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Foreword

Christine Hancock Bsc(Econ), RGN
General Secretary of the
Royal College of Nursing

The move towards i comprehensive and local mental health service, which
gathered pace in the 1970, has been one of the most profound changes
in psychiatric nursing. In 1968, because of the scarcity of services, there
were very few community mental health nurses. In 1990 the figure was
4990, At the same time the number of people in United Kingdom psvchiatric
hospitals and wnis fell from 132000 in 1968 to 60000 in 1989,

A number of important developments underpinned this shift. For instance,
significant pharmaceutical advances and the abandoning of some of the
treatments favoured in the past have given nurses an imporiant role in the
administration of new treatment as well as i monitoring: Behavioural,
psychodynamic and cognitive psychotherapies - traditionally associated with
psychologists - are all areas in which nurses have a significant input, or take
the lead.

The growth of wser organizations in mental health care has increased
the opportunitics for patienis and Clients to participate an their own care,
Meanwhile, a wast array of legislative change has greatly affected the
way in which mental health murses now practise in this country. In 1983,
the Mental Health Act changed the role of the mental health nurse, and
this, along with other Acts including the Sex Discrimination Act, the Race
Relations Act, the Disabled Persons Act and the NHS and Community Care
Act, has influenced the nurse-patient relanonship by focusing on the rights
of individuals,

Today s community mental heafth nurses face a number of new and difficuli
challenges. No part of sooety 15 untouched by mental illness, and anvone
may al some time require the services of a mental health nurse. Poventy,
unemployvment, homelessness and pressures on families as well as demogsaphic
factors such as the increasing numbers of elderly people impact on the
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mental health of the navion, Multracial and multiculiural communitics
present new areas of meed.

The Health and Safety Executive believes that 40 million working days
are lost to stress alone every year, So something like 30 days are bost (o stress

-and subsequent mental illness for every single day that is ost w industrial
dispuies,

The natere of community health services varies considerably from region
to region in terms of referral sysiems, case load sizes and profiles. There
is @ very real concern about the sphit between health care and social care,
This 15 an unreal dichotomy for many peaple with long-term peoblems where
needs can be interdependent and may Muctuate considerably wathin a shor
time span, Evidence from RCN members indicates that this cautes problems
about which authority will purchase the services needed,

The knowledge of how o care for distressed people is central to psychiatric
nursing, Buil today s nurse has 1o combine that with an imaginative approach,
intelligence und self-awareness. Mental health nurses do not simply follow
regulalions anymaone.

For people with a_mental health problem, the most imporant need s
appropriate assessment fallowed by effective care. Memtal healith nurses can
prowide information about eptions for care and polential cutcomes, assess
the need For care and, within a nursing Teamework, provide that care. They
can be skilled in paychalogica] interventions, aid rehabilitation and be involved
in the promotion of mental health,

As a group, community mental health nurses call upon the knowledge
derived from mediwcime, social and behavioural science and physiological
seences,

In short, the communily psychistric nurse is an aulonomous practilionsr
who works with a mulidisciplinary and multiprofessional approach to provide
care and prepare support staff o alleviate the problems of people who are
meentally all,

Alihough mental health nursing is essentially practical, it must be founded
on d theoretical base. The increasing amount of mental heslth research
must be welcomed, as 15 the increasing influgnce of mental health nurses
in Cacademic departments. Their influence is alsoe helping to promote the
educational objectives of the Srrategy for Nursing document (DoH, 1989)
and the relevant mental health components in the obier activities of their
departmenis.

The mental health nurse has a unigue contribution (o make in S0 many
areas of nursing pracice and oS0 many settings. And for the whole
family of nursing, it is essential that mental health nurses attempt to
demonstrate and communicate the value of their branch of nursing. We live
in a culture in which nurses and nursing are too often undervalued, and
it is the continuing ohjéctive of the Royal College of Nursing to change this

peTCeplion,
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Many people have an unclear idea about what nurses do and it is guite
comman (o hear people say, ‘I couldn't do your job'. Often their reason for
saying this 15 related 10 the fact that nurses are involved in 5o much intimare
care and work which is perceived to be repetitive and somehow distasteful,

This is illustrated by the following example which was studied by the RCN.
is part of the work undertaken to demonstrate that nursing really does make
a difference to patient outcomes. A community psychiatric nurse daily visited
an elderly lady who lived with her sister. The pateent woubd hide inthe bedroom
for most of the time while the CPN played drafis and had tea with her sister,
Withouwl the visits, the patient would rapidly become ill amd nead to be admitted
to hospital, Meanwhile, the daily visits, chats and cups of tea enabled her
sister 10 cope. All the time the CPN was assessing this fragile situation.

Thizs second volume of Commurmiry Fevchiorric Nursing: A Research
Ferspective s another welcome addition (o the inéreasing amount of mental
health nursing research, and i is an essential demonstration of the cost
effectiveness and value of this branch of nursing.

REFERENCE

of Health (1989} A Stravegy for Niersing: A Report of a Steering Commiiter,
HME0, London,



Introduction

The wlea for this, the second volume of the series, was concerved durning
conversations we had w_hn:n we shared a room n the Depariment of Nursing
al the University of Manchester, We were bath employed there as contract
rescarchers and Knew that we had shared & very similar career path, mcluding
previous posts as community psychiatne nurses (CPR=), as service planners
ard @x semior lecturers an higher education. Similarly, we had bath held the
post of pesearch offieer 1o the Community Psyehiatric Nurses Association
(CPNA), ot different mes, coniimuously from 984 w 1992,

It was as CPNA research officers that we undertook the Sceond and
Third National Quinguennial Community Psychiatric Nursing Surveys.
In our view, these-sdditons o this longitadimal data set have contnbuted
ter the environment in which many important debates have begun. These
relate to the organization of CPN services-and the individual work prac-
tices and educational preparation of CPNs, The information provided
by the three studies has not only described but also helped o explain
these tronds over time. These data bave contenued to be interrogated for
servive andd educatonal personnel in the Natsonal Health Service and by other
rescarchers.

The third survey differed from the other two by obtaiming a substantial
external resestrch gramt Trom a concerned national agency, The success of
such funding provided an indication of the growing mterest in this substan-
tive arca, Yolumes | and 2 of this series have comained 24 contributions and
115 of interest to reflect onthe - sources of funding for these. Central govern-
mmenl has plaved a significant role in underwriting the cosis of CPN rescarch,
bath through commissioned projects and research studentships. We are pleased
that this present volume has been able 1o present the findings from much of
this wark,

Community psychiatric nursing research has not only been funded by the
Department of Health (DoH), of course. and monies have been forthcoming
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from a wide variety of other sources, including the English National Board
for Nursing, Midwifery and Health Visiting (ENB) and from district health
puthorities (DHAs). Such funding has allowed individuals o undertake research
for awards at Diploma, Baccalaureate and higher degree level. Examples of
this work have also been-able 10 enter the public domain through both eolumes
and have 50 helped o inform the policy debate.

However, in the past, a fension has ansen between customers {Depart-
ment of Health) and contractors (academic researchers) about the areas of
rescarch deemed worthy of attention. For, as the former chiel’ scientist (o
the Depaniment of Health recently commented, policy makers are:

o less likely oo welcome agencies who want o dibate the policy
and s development, or the credibiliy of the proposals o advance i,
than research which illuminates and propels the policy development
in hand ... pgiven the prexsure of government business they are also
unlikely to want to devote much fime to developing a long-term research
strategy, or contemplating guestions for the future. Researchers, however,
do want to develop long-term plans and to have time to speculute and
innovate,

(0'Grady, 1990)

O Grady concluded that the relative strengths of these positions could not
confinue to co-exist withoul modification. As we wrile, new arrangements
are being developed in which the relationship between research and the policy-
making process will be made more exphait (Depanment of Healih, 1991a).
The formation of the Central Research and Development Commantee (CRIC)
at the DoH hss a mental health sub-group and both benefit from nursing
representation, which may bode well for the future, This innovation will
strengthen the position of regional health authorities (RHAS); indeed, most
MHS research and development activity will become their responsibility in
the future (Department of Health, 1991b), The recent establishment of the
Centre for Mental Health Service Development (CMHSD) at King's College,
University of London, could complement these initiatives by acting as a broker
between funding agencies and RHAs. This, in addition 1o their direct
consullancy services,

Thus, it behoves CPN practitioners, managers, researchers and educa-
tonalists to feed into the svstems which will be desigred to identify, at RHA
level, the research needs of specific populations, Such activity might be best
advanced by appropriate service-based personnel and academics working in
close alliance.

However, we would wish o tamper any optumesm aboul the new procedures
by which research priorities are being determined. If CPN research is to
continue o command a market share of financial rescurces, a number of pre-
conditions will need to be met. These will melude:
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l.  Ancquitable nursing voice being heard in both the Central Rescarch and
Development Committee and Advisory Group on Practices for Mental Health.

2, Mental health nursing research expertise being utilized at RHA level (o
ensure methodological mgour, as priorities ung sel

3. Concomitant work being undertaken by responsible national agencies 1o
articulate the strategc policy position of community psychialric nursing
orgamzation and education.

Several initiatives have already begun to address the third point above,
which is arguably the most pressing for community psychiatric nurses. For
example, the Roval College of Mursing (RCN) recently hosted o symposiam
i London, at which natonal figures in pavehiatric nursing urged the RCN
to publish-a paper identifving the need for a national review of psychiatric
nursing. Indeed, as we wiie, such a document s n the process of being drafled.
Independently. the English National Board has also pressed the Depanment
of Health to undertake just such an exercise, based on the findings of research
it had commussioned to help set the agenda for the future of psychiatric nursing
over e next decade (White, 19915 When the last nanional review was ander-
faken 24 years ago, community psvchiatne nursing fell ouside the lerms
of reference and has vet 1 be scrutinized systematically. While we hath
acknowledge that research is bul one contributeon to knowledge, we ilso believe
it to-be a crucially important activity in 8 cash-limited National Heaith Service.

We offer the contents of this book, therefore, written by a cross-section
of puthars, a5 evidence of the mcreasingly respectable nature of CPN research
and the roke such work should play in belping toshape the future of community
psychiatne nursing service and education

We are pleased to offer our gratitude to all those who contributed to this
second volume., We are also indebted 1o Rosemary Morris, our Senior Edator
at Chapman & Hall, for her vision and support.
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CHAPTER ONE

Community psychiatric nursing
1980 to 1990: a review of
organization, education and

practice
Edward White

INTRODUCTION

The origins and developmant of community psychiatoc nursing (CPN) since
the first experimental secondment of two “ouipatient nurses’, as they were
originally known, to extramural dutics in the London Barough of Crovdon
in 1954, has been previousty reported elsewhere (see, for example, White,
1986, During the 37 years since, a national network of CPN services his.
developed, The organization and management of these services vary consider-
ably, ax do local and individual work practices, These differences affect not
only the shape and style of service provision between the four home coun-
trigs, for example, bot also the differences within and between the regional
and district health authonties (RHAS and DHAZ), Some of these differences.
and their changes over time, will become the atenton of the kter part of
this antriductory chapter, which will alsosddress some of the policy smplica
tions which this structural analysis of CPMN services might imply,

From 1974 onwards, the availability of an academic vear-long., post-
registration course in community psychiatric nursing has grown to some 25
centres (Whate, 1990a). The prevailing educational modet has tried 1o keep
in synchrony with the developmen of a CPN role which was first argued
by Barker (1981) w0 contain four main components; that of assessor and
therpist Wwochents and relatives: as consultant 1o other profession:ils and s
clinician 1 monitor the effects of wide range of psychotropic drogs, The
administration of long-acting psychoactive injections, although siill

1



2 Community psychiatric nursing 1980 to 1990

poorly understond as a contribution to the process of client care, has long
been regarded as the sime gua non of community psychiatric nursing. Moreover,
such practice has provided an indication of the predominant client group, the
referral source and the operational base with which CPNs have been linked
historically; that is, with previously hospitalized individuals with disorders
alleviated by the regular administration of such medicines, particularly those
with schizophrenia as a dingnosis; the psychiatrist and the psychiatric hospital,
reapectively,

The extent 1o which these predictions, assumptions and sterestypes con-
tinue 1o hold empirically will be examined with close reference (o selected
Finddings from the Third Natonal Quinguennial Community Psychiare Nursing
Survey (White, 19 a), which has been undertaken and published every five
vears since 1980 (Community Psychiatric Nurses Association, 1981, 1985). I
has done so to repon the contemporary shape of community psychiatric nursing
services in the United Kingdom and to attempt to monitor movements in CPN
service organization and CPN work practice beween each quinguennium. In
effect, therefore, it has become a national CPN census. The quinguennial
survey is now believed to be the most comprehensive, regular and indepen-
dent examination of any community nursing group in the United Kingdom,
or indeed any other occupational group connected with mental health care,

On the two previous occasions, this study has been funded by a national
charitable organization {the Community Psychiatric Murses Association,
CPMA) with adcitional financial support from the Department of Health and
Social Security (a5 was) in 1985, The 1990 version was wholly funded by
the English Mational Board for Nursing, Midwifery and Health Visiting, which
i5 the regulatory body for the educational preparation of all nurses, midwives
and health visitors in England.

STUDY DESIGN

Design of the present study began in January 1989 with an invitation to
representatives of each of the four National Boards and to the Department
of Health, for them o declare areas of policy interest which the study might
address, The Executive Council of the CPNA was similarly invited, and
the two previons surveyors (McKendrick and Brooker in 1980 and 1985,
respectively) were consulted regarding their methodological recollections.
In the event, the Department of Health declined the invitation because ‘the
research had not been commissioned from that souree’ (Department of
Health, 198%a). All other agencies. however, accepted the invitation and
had their policy interests accommodated, where possible, within the overall
research design,

A complete postal enumeration was decided upon in favour of a
random siratified sample, given that relevant stratification varables
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were likely to be out of date, or unavailable. Soccessive drafis of the
instrument were mide availlable to all representitives, inaddition te academic
colleagues of the researcher (EW), for cnticism and amendmment.

The present study imtentionally took a depariure Trom the two previous
study designs, by secking o capiure data at the level of individual CPNs,
in adelition 10 the capture of data a1 the level of CPN service as before. This,
hecanse from exploralory iInvestigalioms, it was no longer appropaiae o con-
ceptualize the organization of service provision only as a single, homogenous,
CPN team located within cach DHA (and their countérpans in Scotland and
Morthern Ireland). Two separate questionnaires were developed for each pur-
pose, drawing on exemplar advice from the literature (for example, Hoin-
ville and Jowell (1978), Marsh (1982), Moser and Kalton { 1971), Oppenheim
{19661). In addition to new variables, several of the vanables used in the two
previous surveys were retained to allow for inter-quinguennial comparisons
in the brogd substantive areas of contemporary communily psyehil e mors-
ing practice, safling. organzalion and education. The census poant for all
data requested was wsal 31 December 1989,

The changing landscape of Inner London Dhstrict Health Authority boun-
daries reduced the number of English DHAS between 1985 and 1990, In Norh
West Thames EHA, Brent DHA combined with Paddington amd Morh Ken-
singion DHA to ereate Piarckside Health Authority, and YVictorn DHA combinel
with Hammersmath-and Fulliem DHA 1o create Riversade Healih Autbority
The Bethlem Royal and Maudsley Hospitals have been treated as a separate
DHA by this study. Bloomsbury DHA and Islington DHA also combined.
baut after the data collection period. The total number of English DHAx in
19960 wars therefore 191, The number of Welsh DHAS remamned constant @19,

Expert local advece was sourht reganding the most appropriate administrative
wint fo target for both Scotland (Dow, 1989 and Northern Treland (Pacaboo,
19849} In Scotland, chicf area nirsing officers (C AN at hicalth board (HE}
level were wentified, of which there were 15, In Northern Ireland, assistant
chiel administrative nursing officers (ACANC were wentified at the level
of health and social services boards (HS5HB), of which there were 4. In tdal.
therefore, 219 DHAS, HBs and H55Bs were wlentified i the Uinited Kingdom,
cach with a named correspondent. Tuble 1.1 shows the chanpes chserved
i the number of respondent administrative unifs, by country, between
VRS and 1990,

Sampling frame

The basis for the sampling Trame used for chiel nursing officers (OO amd
their equivalents was the 1989 edition of the Hospirals und Health Services
Year Book (Institute of Hedlth Service Administrators, 19899, Every ONOY,
CANG and ACAND 0 the United Kingdom was posted @ sel ol survey
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Table 1.1 Changes to the number of administrative units identified 2z survey
respondent arcas, over lims

Cownniry [R85 1000
England 192 191
Wales 9 q
Scotland 33 15
Northern Irelamd I7 J
United Kingdom 251 219

guestionnaires. Each set contaned a separate questionniaire for the capture
of data regarding the CPN service at the level of DHA, HB or H55B (the
so-called Pan A questionaaire), together with 20 other questionnaires for com-
pletion by every individual community psychiatric nurse employed within
the DHA, HB or HSSB (the so-called Part B questionnaires). Where fewer
than 20 CPNs were emploved, the excess questionnaires were discarded. Where
more than 20 were employed, additional guestionnaires were either supplicd
by the rescarcher upon request, or phiatocopied locally from an original, Bach
CHO, CAND and ACANG was invited 10 a covenng letier to forward the
s¢l of questionnairgs to the person identified ax best placed in their own
organization o be responsible for ensuring their completion and safe return
1o the researcher. A reminder letter was sent to non-respondents and, where
necessary . exiensive follow-up was undertaken by telephone. To encourage
the co-operation of their DHA cofleagues, the welcome assistance of all regional
nursing officers (RNOs) in England was established at the November 1989
meeting of the RNO Group, held at the Depantment of Health, London.
Data were coded by the résearcher and dispatched to an external data
preparation bureau for inputting: The resultant data file was transferred on
magnetic tape o the University of Manchester mainframe computer and then
down-loaded for use on a Hewlett Packard Vectra ES/12. ARer cleaning
provedures were completed, analyses were performed on these data using
Verston 2.0 of SPS5/PC (Morusis, 19881, The form in which the data was
o be held fell outside the terms. of the 1984 Data Protection Acl. In-some
of the following Tables in this chapier, a convention has been adopted in which
fractional percentages of (1.5 or greater have been rounded 1o the next higher
integer; fractional values of less than 0.5 have been dropped and may therefore
effect totals. The term significant’ will mean that the likelibood of result
happening by chance was less than five times in 100 {or p=<{.05).
Response rates 1o postal questionnaires vary considerably and some reasons
for this have been reviewed recently for o nursing readership (Robinson, 1989).
The present study achieved a 87.2% response by district health authority,
and their equivalent, and o0 exceeded a bench mark set by Ford (1986) of
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any questiomnaine that produces 75 o 85% s doing extremely well™. T s
Iong boen known that postal surveys thal bave clear aims and that dre well
destgned, produce high response rates especially in the health service, when
the topic is understood by the respondent as being of high professional interest
{Cartwright, 1978 Dunnell and Dobbs, 19821, The response rate achieved
in the present study might have been vet higher had prospective respondents
o been subject 1o a number of similar requests for infornmanon from other
enguirers prior (o the present rescrch ( Boodhna, 1990 Caldwell, 1989; Flave,
IR Jarvas, 19940 Paraboo and Robinson, 1989 Thomas, 1989), The nolion
of “guestiomnairg-completion fatigee” thus emerged as o possibility for
respondents, expeceally when the numbser of such requests was compounded
by those made by students (vear upom vear) attending community psychiatric
aursing courses, and others, which usually fail o enter the published literaure,
The innocent risks, todls, limitations and policy consequences of such sctivity
have been reporied (White, 1989, alihough the need for thes could again be
looped back to the dearth of usable information.

Tables 1.2 and 1.3 rchite, first, 1o response by DHA, HB and HSS5B (Part
A}, then to the response by individual community psychiatric nurses {Part
B}, respectively,

FART A = DATA AT THE LEVEL OF SERVICE

Of the 219 sets of questionnaires posted to each DHA, HB and HS5B in the
United Kingdom, 191 responded with Part A, which produced a response
rate of 87.2%. One district health authonty and one hesilth bodrd corresponded
wilh the rescarcher to-apologise for being unable to ake part in the study,
because they were under a “heavy pressure of work” and were “an already
hard-pressed service, likely to face a farther budget reduction”, respectively.
EBrespite the differences noted in Table 1.1 and the methadalogical differences
described carlier, such a response sccorded almost wennically with the overall
FHES eate of 86.5%. When the response by DHA, HB and H55B was col-
lapsed into English regional health authornities andfor countries, the rides were
distributed as shown in Table 1.2

PART B - DATA AT THE LEVEL OF INIMVIDUAL CPMNs

The sum total of individual community psychiatric nurses who responded with
Part B guestionmiires numbered 2181, This represented 73.1% of the 435
CPNa (4203 full-tire 138 pan-time) whn were reported by Pan A respondents
as being emploved. as at 31 December [98% (the census date of the survey).
Seven Part B guestionmzmes were also recerved from mdividoal CPN
emploved i four different distrct bealth authornties. They were, however,
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Table 1.2 Distribution of respondents by Enghsh regronal health authonty andior
country in the United Kingdom, with 1985 comparison

HHA aid Mo, DHAs Nurmber of % responte % response
CONRETY HBs, H55Bx  respoidents 1) (1955}
Northern 16 IS 94 94
Yorkshire 7 14 B2 4
Trent 12 i1 92 B3
East Anglian B T R 75
MW Thames 13 12 92 o3
ME Thames L 12 75 Bl
SE Thames | &* 14 B8 g3
5W Thames I3 10 i} 10
Weasex [4] Y Bl 1043
Oixford ] 7 88 100
South Wesiern 11 11 10K} B2
West Midlands i 19 8 a1
Mersey 1o L Bk LT
Morth Westem 19 16 B4 1040
England 191 [64 Bh az
Wales ] 9 104 T8
Scotland 15 14 By LA
M. Ireland 4 4 104 51
United Kingdom 219 1% B1.2R B6.5%

*Imcindes the Heihlemn Royal and Maudsiey Hoopitaly e separate DA,

Table 1.3 Reporied number of coammunity psychiatric norses in respondent services
and individual CPN respondems, disinbuted by country

Mo, reporied Individual CPN % of reported
Counfry CPNY (Parr A} respordents (B) CPN workforce
England 3730 2718 T3
Walex 241 114 47
Scotland el 248 a2
M. Ireland L1 101 o2
United Kingdom 4351 318l 73

unaccompanied by Par A counferparts and, -afier considerable (but eventually
unsuccessful) follow-up, were excluded from the analyses.
Data -ai the level of individuals presented here, therclore, mo only

represented pearly three-quarters (T2%) of stafll employved i respondent
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services in the survey, bul also about two-thirds (64 %) of all United Kingdom
CPN services. Tahle 1.3 shows the distribution of individual respondents by
country. Cognizance should be taken of the response rates described nbove
and an appropriate parsimony should be exercised in the use of any of the
following information.

FINDINGS

Using these data, it has been possible 10 extrupolate an estimusted United
Kingdom workforee of some 4990 CPNs. In turn, this figure can be wsed
in i calculation o estimate the rate of growth in the national CPN waork force,
therefore, of about 54% over the quinguennium, which compared with an
estimate of 653% for the period between 1980 and 1985, Such prowth has
had a comeomitant effect on the CPN to population ratios, which varicd both
by country and regional health - authority (Table 1.4}

Table 1.4 Disiribution of CPN: popalation ratios, by regional health authority and
counlry, over time (pari-time CPNs exchixbed)

CPY 1o populaiion raio

o change

RE A connniry L SRS Pt r TR - ouE
Morthern 53 3 21 300 14 iy =32 4
Yorkshine 1524 34 500 12 (X - 652
Trent T2 4] 27 150 13 S ~48. 5
East Anglian 74 (00 200NN} 12 1K — 195
MW Thames 58 900 22 8K} 14 500 = 5.4
ME Thames EFRnLI 15 (NN R —i8.4
SE Thames 32 600 21 250 11700 -44.9
S5W Thames B (NNF 18130 (L - 388
Wnsex 38 300 |7 B0 11400 — i}
Cheford 39 500 21 30 13 400 =371
Soah Westemn 37 ROy 15 O i1 500 — 5.0
West Midkands A2 D0k 2234 13 300 — 4.4
Meraey 42 30 24 2 12 904} = 4.7
Morh Wesiern AT A0k 22 3K 13 200 —4lLH
Enjtlamd S [ 23 R0 12700 — &,
Wales - - 12 400

Semland - - 16 100

M, Iredund - - 17700

United Kangdom - — 13 106
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However, any inferences which might be drawn from these differences
should be tempered with caution, given a host of confounding factors which
might be in play to éxplain such differences. Not the least of these would
be the distribution of the populations within countries, RHAs and DHAS;
differences in the geographical area and terrain; differences in the indices
of social deprivation among populations; differences in the level and style
of other psychiatric service provision: differences in relationships with
psvchiatrists and general practinoners and resulting referral practices; dif-
ferences in local stratepic policy positions and the differential allocation of
financial and other resources; differences in hospital retrenchment or closure
plans and 50 on and 5o forth, The extent 10 which the reported CPN to popula-
tion ratios (especially in RHAs, for example) were indicative of any or all
of these factors, would be an important matter for separte nvestigation.

Manpower planning targets

A little over half (545 %) of CPN services in the United Kingdom repornted
having a manpower planning target, ranging between 1:5000 to 1:25 000 for
achievement within the next five years or so. Most commonly, the target ratios
were between 1210000 to 1212 000, The resource implications of such targets
commited one health board in Scotland to recruiting an additional 60 CPNs,
while other DHAS looked 1o about seven staff each.

The basis upen which such manpower planning targets were calculated,
at DHA level, however, cited ratios vanously recommended by regional health
authoriies, the Depariment of Health {DoH} and the Community Psychiatric
Murses Association. Moreover, different ratios were claimed by different CPN
services for a single recommendation. Forexample, the CPNA was cited for
recommendations between 116000 and 1:12 000; the DoH cited for recom:-
mendations between 1: 7000 and 118 000 Indeed, two CPN services in two
differnt DHAz, but within the same RHA, cited 18000 and 1:12 000 as their
regional recommendation.

In fact, supplementary investigations with regional nursing officers con-
firmed that only two out of the 14 RHAs in England recommended -a CPN
to population ratio to DHASs for planning purposes {neither of which was the
RHA in which the differnt ratios were cited in the enrlier example). The Depart-
ment of Health confirmed that icdid not issue norms. Moreower, the present
writer had carlier reworked the mathematics of the original basis for the Com-
miunity Paychiatrie Nurses Assocition recommended ratio and fownd that i
was seriously methodologically fawed (White, 1989).

The present study found, therefore, that services using top-down guidance
for planning communily psychiatric nursing growth and development were
essentially bereft of a creditable basis so to do, Fora typical DHA with a
population of 250 000, the innocent adoption of @ manpower planning target
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ratio of 1: 100K rather than {say) 1:12 000, would commit that district to
an exira revenue ot of about £74 000 (ar October 1990 prices: G grsde nurse,
af the mud-poant, with oncost); while the erroneous adoption of 1 12 000 suber
than | : 10000 would under-resource a service by Tour whole-time cquivalent
community psychiatric nurses, or 20% of a median average sized contem-
porary CPN service.

It is of interest to report that when the size of an individoal CPN service
at DHA level was standardized to a population of 100000, the varmtion
between DHAs ranged from about three CPNs (3.21) to nearly 22 CPNs
(21.67); more than a seven-fold difercnce in the level of CPM service provis
spon within DHAS across the United Kingdom (White, 19590b), The necd for
policy-orented rescarch (o develop sutable methods which would ensure a
more systematic basis 10 CFN service planning and development, his thus
become self-evident. Similar rescarch to this has already been funded by the
Department of Health to assist health visiting and district nursing to deter-
minc their staffing requirements for the fulure,

Involvement of service users

Oither selected findings from the present study showed that almeost three-guaners
(70.2% jof CPN services in the United Kingdom do not bave an establisticd
method for the involvement of service users in the planning of community
psvchiatric nursing services, Despite the methodological issues in so doing.
Munton {1999 recopmizad that ¢hoting cleents” views and acting wpan them
increased their power and influence over the nature of service provision, with
a concomitant reduction in these fertures held by the health care professaonals,
Such an observanon might provide part of the explanation why a more substan-
Hal proporion of CPN services was nod found (o involve services wsers.

Measuring performance

More than half (53, 4% ol CPN services did not have acrecognnssd method
for measuring CPN service performance. The ability of a service 10 predict
its performance, to a pre-specified quality within explicit parameters, has
become a crucial area for rescarch 1o cnable providers to demonstrate indicatons
of expected service stndard 1o prospective purchasers, Moreover, for CPN
services concerned 1o ensure the notions of active participation and informed
choice by their clientele, the same information could be made directly available
ter prospective individual service ssers. Post hoe sccouns of their experience
{in relation 1o what they were led to expect) could then form an integral part
of a service evaloation strategy, the reports of which could be made available
for all levels of public seruting, The present study showed that the opportunity
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to exercise such an option, even if it were regarded desirable, was open to
less than half of the CPN services in the United Kingdom {as a1 3] December
1939).

Education and training

Increasingly, one other such proxy measure of quality has become the
level of specialist skilled staffing and associated education and traiming
(Department of Health, 1989b), Over three-quarters (T8%) of services
in the United Kingdom had CPN staff seconded to the substantive scademic
year-long community psychiatric nursing course. Such a proportion was
noteworthy, given that only a quaner {25.1%) of services reported that
a current post-basic nurse education strategy had been published at DHA
or equivalent level, in which the educational requirements of CPNs had
been identified, Moreover, only four in ten services (41.4%) reponed
that specifically identified finance for post-basic community psychiatric
nurse education was puaranteed each vear. Almost without exceplion,
CPN services in the United Kingdom usually had nursing students placed with
them for ‘community experience’, as part of their programme of education.
The level of available capacity to accept nursing students varied by service
at DHA level, and rnped from those who reported having msch spare capacity,
to those who were (a5 one service put ith “saturated” with nursing studenis
(Table 1.5}

Tabbe 1.5 Distribution of the proportion of the United Kingdom CPN services’
capacity 1o accept nursing sludents for “community experience’, reponed oa & seven
point bi-polar scale

Proportion of CPN services

Mo gpare capacity. | 2 3 4 5 6 T Mach gpare capacity
% I7T% 0% 6% TR 5% 2% Muoh spare capocity

The distribution shown in Table 1.5 of the reported capacities for CPN
services [0 sccommodate nursing stedents for community experience
placements showed a marked skew toward there being no spare capacity. This
was a salutery fnding, given the immediate requirement on services 1o
accommaodate supernumary students of nursing on 8 mental health branch
programme of Project 2000 courses, which will substantially rejig the educa-
tional orientation towand community selings,
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NDIVIDUAL CPNs AND THEIR CIRCUMSTANCES

Thus far, this chapter has provided 2 summary description at the level of CPN
service. The intention has been for it to @t as the backdrop for the next section,
which will reveal the circumstance of individual CPNs employved in United
Kingdom services as at 31 December 1989, This will be a necessarily selec-
tive procedure, as the scope of the complete study included some 75 scparate
variables. All of these vartbles can be analysed by distnct, region or coun-
iry (or whatever) for the purpose of comparison, By way of example, the
pay grade at which CPNz were emploved 1 distributed below by RHA and
couniry {Table |.6).

Table 1.6 Dizstribution :1:f CPN pay grades, by regional bealth suthorny and country

RHA andior Grrade (%)

CERRIFY LA £ F 0 H !
Morhern | & A m i) 2
Yorkshire 3 7 T T2 X ]
Trent | 5 T Th ] -
East Apglian T 3 16 T3 7 ]
WNW Thames i 5 5 | I3 I
NE Thames | 1 il 6 15 |
SE Thames | | 4 ol 11 I
SW Thames 2 5 [[1] 70 | 2
Wessex I 3 B 52 i |
Chfiord | d 4 Th 11 4
South Western 2 | 5 = & E]
Wesd Medlands 4 5 7 T ] 1
Mersey 12 f 5 B3 4 ]
Morth Western 3 7 4 k] 1§ 2
Emgland 3 5 F T4 1 1
Wales 7 4 ] T i g
Seatland | 5 2 K5 i 1
M. Iretand L] F 1] al 4 3
Uneed Kingdom ’s 5 7 Th 49 I

Grading

I was observed that & larger proporion of men were found in the higher
gradings, while proportionately mone women wiere found in the lower gradings,
Further analyses showed that 77 % of I-praded posis were oceupied hj'_male
CPMs, while 81 % of D-praded posts were occupied by Termale CPRNs: o hghly
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significant difference (p=0.000). About eight out of ten (76%) of all CPNx
working in services in the United Kingdon reporied G grading, although
substantial variations also existed between regional health authorities and
between countries, Again by way of example, in South East Thames Region,
6% of CPNs were graded lower than G; in the Mersey region, 23% were
so reported, Cogent explanations for these regional differences in nursing
skill-mix have yet to be understood properly, and form part of a burgeoning
portfolio of unmet CPN manpower information needs, described earlier,

Education

A similarly vexed substantive arca of community psychiatric nursing has been
the educational preparation of CPNs, The present research showed that & little

Tabke 1.7 Propomion of substantive CPN course compieters by
regional health authoriey and country

Fropertion af
completers in RHA
1o

RHAfcountry %)
Morthern w2545
Yorkshire 30.1
Trent 26,8
Exa Anglian 8.7
MW Thames 35,1
NE Thames 348
5E Thamies 45,2
LW Thames 419
Weksex 2491
O fird 43.2
South Western 257
West Midlands w224
Mersey 40.5
Morth Western 388
Engiond M6
Wales 5.8
Sootlang 61.7
M, Treland TG 2
Limited Kingdom I7.5%

* lowes in England
**Highésl m Englisd,
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more than one-thied (37.5%) of the Umted Kingdom CPN workforce had
compléied the post-qualifving, academic year-long, substantive CPN course
ithat 15, JBCNS course B0, JECNS/ENE 810, ENE 811, amd maore recently
superseded by ENB 812) (Table 1.7),

This. too, vareed by countey and by RHA. Tt can be secn thiat while aboue
four out of five (T9%) CPNs in Northern Trelind were substantive CPN course
completers, Wales reporied only one in six (165:). These findings will remind
community paychiatre nurses i Scotland and Nonbern breland that one of
the arguments used in the suceessful call w make the training of district purses
mandatory, was that 75% of of their workforce already held the substantive
gualification when their “uprising’ first gained force in 1977 (Kratz. 1982)
{Table 1.8)

Table 1.B Differences m the reported proportions of the todal C PN warkforee having
completed the substantive communiy paychuirnic nursing counse (RIVRINED 1), over
Lt

FPropeition of CPN courve completers
198 L u ] TN T change
=315 fr==06J8) fu=11u LA 1

Unated Kingdoms ‘Mol more
than 0% ° 224% AT % + 15, 1%

*Included CPNs noe having complessd the course

During the recent five-vear period, when the size of the United Kingdom
CPN workforce grew by about hall as much again, to find that the propor-
tion of the gualified worklorce had nisen by 15% over the same porsd wis
unexpected. Moreover, such an meresse was ool universally the case an repaonal
level, For example, the proporion in Wessex Regional Health Authority
actually fell below iis 1985 level.

Admost two-thirds: (62 5% ) of CPNs emploved in Englamd, therefore, did
net hold the substantive gualification; this, when one in lve places remmamed
vincant on CPN courses in 1989, As with the previous year, ihere were suffi-
cient applications from prospective students to fill all available places on all
CPN courses, but not saflicwent fundimg 1o exploi the educetional oepporusnities
(Rushforth, 19900, Three course centees closed in 19849, One of them, a
diptoma-level community psychistric nursing course. produced a national
award winming student project which invelved the development of @ health
education peckage Tor people with schizophrenia, their familics and friends
(Hilton, 1990). The course was defended against closore by the English
MNational Board which reported thit it was "one of the best, if nol the best’
CPN course in its part of England. Even so, such a defence failed. The regional
health authority in which the course was locted had 1ts confidence in the
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whole notion of community psychiatric nurse education systematically under-
mined by talk about the apparent significance of the 1982 Registered Mental
Murse (RMM) Syllabas iand predictions about the Mental Health Branch Pro-
gramme of Project 2000 courses; this, in the complete absence of any controlled
outcome ddata from the study of either. Indeed, the only recent reséarch -to
be published in the substantive lerature was a six-vear [ollow-up study of
Sheffictd Polytechnic CPM course students, which found (comrary to the groww-
ingly specious rhetoric) that students positively connoted: their educanonal
experience, as did their seconding managers (Brooker, 19%9(a)

It has been léss than five years since the first 1982 RMN syllabus course
attenders joined the qualified psychiatric nurse labour market. Of those in
the present study who had subsequently become employed as community
paychiatric nurses, a quarter (24 4% ) had already pone on to undertake and
complete the substantive CPN course by 31 December 1989, The size of this
proportion might serve to blunt the Chinese whisper (sce, for example, South
Western Regional Health Authority, 19900 that the 1982 RMMN syllabus (either
used for a conventional three-year psychialric nurae training or, in the future,
as the basis of the 18-month Mcental Health Branch Programme of a project
20060 cowrse) has adequately equipped paychiatric nurses for community work,
and that specific post-registration community preparation is (therefore)
unnecessary, because this might or might not be the case. Here, too, evaluative
studies concerned with the cost-effectivencss of different modes of CPN educa-
ton and traiming have vet to be commissioned and their Nindings vet 1o appear
in the published literature (for example, full-time courses versus part-time;
courses based in instilutions of higher education versus those based in colleges
of nursing, versus those by distance learning packages and so on). Nor have
there yet been published accounts of the relative costs between CPN courses
and other clinical nursing courses. Nor the relative costs of non-clinical courses
for nurses, and’or others, in the NHS; in particular, management courses
at all levels: This, quite apan from the lamentable absence of published reports
regarding the efficacy of anv and all of them. The case for commissioning
policy-oriented educational research has thus been longstanding and self-evident
(White, 1991k,

In the present study, about half (49 8%) of the CPNs in the UK had com-
pleted courses other than, and sometimes in addition 1o, the substantive CPN
course, which were acknowledged locally as being relevant o work prac-
tice. One hundred and sixty-one separate course titles were identified by the
present reseiarch, These tended to have been, however, of the short (one, two
of three day) introductory kind, only 3% of all 161 courses were of suffi-
ciently meaningful lengih (o recond on the Professional Register of the Unied
Kingdom Central Council. Of all the clinical nursing courses attended, three
courses predomanated; busie counselling, family thempy and bereavement
counselling. These three courses accounted for almost a third (30%) of all
161 non-substantive course allendances,
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CPNs who had completed the substantive CPN course reported having a
relationship with-a person which was understood by both o ke a "clinical
supervision” significantly less frequently than CPNs who were not course com-
pleters (p=0.006)_ An explanation for this finding, together with an examim-
tion of the nature of such relationships, their costs amd their impact on the
quality of the services provided, would require a scparate study (or set of
studies) which adopt a différent methodological approach than the present
survey, which has made this summary structural analysis possible. Any such
work should take cognizance of the contemporary posiien of one in seven
(14.7%) of the national CPN workforee, who had neither completed ihe
substantive course nor had clinical supervision of their work,

Specialization

A similar theme recurred an relation to the notion of specialization of prac-
tige by CPMs Here, ton, it shoald be acknowledged that implicit in any clain
o *specialize’, especially in terms of therapeutic approach, was o sel of assump-
tions about the quality of such work: that is; the work of specialists is somchow
different from and, by extension, better than the quality of similar work of
individuals, who might not make claim to such a title. Such assumptions were
nol examined in the present study and they remain open to conjecture
until separate- empirical research i this substantive arei 1= commassioned

Similar studies have already been undernaken (Wade and Moyer, 1989 1o
examine the work of clinical nurse specialists in stoma care and diabetic care.

With that caveat declared, the present 1990 survey addressed the notion
of specudization differently Trom s 1985 counterpan. A distinclion was drawn
bepween specialism by therapeutic approach, and specialism by client group.
In addition, the term Sspocialize’ was operationalized as “working intentionally
and predominantly with'. Using this definition, about one CPN in every seven
(145 reported that they specibized in working with a particular therapeutc
approach {Table 1.9],

Of those that did so specialize, family therapy and counselling predominated
over behaviour therapy and other minornity preferences. Overwhelmingly,
therefore, nearly nine oul every ten (R65%) CPNs approsched their work
penerically.

Moreover, about four CPRMs in ten (421 %) reported that they specinlized
in working with a particular client group, OF those who did so report, nearly
GO (59.5%) wentified clderly people as the most favoured client groap,
followed (a very long way off) by people with long-term mental illnesses;
then by people with drog- and alcobol-related problems; by children and
adolescents; then followed, at fess than 5% (or 0.02% of the national CPN
workforee), by people living with autoimmune deficiency syndrome (AIDS)
and human immunodeliciency virus infection (HIV) (Table 1.10).
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Table 1.9 Distribution of therapeutic approaches with which CPNs reporied

specializing, over time

Therapeutic approach 1985 fn} T fr)
Famiily therupy 0.2% 2 28.9% (129}
Behaveour therapy 4.5% {36 19.5% (8T}
Counselling - 12.8% (37
Cognitive therapy - 12.1% [54)
Family and behaviour therapy - 1.0% {30
Other {14 minoricy
approaches reporied) 19.7% (B8]
100% [4446)

Table 1.10 Ensnbution of chenl groups with whom CPNs reponted specializing.

over lifme

Clent growp 1985 f TR I
Elderly % (30E) 5% (T946)
Drugs/akcohol 9% (72) 0.1% (134)
Rehabilitation/resettlement 5:2% (42) 17.3% (231
Childreniadolescents 4.5% (36} T.5% {101}
AIDSHIY - =) 4.7% (63}
Forensic = (= 1.O% (13}
100% (1 338)

The relatiopship between those who reported o specialize, enher in
therapeutic approach or client group, and the pay grade at which they were
employed was examined. As might have been reasonably predicied, the
proporion of each pay prade comprized of CPNz who reported specializing
in & particular therapeutic approach increased the higher the grade; less
than 3% of all D-graded CPNs, rising to nearly 30% of all 1-graded CPRs
(p="0.000) {Table 1.11).

However, the converse was the case for CPN: who reported specializing
with a particular client growp, where the larger proporions were found in
the lower pay grades (p=0.(0K), A possible cxplanation for these findings
wis that specializing in the care of the elderly waz alzso significantly asso-
ciated with fower grades; work in which female CPNs predominated, Indeed,
such a finding concerning the significant association between the care of
elderly people, female community paychiatric nurses and low pay grades will
be wnsurprising to those familiar with the general literature on the role of
women incare of elderly people, especially. relatives, and how such efforts
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Tahle 1.11 Proporen of cach pay grade occupded by CPMs who reponied specializ-
ing in @ paricular theeapeutic approsch and client group

Proporsion of grade (%)
Reporied fo specalize
willy i pariteufir; ¥ E F L H !

Therpettic appronch 27 69 9.1 134 250 204
T B3 478 304 $0.7 &332

1
Chient group i,

are undervalued {Bonny, 198 Bqusl Opponumibes Comnmssion, |98 Lewis
and Meredith, 1935 Manhew, 1951,

CPN caseloads

The =ize and composition of CPMN caseloads in the United Kongdom: has
antracted close attention (Woolf, Goldberg and Fryers, 1988), The present
studhy can report, -for thie firse time with any confidence since Parnell™s {1978)
wark . that the méan averige siee of o commumty paychustne nurse caselosd
in the United Kingdom, i at 31 December 1989, was 35 Goclients {Table 1.12).

The mean average sizg of a CPN caseload vared by country. The cascload
of a CPM working in Northern Ireland, for example. was langer than an English
vounterpart by over half as much again. The proparteon of clienis on CPFN
caseloads who had ever had an admsston toa paychiaine u-patient facility
ithat is, for example, 1w a psvchiuric hospital or (o & psychiatric unit of a
district general hospital) also varied by country. Such clients represenied

Tatde 112 Disiribution of mean average PN caseload Sere and - sunmmary
compasition, as al 31 December 984G, by country

Crieelonad derad Englend  Wales Seotland. N Ireland UK
Rwre (niean averageh 43 421 405 1.9 3506
Progeerifon ol

cislosnd - of clienss;

Who had a previoos _
peyehiatric sdmission 47 9 SEO% 5Ta4% &8 7% 50.2%
Who were chromcally
meznlally il 41.6% 53,39 45.6% S0.0% 43, 5%

Who had schizophrenia
s imedical diagnaosis 2o.0% 0% 2T4% 43.6% aT2%
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almaost exactly half (50.2%) the mean average UK caseload, and well over
two-thirds (68,8%) of a Northern Ireland CPN caseload. The proportion of
clients who were chronically mentally il (a term the writer was persuaded
to believe from the literature, and individual survey responses, had a currency
in popular parfance) was over 43% of UK caseloads. In particular, this client
grouping contained over 27% with a4 medical diagnosis of schizophrenia. It
follows, therefore, that over six out of ten {62.4%) clients who were reported
chronically mentafly ill, were diagnosed as having schizophrenia; who
thermnselves consotuted well over & quarter (27% ) of a mean average UK CPN
caseload,

To give these data a sense of national perspective, it can be extrapolated
that the estimated total number of individuals on CPN caseloads in the United
Kingdom, as at 31 December 1989, was 177611 people; of whom 89 170
had had a previous admission to a psychiatric in-patient facility. Moreover,
TT551 were chromcally mentally ill; of whom 48373 suffersd from
schizophrenia, The work of others has estimated that about 250000 people
currently have schizophrenia in the United Kingdom (National Schizophrenia
Fellowship, 1990), The total number of clients with schizophrenia on CPN
caseloads, therefore, represented about one in five (19.2%) of the reported
prevalence, This, ata time when 2 quarter (24.5%) of all English community
psychiatric nurses in the present stedy reported having not a single client with
schizophrenia on their caseloads.

Consultant referrals

The mean average proporion of refereals from consuliant psychiatrists 1o
community psychiatric nurses in the UK was nearly 43% . This represented

Table 1.13 Distvbanon of sources of client refermal o community peyvchistric nurses,
over fime

Referral agem Proportion of réferrals % change
1985 900
1985 19}
Psychintris $01% 42, 7% = 6. 5%
General practitioner 3.3 58 +12.5
District nuese/healih visitor 540 ig =1.1
Ciher hospieal - staff 540 55 + 05
Socul services 32 16 +1h.4
Relativesiself 2.2 4.4 +2.2
(hher 2.2 4.1 + 1.5

Todul 1.0 1.0
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a reduction of over 6% in paychiatrst eeferral volume since 985, Aboul
one in 13 (7.5%) CPNs still received referealy excfusivedy from consultant
psvchiatrists; o proporion exactly the same as those who now no longer
receved a single referril from a psvchiatrist (Table 1. 13),

GFP referrals

Abthe same time, the mean average proporion of refernils from general pras-
ntioners (GPs) w0 CPNs had increased (o nearly 36%, This represented an
increase of over 12% in general practitioner referral volume, from the 1985
propomicn of about 23% .

The relatwnship between the source of CPN referrals and the location of
the CPN's operational base has boen commentated on before (Skidmore, 19864,
though s nature has reaeained poorly understood. In the presem stedy, com-
mumity psychiatric nurses reported being based in up o 17 separate locations
per district health authority withina total of 38 different tvpes of accommosda-
tion. For a little more than a quarter 28.3%) of CPN services, the main
buse remained the psychiatric hospital; while for a further quarter (23.15%)
of services, o main CPN base could no longer be adentified, The motion
of ‘@ "man base” wuas ongimally and appropriately sdentified as a variable
for the 1980 survey, I persisted through the 1985 and the 1990 versions,
though the increasingly dispersed, or federated, naturé of CPN service
orginization has now drawn into gquestion the sirict sénse in which such
hases were reporied as ‘main’. Data vielded by the present study suggested
that ‘main’ might have describad only an artifact of service development,
or the location which houses the PN manager, or the CPN secretarics,
or oiher administrative apparaius, 1wk no longer always the location which
housed the largest number of CPNs, a5 was the case in the past. Thus, in
1950, & distinction wis drawn between the “main base’ reported by CPN
managers and the more elling "operational hise” reported by indivedual CPNs
(Table 1.14).

By mspection, CPN service organization dilfered markedly by country
Far cxample, England differed from Scofland in the contiowed use of a
peychiarric hospatal as an operaticnal base! the difference between England
and Northern Iretand in the proportion of staff operating from a psychiatric
it of 5 district general haspitil can al=o be moted: 5o, too, the organisi-
tional differences between Northern Ireland and Scottand in the use of health
centres amd general practices.

The pature of any relationship between the location of the base Trom which
CPNs operate, the source of CPN referrals and the types of caseload clientele,
has also continued to inerest investigators (for example, Simmons and Brooker,
1986}, The present study has become the Tivst to provide evidential dita to
inform a United Kingdom-wide perspective.
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Table 1.14 1990 distribution of community psychiatric nurses (reported at the level
of individuals), by operational base, by country

Chperaiionn bage England - Wales  Scorland N Irelamd LK
Psychiatric hospital [B4% WI%T  69%  12T% 22.6%
Psych.unit of DGH 157 2.6 6.5 1.0 143
Healih centre/GP practice 213 2.8 185 634 L5
Day hospital 9.1 10.5 32 kL 8.4
CMH centre 208 13.2 4.0 — 18.5
Dther 14,7 4.4 g 29 13.7
[y L1 106k 10K 104

Table 1.15 Correlation coelficients of the proportions of CPN caseload referred by
consultant psychintrists and general practitioners comprised of clients with a previous
idrmission 1o pavehintrc in-patient facility, who were chronscally mentally ill and with
o medical diagnosis of schizophrenia

Praporiion of CPN caseload
comprized of clignis
Previows poychreiric  Chromically Medical diagnosis
admission mentally il of schizophrenio

Proportion of CPN
careloed referred by
Consultant psychiatrists 0.4245% 03884 (3289
General practitioners =420 e L L =i}, 3348
*p=i00]

The eoefficients in Table 1,15 confirmed that the proportion of referrals
to CPMs from consuliant psychiatrisis was significantly poesitively correlated
with the proportion of clicnts on CPN caseloads with a previous admission
12 peychiatne m-patsént facility: and with clignts who were chronically mentally
ill and with clients with a medical diagnosis of schizophrenia. Concomitamly,
the proportion of referrals from gencral practitioners was significantly nega-
rvely correlated with the proportions of the same three vartables. Although
the two relanonships fell short of being causal (that i5, the refermer was not
mstually exclusively identified with a single client tvpel, these data can never-
theless be summanzed, thus: the more referrals from psychiatrists, the miore
chients with long-term mental illnesses, while the mare refermals from GPs,
the less of such clicniele.
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Further analyses showed that CPNs who operated from a base in a
psychiatne hospital, or a psychistric unit of a district general hospital, had
a sigmificantly greater proporticn.of refernals- from consultant psychastrasts
Concomitantly, CPNs operating from non-paychiatrc hospital bases had a
significantly greater proportion of referrals from general practitioners, CPNs
who operated Trom bases ina psychiatric hospital also had caseloads
with a significantly preater proportion of clients having had a previous
pavchiatric admission, of clies. who were chromecally memally all and
of chents with a medical diagnosis of schizophrenia, than did CPNs who
were based elsewhere, Thus, a convincing retationship has been cstablished
empirically between a psychiatric hospital base {or a psvchiatric unit of
a district general hospitaly and a significantly’ skewed  refermal volume
froom consulant psvehiatnsis, of a chentele with long-term mental health care
negds,

CLOSER IDENTIFICATION WITH PRIMARY
HEALTH CARE?

These original findings have therefore confirmed the continued movement
of the CPN workforce (now some 5000 strong b away from its original sources
of referral, its original operational base and its original client group. towirds
u closer wentificanion with primary health care providers, their work plices
and their chientele. Such movements hiave not been free of angst {Departmen
of Health, 198%¢) and Tor the first time an nearly fosir decades of almost
completely unfettered and parochiat development, community psychiatric
nursing has had o stop and reflect, and 0 reconcile wsell o the denwands
of the recently published Care Programuane Approcch health circular (Depan-
ment of Health, 19903 This has reconfirmed the primacy of the psychiatrist
in interprofessional working and has réquired key workers to be identificd
o moniter both the: health and social care which patients discharged from
pavchiatrie hospatals are 1o be given, While key workers are to be drawn from
any discipline, it has been predicied that CPNs will be idenfified to occupy
muny, if not most, of these positions (White and Brooker, 19900, The findings
presented in this chapter have soggested. therefore, thar many CPNs might
be required to re-orientate their contemporary working practices and realign
themselves back into closer working refationships with psychiatrisis, a
feature which, although it might not be umiversally popular with some
CPMs, nor some general prclitioners with whom working alliances have
developed over the last decsde, would be welcome with most psychintrists
(see, for example, Momhompton Dhistrict Health Authority, 1991} Indeed,
the lohby o pet the pendulum o swing back has been long cstablished
(Goldberg, 195E5].
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Long-term vs short-term mental illness

In this event, the future work of CPNs would be refocused towards a clientele
with long-term mental ilinesses and away from those requiring short-
term CPN intervention. These are often rerferred to, in an increasingly
pejorative way to (artificially) exaggerate the division, as the ‘worried
well’, and frequently caricatured as the general practitioner referral. Such
clients have become popular with CPNs, “appropnate’ in the vernacular,
nod only because of a commitment to notions of health promotion and the
prevention of ill health for their clientele (Standing Advisory Group-for
Community Psychiatric Nursing Education, [991), but also because of
their apparent responsivencss o intervention gnd concomitant job satis-
Faction for CPNs themselves, Not uncommonly, these outcomes are regarded
-as elusive when working with-chronically mentally ill people with long-term
needs.

Some community psychiatric nurses may have inadvenently de-skilled
themselves for future work with chronically mentally ill people by having
concentrated on other clientele. Such is the service-led demand for par-
ticular educational preparations that the need for appropriate training
and re-tratming  skill-specific packages has thus emerged. An expmple
of these has been researched recently ot the Universilty of Manchester
(Brooker, [990b), while anodher 15 in s inaugural year at the London
School of Economics (Ramon, 1990, When commumity psychiatric nurses
hiave been (re-)equipped with appropriate skills, they might feel less in-
securne and pessimistic about the prospect of work with such clients. Given
such a scenario, the work with less seriously mentally ill people might
devolve increasingly o other branches of nursing. In pariclar, practice
nurses may emerge a5 the predominant occupational group to work with
the minor psychological distress- which presents 1o general prachitioners
(White, 1991¢); indeed, Department of Health-funded research has already
begun to examine the role and function of practice nurses in the treat-
ment of depression (Wilkinson, 1990). General practitioners might also
directly employ community psychiatric nurses, or purchase other coun-
selling services (or both) in support of practice nurses (for example, Roy,
19940,

An additional impetus 1o review the appropriateness of different educa-
tienal préparations has, again, come oul with community psychiatric nursing.
Calls have been made (Guinan; [990) for the British Psychological Society
to adopt a formal public position on the practice and teaching of therapics
bazed on psvchological theoriess and: princigles, which will state minimam
acceptable levels of education, training, experience and supervision for pro-
fessional practice by non-psychologists in other professions and, in particular,
CPNs,
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CONCLUSIONS

Clearly, CPNs will have o review fundamentally their service roles and recon-
cile them 1o the changes in the National Health Service, and re-think the educa-
tional consequences, Such o review will be a necessary, but not a sufficient,
condition 1o achieve all the potential advantages to client care which are
envisaged by the reformation. Sell-cvidently, for these to be realized, alf
professionil groups involved in community mental health care provision will
have to address the issues and eventually accommedate them in negotiation,
not only one with another, but with service users. This requirement has
remained both-constant and independent of the changes over the ten-year period
covered by this brief structural review, from which some of the substantive
areas reguining new research have bedn revealed,
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CHAPTER TWO

A study to investigate the
views of patients and their
carers on the work undertaken
by nurses to prepare the
patient for discharge from
hospital

Katharine E. Ferguson

INTRODUCTION

This chapler raises two impontant amd topical issues in the feld of psychi-
atree nursing - care, First, the need (o explore users” perceplions of the
service thiy recerve and 160 consult with them about st they wan and.
second, the need 1o adequitely prepare clients - both patients and their
carers = for discharge, twking into gcoount their perceived needs. Thes
is of particular imponance with the expansion of community care. A
study s described here which explores the perceived needs of a group
of prople recently discharged Mrom a psychiatoe hospital, -and those caring
for them. In particular, the need for information and advice s exam-
ined, both in relaton o hospital adimission el G preparstion Tor
discharge, The ability of the nurses working on the wards 1o anticipate
their clients” informution needs is also investigated using a questionnaire.
The findings support the litcrature in that patients and families are fre-
guently unhuppy about the amount of mlformaton and advice they receive
from professional stafl, both in hospital and in preparation for discharge.
Murses are seen as having a key robe o play in the education of palients with
mental heslth problems and their carers,

27
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LITERATURE REVIEW

The importance of gathering the views of clients on their needs
and experiences of psychiatric treatment and care

Studies of users” perceptions of their needs and experiences of psychiatric
care are sadly few and far between, There seems 1o have been the mis-
conception by professionals that the patient’s judgement and opinions
are so drastically affected by their illness, they aré not wonthy of con-
sideration.

Psychiatry has always undervaloed the capacities of the patient, has tended
o regard his views as, at best, the unbalanced and exaggerated
precccupations of an oversensitive soul, and in-any event, the view of an
unbelievable witness.

(Lomas, 1967)

Shields (19835) agrees that the low status of this group of patients has led
1o a failure to take them seriously, saying, ‘It has been said that there
i5 not enough research done in psychiatry, and nowhere 15 this truer than
in secking patients’ views of their treatment and care’. The perceived
necds and views of carers of psvchiatric patients have been similarly
neglected,

Often the family is used only as a resource for gathenng information about
the patient, with little attention to their needs and concerns . ., in many
cases, whatever contact 15 made with the family contams the imphoatson
that they are to blame for the patient’s problems, further stimulating guilt
and pain.

{Anderson, 1977)

There is & growing recognition, however, that account needs 1o be laken
of clients’ expressed needs and views about the service they receive from
the “caring professions’. As Maver and Timms {1980) have stated, with
reference to social work clients, *Clients define the problems, experience the
help and live with the resulis ol it, therefore are best qualified (o say whether
it helped them or what they needed.” The MIND repon of 1983 emphasizes
the importance also of paying more attention to the wishes and practices of
carcrs! “The new panern of services should integrate with, not cut across,
the patient's natural systems of support” (MIND, 1983). Simmons (1984) sup-
poris this view, saying, 'Services should oo longer be simply whal profes-
sionals think is required or what they wish to provide, but should involve
full consultation with those on the receiving end.’
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Clients” perceptions of the adequacy of preparation for
discharge from psychiatric hospital

As has already boen mentaased, studies assessimg clients” views of psychistric
services amd treatment ase relatively rare, Consumer satisfaction studies in
general hospitals hiave shown that many patients are not happy with the amoun
and quality of informaton they receive Trom stalf (Ley, 197 Ley and
Spelman, 1967, Pender, 1974 Wilson Barnew. 1979, Specific work on
discharge of paticnts shows that there is frequently insdequate recording by
staff of discharge plans and information given, and poor understanding by
patients of their ilness and care plans (Cass, 1978; Roberts, 1975; Walers,
1987). Even where sttempts have been mide 1o imyprove routines for informa-
tion gaving and recording, doctors snll tend w0 gove advice on how (o cope
at home, and olow-up care at the end of the patrent”s sty and wntten records
arc sparse {Engstrom, 1986),

A simalar patterm emerees from the limited work in the ares of mental healib
care. Ballinger (19713, ina study of 100 paticnis on acute psychiatric wards,
found 0% could no remamber being told anvibing about thesr condition,
and only 48 % had received information about their medication, A King's Fund
study, undertaken in 1977 reveals also than while patents expressed con-
siderable praise for doctors and nursing staff, a number felt they had been
given insulficient information on their condition and treatmint (Raphacl, 1977),
Mayer and Rosenblatt (1974) found dissatisfaction levels among patients to
be especially high with information given in preparation for discharge, More
recent work supports the need for more mformaton 10 be given te patienls
o freatment and progress, medication, and proctcal sdyvice (Good Practices
in Meotal Healih, 1988 Sheclds, Morrison and Hart, 1988). The problems
of retrospective studics such as these must be recognized, however, as the
miemory of patients may have beon alfected sdversely both by the sliness stsell
of the side-effects of physwcal trestments such. as electroconvalsive therapy
(ECT), as well as by the passage of fime,

Many families, too, feel they have been prepared madeguately for thesr
relative’s discharge from hospital. Creer and Wing carried out a study for
the MNanonal Schizophrenia Fellowship in 1974: 33% of the carers reporied
not being satisfied with the support they received from professional saff. A
numiber complained of not beine invalved in the planning of care: There were
eriticisms oo of the lck of information, especially i relation to the treat-
ment programme, medication, what o expect, bow o care for the patient
ot day-to-day basis, practical information and hiow to deal with crises. Some
expressed a reluctmee 1o ask for help or advice. In addition, o smll study
carried out by Alstead in 1981 a0 an-acute admission wand, revealed that 75%
of relatives felt they were given only the barest information from hospatal
staff. It has been suggested that professionals and familics may ofien have
conflicting ideas abouwt psychiatnic care amd the role of professional staff
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{Spaniol, Zipple and Fitzgerald, 1984). In their sample, while therapists were
trying to focus on family dynamics, many carers saw as their prh'narj.' need,
practical advice and information on how to cope with the patient. Hence the
importance of clanfying what clients and carers feel they need from mental
health services,

Preparation for discharge - the importance of education for
patients and carers

Giving people adequate information on what to expect and advice on how
best to manage problems is, of course, important from a moral point of view,
As Rosenthall, MacPherson and Marshall ( 1980) argue, *Denial of informa-
tion Lo patients amounts (o what may be considered as denial of responsible
adult status, and with the implication that the patient is not capable of intelligent
choice and control’. However, the education of psychiatric patients and their
carcrs, with paricular focus on coping after discharge, can also be scen-as
a key component of a relapse prevention strategy, becoming increasingly
impartant with the expansion of community care, Mental health education
can be defined as *a distinct group of interventions designed (o assist people
in scquiring knowledge, skills and antitudes that directly contribute to their
mental health and 1o their effect onthe mental health of odhers™ (Mational
Committes for Mental Health Education, 1977}

Rachlin (197K} talks of the imporance of regarding clients az ‘pariners
in treatment’, so that there is an 'exchange of information on symptoms and
triggers, as well as guidance on management and the opportunity 1o discuss
problems and support’. In its campaign for ‘Health For All by the Year 20007,
the World Health Organisation includes in its recommendations the need for
*educational programmes {which) should enhance knowledge, motivation and
skills to acquire and maintin health™. A shift in the traditional professional-
patient relationship is considered vital, with professionals acting as *enablers”,
*guiding and supervising non professionals in health care’, and patients being
encouraged to take @ more active rale in looking after their own health (World
Health Organisation, P9ES).

Education is seen as an important part of the preventive psychiatry
programme proposed by Caplan in 1964, It is argued that there is potential
especiilly for nurses working in hospitals to play a role in secondary preven-
tion by educating clients and their carers on early signs of relapse, on
developing their coping skills and advising them on where to seek help, as
well as in ertiary prevention through the education of clients and families
on the prevention of long-term disshility,

Rescarch has shown that education of patients with mental health problems
may contribute towards reducing relapse rates by increasing compliance with
pavchotropic medication, For example, YouselT (1984) found that, of a group
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of 36 patients who received twice-weekly education sessions, the compliance
rate was 82% compared 1 64% in the control group. Therd was also a
significant reducnion in readmssion rates in the experimental growp,

The trend owards care in the community means that informal carers are
imcreasingly taking on a prmary role in the care of those with mental health
problems. A study by Goldman (1980) revealed that 60 1o 70% of patients
with-a diagnosis of schizophrenia were discharged home 1o their families,
As Doll (1976) says. “The family hove a crucial care-giving role. They have
become unwittingly and often unwillingly de fucte therapists, who bear the
day-to-tay burden of coping with a mentally ill family member”, I8 is vital
that such carers feel sufficiently knowledgeable and skilled to tike on thiy
responsibility. Hatfield (1981 ) stresses the importance of good collaborative
relations with Tamalies af the communily care experiment s 0o survivie.
Consultation and education will become, inevitably, a growing part of the
work of both community sl hospital nurses,

There is evidence that many carers experience considerable emtional and
practical burden in looking afier their relatives, making the need for adeguate
preparation for discharge and suppon from professional staff even more essen-
tual. As Clawsen und Yarrow pointed out, as carly as 1955, “Living in the
COMmUmILY 1% not synonymaus with having recovered ™. OF & sample-of 120
families of psychiatric patients i Cleveland, United States, 50% were
experiencing severe subjective burden in terms of emotional cost, Many ilso
were found to be suffering disruptions to family |ife and routing, role strain
and financial problems (Doll, 1976). Rescirch also suggests that the health
of many carers 15 being adversely affected. The Scottish Schizophrenia
Reszarch Group (1985) carrted out a study of people caring for individuals
whin were experiencing their fiest paychiatric illness or admission 10 hospitd
It was found that 75% of the carers were suffering from minor mood disorders
severeenough o warrant treatment and, ane year later, although anxiety levels
were redued, Families stll comphinned of & high nimber of somatic problems
amnd disrugtion o family life, Williamson and Danaber (1978} criticize current
approsches to care in the health service for weakening family and kinship
responsibility for care and decressing the motivation of individuals to ook
after their own health, They stress the need for people 1o beeducated s “whan
to treal, when to treat, how long o treat and with what'. Education for sell-
Care is seen as o key opponunily for nurses.

Work with the famities of psychiatric paticnts has demonstrmted the potential
for education as a wiy of helping to decrease relapse. Brown, Birley and
Wing (1972) found that where families showed “high expressed emotion’
fvwards o relative suffering from schizophrenia, chances of relupse were
ingreased, Later studies by Vaughan wnd Lefl (1981 revealed that educanon
sessions with the famifics on more therapeutic patterns of interaction could
reduce sipnificantly relapse rates. The work of Falleon, Bovd, BMcGill e al.
{1981, 1982) also demonstrated how educational programmes on the nature,
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course and treatment of schizophrenia. as well as on problem-solving skills
fior coping with stress, could be influential in improving compliance of patients
taking neuroleptic drugs, The patients also had lower relapse rates, and their
famnilies showed improved coping and problerm-salving skills. Harfield {1982)
particularly stresses the value of group teaching sessions with families, as
this gives them the opportunity to develop a sense of expertise and promotes.
se¢lf-help and sooal support.

The role of the nurse in patient and family education

A number of prominent nursing writeérs have emphisized the importance of
patient and family teaching a5 a pan of nursing care, Henderson (1966)
comipares nursing o teaching, in that both involve a helping relatonship with
the objective of developing independence in the person. Pohl (1973) describes
the basic purpose of nursing as the promotion of health, She considers that
the frequent and close contact of nurses with patients and familics places them
ina key position for adopting an educative role, Svred (1981} also sees nurses.
a4 being in a ‘unigue position for health education’, due 1o their ‘empathic
relationship” and “24-hour contact”. MNelson, Williams and Villencuve { F9EG)
describe the nirse os having primary responsability for identBong the leaming
needs of clients, and planning and implementing teaching programmes, both
of a formal and informal nature. Changes in nurse education also reflect &
growing concern shout illness prevention and patien! education. The new
Project 2000 curricula for registration of nurses place particular emphasis
omn health, factors leading 1o health breakdown and health promotion {United
Kingdom Central Council for Nurses, 1986).

Sadly, in practice, it seems that this potential role of the nurse as an edocator
of patients and families is often not being realized. Results from a question-
naxire distributed to a large sample of general nurses in the United States showed
thist many of them felt unclear about patient leachmg. Key obstacles mentioned
were lack of time, low staffing levels and insufficient training for the role
{Pohl, 1963). A more recent study by Tilley, Gregor and Thiesson (1987)
found patients were getting informition, typically, one to three days before
dizcharge. Nurses complamed of simular obstacles (o patient education, for
example, lack of time, rapid tumover of patients and short notice of discharge,
Roscnthall er al. (19800, from their observations in hospital wards, suggest
that staff often use contral strategies o prevent patients and carers taking
an active part in treatment, The withholding of information is scen s one
form of control. They describe having observed nurses using stralegies of
‘pastponement, withhobding and deception”. The relattonship between doctors
and murses 13 seen as one reason for madeguate exchange of information in
hospitals, with dogtors frequently deciding how muoch snformation should be
given, and nurses aking a supportive role.
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Miller (19830, i a swedy of the role of psychetne nueses as pabent
teachers, found them to be confused dbout who wias responsible for giving
what information. There is evidence too that-a large number of nurses
doy not see menial health education s part of their role. German § 1986 found
this b bethe case for 40% of the community psychiatric nirsis in her study,
although many were in fact carrying out patient. educstion. albeit
unsystematically,

Summary of the literature

Work exploring client percepions of psychiatesc care i relatively rare. There
is evidense o suppest that paychaatne patents and their carers frequently Teel
they received inadequate informeation in hospital to prepare them for discharge,
The value of education progrummes for wsers of mental health services s
stressed, both from & morl point of view and as a contributing factor in reduc-
ing relupse mies: Although there 15 increasing emphaisis on the role of the
nurse g5 o health educator, it appearsn practice that they often Nind Jin-
culty in fulfilling thas rofe.

THE STUDY

Introduction

A sl scake, in-depth study was-carried ot over a four-month perisd, dsimg
twit aicute admission wards, o explore the perceived needs of a group of
recently discharged psychiatric patens and their carers for information amd
advice, both while the paticnt was in hospital and in preparation for dis-
charge. Pateents and carers were asked how well they fell thess needs
had: been. met by the hospal stall, Needs adentfied by the olient group
were compared with those anticipated by the nursing sl working on
the wards, MNurses were also asked for their views on their rofe as patieni
and family educators.

Method

A dist of recently discharged paticnts was obtained weekly from ward staff.
anad these were contacted by post, reguesting ther participation in the study,
Patients who agreed (o take pan were interviewed at hoawe within four wecks
of their discharge, using a semi-structured interview schedule. Any paticnl
who was felt by nursing stafl to be unsuitable to participate in the study was
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excluded, Where writlen consent was obtaingd foom the patient, an interview
was sought from their most closely involved relative or carer. All gqualified
nursing staff working day duty on the wards were given a questionnaire (o
fill in, which was then collected by the researcher, The guestionnaire and
inferview schedules were devised from the literature and Ondings of the pilot
study .

Results

Response rate, Twenty-three patents were anterviewed from a poten-
tial sample of 48 (48%). The remainder either did not wish to be inter-
viewed or were nal at home cn the two occasions when the intefviewer
called. Nine panents were lost from the sample 45 they could not be traced
or they were remdmitted, Thireen patients agreed for their relative or
carer 1o be contacted, and 12 of these took part in the study (92%). The
remaining 10 patients did not wish their carer to be contacted or could not
identify such a person. Eleven out of 12 nurses completed the questionnaire
(92%).

Needs for information and advice. Patients made reference to a range
of needs for information and sdvice both in relation to theic stay in hospital
and 1n preparation for discharge, but the interviews revealed wide variations
between individuals in terms of what they wanted o know. As a group,
patienis wanted information on their diagnosis, for example, “Why 1'd
gone like that'; on their prognosis, for example, “Will T get better again®’,
"How long 1'd have to be in hospital”; treatment and medication; practi-
calities such as finance and housing, ward orientation; advice on relaxation;
how tooavoud further illness: enpoyving free time: how 10 cope oulside
hospital, for example, “What to expect”, "How 1o keep calm’; and follow-up
care. No clear differencés were apparent betwoeen patients who had had previous
contact with psychistric services and those who had not, except that those
on their first admission were significantly more likely 1o express o need for
-advice on coping after discharge (p00005 using Fisher's Exact test). It is
interesting to note how many patients commented that they felt too ill around
admission o absorh much mlfomation, for example, '] was highly anxious
in hospital, 1 couldn’t remember much of whal they said’, and °I saw life
as a dead end. All T wanted to Enow was how 1o get hold of another razor
blade.”

Like the patient saumple, individual carers vared in what they wanted 1o
know from hospital staff, but s a group. their perceived needs for education
resembled quite closely thase of the patients. Many of them particularly wanted
help on how to manage their relative on o day-to-day bazis and in times of
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crisay, and 83% (n= 10} said they wanled advice on ways of preventing relapse.
Mo significant differences were found between the information needs of carers
for whom this was their lirst contact with mental health services. - and those
who had had mulnple contects (pe0.05 using Fisher's Exact test). Agam,
the time of admission was described by some relatives as a very stressful
period, Three families said they felt at thar point that they ‘just wanted o
hand over’, so did not particularly want much information thien, A surpris-
ingly low interest was expressed by carers in *getting support for themselves”.
Only a minority of families had made ase of the relative support group offerced
in one of the hospitals, and only 42% (n= 5} thought they would benefit from
such groups.

Patients® views of the things they needed to know in hospital and before
discharge were compared with those identified by nurses using a Chi-squared
test. The findmgs revealed that nurses were generally able to anticipate the
likely arcas of need for informataon and advice of theer patems, Similar analysis
wis performed an relation 1o the sample of carers using Fisher's Exact tes
Again, nurses seemed reasonably aware of the learning needs of families as-
4 group

Client sattsfaction with informaiion and advice receivedd mn hosptad
Although many patients commented on how friendly and kind staff had
been, T0% (n=146) of them fell thar the information or advice they had
received in hospital was in some way deflicient, and the indmvadual needs
they dentified were frequently nod metl. OF the patients, 61% (n= 14}
said they had obtained only some of the information they required, and
B 7% (n=2) said they had been given no information by staff. Half the
patients were dissatisfied with the mformation they had received in prepara-
non for discharge (n= 101, a numbér complaining that they did not feel
well enough to be discharged, and othérs referring to the shon notice
of their discharge, In the family group, too, it appeared that individual
needs for information and advice were frequently not met by hospatal
staff, and levels of desatisfaction were higher than in the palient growp.
In fuct, 58% {n=7) of familics were unhappy with the amount of informe-
tion-and advice they haed been given to prepare them- foc ithe patient s
discharge and, again, several comphuned of suddenness of the discharge and
a lack of consultation. In contrasi, a clear majonty of the nurses in=4) el
that sufficient information was always or usually given to clients.

Both patients and carers commented that they alwiays or usoally had o
ask for informaton fromm stalf (T4% of patients (n= | Trand 92 % of families
in= 113}, and some of the familics particularly expressed a reluctance 1o
approach staff. In both groups, respondents complammed of i lack of privacy
when talking to staff. Conversations usually took place in the dayroom or
in the nursés” office. Only 25% of fumilies {n=3) were scen privately by
staff. From clients' and nurses’ responses, it appeared that information
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tended o be given on an ad foc hasis, rather than at any specific poinis in
the patient’s stay,

Sources of information for patients and families, Nurses were seen by
the paticots and famalies {und indesd by themselves), as being key sources
of information and advice. Of the patients; 50% (n=11} identified nurscs
as being their most useful source of information, whereas 66% of the
families (n=28) did =0, However, the nurses tended o see client teaching
as being shared with other eam members, and there was evidence of
some confusion when they were asked about responsibility for specific
items of information or advice. Greatest agreement was apparent in rela-
tion 1o giving the diagnosis, which most nurses (n=%) thought was the
doctor's responsibility, and for ward orientation, which all the nurses saw
as their responsibility, Smdent nurses were described by a number of patients
as helpful as they ‘mingled more’, and several patients also said they
had learnt aboar ward routings and rules by talking o and watching olher
iz,

Nurses ' views on thefr role as patient and family educartors.  Despate the large
paps in meeting information nesds which were apparent from the patient and
family responses, the majority of nurses felt satisfied with the quantity and
quality of client teaching they undertook (six of the nine nurses who replied
(66%)). Shortage of stafl was identified as the major ohstacle to adequately
fullilling this role,

Limitations of the study

There are some drawbacks to this study, which should be taken into con-
sideration when considering the results, The sample was small due o
time constraints and the low response rate, which means that the resalts
should not be generalized beyond the wards which took part in the study,
The relatively low response rate, however, is characteristic of follow-up studies
of users of psychiatric services {Lebow, 1982; Munton, 1990). In a review
of 31 studies of consumer satisfaction with mental health treatment, Lebow
found @ response rate of below 60% in 18 cases; and below 40% in 10 other
cases.

Where patients and families complained of not being given information,
it is impossible to be sure where the breakdown in communication had
oocurred, that is, had staff failed 1o identify their particular needs? Was
it that the information simply hed oot been given? Or was il that clicnis-
had forgoten it? It is possible that satisfaction levels of clients who were
still receiving peychiatric ireatment may appear higher than they really
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were for fear of reprisals, despite assurances of confidentiality and anony-
mity. As Lebow (1982 comments. “Consumers may alter their responscs as
they consider who will rewd these surveys, how the surveyors will regard
therm and how the surveys will affect their requests (or treatmend and the carcers
of the practitiongrs who offered them restment”, Inosdditsin, hie supgesis-
that the Fact that levels of consumer sitisfaction with mental health treatment
are penerally higher than would be expected may be due o navetly of
the elhients abour aligmative teeatments and lack of assertiveness about ther

rights,

IMSCLSSTON

It s apparent from e Dndings that patients with mental Bealth prob-
lems and their carers may have a range of needs for information and
advice, both relating 1o their stay in hospital and in preparation for dis-
charge, but that each individual’s specific needs are different, People
partcularly want o keow amire abaoul the patent’s problems and the
care programme, Families are especially concerned with petting prac-
ngal-adviee on how they cien best help the patent, This o accordance
with other studies on information needs of hospital patients {Dodge,
[ Crood Pricctices in Mental Health, 1988 Shiclds ¢t al.. 1988) and
their carers (Creer and Wing, 1974; Dull, 1976). Although the ward
murses are penerally aware of the types of advice and information their
clicnts peed as & group, there s evidence that many patienis and their
carers are dissatsned awith the quantity and Quality of inlormudion they
actiaffy receive in hospitdl. Shields er af. (1988), in o study of psychi-
atrie patients wha had been admatted tooa distnct geneeal hospital, founsd
wlso that andividual meeds Tor information were fregquently mod mel, and
s many as BV of patients were dissatisfied with the arrangements for their
discharge

The resulis suggestthit cerers” information needs in particular are seldom
addressed, with 25% (n=23) of those interviewed saving they had received
no information af all from hospital s1aff refating to their rofative’s problem
of care programime. Rescarch by Holden and Levine (19820 on carers of
psyvchiatric patients revealed that, for many of them, a lack of information
about the illness and its treatment was a primary source of dissatsfaction.
Other studics have revealed that intersetions with families are often very brief,
angd tend tir focos on stall geming informaticn (rom the carees { Adstead, 1981,
Cormack, [1976)

The discrepancy between clicnt and nurse perceptions on the adeguacy of
information given in hospital is also supponied by Alstead’s findings. OF the
relatives she interviewed, 75% said they hisd only had minimal information



38 Patients' views on discharge preparation

from staff. while two-thirds of the ward nurses said that detailed information
had been given. Due to the nature of these studies, that is, asking nurses about
their practices in relation to information giving, rather than obhserving what
they do, it is impossible to tell whethér or ot clienis actually did receive
the information. As Simmons (1984) comments; ‘It is worth noting that some
of the people who hed received a great deal of time and been frequently
consulted, felt they were told very litle’. What is important, however, is that
clients fee! that there is madequate information and advice,

It appears that patients and carers frequently have to-ask staff for imformation
and advice. Altschul (1972) and Alstead (1981) have also found that nurses
tend not to initiate interactions with relatives. In addition, many people appear
reluctant to approach the nurses for information and advice, a finding supported
by Creerand Wing (1974}, As Rosenthall er al, (19800 observe, "Findings
suggest a willingness of patients to defer to medical authority and to put their
fate in their hands'.

It 15 interesting (o node the low priority given by carers to their own needs.
Simmons {1984 points oul that families often have problems defining their
own needs compared (o those of the ill relatve. Staff, oo, may see carers’
needs as being a less urgent priocity, Pollock (1988) comments on this in
relation to the work of CPNs: “the care offered 1o carers is secondary to that
offered to patienis, and is limited by available resources.,”

Muost of the interactions between nurses and patients and their carers take
place in public places in the ward. Cormack (1976) found this to be true of 66:5%
of charge nurses” conversations with patients, Cenainly, informaton seems (o
be given very much “as and when cequired’. Altschul (P972), in her observa-
tions of psychiatric nurses at work, also found that interactions with patients
and familics tended to be ad foc amd without reference to theory. Alstead,
too, refers to the lack of formal structure to information-giving, and points
out that much information is given when discharge is imminent (Alstead, 1981),

The findings show that bath the client groups and nurses themselves see
nurscs as occupying a key rofe in health education. Research by Caffarella
(1984) 10 Maine; United States; showed that 69% of doctors and allwed health
workers believe nurses have primary responsibality for patient education
However, there 15 evidence from this study and other work (Bovlon, 1982,
Cohen, 1980 Miller, 1983, Stanton, [986), that nurses are often confused
about their individual teaching responsibilities in relation to the rest of the
mulidisciplinary team. Student nurses are wennfied by a number of the patien
group as being more available on the ward, Altschul (1972) found students
o b the highest interactors with patients and, as MacGuire {1986} comments
somewhat ronically, patients have most contact with those least able lo discuss
their situation fully, Engstrom (1984} atso found, as in thiz study, that patients
often find each other a uscful source of information.

Surprisingly. in view of the dissatisfection expressed by many clients, the
majorsty of nurses said they were satisfied with their role as educators.
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However, ax in other studies, insdequate staff levels were seen as the major
obstacte to patient and family educaticn {Ley and Spelman, 1967, Tilley e
al:, 1987). Observanion of the work of gualified paychuric nurses i hospitil
reveals that much of their time 15 spent on adminsieative waork (Carr, 1980,
Cormack, 19761, Tilley e alf, (1987) also cite short notice of discharge as
being a barrier 1o sdequate planning, and this was mentioned by staff, patients
and carers within this study.

IMPLICATIONS FOR PRACTICE

Thes work indicates the need for greater attention o be piid o what users
of mental heilth services and their key carers want to know, In addition, there
is & need fora more structured approech 1o the transmission of the necessary
knowledge amd skills 1o enable patients and their families to cope with mental
health breakdown, hospitalization and discharge.

It s suggesied that assessiment of perceived gaps in knowledge amd skills
of patients and their carers, and the meeting of these needs, should form an
ongoing part of care. Learning may occur through individual sessions with
stalfl, proup work or wotten information, depending on chent needs, An
evaluation of client understanding and satisfaction is also essential. Nelson
eral. (1986) suggest that patient teaching could casily be incorporated into
the nursing process.

Murses need to be ready to take the initiative in giving information, and
carers should be recopnized as having their own specific neads, Certn ‘critical
points’ can be sdentified during & stay i hospatal, when clients may have
particular needs for information, for example, on admission, before special
Iests or ireatments, after ward rounds and before leave or discharge. Pamcular
atiention nécds to be pand 1o premiring patients and ther relative for discharge,
The care programme approach sdvocates & more structured approach 1o
discharge, with key workers being appointed wnd an individual care plan being
devised for all those discharged from psychiatric hospital; and communicated
o thise who will be implementing 1t in the commumty (DoH, 1989}, Patients
and their carers should be fully involved in planning ihe programme of cire,
and will need sufficient understanding of the problem and care options to do
this. Specific educational needs will also need o be addressed within the
discharge plan, for example, ways of coping with problems, the suppon
services available.

Primary nurses: are secn as having a key role to pley 10 mental health
educaton for patients aml femilies. They may at umes be responzible for giving
information or.advice o clicors; they also have an important co-grdinating
role, bath in relation 1o information given by the hospital team, and also in
liaising with the allocated key waorker in the community to-ensure continuity
of care in the meeting of clients” educational needs. Appendices | and 2 give
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guidelines on likely areas of needs for information and advice of patients and
cagers both during the patient’s stay in hospital and in preparation for discharge,
as well as suggestions on which members of the team may be involved in
the transmission of this information.

CONCLUSION

The philosophy behind this smedy is the imponance of working o promote
mental health and enabling individuals and their carers to cope mare effectively
with problems, rather than providing services which just *patch people up’
when they are ill. However, in order for people to take more responsibility
for self-care, they must have the reguisite informaton and advice on all sspects
of the problem and how 1t can best be managed.

The evidence shows thal patients and their cirers are frequently dissahisfied
with both the quantity and quality of information amd advice they receive while
in hospial and, subsegquently, in preparation for discharge home. A framewaork
for improving the structure of informanon giving s proposed, with the
educational needs of patients and their carers forming part of the nursing care
plan, for use both in hospital and in the community, Psychiatric nurses are
secn as having a key robe, not only as educators themselves. but is co-ordinators
of information given by the multdisciplinary team.
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APPENDIX |

Guidelines on needs for information and advice for patients -

admitted to psychiatric wards

Inforrrmuatiendadvice Person responsibie
Driagnassis, nature of problem Drsusr
Prognosis, length of sy, Durcior
chanices of rélapsefrecovery
Care plan = gols, care, Murse, docior
progress
On admission® Tremiment, medicaion Drpctor, nurse
/during hospital stay
Ward oriemanon, rounnes Murse

policies, fucilities. introduction
o staff, key workers

Special 1ests, naluee, Duecior, nurse
purposs, resules

Legal rights Murse, social worker
Practical information, e.g. Social worker
finances, housing

“Patient may 1ot be ablefready to absorb much mformanon s the time of sdmission

How 1o cope out of bospatal, Al the eam
¢.g. structuring the day. coping

with emstions/hallucinations,

relaxation, self-confidence,

activities of dailv living,

capoying free time

Before discharge Follow-up help - communicy Dapctor, nurse,
support system, cang plan, sowcial worker
how booged help
Medication Broctor murse
Preventing relapse Al the: 1zam
Practical information -
bepefits,. ousing, Social waorker, )
finding workfoccupation occupational therzpis
! 1 ! 1 ! 1 1 ! 4 ! i
Luson with key community worker
Note,

1. Aress of information and sivice are suggested only as gudelines. Each individual
patient shiould be assessed for specific educational needs.

2. In many instances, responsibility for patient tesching s shared. Co-ordmation
by the key worker/primany nusse is esscntial.
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Guidelines on needs for informaiion and advice for carers of
patients admitted to psychiatric wards

Teformurionndad vice

Persiur respoinsibile

IHagnoses, mature of problem

[Dosctor

Prognosis, length of say,
vhapces of recovery or pelapse

Ward orentation - policies,

Cin admisspon® ronplines, stall names,

Daocior

s e —m e e e o

Murse

fdureng patient faciliies

Ay A ospin} Care plan - goals, care, Burse, docoor
Progress.
Treatment medication Murse, doctor
Ligal rights. Murse, doclor, sl

sworked

Suppan for self, e.g. leallets, Surse social
individwal support groups warker

*Relatves may not be able 1o absort much on patient”’s admssaon

Fudlow-upe caredsuppart ~ whal
i o in emegencics, gelling
heltp. support systems, oare

plan

Murse g or,
social worker

Before discharge How tov look after the

patienl = guslance on how
best 1o help, dealing with
emergencics, day-iedoy care,
nveiding refopse

All the team

Medication, treatment

—

[octor, mirse

Practical informuation
- bencfins, kousing

Kocm] worker

Gietting suppor for self

Muarse, sl worker

1 H ) ! 1 ! 1 1

1 i !

Liaivon with key community worker

Mote:

I Areas of information ind advice are saiggested only o guedelines. Each iodividual
paticm shouldd be assessed for specilfic educational pesds
I In many instances, respensabelicy for patsont teaching s shared . Co-ordimation

by the key worker or promery mirse s essential,



CHAPTER THREE

Skills for CPNs working with
seriously mentally ill people:
the outcome of a trial of
psychosocial intervention

Charles Brooker,* Nicholas Tarrier,
Christine Barrowclough, Anthony Butterworth
and David Goldberg

INTRODUCTION

Historcally, CPNs have been associated directly with the community care
of the client diagnosed as suffering from schizophrenia. Indeed, the main
impetus for the establishment of CPN services in the mid-1950s was the
introduction of the phenothiazine drugs, which established a new demand for
the follow-up and aftercare of such patents (Simmaons and Brooker, 1986).
Early research into community psychiatric nursing murrored this early role
and was concerned primarily with relapse in schizophrenia. For example,
several studies examined the effect on readmission to a psychiatric hospital
when a CPN administered depot medication in the community (Sandford, 1976,
Scott, Sharma and Templer, 1977, Hunter (1978) reponed a retrospective
study of outcome in schizophrenia where patients were followed up on
discharge from hospital. He formed two groups for comparison, those referred
at discharge o a CPN and those not so referced. Surpnisingly, perhaps, he
found that patients in the 'CPN' group had been admitted 1o a psychiatric
hospital more oftencthan controls, in the five years following discharze. Sladden
(1979} provided the first full description of the work of a CPN team. She
established that, on average. each CPN (n=35) in the team had 38 paticnts

*Carrespondent
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with a diagnosis of schizophrenia, of whom 57 % lived with their family. She
argued that family therapy was needed in a large proportion of these cases,
but that CPMNs were nod tranned to deal with the family relationship problems
that occurred within this ofien fraught environment. The nurses coped by
retreating into robes that were purely *task centred”, such as the administra-
tion of long-acting phenothiazines.

However, the pature of CPN service delivery was 1o change substantally
and gradually the CPN "z role wah the sufferer Trom schizophrema dimin-
ished, There are a number of reasons for this change in emphasis, Firsi, the
owerall CPN workioree increased during the period 1980 10 1985 and the
role of the CPN diversified as services became more orientated to primary
health care settings (Brooker, 1987), This trend 20 concerned some that
Goldberg, for example, charged CPNs with *drifting away from a hospital
base” with the consequence of the risk that care of chronic psychiatric paticnts
will take second place’ (Goldberg, 1985). Further st was arpued thil the
wirrk of the CPN with chientz with schirophrenia hid become characierized
by "wery short contact times, the admimistration of medication and referral
for consultant opinion if svmptoms worsened” (Wooff, Goldberg and Fryers,
958},

Morcover, recent data ohtained from the 1990 MNatonal Sorvey of Com-
munity Psychiatric Nurses (White, 1991} reveals that there have been
inmportant changes in the working practices of CPNs, psychiatrists and peneral
practitioners (GPs), As Figure 3. | demonstrates, GP referrals to CPNs have
increased at the expense of referrals from psychiatrists; indeed, GP and
psychiatrist referrals o CPMs have now equalized.

— Hosplalk-based CPNs

! == Pouchpbasd longs
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Figure 3.1 GP and psychizirist referrals 1o CPNs, 1980 o 1990 fadapted from White,
19y,
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White (1991} also derived an informative correlation matrix from the last
set of survey data (Figure 3.2). The correlations (and the strength and direc-
tion of their significance) show incontrovertibly that GPs do not refer clients
with a serious mental illness, whereas psychiatnsts do refer such a clienmele.
If psychiatrisis” referrals have reduced so greatly over the last 10 years then
the CPN's role with the long-term mentally i1l must have been declining,

Froportion of CPN caseloads

Previously Wirth a ‘chronic Diagnozis

cxelemitred menial iflness’ af sehizophrenia
Referrals from
peychiatrists (42 0,38 r.33%
Referrals from
gencral praciitioners —n42* —i, 3= =[.33*
L]

Figure 3,2 Correlation matrix demonsteating the association between GP and
pavehiatrist referrals o CPMNs and caseload composition (White, 1990,

There are a number of factors which help to explain how this situation has
arisen. First, as Stadden suggested more than 10 years ago (1979), CPNs lack
the skills required to mtervens with families (and it most be said few oppaor-
tunitics for such a training exist), Second, as Tyrer, Hawksworth, Hobbs ef al,
(1991 have obsgrved, there has been a great tendency to pressurize CPNS into
assuming a multiplicity of roles at the expense of being expert in any particular
one. Tyrer ef af. suggest that CPN training needs to be improved and should
include more teaching in ‘psychopharmacology, social support and preven-
tion of relapse’ and, further, that “the care of recently discharged psychotic
patients . . . is the bedrock of community psychiatric practice’.

A number of recent controlled studies have suggested that psychosocial
intervention, based on the “stress-vulnerability” model of schizophrenia, can
be an effective way of reducing relapse in the family care of schizophrenia,
These studies have been reviewed al length elsewhere (Barrowelough and
Tarrier, 1984; Brooker, 19%9¢a; Strachan, 1986; Vaughn, 1989}, Although
calls have been made 1o disseminate skills in psychosocial intervention 1o
wider audiences of mental health professionals, few developments have been
reported in the United Kingdom ( Leff, Kuipers, Berkowitz er al,, 1982). This
paper describes the outcome of training a group of CPNs ta deliver psychosocial
intervention in the manner described by Barrowclough and Tarrier (1987a
and b), Although the nature of the training has been outlined in detail elsewhere
{Brooker, 1990h), it is useful 1o summarize briefly the programme.
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The CPMs, in the study roporied here, were taught o0 deliver infervention
which comprised: detabed assessment of all the needs of cach Gy member;
health education for all famuly members: family strgss management progeim-
mes; and goal setting aimed at increasing the social and personal funcltioning
of bdh the client and cach relative. The course kested o 1otal of sx weeks
(30 Full ddavs) anad thee students atlended on e day release bisis over a period
of xix months, Problem solving with the families was closely monitored by
the course teaching team (MT. CB) on weekly study days wsing tipe-recorded
clinical material, assessment measures and student self-report. The cost of
running the expenmental course was approximately £600 per student (al 1990
prices).

METHOD

The community psychiatric nurses

The traines CPNs {n=%9 were recruited from three regional health authorities
after placing sdvertisemants an the natiomal nursing press. Eacheselected traines

was then matched on 3 number of variables (for example, length of experience
a5 3 UPN, post-basic traimeng undentaken age and sex), with a colleague from
the same health guthority. Statistical analvsis of this information revealed no
differences between the two groups, The design of the study was then exphined

i e CPN's service manager., who undertook to obtain all the relevam ethical

permissions amd 1o lase wibt the local diagnosing payehiatrisis. Both groups
of CPMs, that is, the control and experimental groups, were then taght,

separately, o admimster the oulcome measures,

The Families

Clients recrited 1o the study met the following cntena: a recent dingnosis
of schizophrenia by a comsultant psychiateise; aged 16 (o 65 vears) organic
basis 10 the disgnosis excluded: fiving with a relative or in sustamed {defined
as ten hours o more a week) contact with a significant other; apan from &
psyvchiatrist, the CPN had 10 be the key worker involved: and the patient {and
the relatives) had to be able o speak and read English well enough to complete
the Ouicome measures,

The atm of the study was for each CPN 1o obiain three familics-who met
the criteria outlined wbove, that is, atecget sample of 54 families. Imtally,
E7% in=47) of the wrget sample was achieved; however, 17 of these familics
dropped out during one year follow-up. Therefore, the 30 families who
completed the omal represented 64% of the recruited sample. Demographic
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characteristics of completers by group are given in Table 3.1 and these
are compared with the similar features of two other recent British family
intervention stedies. It 15 wonth noting that the group described in this
study had experignced the highest number of hospital admissions of any
of the three samples and that, most probably, this reflects accurately the naure
of the population being maintained in the community by CPNs.

Table 3.1 A comparison of the demographic charactenistics of the pilod study sample
with other British family intervention samples

Tarrier (1955} Leff (1952} Brooker (19900

Mean age 353 M35 331
md 128 - 7.8
Sex

Female 65 % 50% nE

Male 5% S0 0%
Marital starus

Single 54% 3% BE

Married 5% 4% A%

Drivorced! separiied % 13% 3%
Employment

Uinemploved % % WE

Emplayed 2% 6% [ %
Education

No qualifications BH5% 67% T6%

VA levels 5% 4%

Degree 6% i 1% =
Mean sdmissions 2.8 1.7 3.5
5id 14 - 23
Mean years since lnst

udmission |.6 - 2.4
5d 3.1 - 10
Mean daysin psychiatric

hospital 91.0 = 98.0
add 1447

]
5 &
Rk

Todal sample size B3 24

= stendand deviadion

Effects of non-randomization

Although the best strategy would have been to assign families at random (o
the experimental and control groups, this was a practical impossibility given
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the recruitment strategy. It is important, thercfore, in view of systematic
sampling brases that may kave been introduced, Lo comment on differences
ihat exist between the groups. No sigmficant differences were observed in
terms of the patients; that is, age, sex. education, employment status, marital
status, type of living arrangement, days in-a psychiatric hospital, length of
last admission, vears since last admission, length of all CPN contsct and
number of study drop-outs, In the control group. the medn nomber of
psychiatric hospital admissions was higher (4.5 vs 2.7), and this difference
approached significance (t= - 1.9%, p=0.06). The mean length of *prior CPN
contact’ (defined as the length of tme the CPN had been involved with ihe
familics at the commencement of the study) was significantly higher in the
control group (1,78 years vx 0.3 years, 1= —3.03, p=0.005). This latter
finding ix 10 some extent an artefact of the design of the study, inasmuch as
CPNs5 in the experimental group found it harder to recruit families foractive
ireatment that met the study critesia, and so had 1o obtin them Trom souroes
other than their own caseloads, In these circumstances. prior contact with
the familics was inevitably lower.

O examnation of the clinecal outcome data collected at baseline (Tahle
3.2 andt Figure 3.3). no sigmificant differences between the client groups were
established in relation to: the frequency and severity of depression, hallucina.
tions, delusions, anxiety, inappropriste affect, incoherence of specch and
poverty -of speech.

In addition, there was no observable difference in the level of the ¢lient’s
overall social adjustment. However, the patients in the cxperimental group
were rated as being sigmilicantly more retarded (A= — .97, p=0.04),

I The KGY {Krawiecka, Gobdberg wnd Yaoghan, 19771 all eight sub-scales were
used which messure both the frequency and severity of the positive and regitive
syimpioms of sclhirophrenia

Dhary records of face-to-face comact between paticnts and relatives

The Social Adpsiment Schedule (SAS) reported by Bischwood {19833 seven

key arcas of social functisning are raled from which-a global mean-scose nuy

be derved

4, The General Health Questionnaire {GHQ) - the Liken-scored 28 ftem version
was used B assess mnor psycheatric morbidity in the reliive [0wldberg amd
Hillier, 1978}

5. The Knowledge About Schizophrenia Inventory (KASH) which nssesses the key
relative s functional knowledpe of schizophrenia, Sia sub-scales are vsed from
which a plobal score may be derived (Barrowclough and Tarricr, 1987h)

B, The Consumer Perceptions of Services Queshionmaiee, or CPO(Spamal. Jung,
Zipple, or al. 1957) taps relatives’ perceptions of the quality of service provi
s, The measure of “workeng allance” was adapted from this instroment

1. The standardized dose of kalopersdal equivalents was oblamed wsing a formla
repartcd by ‘Suy, Woestenborghs and Heykants (19821

Figure 3.3 Summary of owlcome measures used in the study,

ad i
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Table 3.2 Turger symptoms of schizophrenia (KGY ratngs)

Sy Mlicn £ seore F vl
Depression
Controd - pre 1
Control - post | =1.14 M5
Control - FU 1 — 40 N5
Experimental - pre L
Esperimenial — post I —1.83 0,06
Experimental = FU ] =219 0.0z
Hallucinations
Control - pre i
Contrel = post I —~0.36 M5
Contrel = FU 1 =071 M
Experimenial -pre 0
Experimental = post 0 0.8 M5
Experimental - FU 0 -4 ME
Delugions
Control - pre 2
Control — post I =202 0.0
Comral — FU 0 ~1.8 0.0
Experimental - pre 2
Experimental = post I =X 14 .02
Experimental = FU I =18 1.5
Anxicty
Control - pre |
Control — post | ={1.54 NS
Control - FU I = 1.5 ‘NS
Experimental - pre I
Experimental = post’ 1 —1.4 MS
Esperimental - FU 1 =2.2 0.02
Inappropriate affect
Contral - pre ]
Controed = post 1 -0.8 M3
Contred = FU 0 {147 ME
Experimental - pre 1
Experimental - post 1 -1, M5
Experimental - FII 0 —1:58 M5
Retardation
" Control - pre ]
Control = post 0 -9 NS
Control = FU 1] —(&T NS
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Table 3.2 (continued)

S Medtan £oxenrr P vl
Experimental - pre I
Experimental - pist 0 =1.%4 A
Experimental - FU ] =20 {0
Incoherence of speech
Contred = pae 0
Conptrgd - post ih =1, & k]
Control - FU [} =} M5
Experimental — pre L
Experimental - post L = |46 M5
Experimental = FU L =134 M5
Puverty of speech
Conirol - pre 1l
Coniro| = post 0 =033 M5
Commal - FU [ —ir.4 M
Experimemal - pre 0y
Experimental - post i ={h 4] ME
Experimental - FiU ] =157 NS

FL = Fodliw-up
WS = P mignalecani

It should also be noted that mean standardized monthly neuroleptic drug dose,
pre-ifervention, did not differ significantly between the groups,

The analysis of the characteristics of the two relative groups demonstrated
iy significant diffcrences in worms of - the carer’s age: the carer’s eslimate
of their own minor peychiatric morbidity; the carer s independently assessed
level of knowledpe about schizophrena; and the great majorily (18 out of
19, or 935 of the measures used 1o assess the relative’s consumer satisfac-
o, The one consumer satisfaction item which differed significantly s baseline
was ‘understanding given by professionals’: 90% in the control group were
sptisfied with this tem compared with 22.7% n the experimentil group
(F= =333 p=00008] In summary, the groups were well matched and
randomization is unlikely to have produced closer matching. as one would
have expecied one out of 20 differences in the two samples 1o have arsen
simply by chance,

Outcome measures employed

Families were recruited initially to the study over a one-month period before
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formal teaching on the Nrst experimental course began {Cpre-intervention”).
The course then run over a ste-month perod at which poant all the measures
were repeated (post-imtervention”). Families were followsed wp for six months,
and mieasures wene agan repeated (Cfollow-up®h, The full battery of assessmments.
used are cuthned in Figure 3.3,

Intervention groups

Famulies i the conteed group (n= 13} received the following imerventions:
rouiting visits (o admanister depol medication; the monitoring of the paticnt's
miental sfate; and the provision of support o relatives. The only difference
was that the control CPNs were twught (o administer the oulcome measures.
For ethical reasons, the control CPNs were instructed to respond (in whatever
way that they saw fit} to new information that they might obtain using these
new assessment tools,

The experimentil croup was Gaught o deliver psychosocial intervenizon
to the families, which is described more fully elsewhere in this chapter (see
Introduction and afso Appendix)

Analyses

The distribution of all the variables was examined and found 1o be normally
distributed only in the following cases:

1. The level of neuroleptic medication proscribed.
2. The proxy measure used 1o gauge the extent to which the CPN had formed
a ‘working alliznce” with the family.

It was therefore decided to use non-parametric tests o analyse the bulk
of the data {the twao varinbies above notwithstanding, which were analysed
using a repeated measures analysis of variance). Mann-Whitney U tesis were
used o examine differences between groups pre-intervention. Wilcoxon sign
rank tésis were emploved 1o assess differences within groups, that is, ‘pre’
to “post” and “pre’ o “follow-up’.

RESULTS

The clients

a) Svmprom scores. Moo significant differences within groops were ob-
served in four of the eight subscales of the KGV (Krawiecks, Goldberg,
Vaughan asscssment scale), However, as Table 3.2 indicates, depression,
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anxpety and retardation improved significantly to one year follow-up in the
experimental group, whereas delusions mproved significantly post-intervention
in both groups, and approached significant improvement in both groups 1o
foldldw-up.

b} Prescribed neuroleptic drugs, One client (experimental group) was nil
prescribed neuroleptic drugs for the period of the trial. The prescribed dose
for the remaining clients (n=2%) was converted o mean monthly halopersdol
equivalents using a formula described by Suy, Woestenborghs and Hevkants
{ 1982). There was a trend for mean dose w reduce in the experimental group,
but this was not significant (Figure 3.4),
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Figure 3.4 Mean standordized monthly dose of halopendol by group.

el Adwissions o payehiairic hospirels, There was one admission o 4
peychuatric hospital from cach group. The admission in the expenimental groop
wars for 28 days and in the ¢ontrol group for one day.
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) Secial adfusirmen. Social adjustment scores improved in the expernimental
group both post-intervention (£= =268, p=0,007) and -at follow-up
(Z= =217, p=0,02), However, in the control group no significant change
was observed (Figure 3.5).
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Figure L5 Mean socksl sdjustment schedule scones by group.

e) Weekly face-to-foce contact hours. There were only two cetls (both in the
experimental group) which were large enough to analyse using a Wilcoxon
sign rank test, that is, patients living with mathers {n= 14) and clients living
with fathers (m=9}) Face-to-face contact hours with mothers  reduced
significantly pre-post and pre- to follow-up (38.4 hours o 43.7 hours,
Z= —2.2, p=0.02; and 58.4 hours 10 354 hours, Z= =2.66, p=0.007),
Face-to-face contact hours with fathers did not decrease significantly pre-post
or pre= o follow-up (31,7 hoars to 3006 hours, and 31,7 hours w240 hoars,

respechivelyl,
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The relatives

a} Minor peyohiatric morbidiny,  There was no sigmficant change in the general
health questionnaire (GHO) score of relatives in the control group either from
pres o post-measurement orf pre- o follow-up, However, although the
differences between the groups at baseline were not significant, relaiives in
the expenmental group reponed significant mprovement 1o their own mental
health status both post-intervention (£= — 1.9, p=0.05) and 1o follow-up
(£= =24, p=0.01). This information is presented graphically in Figure 3.6,
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Figure 3.6 Mean gencral health guestiopnure scores. by proup.

) Knowledge abour ichizoplrenia inventory (KAST), The median KASE sub-
scale and global knowledge scores for relatives by measurement period are
given in Table 3.3, Within-group analysis of the control group revealed no
significant change either from baseling o post-test or baschne o follow-up.
In the experimental group the global KASE score increased significantly
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Table 3.3 Median KAS] scores by group and measurement period

KASE section Median Range £ srive P ovirlue
Diagnosis

Experimental - pre 3 -3

Experimental = past 3 -4 —2.02 o

Experimental - FLI 3 3-3 =1k 0.05%

Control - pre 3 14

Control - post 5 [-3 -8 NS

Control = FU 3 =3 .0 M5
Symptomatology

Expenimenital = pre 3 1=3

Experimental = post 3 1-4 =1.15 MS

Experimenal = FU 3 2-4 =1.96 0.o2=

Control = pre 2 1-4

Comrol - post 25 1-3 =033 NS

Comaral - FU 0 1-4 —~0.73 NS
Aeticlogy

Experimenal -pre 3 14

Experimental = post 2 24 —{1.40) Hs

Experimental - FU 3 2-4 —1.61 0.05*

Condrol - pre 2 1=3

Comrol = post 2 1-3 =19 NS

Control = FU 2 14 0.0 NS
Medication

Expenimental - pre 3 1-3

Experimental - post i -4 o ] NS

Experimemal - FU 4 34 17 1) R

Control = pre F. ] 1-4

Comrol - paost 4 14 - 1268 NS

Control - FU 3 =4 —1.15 NS
Prognosis

Experimental = pre 2 1-4

Experimental - post 3 -4 =2.11 D.02*

Experimental - FU 3 1-4 =142 NS

Control - pre 2.5 1-3

Control = post 1 =4 =034 M5

Conteal - FU Z.5 -3 iR K5
Management

Experimental = pre 3 £

Experimental -~ post 3 =163 NS

Experimenial — FLI 3 -4 =118 NS
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Tabde 1.3 (comined)

KASE sechion Ml Retrge £ xivire P ovalee
Condrol - pre ) [=3
Control = post I.5 | =3 ~i, 54 NS
Conrol = FLU 2 =3 LR M5
Gilobal KAST score
Experimental - pee 14.0
Experimental - post 8.5 =-1.m k=
Experimenial = FL 9.0 =253 iLIH5=e=
Control = pre EXT
Control = post 3.0 o e NS
Comrol - FU F5.0 =, NS

b = Kapnificent p<x), 05

= Sigmfcam p<0.01

= Bigmfasy paD, (0%
FU = Felliw-up

NS = Mosipnalican

from the pre-intervention baseline both post-test (median 14.0 vs 155,
L= =177, p=0.04) and a1 one year follow-up (median 14.0 vs 19.0,
Lw =253, p=0.005), On the KAS] sub-scales there were also significant
increases in knowledge to one year follow-up in the following areas: disgnosis,
actiology, symplomatalogy and medication.

o) Clobal aspects of consamer satisfaction. Mo global measure of consumer
satisfaction improved 10 the control group. In the experimental group, however,
relutives were more satisfied with ‘the frequency ofservice contact’ (2= — 1.72,
p=0.01) and ‘understanding given by professionals’ (£= <3 17, p=0.001);
the item "overall sansfaction with services” approached significant improve-
ment 10 follow-up (£= —1 82, p=0.06}.

d| Specific aspects of consumer satisfaciion. No specific measure of consumer
satisfaction improved m the control group, althoueh s significant dircreate
i satsfaction with ‘emotional suppon’ given was observed (2= —2.02,
p=0.04), The following specific measures of consumer satisfaction improved
ta follow-up in the experimental group: ‘proctical advice given” (4= —2.36,
p=0.02); “information given aboul the illness® (A= —2.52, p=0.01);
‘emitional support” (£= =203, p=0.01); *serviceco-ordinanon’ (£= —2.02,
p=0.04); amd the percentage satisfied with “the professional’s attitude to the
fumily” changed from 71 % (a high baseline) 1o 100% , an improvement which
approached significonce (£= — 1.8, p=0.06L
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¢) Extent af working allfance estabiished wirth the family by the CPN (mean
scores by group for this sem ane given in Table 3,41, Analysis of variance
demonsirates a sigmificant experimental group effect (F= 10,15, p=0.004}),
with mean scores increasing from 2.5 (pre-intervention) o 3.5 (posl-
intervention) and 6.2 (follow-up). There is also a significant “tinse periosd”
effect (F=14.34, p=0.000) and a highly significant interaction. thai is,
group X measurement period (F= 10,85, p=0.000),

Table 3.4 Mean "working alliance’ scones by group

Grokp Pre Post Follovsup
Mean xd Mean sd Mear 5d
Comirol £ | 1.4 1.5 1.8 34 1.4
Experimental 2.5 2.0 5.5 1k 6.2 L
Tocal 28 1.8 4.7 2.0 31 1 .E‘

s = glandand deviation

DISCUSSION

In the design of the field trial it proved impossible to assign clients and their
families at random o the control and expernmental group. Therfore, sirict
study inclusion criteria were devised inan effort to minimize any possible
between-group variation, Although only small differences were detected in
the CPN, client and relative samples {and these were no more than one would
have expected by chance), the results should be interpreted cautiously. A suspi-
cion will remain that, perhaps, uameasured differences exist, and it might
be that the observed changes within groups are a function of some other
competing hypothesis. The design of the research study reported here is, as
dizcussed by Campbell and Stanley {1963}, quasi-experimental,

Unlike previous pavchosociil intervention siudies the "expressed cmotion”
{EE) status of relatives has not been measured before hospital discharge with
subsequent attempts made 1o reduce a high EE rating to.a low one (Hogany,
Anderson, Reiss eral., 1986, Lefferal. V982 Tarner, Barrowclough, YVaughn,
el al,, 1988). Thas study focuses on a-group of patients with a diagnosis of
schizophrenia, with multiple psychiatric hospital admissions (x=3.3), who
have been maintained in the community for lengthy periods (x=2.4 years)
by a combination of unstructured family support, drug therapy and CPN visits.
Therefore, the overall objective in this study was closer to that of Falloon,
Baoyd, McGill, eral. (1985), that is. to improve the quality of life for such
families and enhance their ability to solve problems. However, despile secem
findings 1o the contrary (Parker, Johnston and Hayward, 1988; Strling,
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Tantam, Thomas, f al., 1991), we suspect that 'family atmosphere” is one
of a4 number of predictors of relapse in schizophrenia but that there are other
more generalized environmental stressors which can also be important. For
example, the clicnt’s social functioning, employment status and housing
{Falloon and Shanahan, 1951,

There is evidence to suggest that it may be erroncous to focus active
intervention on only those groups defined as high in EE. As Tarrier o1 al.
{ 1988) remark, low EE families are not free from problems amd “if they do
not receive any specialist ifervention, these relatives may well develop critical
and hostile attitudes’. Fonlbermore. Hogany e ol (1986), in their study of
paychosocial interventon, have cammented that ‘considerable relapse” was
observed in “low EE female subjects’. Lastly, Smith and Birchwood ( 1950),
in considering @ service model for families caring for a relative with
schizophrena, argue that “the constrainis of high EE were . ., oo great [o
adopd i as the primary citry crilcrion (ooa servioe™

The target symptoms of schizophrenin which improved only in the
experimental group were anxiely, depression and rétandation. Social anxicty
is commen in schizophrenia and is usually associated with social skills deficits;
however, a more generalized anxicty may accompany the prodomal signs of
the illness and be related o the intensity and frequency of ballucinations and
delusions. Lazarus (1966) demonstrated that giving information allows an
anxiety-indecing stimulus to be reappraised and increases the likelihood thar
effective coping ensues, This is one aspect of the rationale for the health educa-
tion companent of psychosocial intervention, as an understanding of the illness
should increase effectiveness in dealing with the stress associated with it
(Falloan, Bovd and McGill, 19841, We believe that the reduction in anxiety
observed in these clients i one consequence of the family education pro-
grammes conducted by the CPNs.

Drepression and retardation are also common features of schizophrenia.
Indeed, between 25 and 50% of patienis may suffer depression during the
acute phase of schizophrenta; in fact, a small proportion commit suicide
{Donlon, Rada amd Arora, F976), I should also be acknowledged that it can
be daffscult to distinguish between depressive sympioms ger s¢ and the negative
symptoms found in schizophrenio (Kulhara, Avasthi, Chadda, eral,, 1989).
In this spudy there was a strong tendency for neuroleptic drug dose to decrease
in the experimental group, which may help to explain the reduction in the
severity of depression and retardation. However, drug reduction itself in this.
group may have been possible only because social intervention, particularly
the management of family stress, began to replace the buffer effect of
phenothiazine medication {Hogay, 1984).

The preat proportion of clients in this sample led impoverished social lives;
the majarity were unemployed, had no qualifications. and two-thirds lived
in o parental home and were economically dependent upon parents. The
b line social adjesiment score for the whole group was very similar to the
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standardized mean score (and distribution) reported by Birchwood {1983) in
a large sample of clients with schizophrenia living in the community. Creer
and Wing (1975]) reported that the most comman problems cited by carers
were social withdrawal, underactivity, lack of conversation and leisure in-
terests, little contribution to domestic chores and the absence of any social
interaction outside of the house. These-restncted behaviours, of course, limil
not only the lives of patients but also impinge on carers, often leading to the
complete withdrawal of relatives themselves from any kind of meaningful
social life (Cohen and Sokolovsky, 1978). Clearly, then, canng for a relative
with schrzophrenia al home causes social problems for the whole amily, a
finding corroborated by this study,

Duning our frst experimental course in paychosocial mtervention, the CPNs
were taught: first, through the education programmes, 1o teach families that
social withdrawal may well be an attempt by the cliemt to self-regulane
environmental stress; second, (o develop social and vocational programmes
for the client based on their pre-morbid strengths; third, to set the carers
themselves social goals which achieved the second aim of reducing
clhient/mather weekly face<to-face contact (Yaughn and Leil, 1978). The use
of these strutegies seems 0 hive been siccessful, as lnghly significant increases
in clients” social functioning were ohserved post-intervention (£= —2.68,
p=0.007) and o six-month follow-up (£= —2.17, p=0.02). No such changes
were found in the control group. Falloomef al. (1934 observe that "it is evi-
dent that in a good family milieu the social outcome s improved . . _ it scems
probable that a greater degree of acceptance of the patient's 1llness with more
supportive understanding relationships may mediate this effect”, The outcome
of the CPN's intervention, reported here, would reinforce this view,

The needs of refanves have now been well studied and shown to include
information and education about the illngss for both moral (Atkinson, |989)
and practical reasons {Tarricr and Barrowclough, F987a and b), advice on
difficult clinical manapement problems such as socially embarmssimg Behaviowr
or violence {(Creer and Wing, 1975), o feel pan of a working parnership
with the professional {Spaniol, Zipple and Fitzgerald, 1984) and relicf from
their own tension and anxicty (Hatfield, 1979,

The results outlingd in Table 3.3 show thit the CPNs trained in psychosocial
intervention were superior o contral CPNs in providing relatives with
knowledge about schizophrenia o one-vear follow-up. The education pro-
pgrammie i5 a cruckl aspect of the intervention, overall, and provides the cor-
nerstone for all odher therapeutic strategies designed o reduce the sress
experienced by familics. It has been suggested (Berkowitz, Sharit and Leff,
19490 that the more a carer belicves that a relative with. schizophrenia 1z
suffering from a genune illness, the more likely it becomes that chironic
domestic stress will reduce. A number of different educational approaches
have been used by investigators in this field and are reviewed helpfully by
Barrowclough and Tarrier ( P9E7a and by, As Barrowclough and Tarrer point
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out, however, most of these methods are based on a *deficit” model of educa-
tion and have serious shorcomings. CPNS in this study were Langht to teach
Families using the “mteraction” model which assumes that behaviour change
is more likely 1o occur following information-giving if an understanding is
obtained about the reazons for people’s helicfs about illness rather than by
focusing on pathology in general (for a fuller discussion of these issues, sce
Brooker, Barrowclough and Tarrier, 1992).

Global changes o the minge psyvehiatrie morbadity expenenced by relanves
were examined wsing the 28-iem version of the GHOQ., Gabbons, Hom and
Powell (1984) had previously used this instrument in a study of the relatives
of all patients with schizophrenin within the catchment area of the Southampion
health authoriny . They exublished thar 32 % of the carers were experiencing
definable psychological distress, that 15, a score of 5+, However, even
higher levels of distress have been reported {Scottish Schizophrenia Research
Group, 1985), where it was established that 75% of carers expeniencing
the first admission of a relative had o minor mood disturbance reaching case
level,

Only asmall proporiion i the experimental proup, 23.5% in=4}), amd
in the controd group, JLE% (n=4), hd expencnced only one admission 1o
a paychiatric hospital, 0 we would not have expected to find such high GH(Q
scores inour sample. This was the case. It is important o note, though. that
significant decreases were obtaincd for the Likert-scored GHO. in the
expenmental group, both post-intervention (£= — 1.9, p=10.05) and at one-
vear follow-up (£= —2.4, p=0.01), On the other hand, the GHO scores
of relatives inthe control growp did not inprove siemficantly throughout the
year of the trial,

There is & growing awarcness of the need o provide mental heulth services
which satisfy consumers, although the measurement of such @ construct is
potentially problematic (Lebow, 1982). For example, Falloon eral. {1984}
report that patient and family member's ratings of “family” and “individual®
treatment conditions were both equally as leh n their Timily mtervention
outcome siudy - although outcome was far superior in the “family” group.
This Minding may say less about the relative efficacy of the (wo treatment
conditions than i-does about consumers” iendencics o positively connate any
servioe received.,

Hut evidence has started (o sccumulate which suggests that the relatives
of clients with serious mental illness are far from happy with community mental
health service provision. Creer and Wing {19751 demonstrated that only 25%
of carers were satisficd with the service they received. and this ts very simmlar
10 o figure of 26% obtained by Hobden and Lewine ( 1982) for a similar sample.
A common problem cited in Creer and Wing s study was the fact that ‘relatives
said they had been left entirely without help when the patient first came oul
of hospital . . . and they were left to sink or swim or to find out by trial and
error how best to cope with the 1llness”
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A more recent postal survey condected with members: of the Matianal
Schizophrenia’ Fellowship soggests that little has changed (MNational
Schizophrenia Fellowship, 1990), Although this sudy did not obtain a represen-
tative sample (it obtained only a 10% response rate from all members), it
does convey an important flavour of the negative ways in which carers can
view the contribution of the CPN o commumity mental healih services. For
example, only 3% of the carers and 34% of the sufferers were in contact
with a CPN. Funther, a global rating of the quality of support offered by all
services showed that CPNs were ranked fourth behind the police, GPs and
paychiatrists. Consumers are dissatisfied with services because they are often
neglected as partners in the cure of their relative, they recerve little infarma-
tion about sehizophrenia, and they lack emotional support and practical help,
In this study, experimental group relatives’ evaluations of services improved
significantly in all of these areas, whereas control group relatives” scores
remained unchanged. Indeed. control group relatives’ estimates of the
‘emotional suppon” offered by CPNs deteriorated significantly.

Training CPMs to undertake psychosocial intervention with families will
unguestionably alter the traditional role of the CPN in the care of clients with
schizophrenia. For example, in this study, there were significant increases
in the proportion of the working weck spent with families by the experimeéntal
CPMs; increases in the percentage of CPN caselaads for people with a diagnosis
of schizophrenia; an improvement in relationships with consumer groups,
day-centres and in-patient units, and an extension of the CPN role in relation
to the minimum effective dose of neuroleptic drugs required by clients (Brooker
and Buttcrworth, 1991}, Interestingly, local psychiatnsts (those working wath
the experimental group CPNs) were not very supportive about such changes
in role, although such a change of direction in CPN practice is often advocated
(Goldberg, 1985; Tyrer. Hawksworth, Hobbs, eral., 1990; Wooff ev al., 1988).

However, significant and lasting improvements in the community care of
people with a diagnosis of schirophrenia {and other such serious mental
ilnesses) are more likely to occur with a change in the ethos of a whole
multidisciplinary team rather than, as here, a handful of geographicaily
disparate individual nurses. Recent guidance has been forthcoming on this
issue from the Depaniment of Health (1990). The care programme approach
applics 1o all those discharged from in-patient units from 1 April, 1991, Ir
indicts implicitly the erstwhile discharge procedures of some psychiatric
hospitals where after-care has been unsatisfacory, and requires that key workers
are identified and care programmes negotiated by all professional staff, the
client and the carers {where appropriate), Although key workers can be drawn
theoretically from any discipline, it seems likely {and desirable) that CPNs
will often be identified to occupy these positions, As White and Brooker
{1991) have suggested, CPNs might well be required to reonentate their
current working practices and realign themselves to closer working refa-
tionships with psychiatrists. Thus, the case for training in psychosocial
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intervention strategies may well become very strong indeed over the next few
VOIS O 50,

CONCLUSION

The 1990 quinguennial national survey of CPNs (White, 1991) underlines
the very strong suggestion that CPNs are less likely 1o be working with people
with a diagnosis of schizophrenia than they were ten vears ago. Clearly
however, CPNs still work with sufferers from schizophrenia but, as the
literature suggests, in a way that could be much improved.

This repont of a pilot study demonstrrtes that CP&Ns can be irained o work
systematcally with-a Garmly wsing psychosooial imtervention sirategies and
thus improve the quality of life experienced by both clients and carers. If
thie main study 15 abde 10 rephicate sorme of these carly fndings with an imiproved
design, we can begin to feel confident that @ theoretical framework exists
which can guide CPNs {and other mental health professionals) in their work
with famulics. This mav help to reverse the trend which has seen CPNs
retreating from the care of those with, arguably, the most serious mental iliness
of them all.

APFENDIX - FAMILY VIGNETTES

Family 1

Mr R was referred to the community mental health team by a psychintrist,
and this was when the CPN first became ividved, He was referred because
the doctor felt that Mr R's wife was being “over entical” of s behaviour,

Mr B was first diagnosed as sulfering from schizophrena in 1982 a1 the
age of 33, He has been married to his wife for 17 years and they have two
daughters, aged 14 and 4. Since 1982 he has been admitted to a psychiatric
hospital on three occasions, Between admissions he @kes his neurolephc
medication regularly, amd his main suppon comes from s wife and eliderly
parents,

He was a full-time crane driver until his first admisswon, bet he has not
worked since, The CPN's sssessment of the domestic situation, which involved
all the family, revealed that Mr R's wife and eldest danghter were very con-
cerncd about his apparent apathy and laziness around the house. Comnien
complaintzs were that Mr R ‘néver got up antil lunchiime®. “kept himseli 1o
himsell”,*never did any housework” and “lounged around in front of the telly
all shernoon’, One consequence of these behaviours was that both dawghilers
were oo embarrassed 1o bring any fnends back 1o the howse.
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The CPN discovered that Mr R had been prescribed flupenthizol 10mg
monthly just before the last admission and that during his stay on the ward
this had been increased (o 40 mg weekly. On discharge the dose was sl
20 mg weekly, that is, eight times more than at admission, The prescribing.
psychiatrist agreed to halve the amount of Mr R's medication to 10 mg weekly
which had a rapid effect.

The whole family now began to engage enthusiastically in intervention,
They were all given information about schizophrenia which helped them to
understand Mr R's previous behaviour. As Mrs R had mentioned that her
husband had a sexual problem which was a focus of stiress between them she
was also told, in some depth, about the side-effects of peuroleptic medica-
tion which enabled her to appreciate some of her hushand's problems n
obafing an crection.

With a structured programme of social goal setting, Mr R began o increase
his social behaviour both with the family and on his own. For example, he
has become very mvalved with voluntary work and church activities, This
is reflected in an inérease in his social adjustment schedule (SAS) score from
115 pre-intervention io 127 at §2-month follow-up. His wife’s GHD-28 {Liken
scored) score decreased from 40 to 3 over the same one-year period. At one-
year follow-up, his symptoms of schizophrenia were almost non-apparent and
he was taking a maintenance dose of four units of haloperidol equivalents
per month,

Family 2

Peter was first diagnosed as being -schizophrenic nine years ago at the age
of 18 when he was admitted to a psychiatric hospital for the only time. He
lives at home with his parents and has an older sister who lives nearby. His
brother died from Hodpkin's disease when he was 17 vears old and when
Peter was 14 vears old.

Peter has been on-a regularly reviewed maintenance dose of neurolepic
medhication for mine years, However, he still expeniences both tactile and
auditory hallucinations and frequent delusions,

At assessment it became clear that Peter’s symptoms became more prob-
lematic in cerfain circumstances, The intensity of his delusions was related
to gt about masturbating (he was o Catholic), This, ata time when mastur-
bation was becoming more painful due to increases in his medication, Peter
believed that this increase in uncomfortable sensation was God punishing him
for his sin: *If [ can’t control my wicked urges, God has to do it for me”,
This state of affairs was extensded as Peter believed that by thought transference
he should (and could) stop other people masturbating, During intervention
the brand of drug was changed, erection bacame possible apnin and this, com-
bined  with individual health education about the side-effécis of
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drugs, led to Peter fecling less guilty about masturbation and. in turn. less
deluded,

Italso became clear that Peter lacked confidence and skills in socil siua-
tiones when an increase i ansety wiss clearly hinked to worsening of s actile
hallucinations, Thus, Peter went our only infreguently amd always with his
pairenis,

Family intervigws revealed thar Peter’s parenis held negative views about
his abilities and of his future in gencral. His mother, for example, stated,
“What will happen to him when we die - he can’t [ook after himself™" Peter,
on the other hand, craved independence and did possess a number of skills;
he had a driving licence for both o carand a motorbike and he wis an able
cook. A seres of factors prevented him from making more wse of these skills;
his parents were overprotective, he lacked self-confidence and his medica-
tion did lintle 1o control the positive svmploms of schizophrenu, while leay-
ing him sedated;

Peter's mother sulffercd from arthrins (isell stress related) amnd often referred
to this fact: *IT I felt better, I could do more for him.* The family were helped
tor deal with the stress in their lives inodifferent ways. Peter, lTor example,
was given i structured programme of graded i vive exposure 0 socil situa
tions. &s a4 consequence, he started attending a day unit and  Satacmal
Schueophrenia Fellowship centre four days a week, and playing spor regulirly
(5A5 score improved from 100, pre-infervention, o 122 a1 one-vear follow-
upd, His father was encouraged 1o take him to the pub with him when his
mother needed tme afone. His mother’s-Liker scored GHO-2¥8 decreased
from 37, pre-imervention, to 4 at onc-yvear [ollow-up, largely because,
her words, “I think now much more about what be can do rather than whit
he can'r.’
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CHAPTER FOUR

Client/CPN contact during
the administration of depot
medications: implications for
practice

Gordon Turner

INTRODUCTION

The findings and discussion presented o this chapter are extracied from a
larger study and, consequently, only a small part of the dita coliected can
be included. The content will deal with issues related 10 adrministration of
depot newroleptic drugs, and o data describing the standard and content of
observed nurse and client contiects invalving the admimsteion of depol drogs.,
While drug-related issues might be seen by some as being more the provinge
uf the medical profession, the rationale and wsage of depot dnigs do have
important impict on the workload, and therefore the clinical practice, of nurses.
The data reported here focuses on the nature of the nursing invalvement in
the admimistration of depot neuroleptic drugs.

It 5 haped that this subject will be of particular relevance (o praciising CPNs,
many of whom will have personal expenence of,; and may be corrently imeolved
in, the administration of depat drugs. These Nindings may alzso be of interest
tey melical practitiomers and, hopefully, all those invalved in the provision of
community services, especially those services related to mental health care,

The duta reporied m this paper ang extrocted froam 3 thesis 10 be submuged 1o the Univer-
sity of Edinburgh, The study wai supporied by the award of 5 Mursing Research
Traming Fellowship by ihe Sconish Home and Health Bopanment. Opinions expressad
are thode of the author and do not necessarily represemst the views of the lurding
brid
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The findings here are, of course, speciiic to the study srea but, as will
be shown, the varitions in practice across a singhe health board do raise issues
which should be of interest 1o all practising CPNs and their mansgers.

BACKGROUND

Schizophrenia and chemotherapy

In general terms, it can be reasonably assumed that clients receiving depot
drugs will have been dipnosed medically ax hoving a major mental health
disorder of the type encompassed by the term schizophrensa,

Within the mental iliness services the care of the schizophrenic client his
been described as “the hearland of pavchiatry and the core of its clinical
praciice’ (Kendall, 1983), Althoogh the assessment of active "symploms’ is
important, particularly in younger people, some clients will, eventually, present
with a more chronic condition in which the acute symploms are minimal,
but where social functioning 15 grossly impaired. This *defect state’ is described
by Kendall {1983

He becomes apathetic, no longer strives, no onger cares. At the same time,
und perhaps fundamentally for the same reason, he loses interest in other
people and his capacity to form enduring emotional relationships is reduced
... It is this apathy and emotional blunting which make schizophrenia the
terrible illness it is, because they are permanent changes in the personality
which handicap the subject in every sphere.

Among such persons, then, it is probable that some will have been ill for
many years and will hive accrued considerable personal amd social handicaps.

Meuroleptic, or anti-psychotic, drugs are closely associated with the manage-
ment of schizophrénia. When first introduced in the 1950s they were available
only as short-acting oral drugs and, a5 a consequence, compliance with-oral
drugs quickly proved 1o be a major obstacle to treatment.

Given the known efficacy of newroleptic drugs in reducing rélapse ralés
{Leff and Wing, 1971; Pasamanick, Scarpitti, Lefton, ef al. 1969, compliance
15 obviously o key factor in effective clinical management, at least from the

‘symptom control® point of view. The requirement for clients to take tablets
al intervals throughout the day has obvious implicanions, given the potentially
insightless nature of the client with schizophrenia,

By the mid-1960s ncuroleptic drugs became available in depot format, which
allowed administration by deep imramuscular injections to occur, for most,
al intervals of between one and four weeks, This change in the mode of drug
adminisration improved restment by reducing the risk of noncompliance
{Eberhard and Hellbom, 1986), as clicnis have to be scen regularly by a
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health care professional in order 1o receive an injection. These drugs proved
to hold so many advantages that by the 1980s Eberhard and Heltbom { 1986)
viewed that neuroleptic drugs, particularly in the depot form. had become
‘the mainstay i the treatment of chronie schizophrema’,

However, onearea of contcern reginding some neuralephe dougs, amd depol
types especially, are the side-effects. Of these, the most important are the
three types of movement disorder: dystonta, producmg involontary muscle
contractions; akathisia, which commonly prescots as a dizcomforn in the arms
and legs resulting in marked restiessness; and tardive dyskinesia, which is
characterzed by movements of the mouth and tongoe, amd may be both
irreversible and resistant o treatment. The incidence of ardive dyskinesis
is- common and has been found to affect between 27% amd 3% of
schizophrenic clicnts (Robinson and McCreadie, 1986).

A number of studics have indicated that the sdmimstration of depot drogs
15 schieophrenic clients living in the commmunity 15 cxensive [(Cheadle. Freeman
and Kaorer, 1978; Freeman and Alpert, 1986; McCreadie, Robinson and
Wilson, 1984). In a group of 44 out-paticnts described by Turner (1984),
depot drugs had been a component of treatment for an average of 7.5 years.
with injections being sdministered. on average, every 1.3 weeks, Surveys
of preseribing practice (Clark and Holden, 1987 Holloway, 19883 confirm
the popularity of depotl drugs in the treatment of clicms with schizophrenia.

The mansgement of ¢lients with schizophrenia living in the conumunity
is o key challenge for memal health services in view of the move to discharge
a greater proportion of such clients into the community. The use of depo
drugs will place cerain demands upon the health services, but will also pro-
vide an opportumity for frequent assessment, ensuring that drog tresiment,
sockl factors and the pecsonal circumstances of cach client can be momitored
regularly, possibly over long perieds of time for a population with major mental
hicalth care nocds:

Fatlure to fully utilize this contact might no only prejudice the abiliies
of such clicnts o remain i the community bul might -also- indicate an
unacceptable standard of nursing intervention.

Nursing invelvement in depot administration

The nature of the aursing inpot w the care of such clients 15 of particular
importance, since most will be seen regularly by nurses o receive their
injestion. For many clients this will represent theie most frequent contsct with
health services, However, there s evidence 1o suggest that the opportunitics
afforded by the depot injection event are not always being fully unlized,
The nursing role in relation to depot administration has not been defined
specifically, although some researchers have commented on the practices
involved. Thomson (1982) found that nurses gave depot administration a low
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priority, while Turner (1984) found that depot administration 1o out-patients
occurred informally, and was not recognized by the hospital concerned s
requining any particular facilities.

In one study it was found that 41% of all nursing contacts with clienis
with schizophrenia occurred at depot clinics, but that these contacts aocounted
for only 4% of the nurses” working time, with an average contact duration
lasting only three minutes (Sladden, 1979), Thomson (1982) also raises the
topic of brevity, describing a situation where injections were given to different
clients, each in separate locations, within a relatively short period of time.
Hunter (1978), in a study of the provision of care to clients with schizophrenia,
cormmented that:

Dizsappointment was expressed by some of the patents and caregivers about
changes they had experienced starting with the patient being given Moditen
[a depot drugl inpections. A number said this was associated with the
stopping of conversation with the murse, and they missed- this.

Wooff, Goldberg and Fryers {(1988) contrasted the activities of CPNs and
social workers and found that the mean duration of contacts with clients with
schizophrenia was substantially shorter for the CPN group, and that drugs
were administered in 80% of CPN contacts. It was suggested that the main
thrust of CPN invalvement was related 1o the sdmimstration of drugs to the
exclusion of other types of nursing activity, concluding that:

The CPNs' emphasis on the sdministration of drug in their intersctions
with their schizophrenic clients confirmed the observer’s subjective
impressions of shortcomings in arrangements for the long-term care of these
clients and their families. The observer noted that in the 'injection clinics’
guestions about symptoms were often made in the language and tone
associated with an ordmary socim] enguiry; and a tendency to aviord upsetting
clicnis and 1o réassure them, rather than discuss strategies for dealing wath
problems, was ohserved.

(Wooffl er al., 1988)

This evidence raises important questions for research into the activities of
nurses and the ways in which they exploit the contact required by depot drug
administration,

It would appear that some nurses might see their role mainly as that of
injection givers”, since the durmtion of soome contacts sugpests that 1 unlikely
that any other nursing interventions could occur with any consistency. This
would contrast sharply with any aims to provide a more comprehensive
service, thereby maximuzing the polentul for clients o enjoy meammngiul
community living for as fong as is possible,

Therefore, in view of the frequency and potential value of the depot injection
contacts and the previous evidence regarding the involvement of nurses, a
study was undertaken to deseribe in some detail nursing activity during these
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comtacts in order W identify the extent o which nurses constructively utilized
this important therapeulic opportunity.

RESEARCH METHODS

In order 1o obiain information regarding current standards of nursing care
{care) during the sdministration of depot drugs to out-patients, & survey of
nurse/client contacts, in the various settings involved, formed the main thrust
of the study, Data on-care was collected using an instrument constrscted
specifically for this purpose, and involved the use of both non-participant
observition of nurse/client contacts and subsequent discussion absout the contict
with the nurse concerned.

The use of non-parlicipant observation, involving the prescoce of the
rescarcher during the contact, did not prove problematic, because in the study
area the presence of leamner nurses during such contacts was commaon practioe,
s that clients were well used to the presence of a second person.

Whalte, Stricklind and Lene (1986) identily two principal approsches to
measuring standirds of ¢are; the ‘norm referenced” and the “criterion
referenced”. Norm referenced measurement involves comparing the perform-
ance of a subject with the known performance of others, while criterion
referenced measurement 15 used to determine whether or not aosubject hos
exhibited a predetermined sct of behaviours.

Sinee a previously established “norm referenced” nursing care standiard for
depot admimstranan was ool avatlable, a ‘cntenan referenced” imstrumend
(Waltz er af., 1986) was developed to measure standards of nursing care,
This instrument (index) represents for the purposes of the study . standard
of nursing care against which the nursing contacts observed could be coampared,
thereby reverling the patterns of, and any difference in, nursing practice. The
selection of criteri for inclusion in the index was undenaken by obtaining
a consensus of expert opinion, and also taking into toaccount prescriptive
nursing mierventins contained o the liersure (Bostcher and Alderson, 1983,
Irons, 1978). Individuals having relevant knowledge and experience of depot
drug administration were identified to provide this expen opinion and were
asked 1o wentify the range of nursing mterventons which they considered
commaon o the administration of a depot drug in typical-circumstinces,

The 22 criteria identified by these experts, and subsequently incleded in
the index, are those which, inthe view of these cxpens, anurse sdministenng
depot drug tooa number of chents would Tind relevant. As one expert
commented, these criteria should be in every nurse's “armoury” of possible
interventions when dealing with clients receiving depot drugs.

From the index an observation schedule and scoring system were developed.
[i was also anticipated that during observation the rescancher might ol correctly
identify some interventions, due primarily to lack of familiarity with
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nurse and chent, Therefore after cach contact, and -after the cliem had
left, nurses were invited (o summarize their concemns during the contact
about the client or any other related circumstances. Where this discussion
indicated that an index item had been a factor in the nurse’s achions but had
not been Wentified by the researcher during observation, a score was
awarded, For each contact the tme duration (o the nearest minute was
documented, as was whether the client was part of the formal caseload of
the nurse concerned,

From the pilot study some important assumptions were made regarding
the standard of nursing care, in view of the practicalities of observation and
ethical issues:

1. The préscribod dose of drug was adminisiered by the nurse,

2. The injection would be administered in the most approprigie injection
site, which was commonly an alternative site to the last site used. Again,
the main study confirmed this with frequent references to “which side

30 Imumediately before the injection was given the norse would ascertain that
the proposed inpection site was-in a N state o receive it

Therefore, in view of these astumptions, for cach observation & mininmam
index score of four could be achieved simply by a nurse giving an injection;
the injection being a pre-réquisite for inclusion in the study, Each inpection
was therefore presumed 1o be of the correct drug and dose, and was given
into the most appropriate injection site after examination by the nurse. Field
notes were used o document the patiern of the contacts, m particufar the flow
and confent of comversition, any non-vedul intervent:ons, or any other evenis
of note (such as telephone intermuplions),

Mon-parametrie (or “distribution-Tree’ ) statstical ests were used 10 analyse
the data, The results were considerad statistically sigmficant, amd the nul)
hypothesis rejected, at the p = 0.05 level or less. While the majority of tables
show mean values to summarize data, readers should note that the statistical
technigues used are not those which involved the comparison of means,

SETTINGS, NURSES AND MANAGERIAL SECTORS

The study took place within the psychiatric services of a single health board
and were encompassed by a single overall management structure within the
health board. This structure was further subdivided into four *managerial sec-
tors®, each having local management, but reporting to the unit general manager.
From within the main study ared, settings involved in the adonistration of
depot drug o out-patients were iennfied at the conclusion of access negotia-
tions, with data being colfected from all those nurses who agreed o participate
in the study.
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During the main study 202 contacts between nurses and clignts were
ohserved, all involving the administration of & depot drug injections,
These contacts were obtained in 16 different settings, and involved 17
murses, Three types of settings and three (ypes of nurses could he defined
from the data collected, and proved valuable in exploring the patterns of
cire given across the different setting and nurse types, and the four managerial
eCiors.

Types of setting

Each of the 16 setings can be considered as being one of the three distinct
iypes: hospital clinic, CPN office and health centre,

Haspital clinics (vetting tvpe: 1), The two hospital ¢linics were situated in
a large memal illncss hospital and large acute gencral hospital, in the
grounds of which o mental illness unit is based. which is managed from
the mental iflness hospital. The larger of the two bospital clinies, set in
ihe acute hospital grounds, was well equipped and more spacious than the
other hospital clinic, which 1ook place in @ small ‘treatment room’ within
ihe oul-patient complex. In both clinics, concurrent consuliant clinies also
ook place.

CPN affices frerring ovpe 200 The term “CPN office’ is not wsed within the
study area, but is wsed here 1o identify thase locations in the community used
by CPNs for depot administration, other than multi-purpose local health
centres. The six scitings of this (ype appeared to be used primanly s bases
for community aurses anmd health visitors. In some of these settings the room
in which depat injections were given tended 1o be rather spantan, compared
with health centres, and often had numerous posters targeted a1 pregnancy
or child care issues,

In the CPN office seiings there were usually no reception stafl, and some
nurses repaned that ielephone facilities could be problematic. Where screens
were gvadable they tended 10 be of the porable varnery.

Health cenires (refting rype 31 Eight of the 16 setings studied were
contwined within local health centres. These settings all had reception
stuff, with consequent good communications, and more comfortable wait-
mg. areas. The rooms used all had fed soreens and, from the mnge
of posters on display, were again most often used for pursing mothers and
children.

Although hospital consuliant staff were not avlishle herg, some morses
dul appear to have o good relationship with some GPs hiased in the health
centre, some of whom referred clients 10 the CPN concerned.
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Types of nurse (CPN)

Nurses participating in the study were conssderad as belonging to one of three
types. of CPN, irrespective of their clinical grade. All nurses held the
appropriate registered mental nurse (RMN) qualification.

CPNI. These nurses were employed as part of the community psychiatric
nursing service, but had not oblained post-basic qualification in this specialty.

CPN2, These nurses were alzo employed ax part of the commmumty psychiatric
nursing service bl had obtained post-basic qualification in this speciality.

CPN3. These nurses, while having links with the community psychiatric
nursing service, did not hold post-basic qualification in this specialty and were
primarily hospital based. In this sample both the nurses in this type were based
in the two hospital clinics,

Of the 17 nurses, 10 were CPNs with post-basic experience (CPN2), The
five remaining CPN department-attached nurses had no post-basic qualifica-
tion (CPM1), although some were awaiting confirmation of acceptance for
post-basic raning at the time of observaton, with the remaining two nirses
being hospital clinie based (CPN3).

Managerial sectors

As noied earlier, and while afl the semimgs stedied form part of a-single
managerial siructure, there 15 a sub-structure of four mancgerial sectors, melaed
primarily o the geography of the study arca, Each of the managerial sectors
contains a large mental illness hospital, which in some cases involves related,
smaller, satellite hospitals. In cach case the CPN depariment containmng the
responsible manager was located in the major hospital. Some CPNs may have
a local base, where they maybe wholly or partly based, but continue to report
to & manager located in the mmn hospital.

Mandgeriad vector I, The setting used in the pilot study was from mansgerial
sector |, which reduced the potentinl number of main study observations
from this sector, The pilor setling was the only clhimc based in a local
health centre within this area. Both the settings in the main stody were CPN
offices,

Managerial secror 2. Both the settings in managerial séctor 2 were the only
two hospital clinics in the sample. Setting 2 also functioned as a clinic
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dealing with the administration other drugs; this being the responsibility of
the samie nurse.

A health centre setting invalved in depot sdmimsteation in this managenal
sector was ol stwdied; the nurse concerned declining 1o parmcipare.

Managerial sector 2. The chimcs in managerial sector 3 were all locaed in
local population centres. OF the four settings siudied, two were based in local
health centres and the remamng two in CPN offwees, Facilimes i bath the
health ceptre settings were pood, while inone of the CPN offices the accom-
modation appeared (o he particalarly unsuitable.

Managerial sector 4. Managerial $ector 4 accounted for eight of the 16
settings; and for six of the cight health centre-based settings, with the remaining
Iwo seitings here being i CPN offices, The health centre accommadation,
again like elsewhere, was noticeably better than other types. In one setting
the nurse concerned was an the habil of playing music during contacts with
elients,

Before leaving the issue of the various types of seitings, it is worth
noting specifically that data presented regarding hospital clinics {setting
type 1) non-CPN attached nerses (CPNY) and managerial sector 2 wall

be wentical since all the doto regarding these types arise from the same
observations. '

APPOINTMENT ARRANGEMENTS, RECORDS
AND CLIENTS

Appointment arrangements

The appointment arrangements wene broadly similar i all |7 setfings. The
use of appointment cards was common, although there were occasions where
the nirse had “run out” of cards, Inerestingly . the majority of these cands
are supplicd by depot muanufacturers, with the names of pamicular drgs
prominent on the card. While not a specific item of data, it is worth nofing
that there were several gocasions when clients were given an appointment
card {sinde these appenred 1o be regularly mislawd by clients) where the ‘logo”
on the card was not that of the drug prescribed.

Oin one of these occasions & nurse had to spend some time reassuring @
chient that their prescnbed drug had mo been changed, because the nurse had
given the client an appointment card with the *logo” of another drug (the nurse
having none available for the preseribed drug).

I all cases chients could expect to see o particular nurse. In a number of
casch nurses did inform clients that they would be unavailable o give the
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next inpection, and usually sid which nurse would be in attendance instead.
Durning contacts where the nurse was mecting the ¢lient for the first time,
the nurses always introduced themselves by name before administering the
injection. The wse of specific appointment times was observed, primarily in
those settings with managerial sector 4, where the setting caseload numbers
tended to be smaller. In practice these timings appeared flexible, and on
oecasions there would be a gap between the depanture of one client und the
arrival of the next. It was apparent that in these semings a quene of clients
awailng injection rarely developed,

Records

The use of records proved to be more problematic in terms of categor-
tzation. Apart from prescription and drug recording sheets, both of which
are mandatory and identical in all settings, the most common record (other
that the appointment card) was the diary. In the diary nerses would “tick
ofl™ each client as they amended and, ot the same Gme as amending the
appointment card, would record the client’s name on the mext due dae,
Commuonly, nurses would mote here which injection site they would use next
time,

The term “care plan’ proved problematic to interpret in that some of the
nurses who stated they used care plans did not have them avinlable, or appeaned
o be referring 1o their personal written notes or a Kardex type of format,
Shortly after completion of the data collection a new standardized care plan
was to be introduced, unforunately, these were ot available during data
collection,

The most important type of record, in view of later findings, operating
solely in the manaperial sector 4 setlings, was a computer-based recond sysiem.
containing information specifically in relation to depot drug clients. This
involved nurses completing a pro-forma, recording primarily drug-relaed
information, and invelved the sssessment of drug side-effects wsing examanstion
techniques. These pro-formas were then retumned and the information
wdded to the patient’s recond; for forthcoming infections, nurses would receive
a report on the client’s depot history and any significant drug-related
ISSUES.

Although primarily related 1o the assessment of side-effects, which CPNs
are obviously well placed to do given their frequency of contact with clients,
and containing 0o singularly nursing components, the actions taken by the:
observed nurses in relanon to this information system did prove an important
factor in the variation of ohscrved care scores. However, this system is used
only in relatien to clients referred by hospital consultants, amnd 15 nol used
for clients referred (o the same CPNs by general practitioners {GPs),
Consequently, the assessment of side-effects by the same nurses for GP
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referrals was less thorough i the absence of the requirement 0 complete
the pro-fofma.

Clients

Since the focus of study was the observation of nurse and client con-
tacts, only a bmited amount of nformaten regarding chents was col-
lected.

Gesider, OF the 202 contacis, 123 (60.89% ) nvolved male clients and
79 {39, 11%) were ferale. The predomimance of contacts invalving mile
clicnts was repeated across the vanous types of seitings and nurses, and
managenal sectors, with no satstically sagnificant differences being. re-
vedled,

Ape range. The mesn age range of all clients was 43,18 yvears, and sanged
from 18 o 70 years. For male clients the mean age was 40,23 years,
while for female clients the mean age was 46,23 years, In both cases the
range of ages was similar - 20 to 70 years for males and 18 o 69 for
females,

Frequency of injections

In Table 4.1 the frequency of contacts in relation (o the injection intervals
is shown. This indicates that of the 202 contacts, 16 (7.92%) were weekly
sdministrations, P03 (50.995% ) were two-weekly, 33 (16,345 were three-
weekly, and 50 (24.75% ) were four-weekly or more infrequent. Owver hall
of all contacts involved fortnightly drug administrations, with & mean injection
frequency across the whole sample of 2,56 weeks.

Table 4.1 Inpection frequency of mmeraciions by ypes

Djecriom
fregrency AR Jertors Nurees Jetfimgs.
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Two-weekly 6430 2007 XM M
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T ) 17T 41 45
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Table 4.2 shows the mean injechon frequencies across the gender of clients,
the various types of semings and nurses, and managerial sectors, In lerms
of these various types, there were no significant differences i the pattern
of frequencies of depol drug sdministmton poross the pender of clients, setings
or managerial sectors, There was, however, a significant- difference in the
frequencies across the types of nurse (p=<X.03).

Table 4.2 Mean inpeciion frequencies by types

Mundgerial
Sermngs Mean  sectord Mean  MNurses  Mean  Gender  Mean
I 2,74 I . CFMI 2.25 Male 256
a2 2.4 2 M CPN2 213 Female 2.66
3 272 3 2.52 CPN3 I - -
- - 4 278 - - -

As Table 4.2 shows, the mean injection frequency of contacts is lowest,
at 2.25 weeks, for CPNI nurses (CPN-based nurses with no post-basic
training), while for the other types of CPN the means are almost identical,

The results in Tables 4.1 and 4.2 show that CPN1 nurses accounted for
most of the weekly injections. while having proportionately fewer contacis
involving injection intervals greater than fortnightly than either of the other
tvpes of nurse, For example, 18.33% of CPNI contacts were weekly drug
sdministrations, which contrasts with only 4 5% for CPN2 nurses, and none
for the CPN3 nurses, Therefore, it does appear that those clients requiring
the most frequent contects, and who therefors may be the most chronically
anwell, tend to be seen by the non-post-basic trained CPN1 nurses, while
their post-basic trained CPNZ colleagues tend to see clients with less frequent
injection intervals.

Living alone

Since an aim of this study was to explore the extent 1o which nurses otilized
the contact with clients afforded by the administration of depot drugs, it was
considered of value to identify the extent to which thiz contact might be
impontant 10 chients themselves; in particular those chicms who lived alone
and for whom the contact with nurses might be especially relevant.

Of the 202 contacts, 74 (36,63 %) invalved clients hiving alomne, with there
being oo significant difference among makes and females. Analysis also
revealed thar the standards of nursing care were not significantly different,
as measured using the index, between clients living alone and those living
with others. However, the difference in the duration of contact times befwecn
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clients who live alone and these who live with others was statistically significant
{p=<0.05), with those living alone tending to experience bricfer contacts,
with mean conlact times of 4.01 minutes for these living alone and 5, 30 minutes
for those living with others

This suggests thit the staukdiend of nursing care chsérved was not influcnced
by whether or aob the paticnt hived alone, although € might be argued that
clients living alone might have a greater néed for nursing intervemtion, While
significant, the shorer mean contact tme for those Diving alone does not
nmecessarly imply it the contacts were being less fully wiilized, since the
standard of nursing care was not found to be significanily different than for
those clients living with others. A possible explanation for the difference in
contact time durations, aithough supporting data is nod available, is that murses
may more often make additional home visits for clients hiving alone.

Community support

In order to further explore the potential imponance of depom attendance 10
clients, each was asked to identify their most important source of community
support. The reaponzes from the 202 contacts show that family suppons are
thiz mosl commaon;, parent or sibling 112 (55 45%), spouse, children or ather
relatives. 37 (18.32%). fricnds or care staff 52 {25.74%). no response |
(0.50%).

In relation to gender, the most important community supports identified
by clients were significantly differcnt (p=<0.01). Seventy-nine of the 123
males (64.23% ) identified parents or siblings as being the most imporiant
community support, compared with 33 of the 79 femules (41,7751 Females,
however, more often identified a spouse, child or oiher relative than did males;
25 of 79 fémales (31.65%) and 12 of 123 males (9.76%). Similar propor-
tions of each sex identified friends or care staff as community supports.

The differcnce. in imporant community supports was also significant
between clients who lived alone and those who lived with others (p =-<0,01)
Eighty-seven of the 128 (67.97 %) clients living with others identified parents
or siblings, compared with 25 of the 74 (33,785 clents who Dved alogee.
Similar proportions adentilicd spouses, children or other relatives, while 17
ofthe 74 (3LEE ) chients living abone identified fnemds or care stafl, compared
with 15 of the 128 (11,72%) clients living with others,

The datis suggest that those clients who lived alone had less reliince on
family supports, possibly because such supports were less available (o them,
Client= who hved with others indicared that they were predomnuntly sup-
ported by their families, with whom muny of the clients presumably lived,

There are, then, sienificant differences. inlerms of the sources of commumity
suppontexpericnced by clicnts, of which nurses should obwvioesly be wware in
relation to mdividual clicnts, The finding that the standard of nursing care was
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not significantdy different between these two groups, and 1s at least no worse
for chents living alone, i encouraging,

STANDARDS OF NURSING CARE

Within the scope of this chapler, it is not possible to present in detail all of
the data regarding standards of care, particularly by describing the findings
regarding each of the index criteria. Since analysis has revealed that the
observed standard of care and the durstion of contacts (time) are significantly
correlated, the data presented will include the mean values of care and time
aeross the varows types within the sample (settings. nurses and managerial
sectors), with only occasional reference to specific index critenia of particolar
interest. These mean scores are used o llustrate differences and similannies,
and readers are reminded that the statistical tests used are ot those based
on comparizons of these means.

Tabke 4.3 shows the frequency and percentage of observations for each care
and time score. It can be seen that 45 (22.28%) of the 202 observations achieved
a care score of only four, the minimum score as described earlier. For these
contacts it can be assumed the nursing activities observed related only to drug
administration, and that no other type of nursing intervention was evident.

Table 4.3 Frequency of care and lime scoves

Care Time
Erehre Cimitacts % srere Contacts %
4 45 2328 I 25 1139
5 31 15.35 2 43 21
f EL 17.33 3 E] | £5.15
7 26 1X.87 4 21 40
b 14 h.93 5 21 .44
9 B 1.95 ] 12 5404
L] 3 |49 T 5 248
11 12 5.04 3 14 6,93
12 3 |49 o ] 4 .46
K] q 4.46 I B 3,56
4 g 3.96 Il ] 2487
I5 4 I.08 12 1 0,50
£+ ] .59 13 4 1.98
I7 2 .59 14 1 0,50
I3 i 0.50
(5] 1 0,30
3 1 {1, 50
Mean care = 7.25% Mean time = 4.8

mo= M
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Of these 45 minimum standard observations, 30 occurred in managerial
sector 3, with 26 of the 45 being attributed to nurses with post-basic training
(CPN2). During these minimal contacts, not only was no attempt made o
assess side-effects or oral drog comphance, but o assessment of issues such
au the client’s sbeecp pattern, diet, personial hygiene or daily activities was
attempted. The finding that over 20% of the nursing contacts observed had
o obwiciis Aursing atributes other than the giving of dn injection 5 of obyious
concern, Similarly, that almast half of the contacts observed lasted for fouwr
minutes or less, with 23 Jasting for only one minule, is of equal concern since
with such shon durations the capacity for any meaningful nursing assessment
or Infervention to oocur must be constrained,

This confirms the findings of both Sladden (1979 and Thomson (1982,
in that some of the contacts in this sample were similarly brief, In refation
1o the standard of nursing care observed, the date does indicate more specific
issues of congern, of which the followine are illustrations.

Compliance with oral medications

In 105 (54.88% boof the 202 observations nurses: failed o address the issue
of oral drug compluinee, where this was relevant m that chienls were receiving
some form of oral drug, I was apparent, however, that some nurses, because
of prescribing practices, might not even have been aware that their clients
were receiving oral drugs. This appeared to be because, for some clicnts,
oral drugs and depot drugs might be prescribed separately by the GP and
copsuliant involved. As a resull, nurses may have had o record of only the
depot drug regime which they themsalves sdministered since this would involve
prescription and drug-recording documentation. However, the nurses may
have had no formal information reganding any concurrent oral drug prescribing,
usually carred out by GPs. The dosage of oral drugs for some chents would
normally be amended when the clienm saw the GP so that, unless sdvised by
the GF, nurses might have no knowledge of such changes when the client
nest attended. The ficld notes do show occasions where the clicnt was able
o inform the nurse about oral drug changes, sometlimes in response o the
nurse asking aboul the oulcome of their GP appointment, Indeed, the ficld
notes akso show thit nurses often asked when clients had last seen, or were
pest due 1o sed, either their GP or consultant.

Since many of the drugs taken by clients were of the type prescribed 1o
deal with drug swde-cflects, then the fatlure of some nurses o roulinely momitor
oral drug compliance during depot contacts is of concern, The issues of pre-
scribing arrangerments, commumcation betwean some nurses amd medical siaif,
and perhaps the fevel of awareness among nurses of the value of monitoring
oral drug complhiznoe during these frequent depot contacts, all appear relevant
tir this finding,
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Other nursing interventions

The rescarch instrument developed (index) was used to record any nursing
interventions occurring during each observation. During the main study, over
| 206} zeparate pursing interventions were recarded, of which 806 consisted
of the three interventions assumed (0 occur in each contact, resulting from
the adminisiration of an injection, The remaning interveniions describe the
nursing care obscrved other than the actual administration of an impection,

For example, in respect of the daily living activities, nurses enqguired about
sleep patterns during 31 (14.42% ) contacts, the client’s daily activities in 54
(25, 12% ) contacts and diet in 22 (10, 23% ) contacis. In view of the probable
needs of such chients, and in terms of the standard of nursmg care, the frequency
of enguiries on these matiers s a cause for Condcemn.

Since all of the clients involved received depot neuroleptic drugs, the
monimoring of deug side-effects is an important issae. Given the frequency
of contacts, meeses are well placed to meet this need. That oral movement
was assessed inonly 36 (16.74% b contacts, and tremor inedd 200009 ) contacis
is also of concern, particularly in view of the issues such as tardive dyskinesia,
All 36 assessments of oral movement occurred in managerial sector 4, as did
almost all attempis to monitor drug side-effects. This probably relates (o the
demands of the unique computer-based record system used there.

Mean care and time scores

Some indication of the differences within the sample 10 terms of the standard
of nursing care and the duration of contacts (time) 15 ilustrated by showing
the respective mean sCores.

Table 4.4 shows the care and time means, calculated from all 202 obser-
vations, for each sciting type. The health centres (sctting type 3) are secn
ta produce the highest means of both care and time, with the hospital clinics
{setting (ype 1) producing the lowest. The differences in contact tmes shown
in Table 4.4 are not statistically significant. The differences in the standard
of care across types of setting is significant, however (p=<0.01), confirming

Table 4.4 Mean care and time by tvpe of sefling

Mean Mican
Serrings CErE Tt
I 5.4 3.349
2 .24 4.69
i 552 536

= 30g
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that observed standards of care were better in health centres (seiting type 3),
compared with either hospital clinics or CPN offices.

Table 4.5 Mean care and time by type of nutsc

Mean Mean
Muriey care e
| T.58 4.93
2 T.449 514
3 574 139

w2

Table 4.5 shows the care and time means by type of nursé, again calculated
fromy all 202 observations. The haspatal clinge nurses produce the lowest means
of care and time. The means of the two CPN-based groups indicate simi-
larity, and differences between the two CPN-based types were not statistically
significant for cither care or time scores. Ineffect the CPMN -hased nurses with
no post-basic training performed as well as CPN-based nurses who had
undergone post-basic traimeg, in erms of nursing inervemstions observed,

Tahle 4.6 Mean care and (ime by marageral seclor

Muanragerud Miern Myiin
BT rere e

| .35 5.4
2 574 B
X 4. 86 2.35
4 100065 T.0%
e 20

Tabde 4.6, like Tables 4.3 and 4.4, shows the means of core and G poross
all 202 observations, but by managerial sector. Analysis shows that the
differences in both care and time scores across the managerial sectors are
statistically sigmilicant (p=<001, Mumagernal sector -alaims the highest
means of both care and time, which is not surprising given that this sector
contains six of the cight health centres in which greater care and time scores
wepe obtained,

Interestingly, the lowest mean valves of care and time are foumsd in
managerial sector 3, which would be expected since 30 of the 45 mini-
mum care standard contacts ocourred an thas sector, Three of the Tour
nurses ehserved in managerial sector 3 were CPMs with post-busic triming
(CPM2),
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Caseloads
A possible explanation for the relative performance of sectors, aside from

the information system in managenal sector 4 which contribules to care scores
there, are the caseload sizes involved, ax shown in Table 4.7,

Tahbe 4.7 MNurse/seiting case |oads by managerial sector

Mean Megn

Manageral Rurse setting
AECTOF cateload caseload
| 5167 3381

2 20704 HM.65

3 1575 . 50
4 53.17 20,459

n =202

The lurge caseload means shown in managerial sector 2 are due to both
settings there being hospital elinics, so that the caseload includes clients who
do not receive depot drugs, For the remaining three sectors, the setting cascload
means shiwn are comprised solely of depot clients. Managerial sector 3, which
had the lowest mean valees of both care and time, shows the largest means
in terms of both nurse and setting caselond sizes,

Analysis shows that the size of the nurses” personal caseload is not
correlated with the care and time soores observed during depot-related contacts,
Many nurses conducting depot “sessions’ also administered depot injections
to ¢lients on the caseloads of other nurses, and no correlation with care and time
results even when including these other “informal® clients. However, analysis
does reveal o sigmificant nverse correlation between sething ciseload sizes and
both care and time scores (p=<0.01), suggesting that it is more the demands
made on individual settings, in terms of the volume of clients aftending during
*sessions’, rather than the overall workload of individual nurses, which in-
Muenced the standard of nursing care chserved tn depot sellings.

The combination of having mare depot settings for an approximately similar
population, lower setting and personal caseloads, and the unigue informa-
tiom system in managerial sector 4, appears o give nurses based ihere a con-
siderable advantage in terms of standurds of nursing care practised as compared
with their collegues in the other sectors.

NURSE/CLIENT CONTACTS

Dwetailed field notes were compiled for each contact. These field notes described
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ihe nature and content of the contact, with particular emphasis on the social
and eonversational aspects of the contadiz: for example, the modes of sddress
used between nurse and client, and conversation 1opics describing both the
mamner in which the index issues were dealt with, and the more socially orien-
tated conversalon opics:

The field notes were later coded, again by experts, in order o describe
the sanire of each contact by the allocation of a series of categories. These
categories, being descnplive, crry no mumerncal value. Baters wene instrucied
1o consider the description of éach contact from the field notes, and 1o iden-
tify which of the following ¢ategories adequately deseribed an aspect of the
contaet. Such a contact could be described in rerms of one or all the categories
noded below . since they are not mutually exclusive,

The categories used to classify comtacts are as Tollows:

I, Basic, The contact description contains clements primarnily refated 1o the
administration of the depol imection. Every contact 15 therélons basic in
that an injection is given as a pre-requisite for inclusion i the study
Social. The contact description contains clements of personal social
iercourse] such as the use of Torenames, or non-clinicil conversation
topics.

3. Structured. The contact description contains clements which indicate that
the purse used the eontisct o explone certmn issues andfor pather any rele-
vitni snformiation.

4 Directive. The contact description indicates that the nurse initiated or
reviewed some form of nursing intervention. gave specific direction 1o
the client or ook some other form of action in response to particular
CICUmsianCes,

B
.

Social contacts

Only seven of the 202 comacts were considered o have no social components
amdd, as such, it can reasonably be assumed that virtually all the nurse/clien
contacts at least dealt with the practicalities of depot adomanistration in a socially
appropriate manner,

Structured contacts

OF the 202 observed contacts, 136 (6B7.33%) were considered 1o be struc-
wired, where narses explored relevant ssues in a systematic munmer.

Ay Table 4.8 shows, the majority of structured contacts (52,21 %) occur-
redd i manageril sector 4. where T1 of the 77 conlacts were struciured
(92.21'%). This s not surprasing given that this sector has demonstrated greater
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greater care and (ime scores. Since the remaining sectors reveal similar
proportions of structured contacts, the statistically significant (p=<0.01)
difference in the frequency of structured contacts across managerial sectors
further reinforces that better standards of care were observed in managerial
sector <4,

Table 4.8 Frequency of struciured: contacts

Secror Murde Setning
i 3 4 | [ ST | [ TR |
Unstructured 17 §5 28 f . B 1 I5 25 26
Structured .} R | T I | B 16 16 50 70

ne=J0

Across the types of nurse, those attached to a CPN department showed
the largest propomions of structured comacts, T2.97T% among post-hasic traimed
CPNs (CPN2) and 65.00% damong non-post-basic trained CPNs (CPN1),
compared with 51.61% for the hospital clinic nurses (CPN3). These dif-
ferences, however, are not statistically significant. The proporion of struc-
tured contacts in health centres and CPN offices are similar, 72.92% and
66.67% respectively, compared with the 51.61'% in hospital clinics,

Directive contacts

Of the 202 contacts, only 41 (20, 30% ) were considered to be directive, where
there was evidentce of the nurse initiating or reviewing nursing interventions.

Table 4.9 Frequency of directive contacty

Fecior Nurze Seing
i 2 4 ] ) 2 £ ! 2 |
Mot directive 32 M. 54 5l BOM M 24 65 Tl
Direvtive - S 7 S | T 9 25
n=22

Table 4.9 shows that 26 of the 41 directive contacts oecurred in managerl
sector 4, where one-third of all contacts were directive. Again this could be
expected in this sector given the care and tme score indings. Among the
remaining sectors the proportions of directive contacts are more variable,
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Particularly notahle was managenal sector 3, which had significantly lower
care and fime scores, and where only three of 57 conticts were directive.
In mignegerial secior 1, fveof 37 conlicts were directive, while i mansgerl
sector 2 the proporuon was scvenn 3 contacts, i worh noting that neither
of the nurses in managerial sector 2, which had proportionaely more direc-
tive comacts than cither managerial sectors | or 3, had post-basic CPN training.
The differences in frequencics-of directive contacts s significant only across
mumsgerial sectors (p=<(L011, which agam relates to the perfomumce of
mmanagerial sector 4.

In terms of care amd time, Table 410 shews the mean scores i relstion
1 the fregquencices of the three contact types. Those contacts desigmnted s
i meeting the eritera concormed prodoced lower means of Care and lime
than those that did, These differences in care and time scores are nol sigmili-
cant in relation to social contacts, but are significant in both structured and
directive contacts (p=<0.001). Therefore, contacts designated as being sirmec-
tured or directive did mvaolve lomger durations, and tended o nvolve a preater
range of nursing inferventions, and were mostl often a feature in managerial
sechor 4.

Table 4.10 Mean care and time scores by contact 1ype
MNoy Ny

ekl Socea! Unstrectwrsd Somctured direciive Dhirecnive

Mean care 624 T.28 542 H.13 fr. 6y W 56
Mean fame | 4. 85 ITE 5K 411 e
=2

The Appendix to this chapter includes the actual field notes of seven con-
tacts, including the relevant contact clissificition, time duration and carne score.
These held notes show the contrasting content of contacts, mnging froam ane
of the seven contacts classified only ax basic, lasting only one minute and
barely recognizable as being nursing, to the more comprehensive structured
and directive contits

CONCLUSIONS

Within the conifines of this chapter it has been possible only o present a sl
proportion of all the data collected. and ¢ven then 10 summarize using only
means. The background information suggested that nurses might not fully
ulilize the contuct inherant mdepot dooge admimstration, and the Andings from
this study confirrn that this o indead the case for some nurses. However, the dista
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presented here, altong with the information contaned in the held nodes, also
shows that some nurses do make more effective use of these contacls.

The absence of a significant difference between the performance of the
CPN-based nurses with post-basic training and those withowl was surpris-
ing. It is suggested that it is the situational factors within some managerial
sectors (such as the numbers of settings, setting caseload sizes and the conse-
quent demands on nurses conducting depod clinigs) which accounts partly for
the absence of evidence that post-basic trained CPNs displaved a higher
standard of nursing care; otherwise, the value of post-basic training would
become guestionable.

The most striking feature in the findings 15 the vanation in scores, and
therefore related nursing prictices, across this sample, Althoueh all the sample
data is contained within a single mental health service, the key variation appears
o occur across the four managerial sectors which make up this service,

The performance of manageral sector 4, by comparison with the other
sectors, is outstanding. This seclor contains more settings, and six of the eight
health centre settings in which both care and time scores were greatest, had
smaller setting caseloads, while structured and directive contacts were more
common here. An important issue which also appears to have contributed
to the performance of managerial sector 4 was the presence of the unigue
compiuterized information  system, the nursing requirements of which
contribited o the measurement of nursing care, although the =ame nores
when dealing with clients not involved with the system did not perform the
same interventions a5 frequently.

The performance of managerial sector 3, which involved three post-basic
trained CPNg, was the most disappointing. However, in managerial sector
3 the setting cascload sizes, tn view of the sigmficant correlation with care,
and personal caseload sizes appear to place higher workload demands on these
FIEFSES.

The numbers of settings and the size of setting caseloads do. therefore,
appear important, since there are obvious consequences for the workload
demands made of nurses during depat injection ‘sessions”, The impressions
of the researcher are that in the larger caseload settings there was more of
a “production line” approach, however unpalatable this may be, where gueusing
was common, and where nurses had a limited time to administer the number
of injections required. This contrasts with other sethings, paricularly in
managerial sector 4, where the caseload size and scheduling arrangements
were conducive to lenger and more comprehensive conlacts, as the care and
time scares and the incidence of structured and directive contacis confirm,

That some nurses administered injections to clients outwith their caseload,
as was the case in 45 of the 202 coptacts, may appear undesirable, although
the data collected shows that these "informal® contacts did not inviolve a reduced
standard of nursing care. This is probably explained by the predominance
of theze contacts in managerial sector 4, where prevailing charactenistics
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allow routine standards of care (o be significantly better in any event. There
were, however, a number of contacts where the nurse administering the
injection either suggested that the client contact their “own’ CPN regarding
an issue, or stated that they imended 1o refer the issue o another CPN

While it might be argued that dealing separately with the physical injection
provess allows additional contacts with the client to be used for other issues, this
practice has implications for continuity since clients might not feel able w wait
1o see their ‘own’ CPN, or might have litthe control over their difficultnes or
their understanding of them. To use the depol contact solely 1o give an injection
appears wasteful since, if used more constructively, some additional contacts
might be avoided or, if required, their content might be planned more carefully,
That nurses might deliberately not asséss or explone imponant issues during
an injection contact becawse a further contact (possibly involving another nurse)
woruld occur in any event, does nol appear [0 represent good nursing practice,

The demands on norses conducting depot clinics is also refated to the
prescribing and working arrangements of medical staff, both hospital
consultants and general practitioness, where their differing demands and
practices will have important effects on the work of the nursing staff involved,
This is most marked reganding the prescribing of depot and concurrent oral
drugs, where the depot drups are aften prescrbed by consuliants but concurrent
oral drugs are managed wypically by general practitioners, [t was apparent
duning observations, and was indesd reporied by some nurses, that they were
wften informed of drug changes by the clients themselves, before being formally
advised by medical staff. This is reinforced by the finding that monitonng
oril drug compliance with oral drugs was often overlooked by nurses.

There are clearly nursing implications arising from medical prescribing
practices, along with any adminisieative issoes reganding the supplying of
these drugs to nurses. For some clients the separation of depol and oral presenb-
ig may have consequences in lerms of the effective communication of drug
changes, the monitoring of oral drug compliance during depot contacts and
the standard of nursing care practised.

In relation 1o the different types of sening, hospial clinies were the less
effective than either health centres or CPN offices. However, the working
arrangements of these setings, particoeiarly because of the presence of
consultunt stafl, are probably imporiant locel factors in the volume of clients
attending. The situation here is convenient in some respects: clients could
be seen guickly by medical staff, and nurses could obfain prompt advice in
siluaticns of concern. This, however, does involve some dependence on o
mupor hospital site. and also involves substantial travelling for some clients
in view of the location of these settings in relation o some population cenires.
The health centres demonstrated the best standard of nursing care. However,
it is the location of most of these seitings within managerial sector 4, with
its wmigpue smformation system and where better standands of cire were routinely
achieved, which as the probahle cause of this finding.
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Criven that all of the settiings sudied relate tooa single managenal structure,
and the observanons were of a relatively homogeneous group of clents and
nurses, the variations in stundards of care and nursing proclice are of
obvious inferest and concern. The findings from this swudy indicate that
a review would be justified of issues such as the number, location and
caseload size of depot settimgs, commumecation with medical staff, the
pursing implications of prescribing practicés and the quality of information
available 1o nurses ~ if only to raise the standard to that ohserved in managerial
sector 4.

However, if this standard were 1o be attained across the main stedy area,
the data collected shows that some important and retevant clinical issues are
not assessed regulardy, even in manageral sector 4, A considerable depree
of both professional and managerial commitment would be required 1o review
and. where appropriate. change aspects of depot drug administration
ATTINEEmenEs,

OF equal concern 5. the need 10 establish an awareness of the potential
benefits of more fully, and consistently, utilizing the opportunity afforded
by these frequent depot contacts. Within this sample the differences in organiza-
tional arrangements and nursing practices observed sugeests thal a comman
view of this imporiant cvent, even with a single management structure, had
not been established. Such an awareness should not just be confined to, or
cxpected of, the individual nurses concerned, but should also be an essential
responsiblity of organizations providing comprehensive and effective menital
health care (o the population an large,

Ag noted in the background information, the clients of this type of service
do have major mental health care problems and related social and personal
needs, which they might not fully appreciate or in some cases be able 1o
articulate. The data shows that a number of clients do valee contact with care
staff, particularly those who live alone, which for depot drug receivers will
most often involve nurses,

The evidence from this study confirms that some nursing contacts related
to depot drug administration did involve an acceptable, and at times excetlent,
standard of nursing care, particularly in managenal sector 4. However, it
is the overall varation in the observed standards of care across this single
mental health care service organization, albeit with local managerial levels,
and the inconsistencics of nursing practice in terms of the range of nlerven-
tions observed, which .are the particularly imporant findings,

Some clients clearly did not receive an acceptable standard of nursing care,
in vigw of the brevity of their contucts with nurses which, in some cases,
involved few recognizable nursing components other than the adminisiration
of an injection. For these clients, il the minimum care standard contacts
observed represented their only regular nursing contact, then the nursing
contribution to their care in the community must be consikdered unacceplable,
amd might not accord with the term “nursing” at all,
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Post script

Since this paper was written it has been confirmed that the information system
in manggenal sector 4 55 no longer operational, The nurses, however, repon
that they continue 0o monitor dmeg side-effecis wsing the sane technigues,
although the information is no longer recorded and disseminated as before.
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AFPENDIX

Caontact 1

Type = basic: setting - health centre: time duration = oné minute; care scone
S

Covtare? deseriprion.  Neither nurse nor client use any form of address
during the contact. As the client enters the nurse says, “Where do you
want it feday?’; the client smeles but does not respond, The nurse, looking
a1 her diary says. ‘Left this time’, and administers the injection, stating,
That's it”,

Both exchange goodbyes and the client leaves: the nurse follows o the
door and shouts, “MNext”,

Murze s covmmend. Mo comment made,

Contact 2

Type - basic, social; seiting - CPN office; time duration - five minutes; care
spare = 0.

Cewiraet deseriprion. Murse uses ¢lient’s forename. Chient uses no form ol
seddress i conversation with the nurse.
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Client informs the nurse that she had seen her consuliant and that the
frequency of her injections was amended o fortmightly, The nurse comments
that he had not been fold of this yet bt would, "Teke vour word for i,

Client comments that this had been the first ime she saw her consulian,
rither than her GP, for 18 months. The nurse comments i1 was aboul time"
her drug was reviewed,

After the injection both briefly discuss the weather and exchange pood-

boves.

MNurze's comments. 15 glad chient has seen the consultant, since he had been
pressing for a drug review and general practitioners were reluctant 1o alter
depot prescriptions. Motes that this particular consultant prefers clients to
contact hum directly, mther than be referred by a OPN,

Contact 3

Type - basic, social; setting - hospital clinic; time duration - three minutes;
cire score - 3.

Contacr description. Nurse uses client’s forename. Client uses no form of
address 10 conversation with the nurse.

Murse asks about holiday. plans and client responds that he has made no
holiday arrangements, but volunteers that his mother is *just back®. Both then
dizcuss holiday matters, such: as hotels, inomore detail,

Both then discuss local car parking problems and. after the injection,
cxchange goodbyes.

Murse s comment, No comment made.

Contact 4

Type - basic, social, structured; setting - health centre; time duration - nine
minuies; care soore — 1.

Conterct deseriprion. Both nurse and client use forenames when addressing
each other. The client has hearing problems and the nurse speaks mare loudly
than usual, and appears (o deliberately maintain eye contact with the client
whenever speaking.

The client comments that she has not seen her consultant for some
time and that a recent appoiniment was cancelled at shom notice, The
nurse cxplains that he knows that Dr X is “very busy®. and had to re-
arrange & number of appointments. He reassures the client that a new
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appointment will be made soon; the clicm appears satisfied and this topic
cnds.

The nurse commences-a series of procedures to test for drog side-effects
For each procedure the clicnt asks, “What 15 That one (o, amd the nurse
gives an explanation for cach procedure. The client comments that-she has
been fecling drowsy, the nurse asks for details about how oflen and whal
times of day this is most apparent. The client is wnable to be Specific
and the nurse supgests that she mentions this o the consuliam when she
sees him,

The client asks if the injection can be given i the right bunttock: the nuese
checks the prescription sheet and says “Hiappy o oblige’

Both exchange goodbyves amd the clienl feaves.

Murse s comments, Will check that a new consultant appointment  has
bBeen made and, i o, will arrange it himself since the client s obwvious]y
concemed.

Contact 5

Type = basic, social, structured; setiing = health centre; e duration -
fsur minules; care scone - 9%,

Conbact deseription. The nurse uses client’s forename, and also calls
him Clove”, Cliemt uses no form of address inoconversetion with the nurse.

The nurse ssks, “How gare vou?', toowheich the client replies that be
s fine’.

The client volunteers that he i w0 see his consultant again soon and
is hoping that a reduction in drug will be considered. The nurse responds
that -she 1= sure the consultant will consider this option ssee the chem
in “ding soowell”,

Thie nurse asked about the clicnt’s social life: the client tells the nurse thiat
he went to see-a film called CGhase, which he enjoved.

The nurse then asks if the chent hud seen the disablement reseitlesient officer
at the local Joboentre, The client informs that he had not, but he intended
to. The nurse responds, “You should: you might have hidden talents™: both
lauighy,

The nurse a5k if the clients had experienced any iroublesome thoughts
recently; the client responds that he had not.

Afer the injection @5 given bodh exchange goodbyes amd the clico
leaves.

Murse's commerits. Mo particular concerns today, 1s on depot drug after a
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“first episode’ illness, is now well but a little overprotected by his family.
Encouraged to sed him getting out o the cinenu.

Contact 6

Type - basic, social, structured, directive; setting = health centre: time dura-
tion = eight minutes; care score = 11,

Contact description. Both nurse and client use forenames when addressing
each other, Chent has arrived in-a wet state, having walked for two miles
in heavy rain.

The subject of Invalidity Benefit is raised, and the client informs the nurse
that her telephone and eleciricity supply have been disconnected due o non-
payment. The nurse advises the client to contact her social worker and Citizen's
Advice Bureau as soon as possible o discuss finances.

The client reports occasional diytime doowsiness but that it 1s nota proslem.
The nurse notes this and advises that chient to inform her of the drowsiness
WHITSENS.

After the injection the nurse asks the client to participate in "tests for side-
effects’. This involves standing and walking: holding the arms outstretched
while the nurse observes for tremor, dropping the arm from horizontal,
shoulder manipulations by the nurse and tongee protrusion while the nurse
observes for movement.

Afterwards both exchange goodbyes and the client leaves.

MNurse s comenenis, Financial problems are not unusual. 'Will contzet the social
warker after the ¢linie has ended, and will make a bome 1531 as 8000 §%
possible.

Contact 7

Type - basic, social, structured, directive; setting - CPN office; time duration
= 11 minutes; care score - 8.

Contact descnprion, Nurse uses client’s forename. Client uses no form of
address. First confact between client and this numse.

Client states that she “hasn’t been good® for the past week, She saw her
consulunt vesterday and reports not informing hin-of having suicidal thoughis,
in case she was readmitted to hospital. The nurse asks what is meant by ‘not
fecling good®, and the client describes hearing voices telling her to *run into
the wraffic’,
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The nurse suggests that it would be advisable to inform the consultant of
her feclings and asks her approval to telephone him: the nurse advises that
he would be unhappy 1F she were (o leave before he has spoken 1o the
consultant. The chent agrees 1o the nurse iebephoning, Before leaving the room
the nurse asks aboul the clicnt’s appetite and-sleep patterm.

The nurse returns after three minutes and tetls the client that she can go
homee and thar an appointment had been made for her oo swee the consultant
again omoTTaw.,

The inpection is given, both exchanging goodbyes, with the nurée teiling
the client 1o “rake care till then'. '

Nurze s comments. Thesucidal thoughts are of concern bal since this was
the first contact he has with this chient be s happy 0 follow the consalian s
advice. He will make a particular effor 1o “get 1o know her as quickly as
possible”,
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CHAPTER FIVE

——

Human immunodeficiency
virus (HIV) disease and drug
misuse - research issues
for CPNs

Jean Faugier

INTRODUCTION

Human immunodeficiency virus (HIV) discase poses a range of pracicg issuey
for CPNsand there s a growing body of research which, while notaddressing
the direct involvement of CPENs with these individuals with HIY diseise, never-
theless begins 1o informi our approach (o the prevention and care iRsucs
the community

There are, of course, the obviows effects of HIV disease, presenling as
they do o grear complexity and diversity of emotional and psychelogical
problems which affect every aspect of a person’s life, Such stresses can, in
turm, further diminish the immune response. often leaving the individual ciught
in @ vicious circle of stress and illness. The CPN has a rale o play in providing
essential emotional and psycholopical support and assessment for all those
people and their loved ones who-are affected by HIV disease. Diagnosis with
a life-threatening disease of the nature of HIV will produce a myriad of
responses. fanging from a positive approach o despiir and hopelesspess,

HIV also has the ability o strip away people’s anonymity, thereby identi-
fving them as u member of a socially stigmutized minority. This may frequently
happen before the individuals concerned or their loved ones have had time
o come 1o terms with their feelings about the situation,

Many CPNs will no doubt feel quite comionsble with & suppoert and treat-
ment role directed ot psychological stresses, or in fact discrete examples of
anxiety and depression. However, one of the major challenges of HIV disease

1]
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ligs in the prevention work with hand-to-reach groups in our society, In
particular, the work of CPNs in relation (0 HIV will demand a consideration
of the health care needs of largely unpopular and disenfranchised groups who
rarely use health care in the accepted fashion, if at all.

While we are not currently in a position lo cure those affected by HIV
disease, nor do we yet have a vaccine, our biggest hope of minimizing the
effecis of this virus Ties in prevention. The prevention message holds true
for everyone. The manner of HIV disease transmission demands, nonetheless,
that we targel and work with certain groups in our society who may have
special needs in respect of HIY prevention. Before we can effectively achieve
this, we need research mformation on the current fsk and health care behaviour
of these particular individuals, The world has now been confronted with the
tragedy of HIV disease for well over a decade; during that fime, many resear-
chers have had to develop new and innovative methods of obtaining data
relating to the behaviour of what is in effect a previously unknown quantity.
Perhaps the most challenging groups for researchers in this regard are injecting
drug users and prostitutes. Both of these groups of people are difficult o access
for research purposes primarily because they are marginalized by the rest
of society; they break the law and often have much to hide and fear from
those representing authority.

In onder 1o target effectively health promotion and health care wwards these
individuals, we must first-of oll have some idea of their risk behaviour. This
not inconsiderable challenge is the one which, along with colleagues in
Manchester, the present writer has been attempting (o meet for the past five
years; what follows s a report of some of our work,

BACKGROUND

All national and iternational estimates of HIY transmission outside Africa
and Asia place injecting drug misuse and its associated behaviour as the most
reliable source of transmission. Injected use of illegal drugs such as heroin
and cocaine now represcnts in epidemic in the majority of te Western world,
along with very worrying increases in what previously constituted Eastern
Eurcpe. In the United Kingdom, the North West of England represents an
area in which illegal drug use is a very substantial problem, officially reflected
in Home Office statistics and unofficially i the day-to-day experience of
treatment agencies and the ¢criminal justice system. The major cities of the
area, Manchester and Liverpool, carry the brunt of the effects of drug use
in the area. Media exposés of Liverpool’s drig problem dre (00 numerous
to mention, and Marichester's drug industry recently hit the headlines with
the dramatic rise¢ in drug-related shootings and gang warfare in the city streets,
Throughout the North West, there is rarely, if ever, o shomage of illicit drugs
such as heroin and cocaine on the sireets,
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In response to the evident problem of drug use in the North West, the
regional health authorities have been successful in attracting funding for the
extablishment of a whole mnge of services Tor the proventuon of drsg misuse,
The “jewel in the crown' of this service provision is frequently thought o
b the extensive network of community drog teams anowhich the most
commaonly employed professional workers are CPNs. These services have

“attracted considerable exira funding arising from the Advisory Council on
the Misuse of Drugs’ reports, (P985, 1991), which recognized the need for
drug services oo make majpor changes in therr treatment strategies in order
i meet the challenge of HIV disease. These 1ssoes are particularly perinent
in the North West Region which has the highest number of AIDS cases outside
thit Thames Health Regions, These cases are al the moment drawn
predominantdy from the gay population, but the number of injecting drug users
presenfing with HIV disease s increasing constantly, in line with national
amd European trends:

This background 1o the problems faced in the North West of England led the
Economic and Socil Research Council o commission a major résearch study
by Klee, Faugier, Hayes eral, { 199, anto the nisk behaviour of injecting drsg
wsers in the North West, with a view (o gaining Some insight into the possible
argas for prevention inpul. Interyigws were conducted with 303 imecting drug
users in the first phase of the project between May and December 1988, Ages
runged between 16 and 45 yeirs, with 48% being under the sge of 25; a quarter
of those interviewed {76) were women, The drug of preference for the majorniy
wis heroin (75%), with 13% § imjecting amphetamine sulphate, 9% methodone
and 3% a varety of prescoibed drugs acquired illicitly, Despite distines
preference for a particular drug, the majority (90% ) were polydnug users.

In order to ensure that the study described not just the behaviour of those
uzsers an ouch with treatment agencies, “snowhalling technigues’ were used
to gather 40% (n=97) through outreach work. This is a well-established
methodology in which one contact in a non-random population leads 1o others,
often forming a group or ‘snowball” of respondents gleaned from that initial
souree, In our particualr work, we Toand this use of what could be termed
‘key informants” in particular locations very important in gaining access 1o
eroups of ingectors who had no contect with treatment agencies. The remminder
of the sample (60%, n=206) were in treatment; 60 in-patients in residential
wnnls, |12 users attending commmumity drug teams and chinics. 20 wsers contactied
through the probation service amd 14 respondents from needle exchange
schemes,

SHARING INJECTING EQUIPMENT

I relation o the continued transmission of HIV among infeciing drig users,
it 1s elearly important o kave some ides of the extent of sharing behaviour
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and of the major social and interpersonal influences en such high-risk activity.
Addressing issues such a3 sexval and needle-sharing activity in relation
to HIV disease demands a methodology which takes into consideration
the fact that respondents will be reluctant to admit to such socially disap-
proved behaviour, In onder to collect data which would be relishle, the research
team opied for a methodololgy in which data was collected by tape-recorded,
semi-structured interviews of approximately 60 o 90 minutes’ duration.
Considered wisdom in relation to self-reported data holds that reliability can
be increased by the establishment of a non-judgemental rappon with
respondents. Experience from this and other projects suggests thit this is most
essential when attempting to elicit data which cannot be generalized o the
entire population, Potentially, all sexually active adults can be responsible
for the transmission of HIV, but only injecting drug users can be held
responsible in direct personal terms for the continued transmission of
HIV from the sharing of injecting equipment. That is why the collection
of this dam demanded a sensitive and skilful approsch in interviewing
techniques,

The term “shanng” implicitly covers two aspects of joint use of equipment
which are guite different in ferms of motivation and personal sk, One
cnidils giving used necdles and syringes to others with the knowledge thit
they will also use them. The other involves receiving them. This distinction
is desirable since users are generally more willing to give than w receive,
Some respondents reported that they would never consider using a syringe
used previously by another person, but had no such qualms-aboul passing
their used equipment to ofhers, Nlicit drog use tends o be 4 social activity
due 1o the constraints of access 10 supplies and the nature of other sockl
arrangements such-as housing, It was nol surprising, therefore, o fnd that
60% of the sample regularly injected in the company of other drug users,
which undoubiedly increases the opportunitics for the sharing of injecting
EqUipmEent.

It is important also to recognize that ‘sharing” is not always as volitional
as the term perhaps implies. The frequently reported scenanio of a group of
users under the influence of heroin getting equipment mixed up. or simply
being oo intoxicated (0 bother finding out whose syringe they were using,
is testimony to this_ Figure 5.1 shows the extent 1o which respondents had
shared injecting equipment in the six months before the interview,

When asked about any changes in sharing behaviour browght abowt by the
threat of HIV, 63% of the sample repored that they shared less than before.
However, these figures, in line with other UK data (for example, Power,
1988; Stimson, Aldrit. Dolan, eral., 1988), give scant room for optimism.
It 5 essential, then, 1o have a better understanding of those vanables which
could be identified as possible predictors of increased sharing. The study
entefied four major predictors, all of which have considerable significance
for the work of CPNs, both specialist and generic.
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Figure 5.1 Number of occasions respondents reported shanng injecting cquigment in the
sin months before interview.

Homelessness

Although many bong-term mentally ill individuals, notably male schizophrenics
and alcohalies, kave tong been assocuned with peniods of homelesstess, CPNs-
are nol nommally greatly involved with homeless people. And yet, changes
i the sescial structure of cur society, long=term yodth unemployment., changes
in dosal taxanon on familes with young adults at home, shortages of readily
avaitable rented accommuodation and the sale of council house Socks huave
all combined with the increasing availability of ilhicit drugs to creme a fast-
prowing pool of homeless young drug users, Thirty-five respondents in the
above-menbioned sudy  were homseless and, as o Table 5.1 indicaes,
homelessness was associated with a whobe range of behaviours which placed
the imdividual ut inereased risk of HIV disease: notebly, dasly vse of illegal
drugs; nd haviag access o methadone maontenance; recent involvement in
crime; disorganization of daily life with linle tme or energy 10 seek help;
and - poor knowledge of drug-related health problems. Most importantly,
homelessness was seen Lo be associated with a high imcidence of giving amd
receiving injecting cquipment.

Research evidence from the United Seates (Harigers, F98%) shows that
homeles drig injectiors are more likely o be seroposinve for HIV antibodies
than those injectiors who gre nol homeless, Funhermore, Marmor, Sanche:
and Krasinski (1987) found that frequency of drug use wax also linked to
seroposilivity; those with @ higher daily habst who-need 10 imject maosg
often are more likely 1o share injecting equipment with someone infected
with the vims, The implications of these Dpures mean that both specaalist
and generic CPNs will have linle influence on reducing or preventing user
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Table 5.1 Vanables associated with homelessness in respondents

Pereentage Percentage
howmeless noi howmeless
fr= 35} =268
Drug amount - more than
L a day
Frequency of use -
daily e
Recency of crime -
fezs than six months a1
Treatment -
Of MATCTEARCS 3 3
Organization -
disorganized ] 2l
Krowledge of drug
problems. - expert X 50
Giving equipment =
peaxre than 30 times
in last six months 21 ]
Receiving eguipment -
mexre than 50 times
in kst six months 15 .

involvement in high-risk activities unless they can make significant changes
i their social conditions.

Knowledge of drug-related health problems

Respondents were asked about the health problems associated with drug use
and, on the basis of their responses, were dtbocated o categonies of ‘expen”
(16%), "good” (32%), “fair’ (0% ) and "poor” (12%). Somewhat predictably,
older respondents were more expert. Expertness was related significantly
all sharing behaviour, most notably the number of times respondents gave
and received used equipment in the last six months. The greater the degree
of knowledge of health-related problems, which in a high percentage of older
respondents wis based on personal experience, the less respondents were likely
to share injecting equipment, Hather depressingly, simply having informa-
tion 15 not so effective in changing behaviour; knowledge of acquired immune
deficiency syndrome {AIDS) in the sample was very high, with 93% of the
sample rated as ‘good” or above, but it did not exert any positive influence
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and was not associated significantly with sharing behaviour. This is in line
with American data reporied by Freidman, Des Jarkais and Southern
19871,

Those with injecting partners

Kespondents with injeciing partoers were more likely than those with o nen-
injecting partner, Of no partner, to give and receive injecting equipment, They
were also more likely than other groups to give and receive more Trequently,
However, the enhanced rates of sharing do not anse wholly from these personal
parner relationships. Only nine (14%) of the 63 respondents with injecting
pariners. gave exclusively to those partners, the rest included nends and
pssociates among those to whom they gave syringes. This figure increased
(=22, 35%) when looking at those who received used impecting cquipment
exclusively from their panner, although the majority were also receiving used
equipment from others. A relationship with an injector seems to provide little
profection from HIY i restricting those with whom a user will share.

When drug users present to CPNs ¢ither in specialisl drug services or in
generic teams, there is frequently a concentration on the presenting client
and their behaviour, with insulicient acknowledgement of the influence of
a relationship outside of the treatrment setting . Data from the stedy presented
here would suggest that any therapeutic intervention should always take on
board the issue of partners in prevention and treatment stratogics.

Crime

A seciion of the imterview on orminal activity yielded daty on the nature,
extent and recency of crime and imprsonment, CPRs are working increas-
ingly in settings in which contact with all aspects of the eriminal justice system
i% & part of thewr work. More and more CPNs are moving into the area of
crimingl justice work a5 a mior part of their achivity a3 evidence becomes
avalable of the increasing use of prisons amd couns as a way of dealing with
mental health probiems. The necessity o fund a drug habit frequently Lands
drug users in court fora mnge of other oriminal behaviours. The most popular
imcthods of obaiming money for drogs among the samplé reporied here were
shoplifiing (32'%), dealing in drugs (23% ) and chequebook and credit card
fraud (16%), A mugorily of respondents (355%) had been engaged i some
form of illegal activity, ranging from aggravated burglary 1o miner drug
dealing. Those involved in criminal sctivity i the six months before the
interview were more likely to be sharing syringes. Drugs were used in prison
by 38% of those imprisoncd and, of those, 25% (n=26) had injected with
gquipment provided by athers.
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In a survey of a representative sample of sentenced adult and young adult
offenders in the prison system in 1991, Maden, Swinton and Gunn {1991)
of the Inatitute of Psychiotry, have estimated that as many as 11% of men
and 23% of women in the sentenced populations are drug dependent. The
recent report 10 the Home Office by the Advisery Cooncil on the Misuse of
Drugs (1991) would sugpest that the problem s Likely (o be higher in the
remand population. Additionally, this report argues that changes are needed in
the present system which will enable more drug users 1o be identified in the
courtsand divented from custody when appropriate. This mowve towands treatment
orders in the community will in the first instance make increasing demands on
the probation service, but will also require essential inter-agency co-operation,
not least from those CPNs working as specialists in the field and those work-
ing in diversion from custody and court referral schemes. CPNs working more
closely with the criminal justice system could be an essentinl element in
encouraging more doug users wooadentify themselves when charged with drug-
related crimes, and gain access 1o the wide range of treatment oplons available,

PROSTITUTION, HIV AND DRUG MISUSE

It 15 the nature of research that the collection of data for one study will almost
always raise pther important guestions for future work. In the process of
analysis of data for the study reported so far in this chapter, a small group of
femile drug users (n=20) was identified who raised their funds for drugs by
means of prosttution. Evidence gleaned from this small group supported the
ancodotal evidence that those woman engaped m prostitutoen represented evdence
of more chaotic behaveour which ranses the likelihood of risk activity associated
with HIV transmission, Anecdotal evidence is also gquoted widely o suppornt
the commonly held view that drug-using prostitutes are mone likely to accept
money for fex without the use of acondom than are non-dneg-using prostiiies.

In an attempt to take this investigation further, a proposal was subsmitted
by the author to the Department of Health, and the research was commis-
sioned in May 1990,

General aim
To investigate the drug-related, sexual and health care behaviour of drug-—
using prostiutes i the Greater Manchester area inorder (o assess their potential
for acquiring or transmitting HIV.
Specific objectives

To examine to what extent drug-using prostitutes engage in sexual activities
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which place them at high risk of contracting or transmitting the HIV virus,
for example, unprotected penetrative intercourse, unprotecied oral intercourse
and anzl niercourse,

To examine the extent 1o which safer sex puidelines amd risk-reducton
strategies are being adhered 1o by prostitutes as well as by their clenis and
parners,

To determine the level of knowledge of HIV- and ATDS-related. risk
behaviour among dreg-using prositules

To ascertain to whit extent the health care necds of both drug-using and
non-drug-using prostilutes are being met hy exisling services.

Definitions

The definmion of - prosuton emploved Tor the purpose of e project
is the exchange of sexual services for money or other ilems of monctary
value - such as drugs: The sample includes those currently involved in
such behaviour or those who have done so not more than six menths before
the mterview date,

Definitions of drug wse are mterpreted as the regular use of mnd-
altering substances, This excludes recreational use of slcohol and cannabis,
and means that ‘regular vse” 15 mterpreted as-daily use in the majonty
iof cases,

Background - prostitution in Manchester

The city of Manchester has a well-developed sex industry . the most Overt
expression of which is the highly visible and problematic-street prostitutien,
There are three main areas of the oty which serve as ped hght areas,

Centred Manchezier, This 15 near an area called Picadilly which was,
for o lomg ume, man down and composed manly of warchowses and &
few rather dubious public: howses, In eecent years, howewver, il has wit-
nessed a dramatic revival, becoming the centre of what 1= known as BMan-
chester’s *Gay Village®. Gay busincssmen are investing considerable money
i thie area in the form of elubs, restaarants and coffec howses and s,
together with more substantial developments such as the transformation
of many of the old warchouses into exclusive executive fats, s changing the
appearance and nature of this parnt of wwn, Before these developments,
the female and male prostitutes had. for years, used this. aren as . er
beat, with its convenient side streets and nearby hotels, This attracied odher
crime foothe ared, and there was an increase in attacks on the person,
muggings and robberies. In particular, it has served to create what the police
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describe as the almost perfect crime; the prostitute and her client in a
car in a secluded place are easy pickings for groups of males wielding
baseball bats, It is apparently common for a man to be frogmarched
from the car o the nearest cash dispenser and old o withdraw as muoch
as possible on his casheand. In fear of his life, and more imponantly
his reputanion, marrage and perhaps job, most men do mot inform the
police.

Due to the rise in crime in the arca and the pressure anising from its changing
nature, the police frequently mount major operations o clear prostifution from
the streets. This invelves intensive and severe policing and is curmently making
Iife very difficult for those who work the streets.

Whallev Range. This is the traditional red light district of South Manchester
and seems to have been 2o for many years. U1z, however, a very mixed arca
with a It of high guality Victoran houses attracting residential fumily
accommodation as well as bedsits pd muliiple occupancy dwellings, Tt is
also very popular with students as it is near (o the University and the city
centre, Morcover, it has a fairly significant Asian and black population.
Prostitution is apparent in the ares both day. and night. However, it is more
widespread and more discrete than in the city centre. Local residents com-
plain regularly to the police about the problems of kerb crawling and there
it the occasional crackdown,

Cheerham Hill, Sinsated in the nonh of the city, just on the outskirts of the
city centre, this was formerly the area of Manchester occupied by Jewish
immigrants who built up the rag trade, It now houses mainly Asian-owned
retail interests. The housing is generally poor quality and the population tends
to b muinly white working class along with poorer, more recent Asian
immigrants, It s an extremely delapidoted area with a high cnme rate-and
one of the poorest health records an the couniry.

In addition to the visible street prostitution, there are also a number of
‘saunas’ and ‘massage parlours’ advenised in local papers and contact
magazines. Higher class escort agencics, (oo, are in operation within the city
and seem o have contacts in the mone prestigions hotels,

All three areas are pobiced by different divizions within the Greater
Manchester police force. As such, there is little if any co-ordination of
policing effort; the mous seems to be very much “as long as it's not
on my paich’,

Prostitution is also evident in other towns within the Greater Manchester
area. Bolton has a small but well-developed strect scene, as do Blackbum
and Rochdale. In other towns such a Wigan, evidence to dite would
suggest 4 less well-developed scene, with women working mainly from
home.
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THE. PILOT AND DEVELOPMENT OF CONTACTS

Inc the early stages of the progect, 1 was mmportant o maeke the necessary
contacts and develop good will s0oas 10 ensure access to a sample of populi-
thown that was difficult w0 resch, In this respect, early contact with the police
to gain their support and ensure that they were kept imformed of the work
has proved very useful. In order 1w help the feam make contacts a1t Court,
the vice squad of A Division arranged for all soliciting charges (o be heard
o the zame day., This proved to be extremely successful in that it enabled
the team to build rapport with the women working in the city centre.

While the research team already had excellent working relationships with
drug zervices throughout the region, it was necessany o submit the research
protocol to a number of cthical committees in order to enable services to
coeosperate by referring respondents to the study, The bureavcratic machina-
tions of such commitess can be extremely ime: consumng. However, all
necessary ethical permission was ohtained and the project was able to sccess
respondents from drug treatment services. This was essential in order to gain
a sample of those in touch with services and those who are nol

Respondents were also contacted via direct outreach while working on the
sireeds, This was more possible during the diy, as the women were less distreted
by the surrounding ammation and there was less nsk of the researchers receiving
unwanted attention. However, it became apparent almost immediately that it
would be absolutely impossible to collect any meaningful data in the street,
or indeed in the courts, as the women are simply oo busy or too distracted.

Pilot interviews were conductaed with 20 women either in their own homes
or i the University of Manchester, These were essentially unstruciured
interviews aimed af exploring the sswes amd helping 1o demify ihe variables
tiv bee operationalized in the research instrument. The interviews were aped
and analysed, some fully tramscribed a0 order o adentify the major themes
emerging, During this period, the instrument was being refined and added
toval every stage.

In addition o the interviews, rescarchers spent time with the women
hoth in court-amd on the sireets in order 1o establish a presence and biild
credibility in the eves of a proap with an understandable lack of trus).

In-depth interviews were conducted with 12 of the pitot sample, four of
whom were non-drug users. From these tapes and from the mterests exprassed
by the Department of Health, it was possible o produce the variables which
were operationalized in the semi-structured interviews.

METHODOLOGY

Initially, it was intended to pursue a mixed methodology, utilizing a struc-
tured gquestionnaire and suppon from unstructured interviews, Following the
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pilot stage of the project, however, it became clear that the use of sinc-
tred questionnaires wold have litthe advantage -and, moreover, woulbd
fail o elicit data of sufficient reliability. The data coflection method - of
a face-to-face interview was imporiant in achieving a number of the research
aims. Interview techniques were favoured for this study Becagse of the
level of co-operanon which was needed from the respondents. It is essential
when collecting data of such a sensitive nature that rapport is established
between respondent and researcher if that data is to be reliable. Experience in
the pilot of trying the two methodological approaches confirmed that,
without the establishment of fapport and the opportunity for sensilive
probing in an interview situation, the women would be more likely to
give a knee-jerk reaction to questions about condom use and sexual activ-
ifies.

It also became apparent during thas stage thit very strong group norms
exist on the strect among these women, and the wish 1o keep secret the fact
that they may be breaking any of the unwritten rules of conduct would influence
responses, In addition, drug users and prostinutes are engaged in illegal activities.
and are not readily trusting of those outsiders who express interest in their
activities. It was necessary to spend a considerable amount of time and energy
establishing research credibility and trustworthiness. Alternative
methodological approaches, such o as  self-administered or Heldwork-
administered questionnaries, would have been inappropriate, as they would
certainly not glean the wedlth of qualitative data which the interview approach
has zchigved

SAMPLING

The precise numbers of prostitutes working in the Greater Manchester area
was unknown, Hence it is was necessary to employ non-random methods of
sampling in order to contact respondents, One method used previously 1o good
effect and which was employed on this project is known as “snowballing”.
This involves making initial contacts with respondents and then using the
responidents themselves o provide access through personal introduction and
recommendition (o their colleagues and fricnds. The sample was gleaned from
a number of sources, such as magistrates” courts, contact with the drig misuse
services, contact with prisons and police and by direct approaches 1o the women
while working on the streets.

The variables were used in a semi-structured fashion to decide upon the
queéstions for the inferview, which lasted on average 40 minutes. In an interview
situation, a trained interviewer could bring aboul an accepling atmosphere
which is conducive 1o honest self-reporting. Evasion and non-informative
responses could be handled by gentle probing and the sensitive handling of
poientially threatening questions.
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The mierviews were comducted éither in the client’s home or in some other
suitible location. A few respondents have had (o retum 1o the University of
Manchester beeawse they had no suitable home o are (oo frightensd of their
parmner. They were taped with their fully informed consent, and then coded
carefully on to an answer frame. Using this methodology with o large team
il researchers could, of course, bring problems of interviewer imerpredation,
With only one principul researcher working with an associate. it has been
possible 1o check interprettions at all stages of the coding. Vanables were
then assigned o numerical value which allows for quantitative analysis.

FINDINGS

Findings from these data, which are still undergoing analysces, would sug-
gost that these women are failing to access necessary care. and are not being
offered a sulficiently comprehensive service when in contact with drug ser-
vices. Additionaily ., the drug-using group present Ondings which suggest that
they are gt greater risk of HIY imfection from both sharing egquipment amd
prostitution,

The drug users represent a younger amd more dimaged and pnsenled group.
This was particularty demonstrated by the tendency for many more of them
i have been in care as children (55 %), as opposed to 24% for non-dneg wsers.
i |00 and 50, respectively). Equally, u small but significant percentage
of drug-using prostitutes were more likely o be living in lemporary accom-
modation; 4% in sguats, 9% were homeless-and 7% m other transitory
arrangements, Simalarly, of thase with children, e non-drg users were maore
likely thin drug users to be caring for their offspring themselves; of those
with children in=48 for drug-using prostitates; 36 for non-drog uwsersh, only
% of drug users as opposed o 58% of non-dmg users were managing o
provide care for their chisldren themselves,

Diata collection was focused mainly on high-risk activity in respect of HIV
disease and wse of relevant health ciare services. Drug-usimg prostiioles were

Table 5.2 Days per week worked as prostitute
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Table 5.3 Number of clients per day/night

Clienis Driey users Novt-drig-tizers
3 13(13%) BI6%)
d-5 4545%) 24{48%)
i+ 42{42%) 18(36%)
Totat 00K 100 % ) SN 1000

Noer: The figeres fog mon-dnag users are milaced by women workisg in ssunas whi work bonger
haurs amd soe more chents; a comparson of stireel workers neveals only a more marked tendecy Tor
drig users i wok longer hours and w servece moe clienis per nightiday.

fioumd to be working more frequently than non-drug users and to be seeing
more punters per shift (Tables 5.2 and 5.3).

The majority of respondents, both drug users and non-drug users, used
condoms all of the tme for ex with clients. However, a significant group
(33% of drug users and 12% of non-drug vsers) did not do soall of the time.
OF particular coneern is the fact that 20% of drug users reporied dispensing
with condoms when offered more money to do so. while this figure was only
B% for non-drug users and included two prostitutes who had learning dif-
ficulties. Condom use with regular sexual pariners outside of prostitution was
almost non-existent: only 2% of drug users and 1% of non-drog users did
sa gl of the time. The inability of prostitutes (o use condoms with regular
sexual partners has been wdennfeed by other researchers (Kinnell, 1989, Plant,
19900 as representing a sociological distancing of personal relationships from
those of a commercial nature by the absence of equipment used at work. Many
of the women in the present study cited this as a reason for their inability
to use condoms, but a larger percentage cited as-a more compelling reason
their partners” complete unwillingness to even consider wsing condoms.

Health care needs

Axs might be expected, this group of respondents exhibited a wide range of
unmet health care needs. Dirug users were less likely to zeek routine or specific
care than non-drug users, Only 73% of drug-using prostitutes had a general
practitioner as opposed to 90% of non-drug users. Seventy-six per cent
of drug users, as opposed o 46% of non-users, reponed not alending for
regular genitourinary clinic checks. If those reporting a last check taking place
ghout a year ago are included, the figure rises (o 92% of drug users not
having what might be described as regolar checks for sexually transmitted
dizeazes, OF those reporing ever having had a dimgnosed sexually irans-
mitted disease, 48% were drug-using prostitutes and 36% were non-drug-
using prostitutes.
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Additionally, drug users were more likely than non-drug users 1o get
pregant; 7T of drug-using prostitutes hud one or more pregnancics, as
opposed o 415% ol pon-drog wsers,

Failure of services

Drata collected for this study scem o indicate that anempts o aftract lemale
drug users into increased contact with drug misose services is having limited
success, Even when thev.are in touch with serveces (and,; of course, this would
mean predominantly specialized CPNs for many of these respondents), thene
is hintle evidence of this having much effect.

Even though the whaole emphasis of treatment for chaotic drug users had maoved
from detoxification toa more ibeml regime of maintenance prescribing, thene was
litthe evidence in the Manchester area that this was convincing these chwotic
wonmen either [ make contscl with services, or 1o sty in ouch with treatment
agencies. Many had not gained access toa mainterance prescription, with only
IT% of the sample reporting that they were curnently receiving such help.

OF those in contiact with o dreg team in the commuonty . the drug (eam
{imcluding nursinge s1afl) was not establishing in most cases - that the woman
wiorked as a prostine, Inall, 532% of the sample had contiet with a dnig leam
at some stage in their careers: of these, only 10% reponed that the drug team
gave them advice on safer sex. This would support the findings of Stifson ef o,
{1988) on the work of syringe exchiunge schemes, in which they found a failure
of drig workers (o talk about sexual matters. The dunzers of unprotected
seaual activity are generally recopnized by drug users and those who ddvise
them, but the evidence 45 that the sharing of equipment has poocity Trom
wirrkers, whi seem to find drug mesuse casier o address than sexual isswes
a5 these may ranse fears which have greater refevance to- themselves. This
faslure b address sexwil issues with @ group of women whao are earmng ther
drug funds by working as prostitutes, and the additional failure to establish
the nature of the work the women are undertiking, represenis a-very -
tant opportunity missed in the health promotional work of drug services,

Female drug users who prostitute represent a mimanity, bul o rapsdly growing
one, of those women involved in dreg misuse, CPNs working with these
women peed o beoaware of the lifestvle of the clienis they are meeting i
order to help, advise and refer appropriastely, Findings from the stwdy reported
briefly here would suggest that, at times, these women are being treaed for
their drug misuse in jsodation from ather pressing health care. needs,

Axcessing this informetion sensitively and inoa manner which builds rappon
and trust with an extremely abused group of woamen means that skills moassess-
ment and intervigwing should be re-emphasized. 1 also means thst CPRs most
be more willing to.sce past the presenting drug problem to the wider health
issues which have a role in the prevennon of HIY disease.
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CHAPTER SIX

A review of a
psychological intervention for
depression in elderly people
Colin Hughes

INTRODUCTION

Psychiatric services specifically for the elderly in the United Kingdom began
to develop in the 1960s and eurly 19705, The most significan factor inthis
development was the incréasing pressure on the health and social services
arising from the size of the clderly population, and from the incressing
proportion of the very obd within this (Aric and Isaacs, 197E).
Community psychiatric nursing (CPMN)services for the elderly began with
ithe establishment of the ficst CPMN service in the Unted Kingdom in 1954
al Warlingham Park Hospitil. Crovdon (May and Moore, 19633, Two "oul-
patient nurses” were secondod 10 “extra-mural’ duties in the borcugh:

The help given by the service is freely acknowledged by the paychiatrists
whe use it, particularly for geriatric paticnis. The acute pressune on these
beds can often be alleviated by regular home visits which relieve the ansiety
of relatives and encourage them o aceept responsibility - even i only
temporarily - for clderly people,

iMay and Moore, 1963)

Few sther PN services were established wnnil a period of rapid develop-
meent in the F9T08, during which time specialist CPN secvices for the elderly
also began to develop (Simmons and Brooker, 1986). A 1985 national survey
{Community Psychiatric Murses Association, 1985) obtained data on the
structure of CPN services, and 86.5% of health districts tn the United Kingdom
supplied information on a CPN workforce of 2758; 505 (18%) worked
exclusively with the ¢lderly, More recently, White { P9 bas estimated ihe

1z
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todal CPN workforce in the United Kingdom (o be 4590, Of the 2181 individual
CPMs who responded to o survey questionname, 796 (255 ) reported “work-
ing intentionally and predominantdy’, that 15, were specializing with the elderly,
This remamns the largest area of specialist work, However, the majority of
CPNs have a “generic’ caseload. but it has been reported that the elderly might
also make up a significant proportion of this (House of Commaons, Second
Report from the Social Services Committes, 1985).

Developments in psychiatric services for the elderly were mainly as a
response 10 the problems caused by the illnesses cavsing dementia, Much
invaluable work of many CPNs working with the elderly (specialist and generic)
will undoubtedly be in relation to these illnesses. However, epidemiological
studies indicate that depression, not dementia, is the commonest psychiatrie
disorder in the elderly {Sharma and Copeland, 1989). In their review of such
studies, Bravoe and Ames (1988) conclude:

The prevalence of severe depressive conditions is probably of the order
of 1'% to 3% . Significant depressions which interfere with funclioning are
often reported at rates exceeding 10% and mild symptoms of depression
afflict up to a third of those over 65,

(Bravne and Ames, [9E3)

In relation to dementia, Bravoe and Ames (TS8R state:

Taking all the prevalence figures into account there seems to be a rough con-
sensus that dementia occurs inaboul 5% of the populaton aped over 85 ., .
(Brayne and Ames, 19E8)

Given their numbers, therefore, elderly people with depression should also
be an important client group for the CPN. This paper is concerned with this
client group and more specifically with one psychological intervention,
cognitive therapy,

Diepression is said to be the most treatable of the psychiatric disorders in
the elderly (Pitt, 1982). Despite this, follow-up studies (Baldwin and Jolley,
1986; Murphy, 1983) suggest that ils prognosis can be poor in many elderly
people, Studies published to date relate (o in-patienis or oul-paticnls treated
principally with the “traditional’ treatments of antidepressant medication and/or
electroconvulsive therapy (Ames and Allen, 1991).

Recent studies point (0 scenario in which at least threc-quaners of paticnts
initially recover or improve significantly (Baldwin, 1988}, Nonctheless, there
is a marked tendency for relapse, icomplete recovery, or indeed for patienis
fo remain ill. For instance, Barvill, Hall, Stampfer er al, {1991} descnbe the
one-year cutcome of 103 elderly patients suffering from major depression.
All but five were treated as in-patients, and all by physical treatments: 35%
had “psyvchotic depression’. Al one vear 47% were well, 18% had relapsed,
13% had made an incomplete recovery, 1'% had been continuousty itt and
11% had died. Only 32% hod remained well throughout the vear,
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Litthe can be said about the prognosis of depression in elderly people treated
by their general practitioners (GiPs} aseither the work has mod been dogwe or
has not yet been reported. A recent report of the follow-up of a community
sample of depressed elderly detected inan epademiclogical survey only himts
ot the answer, Ames and Allen (1991 ) report a personal commumecation of
Dewey: after three years, only one-third of a Liverpool sample of depressed
elderly in the community showed evidence of recovery,

Considering, therefore, the sigmificant proporions of eldeely who appear
i suffer pelapses, have moomplete recoverics or whao reaean ill, there is scope
for considermg the wselulness. (or otherwise) of thesapies other than anti-
depressant medication and electroconvalsive therapy, This is certainfy the
case in relution 1o the hospital treatment of depression (as an in-paticnt or
oui-paticnt} but alzo 1o its treatment in the prmary health care setting,

One possible alternative, or adjunct, for many patients in either setting
imight be copnitive therapy as described by Beck, Rush, Shaw o af, {1979)
It has o number of aspects which would seem to miske it particularly relevant:
the-approach s clearly sct out in one boak Specifically for the treatment of
depression (Beck ef al., 1979); outcome studies indicate its éfficacy with
samples of younger adules suffenng from non=paychotic unipelar depression
treated as out-patients {Blackburn and Davidson, 1990, Williams, 19923 0
has o behavioural component which s relevant a5 imchivity 15 3 Cormmon
complication of depression in the elderly; it has a cogmitive component which
could give a different and helpful approach to the counselling intervention;
it is a problem-solving approach in the “here and now’ rather than a therapy
concentrating on, sy, carly chibdbood expenences of perhaps 6or 710 vears
ago; it iz a relatively short-term therapy (15 10 25 weekly sessions) making
therapist e available 10 more people; and, importently, i s s /heeapy that
is offered by CPNs (Whate, 1990, Importantly, because CPMNs working with
the elderly dare likely o be in posilions toassist in the treatment of eiderly
chents whaose medical responsthality remmenns with the GP o the primary health
care setting, and in the treatment of clienis-being treated by a psychiatnst
as an out-patient. Rexidual difficulties which might remain following in-patient
treatment (and often do) might also be treated paychologically by the CPN.
CPMs pught alzso intervene in this manner 0 detect carly signs of relapse
following successful initil treatment.

This paper reflects wooncern of the present wrier that cldery people. betng
a devalued group in society, are in danger of not being offered the more
*valued” mterventions for menil heulth problemis.

AIM DF THE STUDY

The aim of this study, then, is 1o examine whether the literature suggests that
Beck's copnitive therapy is an intervention helpful o depressed elderly
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people, and, if so, o consider the issues which are raised and adaptations
suggested in its use with this chient group. For convenience in writing, when
cognitive therapy 15 referred 1o, the present wnler is referring (o cogmtive
therapy as described by Beck er af, (1979).

It would have been a purely arbitrary decision o define the elderly as being
men and women of 2 certain age and over. To do so might have excluded
important documentary information relevant to this area of study which is
as yet poorly documented. The literature search found journal-articles on
‘geriatric depression’ and ‘depressed elders’ with samples which included
subjects as young (or od)as 55 vears of age. 50 a3 10 gain al least an ininal
overview of this area of study, the present paper therefore includes any
documentary information which is conzidered by its author or authors 1o relate
tothe ‘elderly”, ‘depressed elders’ and so on. ‘Helpful® is defined as achieving
recovery from depression or significantly reducing symptoms.

It is beyond the scope of this study to give an account of the cognitive
theory and therapy of depression. The reader is referred 1o Beck et af. (1979,
Blackburm and Davidson (19900 and Williams (1992} for this. However, some
clurification of berms will be helpful. Beck's cognitive therapy involves both
cognitive techngues (ammed an modifyving thinkingh and behaviowral techmiguees
faimied initiafly a1 changing overt belaviour, bol also aimed at eliciting and
modifying thoughts), the therapy's rationale being hased on Beck's cognitive
theory of depression. A therapist might use only cognitive technigues or only
behavioural technigues, but could still be said to be conducting Beck's cognitive
therapy =0 long as the theary base was that of Beck. In some of the stedies
reviewed here, the approach is said fo be that of Beck but it appears that only
the cognitive techniques were used.

METHOD

Literature search

The method consisted of a library-based literature search (Studolski, 1984).
This was chosen in preference to a computer-based search as the present study
builds on an earlicr one by the present writer (Hughes, 1991). The time scale
covered in the search was from 1980 (a vear after the publication of Beck
el al,'s book, Cognitive Therapy of Depression) w mid-1991, Keywords were
fpopnitive therapy” and “psychotherapy . Only documentary information
published in English was accepted, The search was conducted from the Mary
Badland Library at the Collegiate Crescent site of Sheffield City Polytechnic,
Sheffield. It held the necessary biblwographie tools, that is. the indexes, abstracs
and bibliographies, which are the keys to joumnal lterature (Treece and Treece,
1986).
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In order to gain access 1o the psychological, psychiatric and nursing
livgramuee, the felowing niles were consulied.

Fiyehologroal Abgracts, This was veed s 1t abstracts from arcand 1000 jour-
mals and other serial publications likely to publish articles relevant to paychology
and behaviour. Publivations are s¢anned regularly amd systematically for their
content, and articles are specifically and individually selecied for inclusion
in Pyvololfogical Abstracts on the basis of their relevance 10 psychology
{American Psychological Association. 1989), The presence of a serial title
in the coverage lst does nod aimply, therefore, that all articles contained in
rssues of thit serial will subsequently sppear in Psvoholopical Abstracts. Sishject
hewding for the search was *cogmitive therapy®, this heading Tirst appearing
in 1982

fterncsional Nursing fndex. This was used because over 270 nursing
pournals from all over the world are indexed, as well as nursing articles
in the 2700 sllicd health and biomedical journals indexed for Mndexr Medicus
rAmerivan Journal of Nursing Company, 1991 The fatermational Nursing
frafex s considered essential 1o the majority of litersture searches in the
Neld of nursing (Swdolski. 1984 10 is of note, however, that the Cone
nrmity Pavehuateie Nursing Journal is not in its corrent coverage list

Subject headings for the search were. ‘psychotherapy’, “psychotherapy,
brief”, ‘psychotherapy, group’ and ‘psychotherapy, multiple’ up 1o and
including the 1989 cumulation (there being no heading of *cognitive therapy ")
and ‘cognitive therapy” in volume 26, number 1, 1990, where it first
appears,

Nursirig Bitliography. This was used as a possible other source of nursing
literature. It presents a selection of the matenal received i the Royal College
of Mursimg Librery cach maonth amd comprises books, theses, repons, pamphlets
and articles published in the English lanpuage (Royal College of Mursing
Library. 190}, British nursimg ermure is included. as 1s other material if
il ix relevant to nursing in the United Kingdom. Subject heading of ihe search
wis ‘pavchotherapy’ in the absence of one of “cognitive therapy”. Impon-
antly tora litcratire seirch on CEN matters, Nersing Billiography has indexed
the Connmmunity Psychiatric Nursing dowemal since 1983, although up 1o 1934
it went under the title of the Commneity Prveliateic Nurses Association Jotrml,

Mew isaues of the following journaks were scanned 25 they were considensd
cipecially important in this drea of study since they had already furmished
a nuaniber of relevant articles in the search using the bibliographic tols: fowmmd
aof Centxrliing aed Clintea! Povohodagy, Jowrmal of the Amerfoan Certirics
Seciety; Copnitive Therapy and Research: and Communiny Pyvohiatric Nursing
Sornid,
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Literature review

It will be seen that many of the findings of the lilerature search are from
experimental research into the efficacy of vanous psyvchotherapies with the
elderly. It is bevond the scope of this paper o present a detailed critique of
those studics: This paper’s-aim 15 (o sec 1 cogmiive therapy appears o have
been “helpful® (as per the statement of aim of the study wbove), that is, o
have achieved recovery or significantly reduced symptoms, Its aim is not to
exarmine whether cognitive therapy has been shown to “work” in the strict
sense that it has been shown 0 be efficacious after so-called “non-specific
factors” in treatment are controlled for.

FINDINGS
The findings are presented in three pars:

1. Outcome studies,
2. Caze histories,
3, Issues and adaptations.

Two commonly used instruments for measuring the seventy of depression
are the Homilton Bating Scale for Depression (Hamilton, 1%67) and the Beck
Depression Inventory (Beck, Ward, Mendelson eral., 1961). They will be
referred 1o here as the HRSD and the BDI, respectively.

Outeome studies

In all of the outcome studics prescated here treatmient was given on an oul-
patient basis, and the patients had non-psychotic unipolar depression of mild
to moderale severily,

frdividual cognitive thergpry.  The first papers are concerned with individual
cognitive therapy . Gallagher and Thompson (1982) assigned 30 patients having
rmapor depressive disorder to: cognitive therapy (though apparently only using
the cognitive techniques), behavioural therapy (though based on a rationale
other than Beck™s); or brief relationalinsight psychotherapy, Tweniy-two of
the patients were either not depressed or were improved at the end of treatment.
Improvement was seen equally for all treatments on the HRSD and BDI, Some
difference between conditions was seen at follow-up #t one year; fewer relapses
oecurmed for the cognitive and behavioural conditions; and approximately two-
thirds of those who had received these trestments were sill wsing specific
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skills Jearned in therapy 1o help them cope with depressogenic siuations,
compared with only one-third of those having received the relational/insight
treatment,

Subsequent analyse (Gallagher and Thompson, 1983 compared the relative
response o treatment of patients who imtially had endogencas features
tincluding diurmal variation of mood, poor appetite and weight loss, and carly
maorning wakenng) with ihose with no endogenous features. Non-endogenous
puitients fared better at the end of 12 weeks of treatment with one-hali versus
foiir-fifths having a normal BD1. At one-year follow-up they also fared better
(Pero versus seven oul of 15 having relipsedd.

Thorppson, Callagher and Breckenndge {1987) report a larger scale replica-
tion of Gallagher and Thompson (1982). Now, 91 elderly depressed patients
wire distributed between the three treatment conditions. Once again, patients
responded equally o the three treatiment conditions sothat, overall, 47 oul
of B (525%) were in remissmon ind another 17 (18% ) improved, They conclude
that * . . . although older patients are sometimes reluctant 1o seek paychotherapy,
our results suggest that it woukd be worthwhile (o encourage them o do so
i they become depressed’

Gallagher-Thompson, Hanley-Peterson and Thompson { 1990) repon a two-
wear follow-up study of the 91 paticnds in the last study - Gains were maintmined
over ime Tor a-substantal proporion of the seample, with o sigmificant
differcnce between the treatment modalities in response Fales ot One-year of
tao-year [ollow-up_ At one-vear follow-up, 58% of the sample (47 out of
BT interviewed) were notdepressed. At two-year [ollovwe-up, 36 of the original
47 in remisston (T7T% ) were well

Thompson, Davies, Gallagher er af. { 1986) reviewed the evidence for the
cifectivencss of cognitive therapy in aduits, young amd old, and e conclu-
=10 i% very relevant o this siudy:

Tuken together, these findings support the conclusion that cognitive
therapy, engaged inoon a one-o-one basis, is efficacious i the tread-
ment- of clintcally depressed older adules. While it is unclear whether
cognitive therapy is superior or essentislly equivalent 1o mther forms
ool pavehotherapy amdfor pharmacotherapy, the evidence is aocumulating
thiit a8 15 4 wseful chinical spproach that holds considerable promise for the
future.

{ Thomps=on. er af,, | 3EG)

This 15 an envouraging conclusion. It should be emphasized that it
appears that only the cogmitive technuques of Beck’s cognitive therapy
were used in these studies. Strictly speaking, the conclusion relates o them
only

Cipenipr cognetive thergpy, The next papers are concerned with the effect of
group cognilive therapy . It appears that both the behavioural and the cognitive
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technigues of therapy have been used, Jarvik, Mintz, Steuer er af. (1982)
compared two tricyclic antidepressant drugs {imipramine and doxepin) with
a drug placebo (32 patients in all). In a concurrent study they compared
cognitive-behavioural group therapy and psychodynamic group. therapy
(26 patients in all). Cutcome was assessed after 26 weeks of the 36-week
treatment plan, or carlier if patients had dropped out of treatment. Most
paticnts who received group psychological therapy (of either type) showed
some - amprovement on the HRSD, the average improvement beang abowl
0%, with no significint difference between the two types, Three oul
of the 26 {12%) who received the peychological therapies had full remissions,
This compared with 45% with full remissions who had received an anti-
depressant drug.

However, one problem was that in neither stedy were patienis assigned
to treatment conditions in a strictly random manner, thereby making any
comparisons between treatments rathir dubious, a limitation recognized by
the rescarchers.

The outcome after 36 weeks of the two types of psychotherapy s repomed
by Stewer, Mintz, Hammen er af, {1984}, Ten patients received cognitive—
behavioural group therapy and another 10 patients received psychodynamic
group therapy. Results shiwed statstically significant improvements for both
treatment groups: BO% showed some improvement and 0% clear remission
on the HRSD:. The only measure which showed a difference between the groups
was the BDI, but the authors suggested that patients may have “leamed’ to
complete this in a favourable way as a resull of being in cognitive-behaviolral
trestment.

Taken together, these two papers (Jarvik er af., 1982 and Stever et al.,
1984} suggest that group cognitive therapy can be a helpful treatment
for depression in the elderly, though it appears equally as helpful as
peychodynamic group therapy, A proper comparison with the efficacy
of -antidepressant drugs 15 not possible, Steder er al’s (1934) entafive
conclusion is that,

it might be reasonable (o suspect that the therapy expenence was
beneficial and may provide an intervention option for ofder persons

who are phyvaically ill and unable to take antidepressant medications.
(Steuer of af., 1984}

This is impornant because even if cognitive therapy was somehow shown (o
be less effective than antidepressant drugs, in terms of numbers of paticnis
improved of amaunt of improvement or some measure of qualiny of improve-
mrend, it sl means that it might be of some help o thoese who could not take
{or do not respond to) medication. Further research into the efficacy of
cognitive therapy with those who do not respond to antidepressant medication
will be needed.
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Case histories

Emery (1981). in a chapter providing some gencral guidelines. in applving
cognitive therapy tothe elderly, discusses aspects of several cases of patients,
sommee of whom were depressed. He ilhustrates how various problems were solved,
These were such as: countering a 72-year-old woman's inactivity by treating
the reasons she gave for this as hypotheses to be tested by behavioural exper-
ments; and encouraging a patient to examine the evidence for dand against the
belict that after 65 years of age there was nothing else to do but to wait for death,

Church and Bennei ( FOE2) present a pilot mvestigation into the feasibility
of using cognitive therapy in.a group seiting with elderly day hospital patients
recovering from depression. They give brief case histories of the four group
members and describe the outcome of the group therapy for cach, Twao
members benefited much, one remained relatively unchanged, and one began
to make progress towards the end of the group, Some of the technigues in
the group therapy were: information giving, challenging unrealisnc beliefs,
problem-solving and confrontation.

Stever and Hammen { 1983) briefly describe four cases in which cognitive-
Behavioural group therapy was used to treat elderly depressed patients. Each
vase s described in two pants: behavioural activation and problem-solving
and cognitive restructuning: Technigues wsed in the first were assertion training,
modelling and activity scheduling; and in the second, thought-catching, and
ubentifyimg and chalicnging cognitive distortions. One patient achigved remis-
sion of symploms, two improved significantly and the other changed lintle.
Interestingly . they point out that the two paticnts who were unable 1o perform
thought-catching alio scored less on tests of copnitive fenctioning (they also
had less education und were of alower educational stani=), This i@ iTpLang
paper. and is discussed again later.

Thomp=on, Davies, Gullagher er al. (1986} bricfly discuss four cases of
elderly depressed patients who recéived mdividual copnitive therapy, They
report that ot the end of treatment two werg no longer depressed, one was
much-improved and one had changed litke, They describe the use of echnigues
of: activity schedubing. identifying and checking dysfunciional thoughts, and
information giving, In relation W these four cases and ather work done a
thewr centre, they explore some factors-in relation to therapoulic oulcome,
They siress that these are only several among muny vanables and that their
rescarch continues. Thompson ef af, (1956) tentatively suggest that:

I. Patients who are loss severely depressed initially, may respond beter,

2. Paticnts with endogenous features do not respond as well as those withour,

3. Patients who also have a “personality disorder” respond less well, due
tor such Tactors as ngid thinking patterns biocking eaperimentation wath
mew thoughts and behaviours, and greaer likelihood of strins in the
therapeutic relationship.
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4, Patients with greater depths of bogds with others seem (o respond better,

Further research into these varisbles will be very helpful in guiding the
therapist in deciding which clients would benefit most from cognitive therapy.

The above case hastory informistion offers much encouragement for the
use of cognitive therapy with elderly people suffering from depression.

There was no evidence in the Iterature that cogmitive therapy 15 used by
nurses, CPNs or otherwise, in treating this particalar client group, although
as noded carher, i s an intervention used by CPNs (Whate, 1990,

Issues and adaptations

The literature search obtained some documentary information on issues which
arise in conducting cognitive therapy with elderly people and on adaptations
to be made for it to be maximally effective.

Ageism:. A most important isswe which 15 raised 15 that of ageism. This
comprises a set of negative attitudes, practices and values which form a
stercolype of the elderly, and affects the way they are treated-and the way
they are shle to function within sockety (Scrutton, 1989), Emery (1981) sugpests
that & therapist should become aware of his'her negative stercotypes of the
elderly and correct them by spending some time with elderly people who are
healthy and functioning well, a remedy also proposed by Thompson ef al,
(1986), (Mherwise, the therapist may have limited expectations of therapy
(if the therapiss believes that the elderly are not gble 1o learn new behaviours,
for example) which can be communicated directly or indirectly to the client
(Thompson ef al., 1986). One wonders if this aspect of ageism 15 more
pervasive among mental health workers than is recognized.

Another aspect of ageism s also rmised by Emery (1981), He discusses
the notion that the eldery in Western society are involved in 3 chronic conflict
between stereotypes of the elderly as being weak and incompetent, and their
own ideas of themselves as being active and competent. It is suggested that
they resolve this conflict by adopting a negative concept of themselves, or
by adopting a negative attitude towards those seen as being the source of this
stereotype. Emery (1981) suggests that the former consequence is a ‘dysfunc-
tional theme" commanly found among the elderly, which can be questioned
in cognitive therapy. The latter consequence may result in the elderly clicnt
resisting therapy a5 hefshe might think that *vou are too young to help me’.
This resistance would need to be dealt with before therapy could continue,

Interestingly, ageism in relation (o psychotherapy can be traced back to
Freud (1924), In discussing the contraindications of the *analytic method of
psvchotherapy” in a lecture given 1o the College of Physicians in Vienna in
F904, he stated:
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The age of patients has this importance in determining their fitness for
paychoanalytic treatment, that, on the one hand, near or above the 505
the elasticity of the mental processes, on which the treatment depends, s
a5 @ rule lacking = old people are no longer educable = and, on the other
hand, the mass of muiterial 10 be dealt with would protong the durstion
oof the treaiment indefimiely.

Expreetations, I s sugpested that elderdy people, especmlly. may hold cerain
mrsconceplions ahout both therapy and the moure of depression stsell which
need to be teckled for therapy to continue successfully (Emery, 1981, Stewer
and Hammen, 1983; Thompson e al.. L9RE), A Client may belicve that helshe
is 1o old 1o change®, or may expect to be in a passive role as a “paticnt’.
Elderly clients are said 1o often mislabel depressive symptoms such as fatigue,
loss of appetite and poor concentration as signs of ageing (u view oficn
remnforced by others, of course)y. Education and challenge are needed to nght
these misconceptions. “Treatment socmlization” 1= needed (Emery, 19813,

Learning and memory, Twining (1988) gives a clear account of the cognitive
changes in normal ageing, In relation to leaming and memory, there iz evidence
of some decline in memory performunce, The decline s quite small in primary
memory. In seeondary memory, the decline is evident unless the task reguires
recoganition, whisn there s lintke difference between young and old, as organiza-
i and retrieval seem to be the problems. Complex learning does . show
decling, but the wmportant factors are speed and novelty, Indeed, a decrease
in response speed s one of the most consisent findings of ithe effects of ageing.
There is dlso some evidence that the style of thinking of elderly people 1=
often more rigid, so that in problem-solving they may be slower to change
& strategy that is not workemge; wisdom learmed over many vears is in conilicl
with new learnimg, Charch ( 1983) has pointed 1o evidence of change in al
least one aspect of abstract ability,

I any discussion af the normal agemnge process, il s important (6 emphas
size that there are marked differences between individuals, Statements,
such as above, refer to the average of a whole group of elderly people,
Many of & group will expericnce some of the changes but others will
not.

The ymplicanicdis of suech cognitive chanpes for conducting cognitive therapy
with the elderly have been discussed by a number of writers, To ad lesrning.
an elderty client may tuke notes, or a therapist wrile oul Imporiant points
durnng seasions. Cuwe cards or lahels may be used for complexs comcepls, wiich
could slse be used i homework o aid recall. Certainly, new materal should
be presented ata slower pace. Major points should be repeated often, by the
therapist and the cleent. Froguent summarization should cike place {Thompson
et el 1986), It is sugpested thaat session lengths should-be lonper 0 compensate
for slower responding. say 90 minutes rather than the usual 60 minutes
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(Gallagher and Thompson, 1983), When sensory deficits are present (poor
vision of hearing), then obwious physical adjustments such as ensuring suitable
highting and suting closer 1o the chent can help o compensane, All of these
adaptations may be said o relate to the style of therapy.

In relation to abstract ability, it is interesting that Steuer and Hammen
(1983} found that the two patients who scored lower on tests of cognitive
functioning fand whao hod less educanon and lower occupational status) could
nod perform thought-catching, which requires the relatively abstract apprecia-
tion that thoughts may precede emotional reactions. They concluded that the
behavioural aspects of cognitive therapy may be more useful for patients such
as these who have difficulties in abstract thinking. Alse, Church and Bennen
(1982} found that they had difficalty in encouraging their patents (o use
dvsfunctional thought sheets. They thought that the patients had difficulty
in seeing the comnection between using these sheets and to any benefit
themselves, and recommended caution in the use of abstract information and
technigues.

Church ( 19837 discusses the work of Walker { 952} which shows a marked
decline in one aspect of abstract ability, that of the ability to shift set. in those
aged over 80 years. Ability 1o shift set is measured by the person’s ability
to clasaify groups of ohects on different dimensions such as colour and shape.
It may be then that there is a decline in abstract ability due to normal ageing
in many ofder people, which 15 an extremely relevant cognitive change for
cognitive therapy, but with other factors such aseducanonal level comributing
to individual differences, This wentative evidence may suggest an adaptation
to the content of therapy for many elderly people: No doubt, some young
adults cannot perform thought-catching either. The point is that many older
people might be more likely to experience such problems. as cognitive changes
due to normal ageing may also be nvolved, Again, it s imponant o be aware
of the marked individual varisbility in normal ageing. It 35 inadvisable,
therefore, to make hard and fast rules about the process (Woods and Britton,
19857,

Realities. Finally, consideration needs to be given to the realities of life of
many elderly people. A therapist may be tixed to help patients differentiate
between the hopelessaess and helplessness characteristic of depression and
their realistic recognition of limitations in the face of real life hardships such
s poor financial and health status and lozs of significant others (Stewer
gnd Hammen, 1983). In relation to goal seting, increasing physical infirmity
will make it harder to translale new or revived goals inte-action (Chuech,
1983),

Much of this involves the therapist being sensitive 1o the individual needs
of the client at any age, but working with the elderly requires certain special
sensitivities, The issue of modifications 10 therapy is best resolved on an
individual basis (Woods and Britton, 1985],
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MHMSCLUSSION

In relation o the sm of this stady, the hiteratore does supsest that Beck™s
cognitive therapy is a treatment helpful 1o elderly people who suffer from
non-psvehotic unipolar depression of mild to moderate severity, Evidence
cormies from both quamtitative: research, in which coznmitive themapy is shown
1o produece significant changes in many patients, and from the goualitative
rescarch of case istaries, Further research s needesd 1o claniy which pa-
tients are likely 1o benefit most.

However, there appears tohe no substaniial evidence that cognitive therapy
i= any more effective than other shom-teem psychotherapies, either on initial
treatment or at follow-up. It does not appear (o have been compared satis-
fisctorily with a *placebo’ psychotherapy or no-treatment condition. Neither
does there appear 1o hive been a proper comparison with the efficacy of
antidepressant drugs, wiwse own efflicacy with the clderly s well docomentid
iPect, 1989,

However, optimasm is warrapied. Given the well-documented effectivencss
of cognitive therapy with vounger aduli= and the owtcome and case studies
presented bere, i seems reasomihle 1o use this treatment-and expect il o help
many clienis: Overall, there -are more similarities than differences between
the young and old, although the differences are not necessarily neglipible

There are issues which arise in conducting cognitive therapy {and no doubt
aher pyschological therapiesh with the elderly such as apesm and clicnis®
expectations, which require certivin special sensitivities, Also, some adapiations
wiottld appear (o be needed 1o the stvle and perhaps (o the content of therapy
for it 1o be maximally effective, Many of the adaptations 1o style, <o as o
compensate for slower-responding amd some decline in memery, for instanee.
might be desenbed as simply “basic norsing care’. Nevertheless, *hasic nursing
care” is not necessanily well undenaken, probably becawse 1 is nof acually
“busic” at all. Adaptation to content (relying more on behavioural technigues)
isosuggested on the basis of only tentative evidence, so should mod be mken
ax o hard and fast rule but as a special consideration o take 1o therapy with
ehderly clients,

This paper hax dealt with the practicial msue of whether cogmtive ferapy
cun help to relieve depression in elderly people. It has not been concerned
with the question of by whal therapeatic mechanism change:ss brought abou,
although there is research interest in the arca (see Teasdale, 1985, for example).
Also, whether cognitive theory can explain the development of most depres-
sions in the elderly remains to be seen.

The biterature search provided no evidence that CPNs working with the
elderly use cognilive therapy in helping their clients with depresseon. alihough
such an approach has been prescribed elsewhere (Adams, VSRS, 1T work of
this" nidure s being carried out, then publishied repons would be very
seful. OF much practical value would be detailed case study reports. 11 is
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recognized that a literature search reveals only what 15 in the literature, not
necessarily what work has been or 15 being carned out. If work of this nalure
15 not being done, then thas study might provide confidence for CPNs, with
appropriate training and supervision, (o offer this approach 10 selected clients.

The evidence in this paper indicates that cognitive therapy is helpful in
treating elderty people who suffer from depression of mild to moderate severity.
Adthough it can only be surmised in the absénce of data published in the
literature, it is likely that CPNs working with the elderly within at least some
services will be referred depressed elderly people suffering from exactly this
range of seventy of the condition. Referrals of this nature might come, for
instance, from GPs, psychiatric out-patient departments or following in-patient
treatment for a more severe episode. Cognitive therapy might therefore be
an intervention o be used by those CPNs,

CPNs might also consider the use of other psvchological therapies for
depression in the elderly, For instance, Sholomskas, Chevron, Prusofl & al.
{1983) describe the use of interpersonal psychotherapy with this client group,
Interestingly . a recent multi-centre study conducted by the National Institute
of Mental Health in the United States not only confirmed the effectiveness
of cognitive therapy for depression (in adult out-patients under 60 years of
age), but also found no significant differences in effectivencss between cognitive
therapy and interpersonal psychotherapy (Elkin, Parloff, Hadley ¢ al., 1935,
Elkin, Sheas, Watkins er al., 1989). This provides further encoursgement for
considening the wse of af least interpersonal psychotherapy with the elderly.

CONCLUSION

CPMz who work with elderly people have an imponant contribution 1o make
1o the care and treatment of those who suffer from depression. Tt is now
recognized that depression in elderly people is common, easily missed and
frequently underreated (Baldwin, 19913, The CPN role might therefore
encompass a number of areas of work including: education of other profes-
sionals in order to increase awareness and facilitate détection: screening;
primary prevention; and psvchological therapy. .

It is suggested in this paper that CPNs who work with elderly people should
consider the use of cognitive therapy, if they have not already done =0, 0
helping their elderly clients who suffer from depression. The documentary
information presented in this paper provides CPNs with the necessary research
base for this aspect of therr prachice,
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CHAPTER SEVEN

The CPN and depression in
elderly people living
in the community

Anna Waterreus

INTRODUCTION

Depression is the most common psychiatric condition in elderly people; o
i5 also the one which mest often goes unrecognized and untreated, Prevalence
rates of depression in elderly people living in the community range from 1%
(Weissman, Myers, Tischier ef af, 1985) to 18% (Romaniok, McAuley and
Arling, 1983), with Livingston, Hawkins, Graham e al. (1990) finding a
rite of 15.9% in Gospel Oak, London, where the study to be outlined was
undeftaken. The use of differing interview schedules, definitions of *caseness’
and populations sampled are possible explanations for this wide variation in
figures. When comparable populations are imerviewed using stindardized
schedules which define. caseness, cross study variation s diminished, For
example, the United States/UK cross national community elderly study using
the standard comprehensive assessment and referral evaluation (short-CARE)
found a similar prevalence rate of approximately 13% in elderly people in
Mew York and Greater London (Gurland, Copeland, Kuriansky er al., 1983},

With a predicted change in the demographic structure resulting in increas-
ing numbers of elderly people, it is essential 1o assess the services available
1o treat these individuals. Efficacy of different care parameters needs o
be established and the most competent ways of care delivery delineated,
This paper will focus on the incidence of depression in elderly people,
its netiology, diagnosis and treatment, It will outline the Gospel Oak depres-
sion study and sets out to describe specific interventions requested by
a multidisciplinary team which were administered by a CPN. This CPN
was acling s a case manager for an identified group of elderly people

134
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suffering from depression. This study hopes to identify whether a group of
“sugh clients can henefit from this form of intervention.

THE CAUSE OF DEPRESSION IN ELDERLY PEOPLE

The actiology of depression can be similar for people of all ages, although
there are certain factors which are more hikely to be associated with depres-
sion in elderly people. Several of these are a result of increasing age itself,
The death of a spouse or ¢lose other may result in loss of social contacts,
it may also lead 1o abnormally prolonged grief reactions if adequate ongoing
support is not provided. Old age has increasingly become an undervalucd
status-and 1= often associated with economic hardship. These factors: may
contribute to 4 lowered self-esteem and subsequent withdrawal from activitics
dueto fimancial restrnictions. Limited physical activities and loss of health are
conseguences of degenerative diseases such as anhnts and coromary hearn
disease, The limits degencrative discase impose on independence may be
compounded further by the existence of sensory deficits, all of which may
result in the increased risk of isolation. Many eldérly people are préscribed
poly-pharmacological preparations to treat their physcal mlments and those
such as digitalis, alpha-methybdopa and some diuretics have depressive side-
effects, It secems hikely thal one or 2 combinanon of socul, physical and
pharmacological factors could be implicated in the causation of depression
in elderly people.

Diagnosis

As with actilogy . depressive symptomsin chderly people are-simlir o thase
experienced by other ages. Symploms can be wide ranging from occasional
episodes of misery to feclings and plans of suicide. Centain depressive features
are more apparcnt in depressed elderly people than their younger counter-
parts. Examples melude. an alterietion i sleep pattern with early mornang
waking and inabaluy (o get to sleep, increased levels of anxiety, retardation
and hypochondriac precccupations. (Bebington and Hill, [985). Physical
complaints such as chronic pain, headaches and/or gastrointestinal disturbances
are common reasons for elderly people w frequently visit their general
practitioner (GP). The coexistence of physical illness (Burn and Dearden,
Pl Wright, PORES, somatization and demal of depressive symploms may
comribuie 1o depression being overlooked in primary care.

Boih the client and GP often regard symptoms of depression as being part
of the ageing process (Cohen, 1976, Epstein, 1976, Freedman, Bucci and
Elkowitz, 1982) and thus they are seen as appropriate responses to inevitable
adverse life events and stresses. This offers another possible explanstion
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as to why a large proportion of depression is unrecognized in elderly people.
Problems of identification are compounded by short GP consuliations which
may limit the GPsahility 10 make an zecurate diagnosis,

Treatment

Elderly people are particularly high users of primary care services. Larson,
Lyons, Hohmann er al. {(1991) reported that up to 60% of this group, in the
United States, receive mental health care from primary care practitioners.
Elderly people suffering from depression are often not recognized by the GP
for the reasons already documented; they are also less hikely o be referred
to psychiatric services than younger depressives (Kucharski, White and Schratz,
[T,

Pharmacological intervention such as the prescription of psychotrope
medication seems o be the first line of treatment of depression n elderly
people (Larson et af., 1991; Shepherd, Cooper, Brown er al., 1981). However,
evidenoe from gencral practice suggests that prescribing rates of antidepressants
are low for elderly people (Wright, 1989). These people are less likely to
receive antidepressants than younger clients with similar symptoms, and may
have their depression treatad with benzodiazepines or sub-therapeulic doses
oftricyclic antidepressants (Richter, Barsky and Hupp. 1983). For those who
fail to respond to a trial of antidepressants, the possibility of noncompliance
must be considered.

Pharmacological mtervention alone s nod the answer: @ holiste approach
tor treatment is the wleal. Socml and psvchological interventions may not be
implemented by GPs dueto constramnts of time and resources, A referral (o
the CPN - al this point may be invaluable.

COMMUNITY CARE AND CASE MANAGEMENT

The concept of community care i5 nol o new one, it has been an objective
of government policy since the formation of the NHS m 1958, Al this time
official repons were published expressing the benefits of providing care for
dependent groups in places other than large, longstay hospitals (Rose, Black,
Davey eral,, 19881 Owver thie yeurs community care has been criticized for
bemg oo fragmented, but this may be overcome by adapting the practice
of case management in order to draw services together (Test, 1979).
Definitions of case management include distributing integrated and co-
ordinated services to clients and carers, while avoiding duplicity (Clifford,
Craig and Sayee, 1988, Thormcrolt, 1991). Case management ensures con-
tinuity of care, which is often lacking in out-patient clinics. Continuity involves
guaranfeging comprehensive co-ordinated: services both longaudinally: and
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cross-sectionally (Test, 1979). Community care endeavours o keep those
accountable for services us accessibie 1o e individual and carers as possible
(Giriffiths, [988), In this stedy the CPN fullilled the funcion of the case
AT EEr .

The "coretask” of case management asouthned by Tntighan (1982), Banter
(1989 and Benshaw (P9RT) appear similar 10 those of the nursing process;
assessing needs, formulanng nursing diagnoses, planming, co-ordinating and
implementing care. evaluating effectivencss and revising care plans when
necessary. The role of the case manager is (o design the besy *package of
care” for their clients (Griffiths. 1988). These packages of care or treatment
plans must be comprehensive, encompassing the biological psychological and
social aspects of care,

BACKGROUND TO GOSPEL OAK DEPRESSION STUDY

The Boval Free Hospatal, Hampstezd, North Lomsdon, s the base for the
Gospel Oak Elderly Depression Stwdy and has a well-cstablished CPN
service for elderly people, but as yet no assessment has been made of
its efféctivendss. In 1987 a téam of health professionals created o register
i every person aver the retirement aee (that s, men ever 68 and women
over 60 veors of aee) living in Gospel Oak electoral ward, This word
ipopulanon of G136 0 1987 has lgher rates of most imdices of deprvalion
tham the national average for England and Wales. It has twice as much
overcrowding. $0% more unemployment and 50% greater infant mortulity
than nationally expecied (Hampstead Healih Authorty Community Health
Limit, 1985), The register was eatablished by ‘door knocking' every home
in the electoral ward, as health professional registers were found 1o be too
inaccurate {Livingston er af,, 1990). In all, 932 clderly people were identi-
Fed and 313 were subseguently interviewed using the standand comprehen-
sive assessment and referral evaluation (shor-CARE) (Gueland oraf., 1983)
which is o semi-structured inerview developed from the comprehensive dssess-
et and referral evaluation (CARE) iGolden, Teresi and Gurland, 19843,

Alm

The simsof the Goapel Ouak Depression Study were to; (1) assess the eilicacy
of CPN intervention with a cohort of depressed community elderly people
by allocating a CPM o a random half and followine them all upaitera three-
mmth period; and (23 idenify exacdy what interventions & CPN makes and
of these interventions which are imponant (if any) in improving the mental
state of this depressed elderly cohort.
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Assessment, In 198990 the Gospel Ouk cohort of older people all living in
their own homes or in ong local authority home were rescreened using the
same instrument as in 1987, that is, the shor-CARE. OF these, 589 people
were interviewed successfully, and using a cut-off score of six or more, 112
received an operational diagnosis of probable pervasive depression; this reflects
depression at a level where there 15 8 need for clinical intervention.

Diggnosis. Winety-six of the 112 (86%) people were interviewed by the
psychiatrist wsing comprehensive standardized  interview  schedules; the
remaimng 16 chients enher died, moved away or refused interview,

Planning. ‘ldeal’ management plans were designed for all 96 people by a
multidisciplinary team consisting of a consultant psychogeriatrician, senior
registrar, CPN, psychologist, social worker and occupational therapist (on
call). Regular mestings were held when plans were formulated for all new
subrjeces and current cases were reviewed. The management plans outlined
the aims and individual sigps 10 achieve these, as well as prioritizing cach
niErvention where necessary. Entries were made under the following hesdings,
physical, psyehological, pharmacological and socil

fntervention. The cohon was assigned randomly into either intervention by
CPM for a period of three months or non-intervention. The research psvchiatrisi
was blind to the outcome of the randomization throughout the course of the
study. Each GP involved in the study was notified by letter as to which of
their clienis were entered o the study and the result of the allocanon. They
were given the opportumity to discuss the proposed management plans with
the CPN, and their agreement was obtained 0 proceed with the planned
interventions. After three months all GPs were notified sbout each of thetr
client’s management plans (both intervention and non-intervention groups),
including details of what was achieved and, where necessary, what could be
offered with regard 1o follow-up care (for example, referral to the regular
CPN tcam for elderly people for continuing nursing input).

A detailed diary was kept by the CPN for each client in the infervention
group, Ths included recording all time spent Face (o face with the client and
time liaising with others involved in care. Entries documented the date and
approximate duration of all actions and conversations between the CPN and
chient. They were recorded under the four indivedual headings a5 set out in
the management plans,

Evaluanion,  After three months each subject was remterviewed, a further shon-
CARE was conductéd by an independent interviewer and the diaries were
anabvzed independently.



Background to Gospel Oak deprression study 139

Selected findings

The color of 96 clierits consisted of 85% fematbes, 64 % widowed, 21% single,
15% married and 8% divorced, Six were currently recipients of psychiatric
services, three were already secing 4 CPN, one each anended the local
psychiatric day hospital, out-patients department and one was receiving private
psychotherapy. These six all fulfilled DSM IR criteria (see American
Paychintric Association, 1987) for major depression, as opposed 1o 16 ow
of 22 (73%) of those also suffering major depression but who were not known
torthe psychiatric services, Thus, 27% of the clients with major depression
were already receiving carg,

Of the clicnis, 47 were allocned randomiy (o CPN intervention, of whom
43 were seen successfully, Four were not visited doe to refusals, death befisre
intervention or no visits requested by the team. Each client received on average
a tokab of ten visits from the CPN-and a mean of seven hours (range ten minutes
ter 12 hours 15 minuwtes) of CPN tme over the three months, A conservative
estimate of ime spent travelling by the CPN 1o each clicnt was a mean tidal
time of 1.5 hours with 2.5 hours spent writing up the case notes or diary
for cach client.

fnterventions. The interventions suggested by the wam involved the CPN
tuking a holistic approach to care, as can be seen in Table 7.1,

Table 7.1 Seven most requested mterventions by the team for the CPN cobort in=43),
and the numiber znd percentape of those which were unable to be implensenied

fnterveniion requested by the ream Fregquency Urable ro be

reebe implemented by the CPN requested fmplenenied
o iR noi%l

I Imcrease their social network R[] I8 (6%

2, Trial of antidepressants 19 (a4d) 12 (6l

3. Discuss ongoing hfe problems 17 (3 0

4, Behavioural therapy I (37§ LR L))

5. Ciather infirrercatecn frony elatives 4 {32) 5 ()

&, Discuss cerrent relationships 13 (3 0 ¢

7. Drug review 12 (28} 4 (3

Most clients received some form of psychological intesvention
Paychological intervention was divided into five categories: (1) "ongoing life
problems” which involved the discussion of any current issues such as housing,
isclation or problems assogiated with reduced Functioning due o physical or
memtal health problems; (2) “behaviour therapy' which included cognitive
therapy, behaviour modification programmes or any form of relaxation therapy;
(3} ‘current relationships” mvolved discussing problems: which may exist
between the client and their spouse. siblings, children or fricnds, (4) “pasi
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Tabie 7.2 Categories of psychological care given by the CPN o the cobort of clients
{n=43). and the mean time spent by the CPN in anempting to impéement each
iAkErvention

Total number of patiens Mean Nure spevit

receiving pavohologioel pEr patiens

Payehologlcal trerveniign ] lmervernrion® fhirs)
Psychological intervention

{in general) 43 &
Cmgoing hife problems 42 3
Behavicural therapy 13 l.5
Current relationships 40 L5
Past relationships 24 I
Peyeholopical assessment 3 03

+F|,|n| defingtiodm, reder 1o tear,
*Clients may recene more than one psychofopical interventxm.

relationships” involved bereaverment counselling; and (31 "psychological assess-
ment’ involved formafly assessing clients” mental states. Psychological
intervention comprised the largest component of the CPN's face-to-face time
(Table 7.2}, For 25 (58%) of the CPN cohort it was necessury for the CPN
to liaise with other health professionals for further information, training from
the psychologist on techniques such as behaviour therapy and advice and
instruction on the best methods -of care from members of the team.

Few difficultzes were encountered while implementing the psychological
component of the management plans, although at the three-month end point
several interventions had not been completed dueto lack of ime. Difficulties
were met when attempting to implement mostof the other reatimenl requests,
Client refusal 1o comply with the suggested treatments accounted for 0%
of non-implementation. A funher 25% was a result of resistance by the GP
to the proposals made by the team and CPR, and 25% was as a result of
a combination of lack of time in which tooset in motion parts of the plan,
and waiting lists o day centres and hospitals which prevented sction occurring.

The maost difficult interventions to implement were those of the GP
prescribing a trial of antidepressants and the client’s acceptance of this, and
referral and anendance at a day centre. Seven (3850 of the uncompleted
intgrventions  with antidepressants and nine (47%) uncompleted  inter-
ventions 1o increase social networks were due 1o cliemt refusal. Howewver,
eight clients (31 %) were referred to and attended a day centre for an averags
of 22 hours over the three months, Seven clients (37%) were prescribed
and complied with a trial of antidepressants, whith on average began
at week six of the 12-week intervention period. Thirty clients (TO%)
received a mean odal of 45 minumes" medication education on both corrent
medication and antidepressants. Further analysis 15 being wndertaken,
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General practitioner contact, Visits to the GP by clients in the intervention
pertisd were similar in bath imtervention and son-mervention proups; they
wasited twice on average with the mean total time spent being 20 minutes during
the three months, The CPN listsed with the GPs of 38 (R3% 1 of those clients
allocated to intervention. and spent & mean lotal ime of 25 minutes with the
GF per chient over the threg-month perasl.

IMSCLUSSTON

Caselnads

The Gospel Oak Depression Study was designed as the adeal =noatien; the
support from the teim enabled the implementation of the managerment plans
by a CPM for a totl of 43 clients, a caseload of no more than 15 clienis sl
one time over a period of three months. Visits were prearranged and o con-
tact telephone mumbier provided. This was fell o help develop a rapport which
enahled the nurse to establish a confiding relationship and deliver effective,
continueus care. To ensure case mamigemeant 15 cifective it s essential that
caseloads are of o “manageable’ spre, Delining a ‘munageable” or “udeal”
caselosd is difficult ws it depends gor anly on the tvpe of client bt -alio on
their geographical spread. Intaglinta ( [982) stated that 20 1o 30 chients was
an ideal number il ongoing assessments, planning and monitoring were
required. According to Harecis and Bergonan ( 1988) & ratio of more than 1215
runs the risk of mpidly dimimshing benefits. As caseloads incrcase in nomber,
the potentual time available 10 each client is reduced, as is the frequency of
visits. The nurse becomes reactive rather than proactive and thus deals mainly
with erises: conssquently, the ability to plin ahead is severely limited. This
affects the niture and quality of the nurse-client relationship.

The extent o which therapeutic intervention and support may be
implermented successiully and the quality of the stalf=chient relationshap depends
ppon the Trequency of contact, the staff-client ratio and whetier the case
manEger is pereeived-as Being warm, understambing and empathic | Haweanik
and Kondratuk, 19863, This staff-clicnt relationship may be the maost potent
therapeutie factor (Goenng, Wisvienks, Farkas, eor of.. 1988) and “the
component through which effective care is channelled” (Thormecrofl, 1990 ).

Client contact
it wisits by the CPN were often difficaln, as help was beng offered 1o

people who had generally not sooght professional help for their depression
Comsequently, much time was spent imtally helping the chent with practical
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issues, their physical problems and medication, which they appeared willing
to discuss. This facilitated an otherwise ambivalent client into developing some
confidence in the nurse, thus enabling the conversation to be directed towards
psychosocial problems which also existed.

Suppont and reliel was provided to help relieve the stress and strain
contributing to or arising from physical or emotional disorder, The level of
suppon required fluctuates and so the case manager is able to adjust this suppornt
accordingly. The case manager has been described as the *human link® between
the client and the system (Intagliata, 1982). In order to provide this ideal care
it is eszential that the cise manager 15 wware of all resources within: the
immediate geographical aren and how to access these services.

Difficulties

Why was client refusal to a trial of antidepressants so common? Many responses
given when antidepressants were suggested was the desire not to take any
sddictive tablets, Chents ofien associvted this medication with diazepam and
related stories read in newspapers and seen on the television. Others denied
they were depressed and stated they would have to work through any problems
by themselvies (a theme reiterated in Chapter 9 by a different client group),
Both these scenartos resulted in many hours of education about depression
and types of help available, including medication. Medication education was
divided into shon sesstons and repeated over several visits. A sheet docu-
menting the tablet, reason for taking it and precautions was also given.

Another point worth considering is that each client may not be agreeable
to what is considered best by health professionals. Whenever possible the
care plan should be negotiated with the client. Resistance to attending a day
centre does not mean the client should be labelled as noncomphant and have
suppoert withdrawn, Rather, the reasons for resistance should be discossed
and other possibilities considered.

Skills required

Those iterventions requested of the CPN do have implications for future
nursing traiming. I appears to suggest than CPMNs must have both psychiatric
and general nursing skills and be prepared o treat the whole person, and not
just from the neck up! It also demonstrates the need for good communication
skills which should involve regulir fwce-to-Tace contact with the GP. This
enables the CPN to provide feedback on the progress achieved and how success
was accomplished. It can be difficult at times to organize a convenient time
to meet, but it k5 far superior o writing a letter which may receive a briefl
scan due to constraintg of Gme before being filed by the receptionists, GPs
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miay be reassured that the attempits made by the CPN o improve o client s
miental stale do nob appear 10 involve extri visits or work by the GP. In fact
over the long term ong would hope that those treated successfully would visn
their GP less often,

According 10 Whte (1959400, 35% ol all CPN referrals in the UK were from
GPs, which shows a | 2.5% increase since 1985, He stated that the number
and appropriatencss of referrals from GF are dependent on both the gualities
of the CPN and the relationship developed between a CPN and GP (White,
1986, Although gencrally satisfied with the services offered by CPMs, some
chasansfacton has been reported by GPs, masnly with communication: Briscoe
and Wilkinson { P98 found the GF highhighted the lack of feedback regarding
eventual outcome and plans for the long term as a concern. Bennen ( 1989)
nded GF dissatsfaction with feedback from CPNs on changes in ireatment
and reduction in frequency of visits especially of chronic clicnts and GPs felt
this “constinuted-a nsk o their chicnts”, Good bewo-way communication between
the two disciplines may Iéad 1o a greater confidence and a better understanding
by the GP of the role of the CPN,

CONCLUSIONS

Duiring thes spudy many interveniions 1ok some me ieamplement and may
have been completed only in the last weeks of intervention. Conseguently,
the full effects of, for example, antidepressants, which take at least two weeks
before having noticeable positive effects, -and meeting new friends at day
centres, will not have been detected o the three-month follow-up interyiew,
Thus a longer term fotbow-up of this-cohort a5 currently underway,

All elderly people suffering from depression will experience a multitude
of complex and tndividoil problems. The CPN for the elderly mast be adept
at perceiving the needs of their client group, As CPNs develop as a specialty
and boundaries of care are extended, the overlap of roles with other
professionals will become more evident, 10 s importint for cach CPMN 1o realize
hes or her capabilities and accept that no one CPN individuaily can provide
a comprehensive package of care required, Asa case manager the CPN has
the role of enlisting the expentise and suppornt of other members of the
multedisciphinary team, which s esential nan often dermamnding and siressiul
oceupation. Specialist skills are required to undertake sccurate and professional
ussessments, planning, infervention and evatuation with elderly people suffermg
fromm depresswomn, aml the author fecls this cannot be delivered most effectively
by a generic CPN.

The role of the 4990 CPNs currently practising full time in the UK {White.
19501} depends grestly on what each individoal CPN perceives the role, function
and extent of care they provide should be. Whenever possible, the care
implemented shoubd be based on rescarched knowledee, Moo, Gyulay, Ehan
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ef al, (1991} noted that the quality of personal commtment was possibly the
mast influcntial factor o assisting clignts w meet their goals, However, further
objective investigations need o be'made to quantify the most effective elements
of care for the elderly mentally ill,
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CHAPTER EIGHT

The CPN in primary care:
a pilot study of the process
of assessment

Kevin Gouwrnay, Grant Devilly, and
Charles Brooker

INTRODUCTTON

Psychiatric nursing rescarch has come a long way since Professor Annie
Altschul™s seminal study of intéraction patterns which was published in her
fumous memozraph Parigar=Nurse foferaction (Alschul, 19725 However,
there has been very litthe work carried out in the arca of the process ol care
of chienms with non-psychotic problems by community. psychistoe nurses
{CPNx). Other work (for example, Parnell, 1978; Sladden, 1979) has focused
o the care of elients who were sulfering from schizopheenia, The first study
which looked it the nature of communily psychiatric nursing contacts with
‘newrotic” clients was that of Paykel and Griffith (1983} in the well known
study ot Springficld Hospital. The information from this study was derived
from @ record which the nurses filled in afier every contact, together with
materisl From inlerviews with murses, and comments made informally in the
regular meetings between the research team and the nurses, In addition, Paykel
and Griffath {1983} also collected detmbed case reporns writlen by nurses on
illustrative cases. The nurses completed their treatment recond at each continct
with the client and, in-all, there were data on 349 comacts, OF these, 322
were face-to-face contacts rather than by telephone. Interestingly. and o
marked contrast to the swudy reported below, contacts in thas study were
predominantly in the client’s home (93.5%). Paykel and Griffith ( [983)
categorized the various verbal interactions and the most commonly discussed
areas were symptoms of current illness, the nature of the illoess and s
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148 The CPN in primary care

prognosis, social life and hobbies, interpersonal relationships, employment,
family problems with spouse, parents and children, and physical health (Paykel
and Griffith, 1983, p. 76). The authors found that the most commonly
employed interventions were those of the offering of suppon and reassurance
by the CPN. allowing the client to ventilate their feclings, enhancement of
sell-awareness by encoursging the client to examine the nature of hizs or her
behaviour, attempts 1o establish factual mformation around important issues
and the giving of information, explanations, instrections or practical advece.
Paykel and Griffith { 1983) also found that nurses iended 1o offer psychodynamic
explanations for clicnts” belaviour and symptoms. This strategy increased
from 41% of the contacts in the first six months, 1o 61% of the contacts in
the last six months of the 18-month study, Their conclusions, therefore, were
that the interactions by the nurse were not simply supponive. However, the
study design and method complicate these findings. It should be remembered
that before allocation o a community psychiatnc nurse, the clients in this
study had received psvchiatric treatment, It scems a pity that this imporant
shudy was not followed up by further research, and ziven the considerable
expansion of community psychiatmc nursing, it is surprising that there has
been little interest shown in the nature of the nurse—client interaction in this
ares. This paucity of research is in contrast to large amounts of process rescarch
carried out in psychiatry and clinical psychology. Reference to any standard
text (such as Garfield and Bergin, 1986), will show that research endeavour
is intense in these professions,

The pilot study reported below examines the process of community
psychiatric nursing with neurotic clients in primary health care. As indicated,
it was hoped at the beginning of the study that these methods coold be used
a% o basis for process studses in-other areas of psychiatric nursing.

Setting of process study

This study of process was bul one aspect of o major study carried oul between
[9E8 and 1991, which was funded by the Department of Health (Gourmay
and Brooking. 1992). The main study looked at the treatment by CPNs and GPs
of clients with non-peychotic problems i primary health care. It was carmied ol
in Barnet and Parkside Health Authorities. In tofal, 274 clients were recruibed
from six general practices and hiealih centres across the two healih authorities,
and these practices coverad a wide range of sociocconomic conditions. In total,
48 GPs worked in these practices and, of these, 36 GPs referred 1o the study,

Before the main part of the enguiry {see below) a pilot study was carried out
fo fead the measures wsed, Forty-thres clients weére referred to this pilat stedy
and 32 clienis participated, Following this paloting and some minor amendments
to the measures and method, 231 clients were referred (o the controlled study
and eventually 177 undereent mitial assessment. Criterwe for entry inte the
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study were that the clients were aged between 18 and 70 years, were suffering
from non-psyehotic problems and had not received previows m-patient
psychiatric care. Imtial assessment was carned out by one of two research
assistants employed by the research grant. This assessment consisted of the use
of a numbser of mgasures of paychistric satus, =y mpioamsmd economie and socil
function, Following this asessment, clients were randomly assigned (b a process
of mimarmization | Taves, 19745) 1o one of three conditions. These conditions were:

. CPNontervention, In thes comdition, CPNs were instructed w0 proceed
as normmal and toorreat clignts as they saw it

2. Contmuing gencral practinoner (GP) care, In this condition, GFs werein-
structed to continue treating clients @s they would do if no CPN wais svailable.

1. Delayed CPN intervention. o this condition, clients were assigned 1o
a CPM but werne put on g 12-week waiting list before CPN inlervention.
Immiediately before the CPMN intervencd at 12 weeks, a further assess-
meend was made by the research assistant, with.a repetinon of the measures,

Assessments were repeated on all olients by the rescarch assistants ar 24
weeks. The clients who ook part in the study suffered Trom a range of mental
health problems which probubly represent the range of difficullies séen and
tecited by CPNs in primary health care. The mayority of clients presented with
significant levels of anxiety and depression. Apan from the standardized
measurescllected at assessment, the researchers also asked the client to define
imd rate wht they saw as the muin problem. The commonest calegory of problem
presented by chients wis that of relationship and family problems, The second
largest proup of complums from clems was aboul depressive symploms, while
the third largest group of clients complained of anxicty symptoms. These three
major problem categorics formed the bulk of the clients’ complaims, althowgh
a significant minority of clicnts also complained of other problems, for example,
the effects of life events and life stresses, and somatic complaims, such as faigee,
aches and pains, and concern with a defined physical illness.

Apart from looking at the relative efficacy of CPN and GP interventions,
the researchers also examimed other aspects of the process of care by CPNs,
including record keeping and leter writing, A detailed enquiry of the économic
aspects of CPN treatment was also made. Results of the mndomized controlled
trigl amnd these other strecture, process and outcome arcas are described
elsewhere (Gowrnay and Brocking, P92

THE PROCESS STUDY

Subjects

Eight clienis who were assigned 16 the CPN condition of treaimient consented
in writing to participate in this part of the study, These clients had all been
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assessed 10 the normal way by research assistants and their main presenting
problems are shown in Table 8.1,

Table 8.1 Clems® preseénting probiems

Dhepressson

Social phobia

Anxiety

Relationship difficulies

Ceneral anxsety disorder

Drepression

Anxiety related to hushand’s drinking
Agoraphobia

(- . T A R

Participating CPNs

Of the 11 CPNs who participated in the overall study, eight parmicipated in
this particular enguiry. As this process study was carried out in the latter
part in 19940, three of the 11 CPNs had moved on from their respective health
authonties, hence their non-participation. OF the eight CPN& who participated,
four held an English Mational Board qualification in community psychiatric
nursing. The avernge age of these nursés was 43,13 yvears (standard devia-
tion 5,69, range 37 10 55 years), Their mean period of experience as community
psychiatric nurses was 6,94 yvears (standard deviation 4.2, range one to 12
years) and their experience in primary health care settings was 4.13 years
(standard deviation 308 yvears, range one to mne years),

Procedure

After the client had been referred o the study: and undergone initial assess-
ment, and when a number of measures of psychiatrc status, symploms and
soecial and economic function were collected, clients were asked if they would
panticipate in the process study. The explanation given to the client was that
their first interview with the CPN would be videotaped and additional
information would be sought foom them concerming this particular inferview,
Clients were told that apart from this videotaping procedure, there would be
no difference in the assessment and treatment they would receive.

There was no special selection of clients. When this phase of the study
was started the research assistants asked all clients referred-after this poant
for their co-operation in participating. The rescarch assistants continued seeking
co-operation until a complete data st had been coliected on each of the cight
CPNs. Six clients refused 1o co-operate in this part of the study.

After the clients” written agreement had been obtned, an immediate
appointment was made with the CPN, Chients were seén within five working
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days and the rescarch assistant wis responsible for seting wp the videotaping
equipment in the health centre or surgery whiere the CPN normally saw the
client. No interviewing ook place before the videotaped assessment. When
the client arrived, the research assistant startéd the video camers in (e room
and collected the chient Mrom the waiting arca, The assessmenl inlerview was
thus videotaped from the point at which the CPN was introduced 1o ihe client,
Adter the interview had begun the research assistant left the room. The camers

was left running for as long as the session [asted and, after the session, the
research assistant collected the seff-report data from the CPN and the clicn,

Measures

All clients entering the randomized controlled trial completed an assess-
ment interview when varions measures of psychiatric status, symptom and
sociil and economic function were obtained. The outcome measures from
thail assessment which are relevant 1o this panicular study are described below,
topether with the specilfic process study measures:

Chetcome measures.

. Standardized psvchiatric interview (Goldberg, Cooper, BEastwaood e al,
1970), This interview. schedule his been used extensively as a research
ool in community surveys, The intervicw concentrates mainly on neurohc
symptoms and has high inter-rater relinhility. It has been found 10 be
penerally acceplabibe by o wide range of chents sulfering vanous illnesses
and by ‘normal’ subjects. The interview yields a derived score which
is & composite of client complamnt and nterviewer ratings. The standard-
ized psychiatric interview also allows for making a-diagnosiz. There is.
a standard training for this interview which the rescarch assistants and
study directors received before the study took place.

2. Beck depression ainventory (Beck, Warden, Mendelsan er ol 19615, This
is a 21-iem self-rating scale which allows rapid assessment of overall
depressive symplomataloey, Scores of 10 to 19 indicate a mild level of
depreszion, scores of 20 10 25 indicate o moderate level of depression
and a score of 26 or more indicates a severe depression (Fennell, 1989)

3, The Spictherger state trait anxiety inventory (Spielberger, Gorusch amd
Lushene, 19700, This questionmare has been wsed extensively in fesearch
in clinical practice and yecbds two scores: stite anxiety and trail anxiély.
The state anxiety scale has been shown to be a sensitive measure of chanpge
duning counselling und therapy or is o measere of experimentally ndeced
anxicty. The trait anxicty scale 15 a good indicator of nearotic comditions
and has been wsed to soreen melitary: recruits. and college. students for
possible ans ey problemes, The mean scores Tor this inventory for workimg
adulis are 35,72 and 35.20 for the state score for males and Temales, and
34, 89 and 34T for the trait scale for males and females respectively.
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This questionnaine asks you to-appraise the way in which your CPN/eounsellor has
been treating your emotiona] health problem, Please answer the questions as bonestiy
as vou can by circling the point on the scabe which most clearly reflects vour opanions.

Par |
My CPN weating my emotonal bealih problems:
1. Was easy 1o talk ta

Strongly Unsure cither Strongly
apres way disagres
I 1 I 1 I I I
I 2 3 4 5 6 7
2. [hd not make me feel relaxed
Brrongly Unsure either Saromgly
agree Wy disagres
1 1 1 | i I I
1 2 3 ] ] f 7
. Inwilved me in the aims of treatmont
Srrongly Unsure cither Syrongly
agrec Wiy disagres
I I I 1 i i I
I 2 3 4 % 6 T
4. Was someone in whom [ could not confide
Strangly Unsure either Sdrongly
agree way dizagres
| i I 1 | | I
i F k] 4 5 f 7
5. Helped me to minage my own problems
Strongly Unsure either Strongly
agrec Wiy disagree
| 1 | 1 1 | |
i 2 3 4 5 f [
6, Was uneble to show an understanding of my needs
Sirongly Linsure either Strongly
Agres Wiy disgrec
i | | 1 1 1 1
I 2 3 4 5 (4] F
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7. Was good ai the counselling job

Stronply Lnsure either Stronply
T way iisagree
| i 1 | | | |
i 2 3 4 5 iy 7
K. Did nod appear fo give me enoagh of their Lime
Srrongly Unsure either Sroigly
aprer way ilispree
I 1 | | 1 | |
| . i 4 ] L T

¥ Was o person whose abilities 1 am satisfied with

Srreaply Unsure either Strongly
ugree Wik hisagree
. i | ) I ! I
| 1 i 4 -] fi

Iy, Was unresponsive o my needs

Stromgly Unsure gither Sirongly
agiee winy dhsagree
1 | I I | I I
| 2 * 4 b i T
11, Displayed good listening skills
Stronghy Unsure gither Sipongly
Hgree Wiy cdisaproe
| | | | I | Ty
i 2 E 4 & f

12, Did nob give me adequate information about my conditi

Stromgly Uinsure. cither Strangly
ngree Wiy dhisapee
1 | | | | | |
| 2 3 4 ] L] T

Figure B.1 Counsclling apprasal questionnaing

4. General heaith guestionnaire (GHOQ) (Goldberg, 1972). Thes is & very
widely used questionnaire which was devised as a sell-administersd
sereening mnstrument o akd in the detection of minor peychiatme morbidity,
The I0-item version was used in this study.

5. Life disruption rating (Marks, Connoly, Halcam er af_, 19773, This self-
ittt scitle mcasunes (on 4 scale of 0-to 8) the impact of the client’s problem



154 The CPN in primary care

an their work, home management, social leisure, private leisure and social
relationships, The scale thus gives a possible maximum score of 40, The
measures have been used extensively in clinical practice and outcome
reseiarch, particularly n the work of nurse therapists (Marks, 1985).

Patient rafings,

. Counselling appraisal questionnaire. This scale, shown in Figure £.1,
was piloted and devised by the research team specifically for use in this
study. This measure has two scales, one which rates the specific interven-
tion and the second which rates the overall service provided. For the
purpose of this part of the study, only the ratings derived from the “specific
mtervention” scale ane reporied.

2. Global ranng of helpfulness. This rating, shown in Figure B.2, asked
clients to rate how helpful they saw the session overafl,

Rating af CPMN helpfulness

Please rate how helpful or hindering you think this session was from the client’s
point of view “overall;

Extremely hindening

Girzadly hindering
Maoderately hindering
Slightly hindering

Meither helpful nor hundering
Bhightly helpful

Moderately helpful

Grreatly helpful

Extremely helpiul

Moo O A e )

Rating of CPN attributes
Please circle the appropriate number to show how you feel about the CPN's atinbutes:
Toduy the CPMN was

Skilful I 2 34 5 &7 Unakilful
Cald I 2 34 5 67 Warm
Trustworibhy I 2 345867 Unirusiwaorthy

Figure B.2 Glohal rating of helpfulness

Independent rarers. Two raters, who were nol involved in assessment of the
paticnts, were an academic nurse rescarcher and a principal lesturer in
paychology. They undertook various independent blingd ratings on the video
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tupes. They completed the counselling appraisal questionnaire (sec above,
Figure 8.1} and a global assessment rating (see Figure 8.3).

CPN ratings. CPNs completed: (1) o global rating of their perception of the
helpfilness of the session (see above); and (2} their intentions for treatment,
After the session, the research assistant asked the CPN how they sould now
treat the client and coded the response acoordingly.

L T T T 11T o .

Phease rate the extent 1o which the Following have been achieved,

Drid the CPM introduce herselfilimsell approprantely’

I

2. Dhidihe CPM exploin the purpese of the interview?

3. IHd the CPN establish the client’s main proflem?

4. [hgd the TPN establish relevant backgroand informatson®

5 Imd the CPN use language Usat the ¢licnt could underscand?

. Dhid the CPN discuss'describe the aims of intervention?

7. gl the TPN discussidescribe the nature of infervention”

B AvThe end of the mterview dad the chient understznd what was gomg 10 happen e
| 1 1 | I
i 2 3 4 5

Masl i Achiewed
all compleiely

Figure 8.3 Globhal assessment messire,

RESULTS

Table 8.2 shows the ¢lienfs™ scores on the ouicome measures at rero wecks
ithat is, just before the video-taped nterview) and at 24 weeks, Pre-
intervention, the standardized psychiatric interview (SP1) scores demonstrate
that all clients had significant levels of minor psychiatric disturbances. A score
oof 13 normally indicates the cut-of [ for bemg descoibed as a psychiatne case”,
The Beck depression inventory scores shiow that four of the eight clients fell
into the severcly depressed category, while only one client fell into the nor-
mal range for depression scores. Likewise, the stile snx WY SCOTes ul gnseRs-
ment wiere high for all but one client, and the whele group scored within the
abnwrmal range on the general health quéstionnzire. Life dismuption ratings also
indicated a high level of dismapiion of varicus areas of hfe. Comparison of the
seore al zero weeksand 24 weeks show a mined picture of outcomse, but inorder
to see these results in the preper context, they need 1o be considered along-
side other which are described below, The counselling appraisil questionnaire
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Table B.2 Scores on the outcome measures

Life
Stare Trait ) disrmpion
Clieni SPf By ety aviery GH rating
Apmber 0% M® 0 XM 0 M 0 24 0O M 0 24
1 40 49 52 35 66 69 56 64 63 60 - 13
2 45 - o - T - T8 - ™ - 32 -
3 25 12 3 0 35 28 43 35 40 14 25 1
L 0 7 I 1 5% 24 46 33 50 11 1 0
- 24 9 0 13 55 33 5 44 59 |5 - o
& I 033 32 M &8 6 8 W 5% - 32 12
7 42 2 19 7. = 3 - 3 56 23 10 0
B 3002 25 11 56 6% A M 52 MW 4
0 = |5 assrssmeent {0 weeks)
=24 = Jed assesament (24 wecks)
M = Sandardized paychiaine inierview
BIM = Beck om Erverary
GHQ = Genersl healh gueitivenaine
Table 8.3 CPN, clicm and independent rvter judpements
Mean CAQ:
Mean rotal FPari f
glabal {irmlfepetidens CAL Clienp®® CPNYs
Client  ENB. assessieni FOreFs) Fart | rating of  rating of
number Cert.  score®  Rater [ Rarer 1 (patient) helpfulness  helpfulness
I N 170 48 1] 14 9 6
z Y 25.0 33 3 1% 7 7
3 M 225 31 36 1% F | fi
4 ™ A0 33 27 20 1 L2
5 b 4 24.5 25 26 42 g E
/] Y 18.5 45 59 249 7 fi
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Table 8,4 Mean ratings of CPN assessment performance by independent raters

T O&am ®¥m s oo 0§ 52
P B
Bz  FE ) ‘B E =
3 35 %% E§ 58 iF &S %.g
e
. 5 & £° g Y g
. B &l
2w 1E
2 g
ENB
CPN  Ceer,
I M 1.0 1.5 2 15 4.5 .41 .00 o
3 ¥ Lo o 4.0 4.5 4.5 [.5 0 35
3 b 4.0 400 1.tk 2.9 is 5 F . 2.5
4 M 4.0 15 30 40 4.0 4.0 4.0 4.5
5 ¥ 3.0 X0 35 i.5 4.5 2.4 2.5 2.5
& Y 2.0 1.0 25 4.5 a1 1.0 I.0 2
T ¥ 4.5 s |5 1.5 3.5 1.0 i.0 1.0
& M 1.0 1.5 Xs 30 4.5 2.5 10 25
Mean 263 2.15 2 KN 411 .54 219 250
| s ¥ 4 5
Not a Achieved
all completely

seores (see Table B3] reflect o mixture of sanzfaction, The independent rater
scores and the CPN ratings are also shown in Table 8.3

The range of global assessment scores was foom 17 1o 30, mean 22,13,
As Table 8.4 shows, mean tem ratings varied from 1 o 45 (mean 2.77).
Toble R.3 shows the global scores alongside the counsclling appraisal
questionnaire scores and CPN helpfulness scores. As the numbers involved
are srall, no correlation coefficients have been computed. As Table 8.4 shows,
CPNs were rated most highly on using language that the client understood
and in gaining background information. The lower ratings (that 15, owards
‘not achieved ') were obtained on the ilems relating 1o discussion of the aims
amd pature of inerventions.



158 The CPN in primary care

As Table 8.3 shows, clients' ritings on the counselling appraisal
questionnaire were {with one exception) lower than those of the independent
raters {that 5, clhentexpressed higher levels of satisfaction than raters), As
with the other scores, the small number of subjects-limited any sophisticated
statistical analysis. However, it is worth noding that the best clienl outcome
(according (o change i standardized paychiatric interview (SPI) scores) was
linked to the second highest dissatisfaction rating by client (by counselling
appraisal questionnaire {CAQ)), and the most satisfied client (by CAQ) had
the worst outcome. With regard 1o helfulness ratings, these have little apparent
relationship o CAQ scores.

With regard to the outcome measures, the chent numbers are smill and
therefore caution should be exercised when considering this data, To look
at the relationships between vanious assessments, it might be helpful 1o consider
clients with the best and poorest outcomes, On the symptom and life disruption
measures, clients | and & have the poorest outcomes, while clients 4 and 7
have the best outcomes. However, these outcomes do not seem to relate in
any simple way to global assessment scores, helpfulness ratings or counsell-
ing appraisal questionnaire scores. Table 8.5 shows how information and scores
from the standardized psychistric interview (SP1) relate to the CPN's intention
for treatment (as ehicited immediately after the assessment nterview).

Tahle 8.5 [mentions for treatment

Seandardized CPNS
pavchrarric Prezeating ERTERIIOT
Cltent inrerview (3P problem for
miemher® toehee {fraum SPUI [reaiment
Owerks 24 weeks
I 40,0 45,0 Depression Counselling
2 45.0 Diropout Social phobia Socanl skills,
training
3 25.0 12.0 Anxiety Counaclling
4 0400 7.0 Relationship Relaxation [raining
difficulties expliration
& 4.4 180 Cieneral anxiely Counselling, stress
disorder management, social
munagenent
fi 354 330 Depression Dtiary-keeping,
coungelling
7 420 2.0 Ansicty related Bereavement
1 hushband s counselling
drinking
B 310 9.4 Agoraphobi Eelaxation

iraining




Digcission 159
DISCUSSION

This study was conducted cna celatively small number of CPMs and therefore
the findings must be treated with considerable caution. However, it is fell
that the study is imponian becawse this is the Nirst atempt to link an objective
analysis of the process of CPN assessment with outcome measures. i is
strongly felt thit the methods.could be replicated., either in whaole or in part,
and used in future research, The following discussion should therefore be
comsidercd in the context of the above comments,

From a dingnostic standpoint, the clients in the pilot process study were
representative of the 273 clients in the overall study sample. According 1o
the scores on the various outcome measures, all clients had significant levels
of symptom and life disruption before intervention, and the depression and
anxiely scores certainly indwate a comsiderable level of distress. Cutcome
wias mixed. ranging from a worsening a8 24 weeks 1o almost tfal recovery
(nccording o the measures),

The CPN intentions for treatment were of considerable interest, Counselling
features as the preferred intervention. This finding is somewhat in accord
with Brooker™s (1990 study which showed that counselling is used maost ofien
as an intervention for ENB course students. In Brooker's study, behaviour
therapy and copnitive therapy were the next most prefemmed approaches.
However, there are nitable discrepancies between the treatment approaches
which are indicated by the literature as the most efficacious Tor a paricular
diagnosis and the CPNs intention for treatment as clicited after the assess-
ment interview, For example, in the case of one of the clients interviewed,
it was difficult 1o see how relaxation training could be considered ds a treatment
approach as the patient was agaraphobic, The literature clearly shows (for
example, Gournay, 1989; Mathews, Gelder and Johnson, 1981) that this
approach is at best ingppropriate. Inanother example the diagnosis according
o the standardized psychiatric merview (SPL) was that of anxiety related
to the client’s hosband's drinking, but the CPN's inlention was @ use
bereavement counselling. In the event this elient showed substantial improve-
ment on the outcome measures, These examples may reflect the differen
approaches to formulation which eaist in psychiatry and to issues of poor
inter-rater agreement, but these apparent anomalies do deserve future research
aention,

With one exceplion. the global sssessment scores given an overall
impression of the CPN adopting a non-focused approach 1o asséssment (that
i%, @ counselling style). As Table 8.4 shows, CPNs paid litle attention 1o
discussing the pature and aims of the imervention, preferring 1o concentrale
their efforts on establishing background information, OF course, it may well
be that the CPNs intended to ook at these areas at a later point, One other
miapr omission in this first assessment intervicw, and this perhaps reflects
the client-oricnted approach, was that CPNs did not inform the client just
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what type of intervention was intended. As a consequence of this omission,
there was no opportunity for the client and the CPN to mutually negotiate
the nature of the intervention or to set targets. While the lack of structure
again may be linked to a ‘client-centred philosophy’, the observation regarding
the lack of structure in the assessment interviews that were ohserved has major
consequences for training.

OF considerable interest i% the fact that in this pilot study client satisfac-
Hon SCores; a5 measured by the counselling appousal questicnnaire (CALQ),
were largely low (that s, more satisfied) but these scores have no relation-
ship 1o clinical outcome, This finding was confirmed in the lirger enguicy
iGournay and Brooking, P92 and 15 discussed elsewhere in this book {see
Chapter Nine). Client ratings of satisfaction by this questionndire also seem
te have little relationship 1o the ratings of the independent assessor on the
global assessment scale, However, sorutiny of the individual global assess-
ment datd shows that CPNs spend considerable time establishing background
information. This finding accords with data from the larger study (Gournay
and Brooking, 19921 which showed that clients particularly valueéd the CPN's
listening skills. This walue atteched 1o CPN hsemng skalls probably, therefore,
accounts Tor clients’ high levels of satisfaction. However, the lack of any
strong refationship between outcome on clinical measures and clients’
satisfaction ratings in this pilot study and in the wotal study population (Gourmay
and Brooking, 1992} does confirm the proposition that satisfacthion ratings
per se should be considered only in the context of other measures.

Owverall, therefore, this stedy shows tha the CPNs studied adopt a “client-
centred’ approach o teeatment, and this panicubar counselling stvle, as has
been argued (Brooker, PHR0, constitues the most favoured approach by CPNg
working in primary health care. This has obvious implications. As White's
(190 study: shows, the work of CPNs inprimary health care constifules a
substantial area of activity, In that case. very large numbers of CPNs are
involved n-admimistenng counselling-based treatment. However, despite
enthusiastic descniptions of counselling in general practice (Tor example,
McCleod, [988) there is no positive evidence of ils- effectiveness. Indeed,
the largest study so far { Ashurst and Ward, 1933), which looked at 124 clienis
with minor neurotic problecms within the context of a rmndomized controlled
trial in general practice settings, demonstrated that no overall benefit for
counselled clients was evident at one year after initial assessment, Further-
maore, 8 mets amalysis (Batestrier, Williwms and Wilkinson, 1988) was unable
o reveal any effectiveness of counselhing ger se,and one of the authors of
this study pointed out in a later paper (Wilkinson, 1989) that the generl exten
of the impact of counselling in genenil proctice sl remaned @ mystery.

The enthusiasm for counselling incommunity psychiatric nursing is reflected
in the basic RMN syllabus (1982) which emphasizes this as a skill for all
paychiatric nurses. Whale it 15 obvious that Bistening and other social skills
are vitally tmporant in sl aspect: of psychiatnc mursing, the lerm counzelling”
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has become reified and this entity has been suggested s a remedy for many
health problems without any controlled evidence in suppor. As such, counsell-
ing has become a popular and central-approach on many post-registration
courses (including community psychiatric nursing), Perhaps a future and crucial
task for researchers in psychiatric nursing s o dismantle the components
of “counselling” and fest them experimentally noa range of situations

Ancther worrying aspect of the study was the finding that in 21l of the assess-
ment interviews video-taped, not one interview contained any evidence that
the CPN: used standard measures of change. Furthermore, in the researchers”
maore considerable general comact with CPMs in the study . they cannot recall
vbserving any attempt by CPN¢ 1o audit the interventions they used by the
use of reliable measunes of symplom, social function or psychiatric status,
Meither could the researchers find any evidence of CPNs systematically
defining problems and treatment targers, While i is probably true that the
same siuations prevail in the practice of many other mental health profes.
sionals, this lack of defimnion and measurement s considered 1o be mwos
imporiant,

By contrast, problem and target specification and routine aodit form a prvocal
ride in the training and practice or nurse behaviour therapists attending ENB
Course 650. It can be argued that although nurse behaviour therapists. have
& minre clearly defined role than CPNS, there s no reason why such tnning
in probfem and target definition should not be incorporated imo CPN train
ing courses. More than that, perhaps the routine wse of measurement should
be integral to pre-registration courses. Again, this leck of defination and
measurement may be much inaccord with the client-oriented approach, This
treatment approach would also explain the observation that CPNs did mw
specily for the chiemt the type of infervention they envisaged and as a
conseguence. there was no opponunity for any mulual negolialion or target
seiting. Again, these observations have major consequences. for possible future
atlempis o incorporate more skill raming into CPN courses.

One possibility that needs o be explored is whether there might be o more
effective treatment approsch for some of the less specific problems. in primary
health care which would pot (ke agoraphobia) be amenable o traditional
specific behavioural interventions such as exposurne in vive, One sugpesfion
maght be that CPNs shoubd use an extremely time-limited problem-oriented
counselling approach (for example, 7 Zunilly and Goldiried, 1971), This inter-
wention has received considerable attention recently and there s good evidence
that it can be helpful in the management of personal problems and crises rather
than psvehiateie disorder per se (for example; Hawton and Kirk, 1985,

CONCLUSION

In conclusion. therelore, this pilot study has demonsteated that 1 is possible
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o measure objectively the assessment process in community psychiatric nursing
in primary health care settings. Furthermore, it has been demaonstratéed thai
it is possible to link these process measures with measores of climeal out-
come. The complex relationship between the vanious measures of process
and outcome indicites that single measures of process (for example, the client’s
perception of a particular aspect of the psychotherapy process) cannot be
considered in isolation. Rather it is suggested thay batenes of process and
putcome measures necd to be considered in general. Additionally, this work
has also confirmed that video-tape can be an extremely useful and, these days,
relatively inexpensive research tool.

In the authors” opinion these results have sericus implications for both the
practice of community psychiatric nursing with non-psychotic clients and for
the training of CPNs in general. The results indicate that the training and
practice of CPNs in this arca of endeavour are far from being research based,
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CHAPTER NINE

Failure and dissatisfaction
Kevin Gournay and Julia Brooking

INTRODUCTION

The title of this chapter will probably make most clinicians feel depressed.
We are all too painfully aware of people who fail to respond to our efforts,
people who drop out of treatment after only one or two sessions, people who
refuse to participate when we offer them help or perhaps people who express
discontent with the services that we have offered. However, the purpose of
this chapter is to look at the arcas of failure and dissatisfection and 10 argue
that the systematic study of these phenomens can coniribule greatly toan
understanding of psychiatric nursing. In tum, understanding will help to refine
and improve the care and treatment that CPNs deliver.

Panly because of the reasons outlined above, it is not surprising that the
arcas of failure nnd dissatsstaction have been ignored by researchers in oot
only psychiatric nursing but more generally in psychology and psychiatry.
Outcome research usually sets out o demonstrate the efficacy of treatment,
or o explain why one treatment is better than another treatment. Further-
mare, in paychiatrie nursing research, positive evidence has been sccumulited
gradually over the years in both community psychiatric nursing and in nurse
behavicair therapy to suppon the growth of autonomy and to assert the position
that psychiatric nurses can be equal to other professional colleagues (for
example, Marks, 1985; Pavkel and Griffith, 1983). It is not surprising,
theréfore, that there has been little emphasis in psychiatric nursing research
oni these neglected areas of faslure ard dizsatizfaction, However, two eminent
psychologisis have shown very clearly in a group of sudies published in the
last decade (Foa and Emmelkamp, 1983) that failures are a challenge which,
if studied properly, can teach us much about the shoricomings of methods
emploved and 5o eventually lead to a refining of imerventions: In order to
look at some aspects of failure and dissatisfaction, this chapler concentrates
on the findings of two studies recently carried oul which have focused on
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the outcome of psychiatric nursing interventions, [n doing sa, the authors
will attiempt to-answer some guestions which are set oul below. However,
before looking at the specific issues concerning Gulure and dissanisfaction,
it % pecessary o review some of the background lieraure and describe in
penetal the studies on which this chiaprer as based,

DSSATISFACTION

There 15 no systematic literature on dissatizfaction with CPN=z and iherefore
one needs to look at the satisfaction literature for any pointers to this topic,
Although there are miany articles on sitisfaction o the terature. the suthors
could find orly seven rigorous attempis o look at this issue with psychiatric
nurses working in the community, and one of these included a study of nurse
behaviour thermpists: In thas stady (Muorks, 19853 chents expressed high levels
of sanisfaction with nurse therspasts working in prmary health care settings,
but dissanisfaction with nurse therapasts was not mentioned. Likewise, Hunter's
(1978} study of CPNs working with patients with a diagnosis of schizophrenia,
emphasized @ very strong and positive view of CPN visiis, and dissatisfac-
ton barely featured. However, Pollock s studics {1986, 19870, which looked
al Tamily views ol a CPN service, did emphasize arcis where CPNs were
ned perceived as-helpful and thus gave some clue o where dissanisfaction with
CPM serviees may he, The most widely gquated study of clent sansfacton
with CPNs was probably that of Paykel and Grifah (1983, which
demonstrated that satisfacton with clients followed up by CPNs was significant-
ly greater than with a group of clients followed up by psychuatriss, In par-
licular, this-study showed thal nurses were rated by clicnis as casier o talk:
by, kandder, more caring., dhisplaying more inderest, bemg more pleasant, puil-
ling paticnis at their ¢ase and being better at therr joby, However, as Paykel
and Graffith point out in their monograph, only 50% of the clients who were
seeing the CPN idennlicd the nurse as the muon treating apent, Therefore,
the rating of satisfaction must be seen in that context rather than as a rating
of the CPN of & "principal therapist®,

In & study which is mosl relevant o CPMNs working inprinsary bealth carne
setiings, Hhing, Dronkwater, Rogerson of of . { 1990} surveyed clienl views
of a4 CPN service and reported results which indicated high levels: of
satisfaction. In particular. the majority of clients reported that the CPN had
helped them undersumd thewr problems and that they had provided the help
they wanted. Inaddition, a grear majority of the respondents felt that if they
necded help in future, they would like 1o be seen by a CPN, Therefore, overall,
il seemed that the clients in this study were very satisfied with the service
that CPMNa proviched, and agam disatisfachion was brely menhoned, However,
it is iImporiant o paing oul that the resulis in this study were obained Trom
a relatively small number of clients, that s, 31 of a ol of 81 chenls who
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were seen by a CPN associated with the practice under study. It is interesting
1o speculate about the possible responses of the 50 clients who did not respond
1o the survey,

Two recent studies give some pointers to areas of dissatisfaction. Munton
{1994, admittedly Iooking at a fairly smatl sample of clients, found that the
negalive views by clients of CPNs focused on the structure of CPN work
(for example, the limitation of hours) and concern about the lack of informa-
tion, cither relating to the clients’ siteation or with regard to the publicizing
of CPN services. In another study carried out in Southwark, London, Thomas,
Muijen and Brooking {1991) reporied on the findings of a satisfaction survey
of 83 clients of a CPN service, (These 33 comprised 69% of an overall sample. )
While satisfaction levels were high with regard to some sspects of the CPN
intervention {for example, §2% thought the nurse spent enough time with
them), nearly all of the clients stated that they had not known what a CPN
was or how 2 CPN could help them. In their conclusion, Thomas er ol (1991)
cautioned that clients have no standard against which 10 measure quality or
may have low expectations of services they are (o réceive.

Therefore, overall the literature shows a reasonably positive view of chient
satisfaction with CPNs. However, there is some indication from the above
studies that there may be arcas of dissatisfaction which need further exploration.

FAILURE

Before the study described below was carried out, there was only one study
relating to failure in psychiatric nursing. In this, Brooker and Wiggins (1983)
looked at trainee nurse therapists and discussed the reasons why three of their
sample of trainees failed 10 make significant impact on client outcome,

The issue of treatment failure is probably the most neglected area of cutcome
research, and there are probably four major factors which have prevented
detailed systematic research in this area,

First. there does not seem to be any universally accepted definition of what
actually constitutes treatment failure, and it is only in the last cight years that
workers have attempied to tackle this thorny issue, Second, precise definition
of failure depends on a clear and unambiguous definition of treatment targets
and the use of multiple and reliable measures of outcome. Therefore, it is
only since the advent of behavioural practice, with its underpinning of objective
evaluation, that such methods have been used routinely. Sadly, much of every-
day psychiatric nursing practice, psychiatric and clinical psychology prac-
tice is characterized by the absence of such objective specification and evalus-
tion, Third, the behavioural revolution of the past three decades has brought
such enthusiastic optimism that any discussion of failure has been obscured,
Outcome research in behaviour therapy, and nurse therapy in particular, has
focused on successes and emphasizes continually the difference between
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oulcome of behaviourl and non-behavioural treatments. Therefore, the failure
of behaviour therapy in general and nurse therapy in particular has been ignored
a5.a research wopic (with the exception of the study by Brooker and Wiggins
(1983} referred 1o above). Fourth, os Foa and Emmelkamp (1983) point out,
Journals discourage reports of negative resulis. Thus stedies which report the
neffectiveness of a procedure are much less hikely 1o be published.

Foa and Emmelkamg { 1983) have provided o general classification of groups
of failure which is a pseful division for research purposes. These groups are
as follows:

b, Indiwaduals who do not secept or refuse treanment,

2. Indiveduals who commence treatment, but drop out before an adeguate
prial of ireatment has Been compleied,

3. Individuals whi do nol respond o treatment,

4. Individuals who respond 1o treatment bul who subsequently relapse.

Before the present study described below, there were only twao studies which
have Tooked at areas which are specifically of interest to nurse therapists.
The first was conducted by Emmelkamp- and van der Hout (1983), who
examined the reasons for non-acceptance of treatment by 25 people suffering
from agoraphobia who were referred for treatment in the Netherlands, The
treatment package offered 1o subjects consested of an amalgam of prolonged
cxpasure dn wie and cognitive therapy . Sixteen of the 25 subjects completed
a questionnaire which was based on 22 factors related 1o non-acceplance of
therapy. About half of the subjects who declined treatment reported that they
were already somwewhal improved, and most of the subjects gave reasons for
failing to accept therapy. Same of the subjects blamed extermil circumstances
such as problems with the time of treatment. However, two of the most
important findings seemed (0 be the subjects were frightened of treatment
and, second, that their expectations of therapy did not fit with those of the
therapist, Interestingly, 13 of the 16 responders agreed with the slogan “you
have o overcome fears on your own',

Emmelkampand van der Howt | P983)-also looked at data from- a simall
group of eight patients who had dropped out of treatment before an sdeguate
trial was completed, and at the dat of five agoraphobics who had been
categorized a5 treatment falures, Dropouts reponed that treatment made them
anxious, and five of the eight patients reported that their treatment expecta-
wons were differant w0 those of the theramst, Wah regard 1o failure,
Emmelkamp and van der Hout could find no prospective differences between
this group and people who succesded.

In the other study, Fischer, Hand and Angenendt {1987} reported on 20
agoraphobic clients, who did not compiete exposure treatments. These 20
clients comprised 14 refusers of treatment and six treatment dropouts. Data
included follow-up 1o at least one year. The mann sigmifrcant Anding of this
study was that the six dropouts showed dramatic improvement i their
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problem after dropping out of treatmeant. The authars, while cautioning against
generalizing . from such small numbers, sugpested that improvement was
attributable 1o clients carrving oul the principbes of exposure learned in the
limited contact with the treatment programme. The study described below
was therefore the first which provided data on failure of clients receiving
exposure treatment from nurse behaviour therapists. As many CPNs are now
psing behaviour therapy (Brooker, 19900, research n this area has wide
implications for both service amnd educiton.

THE STUDMES

The questions which are posed below and which the present authors attempt
to answer dre inspired by two recent studies which have involved psychiatric
nurses: (1) nurse therapists and exposure treatment; and (2) the community
psychiatric nurse in primary health care.

Nurse therapists and exposure treatment

This study is fully described in Gournay (1989; 1991a; 1991b). In summiry,
190 clients with agoraphobia were referred to the study and, of these, |32
clients met entry criteria and were offered initial assessment. Half of the clenis
were assigned foocaposure iretment carried cat their own home selting, while
the other half of the clients were assigned to exposure treatment carried out
in the outpatient clinic of a district general hospital psychiatric unit. Clients
were assessed using multiple and reliable measures of change, including
behavioural avoidance testing and independent assessment, before treatment,
after treatment and at follow-up points of three months, one year and two
years, A standardized package of exposure reatment was given to-all clienis,
and treatments were carried out by a mixture of nurse behaviour therapists
and clinical psychologists (treatment consisted of six sessions of two hours
each, over 21 days). Interestingly, there was no differences in clients” outcome
between nurse therapists and psvchologists, and nosigmifcant differences inooul-
come were revealed between any of the eight therapists involved. Of the 132
clients, 100 patients eventually completed a trial of treatment, while 26 dropped
oul, and si% refused treatment. A further 14 chenis who were offered hospital-
based treatment, refused this offer and were subsequently offered home-based
ircatment. OF these, 12 subsequently accepted and completed the trial of ireal-
ment in their own homes. OF the 100 chients who completed. 19 clienis met
a priori criteria for being categorized as treatment failures, and nine clients
met & priori criteria for being deemed treatment relapsers. Thus of the 132
clicnis overall, &0 fell into the four groups of failures described above.
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The CPN in primary health care

Thiz was o randomuzed controlled tral carried oul i Bamet and Parkside
Health Authoritees between 988 and 1991, The study focused on the work
of 1T community psychiatric nurses working i six heabth centres which were
situabed o areas which gave i varety of socieconomic canditions. The cliems
rectulted for the study sulfercd non-psychotic problems, predaminantly
depression, anxicty and relationship difficulties.

Inall, 231 clients were referred o the study, and 177 clients were allocated
o one of three conditions, that 15, continuing GP ciare, intervention by o CPN
given immedistely and, i the third condition, intervention by i CPN given
after a want of 12 weeks, All of these clients were assessed with multiple
reliable measures of outcome, which included psychiatric stalus, symploms:
and social and economiee functioning, &s well as completing satisiaenen gues-
tionnaires, The present authors wens thus able 10 relate satisfisction o ool
come &5 well as fooking a1 issues connectad with treatment dropout, This siucly
i« described in detail in Gournay and Brooking (19492).

QUESTIONS

As usual, research throws up more questions than answers, However, the
present authors will attempt to look at some of the issues by drawing heavily
o the data from the two studies menteoned ahove, and will stempt W inleg e
the findings from studies with the backeround hiterure,

How common are treatment refusers and dropouts?

Diespite a vast literature in psvehological treatment amd behaviour therapy
in particular, there is very little data on the incidence of treatment dropouts
and treatment refusers. Very simply, most studies give only the briefest mentson
of these categories and will only report dita on people who complete treatment
In the study of community peychiatric nussing in primary health care [see
abowve), exactly 50% of clients who staried treatment with & commumity
pevehiatne nurse dropped out. In the same study . of the 23 clients who had
been on a waiting list for 12 weeks, 17 clients accepted the offer of treatment
and aix refused this offer, OF the 17 clients who accepied the offer, nine
subseguently dropped out, leaving cight chems completng an adeguate tral
of treatment, Thus, only anc third of the original group actually saw ireatment
throagh o the erd. This group of cleemts suffered general psychologieal disissss
and complaned birgely of generalized anxiety and depression, They were
ol offered a specific, specialized Torm of psychological intervention, rather
counselling using a client-centred approach. By contrast, in the study of nurse
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therapisis (Gournay, 19%90a and 1991h; see above), of 132 clients offered
behaviour therapy for their agoraphobia, 26 chients dropped out of treatment,
six completely refused the offer of wreatment and a further 14 of the remaining
100 accepted ireatment only when the treatment offer was modified 1o
accommodate the chient’s wishes to be seen at home.

The present authors would argue that all outcome lieramire should give
details of the number of clients who refuse and who drop out 5o that the gverall
effectiveness of intervention can be scen in a wider context. They illustrate
the point, in the study of nurse therapists referred to above, of the 100 clients
who completed a trial of treatment, 19 were deemed to be treatment failures
and nine were deemed (o be tréatment relapsers. Thus, 72 of the 100 clienis
WETE Scen s treatment successes, Although this 72% figure is impressive,
if one considers the complete data set and calculates a success Nigure based
of the total sample, including dropouts and refusers. this 72% success falls
o 55.6%,

Overall, therefore, the data from the present authors’ two studies show
that collecting information on dropout and refusal rates is-an essential part
of evaluating outcomes, and treatment response should be shown in the wider
conlext.

What is the outcome of people who drop out
or refuse treatment?

Again, there js very little in the way of systematic study in psychiatry and
psychology generally regarding the fate of treatment dropouts and refusers.
In the behaviour therapy literature there are only two systematic studies of
failure (referred to above), In one of those studies (Fischer, Hand and
Angenendt, 1987), the six dropouts in that study showed dramatic improwve-
ment on various measures in their problem at follow-up, However, nothing
could be found in the community psychiatric nursing literature of any attempt
to follow up treatment refusers or dropowts and monitor their symplom stalus,

In the study of nurse therapisis, one of the present authors was able o
follow up 13 of the 26 clients who dropped out. Table 9.1 shows that on
the agoraphobic sub-scale score, which is a central measure of change, clients
were improved significantly at follow-up one year after initial assessment.

This finding ks in accord with Fischer, Hand and Angenendt’s (1987) study
and the present authors would argue, as did these authors, that continuing
improvement after dropout from treatment may have been because clients
continue to use principles they had learned in therapy. It is worth noting that
agoraphobia has a very low rate of spontancous remission {Marks,; 1987) and
therefore improvement is unlikely (o have been attributable (o this facior,
However, in this présent study of community psychiatric nucses, data (see
Table 9.2) showed a similar picture, with continuing improvement in clients
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Table 9.1 Pre-treatment amd follivw-up scores (agoraphobic sub-scale) for treatment
failures and treatment drop-outs
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who dropped out of CPN imervention, although this chent popalation suffered
from the less definable neurctic conditions which are known to be much more
liable to sponataneous improvement (Mann, Jenkins and Belsev, 1981),

In this study, where CPNs admimstered client-orientated counselling as
the mdin intervention, 1t seems unbikely that there was any carmy-over effect
of the intervention such as in the study with nurse therapists, However, one
other explanation for the continuing improvement is that the cliens in the
CPN study were referred at the time of maximum severity of their difficulty
and the intervention period coincided with a natural recovery process. This
phenomenon has been described before in the literature {for example, Freeman
and Bunon, 1984).

These two studies are isolated and it would therefore seem imporant o
make routine follow-up of trestment dropouts and refusers a priority in oulcome
evaluations in community psychiatric nursing.

Why do people drop out or refuse treatment?

In the study of nurse therapists, a questionnaire was used (see Figure 9.1)
which showed some interesting responses (see Table 2,30, The findings suggest
very strongly that at least as far-as the behavioural treatment of agoraphobia
is concermed, CPNs need to change the way in which they assess clients

Table 8.3 Number of clients responding affirmatively 1o questionnaire regarding
dropout from treatnsent
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and prepare them for treatment. The fact that nine out of 13 clients felt that
the therapist did not understand, and that eight of the clients were frightened
of treatment, speaks for itself, These data would suggest that patients need
more opportunity to feed back their feelings about treatment to the therapist
in the assessment period. Furthermiore, there seems to be a clear need for
more preparation for treatment using techniques such as pre-therapy groups
or the use of videos of treatment. The other important area defined by clients
in this study was of discongreent treatment expectation, with-six of the 13
clients wanting another treatment from that offered. This finding supgests
that treatment expectancy should be measured routinely in the assessment
period, There is currently one treatment expectancy battery which is used
in contemporary practice in the United Kingdom (Caine, Smail, Wijesingheob
ef al. 1982), but some rescarch with this battery in agoraphobic clients
(Gournay, 1983, 1985) and psychiatric nurses (Gournay, 1986) indicates that
one necds to be cautious about using this particular assessment method as
the sole measure of expectancy.

In the present muthors” study with non-psychotic clients in primary health
care selings, reasons for dropping out could be tracked doen by the administra-
tion of the counselling appraisal questionnaire (CAQ), An attempt was made
to follow up all chents regardless of whether they had continued with the
paychiatric nursing intervention or whether they had dropped out, While it
was clear that clients who continued with the CPN were very satisfied with
some of the counselling skills exhibated, it was clear that with those clienis
who dropped out, there was a greatl deal of dissatisfaction with the specific
intervention received. It does seem likely that as the public are becoming more
informed about the range of psychiatric treatment options, they are becoming
more discriminating about treatments offered 1o them and are incressingly
aware of the newer and more active cognitive behavioural trestments available.
It i not surprising, therefore, that some clients rejected the offer of an
intervention (that is, counselling), which only has a tenuous basis in oulcome
research. There were other aspects of care that also scemed to be causative
of dropout. In this groop of clients, the other key areas were that these clignts
perceived there was nol enough information given about their problem and
that they were not involved by the CPN in the goals of treatment.

As with the study of nurse therapists, there seems to be a clear need for
both a refining of dssessment skills and for the CPN 10 look in a more objecive
way al the area of chients” expectancy, that 15, what treatment the clients feel
will work best For them,

Who are the failures and how can they be identified?

In the purse therapy study, the present authors looked at pre-treatment scores
of -clients who were treatment successes. versus-all of the fallure groups
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combined, On psychiatric symptom scores, very little difference could be
found between the two groups of clients (sce Table 9.4). However, it was
found that, of the married clients, failure was assocuted with gher levels
of marital dissatizfaction. By contrast, in the present CPN study it was found
that treatment dropouts had significantly higher stamdardized psychiatric
interview scores and tended to be slightly more depressed. Having said that,
fhe data from both studies confirmed that it i3 very dafficult o sdentify
prospectively on the basis of various measures of change, any profile which
is predictve of treatment dropout or treatment failure.

Because CPMs are a relatively scarce resource, it seems very imponiant
to identify which groups of clients will benefit most from their intervention.
At one level it is important to identify conditions which are known 1o have
low rates of spontaneous remission. Therefore, disorders like general anxiety
and depression, which have a high rate of spontineous remission, are not
a good target for a CPN's endeavours as the CPN could well find he or she
is treating patienis who will get better anyway . At another level it is important
to screen patients thorogghly and (o look carefully at areas of both treatment
expectancy and more general motivation. These screening skills are clearly
difficult to acquire and there remains the problem of a lack of good clear
prognostic indicators. However, the present authors wonld see training in
screening for suitability with all the associated background knowledge as being
an essential part of the CPN's repertoire. Training in screening i5 not & simple
matter and may involve many hours of role play and video feed-
back before the CPN is ready (o venturé into the clinical area, This there-
fore asks the question of current CPN courses as (o whether this, and
other assessment and treatment skills, can be taught within current curricula,

What do satisfaction ratings tell us?

In all of the studies of satisfaction that were reviewed (see above) there was
no attempt 1o link satisfaction to outcome. However, in the study of community
psychiatric nurses in primary health care, the present authors looked specifically
al this issue. As Table 9.5 shows, there were clear differences in the satisfaction
ratings of clients who dropped out of intervention with the CPN, compared
with those who compheted.

However, it was surprising to find that when one computed correlation
cocificients between satisfaction levels and clients” outcomes on the various
symptom and social functioning measures, these coefficients were of a very
low order. Put simply, there was no relationship between how well clients
did in treatment and how satisfied they were with both the CPN intervention
and the overall service that was provided.

Thus the present writers found some clients who were very satisfied who
did not change over the intervention or even got worse (according to the
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megsares], while it the other extreme thene were some clients who were very
dissutisficd with their intervention but wha showed highly sipnficint improve-
ment (o all the measures of changed,

Therefore. satisfuction rtings may reveal a great deal about the clwent’s
perception of the intervennhion received, but gaive Little indication of how well
thie client will do with treatment, a5 measured by the various indices of change.
It i therefore suggested that one needs to look at cutcome from multiple
perspectives, using not only satisfaction and clinical measures, but also
consilermg whether there 5 objective ecomomic snprovement. This third
dimension is an important (if somewhat overlooked) axpect of outcome, which
was studied fully (Gournay and Erooking, 1992) but is not reponted here

CONCLUSIONS

Inthis chapier st has been argued il studying failure and dissatizf@cion can
provide some very wnportant infommation aboul assessment and ireatment.
Apart from these studies there is very litile rescarch evidence concemning failure
and dissatisfaction in psychiatric nursing in the community, The guestions
raiged here are but preliminary ones. It is felt that much more enguiry needs
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to be launched to discover why interventions do nol work and what can be
done to remedy this, gither by refining the treatment method or by changing
or modifying the skills. of the clinician,
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CHAPTER TEN

Patients’ and CPNs’ views of a
CPN service
Ray Field

INTRODUCTION

This study sought patients” views of the service they received from a community
paychiatre nursing (CPN) service, Simularly, 1t also sought the views of the
CPNs who provided the services, regarding therr own work practices. The
imponance of the need o assess the views of patients regarding health services
was stressed as a priotity by the Griffiths report (DHSS, 1983) in its call
for more systematic research of comsumers” demands. The distnot CPN senvice
in the present study had followed the notional trend of expansion and had
seen the number of CPNs increase from four o 35 in the ten vears up Lo
1990. Simmons and Brooker (1986), commenting on this national expansion
of CPN services, reported that it had allowed "a certain amount of ad hec
development’. The days of rapid expansion would appear 10 be neiring an
end and a new. era of evaluation of health services beginning:

Evaluanion involves the use of research methods for the purpose of judging
the cxtent to which a therapeutic programme accomplishes its goals (Milne,
19871 Weiss (cited in Milne, 19E7) has noted that this involves: denniving
and defining the goals of the service; measuning the amount of change that
occurs and attempting 1o measure which change (if any) is attributable to the
service. Suchman (1967) has added that evaluation research should attempt
o differentiate between change that 15 attnibutable to the service or the other
factors in the patient’s lifg, Ofien the "amount of change” s examined in terms
of its cost-effectiveness and value for money 1o the purchaser of the service.
In caher words, are the resources and energy invesied in the service benefiting
the patient or not, and by how much? Was the programme: goal achicved?

The philosophy of & “market-forces” led health services has been
incorporatéd into both the Griffiths report (DHSS, F983) the White Paper
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Caring for People (DoH, 1989a) and Working for Parients (DoH, 198%).
The newly created Trust hospitals and *own budget holding " GPs may requine
CPN services to justify their effectivencess before they purchase (or not) the
skills of their service. Justification for a service on the grounds that it hias
always been there and is a community service will not sulfice in the future.
The Care Programme Approach (DoH, 19903 may reguire CPNs to refocus
their work twards people with long-term mental illnesses {White and Brooker,
|91y, rather than acote promary care, as the central feature. [0 was against
this national background of imcreased emphasis of the sovereipnty of the pa-
pent i health care recently reiterated in The Porieners Clarrer (Dol 1990 )
that the present study was undertaken,

This author would drgee the primacy of paticols” pereeplions from fwa
perspectives, political aml professional, Politically, the relevance of the
patient’s perspective is valuable as it represents the view of a powerless, often
stigmatized group, at the mercy of an cconomic, cultural system which
sommelimes. operaés withowl much regard for ther views amd 1o whom the
CPN is ultimately responsible. Professionally. the views of patignts highlight
the pereeved airms and ohectives af a profession by ther assessment of the
organization’s performance or abality o meet their needs and by expressing
a view as 1o the appropriateness of the agency s objectives. A profession that
fails 1o take account of its consumer - the patient - will become introspective
and may lose ouch with those il seeks Wy serve o the poant of irelevancy,

Consumer satisfaction

The measurement of puiients” satistacion with o service-is a comples ares
of study which should be considered inorelaton (o patients” expectatiens and
their perceived socal and political power, wgether with the methodological
assumptions when collecting consumer data. Lebow { 1982) believed consumer
satisfoction assesses: "the extent to which treatment gratifies the wanls, wishes
and dexires of chents: for service”,

Lebow (1982) makes the point that satisfaction is a relative term and is
Trmbed o the consumers” “desires” and “wishes”, amd the eatent (o which these
are met by the service. Clients’ awareness of satistfaction and their hopes for,
i prieviances about, the service they have received will depend on the framse
of reference in which they are concelved, Some people, over a prolonged
perived, may avcept as “their lot” conditbons and standards of service which
ofhers would find intolerable, Creer (1975) noted that relatives of those with
schizophrenia under-reporied their *subjective burden”. A further difficulty
in studying expectation of service and sitisfaction is that psychiatric patients.
may mot be willing "consumers’ and may be designated by others as being
in need of help; consequently, paticnt expectations may nol coincide with
those of the workers, leading oo poor satisfaction ratng with the service.
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The magority of the lierature generally agrees that the extent of the
congruence between a client’s expectations and those of the service/agency
or worker, 15 an amportant determunant of subsequent client satisfaction
McEay, Goldberg and Fruin { 1973) found that 80% of those whise expecta-
tions of o service were fulfilled were satisfied, but that 50% of those whose
expectations were nol fulfiled were also satshed, Overall and Aronscen (cited
in Rees and Rees, 1982), suggested that the measure of satisfaction or
dissarisfaction particularly among patients in receipt of mental health services
can be minimal, inappropriate or unrealistic. Thus, the overall conclusion
may he that patients’ expressions of relative satisfaction miy be a reflection
of their level of expectations of a service, rather than the actual service itself
{Feldman, 1966, cited in Pope, 1978).

Further problems arise in the measurement of patient satisfaction in that
resulls may owe -as much o the methods of data collection as 1o the actual
views of patients. Two sources of sampling bias may threaten the validity
of consumer reseirch: by the method of selecting the patients and by the skew
of the patients responding, Godin, Pearce and Wilson's paper (1987) is &n
example where only 43% of the sample of patients surveyed regarding the
CPN service responded to a postal questionnaire. Further problems exist with
thi common finding of gencrally high rates of satisfaction reported in studies of
consumer satisfaction. Berger (cited in Lambent. Christensen and Delulio,
19E3Y, ina review of consumer satisfction stedies, concluded that on average
B3% of respondents were satisfied with the service they received, This lead
to his hypothesis that B5% is a general baseline level of consumer satisfaction.

Community psychiatric nursing

The history and development of community psychiatric nursing will not be
discussed fully here and the interested reader 15 directed to excellent reviews
such as Sladden (1979 and Pollock (198%). An increase in the number of
CPMs nationally has continwed (o date, with the most recent survey (White,
1990} having estimated about 5000 CPNs in post in Britain. The rapid increase
and ad hoc development of CPN services has been influcnoed by several
possible explanations. These include the possibility that CPNs reduce the
in-patient population by preventing sdmission amnd the beliel that CPNs are
cheaper and more cost-effective than alternative service provision.

A review of the economic value of mental health care by the Centre for
Health Economics Consortium (O'Donnell, Maynard and Wright, 1988),
eoncluded that community care may not necessarily be the cheaper option.
Whereas the rationale which contends that the CPN 15 best placed 1o prevemt
admission to the institutional care, the assumption is that the CPN can apply
‘expert’ (reatment skills at the early stage of psychological disturbance in the
community, thereby ameliorating the necd for in-patent admission, However,
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several authors have questioned the role and function of CPNs at primary
health cire level and the ideclogy underpinning their practice. Sladden ( 1979)
reaffirmed the view that CPN practice was based on a vague, haphazard
application of intmtive insehis and rooted in a medical frame of reference,
Skidmore {19861 noted that of the CPN" cascloads he studied, only 105
of all referrals were termed “new”, in that they have no previous psvehiatric
involvement’, He further noted that CPNs adopted institutional methods of
care which centred only on the patient, with lile evidence of the families
being involved in the care of their relitive. Woofl, Goldberg amd Fryers's
(1986) analysis of case register duta concluded that CPM services i Salfond
were freating the “morbidity found at prirmr:.' care level, rather than reducing
the demands made on the traditional service’. Following on from their previous
research, Wooll ef al. (1988a; 1988b) compared the work of CPNs and mental
health social workers and concluded that CPNs™ work with the “long-term
patients” with schizophrenico was based on a very medical model of care, without
evidence of interventions o amehiorate the social adjpestment. of long-lerm
paticnts and their carers. Burns, Pavkel, Erekiel, eral, (1991) ina follow-up
study of an original cohon of neurotic patients (Payvkel and Griffith, 1983)
concluded that both CPN and psychiatrist care appeared to be as efficctive
as each other when measured using clinical symptom severity and social
adjustment indices. Pollock™s (1989) study sugpested than CPNs wene “juggling
resources” and making an under-resourced system work, while at the same
time creatingan illusion of helping the client, but not always actually helping.
which the literature sugpests is poorly differentimted by clicnts, She considered
that the CPNs placed their emphasis on “developing relationships” which she
regarded as-a shift away from the medical model reporied by Stadden (1979)
in her stedy,

Consumer satisfaction and CPN services

Pollock’s (1989) study reported that carers found CPNs helpful, friendly,
trusting and caring. Carers who reported dissatisfaction with the service they
had received mentioned that busy CPN= and male carers compared with female
carers were fess helpful, Munton's {19900 pilor study repeated the commion
finding of Hunter (1978}, and Paykel and Griffith ( 1983) that the majority
of chients are sansficd with their CPMN, and particulary valued the “interper-
sonal relationship with the CPNS, [Hing, Deinkwater, Rogerson, o af, ( 1990)
reported generally high levels of patient satisfaction with the service offered
by the Neéwcastle TPN service, Three-guariers of the putients reponicd they
did ot know what o CPN did, The magority were pleased with the venue
of the CPN service (in most cases this was the GP's surgery)y, which is not
in keeping with the most fregquently reportied practice of domiciliary visits
by CPNs (MeFadyen, 1985 Skidmaore, |96,
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The literature highlighted major areas of interest pertinent to the study of
CPNs: the need to relate patients” expectations 1o outcomes, reported high
levels of patient satisfaction, use of a medical framewaork and a move away
from work with people with long-term mental illnesses. This lead 1o the
establishment of w sel of aims for the study.

Aims of the study

I, Tofind out the views of clicnts and CPMNs about the commumnity peyvehiatne
nursing service. Three major components of the community psychiatric
nursing service - structure, process and outcome (Donabedian. 1966)
= wre 10 be examined.

To examine areas of agreement or disagreement between the CPNs® views
and those of their patienis.,

3, Toadennfy some ways n which the service to chents may be improved

[

THE 5TUDY

The present study was conducted in a health authority on the south coast of
England with a catichment population of 178 000, The health authority ‘s elderly
population {10.5% of the total population) wis considerably larger in proporion
to that of the general poputation for England and Wales (6.6%) (Joyce, 1991).
The mental health services were divided into two main sectors, namely, “adult
psychiatry” concerned with the mental health of people up to and including
those aged 65 vears of age, and a separate “elderly mentally ill* (EMI) sector
concerned with those over the age of 65 years. The service was organized
to be coterminous with the overall structure of ‘sectors’ of the district
psychiatnc services, The CPN service comprised of eight CPNs in an “acute’
(under-65 team}, and seven CPNs tnoan 'EMI team (over-65 team). together
with a behaviour nurse therapist, All CPN accepted referrals from GPs,
peyvehiatrists, health visitors, district nurses, social workers or self-referrals.

METHODOLOGY

Research design

The CPNs.in the service surveyed in this study were based in a hospital and
primiry health care team settings. 1t was therefore possible 1o avoid sampling
just a “hospital” or a ‘primary’ team in one geographic setting, & point of
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discussion as outlined in the literature (SKadmore, 1986). Because of the lack
of patient information available regarding the CPN service. this résearch was
in the mature of an exploratory descriptive survey, using a longitudinal design.
A pilot study of 15 patients referred to the CPN service for the first time
was undertaken (these patients were ot later included in the main study ).
The pilot study kead to g revision of the wording and sequence of several
of the questions in the interview schedule which was devised as the research
instrument. The patients in the main study were interviewed at the beginming
of their contact with the CPMN and sis months later, Simkarly . the views of
the pationts’ réspéctive CPNy were examined for the conpruence of their
perspective of the helping relanionship.

The sample

Examingtion snd analysis of the cascload of the CPN service awer a ong-year
peeriesd indicated that cerfain “sectors’ had o greater numbsr of patients relermed
than others, To make thesample more representiive. a0 propomicnal stratifed
random sampling was selected 0 ensure representalivencss of significant
subgroups of the patient population. The sub-strata of paticnis were those
ower the age of 65 years referred 1o the EMI teams North and South, and
patients from the three acule sector tearms and the behaviour nurse therapist, The
overall size of the saumple was first determined at a practicable level of 30
patients and then broken down into sector sub-sample sizes propaoriional o the
serviee as o whoele, A comgcunve sample rom cach stratun was selected 1o
enstire minimum e lipse berween the CPNS Rrstinterview with the patient and
the atthor’s fiest research interview. This ensured that all patients views were
being sampled afier their first CPN visi, The new refermls were allocited o
thetr appropriate stb-sampbe untl e sample number was achieved. The only
eritera for gxclusion from the study was a previous expenience of the CPN ser-
viCe, OF incapacity to participate in an interview. The latter decision was made
by the suthor on meeting the prospective patient at the time of first imierview,

Analysis
The survey s data was organized using frequency and contingency tables and
anilysed using non-parametnc statistical tests for independent prodaps, Do fes
for signaficant differences bevween observid Treqguencies willin the dita.
SELECTED FINIMNGS

The charactenstics of the patient sample (n =30 were comparable (o those
usually assoctated with psvehologically distressed groups within the general
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population. The largest subgroup consisted of married women; they and the
number of divorced, sepamated, widowed and single people were over-
represented (compared to the general population} and woold be expected in
a typical population of psychiatric clients (Brown and Harris, 1978). The
elderly were also represented in a greater ratio than the normal population,
but proportional to the study catchment area. The community psychiatric nurses
(n=11} were evenly matched in terms of sex, age and had varying levels
of experience,-and only three CPNs (27%) held the CPN Cen. '

Initial interviews

The results indicated that 21 (70%) of the patients, before being referred 1o
the CPM service, had had some contact with the general mental health, satutony
and/or veluntary services, afbeit, for some, a long time in the past. The majority
of patients- (57 %) were referred to the service by their GP.

The results indicated that the majority of patients (60%) regarded the
explanation given to them by the referer regarding their referral to the CPN
service as insdequate, or lacking in any real information. Just under half (47 %)
of the sample éxpressed negative views about being referred to the service.
There was no significant relationship between those patients who said they
were poorly informed regarding referral and the expression of dissatisfaction
at being referred. Though the small group of patients (20% ) who were pleased
at being referred all reponted being given an enthusiastic and personal referral.
The CPNs were asked o estimate their patients” reactions to being referred
tor the service, and in two-thirds of cases (67 %) they regarded their paticnt
as being ‘pleased’ or ‘relieved”. The CPNs' estimation of patients® feclings
on referral was compared to those actually given by the patients. The CPNs
were poor al judging the patients’ feelings about being referred 1o the service,
being correct in only 30% of cases. If the patients expressed positive emotions,
these were mainly in terms of beng relieved that the CPN was not “as bad
as they thought®, because in general they were anxions about ‘seeing someons
pevehiatree”, af indesed they knew to whom they had been referred.

A large majority (83%) of the patients were seen in their own home by
the CPN, and nearly three-gquarters (T3% ) were satisflied with the CPN'y
arrangements for the visit, Exactly a third of the patients made unfavourable
comments aboul the CPN's arrangement for the visit such as; the practice
of “dropping in” withoul an appointment, or the CPIN's poor attitede or negative
comments. Almost all of the patients (90%) were satisfied with the visit
frequency proposed by the CPN.

The results indicated that the most common problems reported by the
patients (o the CTPN were “psychological and interpersonal”, with *depression”
{37%). anxicty (13% ) and behavioural problems (13%) being slightly more
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common than physical or social problems. The results indicited that bosh
paticnts and CPNs did not agree in two-thirds-of cases (67%) ax to'the nature
of the patrent’s problem, The CPMNs tended (o wse more medical diagnostic
terms i thesr problem formubiation than their patent, The CPNx were most
unlikely to formuiate the patients” problems in social terms. unlike the patient,
The CPNs ‘labelled” some problems according (o thicr sciicdogy, while pagicnts
were more likely 10 describe their problems in terms of their effect on daily
living.

The majority of the patients (8365 ) were molivated towards solving their
problems. and regarded the CPN as having been already “helpful® after one
wisit in 7% of the cases, butl only one-third were optimistic that the CPN
was likely to hefp them more. The CPNs believed their patients to be well
motvated {0 pand expected (o be able to belp in nearly teao=-thirds of cases
(60% ), Comparison of the CPN's estimate of the patient’s motivation with
the patient’s own reports indacated that the CPNs were more oplimstic than
the patient i their behel that they could help.

Most (9% of the patents rated their CPN Righly on persosal helping
qualities, such as being: “understanding . “easy to @ik to”, “warm’, “friendly”
and “refaxed’. In the mapority of cases (83%) the CPNs belicved they had
schieved high levels of rapporn with their patient, and in the remamng cases
sitributed  poor rapport 60 the miture of the patent’s problem sech s
“gonfusion’, paranoia’, A posinve spgnificant relationship was fowmd berween
the CPMNs liking for the "type’ of patient ancd hking of the sctual patiem (Fisher
exact test, p={L013}, The reasons given for liking the type of patient included
the feeling of “being able o do something” for the patient, or ‘having an imerest’
in that type of work or patient. The types of patients most disliked by the
CPMs were those who wereenther *hypochondrincal” or “couldn’t cope’ or
with whom the CPN felt he ar she was "going 1o get nowhere”. This may
indicate that patients who did not fit & medical model of illness, or a “sick
role” {Parsons, 1966), and those who do not demonstrate a clear wish to get
well or who will m co-operate were dishked by the CPNs.

Owverall, tothe preclude the second round of interviews was that paticnis
were optimistie, liked their CPNs and expected them to be able 1o help
with thesr problem, yet there appeared 1o be only partul agreenient about
the nature of the problem, The guestion remains as W whether or not
this divergence would converge with time and whether or not the paticnts”
expectations would be met. The latter questions are examined in the next
seChaon.

Interviews with patients and CPNs six months later

Chrganizationd/sirictiiore, Aller six months, all bl one of the patients (a =29}
were available to be interviewed Tor a second time. The magority of patients
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{A6%) were pleased 0 be visited at home and were satisfied with the
number of visis they received over the six-month pericsd. Three patients
were unhappy with the CPN “dropping in’ or nol pre-arranging a visit. A
further issue of dissatisfaction (G0% ) was the présence of a student nugse
-accompanying the CPN, particularly if the CPN arrived unannounced with
the student.

Process

Parients ' problerms, The term “depression’ was given an the frst interview
by ower one-third (37 %) of all patients as being their main problem. In the
follow-up it continued o be reported as the most common probiem by almost
all (35%) of the same one-third of patients who gave it as their main problem
in the first imerview. The second largest category, of just under a guarter
(245 ), were those patients who said they had no further problem, There was
tow tevel of agreement between the CPNs" and patients” views regarding the
patients” problems in almost one-third (31'% ) of relationships. The CPNs still
tended to focus on “diagnostic” formulations of problems such as *reactive
depression”-and ‘paranoia’, while the patients  seemed more concerned
with dealing with their problems, An the end of six months, those patieniz
who had rated their CPN positively on their ability 1o establish rapport
(irendly, relaxed, warm, understanding) continued for the most pan o do
so, while a quaner (24%) of the patients continued to give a more qualified
Tespanse.;

The hélping process. The patients and CPNS had different perspectives as
tor what constituted help and, conzequently, the actions required to bring abouwt
change. In the majority of cases (68%) the patients said they were fecling
better despite the nature of their remaining problem being the same, The
remainder (32 % ) were divided equally between being worse or being the same,
That thear problem remained, but was less severe, was explained by patients
i be because of either:

1. Help received from the CPN, which accounted for only a quaner (26%)
of clients reporing feeling better. The three main reasons were:

{a) The helpful fesures of the relationship and the ‘emational reliet”
gained from being in contact with & warm and friendly person who
could offer “plenty of tme o alk'.

(b} The various professional roles of the CPN such as: their ability
tov limise with other services and *get things done”; being an "outsider”
tor the problem.

(el Active interventions (doing thingsh) by the CPNs were appreci-
ated,
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2. Help recewved oaher than from the CPN. and/or because of effort on their
own part, accounted for over three-guarters of cases (84 % ) of those who
regarded thesr problem s being improved. They cited such things as new
refationships, o new job, medication, medical care and effen on their
oy et ds being the main reasons. 1T patients considered their problem
i be "worse” or the “same’ they tended (o regard this s duee tothe inberent
nature of the problem, or to the deterioration of o relationship with ther
iy amad/or Treends. The impression gatned from the patienits wis that
they had a wider social perspective than the CPN a5 1o what their problenis
were amd, semilarly, o larger sociil perspective a5 o why ther proslems
minghit ot b amprovied,

The CPMs® man eohjectives tor their visits were noted at nitial contact 1o
be the assessment af their patient’s problem. Owver the six-month pericd the
CPMs altered their izl objective of assessment o “ventilation of feclings’
angd “io monimor’ (behayvicar, mood, medication as beang the most Tregueent-
Iy mentioned objectives,

The interventions, or helping, carried out by CPNs were related 1o their
own explanation of the nature of the problem which, in the majority of cases,
was intrapersonal and, second. to their judgement of the correct technigue
tor b used for the type of problem.. In two-thirds of cases (653% ) CPNs reported
using ‘counsclling” in keeping with their befief that the problem was
mtrapersonal. Inoasmall number of cases (13%5, ther interventions were
pramarily W help “cirers to cope’ by giving “support 1o the carer. These cases
wore mainky patients over the age of 63 years,

Owverall, the most frequent intervention was counselling which, as noted
above, panly involved helping the patient to ‘ventilate their feelings’. The
CPNs reported in half of the cases (55%) that positive psychological change
had occurred n their pitients, the most commaon being o “changed attitude”
tov their problem and, ina soall nomber of cases, “improved sell-estcem” was.
regarded as the main improvement. A third of patients {34 %) were regarded
s being ‘unco-operative” with e CPN5" goals and merventzons, The ppaients”
leck of co-operation, according to the CPNs. was equally divided between
the following reasons:

1. Notaccepting the CPN's explanation for the cause of the probiem,

2. Having opposite and conflicting views as to what the CPN should
be doing.

3. Being unable to respond duee 1o mental llness,

It appeared that CPNs reguired cerinm responses froom patients, o (heir
faemilies, for change o occur: (1) oobe able o express their feelingsand be
willing to change as suggested by the CPN, and (2) to accept the actiology of
their problem as being psvohodynamic, that is, accept the CPN's interpreta-
tien oof the problem, Samalacly, i ihe CPN regarded the patient as ‘not being ill°
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then intervention was nod wartanted, The CPN adopted an “expert onentation”
{Whittington. 1977) which required that the patient accept the CPN's defini-
tion of the: problem, and further required that the patient understand the
paychodynamic mature of their problem for resolution o ocour,

Outcome

Luker (1981) described outcome as the ‘end result of the care in terms of
its effect upon the client”. The outcome in the present study was evaluaed
from different perspectives. Regarding their initial problem, most patients
(68%) feit it had improved. but had not disappeared. The CPNs were not
as positive, rating the patients” problems to be better in only half of the cases
(57%). The CPNs regarded the patients as having gained *insight” and having
changed their “attitude to the problem’ as the main reasons for the problem
resolution, The patients believed their problems i be better because of either
actions on their part and/or changes in ther hife. The patients were maone
satisficd than CPNawith the outcome. This may be dug panly to the study's
finding thai there was poor agreement as (o the nature of the problem and
what constingted improvement. The patients reported less significant changes
its constiting success and believed small changes in their lives had significance
for their problems. Thus, the CPNs held more ambitious criteria for success
for their clients. The CPNs believed the problem to be, for the most part,
due 1o characteristics of the patient, Thus, the cause of the problem was seen
us being rooted in the patient, rather than in the environment.

What wax seen as being more desirable was not so much changing the
sttuation of the patient, but helping this patient to think or to believe differently
about the problem,

A funther criteria of outcome in the present study was for the patients (o
report whether ornot they wonbd retum to the same CPN for help and, second,
if they would recommend their CPN to another person with similar problems.
On both questions the majority (66% and 59%, respectively) answered
positively. The CPNs were less optimistic, believing that only half (50%)
of their patients would want (o see them again.

Partents ' expectations. Patients' satisfaction or dissatisfaction with outcome
was compared to their initial expectations of help from the CPN. This chapter
has already noted patients’ low expeciations of the CPN being able o affect
their problem, for better or worse. This was due panly o the patients’
understanding of the nature of the problem as being ongoing and therefore
not within the ability of the CPN to affect it either way. The number of patients
who believed the CPMN was likely to help with their problem increased from
under haif (44 % ) initially 1o over two-thirds (67 %) six months later. A signifi-
canl relationship was found 1o exist (Fisher exact test, p=0.007} between
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those patients who expected the CPN 1o be able 1o help with their problems
and their reporting of their problem as being better six months Later. Initially,
the magority of patients had been cautious about the CPN's ability o help,
ind several were quite certaen thal the CPN would not help thems, amd they
retamied therr orginal behef,

CPNx expeciatons. AL it merview ihe CPNS expected 1o be abbe (o help
the patient with theic problem i over twa-thards of cases (705, Sis months
later the CPN regarded the patient’s problem as improved an over half of
ihe same cases (3R, 10 must be noded that not all CPNs belicved they were
instrumental in the problem resolution. Insix out of ten cases where the CPN
originally expected a poor sutcome. problems were rated six months later
to be better, This suggests that, when reassessed, the CPN's initial predic-
tictns, be they pessimistic or optimisiic, were rated differently six mosths later.

Life circummstanees, A Turther measure of outcome was for the patients o
achieve “real’ gain (BEckerter of . cited in Egan, 19900, that is. improvemen
enough 0 produce an effect in everyday functioning. In the present study
mearly half (48%) rated their life circumstances (oencral health, housing,
employment, social life, porsonal relationships) as being the same, over 3
quanier thought these circumstinces 1o have worsened (28%), and just under
it cperter that they had improved (24%0, When the patients’ views of their
hife crrcumstances weare comparncd with those of therr CPNs, the nurses believed
there to be more smprovemen thin the patient. When those few patients (245 )
who reported improvement in their life circumstances and improvement in
their initinl reported. problem were examined, all shared some common
charactensies: They all: (1) expected their probbom to be beter, and evalumted
it as being better, six months later; (2) said they achieved good rapport with
their CPN and regarded the CPN as being helpful; (3) while several differed
in their emphasis regarding helpful features of the CPN “role’, all mentioned
the murse being active and “pushing” as helplul,

DISCUSSION AND CONCLUSIONS

Several themes emerged Teom these data which provided some implicitions
for present and future CPN practice. Owerall, the majority of the paticnls
rated their CPN"s personal qualities highly snd continieed o cate the CPN's
ability 1o establish 2 warm and understanding rapport six months later.
However, there wias a low level of agreement betwesn the pamies as 1 the
mature of the problem and methods. of resolving i,

The evidence of this study wis that the CPNs were unaware of how “stringe’
and unknown the CPN service might be to a paticnl referred to the service.
Patrents should, therefore. be botter informed by the referrer regunding
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the service 1o which they are bemng referred. This 15 a reaffirmation of
similar findings and suggestions by ather consumer surveys of CPN services
(Munton, 1990 Simmaons, 1991, While o effect of a sigmificant size could
be found berween patients’ fzck of information and their reponed oulcome,
some of the strongest criticism offered by patients in the study was regarding
the discovery thae their visitor was a psycliainic murse.

The occasion of the first meeting between CPN and paticnt set the tone
for the rest of the relationship and should have been the time when introductions
wera made, and expectations and overall purpose for the relationship were
discussed (Sundecn, Steart, Rankin el 19851, It was the time when the
effort of the worker should wttempt an understanding the patient’s world, The
CPNMx in the présent study operated., for the maost part, from within their own
view of the world, They were unaware of their patients” feelings about their
referral, their problem or the CPN's methods of working. From their initial
orienfation, the CPNs contimoed nod (o appreciate the patient’s view of the
encounter, and did not always make the necessary "jump’ into their paticnt’s
view. They continued 1o underestimate the necessary meed 1o collaborate and
¢larify with the patient their view of the problem. As the patients and CPNs
began the business of problem ‘identification’ (Peplau, 1988), there was a
low level of agreement between them regarding the nature of the problem
Fatients spoke of the difficulties they experienced n life: CPNs preferred
o describe psychopathabosy . The lack of CPN awareness of their patie’s
view of the problem was great: disagreement as to the nature of the problem,
or even whether one existed, was present in over two-thirds of cases.

It could be suggested that the very nuture of psychiatric illness is such that
paticnis may have little insight or understanding of their problem and that
disagreement is a predictable part of the CPN/patieat relationship. This may
be true in some cases. but the evidence of this study was that CPNs did not
try very hard o understand their patient’s view, but rather imposed their own
inflexible diagnostic model on the problem. The CPNs disagreement was based
on & poor understanding of the world the patient inhabits ind missed the
opportunity 10 bepefit from the patient’s view, On the CPN's pan, this
divergence may have resulted initially from a practice ideology which regands
individuals as “paticnts” and the practitioner as an ‘expert’ who is not
required to explain professional practice. Thereafter. this established a
form of relationship which encouraged a degree of distance bétween nurse
and patient.

The CPN's prenccupation with pathology and cure only ingreased the gap
between patients” and CPNs' views, One of the difficulties of construing
problems as pathoalogy has been that it encourages the patient to be regarded
as a ‘passive body ' (Foucault, 1973) with lintle control over how to get better,
usually with the “how' hiving been defined by the expert, who then has to
channel the efforts of the patient in certain directions, In the present study,
despate the lack of negotiation regarding roles and disagreement over the nature



Diiscrssion and conclusions 193

of the problem, the patient were usually willing to allow the CPN 1o
direct the relationship, but the CPNs lost the benefit of hearing the patients”
views as.to how best they might be helped. In some cases. the patient’s
solution required less effort and time than the CPN's proposed solution,
[t can be argued, therefore, that CPNs most attempl © move oloser o
the patient’s view of how best they can be helped and attempt to match
their interventions 1o those believed by patients to be beneficial. The
CPNs should also be aware that, for some patients, their role as an “out-
stder’ 1o the patient™s world was i odsell benefcial, This allowed some
paticnts o feel free o express ther feelings and experience emaotional
relief, To other paticnts °just talking” was not as effective and they gained
no such emotional reliel. There was no evidence m the study that CPNs
did other than o prescnbe helping stratggies they reearded as being appro-
priate and helpiul. Neather was there évidence that the CPNs explamed ther
way of working to the paticnis. Although the patient’s formulation should
always be listened to and taken screously, it may not always have been prudent
to takee it a1 face value, and there may be occasions when it may be necessary
for the CPN o decline intervention an their own terms, for legal or ethical
RO,

The results of the presem study showed that the CPRNsnarrowly: defimed
patients” problems as being physical or psvehodogical, with Timle congd-
cration for the social circumstances of their peients, Such o marrmow focus
on pathology may have provided the consultant psychiatrists with sssess.
mont information that fitted with their concepugl framework, This muy
have placed CPNs as a natural ally of the psychiatrists and enabled them
0 become. “skilled helpers” to the doctor. The Depariment of Health
Cirgular (19900 mointans- it all the: patients who will Be regquired o
have a care programme “will be patients of a consultint paychiairisy’
White and Brooker (199) have suggested that the work practices implicd
by the Circular (DoH, [990) may indecd bring the CPMs back into closer
working relationships with psychiatrists. The evidence provided by this
stugdy has been that the CPNs practised within a medical model and were
therefore already close to the theoreticul framework of many paychia-
trists:

The Health Carcular (DhoBH . 19900 further meguared o key worker o be agreed
und identified betwieen Social Services and the refevant health suthorily o
micniior the agreed healith and social care given. oo relaticn o the Dmdings
if the present study, two points thus emerged for further debate, First, the
monitering of socul care by CPN: may reguire them o develop a greater
understanding of their patient’s social circumstances and their use of support
networks o help resolve problems.

Second, the implications of (ke Health Cirewlar (DoH, 19900, sccording
to White and Brooker (1990), may require the future work of CPNs o be
“refocused wwards the long-term mentally ol and away from thase regquiring
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short-term intervention’. This study showed that the majority of patients
were on the CPN's caseload for less than four months, which might be
considered 1o be short term. Thus, the CPN practice of discharging patients
from their caseload because they were "unco-operative’ may be more difficult
in the future if long-term support and care has been purchased from CPN
SETVICES,
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Clinical audit and CPN services

Patricia Harrigan, Jan Sorensen and
Steve Ryder

INTRODUCTION

Ower the last 20 vears community psychiatric nursing has developed rapidly.
bait not i a uniform pattern. Atlempts have boen made to find the best way
of organizing community psychiatric nursing (CPM) care, but with one or
two exceptions (for example. Paykel and Griffich, [983) there have been
relatively few anempis to evaluate the effectiveness of CPN care. Therefore,
litthe is known about the cost-effectivensss of the different working practices.

When resources are searce and the demand for care exceeds the available

supply, it s important 0 muike sure that the exising resources are wsed in
the st cost=clfective way 1o offer patients, their relatives amd the rest of
socicly pood value for money . Economic principles supgcest that resources
“should be allocated to services and putients in such a way that the benefir
m relation o resources used 1% masanmzed (Moongy, 1986). Applying this
principle in an oudit process would reguire measarcments of the effect, benell
OF outcome in relation 1o the npaits orf resounces used,

The tormalized clinical sudit process is becoming well known in the acute
bl service but is less often wsed for the community mental bealth services,
Pringle {1990} outlines the audit cycle ax comprising the selection of an area
for audit, initial dats gathering on the area, definmaon of standards of care,
a comparison of acieal care agmnst the standards, an examinatien of the level
of performance against expectations-and, finally, a change in clincal Behaviour.
The audit process invalves searching for excellence by continually: assessing
ireatment methods and trving fo develop better methods and smproyve paticnt
care, This requires the gathering of high quality dita.

The most commaon method for monitoring community services is collecting
data on inputs and provess, for example. the use of CPN time and number of

197



198 Clinical audit and CPN services

patient contacts. However, such data have little value for auditing the total
quality of & service bacause they do nol take 1nto account the effect or outcome
of the care. From the practitioners” point of view the existing methods of
data collection do not enable them to define standards of care or undertake
clinical ausdit,

The traditional view of clinical audit involves peer group review. This
approach is followed in Medical Audir; Working Paper 6 (Departrment of Health,
1989} which states that “ihe quality of medical work can only be reviewed by
a doctor’s peers’. This principle can also be applied to other health service
professionals, Therefore, the clinical audit of community psychiatric nursing
services must involve the CPNs in setting standards and reviewing the oufcomes
of care plans for groups of patients, as a basis for improving the quality of care,

This chapter presents and discusses a framewaork for auditing CPN services
that has been developed by York Health Economics Consortium for the Morth-
allerton Health Authority’s Department of Merntal Health Services. The
framework 15 based on the CPN's assessment of the individual patient’s health
stams and likely changes in health surs following the care. 18 has been paloted
overa period of three months, and exampbes of the analyses which are possible
with the pilot data base will be presented. It is not intended o give a complele
repont on the findings of the study, as it contains many aspects that-are of
local interest only.

LITERATURE REVIEW ON EFFECTS AND OUTCOMES OF CPN CARE

A hiteratire review was undertaken (0 wWentify methods for the evaluation
of CPN services and indicators for outcome, The literature on CPN services
falls into two catepones: ficst, descriptive studies of local services particularly
during the 19705 and, second, evaluative studies (defined as those that seck
to analyse and make comparisons) which have become more predominant
in the 1980s. However, the evaluative studies have concentrated upon the
efficacy of different organizational arrangements for the delivery of the service,
rather than the efficacy of different treatments or interventions, that is, clinical
evaluation. An examination of these evaluative studies discloses several themes,
for example:

1. Comparison of CPN base-locations (Harker, Leopoldt and Robinson,

1976; Hling, Drinkwater, Roperson ef af., 1990; Skidmore, 1986

Williamson, Litfle and Lindsay, 1981).

CPNs' relationships with GPs (Tlling er af., 1990; White, 1986).

Overlapping roles of CPNs and social workers (Woofl, Goldberg and

Fryers, 1988; Wooff and Goldberg, 1988).

4. Surveys of sanisfaction with CPN services: GP satisfaction (Bennett, 1939,
Mling ef al, . 19900 patent satsfacton (ling eral,, 1990, Munton, 1990;
Pollock. 1988).

e
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Mone of these studies have, however, attempied (0 measure outcomes
in terms of changes in the clinical condition of patiems, and this is essen-
tial for clinical evalunmion. Two studics which have atiempied o measure
a mnge of outcomes of CPN services, including clinical condition, were

foaend:

I. The Springheld Controlled Toal (Paykel and Griffith, 1983) has been
reviewed frequently. It remains the only major randomized controlled
trial of CPN services. It studied the progress of chronic neurotic paticnts
randomly assigned to either routing out-patient care by psychiatrists or
w followsaup care by CPNsoworking within the psychiatrie tesm.
Pavohiatrie health status was assessed wsing standardized scales dunng
the ininal assessment and subsequently alter sax, 12 and 18 months, Social
adjustment, Genuly burden and consumer satisfaction were other measures
of outcome, The two groups of patients did not differ significantly in
outcomes. excepd for patient satisfaction where greater satisfaction with
CPM care was expressed by paticnis,

A study undertakon incthe Accident and Emergency Depaniment at Leeds
Crenersl Infirmary (Atha: 1990 mnclwded a range of oulcome measore,
and used ramdomization o stwdy two groups of patients. Alenders aged
Toaa 63 were screened for psychiatoe morbdiny, and those who were
identified as having psychiatric difficulties were either referred for CPN
treatment consisting of five one-hour sessions of problem-solving therapy
e the patient’s home or given conventional treatmeent. The inlerveniion
of a CPN was found 10 be more effective i the seli-harm” growp of
patients, possibly because the (vpe of intervention vsed was not suffi-
ciently specific for the more gencral group of patienis.

%)
H

Menther of these studies attempied 0 measere owtcomes for all categories
of paticnt within a seevice, and the conclusion drawn by Brooker (1984) that
*with a few potable cxceptions, the literature does nothing 1o dispel the uncisy
notion that the efficacy of CPM services o relation (o palien] ouleoms may
wiell be a myith” remains valid.

THEORETICAL FRAMEWORE

Economic aspects of CPN services

Since the first CPN services were established in the nid- 19505 the numbcer
of districts with a CPN service has grown considerably . The national survey
sponsored by the Community Psychitric Murses Assocation (CPMAY showed
that by 1930 only six district heulth authorises hied no CPN service {Simmmons
and Brooker. 1986), The 1985 CPNA survey showed that the ratio of
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Figure 11.1 Elements in the evaluation of CPN services (adapted from Yates, 1983).

CPNs to regional populations had grown from 1:50000 in 198010 1:22 100
in 1985 (Brooker, 1987).

The well-documented growth in CPN services prompis the question of
whether the increased resources allocated to themn has been the best use of
the scarce respurces available (o the Mational Health Service. Economics i
the discipline which attempts to answer questions about the allocation of scarce
resources, and health economists apply the discipling of econcmics to the topic
of health and health care {Mooncy, 1986).

Bui before an economic evaluation can be carred out, that is the cosis
and benefits of the sérvices measured and compared, a clinical evaluation
is pecessary toexamine the efficacy or clinical effectiveness of the therapies
and interventions being used . Clinical audit 15 therefore the key to evaluating
efficiency and making decisions about the allocation of resources to different
health tare services.

Clinical audit can be defined as the systemanc, critical analysis of the guality
of care, including the use of resources (inputs), the procedures for treatment
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iprocess), and. the resulting outcome and qualiny of hife for the patrent
touitcomes). These three areas approximate to Donabedian®s ( F966) taxonomy
of health care evaluntion: structure, process and owtcome, although “simcrne”
refers o the resources made avinlitble (o the health care process, wheres
"inputs’ implics that the resources are actually wsed.

Yates (1989) has suggested that these three areas must be studied in the
context of the demand for particular services. which is influenced by the
incidence, prevalence. aml severity of mental illness in the population, and
the environment in which the service is delivered. OF particular importance
i COmMMUnIEY nursing services are the other healih carers and community
services whose presence (or absence) influences the decisions made by the
CPN and the outcome for the patient, The five elements in this model - inpuis,
process, outcome, demand and environment - are illustrated in Figare 11,1

Questions to be addressed

For a comprehensive clinical audit of a CPN service, the five clements in
the model must be analysed and their relationships mapped and undersiood
The inputs {CPN time, clencal and support service, transport, materials and
drugs) must be idennified and measured. Such data are already collected
routinely in many CPN services, for éxample, using the ComCare and other
computerized information systems. Some data on trestments amd interven-
tions {process) are alse available. However, data on outcomes, for example,
the change in the mental health: status and guatity of life of the paticnt, arne
not sually collected. This is becauss inputs can usually be measured, expressed
in Ninancial werms and aggrepated 1o wtal cost, whereas outcomes are dilficult
107 MICHsire.

The izolation of environmental factors also poses @ challenge in the
evaluation of CPN services. An improvement in a patient s mental health stas
could be aitributed to changes in the home or working environment, inier-
vention by ancther bealth care professonal, chance factors or the nafural course
of the disorder. The problem of attribution 15 an intractable one in the contex)
of elinical evaluitton. The only way of offselting i1 is by a randomized
voentrolled trial within the context of a research progect such as the Springiield
Controfled Trial. In day-to-day clinical practice, randomization would be
impracticable, as well as consing ethical problems, over the whole range of
mental illness;

The framework: developed for the audit process-allows the following
yuestions 10 be addressed

® Who refers the patien we CPM care!

® For whal diagnoses or problems arg patients referred?
o What is included in the care plan?

# How ofien do paticnts reccive cane?
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Where is the care given?

What i3 the expected outcome of carg?

What is the actual outcome of care?

Which patient groups recéiving CPMN care are associated with the best
cutcomes?

® On which patient groups does the care given appear to have little or no
effect?

METHODOLOGY

Clinical sudit involves the practitioner (in this case the CPN) defining the
standards of care for particular conditions. but these standards, or protocols,
are difficult to consiruct. One of the purposes of the pilot study was to give
the CPMs the means o audit their own work by producing data collection
instruments that they could vse in the course of their practice as supplements
to their nursing case notes, or eventually to replace large parts of them. The
analysis of the data should provide information for peer group discussion of
patient outcomes, 8o that the CPNs themselves could derive standards of care
for particular groups of patients, against which to judge their effectivencss
as individuals or as a group.

Indicators

Indicators that capture the five elements llustrated in Figure 11,1 have been
identified as described below.

Exploration of the demard element involves classifying patients, and several
metheds are possible. One approach is to group patients according 1o the three
specialist areas: adult psychiatric; clderly dementia; and children and
sdolescents. This reflects the organizational struciure of the community mental
health teams (CMHTs) in Northallerton Health Authority, which typically
consisted of a consultant psychiatrist, CPNs, a ¢limical psychologist, an
oecupational therapist, o social worker and community day hospital nurses,
The expected changes in mental health status for these groups of patients are
very different, with the elderly demented patients likely to deteriorate, whereas
an overall improvement would be likely for the child and adolescent group.
A wide range of outcomes might be expected within the group of adult
psvchiatric patients. depending upon the diagnosis.

Thus, a second method of classification 15 by diagnostic group. It was
decided touse a classification scheme based upon the World Health Organisa-
tion ‘s Ninth Revision of the fnternational Classification of Diseaves (1978),
giving as the four main categories organic states, psychoses, neuroses and
other disorders,
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However, during the study, it became apparent that CPNs plan their care
around the patient’s problems rather than the diagnosis. Therefore, it was
decided to combine diagnoss information with a classification of problems.
The classification of problems suggested by Hunt and Mangan (1990) was
adopted, with the following categories: mood related; thought disorder.
drug/substance problems; relationships: social behavioural; loss; self-injury;
confusional stites and othérs.

The most important, and the most costly, tapet 15 the time of the CPN, with
CPM salaries accounting for nearly B0% of the toral cost of the NMorthallenon
CPN service in the financinl year 198990, Therefore, information on mputs was
concentrated on CPN tfime spent in direct contact with and travelling 1o patients,

In the context of community paychiatric nursing, process indicators were
related primarily to the type of treatment or intervention and the place at which
it occurred, The Nist of treatments and locstion of treatment were consistent
with the categories employed in the existing information system.

As has already boen stated, isolating the environesenie! footors pOses a mspor
problem in the evaluation of health care services, particalarly in the context
of multidisciplinary services such as community mental health care. The
mulndisciplinary working practices were recorded m terms of the CPN's and
patients contacts with other professionals and agencies. Socio-demographic
data, such as sex, age, marial status, occupation and household structure,
were also coblected,

It is generally accepted that measunng curcovne in health care evaluation
is difficult. Two alternative methods of measuring outcome were considered:
cither using existing standardized assessments or devising an: assessment
specifically for the CPN service.

The advantage of using standardized assessments (for example, General
Health Questionnaire, Social Adjustment Scale, Hamilton Depression Scale)
i5 theat muny of then have been tested for validity (that is, they sctually measure
whit they are supposed (o measure) and reliability (that 1=, they resull i the
same megsure if used by different people). There are a large number of
standardized assessments for mental health wsed by clinecians in the course
of therr practice but many of them are specific to a panticular diagnostic
category, or are designed for self-rating, or for use by a psychistrist, and
are therefore inappropriate for use by CPNs over the whole range of diagnoses.

It was therefore decided 1o devise an assessment specifically for the CPN
serviee by measuring oulcome on oo range of dimensions that would apply
across all groups of patents: Outcome indicators were identified under the
following four headings:

I. Mental health of the patient.

2. Bbocial functioning of the patienl.
Y. Famuly burcen.

4. User satislaction.
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Some survey work on user satisfaction (hoth patient and GP) had already
been carried out within the district. Therefore only the first three categories
were pursued,

Thirty-three statements were included in a questionnaire under the broad
headings of ‘mental health status of the patient’ (15 statéments), *social
functioning of the patwent’ (mng statements) and “family burden’ {nine
statements). A four-point ordinal scale was used to elicit judgements on the
33 statements with an additional eption of “not known' where a judgement
could not be made,

Data collection instruments

The data collection instruments consisted of three forms (printed in different
colours) to be completed by the CPNs for each individual patient.

1. Awdminial asvestment form, This collected information on each new patient
on referral and on existing patients the first time they were seen during the
period of the three-month pilot stedy. The initial assessment form included
socio-demographic infonmation; referral details (including diagnosis, presenting
problem and its duration, and medication); previows history of psychiatric
iliniss and-an assessment of the present mental bealth state of ihe patient,
socil functioning of the patient and family burden, together with expected
changes over the period of the study. The expected changes in mental health
state, social functioning and family burden following CPN care were assessed
psing the 33 statements on a five-point scale (major deterioration, slight
deterioration, no change, slight improvement, and major improvement) plus
& ‘not known option’.

2. A treatmenit form.  This was completed on every contact between the CPN
and the patient, detailing the location and type of treatment, the time spent
with the patient and travelling, the CPNs" and the patients’ contacts with other
professionals and agencies, and information about admission to hospital or
day care singe the last contact.

3. A final assezsment form.  Thiswas completed at the end of the three-month
study period, or on discharge if earlier. This recorded the reason for discharge,
changes in the patient's personal details collected at the nitial assessment,
and assessment of the current health state of the patient 5o that changes during
the three-month study period could be identified.

Al the end of the three-month perind of the pilot study, the forms were
extracted from the patent’s files for analysis,
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A total of 2919 formes were reiurmed for analvsis: 377 mital assessment forms,
2147 wreatment forms and 405 final discharge forms, These related o 436
différent patients, but afier patients with incomplete data seéts had been excluded
from the analvsss, 367 patents remmned, of whom 260 were already i the
care of CPNs at the start of the pilot study.

During the theee-month study peciod, 64 patients were dischareed from
CPN care, 31 of whom were new patients during the study period.

The database produced from the completed forms can be interrogated to
produce analyses for audit purpose and to answer some of the descriptive
guestions mentioned earlier, In this chapter the daabise has been used to
provide empirical data to desceibe the elements in the evaluation modet and
the relationships between them. The analyses underiaken are only examples
and it must be emphasized that the potential uses of the database are much
wigher.

Demand

Analvsis of the case-mix by type of patient and diagnosis s set out m Table
I 0 Ackult psyehuine patients sccounted for 755% of the patients in the sample,
dementia patients for 18%, ond children and adolescents 7% . The lurpest
diagnostic group was paticnts with nesroses (113), but there were nearly as
many psychotic patients (105). All but five of the patients sulfernng from
organic disorders were dementia paticnts.

In the inteal aimsq.mem form, CPNs were asked o classily patients
aceording o ihe main presenting problem and (o compare i with the relerrer’s
i the patient’s definition of the problem. There was most consistency belween
CPN, referrer and patient i the identification of mood-ielated problemss, the
category which bad the greatest number of patients: The largese vanations

Table 11.1 Number of patients in data sample by type and mam dingnoses

Orgawic  Prvchatic . Newrotie @her Al %

Tvpe of pestfent;

Aduli ghyvehiare b 15 10 o] i TE
Dementia 2 i El ] i ]
Child and adolescent i i 2 2 X4 7
Tadul ¥ s 113 g2 36T I

& ool sample k] 9 H =% I}
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between CPNs and referrers are with respect to behavioural problems (where
CPNs identified 10% more patients than referrers) and confusional states
{where referrers identified 10% more than CPNs), The greatest discrepan-
cy, however, was between CPNs and referrers on the one hand, and patients
on the other hand. This was particularly the case in relation to problem iden-
tification, where over a quarter of patients could not tell what their problem
was; the comparative figure for CPNs and referrers was less that 4%,

Analysis of the sample by source of referral showed that 70% of patients
were referred to CPNs by their GP and 23% by a consultant psychiatrist.
Only 2% were réferred by other members of the CMHT. There was a
difference in referral patterns for neurotic and psychotic patients, with a greater
tendency for neurotic patients to be referred by their GP and for psychmtic
patients 1o be referred by a psychiatrist. Of neurotic patients, 81 % were referred
by their GF, compared with only 16% referred by psychiatrist, whereas the
figures for psychotic patients were 55% and 36%, respectively,

Inputs

Use of CPN time (measured in nomber of contacts or number of mnutes)
can be analysed in relation to several variables, for example, by age, sex,
diagnosis or presenting problem. Table 11.2 shows the use of CPN time by
main diagnostic group, The most resource-consuming patients in terms of
CPM time were those with nouroses, who used on average 262 minutes of
CPN time during the study period. and (compared with psychotic patients)
had fewer but longer contacts with their CPN.

When the four main disgnostic categones were braken down into more
detailed dingnoses, further differences were found (see Table 11.2). Patients
diagnosed as having obsessional neurosis used on average the greatest amount
of CPM contact time (B58 minutes per patent). However, there were only
two paticnts in this category, which may distornt the result. Excluding these
two patients from the sample of patients with neuroses gave an average of
just over 250 minutes of CPN time being spenl per neuratic patient, a similar
figure to that for paychotic paticnis.

It should be recognized that the complete picture of CPN resource use cannot
be gauged by reference to average contact times. It is undoubtedly important
1o examineg the disrribusion of times spent on patients with particular diagneses,
Mevertheless, the crede analysis presented in this stedy has increased
knowledge of the service as a. whobe.

Process

The great majority (80%) of contacts between CPNs and their patients
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Table 11.2 Use of CPN time by principal deagnosis

Connaets CPN rimne in minutes
Pratienis Jparient Apatiens Seenitacd

Organic states f7 5.5 27 41
Acule oFganie reaclion 5 1% .15 449
Chronic arganic

reaction hl 5. 230 41

Paychaosis: 105 .0 80 42
Schizophrenia 55 &0 224 a7
Paychotic depression)

mania 50 59 178 47

Meurases: 113 a4 262 54
Mewrolic depressson 7l 4,7 254 54
Anzicticsphobias 38 4.5 246 a5
Oibsessioma] nesrosis . I6.5 B58 52
Hy piwhondriasis 2 T 270 39

(Hhers L 4.0 227 &7
Eiting disorders: i 5.0 33 63
Personality disorders 5 .6 33 45
Adjustment resction m 4.3 71 63
Substance abuse 9 14 I35 45
Mot et made 22 LR i 132
Mo mental disorder I5 2.9 172 i)

Tostal in7 5.1 244 48

took place. in the patient’s home. The renuming contacts were al foca-
tions: such as health centres, hospital wards, and nursing and residential
homies,

Figure 11.2 illustrates the distribution of different types of intervention
by the CPNs. On average patients received len treatments on five occasions
during the three-month study period. Patients with psychoses received more
treatments than other diagnostic . groups, particolarly mo relation o the
sdmimiztration of drogs. Viroally all drug injections were given to paychotic
patignis, The most fréguent types af treatment are counselling/psychotherapy
and assessnmicnt/ohscrvation.

These findings. however, mught be biased because the large number of
treatments-in the assessment/observation category may be cauzed by the
requirement of the study to assess cach patient twice 1o the three-month period,
so that this category is oveér-represented.
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Environment

The number of contacts between CPNs and other professionals and carers
about individual patients over the three-month survey period 5 shown in Table
11.3, It is ¢lear that CPNs have frequent contacts with the referring GPs and
peychiatrists, and also a considerable number of contacts with paticnts” relatives
and friends. However, the data collected give the impression that CPNs are
working as fairly independent practitioniers with little consultation with other
members of the CMHT except paychiatrisis. o
There are distinet differences in contact patiern between the four diagnostic
groups. For patients with organic states the CPNs" contacts with other carers
were relatively frequent, as were contacts with GPs, psychiatrists and ward
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Tabde 11.3 Contacts by CFNs with other professionals and carers by main diagnoshc

graup
Mutn diagrozis

Organic Pavehkonic Newroite Oither Toral
Other CPNs 44 L] 14 T i
GP 131 203 244 135 713
Peychiairst 175 307 14 L7 S ]
Chocupational therapast 21 7 4 7 9
Clinical psychologis i . I5 H 29
Social worker ) 32 17 14 103
[Hsirict nufse 7 & 4 2 19
Health visibor 13 14 & 2] B3
Ward staff 153 12 4] L 195
Relatives! friends 186 170 125 86 i
Chber 54 55 23 I3 147
Total contacts H25§ Ra5 S0y A58 2626
Mumber of patienls a7 ] 13 2 67
Contacls per paticnd 12.3 8.0 53 4.4 5 |

stalf, Interaction between CPNS and social workers was also maost freguemt
fior this group. For the group of patients disgnosed with psychoses, the CPNs
appedr o ke regular advice from psychiatrists. Although only 36% of the
patients were referred to CPN care by a psychiatrist, CPNs had on average
howt three conbicts with o peychutnst per psyehotic patient, The CPNS appear
i be working more independently when caring for paticnts diagnosed with
neuroses and other dingnoses (sce Table 11.3).

Simnbar datd were collected for the patients” contactzs with other profies-
sionals amd relatives. This information was collected by the CPNs and its
pecuracy might be sespect of patients are {consciously or otherwise) failing
1o inform the CPN abour all their contgcts sinee the fast visit. Data onthe
frequency and duration of such conlacts has not been collected.

Amalysis of the dat sugpests thut over the threc-month period patients,
on average, had the same amaount of contact wath other carers as with the
CPNs. The majority of contacts were, however, with relatives or friends.,
which sccounted for around half of the reported contacts. Most patients also
had contact with their GF and, especiatly for psychitic patients, with a
paychiatrst,

Information absoul contact patterns was collected o piven a picture of the
interdisciplinary working relationships between members of the CMHT, It
suggests that for only a limited number of patents are there frequent conlacts
with different professional groups, Whetler a closer working relationship
between members of the CMHT might be beneficial and appropriate for the
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patients could be assessed by analysing the database 1o establish whether
patients achieved a better owgcome when there was more-frequent contact

bBeiween CPNzand ather professionals,

Dutcome

As mentioned earlier, outcome was measured by the use of 33 statements
which the CPNs were asked to consider in relation to individual patients,

Analysis of this outcome data is not straightforward because the measures
are not additive and cach statement must therefore be considensd separately

2% 7
é “//l é 1 Agree
7 é é :/f?, e
é Drsagiee
Ensfal: Drscharge il Chscharnid Enfaal Deschanga insfial [hsghangs
Organia Paythotc M obc Oitivey
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Dt Qrou fratial Dot
Ageed  Dheapres Agrag  Doeggras
D q g S0y 2y Figg
Payenoie g M 110 Bl
= 8350 3ThE 360 f5%
Cehar H5H Jate 2 1254

Frgure 11.3 Inianl amd discharge assessments.
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Ax an example of this analysiy, data relating to the staement ‘Paticnt is unhappy
or depressed” are presented here.

At the tme-of intial assessment the CPNs. percerved that the statensent
‘Patient is unhappy or depressed” was true for 48% and false for 52% of the
371 patsents For whom assessment was made; @l the final asscssment, the state-
ment was perceived to be true for 27% and false for 73%., This suggests that
patients receiving CPN care have improved with respect o this dimengion.
Whether this improvement wis asa result of CPN care 1= 2 matter for funther
analysis and debate,

Figure 1 1.3 ittustrates the CPNs' assessment for patients by miain diagnostic
group. A relatively high proportion of patients diagnosed with neuroses or
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other diagnoses were perceived o be unhappy and depressed in the initial
assessment. By the final assessment the differences between the diagnostic
groups were reduced on this dimension, [t appears that patients with neuroses
or other diagnoses had the largest improvement. The data do not indicate the
cause of the improvement, whether 1t was due mainly o CPN intervention
or to the natural history of the disease. Conversely, patients diagnosed with
organic disorders deteriorated over the study period. which probably reflects
the natural history associated with the main condition i thes dignostic groap,
The extent to which CPNs were able to predict these changes in their patients
at the initial assessment was also analysed. For 58% of all patients, CPNs
expected an improvement in terms of the patient’s unhappiness and depres-
sion, no change for 39% and deterioration for 3% . Over the three-month period -
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Flgure 11.5 Achievement of expeciaiions.
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improvements from the initial assessment were achieved for 43% . no change
oocurred for 46% and 11% deterioruted.

Figure 114 iNustrates the difference in expectations: and actual changes
for the four diagnostic groups, Owversfl, more patients deteriorated thin
expected over the three months. Similarly, fewer patients improved than had
been expected. The expectations for improvement were relatively large for
patients with neuroses, where 78% were cxpected to improve, Only 52% did,
however, improsve over the three months,

The differences between expectations and setual changes might be explamned
by the shoriness of the survey penod, so that many patients had not complered
their treatment and therefore had not improved to the expected level. The
design of the study required CPNs o formulate expectations of changes by
the end of the study period. In reality this may have proved diffscolt in respect
of some paticnis.

The above analysis considers only groups of patients and does not account
for changes within the groups, Analysis within the group suggested thar 4%
of all paticnts improved more than expecied, 33% achieved the expected
changes and 63% were in a worse state than expected. Figure 11,5 shows:
that the group of patients with organic states was the group where most chianges
wore g% expected (SE%), whereas less than a quarter of neurofic-paticnis
achieved chinges as expected.

Similar analyses could be undenaken forall 33 sttements, either for all
pateents on the CPR" lists or for a subgroup of patienis, These analyses could
give an indication of the dimensions on which changes in health staus are
maost likely to be expected, whether this 15 due to CPN intervention and/or
the natural history of the illness,

DISCUSSION AND CONCLUSIONS

The data analysis presenied here is a description of the whole CPN service.
However, the database has potential for much more detailed interrogation
and search for more specific findings which might be useful for CPNs louse
in clinkcal audit and for managers of the scrvice,

Clinical andit

Clinial audit 13 a continuous. process simed at improving the care of patenis
by setting standards of care and comparing the care given with those
standirds.

Most data collection systems implemented in community care are designed
tor produce information for the monitoring of service rpther than the manage-
ment of patient care. They often Tl 16 give practitioners the information that
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is needed to evaluate the standard of care and thercfore have Little value in
the audit process.

This study has developed and pitoted a-ser of instruments which enables
the CPNs o evaluate their own work as part of a chmeal audit process.
Protocols could be developed by the CPNs in peer proup discussions
secording o the nature of the patients’ llnesses or psvehiatric problems.
These protocols would be based upon the varables included in the data
collection instruments and would describe the group of patients in terms of
personal circumstances, the type and quantity of treatment offered and the
cxpected outcomes,

Daata about individual patients would be used in case conferences to establish
whether the actual care provided {and reported) is consistent with the progocol,
Cases where there were deviations from the protocal would then be discussed
by the peer group to identify any special circumstances which could justify
the deviation. These differences could then be explored for measures of good
practice and ways of improving the delivery of care to be more efficient and
lexs costly in terms of CPN time.

Management issues

The analysis of the data collected i the pilot phase will enable managers of
the CPN service to defline and measure workloads for the whole service or
for individual CPNs,

Workload measurés for the whole service are panticularly relevant when,
in the future, service agreements have to be made with purchasing authorities.
It becomes possible 1o inclede not only guantitative variables (for example,
number of patients on the lists-and number of contacts), but also qualitative
measures in termes of what cire is given (o patients and the effects of the care,
With the routing Gse of the instruments, the service’s performance in relation
to the service coniract can be monitored,

Another manigement issué at an operational level s the distribution of
workload between CPNs, It may be possible to define workloads - and
continuously monitor whether the distribution s approprizte or requircs
adjustment,

The data might also help managers to address issues of a more strategic
nature, The data anlysis presented hece has given a picture of the workloazd
of @ CPN service. and it appears that patients in the Northallerion service
are drawn from a broad spectrum of psychiatric disonders. Whether that should
continue or the service should achieve a higher degree of specialization is
one issue that managers might wish 0 addpess,

Another example is the functioning of the CPN service in relation to the
rest of the mental health sérvices. The data analysis has given some insight
into the degree of ¢o-operation with other mental health professionals-and
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the refermal system. According to the policy of the Northallerton Mental Health
Services. Department, CPNs should dccept referrals only from pgeneral
practitioners. or CMHT members. Yet a total of 19 (5% ) of patnents were
reported as being referred from other sources, This indicutes that CPNs might
be more willing o operate an “open’ referral system than the formal system
allows, However, relatively few (only 2% of patients were referred from
ather members of the CMHT,

Another management jssue concerns the working relationships with
other mental health scrvice professionals. The data collected suppest
that CPNs made more frequent contact with social workers than did their
patients. CPNs also contacted other nursing professionals, including their
CPN colleagues, although contacts with the occupational therapists amd
clincal psychologists were less frequent for both CPNs and patients and
mastly related to patients with organic states ‘in the case of occupational
therapists and peurotic: patients in the case of clinical psychologists, The
picture that emerged from the data analysis is one where the CPN acis
ax a ‘key worker® in the case management of patients, comacting other
professionals, friemds and relatives for help, advice and information as the
necd arses.

These msues ure a matter for debate between managers and mental health
care professionils, as s the issue of whether better amd less costly freatment
could be achieved by alternative arrangements. Uitimately. it will be for the
purchasers of mental health services to decide,

Further development of the method

It should be emphasized that this study is the first phase in the development
of suitable ways of evaluatimg the clinical performance of CPN services. In
the future, more work could be carried out 10 validate and refine. the out
come measuremient method. The mabiliy o agpregate the measurements i
form an overall score poses a problem in the interpretation of the data on
OLICOMEs,

There are two reasons as 10 why the measurements cannot, as they stand,
be agpregated, First, the scales wsed in the oulcome measurement are ordinal
rather than cardinal, This means, for example, that the difference between
I imajor deterioration) and 2 (shight deterioration) v not necessanly the same
ax that between 2 and 3 (no cﬁ&ngﬂ.

Second, the different dimensions of the outeome assessment have not been
weighted to reflect their refative imponance. For exumple, alithough there
are |5 dimensions in the assessment of the mental health of the patient and
only mne i the assessment of sociul functioning. it cannot be implied tha
the mental health category is more important than the socil funconing
category. Smmilarly, it does not imply that & patient’s score on one dimension
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is equal to another one {for example. ‘sleeping well” versus ‘coping with the
sympioms of the illness™), Given the figures are wsed o distinguish résponses
on the scales, there is o danger thin sdditivity will be assumed and the scores
surfmed erroncously,

A scoring svatem could be developed by using magnitude estimation
or visual analoguwe =cales o elicit valuations 1o overcome the first prob-
lem. The method of paired comparisons to derive weightings within and bet-
ween the main - categorics of outcome could be used to address the
second point. An overall score could be derived in this way which would
facilitate the analysis and render it more suitable for use in clinical audit
wiork.

In this study, actual outcomes were compared with expected outcomes.
However, the identified changes in paticnt health states may merely bea resull
of CPNs adjusting their perceprions when assessing the outeomes, There-
fore, the outcome messurement methaod shoubd be tested for reliability and
validity .,

If the study were repeated in, say, & year’s time then the changes in patients’
health states could be highlighted in a time series analysis. However, ome
drawback of the analysis of the pilot database is the length of the study perod.
Three months is probably too short a time to achieve any real improvements
in the condition of mentally 10l patients, and this could sccount for ihe
convergence of octual outcomes on modt dimensions to "no change” compared
with expected outcomes where mare variation was anticipated by CPNs both
in improvements and deferiorations.

If, however, the method were idapted as o means of permanently collecting
patient related data for peer review conferences, it is believed that the clinical
audit process would enable CPNs to adjust their care practice closer to what
is perceived to be pood practice and thereby improve the overall care of patients
and performance of the service,
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CHAPTER TWELVE

Attitudes towards supervision:
a comparison of CPNs
and managers

Susan Major

BACKGROLUND

The present informution on whal supervision means 1 community psychiatric
nurses (CPNs) s Jimuted. although competing arguments have begun o emerge
These include conflicting repons of practice, definitions and attitucdes Wowands
supervision. Morcover,.an agreed definition, theoretical framework or strategy
for operationalizing CPN supersvasion bas vet 1o be realized, OF attitudes, for
those adopling a positive viewpoint supervision is secn to-facilitate healthy
attimudes, learning and competencics, vital to the practising CPN {Pollock,
[U8E). The need o discuss difficult cases in the face of clients” anxiety, fear,
desparr, fulure and =0 on should make supervision the ideal forum for such
discussion, On the other hand, anxieties and opposition towards supervision
have also been reporied (Wilkin, 1988), which ¢laborates on the lack of
understanding which surrounds the purpose of supervision and the fear of
criticism which leads CPNs to resist such practices. Such @ position could
be explained in terms of the conditions which foster both negative and positive
attitudes. These conditions include the imteraction between CPMs and their
managers, On the negative side. the encounter ix between individuals who
are unegual in stk and is frequently tension laden and based on disciplinary
siyvles (Harries, 19763,

Thus, a picture emerges of the CPNs' exposure to emotional overload:
vel for many supervision miay be an unrewarding experience. These ohserva
tons may imply an assumption that many managers and CPNx conform to,
or resist, formal supervison because their attitudes are tniggered by different
ohjectives and varying degrees of appreciation and motivation, These

219
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difficulties and assumptions may alzo be due, in pan, o the lack of empirical
investigation inio CPM supervision. Thus, the need to do research becomes
hughlighted. While the competing arguments mentioned earlier are vast, several
areas of studies could be considered. This study, however, investigated just
one aspect; namely, the attimudes of managers and CPNs towards supervision,
The principle objective was to examine if there was a difference between
the attitudes of CPNs and managers' towards supervision. Initial reading
indicated that there was nota commonly agresd defimimon of sttitude, Rokeach
{1968} defined amitude as ‘a learned orentation or disposition towards an
object or situation, which provides a tendency to respond favourably or
unfavourably to the ohject or sitwation’. Cther words, for example, value,
belief and behaviour emerged continually in the literature specific 1o aminede.
Yalue can be defined as a beliel upon which a person acts by preference;
beliefs provide standards and motives which guide actions and behaviour as
overt actions (Allport, 1955; Gross. 1987). Secard and Blackman {1964)
suggested most definitions of attitude contained three dimensions:

1. The cognitive: what a person believes about the antitude, object objectivity.

2. The affective; what the person feels about the attitude olyect, that is, how
favourably or unfavourably it s evaluated, reflecting its place in the
person’s scale of valug,

3. The behavioural: how & person actually reacts to the attitude object based
on cognitive and affective components.

These dimensions, although helpful overall, are highly related. In other
wiords, if-aititude related o how people feel and what they beheve, asser-
tions can be made about the way they behave, To wse an example from
supervision in community psychiatric nursing, the valee could be tha
supervision mmproves standards of care. Arising from this the belief could
be that supervision aclivities require an element of planning, followed
by the behaviour {or practice) that all CPNs should receive supervision.
The above synopsis of the meaning of amiwde helped focus on the area of
INVESLIgation,

Literature review

A review of the CPN literature provided evidence that authors were sl
attempting to “discover’ what supervision was, rather than citing evidence
of strategies or theories for practice. Publications which present theoretical
frameworks were taken from olther mental health disciplines, and much of
the CPM information presented here was aneodotal (for example, CPNA, 1985,
[9ES; Wilkin, 1988). The overriding assumption in the literalure was that
supcrvision was beneficial, although sudies in the mental health field
comparing practitioners were limited. However, Biasco and Redfering
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(19765 reported that clicnis of supervised workers gained more than clicnis
with unsupervised workers.

The bepefits of supervision have been descrbed by Pollock ¢ P98E), She stated
that supervision allowed nurses the opporiunty 10 focus on attitudes and Teelings
abour management, while allowing an opporumny Tor insightiul priciee snd
staff development. The Firth, Melntee, McKweon e al, {1988) study wsked
ward stff by questionnare, 1w describe their feelings about work and their
percerved attribates . behaviours of their supenor. They concleded that
increased involvement, specific 1o decision making about chents and work
arrangements, were affiliated with higher morale, Bitter {1989 poanted ot
thal supervision enfunded care by clarifying ways in which authonty was dele-
gated, although she did not claborate on how this was done. The CPRNA (19835),
although not backed by rescarch, asserted that supervesion had an important
part to play in community psychiatric nursing. They included the following:

L. Enlightens CPNs to poatential arduous problems, thus enabling them 1o
miake decisions more competontly .

2. Provides sustenance through  bramstorming  deas.. knowledge  and
EXPEFIENCE,

3. Provides oppormunny o learn and develop skills through exploring
emaions  that may  mterfere with  the  chent=nurse  relationship.

While these benefits miy have demystified the therapeutic contribution o
practice, the existing CPN literature provided no framework or process for
how these benefits were to be achieved, nor what the hallmarks of what good
SUpervision were,

In contrast, Wilkin { 1988) remarked that many CPNs and their managers
gave only hip service (o supervision; moreover some admatted that given the
choiee they would not engage in planned supervision sessions, Wooll and
Goldberg™s ( 1988) study highlighted the differences between CPNs and social
workers in Salford. They suggested that social work training and practice
incorporated supervision which helped maintain stable caseloads, whle the
CPNs who received supervision based on a siyle of discipline carried
unwirkable caseloads of increasing size. Thatsaid. there was no eleboration
of how' supervision helped proctice. and genembzatons were difficull becanse
the study sample was small and drawn rom one study centre,. However, in
the light of the issues raised, the present writer has assumed that the Salford
CPNs viewed supervision from a negative perspective,

The CPNA (1985} and Wilkin { 1988) both outling the lack of understanding
in the aims of supervision, with many CPNs belicving that supervision
concerned iwsell only with-authority, At face valve, this conception could be
explained thus:

& The distinction between management and practitioners. in particuliar the

disciplinary style of management in psychiatric nursing (Harries, 1976).
# The lack of knowledge and theories underpinning CPN supervesion,
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® The role conflict and stran for managers and CPNs which concerns itself
with two ambiguities: (1) The manager's role, involving multifeceted
concepts: concermng. orgamzaticnal demands, for anstance,  cost-
effectivencss and efficiency, and (2) The team’s rale to provide the best
possible care for their clicats

Evidence was located which suggested that working without supervision could
be detrimental to both the nurses” wellbeing and client care. Hingley and
Harriz"s { 1986) UK study mvolving 515 senior nerses concluded that the lack
of suppod, in particular fronm superiors, was a great source of stress, Hald
the sample suggested that they got feedback from their managers only when
conduct was deficient, Platt-Knoch (1986) descobed how an experienced nurse
Fatled 1o recognize a clents relapse because personal circumstances imerfered
with her competency in assessment and care. Platt-Knoch argued that super-
vision would have helped the nurse to appreciate her subjectivity.

Mumerous papers have been written in an atlempl (0 understand super-
vision more clearly. Withstanding the conflicting definitions, it is worth
isolating and exploring the varighles common to all the literature. This
examination begins by looking at leadership practice, models and categories,
the essential qualites of a supervisor and rale conflice.

The notion of leader 15 complex. I can be alled not only 10 a hierarchical
system, but to personal characteristics and behaviour of a team (Dublin, 1989),
Most nurses view leadership as a hierarchial structure (Ritter, 1989; Yuill,
1968). The obvious difficulty with this was that this style implied supremacy;
it was the supervisor who determines what actually happens in supervision.
Contridictony findings have lad to confusion when attempting 6 find a comimaon
pracuice, Fandier and Raglly { F986) suggested that supervision wis praclised
widely in psychotherapy . By contrast, Woofl and Gobdberg {1986) stated than
supervision was nod thought to be generally available o CPNs. White™s ( 1950)
preliminary findings suggested that 75.2% of CPNs were involved with
colleagues in o supervizory relationship, although it was not the intention of
his survey o determing its nature and further investigation of this area was
warranted. Within clinical practice, models have, until recently, been ignored
in the belief that supervision was an éxtension of therapy (Har, P9E2), Han
{1982} formulated three models; namely, skill development. personal growth
and integration model. He summarized skill development as being aimed at
increasing hoth proficiency and conceptual understanding of the supervisee.
The relationship is that of teacher and learmer. The assumpoion here was that
the supervisor was the expert. The emphasis was placed on skills and client
problems. With personal growth, Hart (1982) argued that the emphasis was
10 incresse insight and affective sensitivity of the supervises, The rélation-
ship was that of counsellor and client. The key problem with this model was
that it implied that therapy may be taking place, although Hart argued that
the distinction between therapy and supervision depended on the supervisor’s
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skills. Clanity of distinction was made diffscull, in pan, because, in their choice
ol criters for skilled helpers, the authors drew paratbels: for example; Rogers's
i 1) description of unconditional regard was recopnized as beng an exsential
yuality in both therapist and supervisor.

Har (1982) argued that integration aimed to help the supervisee integrate
skills and self-awareness, [tassumed that the hicrarchical position associated
with: the supervisor is unimportent, as both offer and affect cach viber. Unlike
e iwo mdels mentioned above, this model relied on the superyises having
achieved a Jevel of competency in skills and personal growth. These inter-
pretatons by Hare (1982 reflect the pattern-of supervision m b United Siates
ol Amernica,

It is debsarable whethior these approaches have been realized i community
psychiatric mursing 0 the UK, as corrent hterature provides. only descrp-
tions of categories of supervision, Categories are generally understood 1w mean
the style or method in which supervision s operationalized. The CPNA { 1989)
and Barber and Morman ( F987) have acknowledged the imponance of four
aspects of supervision, They included the following:

I, Manageral, concermed with the maintenance of standards snd functions
of ihe orgunEalon.

2. Personal development, allowing for greater sell-awareness for balding
strengths and coping skills.

3. Chimical, examining work carried out with clients. Aims o produce an
understanding of care given,

4. Educational, referring to the development of skills and knowledpe,

These catepories were problematic in that difficuliees arose because the mothors
did not elaborate on proposed strategies for infegration or implementation,
ilthough contingency manigement theories suggested thit supervision advanced
for specic siluations may be the most effective siyvle (Steinmeelz amd Todd,
19831,

Supervision implied a relationship. Therefore, the refwtionship between
supervisor and supervises s fundamental o the therapeutic process of super-
vision. Poltock {19882 and b) suggesied that supervisees bearned o examine
ther own Jeelingsand atmudes during sepervision. Thiscxplomlon process
wis msde possible because the supérvisor possessed qualities thar broughi
about g helping relationship. This assamed that supervision wias a dynamic
provess that promoted change, thus resistance may emerge, The focus for
much of the hterslore was on thie conflictng roles of managers and CPNs,
An claboration of this wis provided by Waolsey and the Organizational and
Personal Development Consuliant Agency (19911, which was critical of both
pecrand manage rab superyvision: that i, while peersupervsion may Beenwlion-
ally supportive, it could be insufficient to develop skills, paniculurly if expertiswe
iwostmiidar, On the other hamd the managersl model of supervision besed on
hurcascratic idealopy has e potental o block personal amd skill development
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Given such an inconclusive summary from the substantive literamre, the present
study ateempled to shed a little empirical light.

METHOD

Sample

The sample consisted of two groups, CPNs and CPN managers. For the
purpose of this study working defimitions were established thus: 3 CPN was-
any nurse below H grade (using the clinical grading criteria) whose job descrip-
tion encompassed the e "CPN", A manager wasany nurss or team leader
above G grade whose job description encompassed managerial responsibility
for a CPM service. Two CPNs from each of the health districts in the West
Medlands and Trent Regional Health Authonities (n==68) and randomly selected
managers from these health districts (n=38) {in certain districts more than
one manager was identified) were invited (o participate in the study,

Although there is evidence (Honville and Jowell, 1978) of the risk of bias
a8 @ result of conducting & postal questionnaire. time and limited finance
determined this choice of rescarch method for the present study, Postal
quesionnaires also allowed the subjects time o consider their responses. Offset
againsi these advantages ane the dizsdvantages of poor response rates, especially
when the instrument was seen o be complex (Moser and Kalton, 1971),
However, to help overcome these problems, the following approaches were
adopted, To add a personal dimension to the request for guestionnaire
completion, telephone calls were made 10 cach manager in each health district,
Details of the study were discussed, and their co-operation was gained o
compléete the guestionnanre and 10 distnbute the same o twvo CPNs whose
names were alphabetically first on the list of team members. These managers
were each sent abrief background to the study and three guestionnaires; one
for their own completion and two for disimbution. The covening letter
included an introduction to the study, assurances of anonymity, comple-
tion instructions, the return procedure and deadline. Three stamped self-
addressed envelopes back 1o the researcher were mcluded. A reminder
leirer was prepared, but was not senl, because of the nitial bigh response
rate.

CPNs and managers were asked to complete the same questionnaire,
which had two main pans. First, a general section related to profesional
variables and second. a 20-item Likert scale questionnaire. The items
were developed from variables derived from the Iiterature that would elic
attitudes towards supervision, Examples of these variables fell under the
broad heading of practice, value and understanding, The use of these viriables
wis affected by:
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I, Definition of the word attitude
2. The hitcrature; there was o dearth of information concerning the dceurite
practice, value and understanding of CPN supervision.

Further space was provided in the guestionnaire for respondents 10 express

attitudes and feehings in their o words. An equal number of positively and

negively worded statements were preparsd. Each statemsent was nuimbered

and the numbers were chosen ramdomly by oan independent colleague 1o

determine the position of each in the guestionmsire, Five response alternatives

were provided: namely . strongly agroe (5A); agree (A} uncertinn (U): disagrec

(102); strongly disapeee (SI3). A scoring procedure was adopted which endorsed

the positively worded statements with a high score, and the negatively worded

statemients were givena low score. Thas provided a clear mdication of whether
a favourable or unfavourable anitude existed towards the iems listed, (Copies
of the instrument are avatlichle on request from the suthor. )

The content valichty was verified by using a panel of expeds o comment
an the appropriateness and relevance of the iems owards issues conterning
CPM supervision, OF the cxperts, twa were semor rescarch fellows, both of
whom were invelved in CPN rescarch and development: the third EXPEFL Wiy
a praduare nurse (MS5c)., who was previously employed as-a totor/CPRN
practitioner with an interest in elinical supervision. Esch was telephoned and
invited o comment on the dralt mstroment. This was (ollowed by oan
eaplanatory letter with the questionnaire/chirt and a return envelope. The
guestionnaire wis piloted with 8 group of CPNS and mamigers nod included
in the sample and, as a consequence, was slightly modified. The data from
the pilof study was used 1o address the reliability of the instrument. The internal
consistency was examined by using a coetficientalpha (Cronbach, 19505
The results are shown in Table 12,1

Table 12.1 Coefficient alpha of pilot sample

Pilur sumple
n=f2
Total score (h K13
Subseales
Valug T8
Understanding ABu
Practice 63

SELECTED RESULTS

O the 106 guestionmiires posted, 84 weee returned . Two were returned blank
and one was returned four weeks afier the deadline dats. Therefore, 91 were
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available for analysis. The overall response was 85.3% . The CPN total was
#9.7% (n=61). The manager total was 78.9% (n=30). It was worthwhile
noting that some managers, 21 % {n=8), chose not 1o paricipate in the stedy,
yet it is evident that some still distributed the questionnaires (o the CPNs.
It is therefore not possible to indicate whether the non-respondents (7,3%
CPNs; n=35) chose not to participate themselves or were nof given the
opportunity, As the questionnaires were returned, they were divided inia the
two groups (CPN and managers), checked for usability and assigned an
wdentification code. The resuliant data was coded onto spreadsheets. Following
thig, demographic characteristics were established from the general informa-
tion section of the questionnaire, and & two-tailed © 1est was performed on
the 20-item Likert scale.

Twenty-four health distncts were located in the West Midlands Regional
Health Authority and 12 health districts in Trent, There were 26 males and 35
females among the CPNs, and 19 males and 11 females among the managers
All CPNs (n=61) carmied cascloads, whereas rwo-thirds (n=20) of managers
saw clients. The ENB CPN course completers were distributed significantly
differently between managers and CPNs: 73.3% (n=22) of managers were
s0 qualified and 42.2% (n=28) CPNs held the qualification. The proportion
was higher for both groups than the last known average of 37.5% (White,
19490}, In addition, 26.2% (n= 16) CPNs had undentaken a supervisor's course,
a8 had the majority of managers; (B0% n=24). Some examples of these
included: community practitioners/teacher course and ficld work supervisor's
course and workshops on clinical supervision, The respondents were asked
about the length of time spent in community psychiatric nursing. Of managers,
30% (n=9) had five years' service or less, compared with 40 (65.5% ) CPNs;
43.3% (n= 14) of managers had six (o ten years of service, whereas 21.3%
{n=13) of CPNs had the same length of service. OF the remaining managers,
seven (16.6% ) had more than 11 years in community psychialric nursing,
and gight (13, 1% ) CPNx had the same number of years® service. The bases
for respondents are given in Tables 12.2 and 12.3 and compared with the
national posiion tn 1990 (White, 19500, The noted trend for a shift in bases
from a hospital setting to communily bases was also reflected here.

A further question asked respondents to provide details of the different
client groups on their caseloads, Justover half (53.3% ) of the managers carried
a genenic caseload, compared 10 29.5% of the CPNs. About two in five (42.6%)
of CPNs worked with adults, whereas 40% (n=12) of managers worked in
that arca. Others reponied working in specialized fields, including work with:
clderly mentally ill people (CPNs 22.2%, nw= 14; managers 6.6%, n=2); child
and adolescent (CPNs 2.2%, n=2} and ncuropsychiatry (CPN | 6%, n= 1},
Of the pay grades, the majority of managers were either H grade (43.3%,
n=13}; or I grade (46.6%, n=14). The remaining three were senmor nurse
4 and 5 grades and one was within the general management structure, Mosi
CPNs were G grade (91.7%, n=56) with five CPNs (8.1%) at F prade.
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Tahle 12.2 [stribution of CFNs by operational base, compared with the national
figures for 1550

CPN MNermvor! Feires (LK)
R T 1
Baze (%) (%4
Pawehuteic umt of district general
heigatal 14.7 4.5
Payechiatric hospital 11,4 26
Day centee 4.2 .
Day hespital 6.5 84
Health centre/ P procthee 188 225
Community menial bealih centng 26,3 18:5
(her 14.7 133

Wi 14HRN

Toble 12.3 Distrbatwon of managers by man hase, comparsd with matsonal ligeres

for 15540
Manager Matrowerl figres
FEspemdenis e

Hati i % %)
Paychiatre unm of distnct goneral

hospilal IRy iR
Paychimrie hispinal LR 8.3
By hospial 6.6 52
Healih centre/GP practice 33 4.2
Communiy mental health cerre 153 w4
Ceher 26.6 K4
Nov man base - 136

*Whine, 190

It was ohserved that a proporion of CPNs (14.7%, n=9) and managers
i16.6%,. n=5) chose to describe their own experiences of supervision
on the questionnare, While some respondents described enthusiistic experi-
ences (CPMN, n=2: manager. n=3), three-quaners of CPNs and managers
in=2) hsd experiences related to problems associated with supervision,
The following remarks were reported in the comments section of the
QuEstiOnmEire.
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Managers' experiences

® The lick of understanding of what good supervizion is and the value and
benefits that can be gained are desperate from my expencnces among CPNs,

#® Peer group supervision sirongly improves communication and moral.

# Supervision has been my expenence for 11 vears . . 've always viewed
it as positive, self-developing, but always in need of clanfication as w
goals, functions, siyle,

CPNs’ experiences

# Although I find the thought of supervision threatening. it is essential 1o
me if I am to work effectively and consistently .. . Currently 1 do not
receive supervision of any sort.

# Supervision is essential for good practice and both personal and profes-
sional growth.

#® There are problems in clinical supervision | receive. | recognize the
following blocks - time restraint, difficulty in relationships. Problems
around supervisor being my mangger, Too few trined supervisors o go
around.

® | have seen supervision used negatively, finding weaknesses and using
them against people (disciplinary issues), but it should not be a disciplinary
ECETIAFID,

In order 1o interpred these study data, the results of the 20-ilem Likert scale
were thbulared, ltems were divided into the subscale headings (value,
understanding and practice) and each response. for example, strongly
agree, was expressed s points {1-5 or 5=1). CPNs' and managers’ per-
centages of these pants were calculated (sce Tables 12,4, 12,5, 12,6, 12.7,
12.8).

Table 124 was calculited primearily (o help with the inerpretation of the
results, although on the basis of these data, it follows that overall explica-
pons-can be made about the sinilarities in attitwdes between the wo groups.,
A constant theme emerged: the majority of CPNs and managers agreed overall
with the positively worded statements and plainty disagreed with the negatively
worded statements. For this reason, individual statistical tests were not
performed on each item; however, evidence to show that such concomitance
hold good a@re seen in Table 128, The minimum score for the CPNs was
&6, for the managers, 73, The maximum score for the PNz was 95, for
the managers, 94 (Table 12.7), The mean and standard deviation of scores
were computed (Table 12.8). The reliability of the instrument was assessed
by calculation of the coefficient alpha for tedal =cores, both for the pilot sample
and todal sample, This iz shown in Table 12.9.
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Table 12.4 Caleulation of percentages of CPNs andl managers of responses on the
Likert scale grouped umder the subscale heading “value’

Responses on Likert seale specific % of CPNs T of murnagee

to earch sinteament fi =&} for = 40}

Supervisien improves: stapdands of cane

¥ 5 ELURN 4315
4 369 S0
¥ 8.1 .5
3 L ik
I - -

Towy mvwch ermphasis s placed on (e

vialue of supervision
i [ -
2 3.2 -
i 1.4 B
4 55.7 7.6
5 4.5 6.6

Supervision can head to personal development )

b 5 LR 533
4 47.5 433
3 2.0 -
z - 2
1 3.5 -

Mew skills con be pained inosupervision

F ’ 5 4.5 6.6
4 B 0.0
¥ - 13
& £ -
1 - =

Bupervision relieves dsokatun

- 5 LR 433
4 sS40 466
3 4.9 33
2 - a3
I - =

Greater confidemce results romn supervision

n 5 311 £
4 524 500
3 131 1k
2 - 33
| - -

54 = soongly agece; A = agree, U = wncertain; [ = dsagree; S0 o= songly disagree
* posiiep sooring (8A-50 A4 U3 D-2, 5D-1)
megalive Woring (ha-1, A=3, U=, Dhed 505 )
MNote: Fractiomal perceniapes have mol been rounded |:|1'I'Iul.Ei5.I'mm huurn'ﬂ:;rr,lhnm‘l’m
veftan values may adfe oals, -
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Table 12.5 Calculision of percentages of CPNs and managers of responses on the
Likert scale grouped wnder the subscale heading ‘understanding'

Kespories on Likert scale specific % of CPNs % of munagirs.

for ek Trafement {m=al) =31

Supervision resnics Ay

= 1 33 46,6
2 = [y
3 - 2
4 B 434
5 459 466

I am gereraily suspicious of supervision

= I I & 33
2 - |
i ; B
4 45.9 0.0
5 47.5 46,16

Mansgers are the biest supervisors

= i = =
2 14.7 FLHR
3 14.7 1.6
4 524 £l
5 317 13

Bupervision is conserned with scrulinizing work

= | 1.6 —
Z - 266
k] a4 X3
4 557 +3.3
5 9.6 L5.0

I find supervision thremenmg

— I = =
2 6.4 6.6
3 4.9 x
4 57.3 S6.6
& LR 366

Supervinon means crilicism

= 1 1.6 -
Z 4.9 -
3 4.9 -,
4 459 43.3
5 360 566

Supervision is exercising leadership

£, | k Fe 1.3
I 131 [{{R1]
3. 14.7 £
4 41.6 465
5 4.5 2.6

Supervision means discipline

= I - f.fi
2 24.5 26.6
i 4.9 4.4
4 4.2 333
5 245 261
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Table 12.6 Calculation of percentages of CPNs and managers of responses on the
Likert seale grouped under the subscale héuding “praciece”

Kesponses on Likert soale specific % of CPN T of Hrandgers

tormch slrhement fm=a{} in = 3N

AINCPNs should receive supervision

" 3 7337 B0
4 6.0 RN}
3 b :
2 LA -
I R -

Expericnced CPMNs do i peed

STV IS

= i . =
] % -
3 - =
4 415 0.0
5 5.7 0.0

Supervision is essential in CPN

iraining

o 5 425 IR
4 144 400
3 3.1 -
2 65 =
I ] -

Oher disciplings can gave supervision

L 5 P4 6.t
4 4.2 -
3 4.7 -
- 131 200
I 16.3 -

Supervisers need approprsite training

o 5 524 433
4 426 413
3 32 ity
2 - 33
1 - 3.

Supervision activities require an element

of plunning

" 5 0.3 TR
4 65,5 b
3 I.6 3.2
2 1.6 -
1 .6 -
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Table 12.7 Minimum and maximuom scores

Rispordenrs Misiamm soore Manfmuemn yoore
CPNs 66 95
Managers 73 Sy

Table 12.8 Mean amd stanchird deviation (sd)

Respondents Mean el
CPNs #2.31 7.0
Muanagers BLE6 &3

Table 12.% Reliability {cocfficient alphs) of the total sample (n=%1)

Toral wample
=11}
Total soore .72
Table 12.10 Resultsof a t test on anitudes. wowards supervision
i df P
.31 B9 o752
I o= i iest
dil = degross of Ineedom
p = probehiliny

In order to be able 1o test for significant differences in responses, the null
hypothesis — there is no signficiant differenee between managers" and CPNs
attitudes towards supervision on this instrument - was tested using an unrelated
i est. (Table 12.10).

The resulis failed o repect the null hypothesis. The data show that the
differences in attitude between CPN5 and managers towards supervision not
to be stastically significant (t=0.31, df=89, p=0.9752, where (=1 fest,
df=degrees of freedom and p=probability) at the 0.05 Jevel.

The results in this study showed that different antitudes between CPNs and
managers Wowards supervision were not present in the study sample. In fact,
quite the opposite was found: CPNs' and managers" aititudes were appareatly
similar overall. The results indicated that a favourable attinsde existed between
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the o groups an this stedy. The resulis may have several explamstions,
Conditions such as p'imr interactions between CPNs and managers muy not
be o imponant as previowsty stated. Findings regarding operational and main
base accorded almost wdentically with White s { 19900 findings {mamigers may
not be working in the same place), Therefore it was. possible that contact
between CPNs and managers was limited.

It may have been that geographical distance between the iwo groups
mobilized CPNs 1o make wse of supervisors elsewherns; therefore, the expressed
result that members of other disciplines could give supervizion could be taken
to be the “norm’. Additionally, poor pocess 1o managers may huve sccoonted
for the finding that managers were not the best supervisors, Further, it may
be that the positive attitudes of other groups (psychiatrists, psychologists and
social workers) militates for supervision as a requisite for CPN work and
therchy encourages supervisory practice.

Alternatively, the possibility exists that, at best, the results may be denved
friom a posiive relationship or mutual enderstindimg of each other s rmole.
Thiz could be becavse the demaographic data sugeested thiat most ol the
managers. carricd caseloads, and. iherehy anderstood the diffculties of CPM
work at first hand. This situation may account for the uncquivocally positive
resulis {for example, mean score of at least ) on items that all CPNs-should
have supervision (positvely worded) and that expericnced CPRNs do not need
supervision (negatively worded), Anather varsion could be thal CPN= and
managers have only recently became aware of the meamng of supery s,
Data inchicating high course aendince and the favourable attitudinal respomse
to the statement that supervisors need training, might suggest that supervisor
skills iind knowledge have been acquired. 1t might be expected, therefore,
that these new skills would kead the two groups: to respond confidentially about
the value of supervision, In connection with this, mumagers may still be working
with CPNs whose "coaduct” 15 scen to be deficient, but munagers are now
better equipped to offer feedback on problems in an assertive and construc-
tive mgnner. Hiherio, without such skills, feedback may have been defined
negatively, thus leaving CFMNs feeling threstensd and disciplined. These skills,
in turn. may have contributed (o the favourable attitudinal result thar super-
vision was mol discipling, criticism or threatening, As such, ot least for the
respondents in this study, the negative effect of supervision cxpressed i the
liverature may bBe dated.

Basic training issues should be considered. The demographic dati suggested
that most of the subjecis had spent considersble tme m community psychiatne
nursing. This was reflected in the predominance of G grades of the CPNs
and the H and | grades of the managers. This suggested thit the majority
oof the two groups did BRM N training before the 1982 syllabas was introduced.
There is linle desubd that the previous RMN syllabus and, indeed, the ENB
8107811 courses are deficient in teaching skills (Wolsey, 1990). Therefore,
ik maghit be expected thit thase respondents who scored high on the statcments
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apecific to gaining skills, personal development and improving standards of
care were dependent on supervision for the acquisition of skills w do CPN
work: The interpretation of the overwhelming response thal supervision
improves standards of care was not immediately obvious; there was no sound
evidence in the literature to suggest this was the case. It might, thorefore,
be possible that the groups made assumplions about improvements in care
by reazon of felt support; for example, attitudinal results suggested that
supervision relieves isolation and feads 1o greater confidence, Needless 1o
say, other factors not examined in this sudy may have contributed 1o this result,

METHODOLOGICAL CONSIDERATIONS

Several methodolopical concerns are evident in this study . The most plausible
reason for the resulis obtained was the sample size. Since these data are based
on sample evidence, there was o possibality that the sample could vield a result
different from that if the tal population was studied. Further, the present
results could not be explained readily in terms of the published literature.
Fiest, some obvious drawhacks arose when this study was compared with
previous work, In the absence of :n'q:uirin;'&l data on sUpervision in communi-
iy psychiatric nursing, direct comparison was made difficull. As mentioned
earhier, much of the previous work draws conclusions based on individual
cpinsn and interpretation. Second, some of the [iterature was Amencan, which
raised the question about its applicability to CPN services in the UK and o0
this present study. It was therefore ressonable to suggest that the literafure
should be interpreted with caution,

It is also possible that there could have been differences in attitude which
were nol detected by this study's methods, although the imstrument has the
advantage of being tested for reliability and validity. The resulis of the co-
efficient alpha were good. This was weakened, however, by the method for
developing the subscales; these were identified subjectively by the researcher.
The obvious quesnon that anses 15 “does the dat coancade with the subscales™
The results might have been more tenable if confirmed by factor analysis,
OF the validity, thiz referred only 1o the content validity, rather than con-
struct or criteria-related validity, and assessment of content validity is based
essentially on individual judgement and opanion and 15 therefore subjective,

Another possible reason for the resulis is that the demographsc dats revealed
that the sample differed in some ways from the CPN/manager population,
For example, the number of actual B00/EI0/81 L course completers was
ssignificantly higher than the last known natonal average; the majorty of
managers carried caseloads, which was Tar more than envisapged, and muost
had attended supervizors’ courses. Such differences were difficult to exclude
from the present study,; and would be remaved or controlled only if & national
survey was undertaken. This would ablow for more confident peneralizstions
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from these data, However, these differences were offscl by the fact that baoth
groups were matched with the entire CPN popalation on other demographic
characteristics.

Ancdher factor also exsted, numely that defintions aml stilements ol
exprossed in this stwdy may have contributed o the resulis. For exsample,
an owerall defimition of supervisicn or catcgory defimitions. (educyhonal,
managerial, personal and clingcal) in the guestionnzire might hiave produced
different findings. Against this, however, the inclusion of any defimiticns could
hive lead 1o a bias in the researcher favour,

Orthier similar issues existed. I was not known if the sample were receiving
supervision, or if it is available w them; explicit practices were not examined
in this study, Howewer, it1s plausible 1o suggest that many respondents received
supervision, as all were.able to answer statements standardized to the Tiest
person, which may imply that respondents were drawing Irom persanal
expenences, Furthesmore, White's (199800 prelimanary find ings suggested that
15.2% of CPNs recerved supervision, although he argued thut this substan-
tive arca warramted funther investigation, as the nature and cxtent of this
supervision remained unclear.

It is not unreasonable to sugpest here that respondents” attitudes may have
heen “frozen’ before they became CPNs. For example. their stistudes may
have originated from previous cxperiences during training, working on hospital
wards and even in dilferent health avthories, The possability also existed
that the responses were nol represcntative of the reaposdents” actual feclings,
Moreover, i would-be erroneous (o assume that there was alwiays a consisiency
between attiiude and behaviour . In other words, respomdents may have belaeved
i the potion of prescribing and prachsing supervision, bt with e evalence
supporiing the effectivencss of supervision (Har, 1982},

The other issue was that of *social desirability” (Polit and Hungler, 1987)
While the topic of supervision has been the subject of many vears” debate,
the attention it currently receives through CPNA training events and so forth
meay have lead responcents (oo respond 0o oway that they decmed s beang
cesirable within the CPN culivre. This, i turm, may have coninbated tothe
duiscrepancies between the subjective data {respondents” comments) amd the
obpecive messures (empanct evidence), For example, one respeondent reposricsd
that she did not receive supervision, but her objective responses were very
Favenrable:

Possible implications

This study was a pilot, but which had practical implications. Notwithstanding
the methodological concerns, the practical interest to both CPNs and managers
in their percepiion of supervision ds-being positive deserved some comment,
This study attempted o clarify the relationship or mutual undertanding which
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existed between CPN and managers specific to attitudes towards supervision.
Certainly, analogues in the literature could now be guestioned. In this case,
both groups in the study could now be made aware of their shared commitment
towards this topic. The collaborative effects could provide a basis for creative
and flexible discussion about ideas and problems concerning supervisory
practices at service level. Additionally, the causation of problems which still
surround supervision were more likely 10 be answered if communication
improves. Ways should be found which atlow both groups to commumnicats
these commitments, problems and ideas. However, until the effectiveness of
supervision is assured through empirical studies, issues are unlikely 1o improve
spontancously. During the course of this study, the common attitudes towards
supervision have emereed as key indicators for further work a8t service level,
CPNs, munagers and in-service teachers should iake responsibility 1o
provide opportunities and training in order to facilitate the growih of posi-
tive atiitudes. Furthermore, untill CPNs have their own verison of supervi-
sion that provides explicit definitions and madels; they will continue 10 focos
on other work which has been undertaken by other health professionals (Hart,
1282).

CONCLUSIONS

This study attempted (o provide information sbout the attinades of CPMNs and
managers wwards supervision, The results indicated that a favourable amatucde
exisis in the two groups, In this sense, the results could be interpreted as
being positive, particufarly if they were borne out of actual practice. They
could in future provide the basis for creative and flexible work at service
level and continued investigation, However, senous methodological issues
have been encountered by this study, These will be faced by other studies
in the same substantial area in the future and need to be addressed before
unequivocal claims about attitudes can be made. In the absence of empirical
comparative data from nursing literature, the claims here have been appro-
priately modest until the methods are devised and extended to a larger CPN
population.
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