social work profession has been the lack of docuaented

inforaation on the iapact of different policies in practice*

(ADSS 1981).

It is generally accepted that one of the factors which influences
the kinds of work done by particular workers is the setting in
which the worker is located and the few studies of HHSW practice
which have taken place have tended to focus upon coaparisons of
variously organised services or, since 1971, the size and nature

of the aental health coaponent within generic departaents.
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Rental health toeill work studies in the 1960* concentrated upon
the differences between hospital and local authority social work.
Rehin et al. (1964) undertook an adainistrative study of cental
health social work services in four areas, one of which was the
County Borough of Salford - the sit* of the present study.

Social workers were asked to record various aspects of their work
over two separate working weeks. Local authority eental health

social workers (LASMs) were found to be largely hose visitors who

called to see clients aainly on their own i
contrast, over seventy per cent of the hospital social workers”
(HSN) clients were interviewed in a hospital setting and around
301 of these interviews were on the social worker®s initiative.
Social workers® aias were divided into three categories i.e.
ancillary to aedical treatment, instruaental in social care
(therapeutic intention) and residual (practical tasks and
support). Mhen the predoainant aias were analysed, LASWs chose
the three groups in equal aeasure, the HSWs chose residual aias
(311), ancillary and instruaental aias (221 each). The
proportion of cases in which no single aia predoainated was 101

for LASMs and 131 for HSMs.

Rehin et al. (op. cit.) concluded that the work of the HSM was of
a short-service nature at transitional points in the

illness/treataent process and that the close connection with the

ical ai

eu aay have aade the HSHs less aware of any need

for, or potential in, coaaiinity support services. They argued
that a single unified aental health social work service, based in
a local authority setting would offer aore opportunities for the

developaent and use of instruaental social care skills.
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After the Stthoha re-organi«ation there were eajor investigat ion*
of the eayt in which the new generic departments operated (Carver
€ Edwards 1972; McKay et al. 1973» 6oldberg et al. 1977 I 1978)

but few published studies of cental health social work per se.

Pritchard (1975) who studied differences between specialist

hospital (SSM) and generic area teas workers (ATMs) in Manchester
found that, when ward rounds® were included under the heading of
‘client contact®, SSMs spent core of their working tiee than ATMs
in client contact (57X coepared to 40X) and that the proportions

of tiee Manchester area workers spent in client contact, travel,

desk jobs and other®, were very similar to those found by other

researchers investigating the operation of area teams (Carver 1
1

Edwards op cit., 6oldberg et al. op cit., Hi ngdon 1973).

Another notable finding was that, largely on account of “ward
rounds® and ward meetings® the specialist social workers spent
aore tine in consultation with others than area based workers.

Details of the activities which took place in connection with

client contacts showed that compared to the ATMs the SSMs were -
core directive (7X v 2X of interviews), gave core practical help
(16X v 12X), eade more assessments for diagnostic purposes (10X v
0X) and undertook more casework (25X v 12X). Coapared to SSMs,
ATMs were more likely to make assessments for adaission (27X v
0X), undertake supportive work (33X v 28X) and to make contacts
for “fact finding® purposes (14X v 7X). These differences were
discussed in relation to organizational parameters rather than

related to any differences in client needs which aay have been
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present.

Pritchard noted that ATMs had aa continuous problaa in trying to
aatch tht nttds of existing clients with already stretched
resources while seeking out previously unaet need and coping with
a voluae of new and often crisis work*. She contrasted this
position with that of SSMs who had a greater freedoa to select
clients without incurring criticise for failing to provide a
service to all applicants, and who worked in a setting where
consultant psychiatrists carried overall responsibility for
patients” welfare whereas ATMs carried all the responsibility for
their clients. The solutions she proposed were to develop
"“institutionalised” eethods of protecting ATMs froa the pressure
of crisis work so that they could undertake work with clients
such as the aentally ill, who had coaplex and long-tera needs,
and to ensure, primarily through in-service training aechanisas,
that ATMs were exposed to "learning situations® to enable thea to
acquire greater knowledge of the aajor foras of aental illness

and their social effects.

Mooff (1978) undertook a survey of the proportion and
characteristics of clients referred over a period of one year to
two social service departaent area teaas in Salford, who had
contacted psychiatrists within 3 aonths (either before or after)
of the referral date but who had NOT been classified by social
services staff as “aental hlalth® cases (NNH). This group of
clients was coapared with those clients referred to the area
teaas who were classified as “aental health® cases <\H) and with

all other clients referred to the area teaas over the course of
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the year (SSD).

Using cast register data she found that tho proportion of people
who had contacted ptychiatriste and Mho alto contacted the SSD
over the courte of the study year eat ten tieet higher than the
proportion of the general population oho contacted the SSD. The
proportion of NHH clients mss found to be approxiaately half that
of HH clients and 27X of the foraer had been classified as
“elderly*, 231 classified as “faaily care®, 16X as

"accoaaodation” and 10X as “financial™ cases. The NHH group

aged under 63 contained high proportions of young aoaen living
either alone or Mith young children Mhote psychiatric diagnosis

mss depression”.

Details of the kinds of social Mork help given to the HH clients
Mere unavailable, but the proportion of clients Mho received care
for aore than 4 Meeks (the only difference found betMeen the
kinds of help given to NHH and SSD clients) Mere 66X HH cases,
16X NHH cases and 11X SSD cases. The author concluded that
further studies acre needed to establish Mhether different kinds
of help given to the three groups of clients identified Mere the
result of clients having different “needs™ or Mhether they Mere
consequences of uorkers iaposing their onn different solutions
according to the constraints of the organisation and/or their

previous experience and training.

The aost recently published aajor investigation of aental health
social Mork Mas conducted by Fisher et al. (1964) in Derbyshire.

They studied the size and nature of the aental health coaponent
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of work in area teaas with tha objective of looking for Mays in

which the quality of «ocial work car* to individual* and faailit*

with aental health problee* could be ieproved. They found that
even though a substantial einority” of clients did not have any
foreal psychiatric diagnosis there was a considerable aental
health coeponent in the probleas they faced and that the eaphasis
on short ters aaeliorative work did not help clients to resolve

their underlying probleas or to prevent the recurrence of their

difficulties. They noted inconsistencies of response to s
needs” brought about by differences in criteria for case
closures which operated between “intake® and “long-tera® teaas.
They were also of the opinion that the skills and knowledge
required to undertake adequate assessaents required for social
work recoaaendations for coapulsory adaission to hospital were
not acquired during training for the Certificate of Qualification

in Social Work.

They recoaaended a aodel for the care/support of clients with
long-tera difficulties, in which short periods of active
intervention by highly qualified and experienced workers

suppleaenting aonitoring by aore junior workers, should be

followed by systeaatic periodic reviews with teas respons

replacing individual responsi

lity for client welfare. In
respect of elderly clients, where they perceived a shortage of

health service input into care, they recoaaended urgent

clarification of the boundaries of responsi ity between health
and social services. Further clarification of ainiaua acceptable
standards of care within individual sectors of the social

services departaent was urged, as they found that the failure to
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address this issue resulted in individual fieldworkers being left
to teke decisions about relative priorities without the relevent
inforaation on which to sake judgeeents. The paucity of
resources for adequate coeeunity care for the eentally ill was

noted.

Thus, the few systeaatic studies available, whilst applying
sonewhat different perspectives to their analyses, appear to
highlight organizational difficulties in area teaes, eany of
which becaee apparent because lieited resources constrained
atteapts to deliver care to a wide and ever increasing variety of
clients and faailies. The work which took place before the
iapleaentation of Seeboha iaplied that a “coaaunity” rather than

hospital® setting afforded the best opportunity for social

workers to effect the integration of the ind
society, but post Seeboha work suggests that coaaunity based
generic social workers have little opportunity to undertake
long-tera work with people who have aental health probleas and

little training specifically to help thea to do so.
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1,3 CAAANHEY PSYCHIATRIC WRSjWA SERVICES

Although th* first coaaunity psychiatric nursing s*rvic* was

established as early as 1954 (Hay t Moore, 1963; Moore 1964), it

sa of

was not until th* early 1970"s - the tiee of the generi
social work - that the pace of developaent of these services
increased. The recent rapid growth of th* CPN services is
evidenced by the fact that ’Better Services for the Mentally 111*
(DHSS 1975) eade very little eention of CPNs; ten years later th*
Select CoBaittee on CoBaunity Care (House of Coaaons 19B5)
devoted aore space to a discussion of CPNs and their roles than
they did to any other group of staff. Interestingly, whereas

“Better Services for the Mentally 111* discussed the roles of

soc in the Select

I services fieldwork staff extensively;

Coaaittee Report they were discussed very little.

The exact size of the increase in CPN staff is difficult to

establish, but in the absence of any off statistics
concerning the nuBbers of psychiatric nurses working outside
hospitals, th* Coaaunity Psychiatric Nurses Association (CPNA)
estlaated that in 1976 1300-1500 staff and in 1985 2575 staff

were engaged in such work (CPNA 1978 and 1985).

Parnell”s survey (1978) showed that there was no uniforaity in
th* ways in which CPN services were organised although the
aajority of the sche*es identified were hospital based. There is
little agreeBent but Buch discussion regarding the aost
appropriate” ways of organising services, but there is evidence

that aore and aore services are aoving towards, at least soae,
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direct contact with priaary care teaas. (Skidaore I Friend

1984a).

The mays in which CPN service« are presently organised throughout
the country and the nuabers of nurses involved in this work are
not precisely known but Skidaore I Friend (1984b) identified four
types of servicei

a. hospital based;

b. priaary care based;

c. dual hospital/priaary care based;

d. coaaunity based without hospital support.

I.iii Tin Holt« tn< Function» il Cm.unity Pt»chi«tnc »»rm

The role prescriptions of CPNs are diverse. 6eneral nursing is

divided along hospital/coaaunity lines but how far this is a

consequence of the past ision of responsi ity between the

hospi and local authority services or how far it is a true
reflection of differing perspectives is uncertain. It is of
interest to note, however, that a residential/coaaunity debate
has arisen aaongst psychiatric nurses, where there is no recent
history of a split between hospital and local authority
eaployaent. Soae CPNs consider that they have or should becoae a
separate group within psychiatric nursing; soae CPNs consider
that they share the perspectives of their general nursing
colleagues in the coaaunity aore than they share the perspectives
of psychiatric hospital nurses; others believe that changes in

the perspectives of psychiatric nursing in general will enable

psychiatric nurses to work in residential, day care or coaaunity
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fittings.

The debate widen* into e consideration of how far the links
between psychiatric nursing and general nursing should be
strengthered or severed. The MHO working party (MHO 1973) which
considered this question stated that “the overall functions of
nursing in aental health services are the saae as those in other
health services. Differences are a matter of eephasis*. More

recently expressed views differ - 1 aa fundaeentally opposed to

any notion that psychiatric nurse training bears a coaaon

relationship to general nurse training. There are very real
differences in our ideology and our perceptions of role and

function* (Butterworth 1984).

As these issues have yet to be resolved, and no consensus view of

what the relationships between the various branches of nursing
are or should be has eaerged, it is proposed to confine the

present discussion of nursing roles to CPN roles per sc.

Host early CPN literature discussed roles in teres of
unsysteaatic descriptions of the kinds of work done (6nffith k

Nangen 1980). In contrast, one systeaatic description of the

doei fary nurses” activities in a therapeutic coeeunity setting

by Altschul (1973) noted the following:

1. The selection of priorities for group discussion;
2. The interpretation of inter-personal dynaaics;
3. The assesseent of aental state;

4. The assessaent of patients” social and econoaic conditions;
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5. The observation of phytic«! syaptoat)
6. The obttrvttion of faaily intarpartontl relationships;
7. The Application of knowledge of local culture and social

conditions.

Ths rolst and functions outlined above related to a work setting
that was far froa typical, and roles which were considered to be
applicable in services elsewhere, as described by Carr et al.

(1980) were outlined in 1983 by the CPNA (1983). These werei

1. The nurse consultant * advising other professionals about the
type and level of psychiatric nursing care required at any given

tieei

2. The nurse clinician - the "technical* e.g. giving injections,
and “basic* e.g. ensuring adequate diet, nursing actions

undertaken|

3. The nurse therapist - "the therapeutic act
psychotherapy and behaviouralisa*|

4. The nurse assessor - the assesseent of nursing requiresentsj
5. The nurse educator - the education of people about "the
potential hazards of cental disorder!*

6. The nurse aanager - the organisation of work priorities.

As new services were established, nurses began describing the
ways in which they worked, *and early CPN literature, reviewed by
Hunter (1974) and 6riffith and Hangen (op cit.), eephasised
continuity and extension of care, and iaproveaent of
coaeunications between hospital and coaaunity workers (Hay 4

Hoore op. cit.| Harajs 1976). As services developed CPNs began
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to eaphasise the importance of involvement with families as well

as individual patients and reported on the application of certain
therapeutic techniques such as behaviour therapy (McDonald 1973)
and reported on attachaents to priaary care teaas (Marker et al.

19761 Corser It Ryce 1977). Systematic descriptive studies of the
full range of CPNs " work have been few although detailed studies
of various aspects of CPNs® work have been aade such as that by

Butterworth (1979) who docuaented the nature of nurse-patient

assessaent.

Sladden®s (1979) descriptive study of hospital-attached CPNs
working in Edinburgh, reaains the aost coaprehensive published.
She found that the CPNs used two distinct fraaes of reference for
their work. One, derived froa a clinical concept, was
task-oriented and was apparent when contacts took place in a
clinic settingi the other derived froa asocio-psychological or

interactional concepts”, was concerned with psychological

adjustaent and social relationships and socio-econoaic probleas

and resources, and was applied when contacts took place at
patients® homes. She found *“The nurses® concerns were rather to
use supportive techniques and “direct influence® to alleviate

iaaediate distress, aaintain patients® existing level of

functioning, and encourage faeilies” tolerance.” The nurses ™
not follow the aainstreaa tradition of social psychiatry; this
would have prescribed constructive intervention in unstable
situations, and set optiaistic goals for learning and social

change™.

The nurses™ contacts with priaary care workers were so liaited,
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and the aaount of tint they spent on hospital preeises was so

great that the researcher considered thee as occupying an

interaediary role, aaintaining coaaunication between the hospital

and its extra-aural patients, and extending the territorial
boundaries of hospital care. Sixty-one per cent of the patients
seen during the course of the study had a diagnosis of

"schizophrenia”! 13X were diagnosed as "'depression™ or

; 6Z had "organic psychoses®. Ninety-one per cent of

"'neuros
all patients had been in hospital at soae tiae during the past

five years.

Paykel and Griffith (1983), who outlined the nature of CPNs®" work
with a group of neurotic patients (see below), found that 78X of
nurse/patient contacts took place at the patients® hoaes and that
their aanageaent of patients involved the use of predoainantly

social and psychotherapeutic aeans, although general supervision
of aedication took place in 32Z of contacts. Increased eaphasis
was placed on dynaaic explanations of behaviour as the nurses”

work with this group of patients progressed.

More recent work by Skidaore and Friend (1984b), found that the
nurses in the 12 CPN services studied, aade 33Z of visits in
order to assess clients, 22Z to adainister injections, 111 to
give support and 1Z to give counsel. They found that the only
differences between services which had priaary care, dual, or
hospital bases, were differences in the ways in which nurses
described their work (these differences were not confiraed by
observations of actual visits) and the aain sources of their

referrals - the priaary care based workers receiving referrals
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froa a wider spectrua of source« than the hospital based workers.
Over half the nurses questioned expressed concern that their

training, even those who had undertaken the JBCNS coaaunity

psychiatric nursing course, did not equip thee with the skills
they felt necessary to *aanage effectively new encounters with
clients* and the authors expressed concern that case loads were
ineffectively aanaged. The two *eajor problees* that were

perceived were that nurses needed aore skills training,

particularly in counselling, and that nurse aanagers® lack of

coaaunity experience appeared to inhibit their abilities to

provide appropriate guidance and support to CPNs.

Three aajor evaluative studies have been conducted which aiaed to
assess the effects of therapeutic interventions undertaken by
psychiatric nurses. Hunter (1978), coapared two groups of
patients diagnosed as suffering froa schizophrenia who were
discharged froa in-patient care between 1967 and 1969. The group
of patients who received CPN care were found to have spent aore
tiae in in-patient and day patient care than the coaparative
group of patients, none of whoa received CPN care. The reasons
for this difference were not clear cut and were *not disclosed in
this study*. However, using caregivers™ views of their
experiences of CPN care to foraulate his conclusions, he found
that the nurses were valued for their knowledge about aental
illness, the security thi* gave to the caregivers, and for the
authority their association with psychiatrists and the specialist
services gave thea. An analysis of the difficulties reported by
patients and caregivers indicated three aain areas where

iaproveaents aight be aade. The first concerned the need for a
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continuous prograaae of aonitoring and assessaent of patients®
social and faaily situations, th* second involved the need to
involve faeilies in a aore active therapeutic approach to
probleas, and the third that nurses needed aore assistance in
developing their inter-personal skills and to use thea to

intervene in crises rather than to screen for abnoraalities.

Paykel et al. (19B2), found that CPNs who worked as part of a
psychiatric teaa, none of whoa had coapleted the JBCNS adult
behavioural psychotherapy course (Harks et al. 1983), were as
effective as psychiatrists when assigned a role of aain treating

agent in the after or continuing care of neurotic patients with

low levels of disabi

ty. Patients reported higher levels of
satisfaction when nurses rather than psychiatrists were th* aain

treating agents.

Harks et al.(op. cit.l, found that selected groups of psychiatric
nurses were, after intensive training in behavioural
psychotherapeutic techniques, able to “excercis* independent
professional judgeaent and skill” in assessing patients®
suitablity for treataent, to undertake therapy, and to obtain
results which coapared favourably with those of psychiatrists and
psychologists reported in the literature. They successfully

worked in settings outside hospital wards.

Three of th* studies discussed above (Sladden op. cit., Hunter

op. cit. and Skidaor* 1 Friend op. cit.) concluded that further

tra inter-personal skills would enhance CPNs®

ing

contributions to thq car* of clients and their faailies. Two of
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these (Sladden op. cit., and Hunter op. cit.) were particularly
concerned to point out way* in which th* car* of psychotic
patient« could b* »«proved upon. Paykel *t al. (op. cit.) found
that even in th* absence of further training, CPNs" care of
neurotic clients recovering froa their acute syaptoas coapared
favourably with routine follow-up by psychiatrists. Work by
Narks et al. (op. cit.) illustrated how intensive training in
behavioural psychotherapeutic techniques can enable psychiatric

nurses to undertake specific therapeutic tasks on their own

account.

Both recent evaluative studies concerned the treataent of adult
neurotic patients and there is little doubt that CPNs, whether
working within the priaary care or th* psychiatric teaa, are
increasingly becoaing involved in the treataent/care of
non-psychotic patients. Systeaatic data on the prevalence of
various diagnostic groups of patients on CPNs* caseloads and
changes over tiae are few, but evidence (Hooff et al. 1986 t
19B7) suggests that nurses working in priaary care settings aay
have a higher proportion of neurotic clients on their caseloads

than nurses working as part of a psychiatric teaa.

Li IHSQAETIMI ewp CRUCEP M fra® narks

The theories and principles upon which which social workers based
their casework and group work techniques and the value systeas
that underlay thea have been extensively docuaented in th*

literature (Yelloly 19BO, Fischer 1978, Tiaas t Tiaas 1977,
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Pincut 1 Ninahan 1973, Reid B Shym 1969). Th* first training
course for psychiatric social sorktrs was sst up in 1929 at tha
London School of Economics, and «as intended to give workers «ho
had already studied social adainistration sufficient knowledge of
psychology, psychiatry and psycho-social development to enable
thee to practice with mentally disturbed clients (Vickery 1977).
Other Psychiatric Social Nork courses established after the
second world war were concerned to train workers to apply
psychoanalytical theory to casework practice. As the “literature
of protest™ grew, social workers™ becaee particularly associated

with the anti-psychiatry” aoveaents.

The changes in social work eethods over time were suaaarised in
1981 in evidence submitted to the National Institute of Social
Mork Norking Party by the Association of Directors of Social
Services (ADSS op. cit.)( a detailed account of changes in the
theory and practice of social work is given by Younghusband
(1978). The period between 1948 and 1960 was characterised by
training in social casework aethods which aiaed to help
individuals achieve better balance in their relationships by
learning insight and nurturing their capacity for eaotional
growth. In response to a growing awareness that clients aight
become over dependent on professionals, the concept of “coaaunity
based" social work grew and was pursued on a wide scale during
the 1970s. This approach sought to develop and strengthen
networks to support faailies before they reached critical
situations. Social work intervention with individuals was thus
seen to be required only when soae kind of breakdown was iaainent

- and was known as “crisis intervention® (Reid t Shyne op. cit.).
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In contrast to social work, psychiatric nursts® day to day work
has bsan based upon practical rather than theoretical
considerations. The eodel of custody and containaent as
practised in aental hospitals in the early part of this century
was applied by hospital attendants. The general post war shift
to a biological or aedical aodel of psychiatric treataent and
care deaanded that psychiatric nurses Mere trained in the
application of these aodels. Consequently! as psychiatrists
joined the aainstreaa of aedicine” so psychiatric nurses joined

the aainstreaa of nursing. In 1957 the training of aental

nurses, previously the responsi ity of the Royal

Medico-Psychological Association, was handed over to the 6eneral

Nursing Council and a new training syllabus was developed.

Until the early 1970s, psychiatric nursing was largely confined

to work wi

hin hospitals, either on wards or in day care

settings. As previous work had indicated that nurses tended to

adopt the ideology prevailing in their current workplace (Strauss
et al. 1964j Burgess and Lazare 19731, it was not surprising that
the acute aedical aodel of care was found to underpin auch of
psychiatric nursing activity on acute adaission wards (Coraack
1976). Further, Towell (1975) considered that when the acute
eedical aodel of care provided an inappropriate fraae of
reference for nursing staff (for instance, on geriatric wards),
they adopted various identifiable sub-cultures, and Altschul
(1972) observed that nurses® verbal interactions with patients

lacked an identifiable conceptual base.
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Aft psycho-social aodels of tr#ataent/care were increasingly
adopted in hospitals, psychiatric nurses extended their aedical
knowledge base to incorporate these aodels but the evidence cited
above suggested that the expansion of nurses” roles to include
therapeutic work based upon non-aedical aodels reaained
relatively undeveloped. The aove froa ward bases laplicit in the
growing CPN services and the perception of CPNs that their RUN
training did not in itself equip thea to aeet the deaands of
coaaunity work (Carr et al. op. cit.) Skidaore | Friend 1964a)
coabined to produce a deaand for change froa a predominantly
aedical aodel of psychiatric nursing care to one which espoused a
spectrua of aodels, soae of which could be held to be

theoretically incoapatible with each other. Thus, at a tiae when

other professional groups working in the aental health fi
becaae associated with specific concepts and theories, as Sladden
(op. cit.) pointed out, nursing literature "does not waste tiae
over the conceptual probleas of the eclectic approach, but
assuaes that it is necessary for nurses to be able to distinguish
between and utilize the different concepts.”  Siadden suggested
that CPN practice was based on "haphazard applications of

intuitive insights and individual experience".

Thus, published work indicates that neither psychiatric nurses
nor CPNs have yet developed a coaaon set of principles® or an
organised set of professional values® both of which fora

integral parts of Bligh"s (1979) scheaa for teaching decision

eaking ski Indeed, Henzies (1960) showed how nurses had

created a structure for theaselves which facilitated their escape
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5. gVSWLAP BETWEEN HENTAI health ggciftL HUM Awp cgqhhvnity

PSYCHIATRIC WURS1W6

Until psychiatric nurses began to Mork outside hospitals there
was little discussion of the extent to Mhich their roles
overlapped Mith those of eental health social uorkers. This aay
have been due to the fact that social psychiatric aodels of care
Mere not Midely implemented until the 1970s, but other factors

may also have been involved.

Before the implementation of the Seebohm Committee
recommendations, many mental eelfare officers Mere recruited from
the ranks of psychiatric nurses. It is possible that the
increasing professionalization of social mork, Mith the
consequent requirement for specific social Mork training, has
blocked a traditional route by Mhich psychiatric nurses moved
from the confines of hospital mards and extended their roles
Nithin the uider community. Thus, it may be that the expansion
of CPN care in the 1970s occurred not only because mental health
social Mork services mere considered to have deteriorated as a
result of Seebohm, and that psychiatric nurses "filled the gap"
as suggested by Carr (House of Commons op. cit.), but because (at
least in part) psychiatric nurses had been denied their
traditional “escape route® into social Mork, and began to

escape” in a different May*- by forming a sub group Mithin the

psychiatric nursing profession itself.

Whatever reasons underlie the expansion of CPN care, in vxcm of
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the juxtaposition of the factors discussed above, it is not

surprising that the extent to which the roles of CPNs and NHSNs

overlap has becoee a eatter of soae debate.

The social work roles outlined in the aid 1970s by the Otton
Coeaittee (op. cit.) were reaarkably siailar to the CPN roles

outlined by Carr et al.(op. cit.) which coaprised consultant,

ian, therapist, assessor, educator and eanager.

However, the social work roles as perceived by the Barclay

Coeaittee in 19B0 (op. cit.) deaanded a change of eaphasis froa

work with individuals to work with whole coaaunities.

Psychiatric nurses do not appear to have outlined such a
coaaunity role for theaselves, but it is too early to judge how
far any difference in eaphasis between coaaunities and
individuals will distinguish social work and CPN roles in the

future.

Both the social work and nursing professions have developed
systeas within which interventions aay be planned and executed.
The case review systea (Goldberg t Fruin 1976) raises the

following questionsi

1. What is the problea?
2. Nhat has been done/achieved so far?
3. Mhat are the rias for the iaaediate future?

4. How are they to be fulfilled?

The nursing process (Crow 1977) aay
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1. Taking the nursing history. Gathering Tacts;
identifying needs;

2. Analysis and interpretation of social, physical,
eeotional and financial probleae;

3. Foreulation and iapleaentation of care plan;

4. Evaluation of care given.

Although these systeas are siailar, it is widely accepted that
one of the factors which governs choice of intervention is the
theoretical base applied. Thus discussions of role and work
setting alone will not define process as process will vary
according to the concepts applied. Theories explain a wide
variety of connected phenoaena. They generate principles which
infora decision asking. Various professional groups are
generally distinguished by, aaongst other things, specific

theories, value systeas, bodies of knowledge, and characteristic

techniques, areas of coapetence and responsi ties. Although
individual aeabers of a profession aay not confora to orthodox
patterns, aeabership of a particular profession will usually

iaply, if not agreeaent with, at least a knowledge of the aores

of the group.

The extent to which there are differences in the personal

=

characteristics of the people recruited into either profession
beyond the scope of this study, but there is little doubt that
these factors will also influence the ways in which they carry
out their work. On the basis of the evidence discussed above,

though, on the one hand, CPNs® and HHSMs® roles and functions
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appear to overlap considerably, and both are organised in a
variety of Mays soee of which co-incide, yet on the other, they
do not appear to apply the saae theoretical perspectives to their
work, and there is evidence of conflict between nurses and social
Norkers (Dingwall 1975; Nacleod 1970; John 1961) ouch of Nhich
appears to be rooted in the nurses” quest to establish parity of
professional™ status Nith social workers. It is the author®s
view that the scientific literature concerning CPN and cental
health social work services clearly illustrates the need to
exaeine systeaatically the growth of CPN services and the ways in

which CPNs and HHSNs work both in relation to each other and in

relation to other specialist psychiatric services.

Just as the perspectives of various cental health professionals
differ, so do the perspectives of researchers. There are cany
ways of exaeining cental health services and their dcvelopaent,
and all have their contributions to cake to our understanding of
events. Hiller (1976) has pointed out the icportance of
declaring the particular perspectives ecployed by researchers,
and it is appropriate here to present a brief outline of the

perspective which will be applied in the present study.
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1,* THE PERSPECTIVE QF CfififlifmTV HSPICINE

Coaaunity acdicinc it concerned with the health of whole

cal aedicine which is

populations. It thus differs froa c
priaarily concerned with the health of individuals. The
nineteenth century public health aoveaent in the United Kingdoa,
froa which coaaunity aedicine derives, grew froa an increasing
awareness of the associations between health, environaent and
poverty. Chadwicks report on sanitary conditions (Chadwick
1B42) and Farr®s analyses of death certificates (1885) laid the
foundations of epideaiology - the science upon which coaaunity
aedicine bases its conceptual fraaework (Saith 1968). According

to Alderson (1976) the three aain aias of epideaiology arei

1. To describe the distribution and size of disease probleas in

huaan populations;

2. To identify aetiological factors in the pathogenesis of

disease;

3. To provide the data essential for the aanageaent, evaluation
and planning of services for the prevention, control and
treataent of disease.

If coaaunity aedicine is concerned to observe, record, analyse

and if necessary atteapt to aodify environaental conditions, it
aust also be concerned to observe, record, analyse and aodify
factors which influence the foraation, operation and aanagenent

of the environaent. It is also necessarily concerned with the
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effective and efficient use of resources and the description,
coeparison and evaluation of services. Thus epideeiological
eethod, which relies heavily on nuaerical techniques, aust be
inforaed not only by aedical science, but also by other sciences
concerned with the structure, organisation and behaviour of huaan

coaaunities.

Descriptive studies have a well established place in
epideeiology. In situations where very little is known, such as
the relationship between coaaunity psychiatric nursing and aental
health social work services, there is a need for descriptions
based on cpideaiological principles to generate hypotheses and

establish soae basis for further aeasureaents and coaparisons.

The present study is aainly concerned with the working of the
health services, but will also have an historical and coaaunity
health perspective. It aias to describe, using an
epideaiological fraaework, the ways in which CPNs and HHSWs
worked in one particular District, in an atteapt to infora the

es of CPNs and

debate regarding the extent to which the act

HHSMs aay be said to be distinct or overlap.
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CHfIPIjR 2

5AJ.FQRD AND TS MENTAL HEALTH SERVICE

Salford Metropolitan District (Salford HD.), part of 6r«at«r
Manchester, was designated a local authority unit following the
local governaent boundary changes which took place in 1974. The
new District incorporated the old City of Salford (population of
130,000 in 1971), and parts of Lancashire County (coabined
populations of 130,000 in 1971) and the two parts of Salford HD
had very different characteristics. In 1981 the population of
Salford H.D. was 233,870 the age structure of which was close to
that of England and Males as a whole except that Salford had
lower proportions of people in the 23-34 age range and higher

proportions of people in the 33-64 age range.

The City of Salford (Salford East) was Engels® “Classic Slue® - a

highly industrialised area of eight square ailes whose population

grew rapidly during the latter half of the industrial revolution.
Froa a peak in 1927 of 247,000, the population of Salford East
had fallen to 131,000 in 1971. The people of Salford were
overwhelaingly working class, were poorly housed and even in the
prosperous period of the late 1960s suffered high levels of
uneeployaent. In contrast, the old Lancashire county areas
(Salford Mest) were less densely populated, less industrial ised,
eore prosperous, and had fewer social and health problees than
Salford East. The population of these areas grew until 1971 and

declined thereafter.
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However, the prosperity of Salford West was relative only to
Salford East, and 1981 Census statistics showed that although

iatives had succeeded i

vigorous local authority i eproving

housing conditions, compared to England and Males, Salford M.D.

had higher proportions of people ing alone, of single parents,
of economically inactive, of permanently sick, and of unemployed

people (Gibbons et al. op. cit.).

Salford East and Salford West not only differed in their
demographic characteristics, their local authorities had provided
different patterns of services. The old City of Salford had a
strong public health tradition which could be largely attributed
to the work of the Medical Officer of Health between 1941 and
1969, Dr. J.L. Burn. In 1956 he was responsible for initiating a
unique link between doctors and research workers from the
Department of Social Medicine in the University of Manchester and
the duly authorised officers of the Local Authority Health

Department.

al and local authorities

In 1961, the co-operation between hospi
was strengthened by the appointment of a Consultant Psychiatrist
who was also Honorary Consultant to the City Health Department.
The same year saw the appointment of a trained Psychiatric Social
Worker, and by 1967, the local authority health department was
appointing only graduates to its mental health social work
service. In 1965, another» revolutionary step was the appointment
of a social worker who was funded jointly by hospital and a local
authority. Detailed accounts of the development of mental health

services in the City of Salford appear elsewhere (Freeman 1984a
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and 1984b).

The close co-operation between Hospital and Local Authorities in
the care of the aentally ill in Salford survived the
adainistrative upheavals of the early 1970s. The rapid ooveoent
of social work staff during the ioeediate post Seebohe years
disrupted services to sose extent, but soee specialist eental
health social workers reaained in post throughout this period.
Thus, at the tiae of the local authority boundary changes, the
eental health services in the City of Salford were well
integrated and of high quality whereas the services in Salford
West were aore typical of those in the rest of the country in
that hospital/local authority co-operation had not been
developed, and social work staff were not especially well

qualified or trained.

Mental health hospital in-patient services in Salford are
presently provided by a District 6eneral Hospital (30 beds), an
E.S.N.I. unit (3B beds) and a Psychiatric Hospital (1,121 beds;
875 of which are occupied by long-stay patients). The
psychiatric hospital is sanaged by Salford Health Authority, but
is sited in an adjacent local authority area. Its catchaent area
is not confined to Salford and it aanages regional and
sub-regional specialist services for forensic psychiatry,
adolescent psychiatry, alcoholise, drug dependence, adolescent
forensic psychiatry and psychotherapy. Long-stay in-patients who

were originally Salford residents are accoaaodated in a variety

of psychiatric hospitals throughout the North Nest.
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Out-patient clinics for Salford people, are held eainly in the
district general hospital, but soee sessions are conducted at the
psychiatric hospital, and the aajority of consultant
psychiatrists hold out-patient sessions in health centres. Day
care is provided by all the hospitals and by the local authority.
Other non-hospital residential places are serviced by health and
local authority staff. Details of staffing provision in 1961
which appear elsewhere (Gibbon* et al. op. cit.) show that
coapared to other areas which have case registers (Southaspton,
Nottinghaa, Worcester, Oxford), Salford has aedian nuabers of

ist social workers and OT/IT workers and

psychiatrists, speci

high nuabers of psychologists and CPNs.

1.1 n«M«l Hum Socul Wort tni Cm.unitv Pluhntric Nurtina

Services

In 1975 a hospital based/consultant-attached psychiatric social
work teaa was established which continues to provide specialist
aental health social work care. Patch Social Work Teaas (Patch
SNs) provide a generic service which includes soae aental health

n. At the tiae of the study, two teaa leaders headed the

pro
hospital based aental health social work departaent (SSN) which
coaprised 6 SSWs attached to general psychiatric teaas and 6 SSWs
working in special psychiatric units or sectors for exaaple, the
psychogeriatric teaa, coaaunity alcohol teaa, regional units.

All the SSWs attached to general psychiatric teaas had offices in
the social work departaent at the psychiatric hospital. Two
social workers also shared an office in the psychiatric

departaent at the lIdeal district general hospital.
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The CPN service with three full-tiee nursing staff based at the

local psychiatric hospital Mas established in 1973. Its in
purpose nss the follOM-up of people Mho failed to attend for
regular treatment. The service steadily expanded and, folloMing
a eove to coeeunity and prieary care bases in January 1979 and
the acceptance of referrals direct froe 6Ps or other prieary care
workers, the diagnostic coeposition of caseloads shifted froa
being doainated by people suffering froa schizophrenia to a
diagnostic aix Mhich reflected that found in the hospital based
psychiatric services. Detailed accounts of the groMth of the CPN
service and its iapact on the use of hospital based psychiatric
services appear elseMhere. (Nooff et al 1983; Nooff et al 1986).
When the study began, 16 full-tiae nurses Mith generic caseloads

Mere supervised by one acting nursing officer.

Other CPNs worked in special and regional units Nhere they uorked

in aulti-disc nary tcaas and Mere effectively eanaged” as

part of those teaes rather than being ’eanaged” by the CPN
service aanager. For this reason, referrals to CPNs Mho Morked
as part of these teaas are not included in the register data to

be presented here.

In October 1984, 4 CPNs <2 additional and 2 CPN posts transferred
froe the general psychiatric*teae), Mere appointed to eork within
a newly forced psychogeriatric teas. The CPN aeebers of this
teae were aanaged by their own nursing officer. Referrals were

al assesseents were carried

eade to the teas as a whole, and in

out by the Consultant Psychogeriatrician. Thus, the CPNs in this
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tea« did not accept direct referrals fro« 6Ps and others. The
data to be presented here include people referred for CPN care

within the psychogeriatric teae.
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2.2 Utt Bf PtYthiitric. S?fYil»f in giMsr

The extant of psychiatric service use in Salford has been closely
eonitored since 1968 when the Psychiatric Register began routine
operations. Various publications have given details of: the
run-down and build up of long-stay in-patients (Fryers 1973 4
1979)| changes in point-prevalence of service use between 1968
and 1978 (Wooff et al. 1983)| an overview of service developeent
between 1968 and 1982 (Fryers 6 Wooff 1986); coeparisons with
other areas which have case registers (Wing 4 Fryers 1976;

6ibbons et al. op. cit.).

These data show that “new long-stay”™ in-patients continue to
accueulate, and that the use of services as shown by unduplicated
point-prevalence counts has changed little over 10 years except
that there has been an increase in the rates of people who
receive regular injections of neuroleptic drugs and who have CPN
care. They also show that coepared to other register areas, in
1981, Salford™s year prevalence rates for service use involving
direct contact with psychiatrists (1,340 per 100,000 population

aged over 1S) fell in the aiddle of the range.

The associations between levels of chronic” cental illness in a
coaeunity and overall population aoveaent have been discussed

elsewhere (Der 4 Wooff 1986). In Salford H.D. there are higher
long-stay in-patient rates in Salford East (where the population
has declined steeply since 1927) than in Salford West (where the
population has grown). A breakdown of figures for the two parts

of Salford is unavailable, but it is reasonable to suppose that
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the build up of “chronic” psychiatric service users who do not
livo in hospitals follows the wie pattern, with the inner city

area of Salford having higher rates than Salford Nest.

A einiaua estieate of levels of “chronicity” in Salford as a
whole (Wooff 1984), showed that the nuaber of people aged between
IS and 64 who had contacted psychiatric services in 1976 and in
1984 was 738 - an age-specific rate of 4.46 per 1,000 in 1976.

In total 16.79 per 1,000 population aged between IS and 64
contacted psychiatric services in 1976 which showed that 27Z of
"acute” service users in this age group were in fact “chronic”

patients.



CHAPTIIU

Part | of the study aims to shoM the development of CPN end
Mental health social work services over tiee, and to place these
developeents in the context of the whole eental health service in
Salford. It is proposed to use the data base of the Salford
Psychiatric Register for this purpose. There are few such data
bases in existence in the United Kingdom, and only two (Worcester
and Southampton) which collect data on both mental health social
work and community psychiatric nursing care. The Worcester Case
Register was closed in 1986 and the Southampton Register closed
in April 1987. The ioportance of the data to be presented here
cannot therefore be over estimated as it is probably the only
such data available in the world. The history of British
Registers, comparative register work in the U.K. and a world wide
inventory of case registers can be found in - Wing 4 Bransby
(1970), Wing 6 Fryers (op. cit.), 6ibbons et al. (op. cit.) and

ten Horn et al. (op. cit.).

M THE SRFQRP PSVCHIAT.RU .EEfi3lii

The Salford Psychiatric Register in its present fora began
operations with a census (i.m. a 1 day prevalence count) of all
people who had City of Salford addresses and who were in some
fora of specialist psychiatric care on December 3lst 1967. The
types of care included werei in-patient; day patient (local

authority and hospital)| out-patient, and mental health social
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work. Since then, « date bank of indorsation hat been
continuously collected and data collection Mat extended to

include the uhole of Salford H.D. in July 1973.

Plti. £gIIfStI9"

In order to saxieite coverage and ttandarditation, data are

collected, coded and processed by register personnel WMho v
all service delivery points regularly. The deaographic,
diagnostic and service details required by the register are
obtained directly froa case notes and agency record keeping
systeas. Where these aethods prove to be either unreliable or
incoeplete, atteapts are aade by register staff to reaedy
deficiencies by asking care staff for details directly, and by
devising aethods of cross-checking or aaending various
adainistrative procedures. The close contact betMeen register
clerks and staff Mho are directly responsible for adainistering
psychiatric care helps to ensure that, as nex services develop,

the register systea itself develops in order to reflect thea.

Si Tin Mctiinin of coding .nil »tar.il«

Records are person-based and cuaulative in that they alloM for
the storage of “old* and ‘updated” data; they are stored and
analysed on a aainfraae coaputer. Patients are identified on the
coaputer systea by aeans of a unique register serial nuaber.
Register data collection fores Mhich identify patients by naae
are destroyed after the coding and checking procedures have been

coapleted. All other data, including address, are also stored on



computer in nuaeric for« in order to preserve confident

The data with which this study is primarily concerned are

sation, and it is these which will be

diagnostic and service uti
discussed in detail here. The full range of data collected

appears in Appendix 1.

The diagnoses recorded in the register systea are those assigned
by the psychiatrists by whoa patients are treated. A data
collection fora is attached to the notes of all newly referred
patients, and the psychiatrist is requested to coaplete the

lure

diagnostic oraation required. In the event of their f.
to provide the data, register clerks use case notes and letters
to 6Ps to provide the inforaation, and where diagnoses reaain
unclear, seek the advice of the psychiatrists concerned. No

psychiatrists have refused to divulge this inforaation on the

grounds of confidentiality.

The systea allows up to three psychiatric diagnoses to be
recorded at any one tiae, which are in turn linked to an

es are also recorded

“underlying cause”. Physical abnoraali
where they have been elicited by psychiatrists. Detailed
diagnostic codes are stored within the data bank, coaputer
prograas group these into a variety of systeas which are used for
the purposes of analysis. The raw and grouped codes were
originally developed for the Caaberwell Register by Dr. L. Ning
(1970). The three peraittad diagnoses are arranged
hierarchically, with the aore “severe” having the highest rank.
The diagnostic data used in this study have been grouped

according to the highest ranking diagnosis in each set. Raw and
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grouped diagnostic codes, together with the hierarchical order,

appear in Appendix 2.

Diagnostic and deeographic/social data are updatedi

a. whenever an adaission takes places
b. «hen a patient contacts services after a gap of aore than 1

year.

Thus, it is possible that the data recorded on the register which
relate to patients who have continuous contact with services for
aany years and who have not regularly been adaitted to in-patient
care aay be out of date, although the regular contact between
register and unit staff say aitigate against this to soae extent
as adainistrative staff are aware of the register”s wish to

update patient inforeation when changes take place.

All care agencies/units, for exaaple, individual hospitals are
identified within the coding systea. The service data collected

are as follows!

1. In-pati ent adaission and discharge dates, dates and sections
of Rental Health Acts where applicable;

2. Psychiatric day care (Local Authority and Health) adaission
and discharge dates;

3. Psychiatric out-patient attendance and psychiatrists®
doaiciliary visit dates;

4. Referral and discharge dates to:

a. Specialist, consultant attached, aental health social
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workers;

b. Patch tea« aocial worker* designated at “eental health®
referral* by social workers for the purposes of routine
social services department “case type" statistic*!

S. Referral and discharge dates to and fro« coasunity psychiatric

The single psychiatric service gap® in register data is the
individual patient care given by psychologists, so«e of who«
accept referrals directly fro« 6Ps. The psychologists do,
however, tend to engage in lengthy behavioural prograc«es, and it
is considered that the exclusion of this group of patients will
not seriously underestimate the incidence and prevalence data of

service use produced by the register.

1.1»? T, r,t,r,ing »,n(J| ImltH -,rt

Mental health social work care is given by two «ain social

services agencies:

1. A specialist, hospital-based and consultant-attached «ental

health social work tea« (Spec st SH)|

2. Patch social work teas* which provide assistance to all kinds

of clients (Patch SN).

The docuaentation of referrals aade to the Patch tea«* involves

the completion of a referral for«®™ by social work staff which
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specifies client/faaily identification detail«, presenting
problee, classlfication of case type" and action taken.
Referrals are listed each day in a “referral book” which contains

de Is of clients” naees addresses, case types and dates of

referral and discharge froe SSD care. Register staff check the
contents of each patch teae referral book in order to docueent
the referrals classified as “cental health” cases and collect

copies of each referral fora.

ist aental health social workers are

Referrals Bade to the Speci
docueented in the saae way, but all these referrals relating to

people living in Salford are collected by register staff. The

inforaation collected froa Patch teaas and the Specialist teaa is
then added to the register data bank. Trivial enquiries needing
ainieal input froa social workers - usually dealt with during

their “duty” periods are not recorded on referral sheets.

It should be noted that before the Social Services Oepartaent was
established (i.e. before 1972), all referrals to and discharges
froa the social work staff of the Nental Health Departaent of the

Local Authority were included in the register data bank.

3.1.4 Th. .tch.nic» o< r.cordinc CPU r»<»rr.I»

Before 19B2 case register staff collected details of referrals to
and discharges froa CPN c*re by extracting details froa records
of visits kept on Kardex Files® and froa daily worksheets which
specified the contacts which took place between nurses and

clients. After January 1983, referrals to and discharges froa
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CPN cart havt bttn recorded by tht nurats using referral and
discharge forts which give details of clients® nates and
addresses copies of which are tade available to case register

personnel .

Referrals to and discharges froa SSM and CPN care when this is

nary teat package® (i.e. in the

given as part of a aulti
case of the coaaunity alcohol and drug teats), are not separately
identified in case register data but are recorded as teat
contacts. The Specialist SM and CPN data presented in this study
therefore exclude the social work and nursing input into these

teats.

L1 analysis ftNB8 PEHNITIPN

Standard coaputer prograts have been developed which enable
incidence, prevalence and event data to be produced in standard
foraats. The aechanisas and rules which govern the production of

these data are as follows:

1.2.1 Incidence As service agencies increase and networks grow

idual

tore coaplex, the tore difficult it becotes for ind
agencies/services to distinguish between true® incidence (first
lifetiae contact), and first-ever contact with each individual
service coaponent or agency. For instance, a patient aay aake
his first-ever® contact w'ith the social work service in 1985,
but have had nuaerous contacts with other services for exaaple

the out-patient service, in the past. Even within single

services such as the local authority soci work services,
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adainistrative arrangeaents aay be such that co-ordination ovir
tiae between sub-systeas e.g. individual patch teams, aay ba

difficult to achieve.

Because of the difficulties of establishing whether patients
new” to a single agency are also new" to the services as a
whole, it follows that there is a strong likelihood that
“chronic™ and “interaittent” service users will reaain
unrecognised because they continually use an array of service
coaponents/agencies not all of which will be aware of the extent

to which services other than their own are being used.

The register data bank is person-based rather than event-based,
and it is therefore possible to distinguish between “true®
inceptors and those patients who aake their “first-ever® contact
with a particular part of the aental health service. The
register routinely collects inforaation about previous
psychiatric service use on all newly referred patients and data
are recorded which specify whether the patient received any care
before being eligible for inclusion in the data bank. Thus,
patients who received care whilst they were not living in Salford
or who had received care before the register began collecting
data, would be coded as having previous psychiatric care®.
Positive statements of whether patients have received care in the
past are not always available, and a code of “previous care not

known® is used in these cas”s.

Thus “true® incidence or first lifetime contact data would

include only patients who had definitely stated that they had
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ntvtr before received peychietric cere.  First known contact”
data would coepriee those patients plus those whose previous
contact was unknown. Reliability studies suggest that the

ority of the ‘not known®™ group are indeed true” inceptors.

Throughout this text the tera “inceptors® has been used to denote

first known contact.

Case registers which record the different types of psychiatric
services used by individual clients, are probably the only data
sources which can at present be used to estioate incidence and
prevalence of psychiatric service use in defined coaaunities with

any degree of certainty.

k~2i2 Point or pn»-diY prevalence data (the nuabers of people in
receipt of specified care on a specific day) aay also relate to
either the service as a whole or to any single service coaponent.

In order to avoid the duplication inherent in sueaing the nuaber

of patients in contact with individual service coeponents, a
hierarchy of service coaponents is iaposed, and a patient who in
fact is in contact with aore than one service coaponent at any
one tiae is counted once only, and is designated under the type
of care which appears highest in the hierarchy. The hierarchy
iaposed is:

1. In-patientj

2. Hostel/other residential;

3. Day-patient;

4. Out-patient;

5. Mental health social work (SSM I Patch);

6. Coaaunity psychiatric nurse care.
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Thus, an out-patient, «ho it also being teen by a «octal worker
and/or a CPN, will appear in a total service unduplicated count
under the heading of “out-patient care*. It should be noted that
this hierarchy is not iaposed when one-day prevalence counts for

individual service coaponents, such as CPN care, are being aade

and such counts will include all patients in receipt of the care

component specified.

The one-day prevalence count is based upon the application of a
set of rules which deea that a patient is in receipt of care.
Although the British case registers have adopted standard

defin

ons, the rules are arbitrary and say be open to question.
There would be general agreeaent that people actually in hospital
in-patient care on the point-prevalence day should appear in the
count, but even here there are coaplications to be considered
such as whether patients who were on extended leave should or
should not be included. (The register does in fact include these

in its standardised count).

Whether patients in receipt of other types of care (for exaaple,
day-care, aental health social work and CPN), who are recorded on
a referral and discharge basis should be included in such a count
is a satter for debate. Ideally, register data should coaprise
all dates of actual contacts aade between workers and patients,
but for practical purposes (the data bank would be enoraous, and
the data collection would be too tiae consuaing both for care

staff and register staff) this option has been rejected. Thus
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not discharged froa such cart on a point- prtvaltnct day till

includt ptoplt who aay rtctivt cart of varying inttnsity and

rtprtstnts a coaproaist between speci ity and practicality.

In contrast, contact data art availablt for ptoplt aho rtctivt
out-patitnt cart froa psychiatrists and it is possiblt to iapost
soat notion of intensity" of cart upon inclusion crittria. Tht
rult adopted for inclusion in tht standard count is that ptoplt
aust havt attended for out-patitnt consultations btfort and afttr
tht point-prtvaltnct day, and tht tiat gap between these two
attendances aust bt less than or equal to 90 days. Analysts of
out-patitnt data thou that the application of these rules is
likely to atan that the aajority of ptoplt who art included in
these figures aakt greater then average use of out-patitnt

facilities (set event’” data below).

These two rults (btfort and afttr contact, and aaxiaua permitted
tiae span between 2 designated contacts) are also applied to a
aixture of referral, discharge and contact data so that, for
exaaple, patients discharged froa in-patient care before the
point prevalence day who aake one out-patient contact after the
point-prevalence day are included in the count if the aaxiaua gap

between the two events does not exceed 90 days.

3.2.3 Year prevalence Incidence is the aost useful aeasure of
frequency in a population,for conditions of short duration.
Point-prevalence is aost useful for conditions of long duration.
Because the natural histories and thus duration of aany types of

aental ill health have never been clearly described, and, as



Page 36

discussed previously, psychiatric patients have a eixture of

chronic*®, teraittent* and “short tore® problees, a different

statistic, year prevalence, proves to be of value.

Year prevalence rates shoe the proportion of people who received
care in any one year and are used in conjunction with point or
one-day prevalence, and referral data in order to clarify the

relationships between short-tere and long-tere patients.

3.2.4 New episodes Together with point prevalence data, new
episodes® are a component of a variety of period prevalence
counts. In any one period those people who use specified
services who do not appear in the preceding one-day prevalence

count, are included in "new episodes” statistics.

Thus, the year prevalence count for the year 1961 would include

boths

a. People in care on 31.12.80s and
b. People who appeared in the new episodes”

count for 1981.

3.2.5 Event and person data are the oost easily understood and
fora the basis of the kinds of data which are aost usually
collected by individual coaponents/agencies of any service. They
are straight counts of events such as in-patient adaissions.

Even here, however, attention aust be drawn to the distinction
between events® and persons®. One person aay experience aore

than a single “event” over any given period - in 1981 Salford
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residents aade 7,070 out-patient contact« «her««« 2,434 people
aade the« - a aean nuaber of attcndancoa par parson of 2.88
(Mooff 1984). Paopla oay alio ba admitted to in-patiant cara
aora than onca, avan over a relatively abort tiaa period such as

one yaar.

3.3 DISCUSSION QF CASE REGISTER HETHOPS

It is iaportant to point out that case register data should not
be used too readily as surrogates for aaasuring incidence and
prevalence of aental ill health in a given coaaunity. They
aeasure psychiatric service use, and it is by no aeans the case
that all people with oental health probleas contact specialist
psychiatric services. Studies of priaary care services (Shepherd
et al.1966 i Goldberg I Blackwell 1970) have shown that
substantial proportions of people who consult their general
practitioners have aental health problaas. Coaaunity surveys,
reviewed in detail by 6oldberg I Huxley (1980) have shown that
although aost people with aental health probleas did in fact
consult their 6Ps, (although auch of the aental ill health of
6Ps™ patients was not in fact detected by then) there reaained a

proportion of people who did not seek aedical help at all.

Epideaiological studies are concerned with coaparisons and
coaparativa work daaands that like should be coapared with like.
One of the aajor difficulties encountered by epideaiologists in
their studies of aental ill health has been the problea of

classifications of patients® syaptoas/behaviours/probleas.
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The fact that the different professional groups concerned with
care/treateent of mental ill health use different concepts and
parameters to describe patients syaptoas/behaviours/probleas was
discussed in Chapter 1. Even Mhen the descriptions of patients
illnesses™ are confined to a biological or aedical aodel, it is
mcll known that eedical diagnostic practice is far froa

standardised even within a single country, let alone worldwide.

The International Classification of Diseases (1977) specifies
broad rubrics and their sub classifications. Various other
standardised diagnostic classifications (Wing et al. 1974)
Feighner et al. 1972; Spitzer et al. 1970) have emerged which
attempt to establish the presence or absence of a wide range of
symptoms by use of standardised interviews. Once specific
symptoms have been established, they are grouped in a
standardised way in order to produce rubrics of varying degrees

of detail. They have done much to enable structured diagnostic

rules and classifications to be applied, but demand specially
trained interviewers to complete long and detailed interview

schedules.

Such diagnostic tools are not widely used in ordinary psychiatric
practice in the United Kingdom, and routine information systems,

as distinct froa research information systems are unlikely to be

able to achieve high standards of diagnostic reliability within
the forseeable future. As*discussed earlier, the diagnostic data
on the psychiatric register have been gathered froa individual
psychiatrists, will reflect their particular diagnostic habits,

and can not be claimed to be highly standardised. In an attempt
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to liait this difficulty, the classifications used art vary
broad, although at a result, the coaplexities of people®s aental
health probleas «ill not be apparent. In order to differentiate

thee froe eore standardised data, they are referred to as

cal categories or groups® throughout the study.

The collection, coding, storage and analysis of register data can
be seen to be extreaely coaplex, and consequently aay be thought
to be error prone. Throughout the collection process, routine
verification procedures which atteapt to ensure coaprehensive
coverage are applied, and all data codings are checked by the
Data Organiser before punching takes place; data input is

verified by double punching.

All coaputer outputs in the fora of tables are accoapanied by
detailed listings of all the individual records included and are
then checked against the aanual records held to ainiaise
prograaaing errors. It is the coaputer output which has proved
to be the aost error prone part of the systea, as not only do
extreaely coaplex prograas need to be written, but raw data
usually need to be grouped in soae way in order to facilitate
appropriate foras of presentation. However, over the years,
standard prograas which produce a wide variety of outputs have
been verified and found to have achieved high levels of

reliability.

There is no doubt that the case register data to be presented in
this study should be interpreted with due caution, but the

inforaation is, nevertheless, probably the aost reliable

V*
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Figure 1, above, shows that both coeponents (point-prevalence
plus new episodes) of year prevalence increased, but point
prevalence did so at a soaewhat faster rate. In 1976 the point
prevalence on 31 Deceaber 1975 accounted for less than 301 of the
total year prevalencei by 1985 the point prevalence coaponent had
increased to 62Z. In the psychiatric services as a whole the
point prevalence coaponent was 52X of the year prevalence in
1985, and 49X if long-stay in-patients (one year and over) were

excluded froa the point prevalence and year prevalence figures.

TABLE 1
CPN Year Prevalence 1976-1985
ibers and rates per 1,000 total population

Year Episode Total Staff«
N N Rate
1976 89 219 308 1.2 3
1977 152 280 432 1.7 3
1978 201 732 933 3.7 8
1979 568 921 1489 5.9 12
1980 767 858 1625 6.6 13
1981 852 724 1576 6.5 13
1982 923 769 1692 7.0 13
1983 1011 973 1964 8.1 18
1984 1307 953 2260 9.3 17
1985 1316 819 2135 8.9 17

«Whole tiae equivalent as at 1st July each year.
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4.1.1 Inf pr.v.l.nc« &Y Clinic.l C«t«oorv

At shown in Figure 11 below, while ell clinicel categories shared
in the increase in CPN year prevalence counts, the distribution
of these categories changed. The rates for schizophrenia
increased froa 0.5 per 1,000 total population in 1976 to 2.1 per
1,000 in 1985, but the proportion of patients in this diagnostic
group fell froa 39Z in 1976 to 17X in 1985. Aleost all these
patients received depot neuroleptic drugs froa the coaaunity
psychiatric nurses. Over the saae period the proportions for
depression” increased froa 26Z in 1976 to 31Z of the total in
1985* equivalent proportions in the deaentia® category increased
froa 4Z to 9Z. The proportions in the other clinical groups

reaained steady.
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In tilt «arly y«ar* of th« CPN cervie« thc largvat cingi«
diagnoctic group in th« y«ar prcvclence mi  «chixophrenia; froc
1979 oncarde it mi d«pr«ccion. Th« latt«r dictribution cloccly
r«fl«ctc th« pattern of generai pcychiatric cervie«« in Salford.
Froa 1976 to 1985 th« nucbcrc of people attcnding hocpital to
r«c«ive depot n«urol«ptic druge reaained ct«ady, at around a c«an

of 236. Th« thrcefold inerte«« in th« nucbcrc of pcopl« rccai

thcce druge froc coaaunity pcychiatric nurcec therefor«
rcprceentc an overall «xpancion in th* nucbcrc of pcopl»

rcceiving regular depot n«urol«ptic injcctionc.
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4,1,2 Ytar prevalence by aoe group

Figure 111 show* that rate» increased in all age groups,
especially in those aged 75 and over «there rates rose
twenty-three fold between 1976 and 1965. A bi-aodal
distribution, with rates peaking in the 45-54 and 75 and over age
groups, can be clearly seen. The increases in the 75 and over
age group were so great that proportions in this age group
increased fro» 5X of the total in 1976 to 21Z of the total in
1965. The Office of Population Censuses and Surveys® estieate of

the proportion of people aged 75 and over in the general
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Figures IV end V show that increases occurred in all clinical
categories and age groups. The proportion of CPN patients
suffering froa schizophrenia decreased each year froe SBl at
31.12.73 to 23X at 31.12.B4. A point-prevalence count, Mill tend
to include a high proportion of chronic or intensive users of
services. This accounts for the fact that the “schizophrenia®
clinical category, although after 31.12.1979 not the single

largest group, accounted for a higher proportion of CPN clients
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than in the year prevalence figures (231 of point prevalencei 17X

of year prevalence).

At figure V illustrates, the age distributions of the point
prevalence counts follON the sane pattern as the year prevalence,
«there the greatest increases occurred in the 73 and over age

group and a bi-aodal distribution was seen.

1iS I1EW6TH QF CONTINUOUS CPN CARE

As discussed earlier, both referrals to and discharges froa CPN
care are recorded on the Case Register. In order to appear on a
point-prevalence count, clients oust be active® cases i.e. they
aust have been referred before the point-prevalence day and not
discharged froa care before it. Thus length of care on point

prevalence day eeasures the length of tiae which has elapsed

between referral for CPN care and the point prevalence day, and

is an indicator of duration of episodes of continuous care.

When clients were handed over froa general psychiatric CPN care
to the psychogeriatric teaa, the Case Register recorded these
events as discharges froa general psychiatric CPN care and
referrals to CPNs working within the psychogeriatric teaa. As
length of continuous care is calculated as the tiae which elapses
between referral to and discharge froa each part of the CPN
service, length of continuous care for those clients transferred
to the psychogerlatric teaa would not take into account length of
continuous care received froa the general psychiatric CPN teaa.

Thus coaparisons of lengths of stay after 31.12.04 with those
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ur» 1 «honed increasing nuabtn and proportion« of people
being cared for at any one tiae. Table 2 «ho«« the length of
continous CPN care on successive point prevalence days. It can
be seen that the nuaber of patients in receipt of long-tera care
(@ year and over) rose draaatically after 1979, and by the end of

1984 accounted for 571 of the point prevalence.

TABLE 2
CPA Length of Care
o Roint Prevalence days
<ebert and percentage«
32 AR 312 AR AR AR LR 3R AR AR 3R
195 97 1917 190 19 190 a1 1912 183 184 196
a X8 18 XB xB X a XB Xa XB X a X&8 X
< laoth BB 21 7 1 2B 4D 4 2433 3 M 428 47842 4
1 eanths 01 121 10S 89 4 8 P 5 172 11 0 7% 415 9 43 3
M2 et 29 B 49 46 106 22 411 72 343 47 310 D 247 D 2856 D 465 B W 7 43 B
lyer ¢ F R PR QN 1N MX0B MDY 40 DL D E T D

TOTAL «9 100 152 10 210 100 540 100 747 10 <44 10 > o 1011 100 1307 100 1314 100 1377 10
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The cohort effect of service expansion can be seen in that the 3-
fold increase in nuebers of patients in continuous CPN care for
between 3 and 12 eonths shown at the end of 197B, was reflected
in the 3 fold increase in the nuebers of patients in continuous

CPN care for at least 1 year, which occurred at the end of 1979.

The increasing eean nuebers of patients per nurse in contact for
at least 1 year, show how the pressures of service expansion
built up over tiee. The reduction in the eean nuabers of
long-tera patients per nurse which occurred in 1978 as a result
of a staff increase was teaporary only, as was the reduction

which occurred at the end of 1982.

TABLE 3
Clients in continuous CPN care for 1 year and over
by clinical category

percentages
Clinical 31.12 31.12 31.12  31.12 31.12 31.12
Category 75 77 79 81 83
Schizophrenia 78 71 54 40 37 36
13 12 23 27 27 27
Anxiety States - 3 S 10 9 10
Senile Deaentia - - 4 3 4 S
Other 8 14 14 19 22 22
Total 100 100 100 100 100 100
Q) (€] ) (0) (G0 (657) (5D

As Table 3 shows, up to 1977 alaost all the long-tera patients
suffered froa "schizophrenia®. Although by 1985 the proportion
of such patients reaained high (33X), the proportions in other

categories had increased steadily. This distribution represents
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the hard core of chronic patients receiving CPN car« and shows
ho« patient« in |JJ_clinical categoric« except senile deeentia®
continued to accuaulate over tiee. The reduction in the
proportion of people in the “schizophrenia” category «ho received
continou« CPN care for 1 year and over co-incided with the CPN*"

~ove fro« hospital to priaary care bates.

Point-prevalence figures sho« length of current episodes of care
at any one tiae. An analysis of the total duration of continuous
episodes of CPN care following each referral for CPN care

provides additional inforaation on the dynaaics of care.

TAHI 4
CT Mrnli
>t Ltmth it twliimwi cm tin

Tear of <1 eaith 18 X2 OverM Total Keen
Referral eonth enthi year e
n 1 a X e X a X n X P
b3 a7 D 2 10 B a 8 2 23 10 4
wn & 2 218 n B 3B 25 too 2
i B n 87 52 3 B B & tw M4
wn s 7 W 10 B M0 105 1D k2
170 B I n 7 2 2 R 108 )
m D @ 7 m 2 24 D 74 10 i
1712 23 7 B 7 T B n 2 ™ 10 2
3 = B m ik wm F 34 B UB 10 g
4 mM v o 1 & B ™M B 1B 10 8
1% o 1%k 2 B3 a2 A 40 10 B
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Table 4 above shows the nueberi and proportion* of referral* for
CPN care resulting in continuous CPN care for varying periods of
tie*. It can be seen that the proportion of patients having care
for less than 1 eonth decreased draaatically after 1983. The
patients who ultiaately received continuous care for over 1 aonth
tended to rise throughout the period whilst the nuabers who
received care for 1 year and over reaained reasonably constant.
The aean nuaber of patients per nurse who received continuous
care for over 1 year, rose froa 16 in 1976 to 44 in 197B; it fell

thereafter to 13 in 1985.

These data taken in conjunction with point prevalence data
suggest that each year a proportion of newly or re-referred
patients continued to graduate to long-tera care, that each
staffing increase itself had led, at least in part, to increasing
accuaulation of long-tera cases, and that these cases were by no

aeans confined to patients in the schizophrenia cli

category.
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4.4 FIRST CONTACTS KITH CPN SERVICES

In aeasures of service use or contact, th« nearest proxy for
incidence of illness is inception to the service. Year

prevalence rates show the proportion of people who received care

I have presented

at any tiee in any one year. Soae of these wi
for the first tiae ever (inceptions) and others will have had

soae previous contact with psychiatric services. The inception
rate gives the clearest indication of the pressure of new cases

on the service.

Inceptions arise at any point in the service where direct
referral froa a non-aental health® service occurs.
Traditionally, psychiatrists were the only professionals in the
aental health service who saw new" cases, but since CPNs were
attached to 6Ps and able to accept direct referrals froa thea,

this is no longer the case.

Table 5 below shows the clinical categories of patients whose
first-ever known contact with aental health services was with a

CPN.

It can be seen that before the aove to priaary care bases in

1979, few first-ever referrals for psychiatric care were aade via
the CPN service. Since then, around 20Z of all inceptors to the
aental health services in Salford aade their first contact with a
CPN.  Perhaps because total nuabers were rather saall, (and saall

changes in nuabers could therefore have produced large changes in

percentages) proportions within soae clinical categories varied
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soaewhat over tiae and showed no clear trends. There did
however, appear to be a gradual rise in the proportions of

patients in the depression® and anxiety states” categories.

TABLE 5
First-ever known psychiatric contact
with CPN as initial contact

by clinical categories.

Percentages

Clinical 1976 1979 1982 1985
Category

Schizophrenia 26 2 3 2
Depression 21 39 39 43
Senile deaentia - 20 9 5
Anxiety stetes 5 20 15 31
Personality dis. 21 6 9 6
Addictions 5 3 6 3
Other 21 10 18 i3
Total 100 100 100 100
N (19) (125) (06)  (205)

It is instructive to coapare these figures with those for
patients whose first known contact was with a psychiatrist where

there were clear trends to be found in the distribution of

patients by clinical group. Rates per 1,000 total population
increased froa 3.65 in 1976 to 4.07 in 1985. The clinical
categories which showed proportional Increases were senile
deaentia* <6Z in 1976, 161 in 1985) and other (16Z in 1976, SOX
in 1985). The categories which showed proportional decreases

were anxiety states™ (23X in 1976, 9X in 1985) and to a aore

liaited extent depressions (J7X in 1976, 32Z in 1985).

CPNs™ clients” age distributions also contrasted with those of

psychiatrists clients. Table 6 shows that after 1979, although



Page 75

totals rose, the proportions of patients in various age groups
*hoss first contact with psychiatric services was with a CPN
varied little over tiee, except in the 35-44 age group which

increased after 1979, and the 65-74 age range, where proportions

declined.
TABLE 6
First-ever psychiatric contact
with CPN as first contact
by age group

Percentages 6 rates per 1,000 total populati
Age Group 1976 1979 1982 1985

0-14 - - 1 -
15-24 32 16 18 17
25-34 26 17 18 21
35-44 21 10 13 21
45-54 10 7 8 7
55-64 5 n 10 12
65-74 5 21 13 8
75* w 17 14
Total 100 100 100 100

[Q) @ 1@ (@) (205
Rate 0.07 0.50 0.86 0.85

For inceptors whose first contact was with a psychiatrist, total
rates rose froe 3.65 per 1,000 total population in 1976 to 4.07
per 1,000 in 1985, but between the ages of 15 and 64 nuebers,
rates and percentages of* new patients fell. However, patients
between the ages of 65 and 74 aleost doubled, and the nuebers of
new patients aged 75 and over increased froe 54 in 1976 to 292 in
1985 - an increase froe 6X of the total in 1976 to 30X of the

total in 1985.



First CPN referrals, (shown in Tables 7 and 8) repretent clients
new” to the CPN service whether or not they had previous contact
with another eleeent in the aental health service. By 1984 total
rates of first CPN referrals had risen to core than 3 tiaes their
1976 level. Staffing levels rose at least S tiees over the
period, indicating that over tiae, the CPN service gradually

acquired its own “chronic but interaittent” service users.

TABLE 7
First CPN Referrals by Clinical Category

Percentages and rates per 1,000 total population

Clinical Category 1976 1981 1984
Schizophrenia 27 1 3
Depressions 26 36 38
Neuroses IS 16 19
Personality disorders 8 10 7
Addictions 4 3 3
Senile Deaentias 4 6 6
Other 14 16 2
TOTAL 100 100 100
o~ (19 455 (708)
Rate 0.76 1.86 2.92

Percentage of CPN
Year prevalence 65 29 31

Table 7 shows how the proportions in each clinical category of
“new” CPN clients changed over tiae. Before the aove to priaary

care bases in 1979, “schizophrenia® was overwhelaingly the
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largest tingle clinical groupi after 1979, although rates
retained relatively stable, they foraed a decreasing proportion

of the total as proportions in the other® category rose.

As a proportion of all clients seen each year by CPNs, “new”
referrals fell until 1962 rose until 1983, and fell in 1984.
Proportions of “new” clients rose each tiae staffing increases

occurred and fell when a decrease occurred.

TABLE 8
First CPN Referrals By Age Group

Percentages
Age 6roup 1976 1981 1984
0-14 - - 1
13-24 12 12 13
25-34 18 18 19
33-44 21 16 B
43-34 17 13 10
35-64 1 13 12
65-74 16 14 12
73 6 Over 5 14 18
Total 100 100 100
Q) (199 (454) (706)

The aost striking feature of the age breakdown of new CPN
clients, given in Table 8,, is the increase in the proporti)
clients aged 75 and over which increased aore than 3 tiaes
the period. Proportions, but not rates, fell over tiae in

45-54 age range,
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Figure VI illustrates thi relationships between all inceptor«, a.
eho«* first known contact mi a psychiatrist, b. who*# First
known contact was a CPN and c. those referred for the first tiae
ever. First CPN contacts are also shown. It can be seen that in
1982, first-ever referrals for psychiatric care began a rise
which continued until 1984. Although it can be seen that nuebers
of patients Mhos* first known contact was with a psychiatrist
rose slightly, the nuebers whose first contact was with a CPN
rose eore steeply. It say therefore be assuaed that such of the
overall increase in inceptions was due eainly to patients whose

first contact was a CPN.

CPN staff increases coincided with increases in first referrals
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for CPN care and increases in the seen nuabers of long-tera
patients per nurse. This suggests that as staff increased, CPNs
tended to accept aore nea cases and re-referrals, rather than

reduce the aean nuabers of long-tera patients on their caseloads.

§i.5-OVERLAP QF CPW WITH OTHER SPECIALIST PSYCHIATRIC SERVICES

The inter-relationships betaeen the various coaponents of the

aental health service were discussed in Chapter 3.

TABLE 9
Year prevalence, proportion of CPN to total psychiatric services
by clinical category
Percentages and rates per 1,000 total population

ical category 1976 1979 1982 1985
Schizophrenia 14 32 46 47
Depressions 6 33 40 41
Senile deaentia 6 37 23 44
Anxiety states 6 31 36 41
Personality disorder 6 23 36 31
Addictions 7 23 26 24
Other B 29 34 34
Total e 36 37 39
(N all services) @707)  (4129)  (4522)  (5423)
Rate % 14.2 16.4 18.8 22.6
(N CPN service) (308) (1489) (1692) (2133)

Rate 1.1 3.9 6.8 8.9
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Tabic 9 above shoes that the proportion of all psychiatric
patients Mho ssm a coeeunity psychiatric nurse during each year,

increased froe BX in 1976, to 36X in 1979, and regained steady

thereafter. Proportions in each clinical group varied over tiee.
In 1976 14X of patients diagnosed as suffering froe
schizophrenia® had soee CPN contact during the year; in 1979 and

1985 the figures Mere 52X and 47X respectively. HoMever, after

1979, the proportions eithin each in idual nical category

aoved closer to the total, as the distribution of clinical
categories of CPN patients approached that of the services as a

Mhole.

Figures VII and VIII betou illustrate the rates and proportions
of CPN patients receiving CPN care only on successive point
prevalence days. Since 1975, the proportions of the total rose

froe 59X to 79X in 1984.
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Figure VII thowt that tine* 1973, on point prevalence counts of
CFN patients suffering froa “schizophrenia® and “senile
deeentia’, the proportion who had CPN only care stayed relatively
stable. Rates and proportions in other clinical categories rose

draeatically.

The age breakdown given in Figure VIl illustrates that increasing
proportions of clients in the youngest age groups had CPN only
care but that there was no clear trend over tioe in other age

ranges.

TABLE 10
CPN only clients on point prevalence days who received
no other psychiatric care during the following 365 days.

Point Prevalence N x*
31.12.73 29 37
31.12.76 46 a7
31.12.77 78 56
31.12.78 168 50
31.12.79 233 a7
31.12.80 238 44
31.12.81 312 46
31.12.82 450 57
31.12.83 620 57
31.12.84 623 39

- Percentages of CPN only on point prevalence count

Table 10 gives nuabers of clients who received CPN only care on
point prevalence days who received no other caro during the

following year (363 days). It can be seen that there was no
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clear trend in percentage« over tiae, though nunbori rote. This
it eurpriting, a« the eove to priaary care batet could well have
resulted in CPNe treating™ a larger proportion of clientt
theetelvei («any of whoa were referred directly froa GPt, and
Mere probably in the depression® or “anxiety® categoriet). That
this did not occur suggests that CPNs did not divert clientt froe

the other psychiatric services.
4.6 PSYCHIATRIC SERVICES EXCLUDING £PW

The nee investaent in CPN services betaeen 1976 and 1985 could be
thought to have had soae iepact on the use of other aore
traditional aental health services. Register data shoe that
total annual period prevalence rates for contacts involving
psychiatrists increased froa 13 per 1,000 total population in
1976, to 15 Eer 1,000 total population in 1981, and to 17 per

1,000 total population in 1985. Rates rose in all cl al

groups. The largest increases Mere in “senile deaentia® (0.36 to
0.58 per 1,000 population), addictions® <0.43 to 0.97 per 1,000
population) and other® (1.36 to 2.98 per 1,000). Age specific
rates per 1,000 in the under 35 age groups decreased (froa 20.71
to 16.92 betMeen 25 and 34) and in the 35-64 range they increased
slightly. The biggest increases Mere in the 65-74 (17.02 to
24.20) and 75 and over age groups (17.25 to 46.79). Year

prevalence rate for out-patients rose froa 9 to 13 per 1,000

population betueen 1976 and 1985.

Adaission rates reaained steady betueen 1976 and 1982, around a

aean of 3.76 per 1,000 total population. After 1983 rates rose
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tftch year to 4.59 per 1,000 total population in 1985. The rites
occurred wholly in the 65 and over age group, but age specific
rates in the 15-64 age range regained steady at around 4.55 per

ion. The eean nueber of admissions per person each

1,000 populai
year rose from 1.12 in 1976 to 1.35 in 1985. After 1976 the
diagnostic composition of admissions changed. The proportion of
schizophrenias fell from 241 in 1976 to 181 in 1984, continuing a
trend which had been observed in Salford C.B. since 1968 and was
a probably the result of increasing use of depot neuroleptic

drugs.

The proportion of adeissions each year which resulted in a length
of stay of at least one year regained steady, around a mean of
71, between 1976 and 1984* in 1985, it fell to 5.26X. This fall
was aore likely to have been a consequence of a new policy
instituted by the hospital rehabilitation teaa during 1985 than a
consequence of vigorous coaaunity service activity. The hospital

tation teae were given control over access to long-stay

rehabi
wards, and adaission to thea was refused until a rehabilitation
assessment had been made and deemed the patient suitable for
adaission to the rehabilitation prograaae. New long-stay rates -
i.e. continuous in-patient care for 1-10 years - rose from 0.59
to 0.90 per 1,000 population between 31.12.1975 and 31.12.1982;

the rate then fell to 0.79 at the end of 1985.
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4.7 SUHHIRY AND Discussion

The data showed a sevenfold increase in CPN year prevalence rates
between 1976 and 1985) over the saee period, the nuaber of staff
increased sixfold. Rates increased in all age groups but the
greatest expansion occurred in the over 75 age range, where
proportions increased froa 5X of the total year prevalence in

1976 to 21X in 1985. The aost rapid growth in this age group was

found after the establishaent of the specialist psychogeriatric

service.

. c.t.aorm

Ctma» in th. distribution o< cl

The change froa a service which priaarily catered for the care of
clients suffering froa schizophrenia, to one in which the
distribution of clinical categories was siailar to that found in
the aental health services as a whole, followed the aove to
priaary care and coaaunity bases in 1979. Inforaation on the
sources of referrals (6riashaw 1985) shows that in 1984 the
proportion of clients referred to CPNs froe psychiatrists was 16X
whilst the proportion of referrals direct froa 6Ps was 62X.
Before the aove to priaary care, the aajority of referrals were
froa psychiatrists, and consisted aainly of psychotic patients.
Data froa Worcester and Southaapton case registers (Wooff et al.
1987), where CPN services are consultant-attached, showed that

CPNs in these areas dealt*predoainantly with psychotic clients.

It would appear then, that psychiatrists in Salford, and probably

froa elsewhere, perceived the role of CPNs as predoainantly
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caring for psychotic client«, and 6Pt and other prieary care
worker« perceived the role of CPNs as providing care for
non-psychotic clients. The resulting CPN case aix in Salford
closely reseebled the case eix found in the psychiatric services
as a whole, which provided CPNt with the opportunity to widen
their original roles but also laid the ground for possible
conflict between the deeands eade for the care of at least two
client groups - those referred by psychiatrists and those

referred by 6Ps.

The dvm.ict pr.v.l.nce

As epideeiological work on long-stay in patient rates (Fryers op.

cit.| Hailey 1971) has shown, there is an ieportant distinction

to be eade between new® and "o long-stay in-patients. The

saae principle applies to the long-tere care of people

g
outside hospitals. The data showed the extent to which nuabers
and rates of CPN patients in continuous long-tera care built up
over tiae. The vast eajority of first referrals to the CPN
service after 1979 were not in the schizophrenia® clinical

group, and data on the dynaeics of care showed that a substanti

proportion of clients referred each year went on to receive
long-tera (i.e. care for at least 1 year) CPN care. As these
new long-tera” cases built up, there was no corresponding fall

in the nuabers of old" long-tera psycfiotic clients receiving CPN

It is clear that unless either the nuabers of new" long-tera

patients or the nuebers of “ol long-tere patients are reduced
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the service will continue to operate under pressure at each
increase in staff appears to bring about a cumulative increase in
the numbers of “nee” long-term patients. It is important that
this point is understood, as the usual solution to a built up of
pressure is to employ more staff. These data shoH that staff
increases alone mill not only fail to improve the situation in

the long term, but say even exacerbate the problems.

It is in relation to long-term care that the conflict betneen
demands for care from psychotic and non-psychotic clients is most
apparent. Since CPN services began, they have provided long-tera
care for psychotic clients, and psychiatrists have generally seen
this as a service priority. HoHever, nurses themselves appear to
have equated caring for non-psychotic clients eith increasing
“professionalism® and over the last five years there have been
increasing moves to accept referrals direct from 6Ps and to
expand primary care links in order to eiden their roles. Indeed,
Hork by Paykel et al. (op cit.) and Harks et al (op cit.) has
demonstrated that CPNs can make an effective contribution to the
care of neurotic clients, and it is clear from the data presented
here that it is these patients mho are likely to be referred to
CPN care if the CPN service is primary care based and free to

accept referrals direct from 6Ps.

Given that the demands made on 6Ps and other primary care norkers
by patients Hith mental health problems are likely to differ from
the demands made on psychiatrists (6oldberg 1 Huxley op. cit.),
it is perhaps inevitable that 6Ps and psychiatrists Hill have

different perceptions of relative priorities for care.
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Strengthening primary care links in theaselvcs aay not

necessarily result in changing CPN caseloads if links are

strengthened by the «hole eultidisciplinary specialist teaa; the

acceptance of 6P referrals by CPNs aleost inevitably Mill result

in changes in caseload aix as it is likely that the patients
referred directly to CPNs Mill reflect priaary care perceptions
of priorities rather than psychiatric teae priorities. These
different priorities each have their ono validity, but planners
and eanagers need to be clear in their objectives for service

developaent.

Observations of work on psychiatric wards (Towell op. J
Altschul op. cit.) have illustrated that psychiatric nurses”
activities tended to be defined by a variety of “treataent
cultures” and that nurses did not appear to apply any
identifiable theoretical fraaework to their day-to-day

activities. It aay be postulated that nurses® responses to

"deaands” aade by patients living outside hospitals Mill follow

siailar patterns, and that the conflicts inherent in aoves to
priaary care bases could, to soae extent, have been anticipated.
Furtheraore, the nurses® spontaneous and genuine® responses to
patients which are peraitted by their pragaatic,
non-intellectual orientation” (Rubenstein 1 Lasswell 1966) is
likely to lead to their responding aore to the “deaands”™ aade by

highly verbal and responsive neurotic clients than to the less

overt “deaands” aade by non-verbal, withdrawn psychotic clients.

In tiaes of service constraint, the probleas of conflicting

“deaands® for care will be severe, and although the “deaands® of
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psychiatrist« and 6Ps aay balance each other in force and tend to
ensure that at least soae of their “deaands® are act, the
contrasting “deaands® of psychotic and non-psychotic patients are
unlikely to result in equal shares of staff tiae unless
adainistrative arrangeaents which protect™ services for
psychotic patients are put into practice. The results of
observations of actual working practice aay go soae way towards
establishing whether this did indeed happen in the Salford

service.

Thl riutitruM»! CP* tthtr »m hiltrit nrvjtn

The data on first known referrals for psychiatric care showed
that after 1979, around 201 of these new" referrals occurred via
a CRN.  The total rates of new" referrals to psychiatrists rose
over the period which could have iaplied that the patients 6Ps
referred to CPNs were referred in addition to those patients
referred to psychiatrists. That is, that the patients referred
directly to CPNs represented an expansion of the boundaries of
specialist care rather than CPNs substituting for psychiatrists
in the care of ’new” patients.

However, the data show that the rates and percentages of new"
referrals via psychiatrists fell in the 19-64 age group and that
the expansion occurred only in patients aged over 65. It would
appear therefore, that after their establishaent in prieary care

bases, CPNs appeared to be substituted for psychiatrists, at

least to soae extent, as the first contact point with speci

psychiatric services for patients aged between 15 and 64, and
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suffering fro* anxiety states.

In contrast to the declining nuabers of patients aged under (5
«hose first contact with psychiatric services «as with a
psychiatrist, there nss an increase in the total numbers of
people Mho Mere referred to psychiatrists. The process
underlying this increase in referrals to psychiatrists are not
clear. It could be the result of CPNs" perception of “needs” of
<o*e neely referred patients, and being instrumental in their
referral to psychiatristsj it could be that 6Ps referred to CPN
and psychiatrist care siaultaneously and CPNs responded sore

contact! it could be that

quickly, thus becoaing the in
patients acre referred to psychiatrists after care froa CPNs had

failed to produce a reaission of syaptoas.

Whatever the processes, the total nuabers of nea patients aged
over 33 teen by psychiatrists increased over the period,
suggesting that the CPN service did not routinely divert these
patients froa the other psychiatric services. They sight
however, have provided care for younger clients aho Mould
otheruise have been referred to psychiatrists. It is therefore
likely that a substantial proportion of those patients cared for
by CPNs only, Mould have received care froa 6Ps rather than froa
psychiatrists if the CPN service had been unavailable. What is
certain is that the increase in CPN services Mhich occurred over
the period did not result in any overall reduction in patients”

use of other aore traditional psychiatric services.
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CMPTEP 5
HEWTA imTH. .SQC?ftl MARK SERVICES» £AEE «661STSR BATA

At ««plained previously, population-bated data covering the
enlarged Salford Metropolitan District, have been gathered froa
1976 onwards. Mental health social work care in Salford M.D. is

provided by two, separately aanaged, social work departeentsi

1. Patch or Area Social Nork Teaas (Patch SN), which provide
services to a wide range of client groups in a designated
geographical area, and where social workers have ained (generic)
caseloads, soae of which have a ’eental health” coaponent. The
Register records those cases designated “aental illness® cases by
social workers, and those cases referred to thea by the

psychogeriatrician;

2. A specialist eental health work teas (Specialist SW) which is
based at the local psychiatric hospital, and whose aeabers are
attached to various consultant teaas including the

psychogeriatric teae. The Register records all the cases

referred to the speci

Both categories together constitute total aental health social
work care (MHSW). Details of recording aethod appear in Chapter

3.

s
?il HE8V YEAR PREVALENCE,

Figure IX and Table 11 bel
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TABLE 11
HHSW Y«ar Prevalence 1976-1983
1,000 total population

Year Point  Episode Total

N N N Rate
1976 176 671 847 3.23
1977 204 706 910 3.32
1978 296 660 956 3.73
1979 495 767 1262  3.03
1980 479 761 1240 3.01
1981 310 679 989 4.06
1982 338 870 1208 3.03
1983 449 791 1240  3.06
1984 434 978 1412 3.82
1983 488 1016 1304  6.27

idly for the *

following the creation of the enlarged Hetropolitan

ict of Salford (1976-1979),! stabilised, and began a (
rite in 1983. "Nee epitodet” rote throughout the period (with
the exception of 1981, reasons for which have been explained
earlier), and the increase! in year prevalence rates can be teen
to have been due aleost entirely, to increases in "new episodes”
of care. This suggests that increasing nuebers of clients have
decreasing lengths of continuous HHSW care.

As Patch teas workers had eixed caseloads, it was not possible to
arrive at any notional staffing figures which could have related
nuabers of clients to nuabers of staff.

The proportion of total cental health social work care each year
dealt with by the specialist social workers is shown below, in
Table 12.
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TABLE 12
dental Health Social Work Care, Year Prevalence 1976-85
Proportion of Specialist Social Hork care in Total dHSN.
Nuebers & Percentages

Year Total Specialist
HHSN SN
N N Z Staff«

1976 847 646 76 3
1977 910 615 68 4
1978 956 604 63 4
1979 1262 842 67 5
1980 1240 849 68 5
1981 989 678 68 5
1982 1208 857 71 6
1983 1240 879 71 6
1984 1412 833 59 6
1985 1504 766 51 7

« Whole tiae equivalent as at 1st July
each year.

It can be seen that, until 1984, the Specialist consultant-
attached social workers accounted Tor around 70X of total aental
health social work care. After 1984, proportions fell by 20X,
but rates fell only slightly as Patch teas workers increased

their recorded cental health work.

The coaparison of the coeponents of year prevalence for Patch and
Specialist social workers in Figure X below illustrates the

increasing contribution to total HHSN rates aade by the Patch

teaas after 1983. In 1983*, Specialist SN year prevalence rates
were core than double those for Patch SWsf by 1985, the rates, at
3.19 per 1,000 total population for Specialist SHs and 3.08 per

ion for Patch SHs, were alaost equal.

1,000 total popula
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The contribution of point prevalence to year prevalance rates

ist social workers.

varied over tiee for both Patch and Speci
As would be expected when services were being established and
extended, the contribution of point to year prevalence rose

st «ervice between 1976 and 1979, fros

steadily in the spec
25Z to 44Z. It slowly fell to 31Z in 1962, but rose again to 43Z
by 1985. In the patch teaes, contribution of point to year

prevalence rose fros 6Z in 1976 to 31Z in 1980, and fell
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Figure Il shows that th« overall expansion of social work care
«as not equally distributed between clinical categories. Rates
fell in the “neuroses® group, and reeained steady in the
"schizophrenia® and “personality disorders” groupsf saall
increases in rates were recorded in the depressions® and other®
categories. Only two groups showed rises in both rates and
proportions - senile and pre-senile psychoses® which showed a
rise froe 0.19 per 1,000 total population and 61 of all cases in
1976, to 1.00 per 1,000 total population and 16Z of all cases in
1983, and addictions which rose froe 41 to 61 and 0.12 to 0.40

per 1,000 total population between 1976 and 1985.

The distribution of cli

ical categories and the changes over tine
for patch teaa and specialist workers are shown separately in

Figure 111 below.

ist service, depression and schizophrenia® were

In the Speci

the largest clinical categories over the whole period, and varied
little around a aean of 331 and 211 of all cases respectively.

Clients in the Neuroses”, Personality Disorders® and Tother”

clinical groups were the next eost frequent at around 111, with
addictions” and senile and pre-senile psychoses® the scaliest
groups forcing around 71 of all clients. It is interesting to
note that proportions varied little over tie«, and that
proportions and rates in two clinical categories which have had

considerable aedia attention in recent eonths - addictions™ and

deaentias” - reeained saall.
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In contrast to the Specialist tea«, rates and proportions for
clinical categories of clients referred to the Patch SVs varied
considerably over tiae. In 1976, depression” and
“schizophrenia® «ere the largest categories, and senile and
pre-senile psychoses® and addictions” «ere the ssallest| by 1965
rates and proportions in the senile and prr-senile psychoses”
category had risen to alaost the saae levels as those for
depression”. Proportions, but not rates, for schizophrenia®,
depression”, neuroses” and personality disorders” fell after
1979. These differences in the distribution of clinical

categories between Specialist and Patch social workers «ere

substantial by 1982.

LEinf
Yaar Prevl.nci by C
tot» par ».000 Total Population

ir
ical Catagorlc» 1)7*-*>»5

CD special 15t social e

Paten Social Worhar

791218 17)12«
Schlaophronla  Otpre»+ion
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Sal« Ynr frtvilfnct fry Agy

Figure 1111 chows how age specific yesr prsvslsncs rotes vsritd
over tioe. Rates as well as proportions began to fall in the

youngest age groups, whilst the oldest age group, 73 and over,
showed draaatic rises in both rates and proportions. Care for
the elderly accounted for alnost the whole of the overall

increase in year prevalency rates.
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Tabla 13 »how* tht cli

cal categories of client* aged 65 and
over fro» 1982 to 1985, th» year* daring which tht grtat

expansion of social work care for the elderly eentally

occurred.

TABLE 13
Mental Health Social Hork Client* Aged 65 6 Overi
Clinical Categorie», Percentage*

Clinical categories 1982 1983 1984 1985
z z zZ z

Schizophrenia 10 10 8 7
33 30 28 35

Senile Deeentia 33 38 40 41
Anxiety States 5 3 4 3
Personality Disorders 3 5 3 4
Other 15 14 IS 10
Total z too too 100 100
[0 (98) (377) (487) (576)

It can be seen that th* 931 increase in nuebers of client* aged
over 65 was not confined to th* senile and pre-senil* psycho***
category. Proportions in each clinical group varied only

slightly over tiae.
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The age diatributiona of Patch and Speci

at SM clienta is
illuatrated in Figure XIV. The bi-aodal diatribution can be

aeen Tor both, but the higheat peak Tor the Speci

iat teae eaa
in the 35-44 age range, and Tor the Patch teaaa eaa in the oldeat
age group, with leaa oT a peak Tor young aiddle aged clienta aa

tiae went on. »
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The tendency for Speci st SMs to becoae involved with younger

ients, end Patch SWe to becoee involved with older clients,

increased over tiee. Thus the increase in total social work care

Tor the elderly aentally ill seen earlier (Figure Kill), was due

entirely to work in the Patch teaas. Similarly, the decreasing

proportions of cental health social work carried out by

Specialist social workers (Table 12), were due to increases in

the work with elderly eentally ill of the Patch teaes and not due

to decreases in rates of Specialist social work.

It is iaportant to point out that referrals to Patch teaas by the

psychogeriatrician were all recorded on the Case Register whether
or not they were categorised as "cental illness® cases by social
services staff. Any other referrals were included only if

classified as “cental illness".

6eneral Psychiatrists do not routinely refer clients directly to

Patch teaas, as the Specialist social workers would usually do

is if appropriate. If general psychiatrists did refer directly

to Patch teaas, cases would alaost certainly be classified as

cental illness”. In contrast, the Psychogeriatrician, after
assessaent, refers clients directly to Patch teaas if he
considers that non-specialist assistance is appropriate. In

these cases, clients aay well be classified by social services

staff as “elderly” rather then cental illness® and in order to

aonitor and record the iapact on services aade by the specialist
psychogeriatric teaa, it was decided to include all referrals to

Patch teaas by the psychogeriatrician on the Register data bank.
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The rises recorded by the Register aay, therefore, have
reflected differences in data collection eethods and/or a changes
in social service labelling® practice rather than reflected
overall increases in referrals of elderly clients. Oata obtained
froa the Social Services Departaent (Ford 1986) shoe that between
the financial years 1981-2 and 1984-5 total referrals rose by
421. In the elderly” category, referrals over the saae period
rose by 75Z. It is therefore likely that the increases in
referrals of elderly clients recorded on the Case Register after
the establishaent of a psychogeriatric service, represented real

increases in the workload carried by the Patch teaas.

342 rental health social work POINT PREVALENCE

£+2,1 Point prevalence by clinical category

cal categories of clients in social work care on point

The cl

prevalence days between 1975 and 1984 are shown in Figure XV.



»
HHW Point »rxilinc« by Clinic«! Cofoory
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Total point prevalence rates Tor HHSH care rose froa 0.67 per

ion at 31.12.1975, to 2.03 per 1,000 total

1,000 total popu
cal

population at 31.12.1984, and rises occurred in all c
categories. The largest increases eere in the senile deaentia®
and "addictions” categories, although they together foraed only
15X of the 1984 point prevalence. The saallest rates of increase

eere in “personality disorders®. The rankings of proportions for

clinical categories eere the saae as in the year prevalence

figures, but the excess of depression” over schizophrenia® eas

less in the point prevalence counts than in the year prevalence
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Figure XVil illustrates changes in age specific rates for total
HHSU care between 31.12.1973 and 31.12.1984. These changed even
aore draeatically than those for clinical categories. The

saallest rises were 15-24 and 45-54 age groups; the two highest

were in the 35-64 and 75 and over groups.

Table 15 coapares the situation in 1975 and in 1984.

TABLE 15
NHSU Point prevalence by age
31.12.75 and 31.12.84

Percentages
Age group 31.12.75 31.12.84
15 - 24 15 9
25 - 34 17 20
3/ ~ 4 2 18
45 " 34 20 12
55 " 64 8 15
s - 13 10
73 6 over 5 114
Total 100 100

[Q) Q) (488)
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iNfilH QF CPHTIKUPUS MENTAL HEALTH SOCIAL WORK CARE

A* described earlier, both referrals to and discharges fro« Patch
and Specialist social work care are recorded on the Case
Register. In order to appear on a social work point prevalence
count, clients aust be active” cases i.e. they «ust have been
referred before the point prevalence day, but not discharged fro«
care before it. Point prevalence aeasures of length of care
describe the period between the last referral and the point

prevalence day.

Table 16 below shows the length of continuous social work care on
point prevalence days. Overall, the distribution of clients by

length of continuous social work care showed no consistent trend.

Around 40X had been receiving continuous social work care for
over one year; around 10Z had been receiving it for less than 1

~onth.

1 workers, Patch tea«s had higher

Coapared with Specialist soc
proportions of clients in very short-ter« care (under 1 aonth).
The proportion of clients in long ter« social work care (1 year
and over) varied between 20X and 44X for Patch teaas and between
28X and 50X for the Specialist teac. No clear trends were
evident. For total HHSN, the proportion of clients in continuous

care for 1 year and over varied relatively little.



Length of

Length of Care

Under 1 eonth

1 < 3 eonth«

3 < 12 aonths

1 year +

Total

2

s %

HHSU
Patch
Spec.

HHSU
Patch
Spec.
MHSU
Patch
Spec.
HHSU
Patch
Spec.
HHSU

Patch

Spec.

su
su

su

su

TABLE 16
Continou* HHSU Care on Point Prevalence Day«

Percentage«
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31.12 31.12 31.12 31.12 31.12 31.12

1973

14
62
21

1B
23
39

27

100
76)
100
(@)
100
(163)

1977

37
49

32
29
34

100

(296)
100
(83)
100

@11)

1979

10
n
10

13
10
17

28
36
23

47
43
48

100
“19)
100
122
100
@57)

1981

n
13
10

14

45
38
46

30
33
28

100
(338)
100

(8)
100
@70)

1983

10
13
9

17
7
20

33
36
32

40
44
39

100
439
100
(101)
100
(333)

1985

n
14
10

14
14
14

34
SI
26

41
20
50

100
(466)
100
(146)
100
320
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T f 7
Cliwti it Continuous IMS« Coro for DmH T«
n Point Prevalence Days 31.12.75 - 31.12.84
By Clinic«! Category

Percentages
QUBICAL 32 3R 32 AR AR AR
CATEGRY 5 " ® & @& @
Schizophrenia %5 2 2 3 z 2
Hpensions B 2 3 3 5 a3
Amely states 4 8 12 n H g
[HEIB_ ~ 4 4 5 5 5 4
Persorelity Disorder 10 i) 13 8 5 B
Other 1S 14 3 B g 2
TOTAL 1o 10 100 10 1m 10
() @ & @ @ W w

T«blo 17, above, shows tho distribution of clinical categories
for clients who received continuous HHSW care for one year and

over on point prevalence days changed. As proportions in the

“schizophrenia® category gradually fell, proportions in all other

categories except senile deeentia® rose. Proportions in the

latter stayed the saae. It is ieportant to point out that even

though proportions in the “schizophrenia® category fell,



TABLE 1B

Client* in Contimiow SSN | Pitch Cnre «or Ovtffl Veer
O« Point Prevalence Boy* 3112.79 - 311294
By Clinical Category

CLINICAL 3L12.
CATEGRY n
Schnophrenn SN 49
\TCH
Beprettion*  SSN 1B
PATCH '
Anxiety states SSN A
PATCH
Decentii SSN A
PATCH
Periof.ility SN 10
Disorder PATCH 100
Other SN 19
PATCH -
TOTAL SN 10
PATCH 100
N SN ()]
PATCH -

Percentage*
3112, 3L12.
n 4
37 3
B »
2 k]
3 ke’
7 2
iy »
7 5
. 4
3 2
7 F)
1“ 13
2 1A
too 10
0 100
) any
® @

@
on BB BB R8 8L

Al B~

g8

@

=
N

BB BR 8

R~

Br

19
iy

7
1w

(124)
(@9)

@
~8 ®L

8

(1241
[¢2)
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The conpariton between patch and spacialiat aocial work tanas

ihoiin abovt in Table 18, deaonitrataa aubatantial

differences in

the dietribution of clinical categories of long-tere cliente.

Both groups of social workers had siailar proportions of clients

in the depressions” and

workers had higher proportions with

personality disorders”

“other” clinical categorical Patch

and

senile deaentias”i

“anxiety states”,

workers had higher proportions in the

Spec

“schizophrenia® category.
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4 - 1983
bt end Percentaes

Uv o < lemth 13 X Owril TOTAL
Itfal eaiths  <litht yer

n Z a X n Z n z & z
1974 @4 57 M v 1w ¥4 M 10 ™M 10
1977 3 5 m 13 1B 7 1% 9B 7 10
1938 2 2 > 14 22 B B 2B ™ 10
190 W Q0 23 2 oD &% 9 WM 10
1980 a5 £ 20 5 B 24 4 7 9B IO
181 D R B D 20 2 1II¥ 1B 0B I
jie22] ] 22 18 X 2 1 1 1% 10
1 514 48 26 17 2 5 114 10 UM 10
jis<7y &8 ™% 24 15 B 19 12 10 M40 10
1915 e 4 237 14 B U WM D 172 I
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Point prevalent* data show situations as they are at any on*
tiae. The dynaaics of care are sore affectively shown by
analysis of ultiaate length of care following referral. Table 19
above, shows that, apart froa 1977 and 1976, when proportions of
those referred for HHSM care who received continuous care for at
least 1 year were high, proportions of clients in care for

varying lengths of tiae changed little between 1976 and 1965.

TAW 2
Speciallist S\ t Patch SH Referral* by
Length of Continuoui Cart 197 - 1965

Nebt'S ad Percaritages
Tear of (leorth 1<3 3< OverM  TOTAL
Kefrral tooth» aothi year
n 1 a X a t a X n X
9% Sa wH® ED @B & - Hoan
PATCH w2 di HT AIS 2B IO
W7 S %4 BU BB W02 55U
PATCH ¥ BLR Bk F B 2RI
m S “E BY BB MR Mm
PATCH in2 diIis ®» &4 B FIO
P S B glzs >2 D & 7 Bi 1
PATCH = 5 U BDOD LD M 1D
| S wa WA A 316@10)
PATCH Mme B B A ¥ 1
o Sa wa BB WD 1B I
PATCH WO &/ %A 3 0 A0
B2 S X% B B2 WD DD 551&
PATCH %71 1 F9 P9 d
3 S wm B A WP @9 U
PATCH R SN BT 4D K I
9% sse X6 B W 2 2 P n 76 10
PATCH sz WD ®7 B9 TAI
198 S WH4 WD 0 A TN M
PATCH mn @ 9 N9 9 1x I
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Tabi* 20 abov* indicates that higher proportions of referrals led
to very short tera car* in Patch teaas than in the Specialist
teaa. However there aere fea differences in the proportions of

clients aho becaae long-tera cases.

The nuabers of clients referred to Patch teaas aho received
continuous care for 1 year and over reaained stable around a
aean of 38 betaeen 1976 and 1983, then rose froa 73 in 1984 to 89

in 1985. Because the overall increase in Patch teas referral in

1984 and 1985 led to siailar increases in short and long tara

care, proportions reaained the saae.

As Table 21 belo* shoas, after 1978, the aean length of short

tera care given by Specialist SMs aas at least taice that given

by Patch SMs. For Patch teaas, the trend aas to shorter periods 2
of caret for the Specialist teaa, the trend aas toaards longer

periods of care.
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TABLE 21
HHSM Referrals 1976-1983
Mean length of short-tera# car« for clients referred to HHSWs

Year Hean length of care (days)
Patch Specialist
SM SN
1976 48.8 37.9
1977 52.4 46.6
1978 51.5 112.2
1979 52.2 98.7
1980 48.6 85.1
1981 35.2 85.0
1982 31.6 88.1
1983 31.2 85.0
1984 26.5 80.4
1985 31.1 66.8

a Length of continuous MHSW care after
to 1 year.

?»* F|RSI CONTACTS WITH WFWTAI, HEALTH SBCIftLJOiiK SEPVIGES

The nuebers of inceptors whose first ever contact was a eental
health social worker were very low - an annual sean of 47 (or 4Z
of total year prevalence) between 1976 and 1985. However, this
does not necessarily scan that clients with oental health
probleas did not initially contact the social services
departaent. It is possible that soae clients with aental health
probleas aay have aade their initial contact with Patch teaa
workers but that they (the clients) were not classified as being
"aental health” cases. There is evidence to suggest that this
did happen (Fisher et al. op. cit.; Wooff 1978), but the extent

to which it did is not known.



Page 116

TAIL! 2
rust WS», S I Patch Referral
Iy Clinical Catefory
Rates per 1,000 Total Population

YER Schizophrenia Repression Newroses Persorelity @ P Oter AL O
értfer decentia

19% NHM 0.z 0.08 0.3 0.29 0.08 015 028 1% @9
S 0.18 0.33 0.13 0.2 0.04 012 019 14 @
NATCH 0.8 0.13 0.07 0.07 0.02 0.3 0.8 0.0 (@3

1981 HHSM 0.14 0.2 0.19 0.19 0.14 019 024 140
SsM 0.8 0.35 0.13 0.13 0.10 013 020 117 @&
PATCH 0.6 0.14 0.6 0.07 0.04 0.4 0.6 0.43

1983 HHSM 0.13 0.8 0.14 0.14 0.13 0.2 0.5 2.4
SaM 0.8 0.3 0.8 0.9 0.8 04 0@ 0B &
PATCH 0.8 0.48 0.8 0.07 0.8 034 040 131 @Ga

Table 22 give« the cl

cal categoric« of clients who eade their
first contact« with HHSM services. Total rates rose between 1976

and 1985 but only froa 1982. As expected, the rates for

period« <“«chixophrenia and personality disorders™) tended to
decline over the first years, and then levelled out. Referrai
rate« in the depressions” and neuroses” categories did not vary

«r«tly, but there were striking increases in the senile

the “addiction«®™ group.
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These inert«»»» occurred in the Patch ttao» rather than in the
Specialist service. In the specialist teae, rates of now"
referrals fell even though year prevalence rates rose, which
eaphasised their increasing involveacnt with chronically disabled

clients. The increased “deaands® which contributed to the

overall increase in "new” HHSW referrals occurred in the Patch

teaas.. The clinical groups which showed the aost draeatic rises
in referral rates were senile deeentia®, addictions™ and

“other ".

TABLE 23
First NS, SSV t Patch Referral
ly Age Srop
Rate* per 1,000 Population, Age Specific

YER Ol« 1324 534 B4 BH M &H74 B A @

OBNN 0.3 204 3.8 240 24 177 271 345 14 @4

N 0B L% 2@ 207 1% 113 14 20 1.8 GH

PATH « 024 074 0.8 0.4 04 0.5 18 0.5 (13)

IBLHX 004 13 200 240 142 14 140 38 1.40

G

S 004 124 13% 143 118 101 14 324 114

PATH « 024 043 078 04 048 045 0.3% 0.43 (1B

YHHN 007 1.0 I.N 1.4 212 174 53 130 2.4
S 007 04 10 100 1.0 10 12 224 0.43

PATGH - 034 0.13 0.4 043 074 38 1082 15

888
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The age groups of new" HHSM clients ere given in Table 23.

Increases in new" referral rates in the over 63 age groups were
confined to the Patch teaas. There were also rises in the age
groups 13-24 and 13-34 in the patch teaas, which presuaably

reflected increased nuabers of clients in the addictions®

clinical group.

The extent to which the recent influx of clients in the oldest
age range will add to the already substantial chronic”
population of NHSW service users, is a aatter for speculation.
As there is little prospect of cure® for those elderly clients

suffering froa deaentia, it is likely that the pressure on local

authority staff to reaain in contact will depend upon the life
expectancy of this group of clients, and the extent to which
other services, both health and voluntary, are able to undertake
the care and support of elderly clients and their relatives or

supporters.
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5,S QUERLAF tLimillHR WES PP PRyGHIFETBIC QM E

Earlier data showed that year prevalence ratee of HHSN care had
increased over tiee. Table 24 shows that the proportion« of all
psychiatric patients who had HHSN care during each specified year
also rose * froa 231 in 1976 to 28X in 1985. Proportions within
each clinical category varied, but a consistent change was the ~
increasing proportion of patients in the senile deaentia”
category. The proportions in the anxiety states™ category

showed no clear trend, but it is possible that the recent fall

aay be due to the increasing involveaent of CPNs with clients in

this clinical group.

TABLE 24

Year Prevalence, Proportion of HHSN to Total Psychiatric Services

By Clinical Category
Percentages

ical Category 1976 1979 1982 1985
Schizophrenia 20 31 27 30
Depression 20 30 27 26
Anxiety States 16 28 23 17
Personality disorder 33 37 31 31
Addictions 26 35 36 31
Senile Deaentia 29 30 27 52
TOTAL 23 31 27 28
(N all services) <3707) (4129) (4522) (5430)

(N NHSN service) ®47)  <1262) (1208) (1504)
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Table 25, below, shows the nuabers and proportions of HHSN
clients who were in receipt of HHSN car* only on a succession of
point prevalence days (i.e. in receipt of no other psychiatric

care according to Register definitions).

TABLE 25
MHSW Cars ONLY as a Proportion of Total HHSN Care

Nuobers and Percentages

Only HHSN Proportion

Point prevalence N R* of total HHSN
31.12.73 105 0.40 60
31.12.76 116 0.45 57
31.12.77 170 0.67 57
31.12.76 319 1.27 62
31.12.79 288 1.16 60
31.12.80 179 0.73 58
31.12.81 197 0.82 58
31.12.82 258 1.05 57
31.12.83 253 1.04 58
31.12.84 304 1.27 62

« Rat* per 1,000 total population.

It can be seen that proportions of HHSN only to total HHSN stayed

very stable throughout the period.

Table 26 shows the differences between Patch and Specialist
social work teaas in the proportions of clients who were not in

contact with psychiatrists on successive point prevalence days.
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TABLE 26
HHSN clients with no curr«nt contact with
psychiatrists on point-prevalence days
nuabers 6 percentages*

Point Patch Special :
Prevalence Teaa Teaa
- X N X

31.12.75 1 1 104 99
31.12.76 28 24 88 76
31.12.77 48 29 121 7
31.12.78 73 23 246 7
31.12.79 63 22 225 8
31.12.80 57 32 122 68
31.12.81 49 25 148 75
31.12.82 67 26 191 74
31.12.83 85 34 168 66
31.12.84 108 35 196 64

Percentages of all HHSW clients on point
prevalence days.

As the Specialist SUs were well established in the psychiatric

teas, they had ready access to the expertise of other eental

health professionals, and the high proportion of Specialist SM
only cases was not thought to iaply that inappropriate support
was being given to these clients. Until the end of 1983, nuabers
of Patch teaa workers®™ clients not in current contact with

psychiatrists were low. The increase which occurred, was

probably due to increases in referrals of elderly clients froa

the specialist psychogeriatric teaa.

There will be a tendency for the aost frequent attenders of
psychiatric services to appear in a point prevalence count, and
the extent to which clients received only HHSM care over longer

periods is of interest. Table 27 shows nuabers and proportions



of clients «ho Moro in receipt of HHSM only coro on point
provolonco days, who did not rocoivo any othor typo of

psychiatric caro during tho following twelve oonthi.

TABLE 27
HHSM only clionta on point provalonce day» who received
no othor psychiatric caro during the following 12 aonths.
Nuabors and porcontages

Point HHSM SSM Patch SM
Prevalence N X# N X#* N X<
31.12.79 65 62 65 62 - -
31.12.76 59 51 50 57 9 8
31.12.77 67 51 87 72 - -
31.12.78 151 47 133 50 18 6
31.12.79 144 50 138 61 6 2
31.12.80 62 35 62 51 - -
31.12.81 69 35 69 47 - -
31.12.82 136 S3 103 54 33 49
31.12.83 139 55 9% 57 43 50
31.12.84 162 53 122 62 40 37

< Porcontage of HHSM only on point provalonco..
= Porcontage of SSM only on point prevalence,

ate Porcontage of Patch SN only on point prevalence.

It should be noted that not all those clionts Mill have received
HHSM care for tho Mhole 12 aonth period. Tho figures will
include clients treated for shorter periods who were discharged

froa all psychiatric care.

After 1982, tho nuobers of Patch teas clionts who received only
social work care rose. The psychogeriatrician referred cases to
Patch teaas because he felt the kind of care available was

appropriate to his clients™ needs. The support froa general
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psychiatrist« svsilabls to Spacialist SWs mss not so rsadily
avsilsbls to Patch social norkars and it is not known how far tha
lack of contact batwaan Patch taaa elianto and staff working in
tha ganaral psychiatric sarvicas was, or was not, appropriata to

tha elianto® naads.
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5,* BEHML HEALTH $PC1Al 8QBK SERVICES, CASE REG1STER DATA
SHHARY AND DISCUSSION

Hvotal Health Social Hark services in Salford wart provided by
two earn agencies. Patch Tea« social workers carried generic
caseloads, classified soae clients as being referred for cental
health™ reasons, and the Case Register recorded these cases. It
also included Patch SU care given to clients referred by the
Psychogeriatric Teaa whatever their classification. Hospital
based, consultant-attached social workers provided Specialist

Mental Health Social Hork care and worked as part of a

eulti-disciplinary psychiatric teas and all their cases were

recorded on the Register.

Service 6rowth

Over the period 1976 to 1985, total HHSH year prevalence rates
rose froe 3.23 to 6.27 per 1,000 total population. Point
prevalence rates rose over 3 tines fron 0.67 per 1,000 total
population at 31.12.75 to 2.03 per 1,000 at 31.12.84. These
rises, however, occurred nainly between 1976 and 1979 in both
patch and specialist teans, and (apart froa in 1981 when
industrial action took place) rates renamed relatively stable

thereafter.

Age specific rates rose in all age groups with the exception of
15-24 where year prevalence rates fell by 11Z. Apart fron the
youngest age group where raw nuabers were very snail and where

snail fluctuations produced large percentage changes which were
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probably spurious, the groatost percentage incrtasos were in tha
three oldast groups of 33-64, 65-74 and 73 6 ovar, where rates

incraasad by 147X, 138X and 441X raspactivaly.

Between 1976 and 1985, Specialist SM year prevalence rates grew
by 29X, and those relating to tha Patch social work taaas rose 3
tiaas ovar tha saae period. Patch taaas ware thus aainly
responsible for tha overall increase in aantal health social work
care. Although there had bean soaa increase in Patch taaa year
prevalence rates between 1976 and 1983, in the two years 1984 and

1983, rates sore than doubled.

Clients aged over S3 were aainly responsible for this increase,
and between 1976 and 1985 age specific rates aore than doubled in
the 53-64 age group, rose alaost 6 tiaes in the 65-74 group and
in the 75 and over age group rose 13 tiaes. There is little
doubt that these rises represented real rises in workload rather

than solely reflected changes in Register recording aethods.

Analyses of c cal categories showed that whilst the increasing

total NHSU involveaent with elderly clients occurred in all

clinical groups, the proportion of clients aged over 64 in the
senile and pre-senile deaentia” category rose froa 33X in 1976
to 41X in 1983. The only other clinical category which showed
Increases in both rates and proportions in year and point
prevalence counts for fIHSW care was “addictions®. Year
prevalence rates in this category rose aore than 3 tiaes between

1976 and 1985 but the rise was froa a low baseline and the

proportion of clients in this clinical group reaained saall at 6X
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of total year prevalence in 1985.

It should be noted that the data presented here did not include
the social work input to the specialist drug addiction and
coairlnity alcohol teams. How far the clients of these specialist
teaas were the saae as those seer, by the other MHSWs is not
known. However, the coaaunity alcohol team®s original brief was
to worl with other staff in order to enhance their (the other
workers™) skills with this client group, so it is likely that at
least a proportion of clients with alcohol problems who were seen
by aeabers of the community alcohol team did in fact appear in

the prevalence figures presented here.

i« 1I"m citnit.l c.t.aciri., ,nd «a. Pi.tributmon. ol

W.m.; Health 5oci.l >or> Client.

Throughout the period, at a mean of 32%, depression® remained
the largest single clinical category in each year prevalence.

The proportion of clients in the next highest category,
“schizophrenia®, fell slightly from 20X in 1976 to 17X in 1985.
The eost dramatic proportionate change occurred in the “senile
and pre-senile psychoses® group, which rose froe 6X to 16Z of the
total HHSN year prevalence between 1976 and 1985. The “other®
clinical category, which consists of a large nueber of different
conditions, consistently accounted for around 12X of each year

prevalence.

The differences between Patch and Specialist SWs in the

distribution of clinical categories in year prevalences became



fag* 127

statistically significant after 1982. Specialist SHs were aore
likely to have clients in the schizophrenia® addictions® and
other” categories; Patch SHs were «ore likely to have clients
in the senile and pre-senile psychoses™ clinical group, largely
as a result of the referral practices of the psychogeriatric

teas.

The aassive expansion of clients in the oldest age group (73 1|
over) caused a shift in the overall distribution of (IHH clients
each year. In 1976 clients aged 75 or over foraed 6X of the
total nuaber of clients seen - i.e. the saallest proportion; by

1985 that proportion Mas 231 - i.e. the largest proportion.

Fir.t R.lerr.l. tor H.nt.l1 Hulth Soel.l Xork C.r.

The nuabers and proportions of inceptors ahose first ever contact
aith psychiatric services aas a social aorker, aere very loa, (@
ecan of AX of each year prevalence). Hoaever, first referrals
for MHSH care rose froa 1.96 to 2.44 per 1,000 betaeen 1976 and

1985.

Until 1984, first referral rates fell sloaly in both the

Spec ist and Patch teaas. After 1984, first referral rates
rose in the Patch teaas for all age groups except 33-44, but the
greatest increases acre in the oldest age groups. Rates in the
75 and over group rose froa 1.86 per 1,000 total population in
1976 to 10.82 per 1,000 total popoulation in 1985. Increasing

proportions of first Patch teaa referrals aere in the “senile

deaentia®, “addictions® and other® clinical categories.
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The patch teaas Mere undoubtedly bearing the brunt of increaeing
referral rates for elderly clients. One iaplication for the
future, if even a saall proportion of these clients need
long-tere support, is that resource increases will be required if

other client groups are not to be neglected.

on in the Specialist

First referral rates per 1,000 t popu
teas dropped fro» 1.31 in 1984 to 0.93 in 1985, and indicated
that the Specialist teas was becoaing increasingly involved with
existing and re-referred clients. The inauguration of the
specialist psychogeriatric tea» aay have decreased the SSW teaas
involveaent with elderly clients, as the elderly coaponent of the
6 general psychiatric social workers” caseloads was replaced by
the full-tiae input of one worker. Since the study took place,

worker has joined the psychogeriatric

another full tiae soci

teaa.

The differences found between these two different kinds of social
work services underline the iaportance of considering both, when
questions of social work support for clients with aental health
probleas are being considered. Not only did the two services
tend to deal with different types of clients, but the relative

contribution of each to total HHSN care changed over tiae.

The data show that clients with aental health probleas were

increasingly being cared for by non-specialist aental health
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workers - which could be said to ba the aodel of car* propounded

by national coaeunity care® policiee. Indeed, if the results of
earlier research in Salford reaain applicable (Hooff 1978), the
proportion of Patch teaes” clients with aental health probleas is

likely to be higher than those recorded on the case register.

It autt be eaphaeieed, however, that the espanslon of Patch Teae
social work care occurred aainly aeongst clients aged over S3,
and therefore did not greatly affect the kinds of care being
given to younger clients. Data presented in Chapter 2 showed
that a ainiaua of 27X of clients aged between 15 and 65, seen in
any one year by the psychiatric services, were chronic/heavy
service users and could be said to require long-tera support.
There was no evidence to suggest that Patch Teaas significantly

increased their input to this particular group of clients,

although this reaains a possi ity if criteria for
classification of case types had changed after 1974 (Wooff op.
cit.>, and increasing nuebers of long~tero clients having

psychiatric care were being classified under non-eental health

categories.

The question then eeerges as to whether or not the expansion of
Patch Teas services for the elderly aentally ill actually
prevented any expansion of such care for younger clients with
cental health probleas, due to the foreer absorbing all resource
increases, or whether services for younger aentally ill clients
would have reaained static anyway. Certainly, without
corresponding increases in resources, local authorities cannot

expand their services, and pressures to increase resources can
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only ultimately co*e froa voters. Hence the ability to attract

resources for tha aantally ill ia highlighted at baing crucial to

tha davalopaant of coaaunity cara pol Tha axpaniion of
cara for clianti in tha "addiction!" category vary probably

daaonitratai this process, as tha general public have bacoae aore

and aore aware of the possibility that their children aay be
involved in tone fora of drug abuse. Clianti in tha
schizophrenia category have not apparently bean so successful

in awakening public concern.

The creation of specialist taaas has bean one of tha chief ways
in which extra resources for groups of people who do not easily
attract resources have been obtained. Resources include special
skills and coaaitaent as well as financial inputs, and how far
the pressure to create specialist teaas is the result of the
failure of general service aanagers to ensure that difficult® or
“unpopular® client groups get their fair shares of resources, is
open to debate. The Specialist social work teaa in Salford
aaintained its involveaent with clients treated by general
psychiatrists, aany of whoe fell into these groups. The data
presented here suggest that if such a specialist teas had not
existed, then social work services for difficult® or

unpopular® clients aay well have diainished.
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CHAPTER
tig. .MFFW W| Ty ,PSvCH [ftiBic NURSING awj? SPEEiaUST HMIFII health

SBfcJAI mqrk care - AJAFPABISPw PF EASE TiESISISF? BALA

There an difficulties involved in making direct comparisons
between CPN and total HHSM service statistics because the

distinction between specialist and non-specialist status of the

ist social

two professional groups is not clear cut. Speci
workers cose fros a profession whose training and perspective is
not exclusively aental health related, but in Salford at least,
fora part of a teaa of other professionals concerned to provide
aental health/psychiatric care. Their colleagues based in Patch
teaas deal with all kinds of social problaas, soae of which are

classified as "aental health™ problems.

The position in nursing is soaewhat different. Although nurse
training is not exclusivly aental-heal th based, psychiatric
nursing, the branch of the profession to which CPNs belong is,
and CPNs could therefore be said to belong to a profession whose
training and perspectives are concerned solely with aental
health. Other nurses working in the coaaunity e.g. district
nurses and health visitors aay also care for people who have
aental health probleas, though the extent of their involvement in
aental health care is not routinely monitored by the Case
Register in the saae way as is Patch social workers™ involveaent
with clients who are classified as having “aental health®

probleas.

Although the contribution of Patch social workers to aental
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htalth car* i* by no *aan* insignificant, th* nurta/tocial worker
data presented in this section will eainly focus on a comparison

ist social workers

between data obtained fro* CPNs and Specia
involved in general psychiatric care, as both these groups of
workers work exclusively with people who have aental health

problems.

It should be emphasised that the data presented her* relate to
CPNs and Specialist SMs who worked in general psychiatry and/or
as part of tho psychogeriatric taaa. Th* ways in which other
specialist teaas such as drug addiction and alcohol addiction
work, are eanaged and organised, preclude the collection of data

which record th* work of individual professionals within thee.

6.1 YEAR PREVALENCE 1976-B5

As seen earlier, overall year prevalence rates grew in both
services. In 1976 CPN and Specialist SN year prevalence rates at
1.18 and 1.07 per 1,000 total population respectively, were euch
the saae. However, whilst Specialist SN year prevalence rates
aleost doubled between 1976 and 1985, CPN year prevalence rates

increased sevenfold over the saae period

Details of staffing levels in the two groups of workers aay be
found in Chapters 4 and 5. In sueeary, however, after 1978 the
nuabers of CPNs working in general psychiatry exceeded those of
Specialist SHs for the first tiae, and by 1985 the nuaber of CPNs

(A7) was aore than double that of Specialist SNs (7).
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idual workers®™ caseload sizes could also have

Differences In in
Influenced the coeparative rates, and, notwithstanding
difficulties of establishing precise denominators each year (the
effects of sickness, eaternity leave and training secondeent are
difficult to quantify), an estieate of the aean nueber of people
seen each year by each worker, based on staff in post on 1st July
each year, varied very little each year. It was very ouch the
saae for both groups of workers - a eean of 113 people seen each
year by each CPN and a aean of 118 people seen each year by each
Specialist SW. Differences in staffing levels did, therefore,
appear to account for the differences found in overall year

prevalences.

fe.1,1 VFT Prtviltnce by Clinical Category

Table 28 shows that in 1985 the proportions in each clinical
category for both groups of workers differed except in the case
of “depression® and “other”. CPNs had higher proportions than
SSWs of cases in the “senile deaentia® and neuroses” categories;
SSWs had higher proportions than CPNs of cases in the
“schizophrenia®, “personality disorder® and “addictions® clinical

groups.

There were few changes over tine in the distribution of clinical
categories in the SSNs” year prevalence figures, whereas the aove
to priaary care bases in 1979 coincided with a draaatic fall in
the proportion of schizophrenia® cases which appeared in the

CPNs® year prevalence counts.
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6.1.2 Vtar Prevalence toy flat 6rouP

Tabic 29 »hows that the SSMs taw higher proportions of clients in
all age groups under 65 during 1985 than the CPNs, and that CPNs
saw higher proportions of clients aged 65 and over. This

fference had been oaintained since 1976, but after the

introduction of the specialist psychogeriatric teas the
differences in proportions of clients aged 75 and over widened.
However, it should be reeeabered that Patch social work
involveeent with clients referred by the psychogeriatric tea*

increased draeatical

THRE D
Tear Prevalence by Age ORN I SSS
197 * 1956
Percentagec
AfE
A0 1976 1978 1980 1983 1985
6-14 S5« - - - - -
oPs - * . . .
15-24  sss 16 15 13 u 9
cPs B 4 8 9 7
253 ta 20 2 21 18 19
cPs 17 7 14 15 12
J5-44  css 17 u 17 14 19
oPs 19 17 14 u 1
4554 css 17 1 18 1S 1S
=] 19 20 18 15 u
55-64  sSS n 13 14 13 7
cps Is 1S 1 15 3
6574 sss 12 12 1 u 1
cPs 16 IS 14 IS 1
75 e sss 6 7 8 12 0
cPs 5 0 10 13 23
TOTAL  sss 100 100 too 100 100
cPs too 100 100 100 100
®) s&t <641 (404) (849) 1879) (7441

®S  (308) (933)  (1425)  (1984)  (2135)
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6iv*n that the differences In the distribution of clinical

categories Htrt not print facit explained in torts of diffortness

in tbs age structures of cliont populations,

c

Table 30.
THRE 0
cm t ssa Tsar Prevalence 1983
Aye by Clinical Category
Percentagec«
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ical cattgorios for separata age groups in 1983 is given in
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At Table 30 shows, SSWs client! aged under 35 had higher
proportion! than CPNt " in the schizophrenia” and other®
clinical group!, Hhereat CPNs had higher proportion! of
depression!™ and "anxiety states” in all clients aged under 65.
In the oldest age groups, the position was reversed in respect of
"schizophrenia® (CPNs eore than SSNs) and depressions® <SSNt
sore than CPNs) but CPNs continued to have higher proportions of

clients in the "anxiety states®™ category.

6.2 POINT PREVALENCE BY CLINICAL CATEGORY AND AGE

TARLE 3L
Foint Prevalence 0N t S\
By Clinical Categories
3L.12.73 - 31.12.14
Peroentages

CLINICAL 312 312, 3L12. 312
CATEBRY i » & )
Shizophrenia N z 2 % B

PN B B 2 %
lepression SN 3 2 3 2

N 5 3l 2 3
Senille lesentia S\ 5 4 5 3

N 3 6 4 7
Neurcses: SN 8 14 0 3

N 1 n n 2
Persorality N B » 0 0
disorder N 2 6 7 6
Addictios N . 2 4 4

o3 4 5 7 9
Other N B 1 n u

N 0 0 B 1
TOAL SN 10 ™ 1o w

N 10 10 10 1
() N B @& (€0 [

™ ® @ o 1316)
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The differences between the two group* of worker* diltribution*

of cli categories on point pravalanct count*, givan in Table
31 above, follow the saee pattern a* the distributions in the
year prevalence counts. Both groups of workers had higher
proportions of clients in the schizophrenia® and other”
categories on their point-prevalence counts than appeared in the
year prevalence counts, which reflected the likelihood that

clients in long-tere continuous care would appear on a

point-prevalence rather than a year prevalence count.

The age distributions of CPN and SSN cases were si

found in year prevalence counts.

fe.3 LCN6TH OF CONTINUOUS CARE

The proportions of clients in continuous CPN and SSH care for
various lengths of tine on point prevalence days are shown in
Table 32 below. The trends over tine can be seen to have been
for the CPN service to acquire not only increasing nuebers of
clients in long-tera continuous care, but increasing proportions
of thee; whilst the SSN service appeared to deal increasingly
with cases over a 2-12 aonth period. The high proportion of
clients in SSH care for 1 year and over at 31.12.79 was the

result of a cohort of referrals which occurred during 1978.



Point Prevalence days 31.12.75-31.12.84

Length of
Care

< 1 aonth CPN

SSN
1<2 aonths CPN
SSN
2<12 Months CPN
SSN
1 Year ¢ CPN
SSN
Total CPN
N>
SSN

Length of Continuous Care on

31.12.

obE RE

TABLE 32

CPN & SSM
Percentages
31.12.  31.12.
7 79
8 6
6 10
5 8
7 9
52 a7
53 33
% 38
3 48
100 100
(201) 67)
100 100
Q1) (@57
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31.12

oo

27
43

57
37
100
(1316)
100
@7

In order to understand further the dynaaics of care, point

prevalence data have been suppleaented by referral

data. Table

33 below shows lengths of continuous care after referral, and

contrasts the two groups of workers.
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TAILE 33
Referral» By Length o< ContinuMi Cart
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ovtr tia«, Specialist social workers increasingly tended to shift

froa very short tera care (under 1 aonth) to care lasting between

3 and 12 aonths. Proportions in continuous care for between 1

and 3 aonths reaained relatively stable) proportions in

continuous care for 1 year and over fluctuated considerably. The

CPNs tended to change froa very short tera care, to care lasting

between 1 and 3 aonths, with proportions of clients in continuous

care for between 3 and 12 oonths, and over 1 year, reaaining

relatively stable.

Over the whole period the proportion of clients referred for SSM
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car« who received continuous 5SM cere for 1 year end over was

very auch lower then equivalent proportions of CPN clients.

6.3.1 Short-t.r. continuous c«re

The eeen lengths of continuous cere for those clients who were
discharged within 1 year of referral ere shown in Table 34. In
1976 end 1977 (before the CPNs eoved into prieary cere bases),

the aean lengths of clients® continuous stays were over twice as

high as those of the Specialist SNs. Between 1980 and 1982, the
oean lengths of continuous short-terB SSW care fell, end rose

thereafter to their foraer level. Apart froa inconsistencies in
early years, the seen length of continuous short-tera cere given

by SSWs reaeined constant, at a level above that of CPNs between

1980 and 1982, but below that of CPNs after 1983.

TABLE 34
Referrals with continuous care for less than 1 year
CPN and SSN, 1976-1984

Mean nuabers of days

YEAR CPN SSN
1976 107 3
1977 114 52
1978 124 112
1979 120 9
1980 67 85
1981 2 85
1982 75 83
1983 124 85

1984 131 80
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Lono-tera continuous care

THE B
Clitntt in Continuous Car* lor Overlll Year
On Point Prevalence Deys 31.12.73 - 31.12.04
By Clinical Category, CPU t S
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The nuobers ol CPN cliente per individual worker in continuoue
CPN care lor over 1 year on point prevalence days, grew lron a
econ ol 12 at 31.12.75 to a aeoniol 44 at 31.12.84. In contrast,

iit SMs ecan nuaber ol cliente in continuoue care lor

the Speci
over 1 year per worker renamed relatively etable at around 20,

apart lIroo higher nuabers lound at the end ol 1978 and 1979.



Page 143

Tabic 35 above lhowi the diitribution of clinical categoric! of
client! in continuou! CPN and 6SN care for at leaat 1 year on
point prevalence daya. The draaatic fall in the proportion of
CPN client! in the “achizophrenia " category after 1979 reaulted

in the diatributiom of cl

ical categoric! of long-tera client!

on point prevalence count! of both group! of worker! becoaing

Client! who have been in long-tera care for aany year!

tend
to be included in the point prevalence figure!. Table 36 ahow!
the clinical categoric! of client! referred aore recently -

during 1984 - who becaae long-tera continuouc service uaera.

TABLE 36
Referral! with length of continuoui care 1 year and over 1984
by clinical category, CPN and Specialiat cocial work

Percentage!

Clinical category CPN SSN
Schizophrenia 24 27
Depreaaian 34 29
Deaentia 9 2
12 2

Perionality disorder 4 14
Addiction! 4 9
Other 16 16
Total 100 100
() <306) [©)

Apart froa the CPNa" tendency to give aore long-tera continuoua

care to client! in the neuroaea category then the SSNa, and the
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SSNs” tendency to give eore long-tera continuous care to clients
in the “personality disorder® category then CPNs, the proportions
within each clinical category in both groups were auch the saee

in 1984.

til E.IPST SEPVICE CgNTftCTS

Specialist SMs, as part of the hospital psychiatric teaa, were
rarely the first professionals giving psychiatric care to be
consulted when clients aade their first known contact with
psychiatric services. When CPNs were hospital-based and
consultant-attached (before 1979), they were also unlikely to be
the first professionals to be consulted by people asking their
first-ever contact with psychiatric services. However, after
their aove to priaary care settings, nuabers and proportions of

inceptions whose first contacts were CPNs, rose draaatically.

The extent to which CPNs contributed to the overall increase in
inceptions to the services as a whole, was discussed in detail in
Chapter 4. It was considered likely that CPNs aay have been

responsible for the increasing referrals to psychiatrists.

As a consequence of the way in which social work services were
organised, inceptors would have been expected to aake their first
contacts with Patch teas rather than Specialist teaa social
workers. Surprisingly, case register data did not support this
expectation. This aay have been due to Patch SMs not classifying

sose clients who later went on to see psychiatrists, as being



aental

data collection syitea).

«ho had not been classified as aental

health® cmi
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(thus »«eluding the« froa the Case Register

health®

cases did

That a proportion of Patch taaa clients

indeed

go on to have soae contacts «xth psychiatrists «as shown by Woof*

(1978).

First Register QU t S\ Referval* by
Percentage* ad Rate* per 1,000 Total Ropulation

Personality disorders

Addictions

year prevalence

TARE 37

2 893 83 83 83 83 83 83
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Table 37 above, «how* how rate» of first referral» to CPN and SS«
care rote over the period. The CPN»" iincreasing involvement
with clients in the depressions®, neuroses® and other*®
categories can be clearly seen. The SSMs had increasing
proportions of “new” referrals in the “addictions™ and “senile
deeentia” categories. By 1984, the SSMs had higher proportions
of "new” clients in the schizophrenia®, addictions”™ and senile
deeentia” categories than the CPNs» the CPNs had higher

proportions of “new” clients in the neuroses® and “other®

categories than the Spec st SMs.
The proportion of new" referrals in relation to year prevalence
can be seen to be higher in the Specialist SM service - iaplying

that the CPNs had higher proportions of either chronic or

interaittent clients on their caseloads than the Specialist
social workers. In view of the nurses® role in aaintaining
treataent for schizophrenia, this tendency to accuaulate old”
clients is not surprising. However, as has been seen previously,

the “old” clients were by no aeans all in the “schizophrenia®

clinical group.

Apart froa large increases in the 75 and over age range,
proportions of new" CPN and SSM clients in various age groups
changed little over tiae, and were siailar in both services.
There was a tendency for SSMs to see slightly higher proportions
than CPNs of “new" clients aged between 15 and 24 (IBI and 131
respectively in 1984) and for CPNs to see slightly higher
proportions than SSMs of “new" clients in the 25-34 age range

(191 and 161 respectively in 1984>.
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6.3 OVERLAP M1TH OTHER TYPES OF PSYCHIATRIC CARE

The proportion« of pooplo tiling any psychiatric servic« -ho

racaivad CPN and Specialist SH car« art shown in Tablo 38 balow.

Tha change, froe einieal CPN involveeent with clients in cl cal

categories other than “schizophrenia* in 1976, to considerable

involveoent with clients in all cl al categories in 1983 was

str ist social work service

ng. In contrast, the Speci
proportionately increased its involveeent with clients in the

“schizophrenia® clinical group and reduced its involveaent with

ients in the neuroses”™ category.

Tl »
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MfdUltric MPrCM »T Cliltcal cattyor?
Mremtafn «4 rain par 1941 tatii pepalitlc

Clinical ) R
Ciayory 74 lira tat is
SchuopfirMic  CM 14 2 u a
s I 2 M 2
ttyniim CN i k3 “ a
ss o ti 2 If u
Saailf laaaatia CM ~ * 17 F “
55 % 2 17 |
anainty Stain  CM 4 Nl A I
sa It 7 1S -
Mriwialitr o a si n
Hirftr » R 7 is si
Mliction w7 F3 2% 2%
sa n a if a
Otkar oMo - zf P %
sa if 7 n [}
ToT* ™ a % s 3f
sa  i7 » It u
Rall lanrlcnl  (S7171 uRfl @2 (70
lata 4. 144 111 24

Rata If 4.1 If

RCM lanlz:ei Wkl @2 e
Rsa NTOUI @ (142 071 1748)
oM. D
sa m 15 58 52



Pag« 148

As a proportion of all psychiatric services, the SSM service
involveaent overall stayed relatively steady, but, in spite of
considerable staff increases, the proportion of all psychiatric
service clients seen by CPNs each year reaained euch the saee
after 1979. Register data show that year prevalence rates of
contacts Mith psychiatrists increased fro* 14.04 to 16.75 per
1,000 total population between 1976 and 19851 CPN year
prevalence rates increased 7.54 tiees (froe 1.18 to 8.90) over
the saae period. Therefore, the contribution aade to total
psychiatric service year prevalence rates by clients seen by CPNs
only, aust have increased considerably, and accounted for the
fact that their contribution to the total psychiatric service

reaained steady in spite of large staff increases.

Until 31.12.1978 there were less than 20 clients who were in
receipt of CPN and HHSN care on point prevalence days (data for

ist SN alone, are unavailable). Table 39 gives the

Speci.

nuabers on each successive point prevalence count, together with

proportions who were aged under 65 and in the schilophren

ical category, and those aged 65 and over.
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TABLE 39
Clients on CPN and NHSN point prevalence counts
1978- 1985
Nuabers and percentages

Point Prevalence Aged Aged < 65
65 6 over  Schizophrenia
N X X
31.12.78 93 27 37
31.12.79 86 19 37
31.12.80 S0 14 S3
31.12.81 74 19 53
31.12.82 82 35 a7
31.12.83 100 35 48
31.12.84 121 32 45
31.12.85 120 45 48

At the end of 1984, 25X of HHSH and 91 of CPN clients were in
receipt of both HHSN end CPN care. Ae Table 39 «hows, the

aajority of clients coaaon to both services were either elderly,

or in the schizophrenia® nical group.
Table 40 below, coapares the proportions of clients who had only
CPN or SSN care on point prevalence days, and who had no further

contact with any other services during the following 365 days.
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TABLE 40
Clients with CPN t SSN only on point prevalence days
who received no other psychiatric care
during the following 365 days
Nuabers and percentages of CPN £ SSN only

Point prevalence CPN SSN

N X N X
31.12.76 46 47 S0 57
31.12.76 168 50 133 50
31.12.80 258 44 62 51
31.12.82 450 62 103 54
31.12.84 624 59 122 62

be seen that the proportions of CPNs and SSWs
year (<] each |
prevalence count were euch the saae and changed little over tiae.

ilar in both groups until 1978,

However, although nuabers were si
the growth in nuabers of CPN clients seen by nurses only was such
that by the end of 1984 the nuabers of such CPN clients were over
5 tiaes higher than the nuabers of SSWs® clients. The beginning
of growth in these nuabers coincided with the CPNs" aove to

priaary care bases.

The clinical categories of the cohorts of only CPN care and only
SSW care at 31.12.84 who received no other psychiatric care

during the following 365 days, are shown below in Table 41.
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TABLE 41
Client* in CPN only end SSW only cere et 31.12.84
who received no other psychietric cere
during the following 365 days.
Clinicel Cetegories

Percentages

Clinicel Cetegories CPN Ssw
Schizophrenie 14 n
Depression 35 28
Senile dementia 6 3
Anxiety stetes 16 7
Personality disorder 8 16
Addiction 4 21
Other 15 14
Total 100 ‘too
()] (624) 122)

The difference* in the kinds of clients seen by only CPNs end
only SSWs in the specified period ere cleer. CPNs supported
clients with “anxiety stetes j Specielist SWs supported clients
in the “personality disorder® end addiction® cetegories. Whilst
the proportions of clients in the “schizophrenie® cetegory ere
not high in either group, the nueber (90) of CPNs® clients in
this group who hed no contect with e psychietrist is
considereble. Whether this represented e group of clients who
did not ettend for out-petient consultetions, were prescribed
eedicetion by their SPs, or who were just not given en

out-petient appointment, is not known.
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fexA CFImJIjNITY PSYCHIATRIC MURSING AND SPECIALIST SOCIAL WORK

SERVICES, CASE REGISTER BATA, SUHHARY AND DISCUSSION

The difference between the CPN and SSM services® total year
prevalence rates, were seen to be solely the product of
differences in staffing levels, as the aean nuaber of clients
seen each year by individual workers was the saae in both groups.
There were however, substantial differences in the lengths of

continuous care given by CPNs and Specialist social workers.

There were also differences in the age and clinical categories of

their clients.

The SSWs were attached to general psychiatric teaas, and the

extent of their contacts for periods between 3 and 12 aonths,

with clients aged under SS, and in the schizophren

ical

“addictions®, personality disorder® and “other® c
categories, points to a considerable involveaent in the acute
psychiatric service. The fact that the nuabers of long-tera
clients per social worker stayed relatively stable over the
period showed that they did not continue to accuaulate long-tera

clients over aany years.

In contrast, the CPNs® work appeared to fall into two aain areas.
There was substantial evidence to support the proposition that
the eove to prieary care bases and the acceptance of referrals
direct froa 6Ps caused a change in the diagnostic coaposition of

their clients. Before 1979, their aain involveaent was with

clients in the schizophrenia® clinical category. After 1979,

the distribution of their clients” clinical categories becaee
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similar to that of the psychiatric services as a whole, as 6Ps
referred increasing nuebers of non-psychotic patients to thee,
and the nuebers of psychotic clients referred to thee by

psychiatrists fell.

The CPNs could thus reasonably be thought to have becoee involved
with the range of work generally undertaken by 6Ps in the care of
their non-psychotic clients, whilst continuing their original

involvement in the long-term care of clients in the

“schizophrenia® clinical group.

It has been shown that a substantial, but decreasing, proportion

of clients in CPN care for over 1 year fell into the

schizophren clinical group. Even though proportions declined
over time, it should be borne in mind that prevalence rates rose.
As CPNs were expected to provide long-term support, and
particularly to maintain clients on their long-term phenothiazine
injections, a build-up of very long term cases was inevitable.

At the sane time, CPNs continued to expand® by accepting new
clients referred direct from SPs, many of whom were shown to have
become long-term users of CPN services in their turn. Under such

circumstances, a serious overload on CPN services built up and

the service steadily expanded as a consequence.

The issue then arises that if this service expansion cannot be

sustained indefinitely, then either:

a) Some other service oust “take over®™ the long term care of

psychotic clients) or
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b) So*e restrictions on the build up of nee long-tera” cases

aust be achieved.

An overload on CPN services accoapanied by corresponding falls in

the use of other psychiatric services such as in-patient beds, or

out-patient clinics, Mould iaply the possi ity that a
redistribution of existing resources sight wholly offset the
deaands aade by the coaaunity® services. In fact, the data shoe
that use of these traditional®™ services actually increased
rather than decreased throughout the period studied, although
there is evidence that the rat* of in-patient adaissions and
accuaulation of nea long-stay” elderly clients are beginning to

fall.

There is a priaa facie case for supposing that these increases in
care given to clients under the age of 65 by psychiatrists Mere a
consequence of CPNs® exposure to deaand-led” referrals, as CPNs
theaselves referred clients on through the systea. Hon far this
seant that clients received aore appropriate care than they had
done in the past is not clear. Other register data shoM that the
decline in the proportion of people adaitted in the
schizophrenia® clinical group aas accoapanied by an increase in
the proportion of people adaitted in other clinical categories.
Honever, the extent to Nhich this increasing us* of other
psychiatric services aay also have been the consequence of an
increase in service provision (nhich in itself encouraged the
re-definition of criteria for specialist referral), rather than

constituted a response to increasing needs” is not knoan.
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The provision of social work cars poses different, and
considerable, probless. It has been shown that the proportion of

ist SW clients in continuous care for over 1 year reeained

Spec
stable, and as they had little exposure to a demand-led” influx
of new" clients, there was no indication of the service overload
so clearly seen in the CPN service. Patch teaes are however,
exposed to “deeand-led” increases in new referrals, and the
evidence presented shows, that in relation to elderly clients,
they have indeed experienced increased pressures on their

services.

Social Services Departmental managers have evolved a policy

work

whereby the Specialist SWs are expected to provide soci
support to people whose mental dysfunction is so severe that they

ist social work help. Patch SNs are expected to

need special

provide the kinds of soci work support required when symptoms
of mental ill health, even though they may be present, are not of

ist mental health social

the nature or severity to require specia

work input.

If there is a "need” for long-term social work care for any

client group, then the issues to be resolved arei

a) Which social work agency, Specialist or Patch, is the most

appropriate to give this care?

b) Where is the increase in resource, necessary if long-term

care is to be given, to be found?
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It Mas paradoxical that tha social workers who would be expected
to be least able to recognise signs of eental dysfunction (the
Patch teas social workers) were usually the first social workers
to encounter clients with no previous contact with psychiatric
services. It eay be thought that soae social services clients
who have eental health probleas and who eight benefit froa
referral to psychiatrists were being aissed” by the Patch teaa

workers.

Thus, the data show that the very different organisations of CPN,
Specialist and Patch social work services pose various probleas.

On the one hand, a priaary care based CPN service was likely to

have caused an increase in the nuabers of people receiving care
froa psychiatrists, and a non-aedical aodel of care aay have been

aore appropriate. On the other hand, a aental health social work

service where the Specialist workers aost likely to recognise
signs of aental ill health were the least likely to be the first

point of contact with services, aay have caused people who eight

have benefited froa specialist psychiatric care to be denied it.
These issues are of fundaaental iaportance but will probably
reaain unresolved at least in the short tera. The first part of
this study has aiaed to describe, priaarily using case register
data, how the CPN and aental health social work services related
both to each other and to the pattern of other psychiatric
services in Salford. The register data suggested that the
nursing and social work services operated in different ways. The

second part of the study to be presented, will seek, using direct
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obstrvational aethods, to describe tht day-to-day work of CPN*
and Spacialict SWs in a way that routint atrvict data can not.
It la hoptd that tht inaighta gaintd will furthtr infora tht
dtbatt on poasiblc Solutions to tht probltas o® providing

cooaunity cart for tht atntally i1 as illuatrattd and diacusaa

in prtctding chapttrs.
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CHAPTER 7

HETHQP PF P1RECT OBSERVATtfIN

The final part of tha study aiaed to coapare tha face-to-face
contacts betNeen social workers, their co-workers and their
clients, with the face-to-face contacts between coaaunity
psychiatric nurses, their co-workers and their clients. The
priae concern was to describe what workers actually did rather
than what they planned to do or what they said they had done.
Writers concerned with both psychiatric nursing (Towell op cit.,
Altschul op cit., Coraack op cit.) and social work <6oldberg I
Neil) op cit.) have found that theory and practice cannot be
assuaed to be the saae, and it is the practice with which these

sections are priaarily concerned.

The possibility that worker/client interactions could be tape
recorded, and interpreted after each interaction took place, was
considered to be iapracticable, and two other aethods of data
collection were considered:

a. researcher recording;

b. worker self-reporting.

fldv.ntag«. o< rasaarcher recording

1. Data are recorded by one person only, thus ainiaising

inter-rater differences.



Page 159
2. Interaction« «ro recorded as they happen, and do not rely

upon oeeory.

3. Interaction« recorded by an obeerver are thus aore likely to
reflect «hat did happen rather than «hat a worker thought

happened or intended to happen.

4. The observer is a«are of the extent to which the data are

coeprehensive.

5. The workers® usual work pattern is not interrupted by the

need to undertake additional recording work. The mposition
of such tasks ieposes a considerable extra, and alaost always

unwelcoae, burden on staff.

6. The insights gained by the researcher actually being with
the workers and observing interactions in person, assist

data interpretation.

Disadvantages of researcher recording

1. The nuaber of observations is liaited to the physical
capacity of one person. Thus fieldwork has to be spread over
a long period, and a longtitudinal study of workers®

interactions with specific clients, is precluded.

2. There is no way of assessing how far the researcher®s

presence affects staff/client behaviour.
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3. Thar* Mill be situations in ehich the prasanca of an obsarvar
Mill ba unaccaptabla aithar to tha cliant, or tha worker, or
both. Those are likely to ba in tha area of sexual
counselling, in group uork, or uhan a client"s paranoia

is likely to ba aroused.

One of tha oain advantages of observations taking place over tha
saaa tiaa period is that soae notion of tha characteristics of
clients in a prevalence count can ba oade. As prevalence data
are available froa case register statistics in Salford, there is

no necessity to use observational data as surrogates for

prevalence counts.

Both groups of staff regularly visit their clients in the coapany
of students, and staff and clients are therefore accustoaed to
the presence of others during interviCMS. Further, proponents of
an interactionist perspective Mould argue that even if an
observer”s presence did change behaviours, the observations Mould
recain of value (Douglas 1967| Atkinson 1978). However, the role

of researcher as observer-participant (as distinct froa

participant-observer <6old 1958)), envisaged in this project,

deaanded that the researcher*s presence should be as

Inconspicuous as possible, and should ainioise interference Mith

the dynaaics of uorker/client interactions. In order to ai

the possi ty of the researcher®s presence contaainating the

interaction she intended toi

1. Hake clear to clients her role as observer/recorder of the
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worker s activities!
2. To physically distance herself froe the client and worker,

and avoid eye contact with either throughout the interaction.

There reeains the possibility that the workers™ usual Methods of
work say be changed as a result of research observation. There
was no possibility that the researcher could observe interactions
without the knowledge of workers and clients, and any other
aethods of observation would also be liable to induce behaviour

changes.

In view of the advantages outlined above, and the fact that the
aain purpose of the study was to cowpare the work of two
different professions, which introduced the possibility of inter
professional differences in perception and interpretation as well
as intra professional differences, if self reporting weehanises
were used, it was decided that the researcher would adopt the
role of observer-participant used by Corwack (op. cit.) and
Altschul (op. cit.) in their studies of nurse/patient

interactions on wards.

It is argued that the presence of a researcher was no sore likely
to affect usual work patterns than the awareness that a self
reporting schedule wust be completed, and that, in any case, each

group of workers would have to react differently to being

observed in order to render coeparisons inva Further, as
other recently published work (Sladden, op. cit.j Paykel et al.,
op. cit. and 6oldberg and Neill op. cit.) had been based on staff

self reporting wethods and substantial differences between
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self-reported and observer-report«d data had b««n noted by
Pritchard (op. eit.), it «ould *«m important to t«it the use of

a different eethod of gathering data.
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7,2 KM RBIH fi If*8TRVWBHT

Both the Nursing Process (Crow op cit.) and the Case Review
Systea” (Goldberg It Fruin op cit.) provided frameworks which
aieed to clarify and integrate the contexts of various activities
which take place between workers and clients. The coeponents of
the two systeas have been seen to be sieilar in their
concentration upon the identification and solution of problems,
and have helped practitioners to review their work

systematically. The nursing process and the case review systea

both eaphasised the importance of placing each
overall context. The instrument which was developed to record
interactions with clients was, therefore, based upon these
frameworks in order to assist the researcher to systematise her
observations and to place them in the context of the workers”

past and future involvements with individual clients.

As the comparative aspects of this study were its prime focus,
and the nursing and social work frameworks were seen to
complement each other, the same recording instrument was used to
record the context and content of interactions with individual
clients undertaken by both groups of workers. Detailed
descriptions of the nature of group interactions were considered
to be beyond the scope of the present study. The researcher did
however, wish to describe the extent and nature of CPNs and

SSMs® interactions with other workers.
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7,2.1 The context od each infraction

Indorsation on tht conttxt od each worker/client infraction

consiittd od tht dollowingi

1) Claridlcation od tht ltngth od tiat workers and clients Mere
knoen to each other;

2) A record od the place od contact and it* duration;

3) A record od the presence or absence od others;

4) A record od others Mith whoa the worker was in contact
concerning each client;

3) A stateaent od reason(s) the contact took place;

6) A stateaent od what was achieved or learned as a result od
the contact;

7) A statement od what steps the worker expected to take
inaediately dollowing each contact;

8) A stateaent od overall objectives od care.

Ideally, a stateaent and validation od clients needs® in the
dora od problems to be solved would have provided additional
contextual material. However, the complexities od establishing
the range and severity od clients® and their daailies® probleas
was such that an adequate problem assessment could not be
undertaken within the resource constraints od the project. A

ed solution to this diddiculty was considered to be the

collection and analysis od the range and severity od clients”
psychiatric syaptoas, and details od the method used appear

below.

The contextual data outlined above were recorded dollowing a



Page

aixture of highly structured and open-ended questions, the
responses to which were recorded either iaaediately before,
during or iaeediately following each interaction. The only
exception to this aethod occurred in respect of CPNs" clients
seen at injection clinics, where the pace of activity was so
great that contextual data had to be collected and recorded at

the end of each clinic session.

The aethod of eliciting the above iteas of inforaation aay be

suaaarised thus:

Quest ions/Observat ions

Open ended Highly structured
Itea no. Itea no.
Before interaction
During interaction 2,3
After interaction 6 ;7 ;8

Responses to the highly structured iteas 1 and 4 were obtained

after the researcher read out proapt lists of iteas, and recorded

positive or negative answers to each itea.
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LI1*2 Tht interactions thimlvn

A variety of theoretical fraeeworks have been developed which aia
to facilitate the interpretation of face to face interactions
(Argyle 1901). As the strategy of presenting an overview of
CPNs" and SSNs”™ everyday work was adopted in the present study,
detailed descriptive data on the range of social skills used by

both groups of workers was precluded, and it was decided to adapt

aethods used by other researchers who had adopted si arly broad

descriptive strategies.

Sladden (op. cit.) asked CPNs to coaplete a siaple yes/no

checklist to record activities, which precluded the possiblity of

assessing the balance of interactions, as the degree of eaphasis
placed on each itea recorded could not be assessed. Paykel et
al. (op. cit.) atteapted to overcoae this difficulty by
introducing broad tiae aeasureaents for each checklist itea.
This aethod was atteapted by the researcher, who found the task
of assigning total tiae in ainutes to each itea to be beyond her
coapetence. The range of topics covered and the techniques used
in all but the aost siaple interactions were far too wide, and
the sequences too fragaented to be accurately recorded by her in

ainutes.

It was therefore decided to try a aethod which, whilst allowing
the balance of the interaction to be suaaarised, would also be
siaple to record. A aethod based on that used by Harks, Goldberg

and Hillier (1979), who classified the utterances of general

practiti luring patient consultati



Pag* 167

developed. Each utterance (sentence) eade by the worker was
classified according to a checklist of topics, using a siaple
stroke systea. Utterances were further classified into one of

the following categories:

a. clarifies/elicits information;
b. gives advice/infcreation;
c. supports/syepathises;

d. other.

This recording aethod was found to be easily achievable when the
range of topics in the checklist was contained on a single page,
and arranged in hierarchical order on the page. In the event of
any uncertainty caused when utterances were not clearly focussed
on one topic only, (e.g. discussions on the need to find

alternative accoaaodation because rent arrears had accrued aight

conceivably be coded under “accoaaodation® or “financ
probleas” topic headings), the topic itea recorded was the one
which appeared highest in the hierarchy. In fact, the use of the
hierarchy was rarely required as the topics discussed were

generally quite clear.

However, it was found that soae therapeutic activities were
appropriately recorded following agreeaent between researcher and
worker, and after each interaction a checklist was read out, and
a record of whether activities had taken place or not was aade.
It was also found to be practicable to tiae personal services”
and practical assistance® iteas. A suaaary of the relative use

eade of certain interpersonal procedures was also agreed by the
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researcher and worker at tha and of aach intaraction. The tiae
the contact began and ended was recorded *o that aean contact

tiaea and grouped® distributions could be established.

Categories of activities, topics, and procedures, were drawn froa

other studies of social work and coaaunity psychiatric nursing,

(Sladden; Paykel et al.| Goldberg t Fruinj Goldberg 6 Neill, all
op cit.) and were tested and aaended during pilot studies.
The data collection schedule (see Appendix 3) was piloted and

aaended between February and May 1983. Data collection began in

June 1984 and ended in August 1985.

The contents of the staff contact schedule were based as far as

t work

possible on the aodel of the client contact schedule. P
showed, however, that such a structure was over aabitious as
staff contacts frequently took place for very short periods, and
were not always conducted on a face to face basis, which
prevented the researcher froe witnessing the whole interaction.
Atteapts to relate inter-worker contact to specific clients also

iled, because the detailed enquiries necessary to establish

contextual inforaation interfered with the pace at which work
could be carried on to such an extent, that the enquiries were
abandoned. The inforaation actually gained, was, therefore,

considerably less detailed than was originally envisaged.

7,3 cgpiwe PETHQfiS

The contents of each schedule were translated into codes and

stored and retrieved by the researcher using a Delta 4 database
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and a aicro coaputar. A« can be aatn from the achadula, the
highly structured sections of the questionnaire were pre-coded to
facilitate the coding process. Replies to open-ended questions
which Mere recorded verbatie at the tiae of the observation, Mere
coded into various categories by the researcher. The categories

used Mere those decided upon by the researcher using a

coebination of topics and structure uhich as far as poss
reflected categories used to record the worker/client
interactions. A list of the Categories used appear in Appendix

ise the nuabers of errors or changes in

4. In order to ai
coding practice, responses to open-ended questions Mere coded
tNice, and any discrepancies checked and re-classified Mhere

appropriate.

?«4 SAHP1ING

Observations Mere liaited to CPNs and Specialist SWs working in
general psychiatry, thus nurses and social Morkers attached to
regional units, rehabilitation and psychogeriatric teaas Mere
excluded. District nurses, and social Morkers working in patch
teaas, also provide services to people suffering froe aental
illness, but tiae constraints were such that these aspects of

aental health work had also to be excluded from the study.

Out of a CPN departaent with an establishaent of 17 full-tiae
nursing staff, 11 nurses carried full caseloads and were thus
eligible for inclusion in the study. A randoa saaple was drawn
of 10 nurses, one froa each coaaunity base, half having coapleted

the one year full-tiae ENB coaaunity psychiatric nursing course.
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Th» «ix social Morkars attached to general psychiatric teaes all

took part in the study.

Host CPNs (Brough 1983) and SSMs worked to a weekly routine

although soae group and special activities (for exanple,
psycho-sexual counselling), took place at less frequent intervals

and are thus excluded froa the study data. It was thought that

ity for each staff aeaber

the observation of one week®s act

h individual

would adequately represent the aain kinds of work
clients undertaken by the two groups of workers. Observations
took place between June 1984 and August 198S. It should be noted
that observations of SSMs began in January 1985, after the
establishaent of the psychogeriatric service. The aeasure of
statistical significance used, unless otherwise stated, was the

12 test.

7.5 DESCRIPTION OF CL1MICAL STATE

fltiivang {nfUmn*

The data on incidence and prevalence of psychiatric service use
provide basic inforaation on the proportions of the general
population who eake contact with psychiatric services. The kinds

of broad clinical categories generated froa case register data

aay be considered sufficiently detailed and accurate for these
purposes (Jones et al. 1986), however, for a variety of reasons,
register diagnostic data by theaselves are less useful when aore

detailed descriptions of the clinical states of patients arc
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nade by the consultant psychiatrists dealing tuth each cm, the
diagnostic practices arc not standardised. Neither docs a
diagnostic catcgory alone, indicate the severity and total range

of syeptoes tihich cay be présent at any one tiee.

The eain purpose of obtaining detailed data on the clinical
States of clients, nas to describe in a standardised way, the
range and severity of syeptoes présent at the tiee the ttorkers”
study contacts took place. A second possible use of these data
Mas to clarify the extent to Mhich the diagnostic data recorded
on the case register reUected the diagnostic data generated by a

standardised eeasuring instrueent.

Various psychiatrie interviens have been developed Mhich aie to
describe, in a standardised May, the range and severity of
various syeptoes of eental dysfunction. The uays in Mhich these
relate to each other are discuised by 6oldberg end Huxley (op-

cit.).

international studies and in

The eost Midely used instrueent
the U.K. - the Présent State Exaeination (Ming et al. 1974) has
been developed and tested on people eho had already been referred
to psychiatrie services. In order to satisfy the Présent State
Exaeination (PSE) criteria a syeptoe eust be definitely présent
in order to be rated. Individual syeptoes are grouped into
syndroees and, via descriptive categories, into CATE60 classes
Mhich relate to International Classification of Diseases rubrica

(1977).  Thus, detailed or grouped data eay be used to give

various levels of descr ive data, and an Index of Déf
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(10), bated on hierarchical principals and the nuaber and typa of
syaptoes recorded, it used to define cate threshold” and

severity® levels.

There were, however, three issues which needed to be borne in

ity of the instruaent for the

aind concerning the suitab

purposes outlined above.

1. There was soae doubt about the extent to which the

reliability of ratings of syaptoas such as anxiety or depression
found in hospital patients would extend to the general
population, and soae CPN and Specialist SM clients aay have had
little or no contact with hospital psychiatric services.

2. There were no criteria included which allowed the allocation
of diagnoses of personality disorder”, and organic” illness.
3. The interview schedule was designed to be used by

psychiatrists, and although various studies had found that

suitably trained non-psychiatrists could satisfactorily

adeinister the questionnaire, there was soae evidence that

non-psychiatrists tended to rate higher levels of syeptoes than

psychiatrists (Copeland et al. 1973).

Notwithstanding these limitations, the PSE interview appeared to
be the instrument which most closely satisfied the requirements
of the study, and the researcher was trained in its use by Dr. C.
Dean, Consultant Psychiatrist, Hanchestmr University Department
of Psychiatry, during August 1983. The researcher further
familiarised herself with the schedule by conducting interviews

with a sample of patients newly referred to one of the Salford
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consultant psychiatrists during March 19B4.

7.5.2 S.iplina Tachmaues

As discussed earlier, the decision to observe and record the day
to day work of each worker over a period of one working week was
based on the preeise that this eethod would allow an overview of
the ways in which «cabers of the two professions related to
clients and other staff to be asseabled. Pilot work had
established that CPNs were likely to contact aore clients during
the course of one week than Specialist SWs, and that the total
nuaber of Specialist SW client contacts likely to be observed
during the study could be expected to be less than 100. In order
to obtain a balance between the desirability of large nuabers,
and the tiae constraints iaposed on the study, the researcher
decided to conduct PSE interviews on every 10th client contacted
by CPNs and every Sth client contacted by Specialist SNs. It was
anticipated that these data would provide an overview of the

clinical states of the two client groups.

In view of the fact that the PSE interview related to syaptoas
experienced by clients in the iaaediately preceding past (within
1 aonth of the interview date), it was planned to coaplete all
the interviews during the week ieaediately following that in
which the observations took place. Thus it was planned that a
one week period of observation would be followed by coapletion of

it PSE interviews the next week.
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During the study period various differences between the
adainistrative/aanageaent arrangeaents relating to the two groups
of workers were observed

8.1.1 Intra-Professional Supervision/Supoort

There was no established systea of work supervision/support for

the CPNs. As will be seen, there was soae inforaal opportunity
for case discussions with a saall group of interested workers,
but CPN aanagers had aade no foraal provision either for help

with individual cases or for overall caseload aanageaent In

contrast, the Specialist SN Teaa Leaders had a responsi ity to
provide regular supervision of individual cases and to undertake

ity for overall caseload aanageaent.

In both services a Referral Fora® was filled in for each newly

referred client (except for those asking siaple enquiries only)

which foraed the basis of an individual file. The Specialist

SNs" Teaa Leaders required (although the extent to which this
requireaent was fulfilled in practice was not investigated in
this study) detailed records of the progress aade with individual
clients to be kept as part of the supervision process. Apart
froa very occasional special inspections™ by the CPN Hanager,

the ways in which the nursing records were kept were unsupervised
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and unstructured.

Oro.niwtion o< th. »ortina day.

The CPNt worked a 9 a.a. to 5 p.a. day. Occasional evening work
was additionally undertaken by aost nurses. All but one health
centre had two CPNs working together. There were no arrangeaents
aade to cover for eaergencies or to systeaatise the arrival of

new clients, and 6Ps often sent patients directly to the CPNs"

offices after their consultations had finished. The 3 CPNs who

were based in a coaaunity * c”, did, however, arrange to

interview soae new clients referred to thea by 6Ps at specified
tiaes, and called in to the surgeries to which they were
"attached” to pick up the naaes of newly referred clients who

were then visited at hoae.

The Specialist SNs also generally worked a 9 a.a. to 5 p.a. day.
However, 24 hour cover was arranged by aeans of an on call®
systea. During the day, eeergencies and client self-referrals
were dealt with by “duty social workers®. All aeabers of the
Specialist SU teas each took their turn, together with one other
back-up social worker and one teaa leader, on a duty rota*. The
social workers usually used their duty periods (if there were few
eaergency” or “casual® contacts) to write up their case notes
and catch up on their correspondence. Apart froa those referrals
which arrived via the duty systee, assessaents/interviews with

new" clients took place at pre-arranged tiaes.

CPNs rarely aade specific appointaents to visit their clients,
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whereas Specialist SMs alaost always did. When questioned, the
CPNs gave various explanations for this practice, and cited the
fact that they had to cover “eaergencies” and could not therefore
sake fixed appointaents to see clients, as they aight be unable

to keep thea. They also argued that *it is iapossible to predict

how long a client will need so 1 cant aake appointaent tiaes".

The researcher considered that a further factor aay have been the
aedical/health tradition, particularly strong in health centres,
which usually requires patients to wait until staff are able to
see thea rather than structure staff work so that patients are
not inconvenienced - for exaaple, GPs and district nurses rarely
aake specific appointaent tiaes for their hoae visits even when

non-urgent visits are being aade.

8»2 .IMS WORKER? IN the STupy

Nine CPNs were Registered Mental Nurses, one was Enrolled. All

but one nurse had received basic training at the local aental

hospital, and all had had soae post-basic training. Five had
successfully coapleted a one year full-tiae Coaaunity Psychiatric
Nursing Course (one of these, the equivalent course for S.E.N.s);

one was a Nurse Therapist. Apart froa one nurse, who had been

working in the coaaunity for less than 3 aonths, all had a

ainiaua of 2 years coaaunity experience, and aany had auch aore

than this.

All Specialist SNs had obtained the Certificate of Qualification

in Social Nork (all froa different polytechnics throughout the
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country), and Approved Social Norker (Univeriity of Manchester
Departaent of Psychiatry) qualifications. Five of thea had
obtained their social «ork qualifications after coapleting
various kinds of higher education, 4 of ahoa had first degrees.

Tno had been in post for just over 3 aonths, one for just under

one year; all the rest had worked in Salford as specialist aental
health social workers for at least 1 year and all had previous

experience of working in area or patch teaes.

9.3 IHPm PUftl CUENT CONTACTS

When accoapanying aany CPNs, the researcher soaetiaes had to
explain the purpose of her presence and ask the client’s
peraission to allow her to record the interaction herself.

Nurses often introduced her to clients as a colleague or said
“1"ve got soeebody with ae to-day”, and did not in the
researcher®s opinion always give clients a genuine opportunity to

refuse her presence. In soae cases, the researcher was unable to

intervene without iaplying crit

isa of the worker, and opted to
allow the interaction to take its course without the client being
given a real opportunity to ask her to leave. The Specialist SHs
always explained clearly the purpose of the researcher®s presence
and phrased the question, asking the client"s peraission for her

to attend the interview, so that pressure to accept her presence

was ai ised. One social worker insisted on asking clients”

ised

peraission whilst the researcher was not present, which ai



Pagi 176

8r2tt Nm&i.r pf tpnUclt >n thg fjMtfy

Two hundred and tighty thru CPN and 76 HHSW individual contacti
Mere included in the analyeie. When cliente or workers wished
the obterver to withdraw, data on the context and future plant
for care only were recorded. Table 42 shows the nuebers and
proportions of listed contacts and it can be seen that a
significantly higher proportion of the Specialist SWs*® clients
refused the researcher”s presence <P<001). Ways in which these

refusals lay have affected the data are discussed below.

TABLE 42
Nuiber of Contacts in Study

CPN SSW
Hissed Contacts 1 4
Context and Future
Plans Only 9 17
All Interaction
Observed 274 61
Included in Study 283 78

During the period of observation, 10X of the CPNs* clients were
seen twice and IX were seen lore than twice (not always by the
saie nurse). Equivalent proportions for the SSWs (always seen by
the sail social worker) were 14X and 4X. Only 3 clients appeared

in both the CPN and SSN saaple.

The length of tin clients had been in each worker®s care is

shown below in Table 43.



TABLE 43
Duration of cart froe individual workers
Percentages
Duration CPN
No Previous Contact with Worker 13
Previous contact but < 3 aonths 30
] 3 < 6 Months 9
[] 6 < 12 Months 5
- 1 Year 1 Over 42
Total 100
[0 <283)

21
10
18

100
@8)

Although the CPNs saw a higher proportion of new clients,

difference was not statistically signi

individual

reflected the lengths of tiae workers had been
and 3 SSMs had been in post for under one year

possibly have accuaulated long-tera clients.

concerning

workers® care for longer periods to soae extent

Inforaation
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the

icant. The proportions in

in post - one CPN

and could not

length of care and turnover for each service ae a

whole appears in earlier chapters which analyse case register

data.
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8.3.2 ftp 6roup» and Clinical Cittapriti

The age groups and clinical categories of CPN and SSM clients are
shown in Table 44 below. The schizophrenia® category includes
those with unspecified psychotic illnesses®. It can be seen
that the CPNs saw over twice the proportion of clients in the
33-44 age group than the SSWs, and all this excess was accounted
for by clients in the schizophrenia® clinical category. Neither
diagnostic nor age differences reached the 5X level of
statistical significance. The higher proportion of SSW contacts

in the 23-34 age range were in the schizophrenia® and

“personality disorder® clinical groups; in the 43-54 age range
they were in the "schizophrenia® and depression” categories.
The excess of people over (5 in the CPN saaple was probably due

to observations of half the CPNs taking place before the

ist psychogeriatric teas becaee operational.
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TABLE 44
Clients Contactcd, by Age Sroup | Clinics! Category

Percentages and Total Nuabers

Age Schizophrénie ~ Dépréssion  Aniiety  Personality  Dcaentia Other Total
iroup disorder
R S R SR CPR SR CPR SR OR SR CR SR OR SR

MA 1
n @ H
1524 1 3 4 1 4 1 | 1 - 1 s B
R (15) 1101
2534 1 4 4 3 3 2 1 1 s 3 1 . 2 2
n [CORNEE)
344 X 15 5 ) 3 2 3 1 - 11 23
n [CORNEEN]
4554 X n W 2 3 3 1 1 = 1 1 B 2
R (50 (7
55-44 g' 4 s 5 » 1 3 - - 1 5 17
43) (13)
4574 X7 - s 11 - 3 1 - - 5 4
R @ @
X2 - 2 1 - . 2 1 11 74
n @) @
NK X 2 - - - 1 = 1 4 3 4
R ) ©)

TOTAL X 54 3 2 B ot 4 5 4 3 4 4
R@521 (U @81 (@2 @1 O @©» O O @© 1B © @3 7
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B.3,3 The rano» and seventy & tiltntf

As explained in Chapter 7, it was decided to suppleeent case

register diagnostic indorsation with sore detailed and

standardised clinical descriptive data obtained droe the Present

State Exaaination interview (Ming et al. op. cit.l.

Out od a total od 26 CPN clients eligible dor interview (every
10th contact), 7 people were excluded droe the analyses dor
various reasons. One client answered addireatively to every
single question on the schedule and was excluded because her
answers were considered to be unreliable; 1 client could not be
contacted dor interview; 1 client appeared to be deeented, had a
language diddiculty, and could not answer the questions
adequately; 2 contacts were with relatives only; 1 was dor joint
marital therapy; 1 client had already been interviewed in the SSM
saaple soae weeks previously. Twenty-one CPN interviews were

coapleted and are analysed below.

Fourteen out od a total od IS eligible client interviews (every
5th contact) were included in the SSN analysis - one client had
redused to be interviewed. One PSE interview included in the
CATE60 analysis was conducted by a psychologist, dollowing the

eoergency adaission od a client who was el

ble dor interview by

the researcher.

The CATE60 prograo allocates clients into groups which correspond
closely with 1.C.D. rubrics. The process works on a hierarchical

principle and allocates each individual into one class only. The
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tingle exception to this rule it the cate of date 0?, where the
borderline nature of the condition it tuch that another dato it

alto allocated on the batit of the non-psychotic tyaptoat

pretent.
TABLE 45
6rouped CATE60 clattet
Frequenciet
CATE60 classes CPN SSN

Schizophrenic t,
Paranoid psychoses
(S,0,P)* 8 10

Manic psychoses (H) 3 1
Depressive psychoses (O - -
Other depression R t N) 4 -
Anxiety states (A) 3 -
Other (X,0N) 3 3
TOTAL 21 14
- inc. 0? 3 4

Nuabert were stall, and at Table 45 shows, the SSH client!
interviewed eainly belonged to the "schizophrenia® and paranoid
psychoses® group, whereat the CPN clients were spread throughout
the CATE60 clattet. The distributions were not noraal, and the
difference between the two groups of clients at aeatured by the
Hann Nhitney U Test was not statistically significant. As the
clients who were classified 0? were assigned a second catego

class, a further statistical test was perforaed in which the
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second CATE60 class nss substituted for 0?. The distribution of
classes within the two groups becaae sore sieilar, as all but one
of the 0? second classes were in the “Other depression® group,

and 1 SSH client aoved into the anxiety™ group.

Index of defi

ion (ID) scores, arranged hierarchically, reflect
the severity of clients™ syeptoes. The higher the score, the

aore ’severe® the syaptoas. Scores of 4 and below are regarded

TABLE 46
PSE Prevalence ID scores
nuabers and percentages

CPN SSW
Scores N X N X
8 2 9 4 29
7 4 19 1 7
6 3 24 3 2
5 4 19 2 14
4 1 3 - -
3 1 3 3 21
2 3 14 1 7
1 1 5 . -
T 21 100 14 100

The Hann Whitney U test found no statistically significant
difference between the two groups of clients, and 71X of both
groups could be said to have experienced active clinical syaptoas

within one aonth of the worker/client contact.
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9rM Sgy~tl
Referral Source
Percentages
Source CPN SSH
Psychiatrist 20 24
Hard Staff - 41
Social Horkers 3 1S
CPNs 41 -
Priaary Care Staff 25 -
Client/Faaily 6 5
Other 5 14
Total 100 100
N @83) )

shows how client referral sources varied betweei

- workers (P<001) It is iaportant to point out
this Tabic refers to the sources of referral to each individual
worker rather than the sources of referral to the departaents as
a whole. The absences of CPN referrals froa ward staff, of

priaary care referrals to SSHs, and of referrals between the two

groups of workers were stri

ng. It is possible that soae of the
referrals froa psychiatrists to CPNs were generated froa “ward
rounds” and that nurses interpreted the process differently froa
the SSHs. Even if this was indeed the case, and the two
categories (psychiatrist and ward staff) were coabined, the
overall specialist aental health teaa/other agencies split varied

significantly (P<001) between the two groups of workers.
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The vast Majority of ptoplo (75Z) referred froa on* CPN to

another fall into the psychotic clinical group, and »ere in
rtcaipt of phanothiazinc injactiom. Host of these clianta Mould
probably originally hava been rafarrad for CPN cara by
psychiatrists. Ovar 60* of all CPN psychotic clients Mere
referred by other CPNs; 19X Mara rafarrad by psychiatrists.
Sixty-four par cant of clients rafarrad to CPNs by prieary care
staff (SB* of these Mara 6Ps), Mara in the depression/anxiety”

clinical group.

Seventy nine par cant of the referrals to SSHs froa Mard staff
originated fro* "Mard rounds®; half those referred by “"social
services staff® Mara froa non-specialist aantal health Morkers
and 71X of the referrals froa “other knoan® sources Mare froa day
care staff/agencies. These other” agencies referred clients
aainly in the “psychotic™ and "dapression/anxiaty” categories.
All referrals froa one SSN to another aara of psychotic”

clients.

186
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8.3.5 Place of contact and Person» prgjtPt

Although Table 48 below, shows that siailar proportions of
clients were seen at hoae and in day care settings by both groups
of workers, overall, place of contact varied significantly
<P<001). CPNs saw aore clients in a priaary care setting than
SSWs, and SSNs saw aore people on wards. The aajority of clients
seen in social workers™ offices were seen when the SSNs were on

duty*.

The tendency for CPNs to see aore clients alone than SSNs (P<025)
held true even when they saw thea at hoae and in priaary care
offices. Siailar proportions of CPN and SSU contacts took place
in the presence of relatives; higher proportions SSN client
interactions took place with relatives only, and in conjunction
with other workers. Overall, differences were statistically

significant (P<001).

Although siailar proportions of clients were seen at hoae by both
groups of workers, there were considerable differences according
to clinical category. Thirty-five per cent of the CPNs”
“schizophrenic® clients were seen at hoae, coapared to 671 of
their other clients (P<001>. Equivalent proportions for social
workers® clients were 48X and 39X respectively and the difference
was not statistically significant. The aajority of CPNs®

schizophrenic®™ clients were seen at the injection clinics”,

aost of which were held at health centres.
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8.3.6 Horker»® ditnt CQHtiCt ngtwerkl

TABLE 49

Norkers™ Contact Networks for each Client*

Percentajes**

Contacts CPN SSN
Psychiatrist 66 97
Other CPN 31 31
Other HHSN 12 17
Other Mental Health

StaH 13 67
Other 8SD Staff 13 22
Non-Health Professionals 5 20
Priaary Care Teas 62 23
Cliente Household 44 43
Other Relatives/Friends 24 47
Other 2 29
N (283) 8)

= Persons with whoe the worker was in contact
concerning each Client.

== These categories aere not eutually exclusive
therefore percentajes do not add up to 100.
It can be seen Tros Table 49, that SSHs had extensiva contacte

with aeabers of other protessions within the psychiatric teaa.

n
contrast, CPNs «ere over teice as likely to be in contact with
each other than to be in contact with cantal health stafl other
than the psychiatrist. Overall, SSNs had eider contact networks

for each in

idual Client than CPNs, though CPNs had core

extensiva links with priaary cara corkers. The sean nucber oi
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contact* p*r client Mat 2.7 for CPN* and 3.9 for SsMt.

Compared to other client*, for those with schizophrenia®, CPNs
Mere tore likely to be in contact Mith a psychiatrist - 55X and
77X respectively <P<001>, and other CPNs - 16X and 44X <P<001>.
Hith the exception of eeabers of the client”s household and sard

staff, Specia

ist social eorkers Mere sore likely to be in
contact Mith all other agencies for their schizophrenic clients,
and significantly aorc likely to be in contact Nith non-aental

health professionals - 41X and 8X (P<001)

8.3.7 Purpose of Contact

The breakdoan of purposes given in Table 30, shoes that SSUs
cited a aean of 1.3 purposes for each contact; CPNs cited 1.3.
CPNs aainly intended to administer physical/behavioural
treatments, and to learn about and observe symptoms/behaviours.
SSNs intended to learn and/or observe and give information/advice

on a Hide range of topics.
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Fivt per cent of thé CPNs", and «Il thé SSUs* “other™ learning
releted to aiiesseent” ahere thé topic Mei unspecified, or ahen

the aii

Mai deicnbed in generic tirai - for exaaple "to
find out Mhat hii probleai ara”. The locial aorkeri aere over
taice ai likely ai thé nuriei to describe their aiiciiaenti in a

generic rather than ipecilic aay.

It il not knoan hoa Far thé CPNs ute of the aord support® and
thé SSNi~ uie of thé aord encourage® repreiented reai
differences of aeaning. The fact that aoit of the SSWi~

encourageaent * concerned the foraation of professional

relatiomh aight iaply a particular social aork concepi.
Hoaever, even if support®™ and “encourage® aere coabined (i.e.

treated ai if they aeant thé saae), then thé SSNi intended to

aore support/encourageaent than thé CPNs.

For their schizophrenic clienti, CPNs purpoiei aere aore likely
than For their other clienti, to relate to thé folloaing topici -
givi treataent - 46X v 34X CP<0011, to obierve piychiatric

lyaptoai - 64X v 47X <P<001>. Speci

st social aorkeri aere
aore likely to be concerned aith lifestyle and coping skills (18X
v 10X1, “aelfare” (33X v 15X) and support <11X v 4X> for their
ichizophrenic clienti but none of theie differencei reached thé

SX level of statiitical significane!.
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ttx.3«6 CgnUct tftiriugp

The even nueber of individual client contacts per worker per
week, was 28 Tor CPNs and 13 Tor SSNs. The aean weekly total
tiae spent in individual client contacts was 456 ainutes Tor CPNs

and 315 einutes Tor SSNs. The CPNs, thereTore, spent a higher

proportion ol their tiae in individual client contact than the

SSNs.

TABLE 51
Mean Contact Duration by Cli

cal Category

cal Category Mean Contact Tie*
(Minutes)

CPN SSN

Schizophrenia/Paranoid
Psychoses 9 25
All Depressions 26 28
Anxiety States/Other Neuroses 31 37
Other 16 19
Total 16 25
(O] (283) )

Table 51 shows that the shorter CPN aean individual client

contact tiae was attributable to the very short aean indi

dual

contact tiae Tor clients in the schizophrenia/paranoid states

ical category. Figure XV111 shows the distribution oT

in dual contact tiaes Tor this group oT clients, coapared to
the rest oT the group. It car. be seen that CPNs spent

signiTicantly less tiae with each individual ient in the

"schizophrenia® category, than they did with others, and that

over 70Z were in contact Tor less than 10 ainutes. In contrast,
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SSWs Mere tore likely to spend longer with these clients than
with others, although it should be borne in Bind that the nuaber

of SSWs* clients in the schizophrenia® «as lon.

9,3.9 Vfrfag} intgrastipn»

Only 3X (N«9) of CPNs” interactions Mere not observed and
recorded by the researcher ahereas the verbal interactions of 19X
<N-15) of SSM contacts Mere not observed or recorded. Of the IS
SW contacts, tMO clients did not Nish the researcher to be
present on 3 occasions each, and one client refused on 2
occasions. Three clients thus accounted for half the aissing
observations. These three clients, plus a further 2 Mho refused,
Mere very upset and disturbed at the tiae of contact, and there
is no May of knoNing hoe far the SSWs® interactions Nith these
clients folloaed a different pattern than others ehich Mere
observed and recorded. Four contacts Mere aissed for
practical/logistical reasons and one because the client did not
Mish to discuss her probleas Nith anyone but the social Norker.
There Mas no reason to suppose that the interactions Mith this
latter saall sub-group of clients Mere significantly different

froa others observed.
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Topics were divided into Tour structural elements:

1. Asks questions; e its information;
2. 6ives advice/infornation;
3. Gives support/encourageaent/syapathy;

4. Neutral (none of the above)/general conversation.

Significant variations <P<001> occurred between the the groups of
workers in the overall structure of their verbal interactions and
in three out of the four eleeents when these were considered
individually. Both CPNs and SSWs gave sieilar aeounts of
support™ <8% and 7Z respectively) and advice and information
when speaking to their clients (43X and 45X of all utterances
respectively). The social workers asked aore questions than the
nurses - 42Z coepared to 35I, (P<001> and CPNs used general
conversation and neutral consent * over twice as such as SSNs -
13Z and 6Z, <P<001>. Even when general conversation®™ was
excluded froa the neutral coaaent " category, the CPNs® use of
neutral coaaent " reaained significantly greater (P<001> than

that of the SSWs



Percentages of all Utterances
Topics CPN
6eneral Conversation 7
Medication 12
Syaptoes/Behaviour 1B
Physical Sysptoas v
Treataent Explanation 3
For Treataent/Care 17
Social Life/Networks 6
Self Care/Coping 4
Finance 2
Accoaaodation 1
Inter-personal Relationships

Faaily 10
Other 2
Psycho-social History 3
All Other Topics 4
Total 100
N Utterances 12,736
Interactions Observed 273

N

Workers™ Verbal

TABLE 32

I Interactions by Topic

14

o B o w~ ~

sa R

10

100
4,268
61
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The distribution of topics discussed is shown in Tsblt 52 above.

As none indi

dually, foreed sore than 21 of the total, five
topics (bereaveeent, work, legal, anti-social behaviour, and sex)

which were specified on the data collection fore, were

incorporated into the other topics™ category. That work™ was
so little discussed was surprising, and perhaps reflected the
attitude that because the prospect of finding work was so reaote
generally, there was little point in exploring work issues with
this particular group of clients. No record of the nunbers of
clients who had a job was kept, but as the study progressed, the
researcher becaee aware of the fact that a working client was the

exception rather than the rule.

Whilst there was soae degree of overlap in the topics discussed,
and both groups discussed psychiatric syaptoas/behaviours
extensively, there was a statistically significant difference in
the overall distribution <P<001> Alaost 50Z of the CPNs®
utterances covered three topics - psychiatric symptoms/
behaviours™; treatment adeinistrative arrangements*| and
"medication®. Two topics - physical symptoms® and family
relationships® - accounted for a further 20X in total and all the
remaining topics accounted for only 30X of all CPN utterances.
These five topics dominated the nurses™ interactions in all four

elements, although the rank orders varied.

The SSWs discussed a wider range of topics and this held true in
all four eleeents. Host of their questions were about family

relationships <191 of all questions), closely followed by
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inquiries about psychiatric syaptoas/behaviours (17X). host
advice (167.) concerned financial aatters. Between 10" and 121 of
all advice given was about psychiatric syaptoas/bchaviours,
treataent explanation, adainistrative arrangeaents for treataent,
accoaaodation and faaily relationships. A breakdown of each

eleaent into topics appears in Appendix 5,

When topics were coabined into two types - “aedical® (aedication;
syaptoas/behaviors; physical syaptoas; treataent explanation and
adainistrative arrangeaents for treataent) and social
adjustaent™ (social life; self care; finance; accoaaodation;
inter-personal relationships; psycho-social history and "other),
the differences between the two groups of workers and the way in
which they related to clients in different clinical categories
were clearly seen. Fifty-nine par cent of CPNs" and 28X of SSMs®
utterances fell into the “aedical® type; 32X of CPNs® and 62X of

8SMs* utterances fell into the “social adjustaent” type.

Coapared to their non-schizophrenic clients, CPNs were slightly
aore likely to discuss "aedical” topics (63X and 67X
respectively) with their schizophrenic™ clients , SSWs were less
likely to dicsuss “aedical®™ topics (46X and 26X respectively).
Thus, the difference in eaphasis between the two groups of
workers (CPNs tended to discuss “aedical” topics, whilst SSWs
tended to discuss “social adjustaent® topics), becaae aore
extreae in respect of their interactions with clients with
schizophrenia®. The aean nuaber of CPNs™ utterances with each

“schizophrenic® client was 31.4, and with each other client was

62.9. Equivalent utterances for SSWs"® in ual clients were
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68.6 for those with “schizophrenia® and 70.6 for others.

Sfltgific iCtiyitiei and techniques

TABLE S3

Clients in Receipt of Specified Activities
Percentages*

Acti

CPN ssw

Counsel 1ing/Other
Verbal Therapy
Clinical Investigation
dedication Change
Drug Adainistration
Transport Provision

wn & v w N
|

Behaviour Therapy

Practical Assistance/
Personal Services

21
Other 8

NN

N 280 75

~These categories Mere not Mutually exclusive
therefore percentages do not add up to 100.

After each interaction, Norkers and researcher agreed upon

whether any of the above act

ties had taken place or not. The
breakdown in Table S3 illustrates the differences between the two
groups <P<001). It can be seen that the active therapeutic

technique aostly eaployed by the CPNs was the adainistration of

aedication and that of the SSNs was counselling. The CPNs
undertook “counselling” in 22X of their contacts; the social
workers gave practical assistance” or undertook soae personal

service®™ in 21X of theirs.
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The definitions of various types of verbal therapeutic®
techniques are aany and varied, and, in order to avoid confusion,
no atteept was aade to define counselling” precisely. A record
that counselling”™ had taken place was aade if any kind of verbal
therapy had taken place, and the recording aethod did not

incorporate any qualitative eeasures.

The clear differences shown above, were even aore narked for

clients suffering froa schizophrenia Drug adainistration, as

would be expected, figured highly - for 80% of these CPN client

ients were

contacts. Significanly fewer schizophrenic®
counselled - v 37X (P<.001). Fifty-five per cent of social
workers® “schizophrenic® clients received verbal therapy but this

was significantly lower than for their other clients (PC.025).

The data in Table S3 showed whether or not a particular acti
had taken place. In addition, after each contact, agreeaent
between worker and researcher was reached concerning the extent

to which various techniques had been used.

Figure X1V, below, illustrates the differences in eaphases of the
two groups of workers, according to the clinical category of the
clients. In respect of non-schizophrenic® clients, social
workers were aore likely than CPHs to exaaine clients®
relationships, undertake soae service or task, and offer support,
reassurance and encourageaent. CPNs were aore likely to show
disapproval, adopt a directive approach, undertake physical or

behavioural treataents and to allow or encourage ventilation of






p«ge

The picture changes when the techniques followed in respect of

ients are illustrated. It can be seen that

schizophirenic'
even though other activities took place, the sain techniques used
by CPNs was the adainistration of physical treatments. They were
also sore likely than SSNs to allow or encourage ventilation of

eeotions.

As SSWs did not give any physical or behavioural treatments, it
was inevitable that they used other techniques more extensively
than the nurses. However, the wide range of main® techniques
used by SSNs contrasted with the CPNs® who mainly® used physical
treatment methods in over 70X of their contacts with this client
group. The SSNs® main® use of various techniques did not differ
between their “schizophrenic® and “non-schizophrenic® clients,
whereas there was a statistically significant difference in the
"main” techniques used by CPNs in their interventions with

schizophrenic and non-schizophrenic® clients.

The CPNs® emphasis upon the administration of medication in their
interactions with their schizophrenic® clients confirmed the
observer*s subjective impression of shortcomings in CPNs

arrangements for the long-term care for these clients and their

ies. The observer noted that in the “injection cl

fam
questions about symptoms, were often made using the language and
tone associated with an ordinary social enquiry. A tendency to
avoid upsetting clients and to re-assure them, rather than
acknowledging and discussing strategies for dealing with
problems, was also observed. The presence of “active symptoms

at the time of PSE interview, confirmed that either the CPNs were

202
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unaware that their clients were experiencing syaptoas, or if they
were aware of thee, they had decided that aedical intervention

was inappropriate.

The CPNs™ greater use of “ventilation of eaotions® and
“behavioural treataents™ in their interactions with
“non-schizophrenic® clients also confiraed the observer"s
iapression that CPNs tended to adopt a re-active counselling
stance by showing soae reluctance to discuss their clients*®
eaotional/relationship difficulties in depth and by their use of
intuitive counselling approaches. In contrast, the SSWs were
observed to use structured aethods to help their clients to
clarify their probleas and to work out strategies for dealing

with thea.

e.3.11 Morlttrs ntroptions o< outco««.

In answer to the question ‘what did you achieve or learn froa

this contact?*, both groups of workers tended to suaaarise what

they had learned rather than what they had achieved. For

stration

exaaple, even when soae activities (such as drug adai
or provision of advice), had actually been observed by the
researcher, these were not, on the whole, aentioned as

achieveaents, and the researcher found herself proapting”

achieveaents. The data presented in Table 54 are therefore

liaited to an analysis of perceptions, that is, what the workers

said they had learned.



Page 204

TABLE 34

Perceptions of outcoae

Percentages of Client Contacts*

Topics CPN SSw
Psychiatric Treataent 16 17
Psychiatric Syaptoas/

Behaviours 56 40
Physical Syaptoas n 7
Clients” Relationships 15 36
Treataent Adainistrative

Information 5 6
Life-Style/Coping n 17
Social Contacts 5 13
Welfare 3 n
Professional

Relationships 5 7
Psycho-social History 4 4
Other 2 7
N Interactions Recorded 260

74
« Up to 4 perceptions were recorded therefore
percentages do not add up to 100.

CPNs said they

whereas SSHs learned a aean of 1.7.
siailar aaounts about psycho-soc
CPNs had aore new clients.

psychiatric and physical syaptoas;

other topic than CPNs.

learned a aean of 1.3 things after each contact,

CPNs and SSNs learned

1 histories, even though the

CPNs learned aore than SSWs about

SSWs learned tore about every

The differences between the two groups

was statistically significant (PCO01).
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The relationship* between purposes end outcoee ere exeained in
Table 55 below. It can be seen that, with the exception of
support”, where SSWs * purposes and achieveaents co-incided
exactly, and “other” (auch of which was general rassessaent ", the
results of which were presuaably specified under topic headings),
both groups of workers learned auch aore than they set out to
achieve about every topic. Overall, both learned three tiaes
aore things than they cited under purposes® although this
proportion varied according to topic. The proportion of actual
learning to purpose was highest for CPNs in the life-style
topic, followed by relationships and treataent adainistrative
inforaation®. Proportionate to purpose, SSHs learned aost about
"physical syaptoas® and relationships®, even though the latter
was the second aost frequent specific topic aentioned as a

purpose.



TABLE 55

Purposes and outcoaes of contacts - learning

Percentages of Client Contacts*

Topic

Treataent
Syaptoas/Behaviour
Physical syaptoas

Inter-personal
relationships

Adainistrative
inforaation

Life style/coping
Social life/networks
Nelfare

Professional
relationships

Psycho-social history
Support/encourageaent
Other

Total Contacts
Hean per contact

CPN

P 0
6 20
26 50
3 12
2 16
1 7
- 12
- 5
- 4
- 6
7 2
282 280
0.5 1.5

28
32

42

Pege 206
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SttPi to bt Taken laaediatelv after Contact

TABLE 36

Ntxt Steps Involving Othori
Percentages of Client Contacts»

Close 6 Consult/ Infora

. Refer On Involve
Agencies/Staff CPN  SSM CPN SSM CPN  SSM
Psychiatric Health 2 - 13 20 4 4
Social Services Dept.
(Mental Health) - - — 3 - -
Prieary Care 1
Other Health 1 —_ 4 — 2
Social Services Dept.
(None Mental Health) 1 1 1 3 - -
Other Local Authority
Depts. - — ” 4 —
Financial Agency - - - 4 -
Voluntary Agency - 1 1 3 4
None Professional - - 1 4 -
Other * - 4 - *
Total 4 3 23 43 7 3

N Clients CRN 280; SSM 78

* Up to 4 “next steps® Mere coded, therefore percentages do
not edd up to 100.
As Table 56 shows, SSMs were aore likely to consult/involve
others in the cere of their clients (P<001>. They also intended
to consult widely outside the health service. CPNs not only
intended to consult health service personnel when they did

consult, they also intended eainly to consult doctors

(psychiatrists in 72X of all consultations with specialist
psychiatric services, and 6Ps in 7BX of prieary care staff

consultations) rather than other workers« this was not true of
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the social workers.

Workers expected to take further steps theeselves following 66%

of CPN and 96X of SSW contacts. Table 37 outlines the actions

specified.
TABLE 37
Workers®™ Own Next Steps”
Percentages of Client Contacts*

Anticipated Action CPN SSN
Non-specific 3 7
Support/Maintain 10 16

16 16
6ive Physical/Behavioural
Treatment 36 -
Check on Compliance 2 3
Do a Task 11 12
6ive Verbal Therapy 5 27
Close Case
(Without passing on) 2 9
Other 2 2
N 260 71

Mean nueber of “next steps®™ per client CPNs 0.86; SSWs
0.91.

«Up to 4 next steps” were coded therefore percentages
do not add up to 100.
The wider range of options intended to be used by social workers
was again evident as was the CPNs® association with
administration of eedication"f and the SSWs* association with

“verbal therapy”.
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Ovrill Objectives

At the end of each observation, and following their
considerations of the "next steps® they would take, the workers
were asked to give their overall objectives for each client. An

analysis of their replies appears below in Table 58.

The two groups of workers stated reearkably siailar objectives in
regard to “cure” (i.e. relief of syeptoas), and “services". The
CPNs” tendency to see objectives in teres of “aaintenance” rather
than “change® contrasted sharply <P<001> with the SSMs whose aain

objectives were to effect “change” in day to day coping,

client/faaily coping strategies and inter-personal relationships.
Compared to their objectives for their other clients, for those
with schizophrenia®, CPNs were less likely <P<025) to cite
"cure” (21X v OX respectively), and “change® (22X v 10Z; P<025>.
They were tore likely <P<001> to cite maintain® (131 v 397.) and

to express objectives in teras of services (261 v 53Z). There

were no statistically significant differences in the Speci
social workers™ objectives far their <schizophrenic® and

non-schizophrenic clients.
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TABLE 58

Ovirall Objccti v*s
Percentage* of Client Contacts#

Overall Objectives CPN SSN
Cure

Prevent Syaptoas 14 14
Change

Client/Faeily Coping Strategies 6 15

Life Style/Daily coping 6 18

Inter personal Relationships 2 15

Other 1 10

Total 16 59
Maintain

Functioning 24 6

Support Relatives/Carers 1 -

Total 2 6
Moni tor/Observe

Syaptoas/Behaviours 3 -

Clients”™ Probleas 2 9

Other 1 1

Total 6 10
Services

Independence 1 Autonoay 7 14

Prevention of 1/P Care 21 19

Maintain Treataent 4 3

Other 8 5

Total 40 4

N - CPN 2791 SSM 70

« Up to 4 Overall Objectives tor each client Mere coded,
therefor* percentages do not add up to 100.
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B.4 WORK WITH 6ROUPS

CPNs worked with group* core than the SSWs. In conjunction with
the local Schizophrenia Fellowship 6roup one social worker had
organised a “drop-in® club which act For one afternoon each week.
During the course of the study another social worker, working
with the CPNs attached to the local health centre, finalised
arrangeaents to open a drop-in® club which also aet for on*
afternoon each week. Two SSWs (one of whoa, already aentioned,
had organised a “"drop-in® dub) also participated in weekly ward
group” aeetings at which ward staff and patients discussed issues
which caused concern in the day-to-day aanageaent of the ward, as
well as specific probleas patients had that they wished to
discuss with the group. No other SSM work with groups took place

during the study.

In contrast, all but one CPN took part in a group activity
although not all of the« aet during the weekly period of
observation. CPNs who worked together at health centres usually
shared the tasks of organising and running the groups. Three
CPNs jointly ran a weekly relaxation group which took place at
one hospital. This group varied in size, but generally,

«any of who* had been referred to the

approximately 12 people
CPNs by a general practitioner, eet and perforaed relaxation
excercises generated fro« a tape. The excercises were followed

by a cup of tea and soee socialising. One CPN, in conjunction
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with a psychiatric hospital pharaacist, ran a Meekly group in a
BP*s office, which aiaed to help patients Mho wished to reduce
their dependence upon psychotropic drugs. This group meeting
(observed by the researcher) was attended by two aeabers who were
advised about possible physical effects of withdrawal, and
encouraged to adhere to a personal jointly negotiated withdrawal
prograaae. Both aeabers were successfully following their drug

reduction prograames.

Nurses at two health centres each ran saall social groups
(involving a maximum of around 10 aeabers), which were attended
by variously aentally disabled aeabers. The prise aia of these
groups was to provide social contact in a sheltered environaent.
Membership of these groups was largely static and although
aeabers soaetiaes went on various “outings™ together there was no
evidence of any atteapt to integrate aeabers into ordinary social
activity, to improve social skills by using role play or other
therapeutic techniques, or to link with any local voluntary
groups. Indeed, one of these groups took place in an area which
had a local weekly “drop-in® group, but there appeared to be no
liaison concerning the operation of these two groups between the
staff involved! neither were any CRN clients seen during the
study period inforaed of the existence of the drop-in® club. As
aentioned earlier, CPNs from one health centre were involved with
an SSN in organising and attending a new drop-in® group. Two
CPNs working froa another health centre organised and facilitated
a “relatives® support® group which allowed relatives of elderly
deaenting clients to ventilate their emotions and give each other

support through sharing their experiences. There was no fixed
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pattern to the various group*, each being a response to deaand
felt by each group of CPNs, and preeises were acquired on an ad
hoc basis. There was also great variability in the aeount of

skilled professional input given.

WORKERS® STAFF CONTACTS

Table 59 shows the pattern of staff contacts at foraal™ (i.e.
pre-arranged) eeetings, which took place during each observation
period. Once again, the differing Cephases of priaary care links
for CPNs and specialist service links for the SSWs were evident,
although overall, both groups of workers attended siailar
proportions of aeetings. Although one of the 6 priaary care
aeetings was not tiaed, those that were, took ouch less tiae (a
aean of 39 ainutes) than the “ward rounds® (a aean of 163 ainutes

for SSNs; 96 ainutes CPNs).

TABLE 59
Norkers® *Clinical” Meetings with Other Staff
Mean per Worker

Worker(s) CPN ssw
Psychiatrist Only 0.3
Psychiatrist 1 Others 0.1 0.3
Priaary Care 0.6 -
Ward Round 0.4 1.2
Other 0.7 0.B
Total 2.1 2.3

N aeetings 22 14
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Tabl* 60 gives details of the less foraal contacts which took
place over the observation period, but which nevertheless forced
an integral part of an overall work pattern. These data do not
include the usual social contacts which occured but represent
people with whoa workers consulted and discussed issues relating
to their work. They do not include persons/agencies contacted by
letter - an activity in which the social workers were frequently

involved.
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TABLE 60

Staff Contacts outside Formal fleetings/Mard Rounds

Mean per Worker

Staff CPN SSM
Psychiatrist 1.8 1.0
CPN 0.9 0.7
Social Mork 0.9 1.7
Other Mental Health 1.2 5.7
Priaary Care 1.B 0.5
Administrative 2.2 2.7
Other 1.0 6.5
Total 9.8 18.7
N Contacts 98 112

CPNs contacted psychiatrists and prieary care staff, both
inforeally and in eeetings, eore or less equally! they had
lieited contacts outside the health service. The SSMs™ contacts
«ere eainly with neebers of the specialist psychiatric teae and
persons/agencies outside the health service. Hithin the
specialist teaa, CPNs tended to contact psychiatrists only,
ehereas the social workers had extensive contacts with other teai
eeebers also. Both groups of workers contacted adeinistrative
staff relatively frequently, a point which emphasises the role
played by clerical staff in co-ordinating and effecting service

ist social workers had

delivery arrangeaents. Overall, Special

twice as aany contacts with other staff than the CPNs.
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By*_FIFiSE«yftUQHS - summary M discussion

OratPinUgn pf park

Apart froa tht aajor difference in location - priaary care and a
coaaunity bate for the CPNs and hospital bases for the SSNs,
other differences eaerged in the Mays the tMO groups of Morkers
were aanaged and organised their Mork. There was little or no
clinical® supervision or support of the CPNs* Mork froa Mithin
their OMn profession, nor Mas there any “caseload supervision®.
There appeared to be little structure in the nurses aethods of
recording their Mork. The lack of a duty” systea and of a.
systeaatic referral procedure Mere associated Mith the practice

of calling on clients Mithout prior arrangeaent.

Various explanations Mere given for this latter practice (for
exaaple, “You can"t aake appointaents to see people because you
don"t knoM hoM long each person Mill take." “You don"t knoM what
Mill crop up and it"s better not to aake appointaents than to
break thea.” “You often Mant to go round Mithout Marning anyMay
just to see Mhat they"re up to."). When asked Mhy they thought
the social Morkers aade appointaents, a typical reply Mas
“pecause they only discuss things like finance and it"s easier to

knoM hoM auch tiae you need for things like that".

These responses could be interpreted in several Mays - the first,

that CPNs did not feel that their interventions Mith clients

should or could be sufficiently structured to enable thea to keep

to a tlaetable; the second, that the CPNs® conception of social
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workers™ work with clients did not include a casework™ eleeent;
a third, that CPNs just hadn"t thought of a solution to the
problen; a fourth that CPNs did not see the practice as a problea
at all - a aanifestation of a perspective prevalent in the health
service that staff tiae is valued more highly than patients*®

tiae, and/or that priority is given to acute or urgent cases.

In contrast, the SSNs* work «as aore structured and incorporated
supervision of work with clients and caseload aanageaent fro«
social work tear leaders. This supervision demanded or
encouraged detailed corpilation of case files. The SSUs
channelled emergency/casual referrals through a duty” syste«.
They structured their work so that they and their clients almost

ments. This is a likely

always aade and kept specific appoi
~anifestation of a social services perspective which is rooted in
valuing casework® with individual clients «ore highly than

valuing being able to respond to “emergencies ™.

ity to respond to urgent calls on an individual

The CPNs" ab
basis is highly valued by 6.P.S (DHSS 1978), landladies (Hunter
op cit.) and presumably by clients and families who are likely to
prefer a familiar worker to an unfamiliar one in the event of a
crisis. In order to achieve this level of immediate response,
the making and keeping of non-urgent appointments took second
place. The SSNs" administrative arrangements were such that they
gave priority to making and keeping routine appointments with

clients, as a consequence of which urgent or casual requests for

idual

assistance were met on a team basis rather than on an in

basis.
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This difference in eaphasis upon and response to urgent® and
“non-urgent” cases, has been identified as one of the aain
factors which inhibits the developaent of teaawork between 6Ps
and social workers in prieary care settings (DHSS 1978). The
data presented here indicate that sieilar differences in
perspective existed between social workers and conaunity

psychiatric nurses.

8.t,; Intra-prof.ssion.l supervision/succort

This study was not concerned to investigate the process of
supervision within either profession, and, because the discussion
which follows concentrates upon provision of supervision for
nurses, it should not be assuaed that the supervision received by
social workers was beyond reproach. The point being aade is that
the casework aodel of social work, based on psychotherapeutic
principles, deaands that support/supervision is aade available to

idual workers. There appears to be no such tradition within

in

psychiatric nursing, where supervision of work has, in the past,

been based upon discipline® (Harries 1976). When the
perforaance of nursing tasks is based upon “procedures®, the need

for “discipline” as opposed to enabling support® night be

argued. If, however, nurses are expected to sake judgeaents and
iapleaent therapeutic change, their aain need is for enabling

support®™ (Henzies 1960).

The CPNs in Salford aoved to prieary care and coaaunity bases in
1979. They had clearly been placed in a position which iaplied

that they were expected to aake judgeaents. Their aanagers had
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not, hOMtvtr, implemented changes in tht style oF supervision to
cooplooont this expectation. Inspit* of the CPNA*s (1963) n*U
argued case For the kind oF supervision Mhich contributes towards
staFF development, there is evidence that, thus Far, such
supervision systees have not developed to any appreciable extent
anyuhereiSkidaore t Friend op cit.). DiFFerences in

arrangements For clinical® and “caseload” supervision between
CPNs and Specialist social workers in SalFord are, thereFore,

likely to be Found in other districts.

It is postulated that one oF the Factors contributing to the slow
development oF supportive supervision For CPNs is that there are

le For nursing oFFicers to

only lieited opportunities avai

ion skills because:

develop these superv

a. Hany nursing oFFicers have not yet had the opportunity to
acquire the basic counsel ling/assessaent/judgmental skills they

are supposed to advise upon;

b. The shiFt oF emphasis From “discipline” to "support and
development™ inherent in the implementation From such a system
requires the kind oF management training which has traditionally

not been available within the nursing proFession.

It must be concluded, thereFore, that any large scale training
initiatives will need, at least initially, to incorporate
trainers Fro* outside the nursing proFession. There is also the
wider question oF whether all nursing supervision, whether on

wards or in community settings, should shiFt its locus Fro*
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to support and developaent

8iia3 TFfwprk

It was likely that the different physical basts of ths two groups
of workers afftettd ths proftssional networks of tach. The
prisary cart bases of tht CPNs inevitably improved the

ties of cotaunication between thee and eesbers of the

poss
prieary care teae. They did indeed have sore extensive links
with prieary care workers (aostly 6Ps) than the SSWs. However,
it aay have been that this ieproveeent was achieved at the
expense of coaeunications with aenbers of the specialist

psychiatric teas.

Although soae contact with psychiatrists was aaintained, data on
referral sources, contact networks, place of contact, next steps
and foraal and inforaal staff aeetings, all indicated that, in
the case of CPNs, contacts with aeabers of the specialist
psychiatric teas other than psychiatrists were auch aore liaited
than those of the SSNs. This lack of contact was disturbing
because it reduced the capacity of the CPNs to contribute to the
caro/treataent/aanageaent of their clients when they had spells
of in-patient care. During the period of the study only one CPN
was observed to contribute significantly to the "care plans
discussed at “ward rounds™. Thus continuity of care and
consistent treataent plans were virtually iapossible to achieve,
and aost CPNs had no involveaent whatsoever in their clients”
in-patient care and treataent. Indeed, the CPNs were heard to

coaplain that they soaetiaes did not even know that their clients
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had bc*n admitted or discharged.

The tore extensive priaary care links of the CPNs did not offset
their tendency to work aore in isolation than the SSNs. Although
the aean nuaber of foraal “clinical” staff meetings was similar
for both groups of workers, the aaount of tiae spent in these
meetings was significantly less for CPNs - aainly due to the

relative brevity of the priaary care clinical™ staff meetings.

In relation to all other paraaeters which indicated the aaount of
contact with other staff, (persons present at contact, contact
networks, next steps, and inforaal staff contacts) CPNs were
significantly aore likely than SSNs to work alone. That this

tendency was also accoapanied by lack of foraal clinical

support/supervision fro* within their own profession leads to the
conclusion that the CPNs worked in an Isolated and therefore

unsupported position. This aitigated against the developaent of

their existing skills and against the acquisition of new skills
and perspectives. There seees little doubt that the aove froa
being consultant-attached to being 6P-atteched, Increased the

CPNs” isolation.

The specialist social workers were very auch part of the

specialist psychiatric teas, contributed to in-patient “care
plans® and continued the plans on patients discharge. In
spit* of the close relationship with hospital based staff, their
contacts with professionals outside the health service were

extensive. In contrast, their relationships with GPs and other

priaary care workers were poor.
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On« reason for this sight hav« been the SSNs* involveaent with
“acute” psychiatric care as distinct froa involveaent in
long-tera psychiatric care. Whilst 6Ps” patients receive care
froa specialists, it is quite usual for coaaunications between
the two to be restricted to referral and discharge letters.
Close personal contact between specialist and priaary care
workers would therefore be unusual. There would also be
logistical difficulties if 6 specialist workers were expected to
liaise with all 6P practices. There was, however, little

evidence that there were extensive personal contacts between

Patch teaa workers (who would be aore likely than the specialist
workers to be involved in long-tera psychiatric care) and priaary

care teaa workers.

Although individual studies have shown that social workers and
6Ps can co-operate successfully (for exaaple, Goldberg € Neill
1972), there is a considerable literature which deaonstrates the
aany conflicts which exist between the two professional groups
(DHSS 1976; England 1979; Huntington 1981). It ia therefore

ist

considered likely that the lack of contact between Speci
social workers and 6Ps was, at least to soae extent, duo to
differences of perspective and organiiation. That the SSNs in
Salford had largely overcome these differences with psychiatrists

eay have been due to the unique history of co-operative working

in Salford, and way thus liait the extent to which these

conditions apply in other areas.

s | Ferlie (op. cit.), however, found that eany of the
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social services departments they surveyed had specialist
hospital- based teams, although the extent to which social
workers and psychiatrists worked in collaboration rather than
conflict is not known. It aay well be that because psychiatrists

aay be aore aware than 6Ps of the relevance of non-aedical models

of care, and specialist mental health social workers may be aore

aware than their other colleagues of the relevance of med
models of care, that the two groups of workers have learned that

they can co-operate successfully.

A report of a Salford project which aimed to design and implement

a mechanism for multi-disciplinary generation of care plans and
reviews of people with long-term mental health problems has
highlighted the fact that there was little co-ordination between
the various members of particular professional groups (Whitehead
199*/). The National Schizophrenia Fellowship has been
instrumental in drawing attention to the lack of co-ordination or
consultation between patients, relatives and professionals
(Priestly 1979). There can be little doubt that«

a. The needs of long-term clients and their supporters are n

complex and likely to change over time;

b. That the co-ordination of services - that is, collaboration
and teamwork between professionals and clients - is the only way

in which these complex and changing demands can be optimally met.
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Differences in skills/techniques and perspectives

Perhaps the aost striking difference between the two groups of

workers was the eean nueber individual client contacts which took

place within one week (28 for CPNsj 13 for SSWs). Even though
this was partially accounted for by a high proportion of very
short contacts aada with clients suffering froe “schizophrenia®,
CPNs spent a greater aeount of tiee each week in individual

ient contact. They also spent «ore tiee in client groups.

SSNs on the other hand, spent «ore tiee than CPNs in contact with

clients at “ward rounds” where individual in-patients were

interviewed and plans for their “treatment® were discussed by a

nulti-disciplinary specialist tea«.

Teaawork demands ti«e as well as car«it«ent, and it is perhaps a
further indication of the CPNs® “health™ perspective and SSNs*
social service®" perspective that the nurses opted far
single-handed direct client contact rather than the
ti«e-consu«ing collaborative approach favoured by the social

workers.

Seventeen per cent of SSN clients refused the researcher
per«ission to observe and record the contents of worker/client
interactions, and the SSM sample size was reduced to 61. Eight
of these refusals involved four patients (2 of who« were seen
three tiaes) who were extreaely disturbed at the ti«e of contact
and it can not be known how far the exclusion of these
interactions affected the overall picture. Neither is it known

how far the presence of the researcher affected the interactions
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observed. Notwithstanding these itations, the differences
found between the CPNs® and SSWs*® interactions with individual
clients were consistent with differences found in other

variables.

Striking differences in the use of skills eaerged. The CPNs®
capacity to give injections was one obvious difference, another,
perhaps less expected difference in view of the fact that CPNs
are espousing a widening role in the care of psychiatric
patients, was the CPNs® comparative lack of use of

counsel ling/verbal therapy skills. The definition of the various
ranges and levels of verbal therapy® is a tortuous process, and
for this reason no attempt to delineate particular methods was
made. However, it was possible to reach worker/observer
agreement at to whether verbal therapy of any kind had taken
place and the social workers used this technique extensively - in
72X of all their contacts, whereas CPNs “counselled® less than

one quarter of their clients.

Another major difference between the nurses and social workers

was their aanagement/care of clients with symptoms of anxiety.
Although little use was made of formal behaviour therapy
programmes by the nurses during the study period, advice was
given about methods of coping with these symptoms/behaviours.
Clients were invited to attend relaxation groups set up by the
nurses themselves, they were advised to use relaxation tapes and
were encouraged in their efforts to overcome their symptoms.
SSWs were never observed to give this kind of information or

advice,



Another difference, which wee not clearly deeonatrated by the
data preaented, was the aeount of tiee SSWs spent aobilising
other services for their cliente. This activity was to soee
extent indicated in the data showing staff contacts outside
foraal aeetings in which the social workers were wore than twice
as likely as CPNs to be engaged. There was, however, a
considerable aeount of activity <not eeasured by this study) in
which contacts were eade by letter with such outside agencies as
DHSS, Housing Departaents and organisations providing hostel
accoaaodation. Another exaaple of resource aobilisation “ was a
one-day Welfare Rights Conference which the aeabers of the
psychiatric social work departaent were organising to raise the
awareness of welfare” issues in all disciplines within the

hospital as a response to their (the social workers®) concern

ent or correct

that patients were not always receiving suffi
inforaation concerning payaent of benefits whilst in in-patient

care.

Data on workers® purposes, contact networks, interactions,
activities, techniques, perceptions and next steps, all indicated
that the CPNs and 6SNs eaployed different skills and perspectives
in their work. The CPNs related aainly to doctors (psychiatrists
and general practitioners), and discussed aainly aedical® topics
such as syaptoas, aedication, treataent arrangeaents.

Counselling® and verbal therapies® were used in less than one

quarter of contacts.

In contrast SSNs, although they also discussed syaptoas and
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treataent arrangeaents, engaged in such wider ranging discussions
with their clients. They were concerned with faaily
relationships, various welfare® issues such as finance and
housing, and clearly applied their social science knowledge base
to their work. That their perspective was that of the client
functioning In the context of ordinary coaaunlty, rather than
within eedlcal networks, was eaphaslsed by the fact that even
though the social workers were hospital-based, the data (contact
networks, Interaction content, inforaal staff contacts and next
steps) Indicated considerable Involveaent with non-aedical
networks. This conpared with the CPNs® two aain areas of contact
- specialist psychiatric services and priaary care service staff,

which were not only both in the eedical/health context, but

related speci

cally to doctors.

There were indications that underpinning the differences in the
kinds of hclp/care given by the two groups of workers was a
difference with regard to their adoption of a re-active or
pro-active therapeutic stance. There was a narked aeasure of
agreement between CPNs and SSHs concerning overall objectives for
relief of syaptoes and independence froa service. There were
significant differences in their objectives for raaintenance” and
change”. SSHs were over three tiaes aore likely than CPNs to

see change® as an overall objective. The greater proportion of

CPN clients in the psychosis™ clinical group did not wholly
account for this difference. Although 71X of the SSHs clients
for whoa “aaintenance® was the overall objective were in the
psychosis™ group, this objective applied to only 18X of their

total psychotic® clients. In contrast “aaintenance® was the
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declared objective tor 431 of CPNs” psychotic clients.

It eay have been that the nurses orientation towards
aaintenance” and the SSMs® orientation towards Tchange
reflected their clients® needs. This supposition was supported
by the fact that CPNs received referrals direct froa GPs, and
were involved in the long-tera care of psychotic clients, whereas
the SSUs were actively involved in “acute™ psychiatric care.
However, the results of the PSE interviews did not support this

supposition and equal proportions (72X) of CPN and SSW clients

were found to have syeptoas above the tub-clinical level. Even

if the researcher, as a non-clinician, had reported higher levels
of syaptoaatology than a psychiatrist (Copeland et al. op. cit.),
that would not have accounted for the fact that no statistically

significant difference in the range of the two groups® clients”

syaptoas was found.

8.6.5 C.r. o< diltnt, mth ithi:ochr«nic® illnims

Evidence suggested that the CPNs had different perspectives on
and expectations of schizophrenic® and non-schizophrenic*®
clients, and the care given to the foreer group had «ore aedical
eodel " content than was incorporated into care given to clients
in other clinical categories. Continuity of aedication has been
identified as a aajor factor in the prevention of “relapse” in
clients suffering fro* schizophrenia, and the value of the CPNs®
contribution in continuing care and support of these clients
cannot be over estiaated. They also encouraged clients to attend

for aedical review, and as recent work in Salford has found, a
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eubitantial «inority of cliente do not rtctiv» a Medicai r«vi«h

if th«y do not attend an out-patient c ic (Whitehead 1987).
Furthar, both their health cantre baie and th«ir personal
reiationships with their cliente coabined to aake thé nurtet auch

aore approachable” then peychiatriets if cliente or their

relative« needed advice.

HoMever, 60Z of thé contacts with schizophrenic® cliente took
place at “injection clinica”™ held aainly in health centres, and
contact tiaes aere very short indeed. Although 221 of all CPN
cliente received eoae kind of couneelling, only 9X of psychotic
cliente or their faailies «ere given any verbal therapy. It
could be argued, and indeed was by aost CPNs, that thie wae a
responee to Client neede and that aost cliente Mere stable and
nell eettled in thé coaaunity. The extent to Mhich thie aay have

been so «ili be discuesed later, but it ie suggested that the

CPNs, for a variety of reasons, Mere unlikely to have been «Mare

of thé full extent of all their psychotic cliente” neede

Obeervation suggested to thé researcher that thé practice of
adainistering aedication, (often Mithout a hoae visit for aany
years) at health centre ‘injection clinics®™ was not conducive to
a proper assessaent and discussion of cliente” aental statee,
social functioning or welfare neede. The nurses explained that
thé rationale behind such a aethod of “treataent”™ was that by
attending the clinic cliente shoMed that they Nere taking
responsibility for their oen health just like “noreal * patients.
It was also considered to be an “efficient” aethod of “treating

a large nuaber of people. A further vie« Mas that soae clients
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didn"t want a home visit and that to insist upon one would aaount

to unjustifiable interference.

Ir. the opinion of the researcher clinic contact tides were often
too short to allow nurses tiee to assess all but the eost severe

psychiatric syaptoes. She observed that the nurses often used

the language and tone of a purely social rather than clinical
enquiry, and did not, in her opinion, encourage clients to
discuss any difficulties they eay have had, thus liaiting the

nurses” abi ies to recognise signs of the presence of psychotic

syaptoas, social/faaily dysfunction, and the extent to which
various welfare” benefits aay be required. The fact that PSE
results showed that aany clients had active syaptoas should not
be overlooked either, as it underlines the need for regular and
detailed aedical review. The researcher®s PSE interviewing
experience has convinced her that specific questioning is likely
to be a necessary “assessment® technique if the full range of
clients” syaptoas are to be discovered. She encountered no
clients who thought the questions intrusive - rather, they
appeared to be glad to be able to discuss their difficulties with

soaeone .

The study data showed that when CPNs gave injections, this tended
to be the aain activity undertaken, and other accounts of CPN
activities have reached siailar conclusions. Hunter (op. cit.)

found that patients and relatives expressed disappointaent that

the adainistration of injections was associated with the

"stopping of conversation® with the CPN. Sladden (op. cit.)

found that clinic contact ti n ter than



Page 231

community visit tints, and concluded that the range of
information which nurses could derive solely froe contacts at the
clinic was very restricted. She also gained the iepression that
although nurses showed that they could identify relationship
difficulties within families, they did not apparently know how to
deal with thee, and eobilised various defence mechanises to

escape from the problems.

The influence of family life on the course of schizophrenia
(Brown et al. 1962 1 1972) and the evidence of the burdens on
families caring for a psychotic member (Grad I Sainsbury 19eB;
Creer & Wing 1974) are also well known, and there can be no doubt
of the need for therapeutic counselling and for practical help

for f ies, as well as for clients themselves.

Apart from psychiatrists, the CPNs were the only other spec st
workers who undertook long-term responsibility for the care of
this group of clients and CPNs" contribution was primarily to
ensure the maintenance of regular medication. The conclusion
that there remained considerable unmet needs for other kinds of

ist social workers

specialist help cannot be escaped. Speci

were observed to provide much of that help, though their numbers
were limited, and the policy of the Social Services Department
was that care should be transferred to Patch teams when “acute”
symptoms subsided. The contribution made to the long-term care
of these clients by Patch team workers was not investigated in
detail, but other evidence suggests that mental health problems
do not have a high priority in generic social work departments

(Neill et al. 1976; Little t Burkitt op. cit.( Rowlings 1979).
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The c«se register data given in Chapter 5 also confira that the

long-tera eental health care given in patch teaas Mas liaited,

and mas largely confined to elderly clients.

Analyses of work undertaken as part of a faaily intervention
study in Salford (Tarrier 1987) confiras that CPNs® aain
contribution to the care of these clients is to ensure
aaintenance of aedication. It also confiras that Specialist
social Morkers work intensively Mith patients and their faailies
after discharge fro* in-patient care - but that this intensive

follow-up is given to only a proportion of all in-patients.

The intensive work of the type undertaken in the faaily
intervention project Mas not routinely undertaken by service
personnel. The results obtained by Tarrier and Barraclough
(1987) indicate that further training in these aethods is
required if the benefits of this kind of intervention are to be

fully realised. Specialist social workers Mould appear to be

likely candidates for this kind of training, but there is no
possibility that further social Mork support for these clients
and their faailies Mill be available unless staffing levels are
increased. The final report of the Salford Schizophrenia Care
Co-ordination Project (Whitehead op. cit.) also confiras that the

aore detailed assessaent of “needs® carried out under the

auspices of the Project has revealed a requireaent for aore

specialist social work input which cannot be aet if staffing
levels do not increase. When clients have long-tera
difficulties, it is all too easy for staff as well as clients and

their faailies, to settle into a routine which aaintains a status
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guo. The rmircklr lilt strongly that thara ehould ba a aora
poaitiva approach to tho caro of thoao cllanta and tholr
faollles, ao that optleua lovola of functioning aro proaotod and

aalntalnad.

Tho diocuoaion thus far has concentrated upon unaet needs for the
long-tera care of peoplo In the schlcophrenla® clinical

Category. Casa roglator data analyood for the lalford dental
Illnoaa Planning Toaa shooed that people In tho achliophrenla
clinical category accounted for only half the nuaber of chronic”
sorvlco uaore aged betuean 15 and 04 idantlfiod ovor a 4 ytar
period. If tho aaauoption la aada that all long-tera servlet
users havo a variety of unoot neoda, than tho iapllcatlona for

tha aental health services are auch that urgent attention oust bo
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8,6,6 Support to orioary car«

The CPNs Mere observed to work in a priaary care tatting rather
than a hospital setting - one quarter of the interactions
observed involved clients referred directly to the nurse by a 6P.
The Specialist social workers rarely related to priaary care

aorkers and did not receive referrals directly froa 6Ps.

It is not known what the GP referral criteria were, but there is
evidence to suggest that for aany of the patients identified by
6Ps as suffering froa ainor psychiatric disorders®,
psychotherapy would be likely to be their treatment of choice
(Shepherd et al. 1966). Goldberg and Huxley (op. cit.) cited
psychological help, drug therapy and environaental aodification
as the three principal nodes of treataent open to priaary care
physicians and recalled the views of the World Health

Organization (1961) which noted certain general needs such as "a

tolerant attitude, dependability, continuity, and interest....and

attention to the needs of close relatives of the patient”.

CPNs undoubtedly gave such psychological help - they were
observed to listen with understanding and consideration to the
patient"s difficulties, and to dispense syepathetic explanations,
reassurance, advice and support* - a description of sieple
psychotherapy® put forward by a Working Party of the College of
6eneral Practitioners (1936). They eonitored drug therapy and
organised relaxation groups, but were not observed to becoee euch
involved in the exploration of the needs of relatives, or in

environeental codification.
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The CPNs could thus be thought to be appropriately involved in
the therapeutic care required by eany 6Ps” patients. However, it
is ieportant to afcertain the criteria operated by 6Ps for
referral for CPN care. 6oldberg and Blackwell (1970) found that

6P§ needed special training to iaprove their “case-finding”

techniques, and the cruicial “filtering”™ role played by 6Ps by
virtue of their virtual eonopoly on referral for specialist
psychiatric care, was discussed by 6oldberg and Huxley (op.
cit-). It therefore appears likely that GPs nay refer, at least
soae, patients to CPNs in the expectation that the nurses will

assist the« in the perforeance of their “filtering® role.

The nurses™ probable greater experience of people who have eental
illnesses eay be thought to equip the« to undertake this
“filtering™ role. The researcher has reservations. The present
study found no evidence to suggest that nurses had received
adequate training in the assess«ent of nental dysfunction. In
their traditional ward bases, nurses have little need to develop
the kinds of assessaent skills required by professionals whose

ies encoapass a "filtering” role. It aay be that

responsi

due to their great experience of aental illness and its

ient ski

aanifestations, that soae nurses have developed suff
to enable then to carry out a “filtering” role with aore
success” than 6Ps. That, in the opinion of the researcher, is
not sufficient to Justify such a practice continuing in an

uncontrolled way.
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< legi ized professional competence. Service developeent

should not be dependent upon “the luck of the draw®. More

research is required to investigate 6P direct referral criter
and to establish whether psychiatric nurses® professional
training equips then to adequately perfore a filtering role.
These arguaents have a wider relevence currently, as the

proposals aade in the Cuaberlege Report (1986) are being debated.

Medical officers of health have been aware of the correlation
between social conditions and health status since the aid-19th
century. More recently there have been two reports of aajor
studies which rewind us that forty years after the inauguration
of the national health service the correlation reaains
(Whitehead 1987fc; Black 1980). That psychiatric syaptoas and
social dysfunction are inextricably entwined is even sore widely
recognised than the general health/societal correlation, and the
lack of contact between prlaary care and specialist social
workers found in this study was disturbing. Low Specialist
social work staffing levels could be identified as a cause of
this lack of contact, but conflicting social work/eedical

perspectives were also likely to have been iaplicated.

The researcher suggests that the ways in which these conflicts
have been resolved in the past, have fallen into two eain
categories. One solution frequently adopted has been

avoidance®. Social workers and doctors avoid each other (Winner

Report op. cit.). They do not generally work on a day-to-day

basis together, and they operate within separate adai

structures.
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A *«cond «olution has bean to issue “challenges®, and each group
has tried to coapensate for perceived deficiencies. Doctors,
particularly BPs, are having their collective confeiousness raised
to the relationship between social and health dysfunction. They
are, however, not routinely trained to respond to social probleas
in any way except referral to other agencies, or by prescribing

sers have

“aedical* solutions. Prescriptions of tranqui
consequently soared. It is no wonder that the arrival of CPNs,
to whoa they can refer and receive an instant response’, is
widely welcoaed by GPs. In contrast, social workers are
generally castigated for their lack of awareness of “aedical”
probleas. They have responded by “specializing® in particular

“health® client groups. The irony of this specialization is that

the workers whose training and experience are the aost likely to
equip thee to be able to recognise aedxcal " probleas, are rarely
to be found in Patch teams, where this expertise would perhaps
enable thea to refer for aedical help appropriately.
Additionally, the arguaent against non-aedical personnel

undertaking “filtering® roles, applies to social work as well as

psychiatric nursing.

Soae possible solutions to these problems will be discussed in

the final chapter.
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CHAPTER 9

HMftL PTSCUS5IQN» CONCLUSIONS and recgnhendatigns

9,1 CQHHUNITY PSYCHIATRIC NURSING AMD SPECIALIST SOCIAL WORK

PRACTICE

Tht objectiva of this study Mas to compare the Mork of CPNs and
Specialist social Markers in Salford. The major differences

found are suaearised thus:

1. TeanMark, CPNs Mere «ore likely to Mork alone than Mere
Specialist SMs. When they did Mork Mith others, the CPNs" formal
and informal contacts focussed primarily on doctors

(psychiatrists and GPs). The Specialist SWs® had extensive

contacts with other «e«bers of the specialist psychiatric teag,
with non-health professionals and Mith informal carers. They had

few contacts Mith eeebers of the primary care tea«.

2* 5.ills and Techniques. The therapeutic technique mostly used
by CPNs Mas the administration of aedication. They also gave
advice, both to individuals and in groups, about methods of
coping Mith sy«pto«s of anxiety and undertook soae verbal
therapy. The principal therapeutic technique used by social
Morkers Mas counsel ling/verbai therapy. The social Markers also
gave practical help and mobilised resources provided by non”

health agencies.

3. Content of Verbal Interactions. CPNs used more general

conversation than Specialist SNs; Specialist SWs asked more



Fage 239

question! than CPNs. Both gave similar amounts of advice and
support. Sixty-three per cent of CPNs discussions concerned
syiptoas and treateent, compared to Z6X of SSMs discussions.
Fifty-nine per cent of HHSWs " discussions Mere about social

adjustment, coapared to 30X of CPNs discussions.

Although there mas no intention to assess the quality of

work, it is of relevance to note, that other work (Hunter op.
cit,j Sladden op. cit.j Skidmore 4 Friend op. cit.) confirmed the
shortcomings in CPNs*® interviewing and counselling skills
observed by the researcher. It is also noteworthy that, although
the CPNs saw many clients who had symptoms of anxiety, their
usual treatment methods Mere the provision of relaxation
tapes/classes and encouragement and advice about managing
syeptoes. They were rarely (with the single exception of the
Nurse Therapist» involved in the design or implementation of

specific behavioural programmes.

4- giff vIlt"ti 1" the Schizophrenia Clinical Cateoarv. CPNs

spent significantly less time in face to face contact with

individual clients in the schizophrenia® c cal category than

did the Specialist SNs. The data suggested that CPNs took a
predominantly re-active stance with this group of client«.

st SNs appeared to adopt a predominantly pro-active

Spec

stance to these and all their clients.

ist sM

The main differences in the organisation of CPN and Specia

services Mere:
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*e till Tull CPM« >*«< »ithtr in health entree or in a

coaaunity clinic. Spacialiat SNa nara hospital basa0O.

2* TtH htftrthjfl, Although CPUs aorkad lass aith othars than
tha Specialist SMs, they related aora to prioary cara norkars
than to psychiatric taaas. Spacialist SHs norkad as aeabars of

consultant led psychiatric teaes.

3* Sufltr»iston/Support. CPNs received no foraal caseload
supervision fro* neabers of their own profession. They relied
solely on inforaal, aostly peer group, support networks.

ist SWs received far*al supervision and support fro* their

Special
tea* leaders. They also received support fro* their aeabership

of the psychiatric tea*.

4. Duty ?yftea, CPNs did not operate or take part in a duty
system. They worked a 5 day week fro* 9 a.*, to 3 p.*.. New
referrals or eaergencias were dealt with on an ad hoc basis.
Specialist SHs took turns to aan a 24 hour duty syste* which
dealt with eaergencies (both in and out of office hours» and any

ad hoc callers.

3. Acpointafnijs. Apart fro* injection clinics which were held
at fixed ti*es, usually in health centres, CPNs did not usually
-ake fixed appointaents to see their clients. Neither did their
clients usually *ake fixed appointaents to see the CPNs. The

SSMs alaost always aade and expected their clients to sake fixed

appointaents.
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9.2 ROLE AND PROCESS

The littrature reviewed =1 Chapter I illustrated a general
pre-occupation with questions concerning role rather than
process. This study has been priearily concerned with process
rather than role, and It Is considered that, in a coaplex «entai
health service, professional role prescriptions as traditionally
described - l.e. In teres such as "assessaent”, “treateent” and
“follow-up® - aust inevitably overlap to a large extent. Thus, a
pre-occupation with role alone, will confuse rather than clarify
perceptions of contributions aade by various professional groups
to the overall «entai health service network. The contention
here is that a description of the processes by which various
professional groups act out their roles will be aort likely to
illustrate the ways in which the day-to-day work carried out by
various professional groups overlap or are distinct, and how they

fit into the overall service pattern.

9.3 THE RELEVANCE OF ft THEORETICAL/CONCEPTUAL BASIS TO DAY-TO-DAY
WORK

The data presented in this study, (derived froa both the case
register and fro« direct observation of day-to-day work)
suggested that the CPNs applied a variety of concepts
(biological, behavioural, psychotherapeutic), to their work, and
that, in contrast, the Specialist SWs work was underpinned by

two distinct conceptual bases (social and psychotherapeutic).

By adainistering drugs, observing their clients® «entai states”,
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and by encouraging clients to attend far medical review, the CPNs

eainly applied a biological aodel to their care of

schizophrenic® clients. By monitoring the effects of
dedication, providing a sympathetic listening ear and by advising
an relaxation techniques, they also applied biological,
psychotherapeutic and behavioural eodels to their work with other
clients. The facts that the nurses®™ own professional contact
networks centred round doctors (psychiatrists and GPs), that

specific behavioural programmes and pro-active counselling were

not much employed, and that nurses received little

intra-professional “clinical” supervision/support all suggest

that the biological model was the most frequently applied.

The Specialist SWs* efforts to ensure adequate finance and
housing to enable their clients to function within non-medical
social networks, and their frequent application of verbal
therapies, were evidence of the social and psychotherapeutic
concepts they applied to the care of all their clients. The
facts that their contact networks outside the health service were

as wide as those inside the health service, and that their

managers gave cal™ supervision and support, provided
further evidence of their underlying social and psychotherapeutic

theoretical perspectives.

The professions/semi-professions i Of medicine,
clinical psychology and social work have their roots in the
biological, behavioural and social sciences respectively. Each
of these sciences has an established, if constantly refined,

theoretical/conceptual basis and body of knowledge. Day-to-day
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decisions and action« can thus bt based upon a glvan «at of

concapti and can therefore be, to toaa extant at least,

standardised and anticipated. In other Mords, one can broadly
anticipate which particular conceptual base and body of knowledge

a clinical psychologist is likely to apply to his or her work.

A distinct and standardised theoretical/conceptual base which
informs community psychiatric nursing (thus allowing others,

health or social services professionals, or planners, to

anticipate the kinds of day to day acti ies in which
psychiatric nurses are likely to engage), has yet to be
established. Psychiatric nurses have traditionally applied
theoretical models which others have developed and refined, and

it is this which is both the strength and weakness of coeaunity

psychiatric nursing.

The strength of the CPNs® present position is that they are
likely to have acquired a basic working knowledge of the

perspectives and skills of other professionals, and have

particular knowledge of biological models. It is argued here
that this level of theoretical/conceptual knowledge properly
allows them to assist in the process of negotiating and
aonitoring how clients/patients respond to the various kinds of

treatments*/help prescribed and administered by other

professionals. Training in the application of various concepts

istration of

(for example, their present training in the adm
drugs), would allow nurses to undertake therapeutic interventions

prescribed by others.
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It is considered unlikely that the present entry requirements,
basic training or experience of psychiatric nurses, or indeed of
any one professional group, could ever be considered to be
rigorous or lengthy enough to provide thee with all the
theoretical and knowledge bases of the eedical, behavioural and
social sciences. The weakness of the CPNs® position then, is
that, in the absence of a distinct theoretical base which
underpins all nursing activities, assessaent skills based upon a
thorough knowledge of a relevant conceptual base and body of
knowledge cannot be developed except by undertaking soae other

kind of professional training. Such training is, in the authors

view, required to legitiaize, at least as far as other
professionals are concerned, the assessment for and prescription
(as distinct froe the application) of any therapeutic

intervention.

It follows then that, unless further training, experience and
qualifications which sake legitimate their rights to prescribe’
eedical, behavioural or psycho-social therapies are acquired,

ies should be liaited to eonitoring

nurses therapeutic acti
the progress of treatment, or administering treataents/therapies
prescribed by members of other professional or semi-professional

groups.

M the relevance QF professionalization

A medical qualification, bv law, legitimates the prescribing of

medicines. Social workers have statutory duties and powers

governing enforced admission to mental hospitals and the care and
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protection of children end elderly people. There is no

professionel boundary backed by the force of lax which Ha
right to prescribe” behavioural, social or psychotherapeutic
interventions, and these Trights” have becoee the aain
battleground between the professions. Each professional group,
for exaeple, psychologists, social workers and nurses, foraulates
and excercises its own legitiaation process, and this process of
legitiaation is one of the liaits to the extent to which each
group is seen to be successful in claiaing professional or

seat-professional status.

The eoveeent to claia professional status for nurses is,

therefore, inextricably involved with this process of

legitiaation of "liaits to coepetence and the right to
prescribe® various treataents. The existence of legal barriers
to nurses” claias to medical prescribing rights have liaited the
extent to which they have advanced claias in this area. However,
changes in the law advocated in the Cuaberlege Report (op. cit.),
show that even this barrier is in the process of being breached.
CPNs have, however, advanced on the fronts of the behavioural and
social sciences, and, as CPNs themselves claia their "rights to
prescribe” behavioural and social “treataents”, so the potential

for conflict with psychologists and social workers grows.

It is the differences between the nurses own, and other
professions® perceptions of the legitiaacy of their claias to
various prescribing rights® which lie at the heart of the
present conflicts, and conflicts there are (Hacleod op. cit.,

Dingwall op. cit.), between psychiatric nurses, particularly
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coeeunity psychiatric nurses, Mho have advanced the aost
"dale*", and the various professions involved in the provision
of nental health care. In contrast, the conflicts between
social workers, doctors and clinical psychologists are likely to
be the result of perceived conflicts of the relevance of each
others” theoretical/conceptual frameworks rather than conflicts

concerning each others” limits to competence’.

The ways in which these conflicts are resolved are of crucial
importance to the development of community care networks. The
social workers” avoidance of primary care teams is one probable
result of ideological conflict) the rationale behind the move by
CPNs from hospital to primary care bases is not clear, although
these moves appear to be increasingly undertaken. One hypothesis
generated by this study is that the move into primary care and
the acceptance of referrals from sources other than psychiatrists

are ways in whichi

1. The conflict between CPNs and other members of the specialist
psychiatric team is reduced by avoidance (the withdrawal fro*
other specialist staff whose perceptions of the CPNs’ competence
to intervene, may not be equal to those of the nurses
themselves))

2. Joining a group (i.e. primary care staff), who value their

expertise more highly than do their specialist colleagues

increases the nurses” self esteem:

3. The desire to widen their traditional psychiatric nursing
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rol« is achieved because a primary care base offers the freedoe
to undertake a wide variety cf tasks, as «any of the constraints
which operate in hospital settings do not apply in prieary care

settings.

9,3 SKILLS AND PROFESSIONALISH

There is the danger that the association of distinct skills with
one professional group only, will restrict the developaent of

appropriate care networks for the following reasons:

a) Shortages in any one professional group would prejudice the

foraulation or completion of overall treatment/care plans;

b) The pace at which local authorities and health authorities

ies for caring for

progress towards shi ng responsib
mentally disabled people will vary throughout the country. If
clients® and their families® welfare is not to be dependent
solely upon this progress, both health and local authorities «ust

st skills.

be free to e«ploy people who have requisite speci.
If those skills are exclusively possessed by single professional
groups, the restrictions upon the appointment of particular
professional groups (e.g. health authorities can not e«ploy
social workers) will mean that districts who are unable to reach
a satisfactory level of agreeaent between health and local
authorities will be unable to provide the full range of services

required.

Although the disadvantages of separately funded health and social
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service agencies different capacities for growth, and the

difficulties this engenders joint-service planning and

development, and the difficulties caused be the restrictions on
the professions each agency can employ, could be overcome by
their forming a single administrative unit, the difficulty posed

by particular professions™ monopolies of various skills would

remain.

There is a dilemma here for the established mental health
professions. In contrast to the health service, which has
traditionally employed members of established professions,
voluntary agencies, such as Lifeline, which have became

increasingly involved in the direct provision of care have

demonstrated the advantages of the freedom and flexibility of an
organisation which bases its care networks on skills rather than
professions. It is argued that if clients” and their supporters”
needs have been established, and the mental health professions as

currently recruited, trained and organised cannot aeet those

needs, then some mechanism which allows health and local

te skills rather than purchase

authorities to purchase the requi
professionals, who aay not necessarily possess the requisite

skills, should be developed.

This does not imply the wholesale jettisoning of professional
boundaries, as professional groups which ensure their members

Is, will ensure their own survival, but

possess relevant ski

there will also be skills such as “groupwork ski

behaviour therapy" skills which aay

psychotherapeutic® skil

be possessed by members of any professional group. It should be
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born# in aind that “prescribing”, implementing, and aonitoring
various ‘“treataent programmes require different levels of
theoretical/conceptual understanding which provides the framework

for a grading® system to be designed.

If conflict between professional groups is such that it results
in each group striving for professional excellence, and that
excellence is relevant to clients® and their supporters® needs,
then the conflict aay be considered to be conducive to good
professional practice. This study suggested that certain
inter-professional conflicts had been resolved by avoidance.
Specialist social workers and GPs were seen to have avoided each
otherj CPNs were seen to have avoided members of the psychiatric
tean. The former avoidance is likely to have resulted in
inappropriate referral for CPN car# when referral to a social
worker may have been eor# appropriate. The latter avoidance®,
which resulted in CPN attachment to primary care teams, is likely
to have increased the numbers of clients being referred to a CPN
who might more appropriately have been referred to a psychiatrist
or a psychologist. It also is likely to have been instrumental
in the CPNs® drift away from caring for psychotic clients, and
their absence of involvement in the construction of in-patient

and post-discharge care plans.

on that the present distrust and

It is the researchers opi
competition between professional groups concerning the legitimacy
of claims to various levels of competence will continue until

some system of validation of claims which is independent of each
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Inter-professional teamwork in psychiatry, hat generally be*n
confined to in-patient car* (though it frequently does not
involve any real collaboration with patients), and has been
conducted at “ward rounds®. The solution to the problems of
professional competition® based on conflicts posed by
differences in theoretical perspectives, (which results in

clients receiving whatever care is offered by the first

professional contacted, rather than the professional(s) who have

the skills to meet clients “needs®) proposed here, is that all

people referred for specialist psychiatric care should be

assessed by a multi-professional teas, rather than by cambers of

individual professions.

The different theoretical/conceptual models™ which explain® the
phenomena of mental “illness® discussed in Chapter 1, and the
differences in the ways CPNs and Specialist SWs care for their
clients, clearly demonstrate the multi-factorial nature of mental
ill-health. If assessment of problems is carried out by team
members who have different theoretical approaches, and these are
explained to clients and carers, then there should be a basis for

tly negotiated care plan to be established. It is

aj
suggested that this model should be used at initial assessment,
and for systematised periodic review, and not only if a client

requires in-patient care. It is further suggested, that in order

to facilitate such a team approach, members of specialist
psychiatric teams should share accommodation with each other, and
not physically maintain groups based upon professional

deaarkation. The roles of the managers of each profession could
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thus change their ««phasis froa adeinistration' to the promotion

of professional excellence.

CORE OF THE LQW6-TERH MENTALLY "ILL"

The data presented showed that, apart fro« psychiatrists, the
only other aental health professionals involved in the provision
of long-tera psychiatric care outside hospitals, Mere the CPNs.
Although a ’diagnosis’ of ‘'schizophrenia’ aay be held to iaply
that long-tera psychiatric care is required, case register data
shoMed that clients in other clinical categories Mere also
long-tere psychiatric service users. There is thus a substantial
proportion of clients <302 of all those aged betMeen 15 and 64
Mho contacted the services in any one year is the estiaate) using
the general psychiatric services (Mhich in Salford and in aany
other places, are organised to give acute care), Mho have
long-tera needs. The run-down of large aental hospitals Mill add
to the already substantial proportion of clients Mho need
long-tera care, and there can be no doubt of the need to provide
co-ordinated long-tera specialist services outside hospital, for

these clients.

2,6, 1 CPH W.Yit»» - m <trnt .my fra, onm (or mycl

clients

Case Register data showed that the coaposition of CPN caseloads

changed. In 1976 clients in the “schizophrenia® clinical
category accounted for 40X of all clients seen in that year,

whereas in 1985, the proportion was 19X. Proportions of clients
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in the “schizophrenia clinical group Mho received continuous CPN
care for at least 1 year reduced from 78Z at the end of 1973 to
33X at the end of 1985. The observational study data shoMed that
not only had the coaposition of nurses” caseloads changed in
emphasis, fro* psychotic to non-psychotic clients, but the aean
amount of tine spent caring for individual psychotic clients nss
less than tMO thirds that spent caring for individual

non-psychotic clients.

Thus the CPNs*® move a*ay froa caring for schizophrenic® clients,
to caring for clients in other clinical categories, Mas
considerable. The CPNs represented the aain new investment in
coaaunity services Mhich had taken place over the study period,
and the data presented in this study confira that in Salford the
dangers forseen by the Select Coaalttee (House of Coaaons op.

cit.) - that nee resources eight be used for eore attractive~

ient groups - have coee to pass in Salford.

The processes Mhich underlay this shift in emphasis require a
study in themselves, but several clues have emerged Mhich Mill be
considered here. The composition of CPNs" caseloads changed
after their move from hospital to health centre bases. The
proportion of CPN referrals Mhich came direct from GPs rose, and
in 1984 accounted for b2X of all referrals compared to 16X froa
psychiatrists. Psychiatrists tended to refer psychotic clients,
and GPs tended to refer non-psychotic clients. Thus the increase

in numbers of GP referrals brought about an increase in the
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proportions of non-psychotic clitnts on CPNs” caseloads. Case
Register data froa Southaapton and Worcester, where CPNs worked
as part of the specialist psychiatric teaas and were not exposed
to the kinds of direct referrals froa GPs that the Salford CPNs
were, showed that the proportions of clients aged between 23 and
54 in the schizophrenia/paranoid states and affective
psychoses™ categories were substantially higher in Southaapton

and Worcester (Wooff et al. 1987).

It is argued here that a aove to priaary care bases and exposure
to direct referrals froa BPs will, if uncontrolled, tend to lead
to resources flowing to aore ‘attractive” client groups. When

that exposure is accoapanied both by lack of clear stateaents of

policies/prioritios and lack of professional support and caseload

icult”

supervision, the drift away froa care of the aost “di

client groups is likely to be unstoppable.

C*re of clients with chronic psychiatric difficulties

It was not the purpose of this study to evaluate the kinds of
assessment/treatment/care offered to clients with long-tera
difficulties, but the findings have far reaching laplications far
the ways in which services for this client group should be

organised. The data showed that, apart froa contacts with

psychiatrists and day centre/hospital provision, the only other
long-tera support and treataent for long-tera clients and their
faailies was given by CPNs. No other professional group

undertook long-tera care of these clients or their faailies.
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Th» needs” of this group of clients and their faeilies have been

I documented over the past decade. Pressure groups such as

Schizophrenia Fellowship have been instrumental in raising public
and professional awareness of these needs. Work has shown that
the ways in which families behave and function can trigger
symptoms, and has shown how highly skilled work with faeilies can
reduce relapse rates (Brown et al. op. cit.j Tarrier £

Barrowclough op. cit.).

In 1985, an experiaental scheae funded by D.H.S.S., which anted
to develop administrative mechanisms which would facilitate the
provision of such treatment and care, was set up in Salford
(other schemes were also set up in Hackney and Southampton). It
quickly became apparent that the only long-term care plans which
had been made in the past, were for medical care in the form of
administration of medication. Such other long-term
treataent/care as had been provided e.g. day care, was not part

of an overall jointly negotiated plan, but was the result of

dual agency after

treataent/care initiated by each indi
referral. There was no automatic review aechanisa in operation
except that governing the prescribing of long-acting
phenothiazines, which, following instructions froa CPN aanagers,
required aedical review at 6 aonthly intervals. These 6 monthly
reviews did not always involve a face to face contact between a
psychiatrist and a client. Medication was sometimes prescribed
as a consequence of psychiatrists requesting and receiving

reports from CPNs.

The implications of the arguments concerning the desirability of
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establishing liaits to professional boundaries, supported by data
obtained as a result of direct observations, are that whilst it
®«y be reasonable to expect CPNs to carry out and monitor the
progress of aedical treatments such as the administration of
long-acting phenothiazines and to encourage clients to maintain
treatment and attend medical reviews, it it unreasonable to
expect them to either identify the need for, or give, other
specialist help, such as changing faeily behaviour patterns,

organising ways in which clients say achieve independence from

their families, or improving social-skills, to clients and their
families, unless they have had the benefit of highly specialised

training and experience.

Rehabilitation® services have tended to concentrate their

efforts upon the long-term in-patient population, and ironically,

the racute” services have traditionally provided care for the

chronically mental 1y-ill living out of hospitals. Whilst acute

services may be appropriate from time to time i if symptoms or
other problems become acute®, long-term
assessment/treatment/care plans ought to fora the basis of the
care offered to these clients and their families or supporters.
The complexities of their needs, and the changes of needs over

tine, are such that assessments and care plans need to be

negotiated between client, family, and a multi-disciplinary
professional team which can provide the wide range of help
associated with psychological, occupational therapy and
specialist social work professions. These plans should be
regularly monitored and reviewed if clients® and their

supporters® needs are to be successfully met.
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Skill! and personnel shortages

The prevalence of schizophrenia and non-specific psychotic
illnesses alone is such (around 900 i.e. 3.75 per 1,000 total
population in 1985 in Salford) that there is no doubt that skills

s identified in faeily

(for example, the kinds of sk
intervention studies - measurement of expressed eaotion and the
construction and implementation of treatment/management

programmes; the provision of social skills training; assisting
faeiiies to support the independence rather than the dependence
of a disabled aeeber) required at all levels of specialisation,
to provide adequate care for people with long-tere psychiatric

difficulties and their families, are in short supply. If each

Salford client/family"s care plan Mas regotiated/updated by the
whole team once each year, then approximately 75 would have to be
completed each month. 6iven that these plans then need to be
iepleeented and aonltored, the ieplicatlons for Increased
staffing levels are considerable. For example, the Salford
service has 6 Specialist social workers and no community”
occupational therapist. There is no conceivable way that these
staffing levels can support the kind of service network needed

far this client group. Further, case register data showed that

people in the schizophrenia® clinical category formed less than
half the total of people who were “chronic” service users, and it
can be assumed that better long-term co-ordination of care is

also required for people in diagnostic groups other than that of

"schizophrenia®.
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CARE FQR THE ELDERLY

nary psychogeriatric tea« in

The establishment of a aulti
1904 ensured that services to this vulnerable group of clients

only 1 social worker

were protected”. However, i
worked in the tea«, and during its first year of operation SSW
year prevalence rates for clients aged over 65 actually fell.
The work of the social worker and the 4 CPNs attached to this
tea« was not observed during the study and the data discussed

here aust therefore be confined to case register data.

The east striking finding was that Patch tea« social workers
accounted for the whole of the increase in mental health social
work care for clients aged 65 and over. As large increases
occurred only after the establishment of a specialist
psychogeriatric tea«, and after a standardised assessment by a
psychogeriatrician had been made, it is likely that referrals
fro« this source were appropriate, and accounted for *uch of the
increase. The inplications are that social services resource
increases are necessary in order to cope with increasing deaands

being made by the elderly population.

In contrast to their colleagues working in general psychiatry,
the CPNs worked as members of the specialist psychogeriatric tea«
and did not accept referrals directly fro« GPs. This latter
restriction was not welcomed by GPs, who had had ready access to
CPN services before the establishment of the psychogeriatric
tea«. However, the rationale far such a restriction is

important to discuss here because of its relevance to the issue
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of CPN attachment to primary care teams.

A review of the accuracy of assessment before referral for a
consultant psychogeriatrician s opinion (Stout 1983), had shown
that only half the cases referred by 6Ps had been correctly
identified as having psychological® problems (124 out of 244).
Furthermore, of the 124, only 89 required care from a CPN, and in
33 cases, case management would have been mere appropriately
undertaken by social workers or clinical psychologists. Stout
found that the majority (106 out of 128) of those elderly clients

referred for his opinion by the primary care attached CPNs were

in need of a specialist supervisory service. He concluded that
"the current appropriateness and accuracy of referral from this
source (GPs) is low and this is especially true of cases with
little or no psychopathology who eay fora the majority of GP to
CPN direct reftftrals.” Thus, the psychogeriatrician argued that,
in order to “ration” scarce resources effectively, direct
referral to CPNs by GPs should be discontinued as clients either
needed a specialist service which included a psychogeriatrician™s
expertise (in which case they should be referred directly for
consultant opinion), or many clients referred by GPs to CPNs were
being referred inappropriately and would be more appropriately

cared for by members of other professions.

Case register data show that the rate at which “new" long-stay
in-patients aged 63 and over accumulate has begun to fall in
spite of the exposure of such previously unmet needs. Much of
the burden of caring for these clients has fallen upon the

shoulders of non-specialist services, but the evidence points to
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the fact that the strict policy of conserving the scares
specialist resources so that they are used where they are eost
needed, has resulted in an increased capacity of faeilios to cope

with the care of very disabled relatives.
LI FR acutely HI' QUEND

Care for acutely Till" clients is «ore easily organised than care
for people with “chronic® difficulties. Their needs co-incide

with a hospital-based aodel sore closely than the needs of people
with chronic difficulties. Case register statistics showed that
adeission rates rose, lengths of stay rose slightly, day-care and

out-patient attendances increased. The proportion of adeissions

accounted for by patients in the “schizophrenia® clinical
category fell throughout the study period, and the success” of
CPNs in Maintaining patients on their medication is likely to
have played a part in this reduction. Such a reduction had in
fact been observed since case register statistics becaae
available (after 1968) and before the introduction of CPN
services in 1973. It is likely, however, that the introduction

of the CPN service reduced the numbers of patients who

discontinued their medication.

Observational data showed that the Specialist social workers
worked very ouch as part of the general psychiatric teas, and
hence, very such as part of the acute” service. They did,
however, appear to become involved in treatment” largely after
patients had been admitted for in-patient care. As a

consequence, they contributed to ward “case management® plans,
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which they then continued to iapleeent after discharge if this
was considered appropriate. Because CPNs spent very little tiae
on wards, and did not attend ‘ward rounds® as a satter of course,
they were not observed to contribute such to Hard case
aanageaent” plans, and certainly did not continue thee uhen their

clients acre discharged froe in-patient care.

Thus, unless the SSWs had had previous knoMledge of in-patients

hoee circuestances, they Mere in no position to contribute social

ts after patients

inforeation to Mard staff unless they paid vi
adaissions; the CPNs Mho Mere frequently the first dental nealth
professionals contacted, did not contribute their knowledge of

pre-adaission circumstances because their contact with Mard staff

Mas virtually non-existert.

Hom far this lack of opportunity for SSWs to make initial social
assessments was implicated in the continued rise in adaission
rates for non-psychotic clients is not known. However, if the
inappropriatenes3 of 3P referrals (to CPNs and the the consultant
psychogeriatricianl found in elderly clients was also found in
younger clients - and it is virtually certain that GPs did not
refer appropriately (Goldberg & Huxley op. cit.) - it is likely
that soee clients at least, had ended up being adaitted when

early social work intervention may have obviated this necessity.

The fact that CPNs did not routinely attend “ward rounds’, at
which discharge plans were discussed, is also likely to have
resulted in soee patients being discharged without the support of

a CPN when that Mould have been appropriate. Indeed, the Mork of
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Paykel tt al. (op. cit.) showed that follow-up by CPNs of
patients who had bean treated for neurotic syaptoas, resulted in
a high degree of patient satisfaction, good outcoae and a

reduction of patient costs. Harks et al. (op. cit.) have also

ing nurses can effectively

shown how with specialised tra
iapleaent behavioural psychotherapeutic treateents for clients

with syaptons of anxiety.

?,7 CRRE QF THE HINQR HENTALLV ILL*

Because of the lack of contact between priaary care staff and

I workers, it is unlikely that SSNs were involved

in caring for this group of clients unless they had been referred
for a psychiatrists® opinion. Although the PSE results had shown
that around one third of the SSMs™ clients had sub-clinical
syaptoaatology it was virtually certain that this was because
they were in the process of recovering froa a aore serious

psychiatric "illness".

In contrast, the priaary care base of the CPNs, and the fact that
they received referrals directly froa GPs, increased the
likelihood that they were involved in caring for people whose
syaptoas were not serious enough to warrant referral to a
psychiatrist. Observational data showed that soae kinds of help
appropriate to the needs of aildly aentally ill which aight have
been given by GPs, was, in fact, given by the CPNs - for exaaple
siaple psychotherapy”, and advice and reassurance concerning the
aanageaent of anxiety syaptoas. However, the PSE results showed

that around seventy per cent of their clients had syaptoas above
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the sub-clinical level, end cate register date showed that «any
of the clients originally referred to thea eventually received
soae kind of specialist psychiatric help. The possibility
reaains, therefore, that some of the clients referred directly to
CPNs aay well have received aore appropriate care if they had
been referred directly for consultant psychiatrist opinion, for
social work or for psychological help. As GP attachaent appears
to be increasingly undertaken by CPNs, there is an urgent need to
establish «that GP referral criteria are, and to assess the

aedical, social and psychological “needs® of the patients they

refer before any further 6P attacheents take place.

In any nechanisa which “filters® patients who aay or aay not
benefit froa referral to specialist psychiatric services, it is
inportant that the processes by which clients are assessed and
the criteria for referral which are applied, are clearly
delineated and understood. Goldberg and Huxley (1980) showed
that faaily doctors needed special training to detect, reliably,
signs of aental illness aaongst their patients, and it aay be
that GPs have delegated this rale to CPNs who are attached to
priaary care settings. Further research into the criteria GPs

operate for referral for CPN or psychiatrist care is needed.

The data in this study showed that CPNs intended to refer on to
psychiatrists aorc than to any other professional group. They
intended to sake few referrals to psychologists or social
workers, and their contact networks with psychologists and social
workers were liaited. How far this was a aanifestation of the

nurses® aain orientation being the acdical aodel of care, or how



Pig« 263

fir it «as th« result of tht legal barrier which prevented thee
froe prescribing eedicines (whereas such a barrier did not
prevent thee prescribing” behavioural or social treataents),
eust be a eatter for further study. Either Nay, referral direct
to a CPN, if the latter is acting as a “filter® for all clients
who aay have psychiatric/behavioural/«notional probleas, aay
result in clients being denied the opportunity of “expert”
behavioural or social help if they arc not being referred on to

psychologists or social workers.

tations of the application of single

The probleas of the
theoretical perspectives to probleas which are aulti-factorial
have been discussed above. The choice presently facing people
who have health and/or social probleas and who wish to obtain
professional help, is either to contact their SPs and/or to
contact their Patch social work teaas. There is now little doubt
that all health, and particularly aental health, probleas are
related to some extent to social factors, but two separate

organisations are responsible for providing appropriate services.

General practitioners are not trained to recognise and deal with
social distress; social workers are not trained to recognise and
deal with physical health probleas although aany of their clients
have such probleas (Rickards et al. 1976). The patient/client is

thus presented with the choice of:

a. Contacting a GP who cannot be expected to provide expert
social help;

b. Contacting a social worker who cannot be expected to provide
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expert medical help;
c. Contacting both a GP and a social worker, neither of whoa is

likely to work in conjunction with the other.

The solutions which have been suggested in the past have been
based upon the preaise that medical workers can be trained to
“recognise signs of social distress and refer appropriately, and

that social workers can be trained to recognise’ signs of

physical ill health and refer appropriately. It is the author's
view that the solution which would aeet patients”/clients” needs
to have their aedical and social probleas dealt with together, is
that of replacing the present two aain points of first contact
(priaary care centre, and patch social work teas) with a single
resource centre which offered Joint eedical/social assessaents
and co-ordinated responses to aultiple probleas. GPs should not
delegate their medical diagnostic skills to non-medical
personnel. Doctors are unlikely ever to achieve sufficient
competence to assess social problems, and social workers are
unlikely ever to achieve sufficient competence to diagnose
medical problems, and it is a waste of resource to try to achieve
the impassible. It follows that the training effort should be
directed to improving GPs™ own clinical skills rather than being
directed to improve their ability to recognise social
dysfunction, and the social work training effort should be

directed at improving their social assessment and intervention

es, and not to enhancing their abi ies to recognise

abi
signs of physical illness - such special training should be given

to specialist rather than generic workers.
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It i« recognised that such a solution to the problees of
“filtering” for appropriate specialist referral demands a radical
departure fro« customary health and social services practice.
There would also be difficulties in conducting joint
medical/social assessment of patients/clients when one
professional night usually devote less than 3 einutes to such an
assessaent, and the other may well devote 30 einutes. It is
suggested, however, that such collaboration should be atteaptad
on a pilot basis. Accounts of attachments of social workers to
general practices have shown that their skills are required
(Huntington op. cit.; Goldberg and Neill op. cit.> but if GPs
are unable to filter for medical symptoms effectively (Goldberg
and Hurley op. cit.), they are even less likely to be able to
filter effectively referrals for social work help. It is
suggested that the difficulties encountered in organising such a
system will be fewer than the difficulties which flow fro« the
existing organisation of services, which atteapts to provide for
a set of medical/social needs (which have been shown to be

interdependent) by setting up two wholly separate structures.

?.?.1 Suflcsrt to primary care workers

Assuming that some kind of adequate -filtering® arrangements are
operational, there will be a substantial proportion of primary
care patients who may well need the kinds of therapeutic help
which existing primary care staff can supply. The provision of
sympathetic explanations and support such as were observed to be
given by CPNs is one which should be considered. Another, was

the provision of relaxation classes at which groups of people
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were encouraged to relax together with the aid of relaxation
tapes. How far these kinds of help need the expertise of a

but it is the author’s

trained psychiatric nurse is arguable
contention that instead of providing this kind of care directly,
the psychiatric nurses could well have been ««ployed to raise the
conciousness of other prieary care staff, of voluntary groups,
and of health proeotion professionals to the needs for and

ties of such provision. This would enable the CPNs to

possi

undertake other tasks which needed their specialist training. It

is suggested that all meabers of the specialist psychiatric tea«
could provide other generalist colleagues with such advisory”

support.

9,10 SKILLS CONSOLIDATION AND TRAINING

The enhancement of Specialist social workers™ therapeutic skills
to enable the« to undertake faaily intervention® therapy was
discussed in relation to the care of clients with chronic
psychiatric probleas. The proble«s arising fro« the fact that
the Patch tea« social workers, who were less likely than the
Specialist social workers to be able to recognise symptoms of
psychiatric disturbance, but who were more likely to be the first
social workers contacted by clients, would be solved if the
solutions of joint medical-social primary assessment suggested

earlier was adopted.
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Tht Select Coaaittee on Community Care pointed out that asylum,
protection and support, is still required for «any people. The
skills for which psychiatric nurses are particularly valued by

their knowledge

clients, their faailies and other workers i
the diagnostic significance of various syaptoas/behaviours, the
relationships between psychiatric and physical syaptoas, and of
managing® acutely disturbed patients, need to be re-enforced,

enhanced and aore highly valued rather then lost in the rush to

s. The CPNs in Salford were seen to have made

acquire new sk
little use of their skills in managing® the behaviours of
disturbed patients. This may have been because their attachaent
to primary care teams involved them in less contact with acutely
disturbed clients than would have been the case had they had aore
involvement with the specialist psychiatric team, and/or because
the ways in which CPN services have developed have not stressed

the use of these skills.

Even though it is considered to be unrealistic to expect basic

psychiatric nurse training to encompass all the depth of skills
displayed by members of other professions, the need for nurses to
improve their interviewing and counselling skills became
apparent. Since the completion of the study, CPNs and other
psychiatric nurses in Salford have begun to systematise their
work by applying the “nursing process”. Whilst this and other
systematic models of enquiry provide checklists of items to be
considered, the processes by which information is elicited,
recorded and acted upon must also be studied and improved. It is

not known how far coaaunity psychiatric nurses in Salford are in
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any May typical of community psychiatric nurses elsewhere, but
there is no reason to suppose that they are in any May untypical,
and it is important to note that a need to improve CPNs®
interviewing, and counselling skills has been found by other

research workers.

There were no statistically significant differences found between
the ways in which CPNs who had, or who had not completed the
Joint Board of Clinical Nursing Studies® CPN course interacted

with their clients. At the tine the study took place, these

courses did not incorporate any skills training, but concentrated
upon a re-orientation approach. The course at Manchester
Polytechnic has since included a counselling skills element
within its programme in recognition of the needs for training of
this kind. It is suggested that, until psychiatric nurses decide
how far CPNs and other psychiatric nurses” roles and skill«
should overlap or be distinct, the present vacuue in skill«
training for nurses will reeain. It is the author« view that
basic interviewing, assesseent and counselling skills should be
taught to all health professionals and therefore should be taught
to all psychiatric nurses. It is thought that the need for this
training is so widespread and so urgent that a prograaae of
skills training which uses non-nurse trainers eust be set in

eation forthwith.
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?i 11, SUPSWISIQN, SVPPQPT aw? CflgEIW management

In contrast to Sptcialist social workers® managers, CPNs®
managers had, in th« opinion of th« researcher, failed to provide
an adequate support or professional development structure for
CPNs. They had also failed to clarify the objectives of the CPN
service and did not excercise any control over the size and
nature of the caseloads carried by individual CPNs. Feedback
fro« a neeting with CPN nanagers throughout the North Western
Region in 1906, suggested that these shortcomings were

widespread.

Much has been written of the need to widen the perspectives of

ward based psychiatric nurses, and in the North Western Region

ng needs have been

various levels of re-orientation trai
identified. Thsrs has, however, been little attention paid to
the training needs of nurse eanagers, and as this group of people

ies for flanaging the transfer of

will bear heavy respons
nursing care fro* hospitals to the wider coeaunlty, it is

ioperative that training prograaees be devised and iepleflented
which will equip thea with the knowledge and insights necessary

for thee to flest this changing responsibility.

Although in the researchers opinion, managers should provide
supervision and support to all psychiatric nurses, the relatively
isolated position of CPNs (and all nurses) who work in coeaunity
settings deaands that special attention to their support needs
should be given. Ward based psychiatric nurses work within well

defined, not to say restrictive, aanagenent structures, thought
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by Menzies (op. cit.) to b« operated to avoid the stresses of
deci*ian-eaking. Many CPNs in Salford, and in other area*
(Butterworth 1901) »oved into community work directly froe

working on ward*, without any specialised coeeunity training and

were imp tly required to eake decisions rather than carry out
procedures. Nurses aoved froa a highly structured working
situation to one which provided little in the way of guidance or

support.

The dangers of this situation were pointed out by Bennett (1970)
who wrote that “independent community psychiatric nurses or, for

that natter, other professional staff working alone in the

comrnunity, da not have established ways of containing (that)
anxiety other than by admitting the sick person to hospital or by
"closing the case".* The observations made in this study suggest
that two further mechanisms may have been developed to contain
anxiety - the first, to retain cases for long periods when
admission is clearly not appropriate, but when lack of progress
makes closure of a case a difficult option to justify, and
second, the development of an informal peer group support

structure i.e. support from other members of the CPN service.

The fact that managers of psychiatric nursing and community
psychiatric nursing services have allowed or even encouraged
unsupported community work to take place, implies that either
they do not accept that support is necessary, that they do not
see support as sufficiently important to justify spending their

budgets upon it, or that they do not know how to provide it. It

is the author®s view that not only is caseload supervision needed
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to provide support and guidance but the support gained froa
working as part of a teaa also provides the opportunity for

personal and professional growth. Isolated, independent working

ing effect in that old

Wi over the years have a de-ski
skills/knowledge, acquired, for exaaple, whilst working as part
of a specialist teaa, will be lost (after IS years of isolated
coaaunity work, nurses® knowledge of current aedical, behavioural
or social interventions is likely to be deficient), and new
skills and insights will fail to develop because there is no
structure in which they can grow. Nurses will thus lose the very

skills and experience for which they were originally valued by

primary care tea* workers.

The aajorlty of psychiatric nurse aanagers will have had little
experience of working outside hospitals theeselves. Training
prograaaas should include such experience, and should also
include exposure to the ways in which other aental health

professionals working outside hospitals function. This kind of

re-orientation training will provide a background for the further

skills training which will be necessary if aanagers are to be

able to provide the kinds of professional support needed if

dual cases.

nurses are to be assisted in their handling of indi

A aanager who has not developed counselling skills of a high

order hie or herself, Il not be able to provide superv

dual clients. It

ties with indi

of CPNs own counselling act

it proposed that as these and other skill resources will be

scarce within the nursing profession, that both aanagers and CPNs
will require training to be given by non-nursing staff.

Managers® own needs for support and professional developeent
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should also be recognised and provided for.

The dynaaics of prevalence were such that aost of the psychotic
clients referred for CPN care tended to remain on their caseloads
for long periods. However, each year, a proportion of newly
referred non-psychotic clients (aost of whoa would have been
referred directly by GPs) also became long-tera clients in their
turn. The pressures on caseloads therefore can be seen to take
some time to build up, but if, as a result of this pressure,
additional staff are employed who also take on more “new" cases
rather than support existing clients only, each new increase in
staff will in its turn contribute to increased pressure in the
future. It is suggested, that adequate supervision and support
of CPNs* aanageaent of individual clients will also assist in the
process of caseload aanageeent, as the systeaatic progress
reviews demanded by such supervision will assist the
decision-making process as to whether or not to close cases. It
is also a aanagers duty to ensure that the professional

ies he/she manages are under some kind of managerial

acti

control. Without caseload supervision, it is difficult to see

how this management responsibility can be discharged.

In contrast to the CPN service the SSWs® caseloads and the
proportion of long-tera clients being cared for remained
relatively stable throughout the study period. It is noteworthy
that the SSWs were not exposed to demand-led referrals and were
supervised and supported both by senior members of their own

profession, and by membership of the specialist psychiatric team.
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Colleagues working in Patch Teaas were, however, exposed to
increased deeands for their services, particularly with regard to
elderly people, though how far the support and supervision given
to Patch SWs effectively controlled these increasing deaands
cannot be discussed with any authority here. Fisher Newton &

Sainsbury (1984) in their study of patch teaa aental health

social work care found that the supervision processes as
practiced in Derbyshire did indeed tend to control caseload sizes
but that the differing sets of criteria which operated between
various area offices and between "intake® and “long-tere" teaas
aeant that this control was not systeaatically geared to clients”

needs. The social work problee eay be that Patch teaes and

Specialist teaes aay be operating different criteria for

long-tera involveaent with clients.

m ; ¢m uiiiMs cpnaaii

In conclusion, it oust be said that nuch of the preceding
discussion has centred upon the comeunity psychiatric nursing
service - a service in which the greatest aaount of new
investeent has taken place in the last 10 years. Service
developments have not always occurred as the result of careful

consideration of the issues and principles involved. Needs™

have been perceived and atives taken; enthusiasts have
pursued and publicised these initiatives. The growth of the CPN
service has been unplanned - there is no authoritative
information on just how fast it has grown but there is little

doubt that the growth has been considerable.
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Much has been expected of CPNs. The Hospital Advisory Service
saw tht CPN as being “probably the most important single
professional in the process of moving care of aental illness into
the community"” (House of Commons op. cit.). CPN services were
originally perceived to provide continuity of care for people
with chronic psychiatric conditions and the fact that existing
services did not provide such continuity of care was perceived in
many districts. How far the Salford service is typical of
services in other districts is not known, but it is certain that
in Salford at least, CPN services have moved away from caring for
psychotic clients. It is however, possible to discern a trend
towards primary care attachment, and the provision of social and
behavioural “treatments®, which imply that the original purposes
of the service have been lost as nurses have seized the
opportunity to escape from the confines of hospitals and to
explore and exploit their skills in an atmosphere of freedom. If
one of the prime objectives of the mental health services is to
enable rather than disable its clients, then there is surely a
case for postulating that managers should enable rather than

disable their staff.

Many of the issues raised in this work have direct relevence to
the ways in which nursing services are managed. The uncontrolled
nature of the expansion of CPN work has demonstrated the need to
change existing nurse management styles. Future expansion of CPN
services should be limited by the extent to which managers can
demonstrate their capacity to manage thee. It follows that there
must also be an expansion of skills training courses for nurse

managers.
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The latest policy document concerning mental health services,

Care in the Community, was published in 198l1. The statement of

general policy for the future accepted the validity of the
concept of coaeunity-orientated care and treatment, and affirmed
a belief in a policy of integration rather than isolation, the
development of more locally based services, and a shift in the
balance between hospital and social services care. The logic
that implies workers who have different theoretical perspectives
and training are doing the same things® just because they work
outside rather then inside hospitals - a logic wh.ch aany health

staff appear to accept - will serve polic/-makera, planners and

managers ill.

ist SWs were observed to employ differing skills

CPNs and Speci
and perspectives to their work which were coaplementary. They
should not be considered to be interchangeable with each other.
This view has also been expressed by Hunter (1980), Priestly (op.
cit.) and MacLeod (op. cit.). Feedback obtained locally
suggested that this view was likely to co-incide with that of tne

workers; but that, apart fro* their perception

majority of soci
that social workers dealt with financial and housing matters and
they (the CPNs) did not, aany CPNs felt that they did much the
same kind of work, but that they (the CPNs) knew more about
mental illness. Priestly (op. cit.) and Macleod (op. cit.) also
found that nurses themselves tended to think that there was
little difference between social workers and CPNs, but that other
mental health professional staff were likely to perceive

differences between the two. It is essential that staff and
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planners understand that, although roles eay overlap, the

processes by which roles are acted out aay not. There «as a

I difference between the simple psychotherapy”

substant
practiced by the nurses, and the highly skilled foraulation of

clients” problees and solutions to thee which foraed the basis of

ities. It is

ist social workers® counselling act

the Spec
therefore ieperative that consideration is given to process as
well as role when service networks are being planned and
operated, and that appropriate systeas, which ensure that the
kinds of skills at present possessed by social workers are aade
aore widely available to the aental health services, should be

developed.

If realisable plans for the care of Mentally iapaired people
outside the confines of hospital in-patient care are to be made
and successfully iapleeented then the range and coaplexity of
“prescribing *, administering and monitoring competences of
various professional groups must be established and accepted by
the professions involved in the care networks, the referrers to,

and consumers of services, alike.
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BLOSSARY

Coaauni ty Psychiatric Nurse (CPN).

Specialist Rental Health Social Worker (SSW or Specialist SMI.
Patch or Area Social Mork Teas Social Morktr (Patch SW>.

All Social Workers (patch and specialists) who work with clients

Nith cental health probleas (NHSVs).
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Appendix 1
SALFORD PSYCHIATRIC RESISTER

CONFIDENTIAL

Dataof g

Christian

Date oi Birth  ITT- J NK O Sea M F

Adirasi---

Place of Birth-- --NK O AleacjNo

1Q. Verbal NK O 1Q. NK

Previous Contact with Piychiamc and/or Subnonnakty Services

Out-Psoent 0 In-Panem O  Day Pabent 0 MH.D. O None O NK

«No. of Siblings ~ (a) bom -- (h) alive -

(c) Patient* birth order poeit NK O

Dotncauc Unit Alone 1 Natural Paiena O Foster Parents

Adoptive Parents 1 Siblings 01 Family of Mom*»«

With independent grown children O NK O Other specify-—

Family History of Psychiatric Care in the following Parents [ Children

Siblings O Spouse I Grandparents [ Non« O NK
S — 1

General NK O “ School NK

Martial Statua Single O Married 0O Widowed 0O Cohabihng

Separated or living sport  Q Legally Divoroed I NK

«Mother’s Marital Statua (under 15yia.) Single 01 Mamed Q Widowed

Cohabiting  Q Separated or o Legally Divorced 01 NK

Present Occupation-- - « NK

Husband's or Supporter’s Ocvup: — NK

Highest Educational Attainment and Tiade ional QuabAcaD NK
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10

DIAGNOSTIC GROUPS - EXPANSION OF 3C.

Schizophrenia

Mania and hypomania

Other severe affective disorders

Senile and present le psychoses

Mild-moderate depression

Anxiety states

Other neuroses

Personality disorders
Alcoholism and addiction

All others

Depression N.O.S.

Appendix 2 Page 297

DERIVED FROM 3A

Group 1 in 3A

From Group 2 in 3A - PI = 201:
202; 200

From Group 2 in 3A - all those
not included above - and all of
Group 3 in 3A and 210

Group 11 in 3A

Group 5 in 3A

From Group 6 in 3A - Pl « 0™0 to OI*S
inclusive

The rest of group 6 in 3A - PI = 050,

060

131 and group 7 in 3A

Group 8 in 3A

Group 10 in 3A

16
250

Groups <+, 9, 12, 13, 14, 15, and
in 3A

in 3



DIAGNOSIS - 16 Groups

3A

Use Psychiatric Illness - P.1.1 code

and Organic code

Pag« 298

and Mental Subnormallty for 13t P»and IS on date specified for relevant table.

1 Schizophrenia

2 (of demonstrable aetiology)

(Puerperal)

(Senile)
(Alcohol & Drugs)

2 Mania and Psychotic
Depression

<)

B

D

P.1.1. code

010
011

ditto

di tto

Organic
00
85

83
87

01

63

8%

57

6k

code

-23

- 56

- 61



Mania and Psychotic
Depression (continued)

(of demonstrable
aetiology)

(Puerperal)
“Senile)

(Alcohol S Drugs)

Severe Depression

(of demonstrable
aetiology)

(Puerperal)
(Sentle)

(Alcohol & Drugs)

-

b)

D]

)

D)

b)

b)

)

ditto

ditto

ditto

ditto

210
213
214

215
216

ditto

di tto

ditto

ditto
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As for

1.A

I.b

la

le



b  Other and N.0O.S. af
psychos is
(of demonstrable b)
aetiology)
(Puerperal) ©
(Senile) [¢)]
(Alcohol i Orugs) e

5 Depression - Moderate

6 Neurosis (not depression)

7  Psychosomatic

8  Personality Disorders

P.1.1, code

130
01z
013

ditto

di tto

ditto

di tto

Page 300

Organic code
As for lLa
As for L.b

As for l.c
As for IL.d

As for l.e

Any number

Any number

Any number

Any number

Sre1
and
62
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p-1-1 ook Orgenic code
8  Personality Disorders 811
(continued) 812
813
816
815
8l6 Any nurbei
817 except
818 4
819 and 62
820
9  Sexual problems 070
071
gg Any number
om except
o and 62
o77
10 Addictions 100
101
110
11
112
u3
115 Ay nurber
116
u7
118
jloc)
11 Senile and presenile 57
dementias and psychoses 53
121 59
125 60
126 61
63

12 Other organic conditlons a) 01-23
25*56

63

71-78

81 and 82

NERREREE
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P-1-1 code Organic code
12 (Encephalitis, Syphilis b) ditto 26
62
86
(Alcohol and Drugs) ) ditto 66-70
(Syphilis and Encephal d) As in 26
other sequelae) diagnostic 62
2
3
6
8
9
P.1.11 code Organic code Mental
Subnormali ty
13 Neurological syndromes 000 00
with no behavioural
abnormali ty 129 01-56
71-78
98
9
16 Mental Subnormality 000 Any number Any number
SP2
15 No psychiatric abnormality 000 NOT In 13 or 16 above
16 Other and Not Known 128
160
161

999



Appendix 3
CLIENT QONTACT SCHEDULE NP. VN Contri t No.
>tce Plico of Contact
Norkir Nuaber N 1 SN 2 Patinit i Hoae 1
Priaary Ciro Office 2
start Tim Contact Durativi Hospital Hard 3
Day Hospital/Coatro 4
Pitiant Social Nork Office 3
Other, Specify 6
Sei  Age Goup  Bug./Proto. Group
Length of Tiae Patient Knoan to Norker Referral Source Type of Contact
None - Ist »isit t @ ! Clicnt/Patient Only
< 3 aonths 2 Psychaitrist 2 Relative(s) Only
3< 4 aonths 3 Social Services 3 Client/Relativels!
A < 12 aonths 4 N 4 Cllent/Patient Group
12 aonths t aver 3 Other Health Prof Other, specify
self 6
Contact Relative/Friend 7
Plcned | Other, specify 8
Unplanned 2

Specify reason

Norker s Contact Network Relating to the Case

& 1
Psychiatrist
Patch S.N.

Special ist S.N. 4
CPN 3

Purpose of Contact

Persons living with patient 6 Other Prof . Markers 9

Other relatives specify
specify 7 Others 10
Friends B
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(OBSERVATIONS Clarifies/Elicits Advice Support Other
Infornation

Supervision of Nedication.
side Effects etc.

Current State of Physical Health
Current State of Behavioural Problees
Nature of Syeptoes end Prognosis
Arrangeeents for Treatnent

Social Life

Bereaveaent

Eeployeent

Firence

Kousing/Accoaaodation

Legal

Faaily Relationships

Other Interpersonal Relationships
Anti-Social Behaviour Problens
Sexual Problees

Prev. Hedical/Psycho/Social History
Other, Specify

General Conversation

Counselling Yes/No Clinical Investigations  Yes/No Change of Nedication
Oirect Drug. Adam  Ves/No Transport Provision Yes/No Supv'n of Deh. Therapy
Other Intervention  Yes/No
speit.

Tine in Hins. Tin in Hins
Personal Services Practical Assistance

in Oaily Living

Tine Contact Ends.
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Nethods/Techniques Used Not at all Briefly Fairly Namly
Joint Norker/Researcher

Did you?

Try to establish an eopathic relationship

Allou or encourage ventilation of eootions

Offer support/reassurance/encourageeent

Encourage examination of nature and effects

of patient s behaviour in relationships
Use a dynaoic explanation of present
behaviour to explain the circuostances
surrounding the current illness

Shoo disapproval

Adopt a directive approach

Undertake treatiment

Other, specify

Has anything achieved or learned froe this

contact? If so uould you descrive it?

Hnat do you think uill be your next step uith

this patient?
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APPENDIX 4

PURPOSE OF CONTACT * CJTC5SE OF CONTACT - 3 DIGIT TOPE

PURPOSE (FIRST DISIT)

0 Noni

1 To learn/observe

2 To encourage

J To give inforeation/advice

4 To administer physical or behavioural treatment

5 To give verbal therapy

6 To give sene personal service e.g. transport, collect pension
etc.

8 None specific/support

? N.K./Not relevant

TOPIC (SECOND 2 DIGITS)

01 Psychiatric treatment

02 Psychiatric syeptoas

03 Behaviour

04 Physical symptoms

03 Inter-personal relationships

06 Treatment administrative information
07 Day-to-day coping

09 Social life

09 Welfare

10 Relationships with professional workers






NEXT STEPS® CODES - 2 DISITS

FIRST DIBIT

1 Refer totally to other agency

2 Consult/involve

3 Infora

4 Other

SECOND DIBIT (PREFIXED NITH CODES 1-3)

[

Psychiatric health agencies

2 Priaary care/other health agency

3 Social services aental health agency

4 Social services non-aental health agency
5 Other local authority agency e.g. housing
6 Social security/financial agency

7 Voluntary agency

8 Non-professional carers

9 Other

SECOND DI6IT (PREFIXED WITH CODE 4)

0 Non-specific

1 Support - to keep stable

2 Further assessaent/observatlon

3 Construct care plan

4 Physical or behavioural treatment

3 Check on coepliance

Pag« 300
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oyspflLL coces

00 Not relevant

o1 To proiiote independence froa services

02 To prevent syaptoas

03 To teach “coping” strategies to client

04 To teach “coping* strategies to faaily

03 To change illness/behaviour pattern

06 To establish appropriate life-style

07 To ieprove welfare” position

08 To iaprove inter-personal relationships

09 To Maintain! present level of functioning

10 To try to understand client®s difficulties/pi
n To “support ™ reiatives/carers

12 To Mobi lise=/co-ordinate services

13 To keep out of in-patient care

14 To proaote personal autonoMy

13 To Monitor child care

16 To aove froa in-patient to More appropriate
17 To Maintain treataent

18 To reduce Medication

19 To Monitor Medication

20 To observe syeptoas/behavi ours

21 To Monitor physical illness

22 To try to get client to accept treataent
23 To Maintain at optiaua level of functioning
24 Other

23

Nat recorded
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