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ABSTRACT

Mental health services are under continuous pressure to develop multidisciplinary service models in
response to government policy. Mental health professionals, however, continue to be trained in
isolation with little preparation for working within a multidisciplinary environment. This thesis
explored the development of professional identification amongst nine students in their first year of
qualifying training. It focussed on their understanding of their role and the roles of other mental
health professionals, specifically nursing, social work and occupational therapy. It also focused on

the impact of interprofessional education (IPE) and work-based placements.

The research undertaken in this thesis was framed by a social constructionist approach and utilised
semi-structured interview data collection methods, discourse analysis and the analysis of course
syllabii to explore student experiences.

The findings indicate that there may be benefits that can be achieved through IPE regarding
enabling students to understand their professional roles within the broader context of health and
social care. IPE can offer a means of preparing social work, nursing and OT students for the
multidisciplinary team environments that they will be required to work within should they choose to
work in mental health services. This thesis suggests that the impact of placement experiences within
the first year of study on identity and knowledge of own roles and those of other professions,
whether in MDTs or uni-disciplinary teams is significant. These findings indicate that consideration
should be given by education providers to the weight and significance of the first practice based
experiences, as a potent learning and development experience that can shape professional identity

and understanding.
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CHAPTER 1. LITERATURE REVIEW

1.1 The impact of the multidisciplinary team model on professional roles

This chapter is divided into two parts. The first part provides a context for the research by
reviewing selected policies in England that have shaped the current multiprofessional
configuration of mental health service delivery models. The literature review focused on the
period from the early 1990s to 2004 when the establishment of new Multi-disciplinary Team
(MDT) models introduced by the National Service Framework (NSF) for Mental Health
(1999) target implementation period had been completed. Literature from before and after the
policy implementation time period is included in order to encapsulate the views and
perceptions of the perceived impact of the changes before, during and following the
introduction of the MDT models. These policies are reviewed alongside selected literature
that drew on the impact and experiences of the changes from a professional’s perspective. The
second part of 1.1 then reviews literature that explored the impact of these developments on
the perceptions of roles within multidisciplinary teams in addition to any perceived threats to

professional identity.

The second part of the chapter (1.2) reviews literature exploring the impact of socialisation
and interprofessional education on professional identity, understanding of role and those of

other professions.

Definitions of interprofessional and multiprofessional education and practice

It is widely understood in the literature that the prefixes of inter-and multi-are used
interchangeably when referring to professional practice and education (McAllin, 2001). This
section seeks to give an overview of the variation in terminology used in reference to the
provision of education to more than one group of professionals, and the definitions of teams

that consists of more than one professional. Miller (2001) defines interprofessional education
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(IPE) as different professions learning about topics of mutual interest, rather than about each
others’ roles. Clifton et al (2006) define these shared learning opportunities as
multiprofessional education. They argue that the term interprofessional education describes
where professionals learn from and about each other, with the expressed aim of improving the
delivery of care to individuals. Freeth et al (2006) suggest that the interactive nature of IPE
goes a step further, in enabling the participants to generate new perspectives and ways of
understanding between professions. This lack of clarity in the definition of IPE extends

throughout policy and research (Sharland et al, 2007).

Barr et al (2005) define IPE as

‘Occasions when two or more professions learn with, from and about each

other to improve collaboration and the quality of care’ (p11)

Barr et al's definition has become the most accepted definition across disciplines. The focus is
on the intended outcome of the process, to enhance collaboration between professionals, in
contrast to multidisciplinary education which simply brings different professions together in
the classroom. In constructing a working definition of IPE in relation to this study, |
synthesise the definitions of Barr et al (2005) and Freeth et al (2006). My working definition
of IPE is occasions where professionals learn with, from and about each other, and in doing so

develop their understanding of how professionals can collaborate in practice.

The confusion relating to IPE terminology translates into the practice setting. The terms
multidisciplinary and interdisciplinary are often used interchangeably in the literature
reviewed here. However, in discussing professional roles within mental health teams the

difference is significant. Within a multidisciplinary team only one person, such as the care co-



ordinator within the Care Programme Approach or the psychiatrist, makes decisions about
interventions or treatment. There will be opportunities for each discipline to feed in to the care
planning process, through individual consultation or team case discussions. The potential
advantages of the multidisciplinary approach of bringing different disciplines together are not
maximised in this situation. Finding a workable way of combining the input of the range of

disciplines into a common decision-making process produces an interdisciplinary team.

A team functioning in an interdisciplinary model would enable the utilisation of the range of
skills held by members to best meet clients’ needs and pools knowledge and resources to the
best effect. Whilst the literature commonly refers to MDTs as the approach of choice, it can
be argued that perhaps MDTs provide a realistic starting point from which interdisciplinary
systems and processes can be developed. Individual disciplines can often find that their skills,
competencies and approaches are exhausted when presented with clients with extremely
complex problems. Working co-operatively in partnership with other members of the team to
evaluate client needs and develop a joint plan of action would demonstrate successful

interdisciplinary team functioning.

In relation to this study, it is important to recognise that the MDTs referred to in the literature
are generic CMHTSs. These teams were the first point of referral for the full spectrum of
mental health needs and as such operated in a multi disciplinary way. Some of the new teams
introduced by the NHS Plan (2001) such as Early Intervention Teams and Assertive Outreach
Teams have been designed to function as interdisciplinary teams by virtue of the fact that they
have shared team caseloads, as opposed to individual case loads. This has been achieved by

introducing staff to client ratios and team caseload approaches.



Mental health policy & the development of the multidisciplinary team approach

In the early 1990s government policies relating to mental health service development focused
on a multiagency and multidisciplinary model of delivery with the introduction of Community
Mental Health Teams (CMHTS). The policies aimed to encourage and facilitate better
working partnerships between professions and agencies (Do H, 1989; 1990a; 1990b; 1996;
1997 a; 1998 a). However, uptake and implementation was variable and the government
responded by setting national priorities and ring-fencing budgets in an attempt to accelerate
the process towards interagency collaboration, including the shift towards multidisciplinary
team models (DoH, 1997b: 1998b, 1998c). A First Class Service (DOH, 1998e) announced a
new wave of performance measures across the NHS, including the introduction of National

Service Frameworks and implementation guides with related targets.

The National Service Framework (NSF) for Mental Health (DoH 1999b) specified models of
treatment and care which people would be entitled to expect in every part of the country in the
five following areas: mental health promotion; primary care and access to services; effective

services for people with severe mental illness; caring about caregivers and preventing suicide.

The Department of Health stated that the intended outcomes of the NSF were to remove the
existing ‘post code lottery” system of service provision and widespread variations in mental
health provision across England. The document’s main focus was on new models of service
delivery, with examples of good practice referenced throughout. There were also key
messages around interdisciplinary working. Chapters 2 and 3, entitled ‘Primary care and
access to services’, highlighted the need for primary care staff to increase their skills and
knowledge and deliver services to people with mental health problems, indicating a shift away
from specialist services provision for people experiencing less severe mental health problems.

This meant that GPs and practice nurses needed to work more collaboratively with specialist



mental health staff. The requirement for 24-hour access to services also meant that
interagency and interdisciplinary communication needed to improve. Chapters 4 and 5,
entitled ‘Effective services for people with severe mental illness’ framed success around

effective integrated Care Programme Approach (CPA) systems and interdisciplinary working.

A particular strength of the NSF was that it identified the need to develop the workforce and
continue working with professions over longer time periods, effectively recognising that
multidisciplinary harmony could not be achieved overnight by a change in policy. The
framework suggested that providers should produce a professional development strategy and
that the balance of existing skills would need to be adjusted in some areas in order to address
a shortage of skills in others. A particular weakness of the NSF was that whilst an emphasis
on team, interdisciplinary and interagency working within education and training was
suggested, this was aimed at a post- qualifying level with no mention of the professionally

unqualified workforce or qualifying training.

The NHS Plan (2000b) strengthened the messages delivered in the NSF, announcing major
investment in new models of service: crisis resolution, assertive outreach, and early
intervention in psychosis teams. The NHS Plan also announced the introduction of Care
Trusts that would enable the establishment of a single organisation to commission health and
social care, proposing that the new changes would eliminate some of the difficulties
experienced between services and amongst staff. Whilst the NSF made specific references to
the perceived challenges for professions, the NHS Plan with its new roles and new team
models with a specific multidisciplinary focus did not. Indeed, reference to multidisciplinary
working was only made twice throughout the 147-page document, with no mention of
interdisciplinary working. The new mental health specific roles announced in the plan

(Graduate Primary Mental Health Care Workers, Gateway Workers, Community



Development Workers and Carer Support Workers) were not professionally affiliated. The
plan introduced changes across the broad spectrum of NHS services, and as such, the
guidance did not provide a sufficient level of detail to enable services to easily implement the
new roles. The message was clear, however, not only were professions being asked to work in
more prescribed multidisciplinary and interdisciplinary models, but also that government

policy was looking beyond professional roles to new roles based on competencies.

The Policy Implementation Guide that followed in 2001 (DOH 2001a) specified in greater
detail the professional mix and workforce numbers that were expected to be put in place in

order to deliver these new service models. Its foreword stated,

“It is always difficult in any national publication to achieve the correct balance between
clarity over what is to be done and local flexibility over how it is to be achieved. This is a
guide not a prescription...there is also emphasis placed on tailoring services to meet local

needs” (DoH 2001, p. 3).

However, the targets were prescriptive and specified target service user populations, numbers
and caseload ratios and a service specification for each team, which effectively allowed for
very little local flexibility. Whilst key skills were identified to deliver the service to meet
client needs, there was no flexibility in the roles that would deliver them, instead established

professional roles were specified in numbers per team.

Context; The role of professions in health and social care
There have been a number of policy changes within health and social care in the last two
decades that have had a significant impact on professional roles, identity and education:

e Changes in social care policy & effects on the professional status of social work



e The move to degree qualification in social work
e New ways of working and the shift away from professionally affiliated roles
e Developments in health education commissioning
e A competency based approach to roles
This section considers the professions’ responses to these challenges within the broader

practice context.

Social care policy

The NHS and Community Care Act 1990 and the subsequent shift towards community
provision brought new opportunities for professions to work more autonomously and redefine
roles. A decade later, The Care Standards Act (2000) introduced a new regulatory body for
social care professions, the General Social Care Council (GSCC) which raised the profile of
professional roles within the social care workforce. Both of these policies had a significant
impact on the perceived status of social work, but in different ways. The NHS and
Community Care Act 1990 clearly defined the remit and raised the awareness of the social
work role. However, it also brought the challenge of renewed power struggles between
professions at the health and social care interface. What the Care Standards Act (2000)
achieved with the introduction of registration was to establish equality for social work status
amongst other professions and address a long-standing issue for inter professional working.
Within health care, regulation was seen as fundamental to professional status, and the
perceived lack of accountability to a regulatory body had until this point led health care

professionals to view social work as a profession as ‘lower status’ (Green, 2006).

Social work education
The changes to social work education in England with the move to degree status in 2003
further enhanced the status of the social work profession. The Requirements for Social Work
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Training (DOH, 2002a) heralded this as an opportunity for social work to reinvent its image
with the public and establish equal standing with other professions. More recently, the revised
framework for post-qualifying education and training set high academic levels of achievement
in association with specialist and higher specialist awards. These changes have enhanced the
status of these roles within the health and social care arena, particularly amongst nursing
colleagues who are yet to move to an all graduate profession. Social Work at its Best (2008)
highlighted the positive impact that these changes have had on the perceived status of social
workers in the health and social care field. However, these changes occurred at a time of great
change within the healthcare arena, where there was a significant move away from

professionally affiliated roles.

New ways of working & move away from professionally affiliated roles

2001 heralded a drive for new ways of working within healthcare, with the introduction of the
Changing Workforce Programme (DOH, 2001b). The main focus of this programme was to
develop new roles and expand and broaden existing roles to encompass competencies and task
that were currently being undertaken by specific professional roles. The initiative had a focus
on reducing all roles down to their component parts & identifying the competencies required.
New ways of working for many meant enhancing the role and undertaking activities that had
previously been undertaken by more senior roles; nurses undertaking extended roles that were
tasks previously only performed by doctors; the development of the health care assistant,
genericising and differentiating from the nursing assistant role, to undertake many of the tasks
that were previously within the qualified nurses’ domain. Whilst professionals expressed
concern regarding the undermining of their professional roles, these competency based roles
have continued to develop. The impact on professions has been to move further towards
specialisation. Within psychiatry, the focus of the consultant role is moving towards advice

and treatment of complex cases, as opposed to leading teams and holding overall



responsibility for entire patient populations, as was previously the case. Whilst many have
welcomed this development, psychiatrists have voiced concern regarding the lack of
opportunities for post graduate psychiatric trainees to gain generalist knowledge on more
common mental health problems, which are now routinely dealt with by other professions.
(Dale & Milner, 2009). The strength and influence of the professional bodies may have
prevented what they perceive as unwelcome change from taking place in previous decades,
but the development of commissioning expertise and power within Primary Care Trusts

(PCTs) has introduced a different influence upon healthcare workforce development.

Health care education commissioning

The NHS Plan (2001) and the Changing Workforce Programme (DOH, 2001b) provided
opportunities for new roles to be developed in response to policy direction and for education
programmes to be commissioned to support these. This aspiration was problematic, however,
as PCTs lacked experience and competence in the new role that had been bestowed upon them
as commissioners of services. This lack of confidence and experience in workforce planning
resulted in PCTs costing and purchasing what they had historically bought; more nurses, more
social workers and more occupational therapists, and the opportunity to creatively develop
and commission new roles was lost. Expertise and capability within the commissioning role
has developed significantly over the last 10 years however, enabling the creation of structures
and processes to support flexibility. The centralisation of health care workforce training
budgets under the Multi Professional Education and Training Levy (MPET) enables
employers to directly influence the education and training programmes that are commissioned
on their behalf, through the regional workforce deaneries. The economies of scale that this
brings create potential for the introduction of new roles and innovative programmes of

education.



Competency based approach in mental health

The Changing Workforce Programme had a significant impact within mental health services,
due to the direction of mental health workforce policy between 1998 and 2001 being driven
by the new models of service delivery outlined in the NSF (1999) and the NHS Plan (2001).
The workforce initiatives that emerged from these policies were prescribed multidisciplinary
working models and new roles based on specific competencies, with an invitation for local
innovation around traditional roles. The policy literature available within the study timeframe
concerning the mapping and compilation of competencies required by mental health
professionals mainly takes the form of Government funded research project reports

(Sainsbury Centre, 1997 & 2001; NIMHE, 2004)

Pulling Together (Sainsbury Centre, 1997) identified core competencies for specialist
staff within mental health services and made recommendations to review the education and
training of key professions with an emphasis on shared learning and joint training. The report
stressed the value in diversity and suggested that each of the current mental health professions
has strengths and skills to offer for the services of the future, arguing that developments in
professional training should take place within existing professional frameworks. The Capable
Practitioner’ (Sainsbury Centre, 2001) outlined the skills and knowledge required by
practitioners to provide the new mental health functional service model, and for the first time
in health care policy extolling value based practice, reflective practice and social awareness as
key aspects of healthcare roles. The 10 Essential Shared Capabilities’ (DoH, 2004)
attempted to encapsulate the core values, attitudes and approaches that all staff working in
mental health services from either health or social care backgrounds should aspire to. The
intention was that the 10 ESCs would form the basic framework upon which the curricula of
all pre and post qualification training for professional and non-professionally affiliated staff

would be based. Whilst this document was received well initially, and embraced within the
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nursing curriculum, the widespread adoption did not materialise explicitly across social work
and other health care profession programmes of study. These contributions to the literature are
significant in identifying the tension that arose in the mid 1990s, and that still exists, between
the notion of the need for competency based pre-qualifying training with shared value bases,

and a move towards the development of a generic mental health professional.

To some extent, the anxieties that professions expressed around generic worker roles have
been highlighted by the development of the mental health practitioner role in Hampshire
Partnership Trust. Difficulties in recruiting nurses to work on inpatient wards led to the trust
approaching the local university to develop an education programme for a new role, based on
specific competency gaps identified within the inpatient workforce in 2003. The mental health
practitioner programme was a post graduate 2 year diploma programme aimed at graduates
from a wide range of backgrounds. The students were employed as trainees, and spent 1 day a
week at university, the other 4 days on placement within the acute ward setting, and related

services, such as crisis resolution home treatment teams.

This new role was developed by employers to meet a skills gap, specifically psychological
and occupational therapy provision to in patients units. Brown et al (2008) who reviewed the
experiences of the early cohorts of students, summarised that the new role was an
amalgamation of the disciplines of psychology, nursing and occupational therapy. This role
met with resentment and mistrust from nursing staff within the ward environment, in
particularly in relation to its lack of registered status. The new role was perceived as a great
threat to nursing, drawing on an ever expanding pool of non vocational graduates, and taking
only two years to complete. The nurses retreated behind profession specific competencies
such as medication prescribing and administration. Surprisingly the role survived, but due to

its non- regulated status it is not transferrable outside of the organisation. Although
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frustrating for the workers, this is advantageous for the Trust, ensuring a high retention rate of

new graduates, if employment cannot be sought in neighbouring Trusts.

The development of entirely new non- professionally affiliated roles has continued within
mental health. The Improving Access to Psychological Therapies programme (DOH, 2007a)
spent 170 million pounds over a three year period to introduce a new workforce based on two
new roles of Psychological Wellbeing Practitioner and High Intensity Worker. These non-
professionally affiliated roles are based around specific competencies in evidence based CBT
interventions for a defined client group with anxiety and depression only. Whilst welcomed
by many as plugging a gap in service, many other professionals already in primary care

settings, such as counsellors, have felt disenfranchised (Mace et al, 2009).

More recent policy changes have continued to focus on competency based roles and move
away from traditional professions. The decision by the Department of Health to utilise the
Yorkshire Care Pathways Model (Self et al 2008) as a basis for developing a charging system
for mental health service commissioning has spawned a plethora of projects mapping
workforce competencies to required interventions, indicating a direction of travel towards a
pathway competence based role, irrespective of profession. Another significant workforce
change driver has been the changes introduced by the Mental Health Act (2007) and the
widening of the pool of professions entitled to undertake Approved Mental Health
Practitioner and Approved Clinician Roles. This change in law aimed to improve access to the
most appropriate professional for assessment in the most timely manner, although the changes
have been met with scepticism by social workers and psychiatrists. For psychiatry, the
broadening of the range of professions eligible to undertake the Approved Clinician role has
threatened what they perceive to be one of the few remaining unique elements of the

psychiatrist’s role. These perceptions are set within the context of new working practices for
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psychiatrists, functionalisation and diminishing numbers of psychiatry training places
commissioned. For social work, the concern that nurses and occupational therapists will not
have the appropriate values based training foundation on which to build the AMHP training

are coupled with the potential threat to the independence of the role (Bowl, 2009) .

This change is further compounded by the service reconfigurations taking part at a local level
in relation to Section 75 partnership arrangements (DoH, 2000a) which provides a mechanism
for budgets between health trusts and local authorities to be pooled, and the perceived threats
to traditional working practices. In the West Midlands, this has meant wholesale structural
change in some organisations, but incremental in others. Depending on how this has been
implemented or communicated, these have been seen as collaborative partnership working or
hostile take-overs. A number of specialist Trusts within the region have transferred social care
workforce contracts from local authorities into the Trust, which has in turn had an impact on
the perceived social care identity and independence. For many, this change in employer status
could be seen to challenge their independence from the medical model. What this has also
brought into sharp relief is the lack of opportunities for social workers to progress beyond
senior practitioner roles without moving into management roles. The emergence of non
medical advanced practitioner and consultant roles within health has enabled nurses and allied
health professionals to do so. These drivers for workforce change during the period of this
study provide a means by which we can understand the practice context in which the students

undertook their placements and how they have continued to develop.

The emergence of the MDT
The Community Mental Health Teams developed in the early 1990s were based on a
multidisciplinary team (MDT) model and drew on professionals from the nursing, social

work, psychiatry, psychology and occupational therapy workforce. These teams took referrals

13



from GPs, Social Services and hospitals for a range of mental health problems, across the age
span from 18 to 65. Much of the literature stimulated by the introduction of MDTs in the early
1990s focussed on professional comment and debate as opposed to empirical studies. Onyett
et al (1994) and Onyett et al (1995) presented largely positive debate regarding various
approaches to making the Community Mental Health Team (CMHT) model work in practice.
Galvin and McCarthy (1994) published a critique of the CMHT model arguing that it was
flawed because it failed to utilise interdisciplinary team processes and expected too much
from the teams. They argued that teams were ill-equipped to deal with the broad range of
mental health problems presented and the large caseloads, which resulted in dysfunctional
processes within teams. They also suggested that ideology and not a strong evidence base
drove the rapid growth of CMHTSs. They argued that the vague generic roles and confusion
around accountability and responsibility were key elements of failure in the effectiveness of

the CMHT model.

A central focus of Galvin and McCarthy’s argument was that government policies assumed
teams to be the most effective way of managing the workforce resources in place to provide
support for people with a range of mental health problems. As workforce had been split across
directorates within trusts and across organisations between health and social care they argued
that this may have seemed to be a sensible solution to encourage collaborative working
relationships between professions. The authors argued that referrals were not being discussed
at allocation meetings to ensure best fit of client needs to practitioner skills or the enablement
of interdisciplinary perspectives in case discussions. They referred to research by Searle
(1991) of CMHTSs who found that only 13% of cases worked with in teams involved more
than one professional, arguing that the pressure on CMHTSs to keep waiting lists down meant
that referrals were allocated to whoever had a space in their diary. This resulted in uni-

disciplinary assessments with few of the potential MDT advantages being realised, such as
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pooling of interdisciplinary knowledge, the ability to specialise in areas of interest and the

reduction in delays and confusion caused by interprofessional referral processes.

Searle’s findings may well be an accurate reflection of the pressures on CMHTSs who, in the
1990s, were tasked to meet the needs of a diverse population with mental health problems.
The functionalised team models in the NHS Plan were intended to protect caseload numbers
and introduce systems to tailor services to client groups and avoid using a single team to
channel all referrals for the broad range of mental health problems. Undoubtedly, Galvin and
McCarthy made relevant points in highlighting the difficulties of day-to-day service provision

within MDTSs but there were opponents to their argument.

In response to Galvin and McCarthy’s criticism of the positive and optimistic approach to
CMHTSs espoused within earlier publications (Onyett et al 1994; Onyett et al 1995), Onyett
and Ford (1996) retorted by suggesting that Galvin and McCarthy’s argument focused on
practical implementation issues rather than problems with the concept of practitioners
working jointly together within a multidisciplinary team framework of operation. The authors
went on to argue that targeted care, staff equipped with a wider range of skills and the
identification of clear team goals with better focussed operational management would
improve CMHT effectiveness and that there was no need for the total abandonment of what
Galvin and McCarthy described as a “‘manifestly inadequate model’ (p157) . Furthermore,
whilst Galvin and McCarthy suggested the need to take a closer look at alternative approaches

and service models within mental health they fail to identify any such alternatives.

The impact of multidisciplinary teams on perceptions of role & professional identity
Literature concerning the impact that MDTs have had on role perception and professional

identity focused on both a mix of professional comment and empirical research. Evidence
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suggested that MDTSs could have a role blurring impact if professions perceive that generic
activities such as assessment and care planning can be done by any profession without the
input of others (Brown et al, 2000). This view is supported by Galvin and McCarthy (1994)
whose fundamental argument is that MDTs assume that team members from all professional
backgrounds can undertake core activities like risk screening and need-based assessments.
This assumes that each professional possesses an adequate level of skill and competence
required to carry out these tasks that has been assessed throughout their pre-qualifying
training for their specific profession. Galvin and McCarthy suggested that this reduces the
specialist skills that professionals have into a repository of generic competence. In response,
Onyett and Ford (1996) suggested that the most obvious cause of inconsistent team aims and
individual responsibilities are self-interested professionals concerned with preserving
autonomy at all costs. These positions appear polarised, although both seem to support an
argument for the identification of skills that are core to all professions and a better
understanding of specialist professional roles, approaches and values of other members of the

MDT.

Norman and Peck (1999a, 1999b) conducted two linked research studies which aimed to
explore some of the commonly identified flaws regarding multiprofessional working in
CMHTs and to formulate a proposal for addressing them. They facilitated a series of
discussions between two groups: one including representation from professional organisations
at a national level and the other with clinicians from a specific service provider within the

London area.

The first of their two papers reported the deliberations of the professional representation

group, which comprised clinicians, service managers and academics representing a range of
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mental health disciplines and professional organisations. The group met for facilitated group

discussion four times in a ten-month period.

Feedback from this group provided a number of examples which demonstrated that effective
multidisciplinary working had been achieved in teams by finding various ways to overcome
the challenges. The key theme arising from these group discussions was that interprofessional
working was developing skill mix and range of competencies within CMHTSs. However, the
group identified four main reasons as to why many staff in CMHTs remained uncommitted to

achieving good interprofessional working;

““Loss of faith by mental health care professionals in the system within which they work;
Strong adherence to uni-professional cultures; Absence of a strong and shared philosophy of
community mental health services; Mistrust of managerial solutions to the problems of

interprofessional working.” (Peck & Norman, 1999. P231-232)

Both studies set out to identify key problems of interprofessional working in adult community
mental health services and to identify potential solutions. Whilst the study succeeded in
identifying a range of factors that impinge on interprofessional working in multidisciplinary
teams and reported discussions about the reasons why these obstacles existed, it failed to
deliver a comprehensive plan of possible approaches and solutions to the issues raised by the

four identified areas of working beyond changes in national policy.

The second paper (Norman & Peck 1999b) reported a series of facilitated group meetings
between members of three CMHTSs. These collated narratives illustrated how professionals
perceived their own role and the role of other professionals. Participants met in their uni-

disciplinary groups to develop a consensual account of their role, responsibilities and their
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professional identity. They were also asked to define and describe the origins and the means
of maintaining that professional identity. The series of bi-monthly workshops included two
uni-disciplinary groups and aimed to develop the stories and accounts which would then be
circulated to the other professional groups. Two further workshops were held one month later
to enable individual professional groups to formulate responses to the other professions’
stories, on aspects of the professional identity that they valued and perceived areas for

development.

The sample of participating teams was drawn from one geographical area, which cannot
represent the professional mix and organisation of others around the country, and as such
could not be considered representative of multidisciplinary teams nationally. Nonetheless, the
study provided an account of mental health professionals discussing what they think are their
values, skills and approaches. The researchers also stated that an aim of the research was to
“delineate the origins and the means of maintenance of that professional identity” (Peck &

Norman, 1999 page 232), but findings relating to this are not reported in the paper.

The paper provided summaries of accounts and responses from each of the disciplines. Each
discipline demonstrated unease and fear of losing identity and reported feeling undervalued
by the rest of the MDT. Whilst all disciplines attempted to articulate the culture and values of
their profession, the clarity of these attempts was variable. The most striking element was the
reactions and responses received to professional accounts from other professions within their
team. Most responses reported surprise or disagreement as to whom the discipline was aligned
with, and reported that the information on skills, values and approaches of that profession
were new to them. These findings suggested that it could be useful to engage students in
interprofessional education at a pre-registration level when they are forming their own

professional identity. This would allow for comparison of the roles and approaches of their
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own profession with others in the field, leading to a deeper understanding of their own and

other’s role.

Concern regarding the perceived threat to professional identity posed by multidisciplinary
mental health teams inspired McCrae et al (2004) to explore service managers’ views of the
potential impact upon the future of the social work profession in mental health. A qualitative
approach was utilised to undertake interview with 50 senior mental health service managers
with responsibility for social workers, and nine academic staff from social work training
providers over a three-month period. The data was analysed using qualitative analysis

software, following which a thematic analysis was undertaken.

McCrae et al. found that respondents aligned themselves to one of three perspectives, which
enabled them to develop an attitudinal framework. This comprised of traditionalists,
eclecticists and genericists. Those allocated to the “traditionalist’ category demonstrated a
commitment to retaining distinct boundaries around the social work role that would remain
separate from NHS professions. This group also demonstrated a strong allegiance to the
broader local authority adult social work practitioner role. A group emerged who were
assigned to the “eclecticists’ category who demonstrated a willingness to identify and accept
areas of commonality in practice and skills who were positive about potential developments in
multidisciplinary teams, but whom were unwilling to sign up to a generic worker role as they
felt that clients would lose out if choice and difference in professional approaches were not
available. The final group assigned to the category of “‘genericists’ had no qualms about the
dilution of professional roles and identities if it meant the client got better care, even if that

meant the evolution of the generic mental health practitioner.
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McCrae et al warned that the adoption of the traditionalist approach would not be sustainable
in the current service delivery models, but social work would risk being left behind and even
more isolated from other professions. In addition, failure to align to multidisciplinary service
models could have detrimental impact on the access to and range of service provision
available to clients. Genericists on the other hand could be perceived as confident and
progressive in their enthusiasm to embrace the generic practitioner role. However, this
approach overlooked the importance of distinctive skill sets and approaches of different

professions in MDTSs.

An eclecticist approach appeared to offer a compromise between both traditionalist and
genericist approaches. Whilst positively embracing interprofessional working and identifying
common ground where possible, the eclecticist retains an appreciation of the unique skills,
values and approaches provided by different professional perspectives and recognises the
richness that retaining this mix can bring to the MDT and ultimately, the service user. It is
possible that this approach could be further enhanced by IPE at a qualifying level by enabling
professionals to understand and appreciate the differences and similarities between other
professions alongside their chosen profession. McCrae et al (2004) concluded from their
findings that mental health social work faces an uncertain future, suggesting that in a world
where evidence base for interventions and approaches is key to ensuring service funding,
social work needs to clearly demonstrate its value if it is to retain influence on its own

professional future.

Professional and team identity
As several authors suggested (Whittington, 2005; Barr, 2003, Norman & Peck, 1999b)
preparation for interprofessional working needs to start at qualifying training level, which

requires exposure to other professions, both in the classroom and in placement settings. The
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socialisation experiences gained by working alongside other professionals can enhance clarity
of understanding of other roles but more importantly, provide opportunities for students to
compare and contrast approaches, skills and values of other professions outside of their
chosen profession. There is a wealth of literature available that explores the impact of
socialisation on professional identity across a wide range of professions, that is not specific to
mental health (Brown et al, 2000; Carpenter, 1995; Goodman, 1986; Guile & Griffith, 2001,
Kuzmic, 1994; Martin, 2005; Wenger, 2000). However, there is research-based literature
pertaining to the impact that MDT working can have on team identification specific to mental

health teams, some of which has been selected for review here.

A recurring theme of the literature reviewed here is the contrast between the positive impact
that MDTs can have on the development of strong team identification and identified shared
values, which leads to increased role clarity, and the negative impact that a perceived threat of
genericism can have on professional identity such as role blurring (Carpenter et al, 2003,
McCrae et al, 2004; Brown et al, 2000). Role blurring refers to the point at which
professionals lose sight of where generic skills end and specialist skills commence and can

result in a fight to preserve professional boundaries and identification.

Carpenter et al. (2003) investigated the relationship between the organisation of community
mental health services and professional and team identification. They set out to test the
hypothesis that teams in well integrated areas (defined by an earlier study (2002), relating to
organisational links between health trusts and the local authority) would identify well with
their team and less so with their profession. They predicted that well-established teams in
well-integrated areas would demonstrate positive attitudes and shared values, more role

clarity and less role conflict.
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The study’s research design and methodology was complex. An earlier study had collated
data on team organisation and level of integration with the Local Authority. There was also an
added variable of whether the service the team provided was targeted towards people with
severe and enduring mental health problems. This information formed the basis of the
selection of the sample to ensure representation from teams across the range. The sample was

large, 113 participants at the first interview stage, and 77 at the second stage.

A quantitative methodology was used, with seven standardised questionnaires administered to
gather data, with allowance for some free text at the end. The sample comprised staff from
four districts in the north of England who completed the questionnaires, on two occasions,
twelve months apart. Data was collected at workshops and the exercise was repeated in twelve
months to address team and professional variables. However, whilst this was intended to
allow for changes in team composition, nine social workers were unable to participate in
interview two. This had a significant impact on the results as social workers demonstrated the
largest difference in scores between professions and made up 27% of the sample at interview

one. Only 49 participants were present at both time points.

The data collected was subjected to rigorous statistical analysis. A range of parametric and
non-parametric tests were used although extremely small sample sizes for some of the
professions skewed the overall picture across the professional groups. Psychiatrists, OTs and
psychologist numbers were so small that their results were aggregated to from one group

alongside social workers, community psychiatric nurses and support workers.

Carpenter et al discovered that although there were differences in team functions due to the
impact of integration between health and local authorities in some places, the

multidisciplinary team design and function as an environment in itself did not impact on
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professional or team identification. Social workers demonstrated a significantly higher rate of
conflict of role compared to the other professions and had poorer perceptions of team
functioning. The research also found that the multidisciplinary nature of a team did not affect
team or professional identification and this was consistent across all four districts. Participants
did identify more strongly with their team than their profession, however. This difference was
consistent across all four districts. These findings are important to the concerns of this thesis
and its aims to explore the impact of socialisation within placement settings on the
development of professional identity amongst students. However, it is worth noting that these
participants were not students and many may have had significant experience in a number of

environments.

Brown et al (2000) also investigated the implications of an MDT approach on professional
identity within three CMHTSs in a rural area within the Midlands. The three teams, comprising
29 staff, had recently been reorganised into multidisciplinary teams. Participants were
interviewed using a semi-structured questionnaire which focused on the day-to-day work role,

the data from which was themed and subjected to discourse analysis.

The participants’ responses highlighted the existence of significant boundaries between
disciplines within the teams. The study also found that participants felt that roles and
responsibilities were being blurred in numerous areas which some saw as a progressive
developmental step, but for others raised defensive barriers and prompted a retreat behind

disciplinary boundaries.

Lack of organisational processes and clarity of team purpose was an issue within the
participating CMHT's, with some participants reporting that they felt that they had been left to

fight their own corner which for some felt like defending their own professional role. Some,
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however, reported that this lack of clarity encouraged further blurring of roles and
responsibilities, as all team members endeavoured to get the job done. Brown et al concluded
that the challenges encountered by professionals within multidisciplinary teams served to

reinforce boundaries between disciplines.

Professional identity and confidence in multidisciplinary teams

Some authors (Laidler, 1991, Dombeck 1997, Whittington, 2005) suggested that the
development and subsequent maintenance of professional identity is important to enable
people to provide focused and effective input into interdisciplinary processes. Opinion is
divided however, on whether this should take place at qualifying or post-qualifying training
level. Dombeck (1997) discusses the notion of “territoriality’ (p 15) with regard to
professional identity, illustrating that many professionals differentiate themselves by their
professional training background and job role responsibilities within an organisation, or
service area. Many people refer to their background discipline as a defining feature of their
professional identity even when they have not practised within that role for a number of years.
Dombeck asserts that a person needs to have a coherent understanding of their own
professional identity and role before they can work effectively in an interdisciplinary team.
Laidler (1991) proposed that professionals need to feel secure in their own professional role
and skills in order to be able to share this expertise. In contrast, Whittington (2005) argued
that IPE at prequalifying level could promote professional identity and develop confidence

and awareness of other roles.

These contributions to the literature suggest that it is important to consider the difficulty of
forming collaborative ties when an individual is unsure of their own professional identity.
Collaboration and successful partnership working can be strengthened by an individual’s

confidence in their own perception of role and professional identity. If someone is confident
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in their own identity, role and boundaries and has knowledge and understanding of others
professional roles, the multidisciplinary team environment does not present a threat. However,
professional identity is formed in the early stage of training and this needs to be nurtured.
Through IPE and socialisation, via multidisciplinary placements, students can gain awareness,
knowledge and understanding of other professional roles, which enable them to focus on the
unique values and approaches of their own profession, and what that means to them as an

individual.

Summary

The key themes that have been identified in this chapter and are relevant to this thesis concern
the impact of multidisciplinary working on perceptions of professional identity and the
importance of preparing students for MDT working within professional qualifying training
courses. The literature reviewed in the first part of this chapter highlights a number of issues
relating to the impact that multidisciplinary team models in mental health can have on
professional identity. Studies of multidisciplinary team effectiveness indicate that
professionals have a poor understanding of each other’s roles and skills and this can adversely
affect the teams’ ability to function effectively. Some of the literature suggests that
professionals identify themselves with their professional group rather than fellow mental

health professionals, and this often acts as a barrier to effective team functioning.

The second part of the chapter examines literature relating to the development of professional

identity, socialisation, interprofessional education at a pre and post-qualifying level, and the

challenges these present.
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1. 2. Professional Identity, Socialisation and Interprofessional Education

This thesis aimed to explore the impact that socialisation and interprofessional education,
both within taught and practice placement settings, can have on the development of
professional identity in mental health students. The process began with a thorough review of
literature examining professional identity and the subsequent identification of processes that
may underpin and support its development. Literature was selected on the basis of relevance
for health and social care professional training. The notion of professional identity and the
impact that socialisation may have on its development is discussed in the chosen literature at a
conceptual level, but empirical investigations in the health and social care arena are sparse.
However, there is a significant body of literature in the field of education that covers this well,
some of which has been selected for review here. There is a raft of profession specific
literature commenting on the impact of multidisciplinary working in mental health on the
development of professional identity. These include nursing (Lankshear, 2003; Carpenter
1995; Kenny, 2002), occupational therapy (Hughes et al, 2005; Hughes, 2001.; Craik et al,
1998), social work (Carpenter & Platt, 1997) and psychology (Trepka, & Marsh, 1990;
Watts,. 1987). However, this literature does not provide empirical evidence to either support

or challenge arguments around professional education and has therefore been excluded.

Literature exploring the impact that interprofessional education can have on the development
of professional identity is reviewed, with specific focus on empirical studies. Due to the
paucity of such research in the mental health arena, literature relating to studies of training in

the health and social care professions more generally is also included.
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Professional identity

The notion of identity and what constitutes identity is discussed at length in the literature.
Epstein (1978) stated that identity “Represents the process by which the person seeks to
integrate his various statuses and roles, as well as his diverse experiences, into a coherent
image of self” (p101). Soddy (1961) provided a simpler description, that our identity
constitutes our likes and dislikes, what we are good at and what we are not so good at.
Identity is the person who we think we are, how we describe ourselves, or how we would like

to be seen.

An identity imbues a person’s values; how you see yourself makes a statement about the
values you think are important. A person can have a number of concurrent identities, for
example, a woman may have identities of mother, partner, daughter, sister, employee and
employer and function very differently in each of these roles and identities, yet each can
coexist. Turner (1999) purported that a person may have a number of social identities that run
concurrently, but argued that for many reasons, one identity can be dominant at a given time,
depending on the situation and context. To this end, identity is a concept of self and people
typically see themselves in relation to other people and judge and compare themselves against

others.

The formation of an identity can arise from identifying with people who are similar, or who

have similar interests or features. Wenger (2000) stated that

“We define ourselves by what we are not as well as by what we are, by the communities we do

not belong to as well as by the ones we do.” (p 239).
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It follows then that the formation of a professional identity is created by students engaged in,
learning about, spending time with and taking part in activities with professional colleagues to

enable them to define what their role is and what is not.

The Development of professional identity

Having a professional identity involves a person aligning themselves with the beliefs,
attitudes and behaviours of a particular profession. How professional identity develops, or
what influences that development, is complex. This thesis aimed to explore the impact of
exposure to group interactions within the educational setting and the workplace on mental
health students and consider whether the opportunity to compare with and differentiate
themselves from within and outside of their professional groups has an impact on their unique

professional identity.

Cohen (1981) suggested that professional identity is developed through a process of
witnessing and experiencing professionals at work to be able to identify the key skills,
competencies, approaches, values and norms that the individual practitioners demonstrate.
These then need to be internalised and referenced to enable the individual to seek out or
identify similarities with their own behaviour. Dombeck (1997) in her discussions on
professional personhood, maintained that having a professional identity places additional
expectations and responsibilities upon an individual, as there is an expectation by society that

a professional person will already have a high level of social functioning.

Social identity theory (SIT) offers a model for examining the process that enables individuals
to make distinctions between us (whatever group or organisation we identify we belong to)
and them (people outside of that group). It therefore follows that SIT can enable us to

understand the process that underpins the formation of professional identity, and explore how
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individuals distinguish the characteristics of different professional groups in the placement
setting. However, Whittington (2005) in his review of perspectives on identity compared
Social Identity Theory (SIT) with Self Categorisation Theory (SCT). He described SIT as the
process by which people make judgements to distinguish themselves from other people,
which then enables them to look for people whom they view to be similar, a group they can
identify that they belong to. SCT however, goes a step further so that an individual stops
looking for comparisons with their own identity and characteristics, but looks for what they

might have in common with others, to establish membership of a number of groups.

Whittington also described how

“Our knowledge of the world is derived from our construction of it in interaction with others,

and that the primary medium of construction is language.” (p.44).

This understanding is located in a particular time, and within a specific cultural context with
all of the norms, values and expectations that exist within that culture. In relation to this
thesis, understanding why students use particular terms and phrases to describe their
experiences may help us to understand the cultural context they inhabit both in the classroom

and the workplace.

Whittington suggests that we need to adopt a different approach to progressing IPE in
practice, that does not pose a threat to the identity of individual professions. He suggests that
we do not replace discipline specific discourse with interprofessional or generic discourse,
rather that interprofessional collaboration will become the dominant theme within health and

social care discourse.
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Self Categorisation Theory (SCT) as described by Whittington (2005) was utilised by Hind et
al (2003) who undertook a study to measure attitudes towards students’ own profession and
other health and social care professions. In line with SIT and SCT theories, they set out to
explore possible relationships between strength of professional identity and attitudes towards
in and out groups. Participants were drawn from students on pre qualifying health care
courses within their first year, and data was collected using the survey method, and analysed
using a quantitative statistical analysis package. What they found was that those who had a
positive attitude towards their own profession also had a positive attitude towards other health
and social care professions, and vice versa for negative attitudes. The inter-group
differentiation predicted by the SIT and SCT theories did not occur. They concluded that the
social contexts and perceived membership of the broader group of healthcare students may
have been a mediating factor in the results, but more importantly that a lack of IPE

opportunities for the students may have influenced the lack of inter-group differentiation.

Factors that may influence the development of professional identity; professional
socialisation

The concept of professional socialisation articulated within this thesis is the process by which
an individual gains a sense of occupational identity and the common characteristics and
values of that particular profession, by observing others in practice as an undergraduate
student. McGowen and Hart (1990) suggested that the process of socialisation may or may
not be carried out at a conscious level by the student. Adams et al (2006) argue that

professional socialisation can develop

“Through critical experiences where procedures and rules experienced by students or novice

professionals trigger the construction of a professional identity.” (p57)
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The passivity of the experience is challenged by Mires et al (1999) who suggested that the
process of socialisation requires a conscious effort on behalf of the individual to contrast and
compare the norms and values experienced within the setting with their own, emphasising that

they are happy to accept them as their own values and norms.

The literature on socialisation in the health and social care field is sparse, particularly in
relation to empirical studies examining the impact on professional identity. There is however,
a considerable amount of research on the impact socialisation has on professional identity
within the field of education (Hanson & Herrington, 1976; Kusmic, 1994; Mealyea, 1989;
Mires et al, 1999). Robson (1998) used a single case study approach to examine the role that
professional socialisation played within the training programme for a student teacher. She
described her approach as the ‘reaction approach’, which emphasised the investment and
reflection a student makes along the journey towards becoming a professional, and developing
their professional identity. The key themes that emerged from Robsons’ study were
identification with colleagues and students and separation from colleague teachers and
students. Whilst on her practice placement, the student actively explored her role in relation to
her colleagues, but also with her students and university tutors. She was wary of associating
closely with any one approach taken by a teaching colleague, but she was also aware that she
felt removed from the teaching approaches that had been studied within the university setting.
Gradually, she moved away from her fellow students, and towards identification with
effective teachers who provided positive role models. She was keen to ensure that she never
lost sight of the needs of her students and that she would adapt an approach that was right for
her. Robson concluded that that the placement setting heavily influences the development of
professional identity as student teachers will be exposed to any number of challenges and
choices within the university and practice placement setting, which may have a positive or

negative impact upon their identity.
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Robsons’ findings influenced the design of the current study, as there was a focus on both
work place experiences and university-based course elements. It is widely accepted that
professional roles may be depicted rather differently within the university environment, than
the present day perspectives of current practitioners. (Adams et al, 2006; Melia, 1987). The
socialisation process needs to enable the student to ratify the two perspectives presented to
them. This comes with recognising their own new identity as a member of that profession,
and what that might mean for their own values. This suggests that in order for a student to
find an appropriate identity the process depends on the existence of both positive and negative

role models.

Typically, role models are placement supervisors and other professionals in the work place. It
is highly likely that a number of health and social care students embarking on prequalifying
training will have undertaken paid or voluntary work within a health or social care setting,
and as a result they have formed a professional identity or at least an opinion or view on other
professions. This view was supported by Adams et al (2006) in a study investigating the
strength of professional identity held by first year health and social care students. Their aim
was to identify factors that effectively predicted variation in the initial levels of professional
identification, and compared the different baseline levels of professional identity across

various professional groups.

The research surveyed 1,254 first year health and social care students in two cohorts (one an
experimental and one a comparison) taking part in an IPE pre-qualifying programme in two
universities in the south of England. Levels of professional identity were measured using a
rating scale adapted from that created by Brown et al (1986) to measure group identification,

and the students understanding of team working was measured using the team understanding
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scale (Rentsch, 1993). A number of statistical analyses were utilised to test for associations

between professional identity and independent variables.

It was found that a significant number of students had formed a professional identity by the
time they commenced a pre-qualifying programme, although this varied by profession. Prior
work experience in the health and social care sector, understanding of team working and
knowledge of the profession all influenced levels of professional identity. The weakest
professional identities were demonstrated by social work participants and physiotherapy
students had the strongest. Adams et al concluded that additional research was required to
examine longitudinal effects of IPE throughout the prequalifying course duration, and the

strength of affect in comparison to control groups.

The potential influence that prior work experience can have on students professional identity
was highlighted by Martin (2005), who suggested that the socialisation experience within the
workplace can not only offer insight into the competencies, skills and knowledge required ,
but can also expose the student to situations that reveal the values and culture of the

profession. Martin suggests that as a result of these experiences, students are

“Encultured in the community’s embodied knowledge; for example, they learn to speak its
language, which enables them to become socialised as members of their own

profession.”(p56)

Dombeck (1997) in her description of ‘professional personhood’ (p 10), points out that
professional training involves passing on specialist knowledge, approaches and standards of
practice, but it is the ways in which the profession are expected to behave that an individual

will learn in the workplace. She explains that these behavioural expectations for the
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profession are not formally and explicitly included in a programme of training, the
experienced through socialisation practices in the workplace. It is because of this additional
facet which is required to be learnt, the accepted behavioural norms and accepted ways of
seeing things that she argues that socialisation has to form an integral part of the educational

experience.

Caley (2001) supported this view, arguing that the academic learning context is very different
to the work context. Rather than being taught how to do something by experts, professional
students need to learn how to do the job required of them in the practice setting surrounded by

people currently doing that job.

The findings of Brown et al (2000) reviewed in the first part of this chapter suggested that
multidisciplinary team working reinforced adherence and allegiance to professional identity.
However, the literature reviewed here would suggest that interprofessional education,
interprofessional practice placements and the development of a professional identity early on
in professional training would support and enrich multidisciplinary team working. This
evidence suggested that the development of a professional identity early on within
prequalifying training could positively influence the success of interprofessional learning.
Today, IPE forms part of an array of educational and developmental programmes across
organisations, but there is no consensus on the extent to which it may influence the
development of professional identity, and whether participants should be exposed to IPE at a

pre-or post qualifying level.
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Interprofessional Education
The working definition of IPE in this thesis is occasions where professionals learn with, from
and about each other, and in doing so develop their understanding of how professionals can

collaborate in practice.

This definition incorporates any setting where opportunities for IPE might arise, including
taught and informal practice based experiences. Sharland et al (2007) undertook a review of
IPE relating to qualifying social work programmes which aimed to provide a systematic
evaluation of research and knowledge around IPE. They found that for over half of the 42
studies included in the review, the drivers behind the development of the IPE opportunities
were policy-based, in response to changing models of service rather than being based on any

specific theoretical standpoint on IPE.

There is also a lack of consensus within the literature available as to what stage of education
IPE should be introduced. Adams et al (2006) summarise that the spectrum of opinion ranges
from introducing IPE early in the first year of training to encourage positive attitudes to other
professionals, to leaving it until postgraduate level when it is assumed that an individual will

have formed a clear professional identity.

Barr (2000, p177) noted that

“To rationalise that (issues of curriculum redesign) interprofessional learning is best held

over until the post qualifying when curricula are less constrained by profession specific

requirements”
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However, he goes on to stress that newly qualified professionals will be required to work in a
multidisciplinary setting as soon as they are qualified. This challenge is further complicated

by the fact that postgraduate study opportunities may not be available to many.

IPE at post-qualifying level; challenging stereotypes.

IPE at the postgraduate level has been in the UK since 1985 when the University College
Salford developed a multidisciplinary post-qualifying degree in health and welfare. Since
then, there have been a number of postgraduate courses and formal and informal learning
opportunities where professionals have been brought together, particularly in the mental
health field, to learn about specific topics of interest across groups. Wood (2001) suggests that
IPE at a post-qualifying level is more likely to be successful due to be confidence, maturity
and knowledge of the world of work that participants will bring, alongside experience of
reflection on own practice. At post-qualifying levels, it is perceived by some that individuals
have the confidence in their identity and professional insecurity is minimised (Hall & Weaver,

2001; Mathias, 1997).

However, those that have already undergone qualifying training programs and may well have
a number of years experience in the practice setting, will have well-developed professional
identities, and addressing the stereotypes and prejudices that they may hold towards other
professions is a challenge for IPE. Dickenson & Carpenter (2005) warn that educators should
be cautious about the expectations of the impact that IPE can bring to bear on attitudes and
stereotypes in postgraduate study. They draw upon the work of Allport (1954) whose ‘contact
hypothesis’ proposed that to address negative attitudes and stereotyping, participants from
different professions need to be brought together in an environment where power and status

are perceived to be equivalent, and goals are shared.

36



Carpenter et al (2006) published findings of a longitudinal study of the impact of a post
qualifying IPE programme for mental health professionals on stereotypes of professional
behaviour. Unsurprisingly, they found substantial evidence of stereotyping amongst the
disciplines taking part on the courses, but what is surprising is that the study did not find any
evidence that these stereotypes were challenged, altered or reduced in any way as a result of
taking part in the programme. Carpenter et al (2006) suggests that this may be due to the fact
that participants were forward thinking, experienced professionals who were willing to
undertake an IPE programme, and they viewed colleagues as being of a similar mindset. As a
result, they did not transfer any negative or positive experiences of fellow students to

colleagues of similar professions within their own workplace.

One possible explanation for this is that the course programme did not provide the right
conditions to bring about change to counteract everyday experiences the students encountered
in the workplace. Most importantly, Carpenter et al concluded that attendance on an
interprofessional course appeared to have only a marginal effect on students’ professional
identities, with evidence of respect of and need for different professions. These findings
supported Carpenters’ (1995) view that if IPE is to have a positive impact on professional
identity and positive views of other professionals, it has to take place before negative
stereotypes have been formulated via uni-disciplinary training or socialisation in the

workplace.

The impact of IPE and socialisation at a pre-qualifying level on the development of

professional identity

This thesis aimed to explore the impact that IPE may have on the development of professional
identity if experienced at a qualifying level. The literature indicated that IPE is often resisted
or undermined by professionals who are determined to ensure the maintenance of the cultural
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identity, authority of their profession. Ovreitveit et al (1997) suggested that the introduction
of interprofessional pre-qualifying programmes may be a bridge too far for professionals
concerned about the maintenance of the professional culture. However, the responsibility to
prepare professionals for practice within a multidisciplinary service lies here, and evidence
needs to be sought to determine whether IPE at the pre-qualifying level achieves the level of
preparation and interprofessional understanding required, and how this affects individual

professional identity.

Despite many mental health professional roles overlapping, professional training courses
rarely cover roles and skills of other mental health professions. Peck & Norman (1999)
suggested that professionals are not effective in establishing relationships with other
professions to develop collaborative approaches within multiprofessional teams because
cultural and value differences are held by group members. They concluded that the qualifying
training cultivates these differences early on, which are maintained and reinforced by
professional socialisation. This view was supported by a review undertaken by the Workforce
Action Team, following the introduction of the NSF (DoH, 1999; DOH, 2001b). This national
review of the mental health workforce concluded, in specific reference to psychiatry and
psychology training, that the doctoral level programmes which required a minimum of five
years training from entry did not equip staff with the skills to work in multidisciplinary teams
outside of a hospital setting. It concluded that professions undertaking pre-qualifying
education in isolation from each other resulted in confusion about roles and expectations,
which in turn created problems for communication in interprofessional situations. The
introduction of IPE into a broad range of health and social care qualifying and post-qualifying
programmes would have significant financial and labour implications, so to this end the

development of a body of evidence to support its effectiveness is required.
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Barrett et al (2003) reported the complexities and challenges faced by a Faculty of Health and
Social Care when designing and providing IPE at a pre-qualifying level. The project involved
the development of an IPE element across 10 pre-qualifying training programmes at the West
of England University. A core aim of the programme was to preserve and possibly enhance
the identity of individual professions whilst extending the skills of interprofessional and
interagency collaboration. Therefore, professional skills including professional confidence
and competence were seen as a key priority. This project, which involved a longitudinal study
of comparison (commencing in 2002) and intervention groups (commencing in 2003), has
become known as the New Generation Project (Hean et al, 2006). A number of papers have
been published detailing the processes involved (Meirs et al, 2003; Adams, 2006; Hean et al,
2006), but the results, regarding the overall impact and success of the programme on

enhancing interprofessional collaboration, are yet to be published.

Local NHS and social service departments were consulted to ensure that the full range of
skills and competencies required within the practice settings were addressed within the
module development. Where possible students from professional courses with similar
knowledge bases were enabled to access shared learning modules. The study involved 700
students taking three interprofessional modules, one in each year of study throughout the 3-
year programme, and students were taking a range of health and social care qualifying
awards, including nursing social work and operational therapy. IPE was introduced as early as
week six in year one, with a further IPE module in year two and three. The project team
decided to use an enquiry based learning approach as it was felt that this would best replicate
the MDT working environment. There was also a specific focus on reflection in action and

relation of IPE module content to real-time cases on placement or from experience.

39



The main problems encountered by Barrett et al in the development of the curriculum were
around timetabling and arguments within the team regarding which scenarios would be
prioritised. Faculty staff also attended workshops facilitated by external consultants in order
to provide a degree of independence. The pitfalls identified were similar to interprofessional
working; the use of different language, professional protectionism and lack of understanding
of professional role were all obstacles that had to be overcome. Barrett et al concluded that
IPE experiences fuelled interest in the roles of other professions students and engendered

collaboration both within the university and placement context.

Barrett et al utilised an enquiry-based learning approach to positive effect across the
professions. Lindqvist et al (2005) utilised a case based learning approach in a project aimed
at measuring the impact of the training on interprofessional attitudes. The project involved 96
students from five prequalifying health programmes, 46 undertaking IPE modules and the
remainder forming the control group against which the effects of IPE on attitude towards
other professions could be measured. An interprofessional attitude rating scale devised by
Parsell & Bligh (1997) was used at the beginning and end of the study. In addition, group
members were asked to share their views about the learning experience after the 9-week long
intervention. Their approach drew on the work of Hewstone & Brown (1986) and their
‘contact hypothesis' which suggests that attitudes towards other professions can be improved
significantly by professionals interacting with each other in different situations, including

learning environments.

The students were allocated to mixed groups and at the first meeting were given the main

learning objectives for IPE participants;

“Identify key principles that facilitate successful interprofessional team working; reflect on

why effective interprofessional practice (IPP) is important to patients; reflect on their own

40



role as health professionals and begin to learn about the role of other health care
professions; and begin to understand the benefits of and constraints to good interprofessional

team working”. (Lindgvist et al, 2005. p 513.)

Weekly meetings across an eight-week period would take place in which their group would
discuss case scenarios which would enable exploration of professional roles and multi
disciplinary team issues relating to professional roles. A repeated measures analysis of
variance (ANOVA), multivariate ANOVA (MANOVA) and Tukey's test were used to

compare the data.

The study found that case-based learning between the five professions did have significant
effects on participants’ attitudes towards other health care professionals. The attitudinal scale
administered at the beginning and end of the intervention highlighted specific changes in how

students perceived other professions in relation to ‘caring ' and 'subservient' roles.

At the beginning of the study participants rated nurses as the most caring and subservient,
whereas doctors were seen as the least caring and the least subservient. The final rating scale
at the end of the study revealed an increase in perception of ‘caring’ across all professions.
This was also consistent across the control group. The repeated measures analysis of variance
indicated there was an attitude change overtime for all students which indicates that merely by
partaking in the student programme attitude towards other professionals was improved. The
intervention group saw an increase in the rating of other professions as more caring across the
board, in comparison to the control group who did not. There was also a change with regard to
the rating of occupational therapists’ subservience, which was lower in the intervention group
and the control group at the final questionnaire. The findings of this study indicated that IPE
could influence change in perception of and attitudes towards other health care professionals

in pre-qualifying training.
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Whilst this study provided evidence for the usefulness of case-based approaches in
interprofessional education, the over reliance on quantitative methodology and statistical
analysis gives a narrow measure of outcomes, i.e. only rating of the degree to which they
agreed or disagreed with the researchers’ statements is evidenced. Whilst the aim of utilising
an attitude scale, multivariate analysis and post hoc tests is to provide robust evidence in
support of the intervention, the realism feel that a qualitative approach would have given is
lost. There are no examples of the terminology or language used to describe the students’
experiences. Additionally, in relying on quantitative methods, the disproportionate numbers in
intervention and control groups weaken the result, although this is not explained fully within
the report. (Control group was half the size of the intervention group: 24/ 46 first

questionnaire; 13/39 in second questionnaire)

These findings supported the research questions that form the basis of the current study
exploring the potential impact that IPE within taught and multiprofessional placement
environments can have on the development of professional identity. Whilst Lindqvist et al’s
(2005) study provides evidential value of the case-based approach within interdisciplinary
training programmes, it is limited to the formal teaching input and does not address the
informal, practice situation-based learning. The practice educator is a key role in linking
formal taught training programme elements to the experiences encountered within the practice
placement setting. Mulholland et al (2005) assert that the practice educator role is to enable
students to reflect upon and analyse the experiences in practice, in relation to the

underpinning theoretical frameworks taught at university.

Supporting practitioners in delivering IPE on placement
An important factor in the delivery and planning of effective IPE programmes is the need to

prepare the socialisers, the clinical practice teachers and supervisors for interprofessional
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attitudes and training students from different professions. Ovreitveit et al (1997) analysed the
effects of an innovative project, conducted between 1990 — 1995, that encouraged the joint
training of practice teachers and clinical supervisors in nursing, occupational therapy and
social work. Known as the Joint Practice Teaching Initiative (JPTI) and established by
CCETSW, it recognised that practice teachers and supervisors had a key role to play as
trainers and socialisers of the next generation of professionals within the work context. The
project involved negotiations between professional bodies about validation for statutory
requirements and was influenced by the national controversy about taking National
Vocational Qualifications to level five (professional level). Over the five year project, JPTI
was piloted at 12 sites across the UK and five jointly validated programmes were run and
evaluated in England. The project entailed the formulation of core curriculum modules of
practice teacher training which could be shared by all professions. The projects success was
limited. A number of pilot courses were successfully completed but a fully accredited
mainstream course did not emerge from the project. The authors felt that the main
contributing factor to the lack of success was ‘mistrust and scepticism’ on the part of
professionals. Ovreitveit et al stated that ‘there were underlying concerns interprofessional
training was an alternative respectable language for de-skilling’. (p 144) Following the pilot
courses, Ovreitveit held a workshop for project leaders and asked participants to list the
positive and negative features of the joint training from their experiences (p 137). Amongst
the positive features were an improved understanding of each other's roles, enabling creative
thinking across organisations and professions, maximising a range of skills available to
provide better services for consumers. Some of the negative features were a threat of
weakening or dilution of professional status, tribalistic behaviour as a defence mechanism,

and incompatible language and terminology.
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Ovreitveit et al concluded that professions would justifiably fight to maintain separate
identities and the development of profession specific skills and knowledge. They did not feel
that there was a case for general or generic approaches to education and training. However,
they identified a need to create new opportunities for understanding and for the prevention of

fragmentation and separation between professions.

Mulholland et al (2005) assert that effective interprofessional learning depends on clinicians,
practice supervisors and educators being able to help a student apply theory learned in the
classroom to the day-to-day experiences within the work environment. They need to be able
to encourage and enable a student to reflect on their experiences in a way that draws upon the

interprofessional context in which it occurs.

Martin (2005) supports this view, asserting that the practice environment should be the
central focus in IPE curriculum development, drawing on the formal planned taught elements
within the university setting, formal opportunities to learn alongside others, and informal

learning opportunities across all contexts, including the placement setting.

Martin (2005) develops this argument further, by suggesting that a curriculum that offers
opportunities across a range of multidisciplinary environments will equip students with a
broad understanding of the core generic skills, values and competencies held by health and
social care professionals. She argues that this will be in addition to an in-depth understanding

of skills, values and competencies of their own profession.

Martin suggests that as a result of practice educators providing good role models for students

through effective interprofessional practice, students will
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“Acquire the codes of behaviour, belief systems, language, customs, and rituals of their
chosen profession but they will also acquire those of a health care professional who values

interprofessional working.” (p56)

Bowden & Marton (1998) suggest that we need to equip students with the skills and
competencies to deal with any eventuality or predicament they may find themselves in. Work
based learning situations are unplanned and to a certain extent cannot be dictated or controlled
by the placement supervisor/ assessor or the educationalist. They suggest that to gain the skill
and ability to deal with unplanned situations in different settings we need to help students
identify the significant factors that arise in the scenario that are challenging or new, and to be
able to utilise a framework that amalgamates professional and disciplinary approaches. They
argue that this essentially would be equipping them with a toolbox of the range of approaches
that can be altered or adapted to deal with any situation, rather than a limited range of specific

approaches or tools that they have been encouraged to become expert in.

Wenger (2000) presents the notion of communities of practice, suggesting that they are

“Building blocks of the social learning system because they are the social containers of the

competencies that make up such a system™. (p229).

The communities of practice model argues that members of the professional community
decide and agree amongst themselves what constitutes good practice, competence and
expected standards of behaviour, and that by being a member of that community individual
professionals undertake to uphold and protect those standards. A key point that he makes
relates to the “shared repertoire’ that members of the community will have, which may

include ritual practices and processes, a unique vocabulary with a shared understanding of
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meanings, which will all form part of the culture of that community. Within this framework,
students will develop a professional identity that fits within that particular community of
practice, which within multidisciplinary mental health teams will constitute many disciplines.
What is unclear is how confusing this may be for prequalifying students who experience this
socialisation process within a number of communities of practice across the three years of
professional training, and whether these provide complimentary or conflicting messages for

their professional identity development.

Summary

The literature reviewed in this chapter examined the concept of professional identity, and
explored the impact of socialisation and interprofessional education in both taught and
practice based environments at a pre and post-qualifying level on the development of

professional identity.

The selection and presentation of literature supports the study of the development of
professional identity at a prequalifying level; comparing students who have experienced
taught interprofessional training opportunities and placements to those who have not, and

examining subsequent changes or development in professional identity.

Chapter two, entitled ‘Metholodolgy’, presents a rationale for selecting Social

Constructionism as the theoretical perspective underpinning the design of the study and

discusses reasons for selecting discourse analysis as the main method of data analysis.
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Table 1; Literature Review Flow Chart

Government policy

NSF 1999 called for better interprofessional working & consistency in service delivery. CPA 1990b introduced
generic care coordinator role across professions. NHS Plan 2000. Introduced functional specialist teams, new non-
professionally affiliated roles. Policy Implementation Guide 2001 .Prescribed workforce focussed on established
professional roles.

v

Views on the MDT model

Onyett et al 1994 & 1995 & Onyett & Ford 1996. Advocated MDTSs are successful approach that utilises broader
general skills within professions. Galvin & McCarthy 1994 & Searle 1991. Interdisciplinary working rather than
MDT working to make use of broad range of professional skills.

v

Impact of MDTs on professional identity

Onyett et al 1994 & 1995. Onyett & Ford 1996. Brown et al 2000. Galvin & McCarthy 1994. Role

MDTs can have a positive impact on professional blurring a result of genericism in MDTs which can

identity, better management could resolve problems engender rivalry and a desire to protect professional

encountered. Carpenter et al 2003. MDT design and boundaries. Norman & Peck 1999. Professionals do not

function as an environment in itself did not impact on understand each other’s roles & skills. This is a result of

professional or team identification. uni-disciplinary training experiences McCrae et al 2004.
Developed a ‘typology’ that describes different positions
taken on generic versus professions argument.

v

Identity

Epstein 1978, Soddy, 1961, Turner 1999. What is an identity & how is it developed.

v

Professional identity — where & how it is developed

Wenger 2000. Professional identity formation through community membership. Cohen 1981. Professional identity is

developed in the practice setting. Whittington 2005 & Hind et al 2003. SCT- group identification theory.
Laidler 1991, Dombeck 1997. Professionals need to feel secure in their own role & professional identity before they
can share expertise in the MDT environment. Territoriality — individuals develop professional identity by
differentiation between disciplines.

v

Factors that can influence the development of professional identity

Whittington 2005. IPE at pre registration training can promote professional identity, increase confidence and raise
awareness of others. Wenger 2000. Communities of practice and social learning. Cohen 1981. Involves gaining
insight into professional practices and the values of that profession. Dombeck 1997. Societal expectations of
professional role. Wittington 2005 & Hind et al 2003. SIT & Self Categorisation Theory ; Shift from individual
identity formation to group identification and associated group identities.

v

Professional socialisation and work placements

Adams et al 2006. Pre- existing Melia 1987. Adams 2006. Professional socialisation can develop
professional identity in experienced | Caley 2001. Socialisation through Informal and work based-learning
students professional socialisation provides an opportunity to test experiences Hall & Weaver, 2001,
through critical experience out theoretical perspectives in McGowen & Hart 1990, Bandura, Kaiser
the real world. & Muscari 1999, Cohen 1981 & Mires et
al, 1999.

Students through exposure to practices and
values of the profession construct their
professional identity. Martin 2005- students
become encultured into the community body
of knowledge. Dombeck 1997. Professional
personhood developed in the workplace.
Robson 1998 the practice placement setting
heavily influences the development of
professional identity
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IPE; Pre or post qualifying

Carpenter 1995. IPE should be in first
year of training, to inhibit the formation
of negative attitudes towards other
professions. Barr 2003. IPE should
involve pre-qualifying students learning
together to prepare them to work
collaboratively. Whittington 2005. IPE
at pre registration training can promote
professional identity, increase confidence
and raise awareness of others.

Adams 2006. Spectrum of
opinion on when IPE is best
placed that ranges from pre
qualifying to post graduate
training level.

Hall & Weaver 2001, Barr 2002.
IPE may be better introduced late in
training once professional identities
have been developed and they have
the confidence to share & challenge
others. Wood 2001. IPE post
graduate more successful due to
maturity & experience of
participants.

v

IPE at post qualifying level; Challenging stereotypes

Allport 1954. Dickenson & Carpenter, 2005. Contact hypothesis; putting people together in training situations is not
enough to bring about attitude change. Carpenter et al 2006. Found that professional identity and stereotyping

behaviour was not affected by attendance on a Post Graduate IPE course.

v

The impact of IPE and socialisation in pre-qualifying training on development of

professional identity

Lindgvist et al 2005. Found that IPE had a positive impact on students’
attitudes to other health care professions. Barrett et al 2003 found that IPE
fostered a positive attitude towards working together in both the learning and
practice environment. Peck & Norman 1999, WAT 2001. Interprofessional
collaboration within MDTs can be enabled if the values and cultures of other
professions are understood at pre qualifying level. Hewstone & Brown 1986.
Attitudes can be improved via a multi disciplinary learning environment.
Sharland et al 2007. Studies on IPE are focussed on method rather than

Ovreitveit 1997. Uni -
professional pre qualifying
programmes may be ‘a bridge too
far’ for many and be perceived as a
threat to professions.

outcomes.
v

Supporting practitioners in delivering IPE on placement

Ovreitveit et al 1997. Professionals are

Wenger 2000. Social practice theory- placement settings are

threatened by IPE and will want to
ensure that profession specific
knowledge and skills are maintained.

‘communities of practice’ where students can develop a shared language
and common understanding amongst professions. Bowden & Marton
1998. Educators need to equip students with a toolkit that amalgamates
disciplinary approaches that can be utilised in a range of situations.
Mulholland et al 2005. The key role of practice educators is to enable
students to apply the theory they have been taught in the classroom setting
in the day to day environment. Martin 2005. The practice placement
environment is central to IPE curriculum development, as students will get
generic & specialist skills.
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CHAPTER 2. METHODOLOGY
This chapter outlines the aims of the thesis, its theoretical perspective, the research design, the

methods used to conduct the research, and a rationale for the choices made.

Inspiration for the research design was drawn from a study exploring professional
socialisation. Conducted by Robson (1998), it used a single case study to track the journey of
one further education teaching student throughout the course. Based on reflexive interviews,
participant observation and secondary data analysis in the form of coursework, Robson
collated data that gave an insight into the planned and unplanned elements of her training
programme, including relationships and interactions with students and colleagues in the
workplace, and fellow students at university. The analysis addressed a number of key themes
including how her learning and development was facilitated, and the various ways that the
knowledge and experience of qualified teachers was assimilated and processed. It also focused
on the student’s identification with and separation from colleagues in the workplace and other

students on the course.

Since my thesis aimed to explore the potential impact of socialisation in the form of practice
placement based experience on the development of professional identity, I felt that Robson’s
longitudinal case study approach would work well with a larger sample. | did not replicate her
study however, since observation would have been extremely time consuming, and as a part-
time doctoral student in full-time employment, this option was not feasible. I did however
choose to use semi-structured interviews to gather data on the impact of IPE within taught and
practice placement environments. Secondary data was also utilised in the form of analysis of
course syllabii to identify relevant features relating to professional identity, understanding of

one’s own role and that of others within course design.
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2.1 Aim of the thesis

The aim of this thesis was to explore the development of professional identity and
understanding of role and those of others in mental health student nurses/ OTs/ social workers
throughout their first year of training, with specific focus on interprofessional learning

experiences within taught and practice placement environments.

The thesis focussed on the following questions;
To what extent do taught interprofessional education opportunities in the first year of
training impact on the students’ development of professional identity, understanding of

role and the understanding of other professions?

The thesis explored whether the students perceived that they had a professional identity at the
start of their training, the perception and articulation of which was revisited at each interview
stage. The students understanding of the common approaches and underpinning values of the
profession and their understanding and knowledge of the roles and values underpinning other

professions was also explored at each interview stage.

What impact does informal Inter Professional Education in the form of practice
placement experience have on the development of students’ perceptions of their
professional identity, understanding of their role and those of other professions during

the first year of their qualifying programmes?

The thesis explored whether the experiences within the placement setting had an impact on the

perception or development of the students’ professional identity, understanding of their role,

and understanding of roles of other professionals within the team.
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2.2 Theoretical perspective

Seabold (2006) defined methodology as the theoretical underpinning knowledge of how
research should be undertaken which informs the methods chosen to gather and analyse data.
Methodology refers to the underlying assumptions and philosophy that form the basis of a
study, drawing on the epistemological perspectives of the researcher. The thesis sought to
develop a full description of the elements of the student nurse/ OT/ social work training
experience that may have an impact on the development of their professional identity. Specific
focus was placed on interprofessional learning experiences and multidisciplinary work- based

placements.

This thesis intended to explore the attitudes, opinions, beliefs, feelings and experiences of a
small student population in relation to professional identity. This required an approach that
could explore participants’ perceptions of reality from their own viewpoint, and enable the
researcher to explore factors that might influence the construction and maintenance of those

perceptions.

Qualitative research is an attempt to gain participants’ perspectives on a particular subject,
including beliefs, concepts, experiences and perceptions. Qualitative methodology is inductive;
data is gathered using various methods, then the researcher works with the data to develop
theories. Brymon (1988) and Marsh (1982) suggested that the distinction frequently drawn
between quantitative and qualitative research is that the former tends to be oriented to the

specific concerns of the investigator and the latter to the participants’ perspectives.

However, the social constructionist framework can help us to examine constructs of meaning

in relation to professional development and identity by examining the discourses presented. As
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such, a qualitative approach was identified as the most appropriate method to explore

participants” own perspectives of their development throughout their first year of training.

The Social Constructionist perspective

Social Constructionism is a way to describe how individuals and groups actively contribute to
the construction of their own day-to-day reality. In this thesis, the ways in which students
interpret their experiences and use them to develop their concept of professional identity have
been identified and explored in terms of constructs to explore factors that may have influenced
development. The social constructionist perspective holds that there are many perspectives on
perceived reality, and the media is that is used to convey these perspectives, such as texts or
discourses may vary immensely but are all equally legitimate as they represent the world as the

constructor or group of constructors see it.

Burr (1995) described a “family resemblance’ or shared characteristics that most social
constructionists have in common, which include a critical perspective on assumed knowledge,
a belief that knowledge is historically and culturally specific, and a focus on the role of social
processes in sustaining knowledge. Berger and Luckmann (1966) identify three key elements
that they feel contribute to the social creation and sustenance of social phenomena. The first is
‘externalisation’, where an individual will create or produce something such as a written text,
which can then be read and re-read, told and re-told so that it becomes lodged within the
society's consciousness. They describe this as ‘objectivation’, as it is something real that exists
out there in the social world. As this becomes embedded within the socially agreed knowledge,
newcomers to the social group or future generations accept this truth or construct as part of the
known world, which Berger and Luckmann refer to as ‘internalisation’.

A social construction, or construct, is a view or perspective held by individuals which to them

will be completely normal, although it will be one that has been developed and accepted
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within their particular culture at that particular time. Ernest (1999) described social constructs
as representations of human choices rather than laws resulting from divine will or nature. In

the context of the present study, the societal view and implied responsibilities of being a nurse
have been developed by and maintained through the specific culture of that society, which can

vary greatly across cultures throughout the world, and across time.

Expanding on this example, the social constructionist framework allows us to see the
continually changing environment in which mental health students” work and learn as a
dynamic, continually evolving curriculum. This view contrasts with the more ‘obvious’ one,
where the first-year curriculum for students provides external pre-determined events and
experiences which in turn, dictate what happens to individuals. The experiences of these
students during work placement and inter-professional learning situations are represented by
and contained within their discourse. This can demonstrate how each student makes sense of
the experience within their own respective perceptions of reality at that time in their
professional development and which, after analysis, will reveal a cultural construct particular

to that environment.

Professional discourse and intersubjectivity

Rogoff (1990) discussed the notion of “intersubjectivity’, which describes how an agreed
language can be constructed between people based on social interactions and common
understanding and experiences, which then forms the basis for the development of ideas, rules
and practices that are socially agreed-upon. These norms and practices are accepted within the
social group and then form the basis from which all new information is processed and

understood.

McMahon (1997) suggests that the framework of reference lies within the community, and

resides within cultures in the interactions between people and their environments. When the
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members of the community accept the same intersubjective meanings, new knowledge and

activities can be developed around this framework of meaning.

In this thesis, the context representing ‘community’ relates to the respective professions of
nursing, social work and occupational therapy and the intersubjective agreed meanings
residing within those professional groups, which students were exposed to in classroom and

placement contexts.

Socialisation and the constructionist view of learning

According to McMahon (1997), learning is not separate from any other social processes within
the social constructionist framework. Although individuals may have different learning styles
and methods, it is through their interaction with other members of the social group that they
will be able to apply meaning to what they have learned, to contextualise the information. For
the mental health students in this study, this may take the form of the practice placement, the

classroom-learning environment and the associations made therein.

Gredler (1997) suggested that for social constructionists, learning has to be developed and
interpreted around the range of contexts and settings students find themselves within. Gredler
describes a situated approach to learning that centres around the environment of the student,
that takes into account relationships with key individuals in those surroundings. Gredler
argues that environment is pivotal to the learning process, as individual or relationship change
within the environment within which the student is situated can affect the roles and
expectations of that student as an individual. Wenger (2000) supports this view in his
description of a social learning system, which within the social constructionist view of learning
places competence and understanding of role within a particular moment which is culturally

and historically situated. He suggests that
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“Knowing, therefore, is a matter of displaying competencies defined in social communities™.(p

226).

To social constructivists then, knowledge cannot be created and learnt in isolation from the
society and culture in which we reside, as the framework of reference we use to interpret
knowledge is the environment we reside in, or within the context of this study, the learning and

working environment.

These perspectives provide a framework to understand the processes by which professional
identity develops and is reinforced through social interaction and relationships within the
learning environment. This indicates that the journey towards the development of professional
identity involves learning, the acquisition of new knowledge and the placement of both of

these within a framework of social meaning.

The challenge for social constructionism is judging between competing discourses. People
strive for truth or understanding the right way to do things, and much of our conversation and
communication relies on how we perceive the messages in relation to this. People use different
filters to decide how to categorise what they are hearing or reading, which can have different
perspectives from the deliverer, which may be viewed or perceived in a totally different way
by the receiver. These misunderstandings can cause friction and problems in everyday social
interaction, but also provide challenges when considering the filters that the researcher may be

using when analysing discourse.

Discourse analysis (DA) and its use as a methodology

Discourse Analysis (DA) as both a methodology and a method supports and underpins the
social constructionist perspective. Discourse in the present study is held within the texts
produced from the language in students’ accounts describing change, reflecting the structures

55



surrounding students’ reality and their current view of the world at a given moment in time.
DA is a general term for a number of approaches to analysing written and spoken language in
relationship to the contexts in which they are used. There are many ways of analysing
discourse, but in the present work | based my approach on the Potter and Wetherell (1987)
framework which uses discourse as a way of understanding how we construct meaning from
human social interaction. Their approach is distinct from the scientific search for fact or truth
in that they accept that the creators of the discourse have fabricated or created their reality by
drawing upon internal references and experiences. This in turn has enabled them to create new
perspectives in the light of exposure to new knowledge and ways of interpreting things within

different contexts and environments.

DA enables the exploration of the values, beliefs, routines and customs that are demonstrated
by professionals in practice settings. This required however, acceptance as the starting point
that the socially agreed and accepted professional practices or ‘the way we do things’ were
empowered and maintained through social interactions which were embodied and reflected
within the discourse. In this sense, discourse analysis is an appropriate method within the
social constructionist perspective to explore and reveal the processes that enable the creation of

particular beliefs and perspectives within social or professional groups.

The power that language can have on maintenance of social belief systems needs also to be
recognised. Foucault (1980) suggested that language in discourse can be shaped and controlled
by influential or powerful groups, or in the case of health and social care professions those
whom the wider society afford the most respect for. Burr (1995) stresses that discourse
analysis as an approach to research rather than a particular method, “As it is not possible to

describe it adequately in recipe type terms™ (p 163).
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She describes discourse analysis as a broad term which includes a range of research practices
and methods that can span very different aims and theoretical backgrounds, but each draw
upon language through texts. Burr proposes therefore, that discourse analysis can be both a

methodology and the method utilised within research.

2.3 Research design and methods

The approach that informed the research design utilised in this study was Potter & Wetherells’
(1987) 10 Step Discourse Analysis Model, which also informed the selection of methods. The
following section describes rationale for the decisions made in relation to the current study
utilising the 10 step format:

Step 1; Define research questions

Step 2; Sampling

Step 3; Collection of records & documents

Step 4; Interviews

Step 5- Transcription

Step 6; Coding

Step 7; Analysis

Step 8; Validation

Step 9; Write up

Step 10; Application

Step 1: Define research questions
The development of the research questions has been addressed in section 2.1.

Step 2: Sampling
The selection of first year students enrolled on nursing, occupational therapy and social work
courses were chosen as these professions are found in the majority of multidisciplinary team

workforces within mental health services. Nurses undertake a one-year generic nursing
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programme before embarking on their two-year specialist branch programme. To this end,
nurses applying to study the mental health branch were invited to take part in the study,
although it was understood that they would be undertaking generic nurse training for the
duration of the study. Social work and occupational therapy students undertake a generic
programme of study without specialising or choosing a particular pathway, although they can

request placements with specific client groups.

Psychologists were excluded from the study as their undergraduate degree is not a professional
qualification and does not involve assessment in practice situations. By the time psychologists
undertake their clinical training, they will have completed at least 3 years study and in most
cases have undertaken a number of psychology assistant posts, and have therefore been
exposed to ‘professional socialisation’. Similarly, psychiatrists were excluded as the first year
of their core medical degree does not entail assessment on multidisciplinary placements, and
by the time they commence specialist training in psychiatry they will have completed seven

years of medical training and will have been exposed to professional socialisation.

The first research question related to whether students perceptions change during the first year
of their qualifying programmes. For this reason interviews were scheduled on three occasions;
on entry to the training course within the first two months to establish their initial views,
feelings and perceptions; at mid point during their first year (between five and seven months
into their training) and at the end of their academic year on the completion of their
multidisciplinary placement. All nine students would be interviewed three times, totalling 27
interviews in all. This approach enabled changes in students’ perceptions over the course of
their first year of pre- registration training to effectively be ‘tracked’. The final interview was
especially significant as it attempted to capture any change in perceptions following their

multidisciplinary work placement and any IPE experiences.
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As three interviews would be conducted with students throughout their first year, it was felt
that a small sample would be preferable to achieve an in-depth analysis of each student’s
journey. As discourse analysis can reveal a large range of variations in linguistic patterns from
a small sample it was felt that a large sample would present challenges to analysis that would
outweigh the added value. Three participants were recruited from each profession, totalling
nine participants in all. For comparison reasons it was important to get a balance between
ranges of experience and to allow for drop out from the study. To avoid amassing more data
than could be processed it was decided that nine participants would be selected. I chose to
restrict my study to one year, for two reasons. First, to enable the completion of the study
within the time constraints, and secondly because the placement arrangements varied greatly
between the three courses across the two universities following the first year and it was felt

that to enable any comparisons to be made, only the first year of study would be included.

Recruiting strategy

The original recruitment strategy was to access a purposive sample constructed to serve a very
specific purpose. Wilmot (2010) suggest that the criteria used to select a purposive sample is
more important than the number of participants recruited, although knowledge of the target
population is necessary to effectively carrying out purposive sampling. The target group for
the current study were first year pre qualifying students from the three courses identified, with
an additional criteria of having an interest of working in mental health services. This was a
simpler task in relation to the nursing participants, as course students whom had enrolled
upon a mental health branch course were targeted. Three nurses were recruited with ease with
assistance from the University. Only one OT and one social worker were recruited this way,
however. As both social work diploma students and occupational therapy degree courses are

generic, identifying students who were likely to experience a mental health practice placement
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was problematic, as mental health placements were not guaranteed for all students who
expressed a preference. Research study information given to prospective participants made
specific reference to participants required who had an interest in working in mental health

settings.

Patel et al (2003) suggest alternative strategies that can be implemented to augment
recruitment include making presentations to potential referrers or participants through
arranged meetings, forums and road-shows. Whilst mental health interest and tutorial groups
had been targeted via a course lead for OTs and social workers, there were no further recruits
so | opted for the snowball sample method. After interviewing OT B and social worker A, the
researcher asked participants for assistance to help identify fellow students with an interest in
mental health who may be interested in participating. A further 2 OT's and two social workers

were recruited this way.

This approach is a further subtype of purposive sampling, which was achieved by asking
recruited participants to suggest or recommend other student colleagues who may be
interested in taking part in the study. Atkinson and Flint (2001) suggest that snowball
sampling can be of particular use where making contact with potential participants is difficult.
They suggest that the process of being referred by someone who belongs to a particular group
may infer acceptance or membership of the group, has been trustworthy or acceptable. These
approaches are often helpful when research requires participation from hard to reach groups,
such as abused women or illicit substance misusers. Whilst | recognise that this study’s
population were not as difficult to access, willingness to trust in a researcher that was from

outside organisation may have been an issue.
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However, the potential for sampling bias is increased when using this sampling technique, as
the initial subjects | approached would have been likely to nominate people that they know
well. Because of this, it is highly possible that the participants could share similar traits,
values and opinions. In this case, it is possible that the sample could represent a very small

subgroup of the entire population of the student cohort.

Potential participants were given a briefing sheet containing details of the study and what
would be expected of them if they chose to participate (Appendix E). Those that agreed to
participate were then asked to sign a consent form for the use of their recorded interviews as
part of the research. Participants were also given written reassurances of their rights to
withdraw, confidentiality, and the responsibilities of the researcher to them (Appendix F).
Basic demographic information was taken from the participants (Appendix G) and each was
asked to choose a pseudonym for use in the study. These pseudonyms were utilised in the
transcripts and demographic information (Appendix G & J) although each participant was
referred to by occupational code and letter within this thesis (eg, OT A, SW B). As a practical
consideration, with the intent to enhance the subject’s feeling of security, the participants were
sent some basic information and contact details at an early stage so that they were able to

evaluate and verify the identity and legitimacy of the researcher.

Step 3: Collection of documents

Potter and Wetherell (1987) suggest that the use of secondary documents alongside primary
data collection is a positive addition to the methodology as the researcher cannot influence

this data in comparison with the interview transcripts, regarding linguistic practices.
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A review of secondary data, in the form of course syllabuses (Appendix B, C & D), was
undertaken. A content analysis approach was used to identify occurrences of reference to the

four key areas:

o Professional Identity

o Core skills and values of the profession
. Descriptions of IPE opportunities and
o Practice placement elements.

In addition a comparison of module content throughout the first year was required. Once
permission to approach students had been granted, a request was made to the course tutors for
copies of the course syllabus for the year 2004/2005 (Appendix B, C & D). Supplied to
students on entry to the courses, it was felt that the syllabus would be the most appropriate
documentation for two reasons. First, it was anticipated that the institutions would be willing
to share this document since it was already in the public domain. Secondly, it was assumed
that the syllabuses would provide insight into the perspectives of the educators and their
views of the process that they believe would best prepare their students for practice. In all
cases, the document provided by course leaders was in the format of a course handbook.
Written for students rather than educators, these documents described the aims and outcomes
of the course in broad terms, rather than providing specific details of competencies achieved

and levels of understanding reached. Incidentally, this was not what | had expected.

A conceptual content analysis approach was used to analysing the texts as the required

outcome was to identify the presence of key words and phrases relating to these four areas of

interest.
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It was important to check how these four key areas were addressed and presented within the
literature that prospective students of these courses would have access to. Brown & Dowling
(1998) suggest that a particular strength of the content analysis approach is that it looks
directly at communication as a vehicle for social interaction via the texts. This is supported by
Nevendorf (2002) who describes content analysis as enabling the researcher to look beyond
the message and focus on how and why it has been presented in the way that it has. Within the
current study it was felt that an analysis of the course syllabuses could give insight into the
importance and significance assigned to each of these aspects within the course prospectus as
‘important’ or ‘relevant’ for students to read and understand at this early stage of their

training.

As a qualitative and interpretive approach, reliability and validity issues are widely debated.
Graneheim & Lundman (2004) argue that content analysis can be seen as attempting to draw
meaningful inferences from a text that may have multiple meanings which can be interpreted
in any number of ways. Krippendorff (2004) argues that choice of concept categories for
analysis and logical fit within the context in which they are used can heavily influence
validity. Within the current study the analysis of discourse within the interview transcripts
was designed to be conducted once the content analysis of course syllabi documents had

been completed, to contextualise individual students’ experiences.

Step 4: Data collection; Semi-structured interviews

Carpenter et al, (2003), Hind et al, (2003); Adams et al, (2006), Barnes et al (2000); and
Linquist et al, (2005) reviewed in chapter two, utilised self-completion survey questionnaires.
The advantage to this method is being able to produce data which can then be compared with

other sources, i.e.; asking the same question to different groups affords the opportunity of
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conveniently assessing perspectives of different cohorts over a variety of issues. Self-
completion surveys are characterised by systematic measures, made over a series of cases, and

consistent variables are analysed to identify possible patterns.

Brown et al (2000) and Robson (1998) used semi-structured interviews in the study of
professional identity. In both of these studies interviews were an effective means of accessing
information that can be difficult to observe or gain from a self- completion questionnaire, such
as emotions, feelings and responses in the day-to-day spoken language of the participants. The
advantage that interviews have over self-completion surveys is that complex questions and
issues can be discussed and clarified at the point at which they arise. The interviewer has the
opportunity to delve deeper into participants responses, to follow particular lines of argument
that have arisen unexpectedly, or to encourage the participant to elucidate on a brief response.
This depth of questioning through the use of open-ended questions affords high validity to the

method.

However, there are disadvantages with semi-structured interviews. Whilst the method yields a
depth of personal information, samples tend to be small and this means losing the opportunity
to draw definitive conclusions about the populations from which the sample is drawn. In
addition, successful interviews require a certain level of expertise on the part of the interviewer
to build rapport and ask questions appropriately, and also on the part of the participant the
ability to give detailed responses. Interviews can also be time consuming and thus expensive.
Furthermore, the more in-depth an interview is the longer the transcript will be which will

provide challenge during analysis to derive relevant themes.

The development of an interview schedule can help the interviewer to keep a focus on the
main questions, in an attempt to ensure consistency of order of questioning and nature of
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question across the participants. It is likely, however, that the interviewer may not be able to
ask the same questions consistently in different situations with different participants,

particularly where participants are probed further on responses.

The use of an interview schedule offers a more systematic and comprehensive approach whilst
allowing the discussion to remain informal, which in turn enables the interviewer to develop
the rapport required with the participant to encourage them to give honest and open answers.
This method is especially effective when deployed in areas where underlying attitudes and
values need to be teased out. Whilst data from interviews can be much harder to analyse, the
richness of the material is required to carry out a discourse analysis. Based on the advantages
and disadvantages outlined above, semi-structured interviews were the chosen method of data

collection

A semi-structured interview schedule was constructed around the three key research questions
(see appendix A). The interview schedule was piloted with a nursing student who was mid-
way through her first year of training. As a result of this pilot several modifications were made
to the schedule’s terminology since the level of understanding had been lower than expected.
For example, | had included a question about an understanding of professional identity which
she did not know how to answer, and when asked to explain her knowledge of common
therapeutic approaches used by nurses she struggled to give a response. On reflection I realised
that although I wanted to maintain consistency in my questions over the three interviews for
comparison, I would have to refrain from using health and social care profession terminology
until the final interview. It would only be then that the student had been extensively exposed to

the language and jargon within the educational and work-based establishments.
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Participants were invited to interviews on three occasions during their first year of study,
during which a semi-structured interview schedule was utilised (Appendix A). Participants
were offered a choice as to the location of the interview, and most were conducted within
university facilities, although two were conducted in their work placement location. Where
space permitted, chairs were arranged so that the subject and the researcher were placed in as
close proximity as seemed appropriate while endeavouring to avoid any possibility of the
appearance of a confrontation. Subjects were always asked to give their permission for the
research to be recorded and an unobtrusive microphone was used; confidentiality and
anonymity were assured. Subjects were invariably advised that the digital recorder would be

switched off at their request and shown how to do this themselves, if they wished.

My role as research instrument in the current study

The use of the semi-structured interview schedule throughout all interviews enabled greater
comparability in responses and assisted with initial coding. Potter and Wetherell (1987) stress
that interviews are a conversational encounter and as such the researcher, as a research

instrument, introduces a potentially intrusive presence into the data as they are:

‘Active participants not speaking questionnaires’ (p166).

It is important to recognise that throughout the interview and subsequent analysis process,
meaning and understanding were constructed between the participant and myself. As a
‘research instrument’ in this process | was in a position to potentially influence the pace,

nature, tone and direction of the discourse.

Piantanida & Garman (1999) suggest that the researcher’s views and assumptions based on

personal experiences are as much a part of the study as the stated aims. The challenge is to
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control the influence that these personal views may have upon the research process.
Piantanida & Garman suggest that these subjective assumptions can inform the choice of
literature, a style of writing, how the researcher is depicted or positioned within the discourse
in relation to the participant, and the weight and relevant afforded to each in relation to this.
The challenges presented by this within the study were that the researchers’ professional
background was aligned to one of the three participating professions within the study, and |
only had experience of working alongside and line managing the other two professions within
the work context. This professional experience had a potential to influence bias in perception
or understanding, overtly or otherwise. Malterud (2001) suggest that this influence spans the
entire research process and choice of topic, methodology, and the way in which findings are
filtered, selected and communicated. He argues however that awareness of this influence

throughout the process can mitigate the effects on choices made.

"Preconceptions are not the same as bias, unless the researcher fails to mention them"

(Malterud, 2001p. 484).

This view is supported by Moore (2008) who describes the impact upon the researcher of
being an instrument within the research process. She describes the term of ‘multiple mes’

(p 31) which describes the different stances that the researcher is required to take in
processing data and making crucial decisions around how it is used. She argues that the
researcher demonstrates their own personal values during the process of establishing and
negotiating differing positions whilst processing the data. It is this range of roles undertaken
by the researcher throughout the process that can cast doubt on the transparency of data
collection, selection and analysis. As a professional with a substantial amount of experience
of interviewing individuals within a range of situations, the researcher within the current

study perceived that these key skills are transferable to the research interview situation.
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Creating and facilitating a safe atmosphere within which participants feel they can divulge
views and experiences, putting the participant at ease and encouraging the flow of
communication, and using gesticular cues and verbal emphasis to both guide and encourage
conversation were skills that the researcher felt that they had from their professional practice
experience. | feel that these skills had a positive influence on the semi structured interview
process. However, as the sole researcher it was me who interpreted and defined the meaning
within the discourse generated between the participant and myself, which presented potential
for researcher bias. It is the process of enacting both of these elements of the research process
that threatens trustworthiness of the qualitative interview process. There are a number of
suggested measures within the literature (Poggenpoel & Myburgh, 2003; Krefting, 1991) to
address potential bias: Designing a process that involves multiple interviewers; keeping a
reflexive journal throughout the research process in which reflections upon methodological
decisions and the impact on research journey upon the researchers’ values and beliefs;

detailing interview technique to be utilised in advance; and member checking.

In the current study only the member checking measure was utilised, by inviting participants
to review typed transcripts of interviews for accuracy checking. However, no changes or
amendments were suggested by any of the participants. It is difficult to see how it may have
been possible within PhD research to involve more than one interviewer, but this may well
have provided an effective check and balance, particularly across professional groups. The
keeping of a reflective journal would also have been an effective measure, but one which
would have required external review to enable learning. With regard to interview technique,
this was formed within the preparation phase although not recorded. I intended to draw upon
my skills acquired throughout my clinical experience to establish rapport early within the
interview, and enable me to focus upon the flow and order of questions, whilst enabling the

participant to retain a sense of control and inclusion throughout the interview. I felt I had a
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sense of responsibility towards the participant in honouring their feelings and emotions,
which meant that | could not dismiss a digression on to an unrelated topic that was away from
my preferred line of enquiry, but had to use paraphrasing and reflection to acknowledge the

views of emotions before bringing them back to the line of enquiry.

Step 5: Transcription

The interview questionnaire and schedule of interview periods across the academic year was
designed to address the two research questions. A digital recorder and separate microphone
were used to record the interviews, which were later transcribed by the author (Appendix J).
Each participant received electronic copies of the transcribed interviews to check for accuracy,
but no suggestions for amendments were made. Interviews took on average one and a half

hours each.

Step 6: Coding

An initial set of codes was developed based upon the theoretical framework and the growing
understanding of the interview content. This was an iterative process, which evolved and
developed on each reading of the texts. These codes were words and phrases used to identify
the occurrence of events or concepts within the interview transcriptions. Categories used in the
coding process were solely linked to the research questions. Initially, fourteen codes were

created as follows:

Identifying with their profession / belonging
Identifying with student colleagues

Becoming a professional

Knowledge of what they (other professions) do

Attitudes towards other health and social care professionals
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Understanding of multidisciplinary working

Culture of learning

Learning by doing

Knowing what | don't know

Knowing what we do

Learning together through working together / socialisation
On power within professional group

In reference to service users

On service users expectations

These initial codes were identified during the immersion phase of analysis. These evolved and
changed in focus and priority in line with the research questions to four distinct themes. A
separate comparison was made between students across the themes to draw out the impact of

shared learning experiences.

1. Professional identity
2. Understanding what other professions do
3. Understanding our role

4. Better understanding of other professional roles through placement

The application of a coding approach facilitated the discovery and identification of themes,
patterns, and categories within the data. Subsequently, this highlighted apparent connections
and relationships between events, concepts and theories that could then be analysed, compared

and contrasted in depth.

Step 7: Analysis
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Potter and Wetherell (1987) described two phases to analysis. The first involves reading and re
reading the texts searching for patterns in the discourse relating to consistency and variation,
and the differences and shared features across the accounts. They stress the importance of
researcher self -awareness throughout the process in relation to their own assumptions and
presuppositions and how these may potentially impact upon how they read or interpret the text.
As described earlier in this chapter, DA as a research method draws on discourse through texts
which in the present study was transcribed interview text. The analysis questions and explores
the way these texts represent ‘ways of understanding’, thus providing an appropriate method of
analysis within the constructionist framework. The DA approach used by Potter and Wetherell
(1987) describes discourse as key to understanding the ways in which individuals construct
and formulate identity through verbal interaction, which in turn underpins the discursive
psychological approach. The Potter and Wetherell approach to DA was utilised within the
study as a method for analysing the interview data to explore the ways in which the
participants construct and form knowledge and understanding of their roles and identities, and

those of others.

Potter and Wetherell (1987) argued that discourse that projects a social or psychological image
of self can be powerful, both in a positive and negative sense in different social contexts. They
suggest that the way in which discourse can position an individual can have vital consequences
for how they are perceived within their social group. Burr (1995) develops this further, stating

that

“(discourses) have their origin not in the person's private experience, but in the discursive

culture that those people inhabit™ (p50)
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The analysis of participant interviews in this thesis paid particular attention to the concepts
arising in discourse about the self. In fact, the texts produced from the interviews were
subjected to interpretive analysis on several occasions throughout the research process. The
interview process itself required analytical interpretation of the participant’s discourse, to
enable myself as the researcher to check understanding, and make decisions about where
further probing was required. The participant themselves also had the opportunity to contribute
to the interpretive analysis when they were invited to proof read the transcripts, although no
recommendations were made for change or correction by any of the participants.

Each interview transcript was analysed to identify themes and constructs which were then
compiled into a data set to describe which discourses supported or challenged themes, with a
focus on both the content and context of the discourse. This is not to say that the linguistic
structure was overlooked, but that the thematic elements took precedence over linguistic style.

This approach is supported by Phillips & Jorgensen (2002) who maintain that

*“ Language is a machine that generates, and as a result constitutes, the social

world”. (p. 9).

| anticipated that the particular discourses within the interviews would give a sense of
allegiance to particular identities. As a method of analysing the interview data in this study,
DA enabled the focus on the content and context of the students’” accounts by examining
interpretations and understandings to reveal implicit beliefs and core values. Interview data
was subjected to DA which resulted in the identification of major themes in the students’
stories. Comparisons were made between first, second and third interviews throughout the year
to explore changes over time and look for any effects of placement experiences, and across
professional groups to identify the impact of IPE. In order for the analysis to be valid and

reliable, and the results credible to other researchers, it was vital that the methodology was
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systematic and comprehensive to guarantee that all subjects are included and analysed using
the same procedures. At the same time, the analysis procedure remained reflexive in so much

that it could develop over time while retaining the ability to enable the easy retrieval of data.

The second phase of analysis that Potter and Wetherell refer to entails revisiting the data with
a focus on the constructive and functional dimensions of discourse. Potter and Wetherell
suggest that this final analysis phase is where the researcher can attempt to form hypotheses
about the functions and affects the participants aimed to achieve via their discourse and
looking for “the linguistic evidence to underpin these’ (Potter and Wetherell, 1987, p 169).
Within the current study the approach taken at this second stage was to identify how
understanding of roles and professional identity had been fabricated or created by their
experiences within the university and practice settings and demonstrated within their
discourses. Social Identity Theory, Self Categorisation Theory and Social Learning Theory
were the approaches utilised at this stage to conceptualise the relationship between taught IPE
and practice placement experiences and the development of professional identity,
understanding of role and those of others for the participants in this study. The outcome of
this second phase which is reported within chapter 3.2 and chapter 4, enabled me to form
hypotheses about how the different contexts and environments may have influenced the
creation of the participants’ changes in perspectives in the light of exposure to new

knowledge and ways of interpreting things.

Step 8: Validation.

This final stage of the analysis entails consideration of how the themes within the 'discourses'
identified are held together in a coherent way, in response to the research questions. Potter
and Wetherell (1987) described 4 key themes to validation: coherence, appreciation of

participant orientation, identification of new problems that have not been addressed and the
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fruitfulness of the findings. This stage informed the selection and orientation of the

presentation of the findings in chapter 3.1 and is reflected upon within chapter 4.

Step 9: Write up.

Potter and Wetherell (1987) stress that it is important to be honest within the write-up about
the researcher’s focus and areas of interest, and that there is and openness regarding
researcher interpretations on the discourses and the ways in which these are presented . The
semi structured interview schedule offered the opportunity for further discussion around the
broader aspects relating to the research questions. The analysis of the discourse that is
presented in part two of chapter 3, and that is further explored within chapter 4 of this thesis
reflects the elements of the analysis that were seen as fruitful or providing a level of insight

into the world of the participants in relation to the key research questions.

Step 10: Application.

This final stage is one that Potter and Wetherell (1987) feel is crucial and often neglected
within social research. They articulate that the researcher should be able to demonstrate the
potential application of findings and the practical use of the work. This step is addressed

within chapter 4 of this thesis.

Selection of educational institutions

Coventry University provide qualifying professional programmes for all three groups in which
| was interested, but are the only providers of OT training in the region so a decision was taken
to select OT student participants from there. My initial intention was to recruit participants
from three different universities, as | thought this may provide the additional advantage of
learning something about the impact that the individual institution could have upon the student

experience. At this stage it was my intention to recruit nurses from Wolverhampton University,
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as | had well established links to the School of Health, and | intended to recruit social work
students from Birmingham University, as the institution within which | was studying.
However, | encountered a major stumbling block as the introduction of the Social Work degree
in the academic year of 2004/5 meant that social work students at Birmingham University

would not be undertaking a practice placement within the first year of study.

As links with Wolverhampton University were already established by the researcher enquiries
regarding the social work programme within the university revealed that they would be
providing first year placements to social work students for the 2004/05 cohort. As | had
already been granted permission by the Ethics Committee at Wolverhampton to proceed with
recruitment of nursing participants, | sought and was granted permission to recruit both
nursing and social work students from this university. The heads of schools within Coventry
and Wolverhampton Universities were approached to gain permission to invite their students
to take part in the study (Appendix H). Thereafter, contact with potential students was then

made through senior lecturers and course tutors on each programme.

Ethical considerations

Meetings were organised with programme heads within each university to discuss the study.
An application for ethical approval was submitted to Wolverhampton School of Health ethics
committee, who granted permission to proceed in July 2004 (Appendix 1). The School of
Humanities, Languages and Social Sciences granted access to students on the basis of the
School of Health ethical approval, as with the School of Health and Social Care at Coventry

University.

This study presented important ethical issues concerning confidentiality and the preservation

of anonymity. When relating their experiences and stories, participants were ‘exposing’
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themselves to the researcher. This exposure could be perceived by the participant in a variety
of ways, including embarrassment, feeling judged, disclosing and discussing feelings that have
not been discussed in any other environment thus making the subject feel vulnerable to the

researcher.

It was especially important to recognise that any further in-depth probing of interesting
responses could be intrusive and that the needs, rights and protection from harm of the

individual far outweighed the importance of the interview.

Summary

This chapter has outlined the rationale for approaching the study of the development of
professional identity within the social constructionist framework. It has also discussed the
relationship between DA analysis as a supporting methodology for the social constructionist
approach and the strengths of utilising DA as a method that informs research design.
Furthermore, a rationale for the methods employed has been given and a full description of the
research design and processes has been presented. Lastly, the rationale for the selection and
use of documentation for analysis has also been discussed. The next chapter presented a

themed analysis of the findings, organised around the research questions.
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CHAPTER 3 FINDINGS

Divided into two sections, this chapter presents the findings of the thesis framed around the
research questions. The first part presents the results of the analysis of course syllabi, and the

second part presents the analysis of the interview data in the form of discourse analysis.

3.1 Professional course syllabus analysis
Since the experience of interprofessional education (IPE) and multidisciplinary placement
was a specific focus of the study, understanding of the form these elements took within the
various courses was required. University course syllabii were the document of choice as they
were written for students and served as a reference point for students seeking guidance and
information on their course aims and content. Alternative documents, such as submissions to
university validation panels and regulatory bodies, may have provided greater detail about
expected outcomes of different elements of the course, but it was established at the outset that
these would be difficult to obtain and would significantly differ between universities and
professional bodies. The course syllabii were readily available in the public domain and
copies of the academic year 2004/2005 syllabii were obtained for all three courses from both
universities. The documents were analysed using a content analysis approach focussing on
four categories: professional identity: core skills and values of the profession; descriptions of
IPE opportunities and practice placement elements. In addition a comparison of module

content within the first year was undertaken.

Understanding of roles, IPE and placement experience

Core skills and values

The first research question aimed to explore the impact of IPE on the students’ development of
professional identity, understanding of role and the understanding of other professions. Within

this each interview stage sought to question their understanding and knowledge of the roles
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and values underpinning other professions. It was therefore important to ascertain at what
stage, if at all during the syllabus, students received formal input on core skills and values of
both their chosen profession and that of others, and whether the understanding of these was an

expected outcome.

Social work

The social work course handbook did not detail the core skills and abilities of social workers.
Since this material is prescribed by national social work bodies, it must have been available to
students in another form of documentation. As course handbooks were the only documents
selected for analysis, no further searches for information were made. The students taking part
in this study were undertaking DipSW in the academic year 2004/ 2005 when the award was

being phased out in favour of the Social Work Degree.

Occupational therapy (OT)

The syllabus described in great detail the unique core skills of occupational therapists. There
was a focus on the use of purposeful activity and meaningful occupation as therapeutic tools
in the promotion of health and wellbeing and treatment of dysfunction. Skills in assessment,
analysis, selection and application of therapeutic media were also described in detail. Values
and beliefs were well articulated, focussing on empowerment, inclusion and partnership

working with services users and carers to enable them to achieve independence.

Nursing

The core skills of mental health nursing were identified in the course syllabus material as an
interpersonal process that seeks to help individuals, families and carers to address needs in
daily living, promote autonomy, recovery and independence. Whilst the values of the core
first year training were not detailed, the beliefs and values underpinning the Mental Health

Branch Programme regarding the nature of mental health nursing were. The syllabus also
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stated that these are underpinned by national initiatives related to mental health services and
higher education provision, with specific reference to the Ten Essential Capabilities (DoH
2004). The syllabus stated that mental health programme students would need to continually
examine and question their values, beliefs and prejudices with a view to respecting and
valuing diversity, and develop anti-oppressive approaches to their nursing practice. This was
not immediately relevant to the participants in this study, however, as they did not enter

branch training during the first year.

Taught IPE opportunities

In the context of this thesis, taught IPE opportunities are described as formal planned
opportunities to learn alongside other professions within the university setting. Only the OT
degree offered an IPE module that presented students with the opportunity to study alongside
other health and social care professionals (this was offered at the start of the course). In
2004/05 the professions studying this module were social workers, nurses, occupational
therapists, physiotherapists and speech and language therapists. An enquiry-based learning
approach was used to explore the role of social policy and health and wellbeing in context of
the broader health and social care services. In addition, the Welfare, Inequalities and Health
module was taught across a range of professional courses thus enabling exposure to IPE

within classroom based discussion and group work.

Practice placements

The second research question aimed to explore the impact of IPE within the placement setting
and the impact upon the development of students’ perceptions of their professional identity,
understanding of their role and those of other professions. The course syllabii provided only
very basic detail of the placement length and where it occurred within the first year of training.

There was very little detail on the nature, scope or setting of placements, other than to inform
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students that these would take place in a variety of settings and agencies. This is probably due
to the complex task of allocating students to placements which is seldom achievable in

advance of the course.

OT and social work courses undertook one placement, of 30 days duration, at the end of year
one. Nursing students undertook a number of placements, ranging in length from between two
weeks to eight weeks, throughout the year starting as early as six weeks into the course. All
three nursing students taking part in this study participated in a work placement within the

first six weeks of course commencement.

Comparison of module content across courses

Table 2 details the course modules within the syllabuses for the first year of undergraduate
training. Each of the courses contained modules addressing core skills, values and approaches
that underpin the particular profession. They also included a module addressing professional
roles prior to placement and consideration of expected professional behaviour. Only social
work and occupational therapy courses dedicated a specific module to inequalities. The OT
syllabus also contained a larger number of modules than nursing and social work courses, as
the module credits were a mixture of 10 and 20 credits. Nurses completed four 30 credit

modules and social workers a mixture of 15 and 30 credit modules.
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Table 2. Comparison of module content of first year undergraduate course

Social work

Occupational Therapy

Nursing

1 » Understanding Inequality and Welfare, Health and Inequalities
Inequalities | Exclusion This module is designed for students
Introduces students to sociological on professional and vocationally
explanations of the material orientated undergraduate programmes
conditions of service users. Examines | in health, social work and social
poverty, unemployment, ill health, welfare. Its objectives are to provide
poor housing, disablement and lack of | students opportunities to: - examine at
education and affect on human an introductory level, the impact of
development and behaviour and key dimensions of social inequalities;
exclusion. It will also look at some of | - consider how health and social
the strategies to counter social welfare services may contribute to
inequality. such inequalities but can work to
challenge and combat them; - learn to
discuss these issues in an
interprofessional context.
2.Values & | Values and Ethics of Social Work Foundations of Occupational Holistic Nursing Practice in
ethics Offers guidance to students regarding | Therapy Context
their behaviour with service users and | The philosophy, core values and Enable students to develop an
to assist students to identify how their | beliefs that provide a foundation for understanding of health; the
own values, beliefs and prejudices occupational therapy. It examines the | development of health care
affect their practice. Introduces the relationship between occupation and services and the delivery of
historical and philosophical health and the module introduces the | services within a wide social,
underpinnings of social work values theoretical foundations that provide a | legal, ethical and professional
and ethics and implications for framework for occupational therapy context and to recognise the
practice. practice. impact of the local and national
Human Occupational Performance | health economy.
Module aims to integrate student's
knowledge of the components of
occupational performance, health and
wellbeing The aim is to acquire an
understanding of human development
and the components that contribute to
human occupational performance.
3. ) NO SPECIFIC MODULE BUT Interactive Processes Self-awareness and relating to
fgl‘;zezsr‘:gna' IDENTIFIED IN5 & 2 An opportunity for students to others

development

explore their personal and
professional development.
Professional roles and personal skills
are identified and considered in
preparation for the first professional
practice placement. On completion of
the module, students will be able to
identify personal strengths and areas
for development through the ongoing
reflective process encouraged
throughout the programme.

Aims to enable the student to
explore aspects of self-
awareness and how they may
relate to ‘others’ in a variety of
settings. The student will
explore the contribution of
interpersonal and
communication theories,
identifying skills and attitudes
required in order to develop
effective therapeutic and inter-
professional relationships .The
module aims to facilitate
personal development and
prepare students for a wide
range of psychological and
interpersonal challenges that
arise from working in
contemporary health care
services.
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4. Unique to

Law for Social Work Practice

Interprofessional Module 1

course Key elements in social work This module aims to examine the
legislation across different service- historical development and
user groups. Knowledge and contemporary roles of professional
understanding of the legal context of | groups in health and social care
social work practice to ensure they By the end of the module the student
are “fit for practice”. should be able to:
Understanding Social Work - Demonstrate the ability to
Organisations accommodate diversity in
Develops student’s understanding of | collaborative, interprofessional
organisations that commission and working
deliver social care / social work - Demonstrate self awareness and an
services and the working of teams appreciation of power relations within
within those organisations. the context of groupwork
- Explore the nature, scope and
significance of social policy in the
field of health and social care
-Recognise the implications of social
inequalities and social diversity for
service users and service provision
-Discuss the range of skills required
to optimise health and well-being in
individuals and communities
-Reflect on their own health and well-
being, professional role, and
contribution to collaborative
enquiry-based learning
Introduction to Research
"Introduction to Research" seeks to
provide an introduction to developing
an understanding of research within a
practice context.
5. Practice Preparing for Practice: The Process of Occupational Introduction to Nursing
placement Communication and Intervention Therapy Provides students with a

preparation

Ensures students are prepared and
safe to undertake practice learning in
a service delivery setting.
Development of basic communication
skills in interviewing, writing and
recording. Provides an introduction
to time-management and task
prioritisation techniques,
understanding of service user
perspectives and to encourage service
users to participate fully by working
partnership.

Students should be able to identify
agency policy and procedures and be
able to show an awareness of the
expectations of professional
behaviour. They will be provided
with knowledge to be able to use and
seek out professional support. They
will be able to demonstrate a basic
understanding of anti-oppressive
practice and how to apply this to
practice. This module also covers
health and safety policy and team
operational procedures.

The application of knowledge gained
in Foundations of Occupational
Therapy to the practice settings. This
module seeks to prepare students for
both clinical/fieldwork experience
and their future role as occupational
therapists. Provides the student with
an opportunity to practice and begin
to evaluate the core skills of
assessment, report writing and
intervention planning through to
closure and discharge.

foundation knowledge of
sciences to support practice.
Students will also be facilitated
to develop a range of clinical
skills, enabling them to
participate safely in care
delivery under supervision.

6. Practice
placement

Practice Learning One

Introduces students and enables them
to begin to participate in social work
practice within a broad based social
care agency. 30 days.

Professional Development in
Practice | (Fieldwork Education
Placement)

Practice placements

787.5 hours in various lengths
of duration from as early as six
weeks into the course.
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Summary

The OT course was the only course that provided a taught IPE module, which was described
in terms of clearly defined outcomes. This syllabus also included a number of modules
running alongside the IPE module that specifically focused on the foundations, core skills
values and beliefs underpinning the profession. The syllabus documents described preparation
for practice modules within each course but there was a marked difference in emphasis
between the nursing syllabus focussing on clinical skills preparation and the social work
syllabus which places greater emphasis on knowledge of the placement context, and preparing
students for the role they are about to undertake. The occupational therapy practice

preparation module fell somewhere between the two.

Overall, the placement duration seemed comparable across the three courses. However, whilst
the nursing syllabus provided an hourly total across the first year and alluded to a number of
placements throughout the year, the timing and length of these placements was not detailed in
relation to the overall programme of study. The syllabus analysis highlighted a number of
similarities and differences between courses which may significantly impact the opportunities
for interprofessional education in both a planned, formal sense and within the practice

placement environment.
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3.2 Discourse Analysis

This part of this chapter presents the analysis of the interview data in the form of a discourse
analysis based on Potter & Wetherell’s (1987) approach. An important part of this thesis is
tracking the journey of the student through their experiences over the course of the year in
order to explore changes in their perceptions and articulation of professional identity,
understanding of their role and that of other professions. For this reason the analysis is
presented by individual participant. Each journey is organised around the three key themes
that emerged following the various stages of analysis; professional identity, understanding of

own role and understanding the role of other professions.

Nurse A

Professional identity

Nurse A entered her training with a substantial amount of experience as a health care worker
and, through her mother’s role as a district nurse, has a firm idea of the professional image of

nurses. She bases her views on a historical trust that society at large holds in nurses.

Fig 1

NAI You have a more therapeutic relationship, with nursing the history..... when you put on a
nurses uniform you become a nurse. With a social worker you are like the scourge of society,
they really don’t want to know you, but with a nurse historically they have been beneficial,
they have been carers, they have been people to confide in. And | think history, because your
uniform gives you a status, and I couldn’t....mmm what am I trying to say...I think that social
workers, where they are almost part of society, they are not held in the same regard as a
nurse. It gives you a professional barrier, between your own personal life and your

professional life. Its regard and esteem.

Her reference to nurses being beneficial and having more therapeutic relationships points to a
warm, trustworthy do-good element of the nursing image. Her use of the words regard and
esteem infer the warmth society associates with the professional identity. However, she

contradicts this with her reference to uniform giving you status, and professional barrier,
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between personal and professional life, almost inferring that it is a mantle one can use to
become powerful. At this early stage in her training, nurse A indicates that she has a

professional identity as a nurse.

By her second interview, her discourse suggests recognition of personal responsibility for her

professionalism.

Fig 2

NA2 Well as a professional it is my responsibility to be aware of any shortcomings or
development needs and to ensure that | address them. Once a nurse becomes registered, then
there are no exams or tutors giving advice, it’s up to the individual nurse to ensure that they

remain fit to practice.

She uses the | rather than collective you to describe professional responsibility. The use of the
term fit to practice suggests that her exposure to professional jargon has already become part
of her vocabulary. Remaining fit to practice also suggests that she has changed her belief of
professional status assumed from having responsibility for maintaining professional standards
in practice - the professional code. She is quite clear that she has a professional identity at this

stage, but relates this only to work-based experience.

Fig 3

Do you feel that you have a professional identity as a nurse yet?

NA2 Crumbs....err, yes | think I do. That’s not related to the university course work or
lectures though, it’s being on placement, doing the job that I’m comfortable with- that’s

where | feel like a nurse.

She implies that she is comfortable and at ease with the practical element of the role. By the

third interview her discourse refers back to professional power.
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Fig 4

NA 3 Yes, but having said that, when you put on a nurses uniform, it almost gives you a right.
People think, oh she’s a nurse, it’s ok. Just out of courtesy you should ask if you can carry
something out. Even feeding is a very personal invasion. It seems that the general public feel
that as you are wearing a uniform, you have a right to carry out whatever procedure you wish

to.

She talks about the public seeming to give power to the role, but suggests that permission

should be sought just out of courtesy.

Fig5

Is that really how it feels?

NA3 Yes. One of the palliative care nurses who don’t wear uniforms was putting a syringe
driver in, and her (the patient’s) daughter turned up and asked us whether she was a nurse,
that is how strongly the uniform appears. People will tell you their most intimate details when

you are wearing a uniform.

However, here she seems to be moving from the respect the uniform should have to the trust
people place in the uniform, inferring that this trust should be treated carefully and respected.
She goes on to describe her perspective on ethical stance, professional accountability and

personal conscience.

Fig6

NA3 But as a nurse, you have to look at the whole person, and not just within the confines of
the NMC code and the ethics but, your own personal sort of conscience that you are doing the
best you can, in the patients’ best interests, rather than just treating the ulcer on the leg, you
are making sure they have good nutrition, and using your experience and your
professionalism and your knowledge to treat the whole person, but in doing that you need to

involve them in the whole treatment, to empower the patient to gain consent and autonomy.

She still espouses the maternalistic view of looking after a person’s needs, irrespective of
whether they ask you to or not, ensuring patients have good nutrition in addition to their
treatment, but for the first time she makes reference to empowerment and involvement of

patients in their own care.
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Over the course of the three interviews there is a development of her perception of
professional identity. Her discourse within the first interview suggests that she already has a
level of professional identity, but throughout the interviews there is a distinct move from
assumed respect, power and automatic permission to do unto others. She demonstrates an
appreciation of the accountability and responsibility she has as a nurse to develop and

maintain her skills, for her own behaviour, and the need to consult and involve service users.

Understanding of own role

Nurse A has her first placement in a nursing home. Her first responses on being asked about

the knowledge required for nursing is precise.

Fig 7

NA1 Anatomy, drugs, psychology.

She goes on however, to describe the skills required as being listening and understanding.

Fig 8
NA1 Someone who will listen, of all the things you need to be a nurse, you need to be a good
listener and you need to look as though you are listening. To be empathetic, rather than

sympathetic. If you’re empathetic you actually do something about it.

She also talks about enabling patients to feel empowered, although she is clear that this is a

university perspective, not her own from experience.

Fig 9

NA1 Promoting the autonomy of the patient is what they keep telling us. If someone feels that
they are acting rather than being acted upon, it gives them a feeling of empowerment and
makes them feel that they are contributing to their own treatment. | found that in one of the

text books and I rather like it.
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In her second interview, she still identifies empathy and being alongside a person as the key

roles of nursing.

Fig 10

Right Susan. Could you tell me what the unique core skills of a nurse are?

NA2 Um, putting yourself alongside a patient and being able to really empathise with how
they feel.

Do you think that all nurses can truly empathise with how a person feels?

NA2 No. I think everyone should have a stay in hospital, because when you are on the other
end of it, you are acutely aware of the power people have over you, physically and decision
wise. | remember when I had my hysterectomy I had an epidural, and | was lying here
wandering how on earth do people manage when they can’t move, and you need to have an
all round awareness of what it feels like to be that person in the bed. You need to be able to

pick up on the non-verbal signs that people give you, that give away how they feel.

She expresses an awareness of the power of the professional over an incapacitated person,
although her example is of physical incapacity. Again, the focus is on the physical aspect

when discussing the intimacy of nursing tasks.

Fig 11
NA2 Yes, I’m sure that with social workers and occupational therapists that dignity and

respect are important, but there is still the intimacy of nursing tasks that these other roles
don’t do. Well at least I don’t think they do.

Do you think these skills are unique to nursing?

NA2 Maybe not empathy, but I do think that nurses undertake very personal tasks that invade
people’s personal space, and I think this is unique to nursing, so being able to empathise

and...understand how that may feel, is key for nurses especially.

Her responses focus on understanding the patient, or the client experience. However, this is
described in the context of nurse autonomy and trust. Nurse A also articulates a clear

understanding of the nursing ethic.
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Fig 12
NA 2 | suppose the beliefs are that dignity and respect for a patient, or client is paramount

and nursing is about being trusted to provide care and comfort when it is needed.

NA2 Philosophy and beliefs. That we should support life, keep patients free of pain where
possible, and alleviate stress and distress through care and support. That we should use
evidence based treatments to treat identified illnesses within agreed protocols, following care

pathways.

At this early stage, 12 weeks into her training, she seems confident in her knowledge of the
role of the nurse. This strong ethical focus is deepened by her placement experience, as is

evident in her third interview.

Fig 13

NAS3 You have a more therapeutic relationship... when you put on a nurse’s uniform you
become a nurse...You’re there to look after them, holistically- that sounds like | have
swallowed my lecture notes. But as a nurse, you have to look at the whole person, and not
just within the confines of the NMC code and the ethics but, your own personal sort of
conscience that you are doing the best you can, in the patients best interests, rather than just
treating the ulcer on the leg, you are making sure thy have good nutrition, and using your
experience and your professionalism and your knowledge to treat the whole person, but in
doing that you need to involve them in the whole treatment, to empower the patient to gain

consent and autonomy, | have swallowed my lecture notes.

She talks about putting on the mantle of a nurse to look after people. She infers that you
become a nurse by wearing the uniform, and in effect, lose that identity once you remove it.
This contradicts her later statements about personal conscience informing decisions. Perhaps
by this she means that all nurses use personal and professional ethics to guide their practice,
and this is imbued within the uniform. Interestingly, she was not successful in gaining a
mental health placement; her final placement was on a urology ward in a general acute

hospital. Had she had a mental health placement, she would not have worn a uniform.
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Whilst nurse A has a good understanding of the role at the first interview her discourse
illustrates a deepening of that understanding throughout the second and third interviews,

although the focus on physical tasks remains strong.

Understanding what other professions do

At the first interview, nurse A states that she had little knowledge of social work roles.

Fig 14
NAL (on social workers) I honestly don’t know, I mean along the same ideas of listening |
suppose, and drawing on resources, but I’ve never had any contact with a social worker, |

don’t know any.

However, she has a number of examples that illustrate what she perceives society’s views are

of them.

Fig 15

NA1 No. social work I think is terrifying, because | think... you are vulnerable, from what
I’ve seen. From what you see on television, social workers seem to be the whipping boys, um
you know. If something goes wrong it’s the social worker’s fault, it’s not the fact that Mr

Jones stabbed his wife, it’s the social worker’s fault.
NAL You’re dammed if you do and you’re dammed if you don’t with social work.

NA 1 With a social worker you are like the scourge of society, they really don’t want to know
you. | think that social workers, where they are almost part of society, they are not held in the

same regard as a nurse.

In the first interview nurse A states that she knows nothing of the OT role. By the second
interview her knowledge of social work and OT roles has not improved, although she is

willing to stake that they do not carry out intimate tasks similar to nurses.
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Fig 16

NA2 Yes, I’m sure that with social workers and occupational therapists that dignity and
respect are important, but there is still the intimacy of nursing tasks that these other roles
don’t do. Well at least | don’t think they do.

By the third interview, following her placement on a medical acute ward, she has not
encountered an OT and has no further insight into the role. She has encountered social

workers, however.

Fig 17
NA3 Social workers assess and devise care plans very much as the nurses do. They purchase
care packages but so do the nurses. Social workers do indepth assessments for residential
care, or any ongoing care needs that need to be purchased. Other than that, their roles are
similar to nurses. The single assessment process means that we share some of the same

assessment process.

Although she only witnesses the assessment and care planning element of the social work
role, she surmises that their role is similar to nurses. Overall, nurse A’s knowledge and
understanding of other professions roles does not improve significantly as a result of her
placement experience, as both placements are in uni-disciplinary teams and physical care
settings. Over the course of the first year of training, neither the planned taught element and
or the unplanned experiential encounters on placement provide her with the opportunity to

develop better insight into, or knowledge of other professional roles.

Nurse B

Nurse B only participated in one interview at the beginning of her training. As a result it is not
possible to observe changes in knowledge, understanding and attitude throughout the first

year of training. Consideration was given as to whether to include her interview data in the
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discourse analysis. However, the first interview provides an understanding of the level of
professional identity she has as a student nurse on entry to her training, and details relating to
the impact that her brief first placement has on her understanding and perceptions of other
professional roles. For this reason, the decision was taken to include her data in the final

analysis.

Professional identity and understanding of own role
Nurse B had no previous experience in a care provision role prior to commencing her nurse
training. What is interesting about her understanding of the nursing role is her broad

expectations, or understanding of the expectations she places on herself and nurses.

Fig 18

NB1 Yes or depending on what they want. Like if someone wants to be able to cook, you’d
help and assist them in whatever way they could be helped, or if they needed help to go to the
bathroom you would assist them in any way they need help. Um, it all depends on what they

want. You need to know how to do most things to be able to help.

The overemphasis on providing assistance wherever possible is contradicted by her views on

the rules that dictate exactly what a nurse can and can’t do.

Fig 19

NB1 Well you’d need to know all the policies that can affect a nurse. So, what a nurse can
and can’t do, what a patient can and can’t do to a nurse, um all the communication skills.
Yes.

NB1 Record keeping, knowledge of the different types of drugs, and knowledge of the
different types of procedures that go on. Um, that you can do as a nurse. What happens when

you do such and such thing, and what happens when it goes wrong.

She goes on to describe a more interpersonal, reflexive view of the role.
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Fig 20
NB1 Someone who will listen, who has a good knowledge and understanding of ... things that
can happen to people. Not someone that people feel they can’t talk to or ask about something.

Have an understanding of everything as well, and not be too pushy.

Nurse B appears to indicate a level of belonging to the profession but it is difficult to establish
from the first interview her level of professional identity. She demonstrates a broad
understanding of the role at this stage, which may have been drawn from her early placement

experience as her first placement had commenced before the interview took place.

Understanding what other professions do

Nurse B commenced her first six week placement on a mental health rehabilitation ward in an
inpatient unit before the interview. During this time she had exposure to social workers and
occupational therapists, but the impact of this early placement in a busy, challenging
environment seems to be mixed. Nurse B does not demonstrate any knowledge or
understanding of the OT role. She does, however, indicate a basic level of understanding of

the social work role.

Fig 21

NB1 Um from what I’ve sort of seen so far, the nurses are here to help with their health, and
social workers are here to help with their social problems. So once they are better and well
enough to go home, they will help find them somewhere to live, make sure they are ok when
they are there, phone bills, you know, bills and benefits if they need them, help them to get a
job, help them back into the community, and we as nurses help them to get better to be able to
do that.

She identifies the skills and knowledge required by social workers as being very much based

on empathy and interpersonal skills.
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Fig 22

NB1 It would depend on what they are doing whether it be child or adults, they would need to
have an understanding of what the child’s going through and what they are feeling. If they
are being abused, either violently or whatever they need to know how they will be feeling and
why. They might never have experienced it but at least they will have known a number of
people who have and have been through it and will know what to look for, and then they go

out and see people.

This view is interesting as she is providing child focussed examples, although her current
experience is in an adult service. She does draw on her placement experience in describing the

patience and listening skills required for social work.

Fig 23
NB1 From the people that | have met that are social workers you need to have a lot of
patience, um I don’t know about people who haven’t got mental health illnesses, but on this
ward you need a lot of patience, and they have to sit there and listen to people who keep
stopping half way through a sentence and swapping back. Um you need to be able to sort out

10 things at once.

It is unclear in the latter part of the sentence whether she is referring to all staff in this
environment or social work in particular. Her short exposure during the work placement has
led her to compare professions by the amount of contact with service users, particularly the 24

hour caring role.

Fig 24

NB 1 They (nurses) tend to have a higher level of knowledge of medical expertise, what to do
if something happens to a person on a ward and such. Also they have to learn to deal with
people differently to a social worker. They have to be with a patient all the time every day,

where as a social worker comes in once or twice a week to see how they are doing.
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Nurse B demonstrates some understanding of the social work role at this first interview,
although it is difficult to judge the impact her short placement may have had on this as she has
already commenced it by the time the interview takes place. Her discourse suggests that her
brief exposure to professional roles, whilst on placement, has stimulated a consideration of the

differences in knowledge required and roles performed.

Nurse C

Professional identity

Nurse C commences his training with a number of years experience as a holistic therapist, and
has an understanding of the nursing profession as family members are nurses. In his first

interview he alludes to an identity as a mental health professional as opposed to a nurse.

Fig 25

Was there any reason why you decided on nursing as a progression on from your holistic
therapies and learning disabilities experience, rather than any of the other health or social
care occupations?

NC1 Um, it was just mainly mental health. 1’d done a little bit of reading around it. I’d heard
bad reports of social workers and different things and I’d heard a lot of stories about social
workers... but nursing runs in the family, there’s a family attachment as well, even though it’s
in a different area.

So would you say that you had a general understanding of the field of nursing?

NC1 Yes, also a lot of my friends and colleagues are nurses. It was skills but also that I think
I’ve got time to sit and listen to people and folks have pointed out to me before hand that on
general wards you don’t have time to sit and listen and offer advice as you are short of time.

That was the pathway | wanted to go down.

He still alludes to mental health skills, as opposed to the nursing professional identity. By the
second interview any indication of belonging to the profession or identity as a nurse is still

absent.
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Fig 26
Would you say Howard that you have a professional identity as a nurse yet?
NC2 No! Someone made a comment today that we are just monkeys out on the wards, and

that hasn’t gone down too well. You don’t get any feeling of belonging at all.

By the third interview, however, coming to the end of his placement, his discourse indicates a

strong identity with the profession.

Fig 27
Do you believe there are core skills unique to nursing?

NC3 Yes I do, I think that supporting people day in day out, making them feel comfortable
and looked after, whether they can be helped or not, whether they want help or not, nurses
need to have the strength of character to stick it out. I don’t think it’s quite the same for other
professions.

Why is that?

NC3 Well if clients don’t want help or are beyond help, they can do nothing for them. The
nurse will work 24 hours a day watching, assisting and caring for someone to keep them fed,

safe and warm.

The “doing to” message is strong; making people feel comfortable, looked after, whether they

want help or not. This is language that was not evident in earlier interviews.

Fig 28
It sounds like quite a powerful position to be in Howard.

NC3 I suppose it is. You have a responsibility to take decisions for the client when they
cannot make choices for themselves, but their best interests must be at heart at all times. It’s a

big responsibility.

Here again he talks about taking decisions for people, but this is balanced by an appreciation

of the responsibility that goes with this.
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Fig 29

Do you think your training has prepared you for that up to now?

NC3 | suppose so yes. At university we spent a lot of time talking about ethical codes of
conduct and legal and moral responsively. You have to take your professional responsibility

to society seriously.

He demonstrates a bold transition from a lack of nursing identity to a strong acceptance of a
paternalistic approach to clients and moral responsibility to society to uphold professional

values. He uses patient terminology, identifying demarcation between staff and patients.

Fig 30

NC3 | understand the values of nursing, putting the patient first. ...we had one lecture
whether the NHS was run for patients or staff, and we voted at the end that we thought it was
for staff, and it has to, or else it wouldn’t work.

Wow, was this a debate in uni?

NC3 Yes, people obviously say you have to run a service for the patients, but its just not
feasible, the service, the NHS to run as a massive concern has to be facilitated by staff, so the
structures and processes that facilitate the delivery of services are there for the benefit of staff

- to help them do their jobs.

He then proceeds to explain a physical nursing task, moving away from the mental health,

listening and supportive skills mentioned in earlier interviews.

Fig 31
NC3 Yes, | suppose | have covered it already. it’s the responsibility for caring for someone
24/7, ensuring they are safe, warm and fed, help them with the activities of daily living that
we all take for granted, that we need to survive, but for some people who are ill, they cannot

do for themselves.

Throughout the course of the year, nurse C’s professional identity has developed from one of
generic mental health worker towards nurse, with a strong allegiance to the profession
following placement experience. Both of his placements appear to have had a significant

impact on his professional identity.
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Understanding of own role
Nurse C has prior experience as a holistic therapist, and had family members who were
nurses. However, at the first interview, his understanding of the professional nursing role is

vague.

Fig 32
What are the core skills of nursing?

NC1 I’d be really struggling on those at the moment, what the core skills are.

So if you were talking to someone on the street and you were trying to describe what a
mental health nurse does, would you be able to easily summarise the role for them?
NC1 | support and care for people with mental health problems, helping them to cope with

their illness and providing treatment.

He talks more confidently about ethics and confidentiality, which is something that he has

prior knowledge of from his experience as holistic therapist.

Fig 33
Have they talked at all about values, philosophy, and knowledge base of nursing?

NC1 They say that we must have a knowledge base and evidence base to use in our practice.
So they reiterate that it needs to be evidence-based practice?

NC1 Oh yes. The main discussions we have had are on ethical issues on how you work with

different religions, etc. Confidentiality is the main thing that they push all the time.

His reference to university course lecturers suggests that perhaps nurse C does not own the
philosophy at this point, or associate himself with it. This seems to have developed by the

second interview, following his nursing home placement.

Fig 34

NC2 | think the ethics thing has been the strongest, evidence based practice, not operating
outside of your competence, always ensuring that you are observed in carrying out
procedures that you have not been deemed competent to carry out on your own, that kind of

thing, the code of conduct and all.
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There is a distinct development and deepening of his understanding of ethics and how it
translates into day-to-day practice. At this second interview, nurse C describes the warm,

supportive role of nursing which requires strong interpersonal skills.

Fig 35

NC2 Listening to people, supporting them, making them feel at ease and comfortable in their
environment, supporting people with health problems that are not medical.

Sorry, do you mean not physical?

NC2 Yes, mental.

NC2 I think that we have talked a lot in lectures about values and ethics, but they are all
encompassing.

What do you mean?

NC2 Well it’s about enabling people, not making judgements about people based on your own

latent prejudices, helping people to help themselves, that sort of thing.

At his third interview, following a placement on an inpatient ward for older people with
mental health problems, his understanding of the nursing role has changed dramatically. He
confidently asserts his understanding of the philosophy of nursing (fig 31) and affirms that

there are core skills required for nursing that differ from other professions.

Fig 36

NC3 Yes I do, I think that supporting people day in day out, making them feel comfortable
and anted, and looked after, whether they can be helped or not, whether they want help or
not, nurses need to have the strength of character to stick it out. I don’t think it’s quite the
same for other professions.

Why is that?

NC3 Well if clients don’t want help or are beyond help, they can do nothing for them. The
nurse will work 24 hours a day watching, assisting and caring for someone to keep then fed,

safe and warm.
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He appears weary and tired from his experience on the placement. His description of the role
of the nurse is of paternalistic care and control, which sometimes needs to be imposed on

people, dependent on capacity and will.

Fig 37

How would you describe the approach to client care on the ward?

NC3 | think it was thorough, with a focus on choice and people being comfortable, but with
the difficulty of communicating with very demented and confused patients. Sometimes they
don’t even understand what you are asking them, and you just have to cajole them along to

have a wash or get dressed or eat a meal.

Nurse C is describing idealistic care provision, which whilst he is keen to defend has been
recently challenged by the difficulties encountered when working with service users who have

communication or comprehension difficulties.

Fig 38

What were the skills that you required to carry out that role?

NC3 Lots of patience, trying to find ways of communicating with people, definite
unconditional positive regard for people, as sometimes they can be quite rude and hostile
towards you, but you have to constantly remind yourself that they don’t have the cognitive

ability to be aware of what they are doing.

His reference to unconditional positive regard seems out of place in this sentence. It is as if he
has drawn on a theory or model of understanding from his theoretical underpinning study and

is clinging to it to enable him to make sense of, or survive this challenging experience.

Fig 39

NC3 Well I have spent 10 weeks bathing, toileting and feeding people, that’s what it feels like.
Hard work.

NC3 Yes, but I know the experience wouldn’t have been the same on the adult wards. | think |
may have had more opportunity to get involved in therapeutic interactions, counselling,
talking and listening to people talking about their problems. Communication was a problem

with the older patients.
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Even though his experience has been difficult, he has not accepted that it is the norm for
mental health nursing and returns to descriptions used in his first interview, the role of the

counsellor and listener, which he feels he has not been able to use in his placement.

It is evident that Nurse C’s understanding of the nursing role has developed over the course of
the year. His initial, vague understanding and broader aspects of nursing practice has been
replaced by an appreciation of the role, function and skills required to practice as a nurse. His
understanding and perception of the nursing role is more orientated to generic roles than
mental health specifically, which may have been influenced by the fact that his placement has

been in older persons services where the focus is more on physical than psychological care.

Understanding what other professions do

Nurse C does not have a good understanding of the social work role at first interview.

Fig 40
NCL1. I’d heard bad reports of social workers and different things and I’d heard a lot of
stories about social workers...NC1 I’ll have a job to answer that I think, as | don’t have
sufficient knowledge about the other occupations. I’m not sure whether some of the other
occupations actually see an end result, | hear of social workers with very large caseloads and
files being passed on, which is the same as patients.

You were talking earlier about the bad press you have heard of social workers. In the same
vein, what might their core skills be?

NC1 I’m not sure that | know. They seem to have a lot of power to interfere.

Could you tell me what they do, what their role is?

NC1 Deciding when children can or cannot stay with their families, such as in abuse cases.
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Nurse C makes some very negative comments about social workers but it is not clear where
these views originate. It appears to be based on media stereotypes, although he states that he
hears of social workers with very large caseloads and deciding when children can or cannot
stay with their families, as if this is an individual social worker decision. His discourse

indicates that he has encountered social workers in a previous role.

Fig 41

Ok, what about work with adults?

NC1 finances, like organising care packages for people with learning disabilities, buying

beds in care homes, that sort of thing.

What do you think might be the values and philosophy of social work?
NC1 I don’t know. Protecting vulnerable people I guess.

Nurse C has previously worked in a learning disabilities care home, and draws from his
experience in that role. From his throwaway comment ‘Protecting vulnerable people, | guess’,
he appears to minimise the importance of the role of protecting vulnerable people. His limited
knowledge of occupational therapy is mentioned in relation to his learning disability

experience. He does not know how they may operate in mental health services.

Fig 42
OK. What about occupational therapists, do you know much about that role?

NC1 Um, I’ve come across them on learning disabilities, they help people recovering from
illness and accidents, that sort of thing.

In what way, how do they do that?

NC1 They help people get the right adaptations to help them around the house, climbing
stairs, getting into the bath, that sort of thing.

So you wouldn’t know what they might do for someone experiencing mental health
problems?

NC1 No idea.

By the second interview his knowledge of social work roles has not developed despite having

contact with them on his short placement.
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Fig 43
Ok. Since we last met have you had the opportunity to gain more knowledge or insight into

the core skills of social work?

NC2 No, I’ve been in meetings with social workers in the short placement we just did in the

nursing home but no further insight into the skills they need, no.

However, he proceeds to make a bold statement about social workers being similar to mental

health nurses.

Fig 44
NC2 I’m not really sure what the social workers do, but they do support individuals more
within their own homes or care homes than within hospitals. | know they are brought into
hospitals to help with individuals. If I looked at it longer | may feel that there is not much
difference between them and the mental health nurse because mental health covers the
individual, but social workers also cover the extended family and other events that do occur,

particularly children of course.

He seems to be confusing philosophy and approach with role. However, his understanding of

the OT role has dramatically improved since placement contact.

Fig 45
What about occupational therapists?

NC2 Now interestingly | did come across these on the placement, as it was for elderly people,
and there was an OT on a local team that used the respite beds, and they spent some time
assessing their capabilities, it was quite interesting.

Any further ideas on the skills they need?

NC2 Well, this person was a good communicator, and | suppose if they deal with people who
have had strokes and other debilitating illnesses, then the communication gets even harder,
doesn’t it, so they need to be clear communicators, and good listeners | suppose.

Any other skills?

NC2 Assessing people’s physical ability to carry out tasks...this one lady could not get herself
to the toilet or make a cup of tea and this OT put a programme in place for us to try and work

towards, well help her to work towards that goal. She told us what aids to use.
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He seems impressed by the OT outcome focussed intervention and identifies the OT role as

being similar to that of the nurse.

Fig 46

What about occupational therapy, do you have a better understanding of the core values,
philosophy and beliefs that underpin OT at all since we last met?

NC2 Well, seeing the OT worker at the home, the values are clearly similar to nursing, but

more focussed on enabling, putting things in place to help people to regain independence.

Nurse C’s experience of this OT was positive. He describes the individuals’ strengths around
communication skills, which prompts him to think about the context and purpose of their role
and where this competency may be necessary. Nurse C compares the OT values with nursing
based on this one encounter with the OT at the home. He describes the values of occupational
therapy, with confidence, making assumptions based on this encounter.

By the third interview nurse C has been on placement in an inpatient ward for older people
with mental health problems. This is not a multidisciplinary team, only nurses and
psychiatrists, but there is input from the wider team. It is evident that as a result of increased
contact with social workers his views have softened. Prior to his second placement, nurse C’s
views on social work had been scathing but his new experience has resulted in exhibiting a
more positive attitude to the work social workers undertake. His experience, albeit at a

distance on the ward was however, positive.

Fig 47
Any other professionals that were allied to the team on the ward?

NC3 There was a community team that worked with both of the psychiatrists for that part of
the city, and there were CPNs, an OT, and two social workers.

Oh, and what was their interaction like with the ward?

NC3 Well they come to ward rounds every week and take part in case discussions and case
conferences. the social workers would often pop up to the ward to see the patients and be to -
ing and fro-ing from the patients relatives and the ward. I think they do a good job making

sure the relatives are coping ok.
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From his first interview statement of social workers getting bad press he seems to view them
as hard-working, with a positive view of their role in looking out for carers’ needs. Nurse C
recognises a valuable element of the social work role in supporting relatives and establishing

links between the home and hospital.

Fig 48

NC3 Yes and no, | didn’t get a chance to get involved in what they were doing, | did get to
speak to some who had sectioned the patients to come in, that must be a very scary part of
their job.

Indeed. What about the value base of social work practice then?

NC3 Again, | can’t remember what 1’ve said before, but I definitely feel that they are focussed

on equality and people’s rights, and protecting the vulnerable from abuse.

This is the first time he mentions equality and rights, and it is done so in a neutral rather than
derogatory tone. Nurse Cs insight into the OT role has also progressed as a result of his

placement.

Fig 49

Ok. Now onto occupational therapy, do you have further insight into the core skills
required?

NC3 Well | have had more to do with the OT department on the ward, and the OTs and the
OT assistants seem to be very upbeat, full of energy and extremely positive. | think that it is
more of a disposition than a skill that they would need to do the job well, enthusiasm and
infectious motivation.

That sounds fabulous- infectious motivation.

NC3 Yes (laugh).

What about the value base that underpins their work?

NC3 | would say it’s about enabling people towards independent living, helping people to

remain independent for as long as possible.
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He does not offer any further insight into their role but seems to identify with the motivation
and enthusiasm of the individuals he met. Overall, his experience has left him with a positive

view of the OT role.

Fig 50

NC3 They (OTs) come on to the ward and assess individual patients for independent living
skills, like making a cup of tea, cooking a light meal. They run groups, based on reality
orientation and memory provocation, that sort of thing, organised physical activities and
games that helped the patients keep mobile, such as catching balls or playing skittles.

Quite a lot of interaction with the clients then?

NC3 Oh yes. I think they work very hard, but they only work 9 — 5 which I thought was a bit
pathetic really.

His perception of the OT role and his attitude towards them remains positive, but his
statement regarding 9 — 5 working hours as pathetic gives some indication of the impact that
placement shift work has had on him. However, this does not detract from his admiration for
the profession. Not only does he talk enthusiastically about their role and approach, but he
also refers warmly to their enthusiastic disposition, and their infectious motivation. Evidently,
he is clearly impressed and holds a positive view of occupational therapy as a profession.
Nurse C’s placement experiences have had a substantial impact on his knowledge, insight and
attitude towards occupational therapists and social workers. There has been a significant shift
in his understanding and regard for other professions throughout the course of the first year,

primarily influenced by his two placement experiences.
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OTA

Professional identity

OT A’s discourse indicates a good level of understanding of the role of the OT and the skills

required at first interview.

Fig 51

OTA1 Well, the job, I think, requires skills in assessing people’s needs, social and daily
living skills, employment work and stuff ...and enabling people to relearn practical skills and
being able to get around and care for themselves when they have experienced illness, injury

or accidents.

He seems to demonstrate a level of identity with the profession.

Fig 52

Ok, so what core skills would enable someone to carry out that role?

OTAL1 Patience, an ability to strike up a relationship fairly quickly and easily with someone.
You need to work with people to encourage a positive attitude. I mean some people may need

to relearn how to dress themselves or even go to the toilet.

‘You need to work with people’ suggests that he already feels part of the profession.
By the second interview there is evidence that IPE has had an impact on his perception of

professional identity.

Fig 53

OTAZ2 No...I’m not anything yet, I’m just a student. | think | know more about the difference
between my chosen profession and the other health and social care roles.

Really? Why is that?

OTA2 Well, on the inequalities module I’ve been doing these last few weeks we have focused
on all of the health and social care professions really, on the approaches they all take and the
values they are based on. That’s not to say that we haven’t focused on the role of the OT- I’'m
also doing a human occupational performance module which really does focus on the

foundations of occupational therapy practice.
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In answer to the question regarding professional identity, he states that he has an identity as a
student rather than as an OT. This broader view of the health and social care world seems
something that he is comfortable to inhabit alongside the world of OT and specialist OT
modules. By the time he completes a work placement in an OT team, within an inpatient
environment with some multiprofessional working, his identity as an OT has become

markedly stronger.

Fig 54

Do you think that this multidisciplinary work environment and the social engagement that
you have had with colleagues has had any impact on how you perceive your identity?
OTA3 (pause) | have liked what I saw with the ways that fellow OTs operated, so I think I am
happy to identify myself with the profession. Yes, I suppose | feel like a student OT now, not

just a student.

Now, he refers to fellow OTs and feeling like a student OT as opposed to just a student. He

indicates that the opportunity to test out his skills has increased his comfort in the role.

Fig 55
OTA3 Um, that’s an interesting one. Yes, | think I do feel like an OT now. I have had the

opportunity to try out my skills and test some of the theory taught in uni.

He describes being able to try out his own skills in the real world environment and to test the
theories presented to him within the university environment, and he is content with how both

have fared. There is a sense that he is happy to pursue the OT profession.

Fig 56

OTA3 Right...improving quality of life is the main role. Our focus is on the whole person, the
holistic approach. We... enrich the quality of peoples’ life, the things that are important to
them. Our approach is holistic, seeing every part of their life and experience as equally
important to clients. Through occupation and activity, we try to enrich that life... psycho-

educational interventions such as anxiety and anger management.
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OT A frequently employs inclusive terminology and references to our focus, and we enrich
which indicates his sense of belonging to the profession, presenting a pride in the role that he
is comfortable to align himself with. For OT A, both his IPE experience and his placement
experience appear to have had a positive impact on the development of his professional

identity.

Understanding of own role

OT A does not have any prior experience of occupational therapy, although his discourse at

first interview indicates a good understanding of the role.

Fig 57
But what do you think makes a good OT?
OTA1 Um, someone with patience, common sense, um | think you need a practical approach

to problem solving, um, thinking things through.

OT A is able to describe succinctly the broad remit of occupational therapy and the

knowledge and value base required.

Fig 58
OTA1 Umm, values are to promote independence and enable people to live as independently
as possible...

OTA1 Well, ...occupational therapists help people to overcome difficulties, which may be the
result of physical or mental illness, an accident or the ageing process, so | suppose you need
to have knowledge about physical illness, mental illness, the types of injury people might have

and the affect this may have on their independence, the ageing process, that kind of thing.

Although this level of knowledge could be gleaned from written material, he seems to
demonstrate an understanding of the challenges in practice. He describes [see Fig 52] a
number of core skills which are more related to disposition and communication; namely,

patience, positive attitude, and the ability to strike up relationships easily.
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Fig 59
OTAL I mean, I don’t think its rocket science, helping someone to prepare a meal for
themselves, it’s not about having skill in the actual task, but being able to make someone feel

comfortable with you helping them to do that.

He exhibits an awareness of the experience of the person receiving the service, although his
examples are based on physical ill health rather than mental health issues. By his second

interview, his understanding of the role is still focused on physical health needs.

Fig 60
OTA2 We might undertake an assessment and offer advice regarding appliances that will
enable a person to carry out everyday tasks in their own home, such as washing, cooking.
What sort of treatments, what would the programmes be?

OTAZ2 Well for example, we might teach a patient recovering from a stroke how to dress

themselves.

The role of promoting independence is the focus of his discussion.

Fig 61
OTAZ2 Right...we work with clients on a one-to-one basis and adapt treatment programmes to
suit each individual's needs and lifestyle. ............ Well, 1 would say the core values are
promoting independence and enabling people to live their lives in the way they wish to, the

philosophy...is to help people to lead full and satisfying lives as independently as possible.

By the second interview, his focus on the importance of building relationships with clients has

changed.

Fig 62
OTA2 Ok (laugh). I think a core skill an OT needs is to have the ability to form effective
working relationships with people who may be disillusioned, disappointed, lacking in
motivation...that takes patience, determination and a positive attitude.

So you would say the main skills are around communication and relationship building?

OTA2 Well yes, but also the ability to understand and accept other people's priorities and
lifestyles. What you might think is appropriate and achievable may not be what they think...

you shouldn’t impose your views on a client.
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Now, there is a distinct focus on self-awareness and working with people’s priorities and
decisions, as opposed to imposing one’s own. By the third interview, following his placement
in an OT department in a mental health inpatient unit, OT A describes the role of the OT in
broader language (Fig 56).

The language he uses to describe the role is no longer focussed on equipment or physical,
daily living tasks but shifted to centre on the individual client’s needs. He refers to client
experience and enrichment through activity, as opposed to the physical independence referred

to in earlier interviews.

Whilst his course input has clearly had a positive impact on his understanding of the OT role,
the placement experience appears to foster an appreciation of the breadth and depth of the role

of the OT in mental health work.

Understanding what other professions do
At the first interview OT A states that his understanding of the nursing role does not progress
beyond TV drama stereotypes. He does articulate some understanding of the skills and values

of nursing.

Fig 63
What do you think the core skills may be for nurses?

OTAL1 Listening and communicating well with patients, um practical skills such as lifting and
handling... giving injections and those sort of hands-on interactions.

What would you envisage are the values and philosophy underpinning nursing?

OTA1 Um...would it be something about caring for people when they cannot look after
themselves and helping them in their recovery? | don’t know.

What about their knowledge base?

OTA1 Well again, that would be about anatomy and physiology, drugs, the nervous
system...that kind of thing.
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Although his understanding is based on the acute general nursing role, his descriptions are
quite well informed. He demonstrates a little more insight into the social work role at the first

interview.

Fig 64

What about social workers — what’s your understanding of their role?

OTAL1 Assisting people who are having difficulties, socially deprived people I suppose mainly.
How would you describe socially deprived people?

OTA1 Um, with no job and income, perhaps in bad housing...um old people who are
struggling with money and bills on their pension, that kind of thing.

Ok. How do you think they might assist these people then, what would their role be in
relation to those you describe?

OTAL1 Um, sorting benefits for them, knowing where they can go for help, day centres, that

sort of thing.

He demonstrates a basic grasp of some of the tasks that social workers may undertake.

Fig 65

What about social work, what do you think may the core skills required for social work?
OTAL1Um, again, listening to people and being able to communicate well. | would think that
being able to explain things to people in ways that can be easily understood would be
important.

(on values) OTALUm...values and philosophy might be....I don’t know I’m guessing it would
be...helping people to access services that they cannot access themselves.

What underpinning knowledge may they need for that?

OTA1 Good knowledge of benefits and the law and peoples’ rights.

He indicates a basic understanding of the skills and knowledge that would best enable a social

worker to carry out their role. However, following his IPE experience with nurses and social
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workers, OT A demonstrates more sophisticated insight and understanding during his second

interview.

Fig 66

Have you developed any views about the social work and nursing profession over the last
few weeks? You said in your first interview that you didn’t really know much about them.
Has that changed at all?

OTA2 Well I have spent time with social work, physiotherapy and nursing students in
lectures, which means that | have got a broader understanding now of what their work is
about, but | can’t say that | know what they do. Mind you, I don’t think | can say that about

occupational therapy either.

He describes a better understanding of the role, the philosophy, in comparison to knowing
what they do in comparison to his first interview (Fig 53). He seems confident with the dual
approach that covers both a generic awareness of all roles and a more specialist focus on
occupational therapy practice. His understanding of the application of the nurses’ role also

appears to have developed.

Fig 67

(on skills) OTAZ2 I think some of them might be similar...but I would see nursing as providing
more distinct treatments when someone is acutely ill, so perhaps choice and working at
someone’s pace isn’t an option. | would say they have more practical application skills as
core, around treatments and medicines.

What about philosophy and values?

OTAZ2 | think they are more about caring for people, keeping people comfortable, preserving

life, although the equal access thing would be the same.

He appears more comfortable with how the role of the nurse fits within the overall structure.
With regards to social work, his deeper understanding has led to identification and drawing

similarities with occupational therapy.
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Fig 68

And what about social work. What are their core skills required to practice?

OTA2 | would say a lot more similar to occupational therapy, around relationship building,
communication. Perhaps they need to have more confidence and skill in challenging
discrimination; working on behalf of others ... I’'m not sure. | think there is a lot more that
they have to learn around the law, rights and policies- that sort of thing.

OTAZ2 | think they are similar in many ways, but more about challenging society to treat

people equally, with regard to access to services, that kind of thing.

He identifies that anti-discriminatory practice is the fundamental difference between the
professions, with the focus on active challenge within society. Things are not so positive
following his work placement, however. OT A is placed in an inpatient OT team within a

mental health unit. His experience of the nursing role is not a positive one.

Fig 69

What about the purpose and role of a nurse?

OTA3 Well from what | saw on the wards it was preventing suicide, managing aggressive
behaviour and administering medication.

Goodness, that doesn’t sound too attractive a career option.

OTA3 Well, it’s what | saw. They didn’t do much with the clients, know what | mean? Talking

or therapeutic activities - they sort of looked to the OT department for that.

The nursing interventions that OT A has witnessed on his placement are not what he had

expected.

Fig 70
(on skills required) OTA3 Mm, from my experience of nurses in the hospital 1’d say
completing paperwork (laugh).

Really, is that what you saw them doing most?
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OTA3 Well, the qualified ones seemed to just spend all of their time in the office. | can’t
remember what | might have said before...something about caring for people when they are
unable to do so for themselves I think.

Is that what you think now?

OTA3 Well 1 didn’t really see much caring, more keeping safe. There were definitely some
challenging clients that were, well really quite abusive, physically and verbally. The nurses

were the ones dealing with that.

OT A’s analysis seems contradictory. On one hand, he describes the nurses as engaged in
custodian tasks and not caring duties, but then he goes on to justify that the nurses were
adopting this approach in order to deal with the abusive clients in their care. His view from

the placement experience is that nurses are hard, distant custodians of clients.

Fig 71
What about professional stereotypes- have any of the stereotypes you held of doctors,
nurses, social workers and psychologists been challenged or reinforced during this
placement?

OTA3 | think my perception of nurses has changed, they weren’t the approachable, hands on
nurses that | had imagined, much more distant, tougher, harder in some ways.

Ok .What made you think that?

OTA3 Just the way there were with clients, how they kept control of the ward and the way

they maintained the routine | suppose.

Although he only had the opportunity to work alongside nurses in one inpatient team, his
experience has marred his overall perception of nursing approaches and values. He seems to

accept that their approaches are necessary to control the ward environment.

OT A was quite scathing in his appraisal of nurses in the ward environment. However, he

seemed to perceive a difference in the role of nurses based in community teams.
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Fig 72

OTAS3 Well the social workers seemed quite happy to take on the doctors but the nurses
didn’t, well not the ward nurses. | must say that | would have liked to have had a placement in
the community mental health team, the attitude with the staff seemed very different.

In what way?

OTA3 Well, they seemed to be more willing to take responsibility, take decisions, take risks.
The OT on the team seemed to have a very different role to the ones we had in the hospital.
Like what?

OTA3 Well they did much the same as the social workers and nurses, acting as care
coordinator, developing care plan.

So their roles were quite similar?

OTA3 From what | saw in ward rounds and in meetings, yeah.

As a result of his contact via CPA meetings, OT A appears to identify similar traits and
approaches in all of the CMHT staff. He admires the independence that practitioners exercise
and compares it with his hospital placement, where he does not witness nurses challenging
medical decisions. From his perspective as an observer in a CPA meeting, he perceives that
the roles around care coordination are the same for nurses, social workers and OTs.
Consequently, he adopts a broad view that this similarity extends to their broader roles within

the team.

OT A’s experience has resulted in the formation of a narrow and negative view of the nursing
role. In contrast, his contact with social workers, albeit less frequent, has resulted in a more

positive experience.

Fig 73
Ok what about the purpose and role of a social worker?
OTA3 1 think its about advocacy, working on behalf of clients to enable them to access help

such as finances, benefits, housing and services that they cannot access themselves.
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Following his placement contact, his overall impression is that the social work role focuses on
practical issues and advocacy, and he seems impressed by their confidence in challenging
medical opinions. With OT A, there is evidence of a significant change in his knowledge of
others’ roles and attitudes towards the nursing and social work professions as a result of his
IPE and placement experiences. Whilst his IPE experience appears to have a positive impact
on his attitudes towards and understanding of other professions, his placement experience has
had a negative impact on his perceptions of nurses. What we see as a result of his placement
experience is a strong alignment towards his own profession and a more subjective view of

other professions. This contrasts with the perceptions he held prior to placement.

OoTB

Professional identity

OT B gives some indication of identifying herself with her profession at the first interview.

Fig 74
Did you find it easy to find information on OT?

OTB1 No! Definitely not. Not a lot of people know what we do, most people think its basket
weaving and making tea! When 1 got to the open days at uni that’s when things started falling

into place. That’s where | got the accurate information on the OT role from.

There is some confidence in knowing what we do, and belonging. However in her second

interview, she aligns herself to her student identity rather than OT.

Fig 75
Ruth, I know its early days, but do you feel that you have developed an identity as an OT
yet?

OTB2 Umm | don’t know. I still feel like a student | suppose.

This is interesting as she moves on to describe an interprofessional rivalry on her IPE module.
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Fig 76

You do some with other professionals don’t you?

OTB2 Yes we are currently doing one with social workers, nurses and physios. The physios
hate us.

Who?

OTB2 OTs, they think they are better than us.

Why do you say that?

OTB2 Well, in one recent lecture the OTs were sat on one side and the physios on another,
and this physio picked her chair up and turned it away so her back was to us, and the teacher
asked her to move when she came in and she said ‘why do | have to move?’

Gosh, why is there this attitude?

OTB2 Because you need better grades to get onto the physio course and they think most of us
are failed physio applicants. It’s not just physios. Another time, we were doing a practical
dressing session, helping someone to cope at home, and at the end of the session the speech

and language students turned around and said, well is that all you do then.

The most of us relates to fellow OT students so throughout this challenging confrontation she
is expressing an alliance with fellow student OTs, rather than the profession. By the third

interview, following her placement, she demonstrates an identity as an OT.

Fig 77

Ruth, would you say at this point of your training that you are developing a professional
identity as an OT?

OTB3 Yeah, I think so. Initially on the course | was referred to as the student, introduced as
the student. Now I’'m introduced as the student OT, and yes | am, but | also feel that | have a
part to play, something to offer. Like helping in the sessions. | feel more confident in the role.
| feel that | know what to do now. As part of the team, we look at treatment scenarios and

plan strategies and approaches as a team.

Her language suggests that she is moving from student identity towards practitioner. She says
I know what to do now as if this professional identity was absent prior to her placement

experience.
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Fig 78

That’s really positive. So, you have had the opportunity to work alongside professional OTs
here as part of the team, but also alongside nursing and teaching staff. Do you think that
you have been socialised in the ways of an OT?

OTB3 Um...I don’t know, that’s really difficult.

Have you felt like part of the OT team, picking up tricks of the trade, or learning better
ways to do things other than what you learned in uni?

OTB3 Well | suppose it’s a really nice feeling, to be part of a particular staff team with
specialist skills, and as | said earlier, being a student OT rather than just a student. | feel that
I have a part to play. We have talked about different approaches and methods used by the unit
staff (nurses & nursing assistants), and some of the shortcomings of teaching approaches, but
on the whole everyone here appreciates the efforts of the other staff teams. And there are a lot

of case planning meetings, so everyone is involved.

She demonstrates an understanding of roles of others, critiquing approaches and methods used
by other professional groups, but not disparaging ‘professions’ as a whole. She portrays a
mature, unthreatened confidence in her professional identity. OT B’s IPE experience enables
her to identify with the role as a student, but it is her placement that enables her to feel

confident in carrying out the role.

Understanding of own role

OT B has experience of learning disabilities through her relationship with a cousin. She has
also undertaken a school placement at college and her mother worked in the health care field,
but she has no prior experience of occupational therapy. At the first interview she does not
seem able to describe the role of the OT, nor the skills, values and knowledge required to

carry out the role.
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Fig 79

Ok, what would you say makes a good OT?

OTB1 Um, you’ve got to be friendly, and be good with people.

Good interpersonal skills then?

OTBL1 Yes.

What would you say then are the core skills of occupational therapists?

OTB1 Umm, I think they are the same as the ones | just said, being a friendly person and

being able to communicate well with people.

By the second interview she seems more able to articulate the basics of her role.

Fig 80
OTB2 Well, my role is to... teach or help someone learn new skills and abilities which they
can practice and will help or benefit them for the rest of their lives. Like dressing practice, if |
can do that with somebody so that they no longer need someone to come to their home to
wash and dress them in a morning, then it’s helping them to maintain their independence
further. You are giving people the opportunity to help themselves.

And what are the values that underpin OT work?

OTB2 To enable people to achieve independence in everyday life.

Her description of the role focuses on promotion of independence and uses examples related
to physical disability. She goes on placement to an independent school for children with
mental health and learning disabilities, within an OT team, but with opportunities to work
alongside nurses, social workers and psychologists. By the third interview the core theme of

promoting independence is still evident in her discourse.

Fig 81
Ok, What about the core values & philosophy of OT?

OTB3 Well, it’s to enable people to live as independently as possible and where you can
enable people to make their own decisions about the levels they want to achieve. Promoting

autonomy.
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What emerges from her placement experience is a focus on practitioner autonomy and the

responsibility of the individual.

Fig 82

OTB3 You have got to be able to work well as part of a team, whilst at the same time being a
safe practitioner able to work on your own. You need to be well organised, and keep your
managing skills on a level where you can manage caseload and paperwork, do it all in one
go, you need to be able to juggle things. You need to be able to apply theory to practice, so
academic skills are generic too. I think all skills are shared; looking for challenge, flexibility,
being approachable. But these are skills needed in all professions working with people, they

are not unique to occupational therapy.

Although OTB’s confidence in her role as a student OT seems to develop during the course of
the first year, specialist knowledge and in-depth understanding of her own role is not
demonstrated to any degree. The main message within her discourse following her placement
is a general appreciation of other professional roles and the challenges of managing yourself
as a professional. However, she fails to demonstrate any evidence of a deeper understanding

of the OT approach, or identify what distinguishes it from other professions.

Understanding what other professions do

OT B states at her first interview that she has no knowledge or insight whatsoever into the
nursing and social work roles. By her second interview, she has studied on an IPE module

with nurses, physios and social workers, and the impact of this is noticeable.
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Fig 83

Ok last time I asked about your understanding of the skills required for nursing. Has you
knowledge or insight on their role changed at all since we last met?

OTB2 Um, we are doing a module with nurses, social workers and physios. They help their
patients, just in a different way to us. A nurse or physio is medical, we don’t do anything
medical like treatment.

Ok, so if you enable clients what do they do?

OTB2 Umm (laugh) maintain physical health.

What skills might they need to do that?

OTB2 Knowledge of medical treatments, teaching skills and helping people to understand
how to look after themselves.

Ok. Do you have any idea what the values and philosophies may be that underpin nursing

OTB2 Um, maintaining health and life where possible, I think.

The notion of medical treatment and health promotion is the key message that OT B has taken
from the IPE experience. Her language suggests that she is largely guessing the value base;
perhaps because the IPE module addresses role and task but fails to address value base and
philosophy. It is a similar result for social work. Whilst her description of the social work role
and values is incoherent, she demonstrates a general understanding of the difference between

the social work role and the others within the group.

Fig 84

Ok. What about social workers?
OTB2 They maintain the social and environmental level.

In what way?

OTB2 Maintaining the family environment and social situation, helping restore the status
quo, the um balance.

If that’s the underpinning philosophy and value base, then what might the skills be that
they need?

OTB2 The ability to work with people and their families, good people skills.
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In her final placement, OT B is placed in an unusual setting, an independent special school for
children with mental health and learning disabilities. The placement is within an OT team, but
working within a small organisation that employs nurses and social workers, alongside

teachers and psychologists.

Fig 85

Ok. You have mentioned the other disciplines you have been working alongside on
placement. So has your understanding of the nurses’ role developed?

OTB3 Um, | understand that nurses do basic medical procedures like obs, injections, blood
testing, the basics before a doctor is involved.

Do you have any further insight into the skills they may need, or the underpinning values

and philosophies?

OTB3 Um, | haven’t had the opportunity to work alongside them, just being in case planning
meetings and reviews, and visiting children on their units where | have seen the nursing staff
in action. | don’t really have a view on them. Um..the nurses seem a little strict, hard at times
, but perhaps that’s unfair as they work with the children 24/ 7, they would know best how to
approach the behavioural aspects. | think their philosophy is about looking after someone’s

global needs, whether that be diet, sleep, personal care, etc at all times.

She seems reticent to voice her feelings, referring to some actions as a little strict followed
with hard at times, which suggests she witnessed this and felt uncomfortable. Then she goes
straight into a defence of their actions, justifying that since they work 24/7 this constant
contact will give them the insight into the most appropriate approaches to tackling difficult

behaviour.

She continues by describing their approach in relation to the activities of daily living, and
refers to them looking after people at all times. She seems to be excusing the hard line
described earlier in her description of their global priorities around looking after the
individual. Again, her reference to 24 hour working seems to suggest that she perceived this

to be a challenge, perhaps difficult.
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There is some development in her knowledge of the nursing role from her contact within
meetings and on the units, but her perspectives on their approaches and philosophy are

shallow and lacking substance. Similarly, her understanding of social work roles is vague.

Fig 86

Ok. What about social work, what about the skills, underpinning values and philosophy?
OTB3 They don’t have to specialise, they work across the client groups. Their role is to help
normalise things. Like with children the social worker would concentrate on returning the
child to normal life.

So their philosophy is normalisation?

OTB3 Well yes, helping people to live day to day with essential requirements such as
housing, income, education, employment, well I’m not sure that they focus on employment
actually.

What kind of skills may they need to do this role?

OTB3 | think counselling skills, negotiating skills, dealing with families.

OT B describes the approach of social work in the context of her placement as working with
children, although when describing the philosophy she draws on her learning from the IPE
experience, since she describes work with adults. Her insight into the role has developed, but
not as a result of working alongside social workers on placement, more through IPE

experience validated and reinforced by placement experience.

OoTC

OT C only took part in two interviews, one at the beginning and one 12 weeks into the course.
Since she experienced IPE this enables some evaluation of the impact on her professional
identity, knowledge of role and understanding of other roles. However, it does mean that

placement impact cannot be evaluated.
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Professional identity

OT C does not demonstrate identity with the profession within the first interview, although

she describes the role and skills with confidence.

Fig 87
OTC1 Occupational therapists help people to cope with disabilities or problems that can be
the result of physical or mental illness, an accident, or just getting older and more frail.

Ok what knowledge base might be needed?

OTC1 Um, some very practical knowledge about services and equipment. For instance, if you
need to provide specialist equipment such as a shower chair, a hoist to help a carer lift
someone, or arranging adaptations such as a stair lift, then you need to know how you access

those things, where they come from.

However, the impact that IPE has on her external perception of professional identity is

significant.

Fig 88
Would you say, Claire that you have developed a professional identity yet as an OT?

OTC2 Um, that’s hard to say. When we have been in mixed lectures with other professionals,
I suppose you feel that you are representing occupational therapy, that you should defend it
somehow if it comes under fire. But I’m not an OT yet, I’ve got a long way to go.

Do the other trainees understand occupational therapy then?

OTC2 No, they have the usual misunderstanding, like we do basket weaving and clay
modelling, or that we just help people make cups of tea.

Oh gosh, really?

OTC2 Well those of the sort of things they say as jokes but I really don’t think they appreciate
the breadth of things that we do.
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There seems to be reticence in her phrase | suppose you feel that you are representing
occupational therapy, that you should defend it somehow almost reluctantly, I’'m not an OT
yet, | have a long way to go. This may indicate that she does not identify herself as an OT vyet,
or that she does not know enough about the profession to defend it properly. However, her
reference to the usual misunderstanding demonstrates some allegiance to the profession, in
that misunderstanding of role is something to be expected. She also alludes to appreciating a
breadth of the OT role and belonging to the profession. Her IPE experience seems to enable

further development of her professional identity as an OT.

Understanding of own role

OT C has insight into the role of the OT via the care and support that her grandmother
received from an OT in a community team. At the first interview she seems to demonstrate a
broad understanding of the role of the OT (Fig 87). Her description of the skills and value
base give the impression that they are drawn from her personal experience with her

grandmothers’ OT.

Fig 89
OTC1 Um, core skills. Well being an approachable person with a practical approach to
problem solving .Um, you’ve got to have common sense and be able to find workable

solutions to problems with everyday living.

Ok, so very practical skills?

OTC1 Well yes, but also the ability to motivate people who are not really able or aware of

what their limitations are............... Um, values would be a strong desire to help people.

Previously OT C describes the problems she encountered whilst caring for her grandmother

with Alzheimer’s disease and how the OT provided valuable practical assistance. The skills
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she outlines seem to describe all that she identified as positive and helpful in her
grandmother’s OT. She draws on personal experience and refers to finding workable solutions

and working with people who are unaware of their limitations.

In her second interview, OT C continues to highlight interpersonal skills related to

engagement and motivation.

Fig 90
OTC2 Right. A sense of humour ,with good communication skills . You need patience,
determination and a positive attitude to deal with people who may be very unmotivated.
Why might the people you would deal with be less motivated that other people?

OTC2 Well, any patients that have a condition that is only going get worse over time, like
dementia or multiple sclerosis, which means they gradually become less mobile and more
disabled. It’s really important to have a positive attitude and helping them to retain
independence for as long as is possible, and even then making sure that you enable them to

make choices for themselves about how they want to be cared for.

However, she talks in greater detail about the assessment function of the role.

Fig 91
Could you explain for me what the main professional roles of an OT are then?

OTC2 Well, assessing people’s needs, social and daily living skills, employment and work
abilities and opportunities, um carrying out in depth assessments of people’s abilities
regarding daily living, domestic skills and cognitive functioning.

Ok.

OTC2 A large focus is on the physical such as mobility assessments, putting in adaptations in
the home. But from the mental health aspect is can be things like encouraging someone
suffering with depression to take up a new interest or rekindle something that they were good

at in the past.
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She gives an example of the kind of intervention that an OT may carry out with someone who
has a mental health problem. This is not evident in the discourse with the other two OT
students. Again, this may be OT C drawing on her own experience as a reference for the role.
What seems to be a new feature in her discourse regarding the role is reference to promoting

and enabling independence.

Fig 92
OTC2 Um I think the overarching philosophy is enabling a person to live as independently as
possible ... we take a holistic approach to the whole person, including their aspirations,

interests, and beliefs.

She also refers to ‘we’, suggesting that she now feels part of this profession and more
confident with the role. Her understanding of the OT role has developed over the course of the
first 12 weeks, broadening her views from those elements of the role she identified through

her personal experiences.

Understanding what other professions do

OT C does not demonstrate any understanding of the role of nurses or social workers at first

interview.

Fig 93
OTC1 I don’t know (giggle) I don’t know what nurses and social workers do really. | saw a

bit of what the nurses did when my Nan was in hospital, but they didn’t seem anywhere near

as helpful as the OT was to my Nan.

However, her second interview following IPE yielded different responses.
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Fig 94

In that respect Claire, what is different about the core skills nurses may need?

OTC2 Well 1 don’t think they are doing the same job. They work with the illness, or condition,
and administer treatments, so their skills are similar in as much as they need to be good
communicators and to be able to build up a good relationship with people, but it’s not about
helping someone to function to their optimal level in day to day living tasks, it’s about
treating an illness.

So any idea about what their required core skills may be, above communication skills and
relationship building?

OTC2 Um, I don’t know. It’s more about knowledge to me, of being able to feel confident in
leading someone’s treatment, treatments and approaches to problems relating to illness.

Ok. What about nursing, the values and philosophy?

OTC2 Um I have to say | don’t really know. But | would say something about helping people

who cannot help themselves, saving lives, dignity and respect, something like that.

In contrast to the lack of knowledge and insight demonstrated in her first interview, OT C
now speaks confidently about the focus of the nursing role and the medical model of illness
and treatment. She seems to be able to identify common skills with OTs in communication
and relationship building, whilst speaking confidently about leading treatment and illness

related approaches.

The development of her understanding of the social work role is also dramatic.

Fig 95
Ok, what about the core skills of social workers?

OTC2 Umn, I’d say the basics as with nurses around relationship building, confidence and
um good communication skills, but more specifically being able to challenge people on others
behalf, like advocacy.

Challenge who - people or organisations?

OTC2 Well, yes, people in organisations, the rent office, benefits agency, housing
associations, any one that they need to settle problems with on behalf of the patient.

Ok. What about social work?(values)

OTC2 Um, I’d say values are about preserving people’s rights and ensuring they have equal

access to services...um protecting vulnerable people perhaps.
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Now, she confidently defines similarities and differences between nurses, OTs and social
workers. Although referring to patients, she is able to give examples of some of the agencies
that social workers would be dealing with on behalf of clients. In both cases she suggests that
she is, at best, guessing the values of nurses and social workers. So whilst the different value
bases have not been explicitly explored in the IPE module perhaps, her basic knowledge of

the roles is markedly increased by the second interview.

SW A

Professional identity

SW A demonstrates identity with the profession at the first interview. She does not use the
term social work, but in relating to her previous experience she describes the role of mentor,
relationships and strong bonds, as if these are what she identifies as core social work

approaches.

Fig 96

Ok. So What do you think makes being a social worker preferable to the other professions?
SWAL | suppose the engagement, working directly with people. My experience is in children
and families. My experience was working for a voluntary organisation called Re-entry which
helps children get back into mainstream education, so my role was to befriend them and act
as a mentor. The relationships were strong, the bonds were strong so was something you

could work with for months.

Her language intonates that she is already a member of the social work profession. By the

second interview, however, SW A’s identity is more aligned to that of a student.
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Fig 97

Do you feel Rebecca that you have a professional identity yet— do you feel like a social
worker?

SWA2 | don’t feel like a social worker, no. | feel like a university student.

So you are beginning to feel like a social worker, identifying yourself with the professional
role?

SWAZ2 | think that we are learning the core skills, well the theory behind the social work role.
We have been given information and booklets on professional standards of behaviour, and
what will be expected of us out there on placement, that’s been really helpful. I don’t feel like

a social worker yet though.

She has shifted from the hands-on job role identified in the first interview to describing a
learning role, and the theory behind the role, rather than the skills required. At the third
interview, following a placement in a social care day centre housing a multidisciplinary

CMHT, her identity is not as strong as she indicated that she would like it to be.

Fig 98

Ok, thanks. How confident would you say you are now in your own professional identity
and ability to function independently in a multi disciplinary team?

SWAS | think | have a good understanding of the role and I feel confident with theoretical
underpinning models, but I am a little apprehensive about putting it into practice. Next I will
have a caseload on placement, so although a student, I will feel like a social worker...1 hope!

This placement just wasn’t long enough to get my teeth into.

Her apprehension about putting theory into practice seems to indicate that she does not feel
she has had the opportunity to practice as a social worker on her placement. She identifies
having a caseload as critical to her [feeling] like a social worker, perhaps in reference to
responsibility and autonomy. Whilst, she refers to the experience as comfortable and really
interesting she is clear to express that it wasn’t long enough suggesting that it has only begun

to develop the skills required by social workers.
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Fig 99
SWAZ3 | felt comfortable doing this. I have found it really interesting here, developing the

skills I am going to need as a social worker, the people skills, the assessment skills.

This is further reinforced by her identification with [development] of a professional manner

rather than professional social work identity.

Fig 100

SWA3 Through my experience | now feel like a professional, as | have developed a
professional manner.

So you feel confident now in understanding what the role of the social worker is?

SWA3 Um, I don’t know about that. | have been on placement in a mental health day centre,
here at xxxxxxxxxx . So , there aren’t many social workers, qualified ones on the day support
and outreach teams. The CMHT is part of the overall service here at the centre though, and

there are social workers, well ASWs in that team.

It seems that exposure to the social care perspective within a social care team has not been
enough to engender and develop her professional identity; there has not been a consistent role

model.

Fig 101

Right. Have you had a chance to spend time with those social workers?

SWABS Yes, | have shadowed them and been on visits. My placement supervisor thought it
would be important to see the job from both angles, really.

So, are you saying that you feel like a social worker now, or like a mental health
professional?

SWA3 Umm, | don’t know, probably a professional mental health worker. I’m not sure how

different the roles all are really.

SW A is reluctant to identify herself as a social worker and the absence of a professional role
model has left her in some way confused about clarity between roles. In the first year neither

her university or placement experience enables her professional identity to develop. Yet, she
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demonstrates her highest level of confidence in her social work identity at her first interview,

based on experience prior to starting the course.

Understanding of own role

Prior to starting the course, SW A has been exposed to social workers via experience in a
voluntary care provider for children, but her understanding of the role is fairly vague and her
discourse describes the requirement to have a general desire to help people (Fig 96).

In her first interview she relates to her social care work experience in terms of developing and

maintaining good relationships.

Fig 102

What are the underpinning models and beliefs to social work practice?

SWAL You have got to be able to want to help people from all walks of life with whatever
their problem is. Wanting to help and befriend people and help them to keep independence
wherever they can.

So, what do you think makes a good social worker?

SWAL Um.....Giving time to people, and helping where you can.

Twelve weeks into the course the taught element is clearly having some impact as she

describes the importance of a non-judgemental approach.

Fig 103

How would you describe, then, the philosophy, core values and beliefs that provide a
foundation for social work?

SWA2 Um, respect for choice............. treating people with respect, and enabling people to
make choice.

Could you tell me what you think the unique core skills of social work are?

SWA2 Um, to have the knowledge to be able to help people access the help and services they
need. To view people as individuals...and to not make judgements about people and their

ways of life.
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She identifies that underpinning knowledge is required to enable a social worker to be helpful,
but her knowledge of the social work role and related philosophy is not articulated at this
stage. SW A goes on to a placement in a social care provider day service. Although there are
no social workers in this team, she is based in a resource centre where there isa CMHT and
she has the opportunity to spend time with the ASWs in that team. However, it is clear that
this placement does not enable her to develop a deeper understanding of the role. In Fig 101
she alludes to the fact that her placement has been in a day centre within a mental health

resource centre.

Fig 104
SWA3 Umm when you say social work, do you mean the social care perspective? The core
values are the same, enabling and assisting service users to achieve their potential, maintain

independence, that sort of thing.

Her inability to differentiate between social work and the social care perspective is evidence
of a blurring of role perception and a lack of professional modelling on placement. In Fig 99
she states that she has confidence in her knowledge of theory and the role, but is apprehensive
about applying the knowledge. Her understanding of the role is not articulated well during the
interview, but her apprehension at putting theory into practice is probably based on the fact
that she does not feel that she has had a social work placement and has be unable able to
practice the social work role. Neither her university or placement experience have

significantly developed her understanding of the social work role.

Understanding what other professions do

At the first interview, SW A indicates that she has a very superficial understanding of the

nurses’ role.
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Fig 105
Why did you think social work was more for you?

SWAL Because nursing, | liked the CPN area. | know this sounds silly, but I’m not into
injections and drugs and stuff. So if that’s a no no straight away, like much of the training is
hospital based.

What would make a good nurse, and what would the skills be?

SWAL You have to be caring, and have a good all round knowledge of different conditions

and treatments.

She has even less knowledge and awareness of the occupational therapist role.

Fig 106

What about OTs, do you know much about them?

SWAL No, I don’t.

Would you have an idea what the role is, and what skills they may need?
SWAL Are they mental health workers?

At her second interview, she describes again the focus on ill health and disease but cannot

offer a more informed understanding of the nurses’ role.

Fig 107

Ok, and nursing, has your knowledge or insight into the skills a nurse may require changed
since we last met?

SWA2 | don’t know | can’t remember what | said last time, umm.... Being caring and
sensitive ...... and warm and helpful 1 suppose.

And how are these (social work values) different to the philosophy and values of other

healthcare professionals?

SWA2 Well, 1 think that nurses have very wide ranging skills and abilities, mainly focused on
ill health and disease. Doctors are more specialised and take on leadership roles. I don’t

know much about any other healthcare roles, um, nursing assistants maybe.
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Her understanding of the OT role has not developed. Her third interview takes place at the end
of her placement, which has been in a social care mental health provider service within a
health and social care resource centre. Now, her understanding of the mental health nurse role

has developed considerably.

Fig 108

What about nursing. Do you have further insight into the skills required by nurses?
SWA3 I think so, I’ve had quite a lot of opportunities to see what they do, and they have to
have a lot of skills around treatments, different types, and putting care plans together, trying
to bring together other workers who are involved, and sort of organising things really.

Did the social workers and OTs not take on these roles too with the care programme
approach?

SWABS Yes, | suppose so.

She describes encounters with nurses that have been inclusive and informative and notes that
she has been able to observe them in practice. She describes the care coordination element of

their role and perceives it as something they do well.

Fig 109
Ok, what about the values and philosophy that underpin nursing, have your views changed

at all?

SWAS3 Um, I think they focus a lot more on recovery and getting people better and keeping
them well, to a level that they are happy functioning at, rather than quick fixes. Does that
make sense?

I think so, are you saying that they don’t work towards a cure, but more around
management of symptoms and working at the clients pace?

SWAZS | think so, | thought it would be more short term focussed, you know.

Her understanding of the nursing role has evolved from one confined within an illness and

disease model, focussed on treatment and medication, to a broader view of recovery focussed
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work and care coordination. Unfortunately, her placement has not provided opportunities to

develop her understanding of the OT role.

Fig 110

Ok. What about OTs, did you get a chance to spend time with them?

SWAS3 Um, they were in the team, | just didn’t see much of them. There was an OT, XXXXXXX,

but I can’t say that | saw what she did.

Did you come into contact with her in meetings or care programme meetings?

SWABS In the weekly CMHT meeting, yes she was there. She seemed very nice, but | can’t say
| worked out what she did.

So you wouldn’t be able to tell me what skills an OT needs, or the values and philosophies

underpinning OT?

SWA3 NO, not at all.

Despite attending team meetings with the OT, she has not gleaned any insight into the role.
SW A’s placement experience has enabled her to understand the relationships between

professions and agencies.

Fig 111

Right, so what about how these teams work together?

SWAS3 Um, I think I now understand better how the nurses and doctors in the community
teams relate to the wards, and how the social workers in the community teams don’t seem to
work that closely with other social work team. They are part of the health team, if you know
what | mean.

Yes, they are seconded across aren’t they?

SWAS I think the social workers work closely with the nurses, outreach workers and doctors,

although there are still many hierarchies and games being played.
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Interestingly. SW A’s placement is in a health and social care resource centre but not in the
CMHT. She is placed in the social care provider arm of the service and this seems to have
provided a different perspective. From a distance, she observes the work of social workers in
the health team and identifies that they work closely with nurses and doctors. She also notices
close working between the social care staff on her team. Interestingly, she observes a lack of
relationship between social workers in community mental health teams and their professional

colleagues in community Social Services adult teams.

Fig 112
What impact do you think that working in a multi disciplinary team, well indeed the wider
multi disciplinary service that you have been working in, has had on your perceptions of
other professions, maybe any stereotypes that you may have held?

SWA3 Umm, | have spent my time trying to find who does what, what the processes are, what
service are available, and | don’t think that it has felt like different profession to me, just

different processes and systems.

Here she seems to describe a blurring of roles, not differentiating skills, roles and approaches,
but focussing on processes and systems that differentiate services and teams. However, she
goes on to demonstrate clarity in perception of differences between the roles and approaches.
Her description of the nursing and social work roles seems balanced and something she is at
ease with. She appears to understand the medical and social models and how they work
together. She does display a lack of identity with her profession, and talks about social
workers as another profession. This disembodied perspective may have been influenced by
her placement in a team which does not have a strong professional focus; she has problems

describing the staff identity in her team.
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Fig 113
SWAS | suppose when in the CMHT allocation meetings the nurses came across as |

expected them to, focussing on medication and diagnosis.

Really, was it that obvious?

SWAS3 Yes, and | sat in a couple of CPA reviews and outpatient appointments, and the
doctors were definitely in charge, controlling and running things.

Right, so within your own team, the day support and outreach team, you didn’t see these
roles?

SWA3 No, the staff weren’t social workers, well, some of them were, but most were...um
counsellors | think, day centre officers they were called.

So has this placement given you an insight into the roles of other health and social care
professionals within multi-disciplinary mental health teams.

SWAZS | think so. | mean.....nurses follow the medical model and social workers follow the
social model. Nurses need to have a good understanding of illness and medication, to work
with the doctors, whereas social workers look at all aspects of a person’s life, day time
activities, employment, housing etc. The two roles to work together hand in hand. Social
workers need to know the law, although nurses working in mental health would need to have

some understanding.

For SW A, the placement within the provider arm of a mental health service has not enabled
her to develop a deeper level of professional identity, nor does it appear to offer a better
understanding of the social work role. What her placement experience does offer is the
opportunity to develop her understanding of other roles within the mental health care system

but this appears to be at the expense of a deeper understanding of her own.

SWB

Professional identity

SW B identifies the role of social workers with those who cared for her when she was in care.

This identity is strong.
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Fig 114

SWBL1 The people who looked after me in care were, well mostly really great to me. | feel that
| want to repay them...the system for looking after me so well. I want to be a social worker
and make a difference to peoples’ lives.

So would you say that you choose this career, or has it chosen you?

SWBL I think social work has chosen me, and | know I will work in children services at some

point, to repay my debt, but I am really interested in mental health.

By the second interview her identity has shifted to a less confident alignment with the student

identity.

Fig 115
Would you say that you have a professional identity, as a social worker?
SWB2 | think that I am a student social worker, and | have a long way to go before I can say

I’m confident as a social worker- | have a lot to learn.

SW B is comfortable to identify herself as a student but she is not confident in the social
worker role. However, her confidence in both role and identity as a social worker develop

markedly by her final interview, following her placement.

Fig 116
Ok. What approaches are used in social work, in mental health?

SWB3 Approaches used in social work...um we provide a mixture of practical interventions
and well, counselling really, coming from a humanistic approach rather than a treatment or

illness approach.

The use of we indicates a sense of belonging to the profession. She proceeds to explain how

she views her profession as possessing an approach preferable to other professions.
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Fig 117
SWB3 Well | think that some of the other professions have very specific interventions,

treatments, models, that | think they slot people into very easily. We as social workers don’t
have diagnostic tools, specific questionnaires and measures like the psychologists, or
medication to prescribe. I think it’s harder to stand back and take the time to get to know a
person and the world that they inhabit, before establishing how you can best help them, on

their terms.

Whilst demonstrating professional identity as a social worker, she also demonstrates an

understanding of the overlapping roles within MDTSs in mental health.

Fig 118
Well, do you feel that you belong to that profession, that you are now part if it?
SWB3 Well yes, | am still a student social worker, but | feel that the role is much broader in

the mental health setting, all of the roles are.

This language may indicate a blurring of the boundaries between the approaches she
articulated earlier, or it may be indicative of the comfort and confidence she feels working in
mental health settings. SW B’s placement experience definitely enables further development

of her professional social work identity.

Understanding of own role
SW B has insight into the social worker role as a result of being in care as a child. She has
also worked in a voluntary capacity in a community Asian women’s service. At first

interview, she describes the holistic element of the social work role.

Fig 119
What do you think makes social work different, or even preferable to the other professions?

SWB1 Well | think it’s about seeing people as a whole person, you know, all of their needs;
love, housing, money, education, the things that all of us need.

What would you say makes a good social worker?

SWB1 Someone who is non-judgmental, who does not impose their values and views on other

people, but who really wants to enable people to improve their lives.
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The non-judgmental value base is key for SW B, but she also emphasises the importance of

the knowledge that is required to be useful to people.

Fig 120

SWB1 Um, the values are around being non- judgemental, enabling people to realise their
own potential, empowering people, preserving rights.

Ok so what are the core skills needed to be a good social worker?

SWB1 Um, well, knowing the law, knowing people’s rights, what they are entitled to, knowing
what services people can access.

So you would say its knowledge rather than skills?

SWB1 Well you need the knowledge along with a non-judgemental approach - it’s an
approach, an open way of thinking.

Do you think this approach or way of thinking is unique to SW or is it shared amongst
other health and social care professionals?

SWBL1 Um, I think anyone working with people should understand people’s rights, but I think
people look to social workers to know what people are entitled to, especially in the way of

benefits and housing and such.

SW B talks about society’s expectations of a social worker as the holder of knowledge about
access to services. In interview two she describes this element as unique to the social work

role.

Fig 121
OK. Could you start by describing for me what the unique core skills of a social worker
are?

SWB2 Having a non-judgemental approach to individuals, knowing people’s entitlement to

support and help and services and being able to help them to access it.
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However, she also talks about the choice navigator element of the social work role and the

fundamental anti-discriminatory practice values.

Fig 122

Could you tell me ....., what your understanding is of the philosophy and core values that
provide a foundation for social work?

SWB2 The belief that someone has the right to live the lifestyle of their choice, and should be
enabled to make choices that enable them to do that.

Ok. What about the values that underpin social work?

SWB2...um core values are non-judgemental approach, unconditional positive regard for

people, and equal opportunities for all irrespective of race, gender, culture, religion, etc.

SW B demonstrates a good understanding of the social work role prior to her placement
experience. Following her placement in a CMHT, anti-discriminatory practice is still a key

element, but it is mediated by the responsibility of protection.

Fig 123
Ok. What is the value base that underpins this work and what are the approaches used?

SWB3 Values...well, the code of practice for social workers spells out the underpinning
values. | can’t remember all of them, but for me the main focus is on promoting independence
and respecting the rights of service users, whilst protecting them and other people from harm.

Ummm...empowerment of individuals and anti-oppressive practice are key.

Her choice of words shifts from preserving rights and entitlement to the use of words like
respecting rights whilst protecting them and others. This slight change in emphasis may be a
result of some of the difficult decisions she would have faced on her placement, regarding the
balance of rights and risks. Another new aspect on her understanding of the role is an

appreciation of a person’s distress as a result of their environment.
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Fig 124

Right. Would you be able to explain the philosophy and beliefs that provide a foundation
for social work?

SWB3 Philosophy....um...we see the individual as social beings which are a product of their
environment - including family, friends, income and housing, employment and health. | think
the fundamental belief is that we should respect the service users’ views and it’s not our place
to be judgemental.

Do you believe there are core skills unique to social work?

SWB3 Erm, I think it’s a skill to be able to reflect on your values and be aware of your
prejudices, being open and honest with yourself and constantly being aware of how these may

impact on your practice.

What is evident from this discourse is an acceptance of the responsibility for practitioner
reflection in action. She also identifies herself as a member of the social work profession and
articulates well some differences between social workers and other mental health professions
(Fig 120). SW B describes the challenge of contextualising distress on an individual basis and
how the approaches used by other professions do not address this. This mature and reflective
appraisal of the social work approach demonstrates the impact of the placement experience

and her deepening understanding of the social work role in practice.
Understanding what other professions do

At her first interview, SW B gives a brief description of what she understands to be the role of

the nurse.

Fig 125
What skills do you think a nurse might need?

SWBL | would say people skills, putting people at ease, not being squeamish or tickle
stomached when dealing with vomit and blood.

Would you be able to describe what the value base and philosophy might be that underpins

nursing?

SWBL I dunno, looking after people, keeping them free from pain, making sure they have

access to treatments.
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She describes a role focussed on physical care, in effect a general nursing role. She knows
nothing of the occupational therapist role at this stage. However, she does make a broad

comparison between health care and social work approaches.

Fig 126

How is (sw) that different to the other professions?
SWB1 Well, they focus on illness and specific problems that need treatment, not the whole

person.

Although she has not had contact with other professions by placement or IPE, her
dichotomous view of the approaches of social work and nursing has altered by the second

interview.

Fig 127
Have your views about the skills required for nursing changed at all since we last met?
SWB2 No, | haven’t learned anything about the nursing roles.

What about the values and philosophies that underpin nursing?

SWB2 | suppose when talking about social work values and philosophies you start to think
that they probably apply across all of the helping professions, you know? They are probably

the same as social work in nursing.

Her reflection on her personal learning around values and philosophy relating to social work
prompts her to think in broader terms about the values and philosophies of the other helping
professions. At her third interview, following a placement within a multidisciplinary CMHT,
her understanding of nursing and OT roles is unclear. On one hand, she takes a strong stance
in defence of social work values whilst suggesting that health care workers impose treatment

on unwilling clients (Fig 120).

There is a clear expression of ‘them” and “us’ in her discourse. She emphasises that social

workers get to know the person and involve them in the planning approach, rather than
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operating independently of the client. This is reinforced in her views on the skills required for

nursing.

Fig 128

You discussed nurses. What are the skills you think they may need to carry out their role?
SWBS3 I think the confidence to apply treatments and approaches without really knowing
someone, without having had the time to build up a relationship and know that it is something
you have chosen, it’s like the medication. Thing is, they are happy to give it whether a client
wants it or not, just because it’s been prescribed by a doctor.

So this is more of a value base or underpinning philosophy issue, isn’t it?

SWB3 Um | suppose so, it’s a we know best philosophy. Not client knows best.

Do you think most nurses would be willing to enforce treatments that clients are unhappy
to receive?

SWB3 | think so yes, if they are satisfied that it is in the overall best interests of the client’s

health, but | think most of the time they do not have that foresight.

SW B seems to suggest that the nurses’ approach to administering treatment is wrong. She
implies that they lack insight, rather than purposeful disregard for clients’ wishes.
However, she then explains that approach is dependent on the individual and not specific to

the professional role.

Fig 129

You refer to some of the other professions within the team. Do you think that the
experience that you have had working alongside them has had an impact on your attitude
towards them or any stereotypes you may have held?

SWB3 Um, I think working alongside people helps to dispel stereotypes as you get to know
the people and realise that it’s the person, the individual that matters, not the profession they
trained in. You know, there are good nurses and bad nurses, the same goes for social

workers.

This response contradicts her previous views. Until her placement, SW B had no insight into
the OT role. On the placement she had the opportunity to work alongside an OT.
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Fig 130

Was there an OT on the team?

SWB3 Yes, xxxx

Did you have the opportunity to find out about their role?

SWB3 Um, | shadowed her doing a couple of assessments, and sat in on a couple of CPA
meetings she ran. Um she seemed to be a very capable worker, but I would struggle to say she
did anything different to the social workers.

Would you be able to say what skills an OT needs?

SWB3 | think the people skills required to enable you to carry out an assessment of
someone’s mental health problems and their abilities and needs.

Ok. What about the values and philosophies that underpin occupational therapy?

SWB3 Oh | don’t know about that, no | would be presuming.

From this discourse, SW B demonstrates understanding of core elements of the OT role that
are similar to social work, such as carrying out assessments and the care coordinator role. She
does not differentiate between the OT’s role and her own, and she does not identify any
specific roles, approaches or philosophies that are unique to OT. Apart from describing strong
feelings of discontent with medical approaches to treatment, the overall impact of the
placement on her understanding of other professional roles is unclear. Across the course of the
year, however, there is a definite development in SW B’s perspective on, and understanding
of the roles of others, which seems to be largely influenced by her placement experience in a

multidisciplinary team.

SWC

Professional identity

At the first interview, SW C imparts a passionate view of the identity of the profession.
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Fig 131

Have you considered nursing as a profession, or any of the other health roles such as
occupational therapy?

SWC1 Um, not really. | feel that social work addresses all people from all sections of society
and empowers and enables people to make choices. A lot of the health care professions are
very hierarchical, and the medical model does not empower people to make decision for
themselves.

Right. Is it the enabling, non hierarchical approach that makes a social worker different, or
even preferable to the other professions?

SWC1 Well, the medical profession specifically I think, yes. It’s not imposing a treatment or

making a judgment, its enabling people to make decisions for themselves.

By the second interview this confidence is held in check by her perceived lack of practice.

Fig 132
How about yourself? Do you see yourself as a social worker?

SWC2 No not yet, I’'m a student social worker. | don’t mean | haven’t got the skills to be one,
| just haven’t practised as one yet.

Do you feel that you have started to develop a professional identity yet?

SWC2 Well if you were to ask whether | see myself as a social worker in comparison to other

jobs like nurses, then 1 would say yes, | have an identity - as a social worker.

However, by the third interview, following her MDT placement, she conveys confused
messages.

Fig 133
How confident do you feel now in your own professional identity as a social worker, would

you know your role and function within a multi disciplinary team?
SWC3 Um...1 think I would know what I am supposed to do, but I would not have the
confidence to challenge other professionals regarding their role, as I don’t understand it

enough. 1 would challenge unethical or bad practice, of course.

She is not confident of her role as a social worker in the team and she does not feel that she

understands other professionals’ roles well enough. There is an element of role blurring.
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Fig 134

So do you feel that your professional identity as a social worker has developed as a result of
being on placement?

SWC3 Well I think I have a good idea what social workers do in a CMHT, but | think the
roles of the team are pretty similar, apart from the very specialist social work responsibilities.
What were these?

SWC3 Um, mental health act assessments, vulnerable adult assessments and some other

things relating to the Mental Health Act processes.

SW C identifies similarities between MDT roles and is able to articulate the specialist
elements of the ASW role. Over the year, SW C’s perceptions of professional identity do

develop but the impact of the placement experience on this is not conclusive.

Understanding of own role

SW C has previous experience of working with people with learning disabilities in local
authority and independent care provision. At her first interview, she is able to proficiently
articulate why she has chosen the social work role over health care roles (Fig 131). She
describes the medical profession as ‘judgmental’ and ‘imposing’, as opposed to the
‘empowerment’ and ‘promotion of independence’ within social work. She also focuses on the

choice navigator element of the role.

Fig 135
Can | ask you then, what you think the core skills are that are needed for social work?
SWCL1 Core skills...empathy, being able to help someone to make a decision or choice about
the direction they want to go in, and I think like I said before, knowledge of the services and
options available.

SWCL1 I think the medical professions and the skills they need focus more on giving a
treatment and working with illness, rather than enabling people to choose how they want to
be helped. I think the skills of enabling people to make choices lie within social care and

voluntary sector services.
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She articulates set views of the medical profession suggesting that treatment is imposed on
people, as opposed to social care where choices are offered. She clearly articulates anti-

oppressive practice and equality of access as the underpinning values of social work.

Fig 136
What do you believe are the values, knowledge base & philosophy that provide the

foundation of social work?
SWC1 Umm, value base is around protection of human rights, equal access for all, non

discriminatory, anti-oppressive approaches to people. Justice and equality.

She proceeds to set these values within a context of professional responsibility and realism.

Fig 137

SWC1 Um, someone that is knowledgeable about the services and resources out there that
are on offer to help someone, yes, you need to have knowledge of what you can access. And
um... being non-judgmental, definitely no snobby middle class people pretending to

understand someone’s situation that lives in a council flat with 6 children and no income!

Her responses are passionate, but in some ways contradictory. Several times she asserts that
social workers must be non-judgmental but follows swiftly with a judgemental comment
about middle class people. There does appear to be a deep understanding of a person’s

distress as a direct product of their environment at this early stage of training.

Fig 138

SWC1 Um, the knowledge base is around people’s rights, models of understanding people,
development, how they cope with life and the impact this can have on their abilities.
Um....understanding of the influence that poverty, education, illness, wellbeing and family

relationships can have on an individual.

Her confidence in her knowledge of the social work role remains evident in her second
interview.
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Fig 139

Now 1’d like to start, if I may, by asking what you think the unique core skills of sw are?
SWC2 Um, I would say that social work is a systemic approach, and the theories that
underpin it are based within the social model and its focus on equality regarding race,

gender, sexuality...and so on.

Her views on health care professionals are still fixed and negative.

Fig 140

What skills does an individual need to carry out social work, that are not required by say,
nurses or occupational therapists in the same way?

SWC2 Oh, ok. Um, the ability to focus on the individual person, and work with them in a
non- judgemental way to achieve their own goals, | would say that nurses and OTs don’t use
that approach as they are focussed on implementing plans and treatment approaches.

Right, so what skills do you have that would help you to do that?

SWC2 Um, I’m not afraid to meet people where they’re coming from. I’m not shocked by
anything, and I don’t feel the need to transfer my values to someone else, how they live their
life is fine by me. | would also say I can build a rapport with someone quite quickly, on a

professional level.

The directness and self-assuredness of her approach to her role projected by her words is
almost intimidating. Her use of absolutes gives the impression that she is angry, although she
is assured that her principles and skills support the social work role. The interview following
her multi-disciplinary team placement (Fig 134) sees quite a change in attitude, however. In
this discourse, there is an absence of strong defining lines between the social and medical
approaches as she states that the roles “are pretty similar’. Her direct experience has had an

impact on her confidence.

151




Fig 141
Has your knowledge increased as a result?

SWC3 Well, there is a lot that | now feel that | don’t know! To be honest, I visited one of
xxxxxxxx clients with him who he later had to section, and | was really quite scared. | was
surprised to find out how much of the sectioning process, the responsibility | mean, lies with
the social worker. That’s quite scary.

What did you find scary, the responsibility?

SWC3 Yes. no, the power that the social worker has over someone’s’ life. Those decisions are
life changing. And there are some people on my course that quite frankly, well it scares me to

think that they will have that power one day.

SW C admits to feeling scared whilst taking part in a client assessment, but it appears that the
challenge of making decisions on behalf of a client and having to relinquish her ideals of
always offering choice cause her the most discomfort. Her underlying values have also been

tested in other ways.

Fig 142
Ok, during your exchanges and experiences with clients on this placement, have your

values been challenged in any way?

SWC3 Well, there were a few clients that were a pain in the arse | mean, very stroppy and
difficult and | found my patience ran out with them fairly early on.

Really? What kind of difficulties were they experiencing?

SWC3 Well one had a personality disorder and she ended up running us all around in circles,
threatening suicide, trying to get admitted, getting vulnerable adult referrals through to us via
the police on a weekly basis, it’s easy to see why some workers get fed up with some clients,

you can only do your best.

As evident from her choice of language, SW C challenges her previous non-judgemental

values by referring to clients as stroppy, difficult and pain in the arses.
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She is also quick to use a medical illness label for the client with the personality disorder.

Fig 143

Yes, this client group can present quite challenging behaviour.

SWC3 Another client kept cancelling appointments, not turning up for things I arranged with
outreach and day care and, well, I just ended up very frustrated, not getting anywhere.

In what way do you think these experiences challenged your value base?

SWC3 Well I’ve always maintained that the client is the expert and a social worker should be
there to assist them in making choices and help them to achieve their goals. But some of these
people didn’t want to be helped.

It sounds as if this frustrated you.

SWC3 It did, on several occasions.

It is evident that her placement experience challenges her values based on choice navigation.
She had not anticipated clients refusing to comply with chosen services or being unhappy

with the outcomes.

Throughout the course of the year, there seems to be a deepening of SW C’s understanding of
the social work role. Her ideals have been challenged with the reality of day-to-day practice

but the overall result seems to be more down-to-earth and realistic.

Understanding what other professions do

SW C has had a number of years working as a care assistant in health and social care settings.
At her first interview her understanding of the nursing role is more advanced than the other

two social work participants.
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Fig 144
Could you tell me what the role of a nurse is, do you think?

SWC1 Well it’s to carry out treatments and procedures on people, treating illness and
working more under the direction of a doctor.

Ok, would that count for mental health and learning disabilities as well?

SWC1 Well yes, I think so. The structures are a little different, but people are still treated as
ill and needing to be cured, rather than taking into account social and political situations.
Could you tell me what skills you think a nurse might need to carry out their role?
SWC1 Technical skills of applying treatments, being able to empathise and talk to people,
those kinds of skills I would have thought.

Would you be able to say what you think the underlying value base or philosophy of
nursing is?

SWCL1 .....I think it’s to treat people where you can, save lives, keep people free from pain,
and protect people from themselves.

How might they do that?

SWC1 | mean in the case of suicidal people, keeping them under close supervision.

She describes a mix of approaches, actions and treatments that are done to somebody;
‘treating, protecting, curing, supervising’, whilst also alluding to the need to be able to
‘empathise’ and communicate effectively. In broad health care terms she also describes how

the medical approach is ‘disempowering’, ‘judgmental’ and “hierarchical’ (Fig 131).

At the first interview she demonstrates some understanding of the role of occupational

therapists in mental health settings.
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Fig 145

Ok. What about occupational therapists?

SWC1 I’ve heard of them, aren’t they very similar to physiotherapists, but they also work in
psychiatric hospitals doing basket weaving and clay modeling, those kind of activities.
Well, they are increasingly becoming core members of multi-disciplinary mental health
teams, so you will definitely have the opportunity to find out more about them during your
course, | would have thought.

SWC1 Oh.

Would you be able to state what you think the skills might be that they would need?
SWCL1 | would have thought that they need practical and artistic skills to engage people in
those kinds of activities.

What about the values and philosophies of occupational therapy, what might they be?
SWC1 Umm, that meaningful occupation is useful to distract people from their illness, that

learning new skills can help people cope in other areas of their lives.

She describes activities associated with occupational therapy departments in psychiatric
hospitals, but shows insight into the philosophy underpinning the role. By the second

interview, SW C continues to describe nursing roles and approaches in a negative way.

Fig 146

Ok, we discussed your understanding of nursing last time. Have your perceptions or
understanding of their roles changed over the last few months?

SWC2 No not really. I suppose | have a better understanding of what makes us different to
nurses. Our approach is about the person, their family, their carer, the environment and how
the whole system impacts on that individual, not just on the drugs they’re taking or the history
of the illness in their family.

What about the skills they might need?

SWC2 No. I think they need to know their treatments, they need to know manual handling,

how to communicate with people and keep paperwork up to date, like everyone else.
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She is highlighting the differences in approach between social workers and nurses, focussing
on treatment and illness. She elaborates by explaining where her views originate and

describes the tasks that most nurses would undertake within a nursing home environment.

Fig 147

Yes. So do you think you would be able to tell me what the philosophy and values are that
underpin nursing?

SWC2 Not really. My experience of nurses having worked alongside them during agency
work is that the philosophy is to care for people, which means doing things to them or helping
them, hands on, physically to do things that they cannot do themselves. | think the problems
with that is with many disabled people or mentally ill people, they cannot tell you what they
want, so the nursing approach has to make assumptions, you know, about what is best for
someone.

So would that mean that the philosophy of nursing is to do what is best for someone?

SWC2 Um, yes. To do your best to keep them comfortable.

She justifies nurses who make decisions on behalf of people by describing the challenge of
providing care for people who cannot, through either illness or disability, convey their own
opinions. This seems to be a departure from her stance in the first interview where she was
critical of the medical model. Her understanding and views of the occupational therapy role
have not altered since the first interview.

SW C completes her multidisciplinary placement in a CMHT at the time of her third
interview. The impact of this experience is dramatic in relation to her level of understanding

and attitude towards nurses.

Fig 148

SWC3 Well, the nurses were nursey, but | was quite surprised at their adaptability, they did
see beyond the medical model, although they talked about medication all of the time.

Any changes in your views on their skills?

SWC3 Yes, | think they do very broad assessments of anybody and everybody, so they are
quite good at assessing levels of risk. They also did a lot more therapeutic stuff like group

work and anxiety management programmes, that sort of thing.
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SW C describes preconceptions about the ‘nursey’ values and approaches suggesting that
their approach is fixed and narrow and firmly entrenched in the medical model; a view which

was challenged in her placement experience.

Now, she describes a more positive view of the nurses she encountered. She seems surprised
by the breadth and scope of their role and the degree to which they worked beyond and
outside of the medical model, as SW C perceived it. Interestingly, she uses the term
‘therapeutic’ to describe the non-medical treatment approaches used by the nurses, rather than
psychological or educational. The word therapy still implies that it is applied or done to

someone. Her encounter with OTs on placement has a more unexpected outcome.

Fig 149
What about the OT, you said there was one.

SWC3 Well, she was good, but | can’t really see what was different in her role to the social
workers, other than the fact she did not do the mental health act stuff or vulnerable adults.

So the role didn’t seem too distinct then?

SWC3 No, her role was quite similar to ours.

Any different views on the skills she needed to function in her role?

SWC3 I suppose similar to the nurses in some ways, assessment risk assessment, | think her
role was less trouble shooting or risk management though, more developing programmes to
work towards employment or meaningful activity.

Do you feel that you know what nursing and occupational therapy entails now, what values
and philosophies underpin the approaches?

SWC3 No, but I think if I were to do my 70 day placement in that team, it would make a
difference. If I were there for longer, | would gain more insight into what it is they do, what

the differences are.
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SW C likens the role of occupational therapy to social work stating that she could not discern
any difference between the two. She describes generic tasks of assessment and care planning
that she perceived as shared roles by all members of the team, whilst demonstrating an
understanding of the distinct differences in role. She articulates her understanding of the roles
of social workers, nurses and OTs quite succinctly. Overall, her journey over the year has
challenged her confidence in her abilities and professional identity. Whilst her placement
experience has presented significant challenges and promoted a deep level of introspection
and learning it appears to have had a positive impact on developing her understanding of her
own role within a practice context, whilst enabling her to develop her understanding of

nursing and occupational therapist roles.

The next chapter provides a discussion of the research findings presented above. The research
findings are discussed in relation to the research questions and reflections are made on the
research methodology. General recommendations are also made which could inform future

professional education approaches.
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CHAPTER 4: DISCUSSION

This chapter discusses the findings of the study in relation to the theoretical and empirical IPE
work previously undertaken and highlights the contribution that the study has made to this
earlier work. The chapter has four parts. The theoretical frameworks | have drawn on for the
analysis of my findings will be presented. This will be followed by an analysis of the findings
in relation to the development of professional identity. In part three the findings in relation to
knowledge of own role and knowledge of other professions will be considered. The final
section presents my conclusions relating to the findings of the study, alongside a reflective

appraisal of the research process.

Theoretical Framework

The aim of this thesis was to explore the development of professional identity and
understanding of role and those of others in mental health student nurses, and OT and social
worker students who had an interest in mental health, throughout their first year of training.
The specific focus was on interprofessional learning experiences within taught and practice

placement environments.

Throughout my research | adopted the following definition of IPE:
“Occasions where professionals learn with, from and about each other, and in doing so

develop their understanding of how professionals can collaborate in practice.”

In reviewing the literature relevant to my research | found that the study of IPE has evolved
without a strong theoretical base (Colyer et al, 2005; Freeth et al, 2002). The majority of
empirical studies have focussed on the implications of IPE for interprofessional practice
(Carpenter et al, 2006; Lindgvist et al, 2005) as opposed to developing models and theories

relating to IPE (Sharland, 2007).
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It was, therefore, important for me to identify a theoretical framework robust enough to use in
analysing the findings that emerged from my consideration of programme literature as well as
the interviews with participants. The framework | developed had three components: Social
Identity Theory (SIT); Self Categorisation Theory (SCT) and Social Learning Theory (SLT).
The contribution of SIT was its focus on the processes used by individuals to make
judgements that distinguish them from other people as well as enabling them to look for
people who they view to be similar, a group they can identify as one they belong to. In the
context of my research this seemed a useful approach to use. Therefore, SIT was selected as a
theoretical approach that could enable me to understand the processes underpinning the
formation of professional identity amongst my participants, as well as exploring how they
distinguished the characteristics of different professional groups and aligned themselves to a

particular group.

However, SIT seemed to me insufficient in relation to understanding the processes that
enabled the participants to explore the roles of others and potential interprofessional working.
For this | needed to use a theoretical approach that would enable me to focus on how the
participants identified commonalities with others and established their membership of wider
groups. Self Categorisation Theory (SCT) was selected as an additional theoretical approach

to enable me to understand these processes.

A key element of the study was the exploration of IPE within both taught environments in the
university setting and within practice placement settings. | chose to use Social Learning
Theory (SLT) to illuminate the changes in understanding and attitude that would take place as
participants were exposed to the social experiences, including role modelling and critical
experiences, that they would encounter within both the taught and practice based

environments.
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Figure 150. Theoretical framework showing example of social work student
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Figure 150 illustrates how the three theories were brought together in the analysis of the
interview data. SIT was utilised to analyse language used by participants within the interviews
that would illuminate how they were distinguishing themselves from others and identifying
with their particular profession. SCT was employed to analyse language use by participants
that indicated that they were looking for commonalities between groups and moving towards
a membership of the broader group of health or social care professionals, or mental health
workers. SLT was utilised to illuminate language within the discourse that would indicate that
there had been a change in attitude or understanding that seemed to be a direct result of
exposure to social experience such as role modelling within the taught or practice
environment, or significant interactions or learning experiences within the practice placement

environment.

First stage: The development of professional identity
The following section aims to review the findings of the study in relation to both the taught
aspects and practice placements elements of IPE that the participants experienced within the

first year, and how these impacted upon their professional identity.

To begin with, the findings on the impact of professional identity formation will be discussed
in relation to SCT. SCT proposes a process within which the individual looks to compare
similarities across groups and look for commonality or membership of broader groups. It is
my contention, and a view generally supported by the literature, that IPE within the practice
context enables this process. It should then follows that the formation of a professional
identity is created by students engaged in, learning about, spending time with and taking part
in activities with professional colleagues to enable them to define what their role is and what

is not. Understanding why students use particular terms and phrases to describe their
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experiences may help us to understand the cultural context they inhabit both in the classroom

and the workplace.

The three OT students undertook an IPE taught module, during which they learned alongside
social workers, nurses, physiotherapists and speech and language therapists. Significantly, the
OT students were the only participants within the study to indicate a development in their
professional identity between first and second interviews. Hind et al (2003) found similar
results in a study investigating the impact of IPE on professional identity across healthcare
students, with students exhibiting a positive view of their own identity and being more open

and more willing to identify with others.

The extent to which this was influenced by their taught IPE module is unclear. The analysis of
the OT course syllabus revealed a clear articulation of the unique core skills of occupational
therapists. The foundations of occupational therapy module which was studied alongside the
IPE module may well have influenced the development of their professional identity, just as
the development may have been due to a general increased confidence in knowledge of the

role having completed three months of training.

However, for all three the IPE experience appeared to encourage consideration of their
professional identity and develop understanding of not only their own role, but those of the
other professions they learned alongside. The experience did not seem to challenge their
understanding of roles, but appeared to have fostered a broader appreciation of the role of the

OT and how the role compares and contrasts to other professional roles.
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Norman and Peck (1999 b) assert that differences in professional culture can be understood
and contextualised by IPE in pre-qualification programmes. What the IPE experience
appeared to afford was the opportunity to consider professional identity, which enabled them
to gain a better understanding of how their profession sits alongside other health and social
care roles. Barrett et al (2003) found that the use of shared curriculum created a positive
attitude towards collaborative working in both the learning and practice environment. The
discourses of the three OT students that experienced taught IPE modules in this study suggest
that their experience enabled them to position themselves in terms of their professional
identity and understanding of their own role within the broader health and social care context.
These findings also supported Lingvist et al (2005) who found that taught IPE between the
five professions had significant effects on students’ attitudes to different health professions
over the course of the first year. The findings of this study and those of Barret et al (2003) and
Lindqvist et al (2005) support SCT, as the taught IPE element appeared to provide students
opportunities to seek out commonalities with other professions and establish membership of

the broader health and social care profession.

The impact of practice placement experience upon the development of professional identity
was also significant for the participants within this study. All of the nine participants
experienced a practice based placement within the first year, the nurses undertaking two
placements. For Nurse A, OT A, OT B and SW B, further development of their professional
identity was evident within their discourses following their placement experience. There was
a common theme of moving on from student identity to professional identity, a gaining in
confidence to practice and frequent use of inclusive terminology. Nurse C’s professional
identity also developed greatly following both placements, although these were in single
profession teams. Moreover, the findings can be discussed in connection with SLT, which

would hold that the practice educator role is vital in linking formal taught training programme
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elements to the experiences encountered within the practice placement setting. An important
factor in the delivery and planning of effective IPE programmes is the need to prepare the
socialisers, the clinical practice teachers and supervisors for interprofessional attitudes and

training students from different professions.

Mulholland et al (2005) assert that practice educators need to be able to encourage and enable
a student to reflect on their experiences in a way that draws upon the interprofessional context
in which it occurs. Martin (2005) supports this view asserting that the practice environment
should be the central focus in IPE curriculum development, and that as a result of practice
educators providing good role models for students through effective interprofessional

practice, students will;

“Acquire the codes of behaviour, belief systems, language, customs, and rituals of their
chosen profession but they will also acquire those of a health care professional who values

interprofessional working.” (p56)

However, the responses of SW A and SW C to their experience was unexpected. Although the
placements themselves were different in professional mix and activity, the impact of the
experience in relation to professional identity was confusion and dilution. Robson (1998)
suggested that whilst the placement setting heavily influences the development of professional
identity, shifts and developments that may or may not take place as a student interacts with
colleagues on placement and fellow students on the course can provide a confusing
environment. Brown et al (2000) found that multidisciplinary team working reinforced
adherence and allegiance to professional identity. This was not the effect that the placement
environment had on these two social workers, however. Dombeck (1997) in her description of

‘professional personhood’ (p 10), points out that professional training involves passing on
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specialist knowledge, approaches and standards of practice, but it is the ways in which the
profession are expected to behave that an individual will learn in the workplace. Utilising SIT
to understand how the placement experienced impacted upon both of these students we could
argue that for SW A there were no similar roles to compare herself to within the practice
placement setting, resulting in her feeling that she did not belong to any professional group.
For SW C the rigid judgements that she had previously made to distinguish herself from other
professions were challenged by her placement experience, which meant her membership of
the social work group was not as clearly defined as it had been prior to her placement
experience. Adams et al (2006) maintained that critical experiences in a placement setting can
trigger the construction of a professional identity and challenge self-conceptualisation
associated with the work role adopted. Tracking how SW C contextualises her experience in
relation to her further study and following placements would enable consideration as to
whether or not this had ultimately been a positive or negative experience regarding

developing understanding of the social work role.

In comparing development of professional identity with nursing and social work students who
had not experienced IPE taught modules, there were no apparent shifts in professional identity
between first and second interviews. A number of students however, displayed developments
in their knowledge of their own role and that of others between their first and second

interviews.

These findings further illuminate the differences in learning opportunities that can be
provided by multi disciplinary as opposed to single discipline environments. Multi
disciplinary or interprofessional practice can be understood in terms of team contexts,
cultures, structures, processes, relationships and outcomes. Wenger (2000) presents the notion

of communities of practice, suggesting that they are
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“Building blocks of the social learning system because they are the social containers of the

competencies that make up such a system”. (p229).

| anticipated that at the third interview, following the participants’ placement experience, |
would identify developments in professional identity, confidence, a deepening of
understanding of knowledge and understanding of own role, and for those who had the
opportunity to work alongside other professionals on their placement, a better awareness of
the roles of other professions and an appreciation of how the roles work together. What |
found, however, was that for some students the placement experiences had far more
significant outcomes. The impact that the placement experiences and the interactions with

other professionals had on the students were complex.

Five out of the nine participants demonstrated a positive development in professional identity
following their placement experiences. Amongst these placements there was a mix of single
profession and multi disciplinary teams, and differing levels of existing professional identity
on entry to the course. From the outset of the course, Nurse A, OT A and SW B demonstrated
that they had a good understanding of their professional roles. Their placement experiences,
although mixed in terms of multi disciplinary and single discipline, seemed to enable a

significant development in the depth of understanding of their roles.

This would seem to suggest that the learning as a result of these social experiences within
practice placements was helpful with regard to the development of professional identity.
Dombeck (1997) maintain that professional identity or ‘professional personhood’ is brought
about through group interactions in the workplace via informal and work-based learning that

enables students to relate, compare and differentiate themselves from other professional
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groups. The findings of this study can be located within both SIT and SLT. SIT can enable us
to understand how the taught and practice placement experiences enabled the participants to
distinguish the characteristics of different professional groups. However, SLT is also relevant
as the findings indicate that they were learning though social experiences, both within

classroom and practice placement settings.

Second and third stages: Knowledge of one’s own role and knowledge of other
professions

In this section the development of the knowledge of one’s own role will be considered along
with how knowledge of others’ professions is formed. Attention will be given to both the
theoretical underpinnings of how to understand this knowledge as well the insights gain from
the placements. The impact of the taught IPE modules on the three OT students is discussed

first, followed by a review of practice placement experiences.

A unique feature of the OT students was that all three were able to articulate knowledge of
their own roles and those of others in the interview following their taught IPE module. The
discourses of the three OT students in this indicated a shift towards a broader appreciation of
the role of the OT and how the role compares and contrasts to other professional roles

following their taught IPE experience.

OT A demonstrated a development in understanding of the OT role following his IPE
experience, although his language indicated a broader health and social care student identity
rather than that of an OT student. The review of the OT course syllabus identified that an
enquiry-based learning approach was used within the IPE module to explore the role of social
policy and health and wellbeing in context of the broader health and social care services. OT

A’s shift towards a health and social care student identity could indicate that the taught IPE
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experience enabled him to grasp common goals and approaches across the professions and
enabled him to locate the OT identity within this structure. Alternatively, it could indicate a
level of role blurring. One could argue that the IPE experience weakened OT A and OT B’s
professional identity. Equally, the shift from OT to student OT identity could be a result of
exposure to, and recognition of, the responsibilities and complexities of practice via IPE, and
a retreat to the comfort and safety of the student role. What remains unclear with these
students is whether the developments in professional identity are more aligned to an

interprofessional health and social care student, rather than an OT within that context.

The impact of practice placements on understanding of others roles and attitudes towards
other professions was significant. Both nurses who completed the study demonstrated a
deepening of understanding of their own role by the second interview. While they had not
received taught IPE training they both experienced a short three week placement in nursing
teams. None of the social work students experienced IPE or a placement experience prior to
second interview, although there was a noticeable shift for SW B and SW C in relation to
understanding their own role and those of others by the second interview. In the absence of a
taught IPE module or a placement, one can only assume that this development was enabled by

taught elements of the course syllabus and social interactions with fellow students.

For Nurse C and SW A, SW C and Nurse B, their placement experiences had a demonstrable
effect on their knowledge of, and attitude towards, other professional roles. For Nurse C,
contact with social workers and OTs during both placements increased his understanding and
appreciation of the roles. SW A’s understanding of the mental health nurse role developed
considerably, shifting from a perception of an illness and disease model focussed on treatment
and medication, towards a broader view of recovery focussed work and care co-ordination.

However, her placement experience afforded the opportunity to develop her understanding of
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other roles within the mental health care system, perhaps at the cost of developing her own.
Within the context of SCT, SW A’s experience provided opportunities for her to identify
with characteristics that she had in common with a broad and diverse group of staff that were
a mix of both professionally and non professionally affiliated staff, which enabled her to

develop a good understanding of others roles.

With regards to SW C, her placement experience had a surprisingly positive impact on
developing her understanding and attitude towards nurses and occupational therapists. The
rigid stereotypical views that she held prior to placement were challenged by her experience
in the placement. Nurse B only took part in one interview within the study time period, as she
left the course. However, what can be gleaned from the first interview is an indication of the
impact that her brief first placement had on her understanding and perceptions of other
professional roles. Her discourse indicated that her brief exposure to professional roles whilst
on placement has stimulated consideration of the differences between the professions, the

knowledge required and roles performed.

For SW B, although her placement left her with ambiguous understanding and attitudes
towards nurses, her understanding of the OT role had developed significantly. Her attitude
towards medical approaches was more tolerant and she seemed to be more accepting of an
alternative viewpoint. With regard to OTs, SW B’s discourse demonstrated a significant
development in understanding of the role following placement, to a degree where she saw
only similarity with her own role, stating ‘I would struggle to say she did anything different to
the social workers’. SLT would suggest that the social experiences on placement including
role modelling and opportunity to experience successful working together enabled SW B to
moderate her views of OTs and gain a deeper understanding of the role. However, these

findings would also support SCT, as SW B’s practice placement experience enabled her to
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look beyond the social work role to understand the wider roles employed within the team in

relation to her own.

A number of authors (Dombeck, 1997: Hall and Weaver, 2001: Mires et al, 1999:
Whittington, 2005: Barr, 2003: Norman and Peck, 1999 b, Wenger 2000) support the view
that the socialisation experiences gained by working alongside other professionals can
enhance understanding of other roles and provide opportunities for a student to compare and
contrast approaches, skills and values of other professions with those of their chosen
profession. Hewstone and Brown (1986) advocate that opportunities need to be presented to
pre-qualifying students for informal and social learning that stimulate interprofessional

dialogue, practice observation and the development of positive interprofessional attitudes.

For three participants in this study, however, the provision of a placement experience within
the first year did not significantly develop understanding of other professional roles. For OT
A, his experience was mixed, having a negative impact on his perceptions and understanding
of the nursing roles, but a positive impact on his understanding of social work roles. The
review of the OT course syllabus revealed that the ability to demonstrate accommodation of
diversity in collaborative, interprofessional working was a specific outcome of the IPE
module. Whilst OT As discourse implied a positive regard for nursing roles following his IPE
experience, he did not appear to be willing to accommodate different perspectives or working

practices within the placement context.

For Nurse A and OT B, the placements had little or no significant impact upon their
development of knowledge and understanding of others roles. There was some development
in OT B’s knowledge of the nursing role from her contact within the placement, but her

perspectives on their approaches and philosophy were shallow and without substance. In
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addition, her contact with social work professionals appeared to have had little impact on her
understanding of their role. Although Nurse A experienced two placements, it appears that as
they were both within physical care single discipline teams they did not provide the
opportunity to develop better insight into, or knowledge of, other professional roles. SLT
would suggest that the single discipline role models provided by these practice placements
failed to provide critical interprofesional learning experiences required to develop a better

understanding of other roles due to limited opportunities to work alongside other professions.

Nurse C did not display an informed understanding of the nurses’ role at first interview, but
following both of his placements demonstrated a significant development in his understanding
of the nursing role. His discourse was focussed on physical care activity, however, which may
have been shaped by the communication within the inpatient team which in turn framed his
understanding of new information and activities. It was evident that his understanding of the
nursing role had developed during the course of the year and that his placement experiences
had the greatest impact on this. For Nurse C, SIT can enable us to understand the direction that
his development of understanding of the nursing role took in relation to his placement
experiences. As both placements were predominantly uni-disciplinary environments, he was

only exposed to the opportunity to identify with others in the same role.

Whilst the social learning experience within the practice placement had positive outcomes for
SW A and SW C in relation to developing understanding of the roles of others, the impact on
the understanding of their own roles was more complex. For SW A, the placement within a
social care provider within a resource centre seemed to blur her understanding of the social
work role with those of other professions. Her lack of social work role model to observe in
day to day practice had a negative impact on the development of her understanding of the

social work role. SW A’s placement did not enable her to develop a deeper understanding of
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the role. Her inability to differentiate between social work and the social care perspective was
evidence of a blurring of role perception and a lack of professional modelling on placement.
Using SLT to contextualise this outcome, the social experiences that reinforced SW A’s
learning were influenced by the lack of role modelling on placement. Martin (2005), suggests
that the socialisation experience within the workplace can not only offer insight into the
competencies, skills and knowledge required, but can also expose the student to situations that
reveal the values and culture of the profession. Martin (2005) suggests that as a result of these

experiences, students are;

“Encultured in the community’s embodied knowledge; for example, they learn to speak its
language, which enables them to become socialised as members of their own

profession.” (p56)

As SW A’s placement was within a provider placement setting with no other social work
students or qualified practitioners, the culture she became immersed within did not enable her

to become part of a social work community.

For SW C the placement experience challenged her strong views regarding her own values
and practice principles. SW C’s placement experience seemed to confuse her and challenge
the strong social work identity that she had demonstrated throughout the previous interviews.
She was able to draw a distinction between the specialist tasks that only ASWSs undertook, but
seemed to view most activities as generic across the professions within the team. Both SLT
and SCT can help us to understand the ways in which SW C drew on broader influences and

roles within the team whilst on her practice placement.
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Galvin and McCarthy (1994) and Norman and Peck (1999b) highlighted role ambiguity and
inability to coherently articulate the culture and values of the profession as key weaknesses of
MDTs. The impact was not one of blurring her understanding of the role, however, but more
of challenge to her beliefs, which on one hand could be seen as a relevant and productive stage
in her journey towards development as a mature practitioner. Her ideals were challenged by
the reality of day-to-day practice and her underlying values had also been tested. Her discourse
contradicted the strong values extolled in previous interviews, referring to clients as “stroppy’,
‘difficult” and *pain in the arse’. Her placement experience challenged her values based on
choice navigation, as she had not anticipated clients not complying with chosen services or
being unhappy with the outcomes. The language in SW Cs discourse described a reflection on
the structures and experiences surrounding her on placement and reflected her view of the
world at a given moment in time. Expanding on this example, the social constructionist
framework allows us to see the continually changing environment in which mental health
students work and learn as a ‘lived curriculum’, i.e., a set of circumstances and contexts,
problems and dilemmas that also represent opportunities for development. It was unclear
whether her placement experiences challenged her principles, revealed her true values or
whether she became acclimatised and accepting of the practices, attitudes and approaches of

team members through the challenging experiences she faced.

Galvin and McCarthy (1994) voiced their concerns that MDTSs can have a role blurring impact
if professions perceive that generic activities such as assessment and care planning can be
done by any profession, diluting specialist skills into an undifferentiated pool of generic work.
SW A’s placement was not ideal, as she did not, in her view, get to experience the social work
role, nor did she have a social work supervisor on a day to day basis. SW C did not encounter
these problems, but still struggled to come to terms with the challenges that the placement

gave her regarding her perceptions of her professional identity.
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Section Summary

SIT, SCT and SLT reviewed within multidisciplinary practice settings enabled me to
conceptualise the relationship between theory, practice and experience in the development of
professional identity, knowledge of roles, and knowledge of other roles. SIT and SCT theory
enabled us to understand some of the processes students went through in developing their
professional identity and understanding of their own role, both across taught and placement
based IPE. Understanding of the roles of others was also influenced by both taught and
practice placement IPE, although a more mixed response arose from placement experience in
this study. Where significant changes and developments in clarity of own role or challenges to
understanding of the roles of others took place following placement experiences, the

relevance of SLT and contact theory were evident.

Students appear to develop a professional identity that fits within a particular community of
practice, which within multidisciplinary mental health teams, will constitute many disciplines.
What is unclear is how confusing this may be for prequalifying students who experience this
socialisation process within a number of communities of practice across the three years of
professional training, and whether these provide complimentary or conflicting messages for

their professional identity development.

Reflective appraisal of the research study
IPE within the classroom and practice placement context

My working definition of IPE was

“Occasions where professionals learn with, from and about each other, and in doing so

develop their understanding of how professionals can collaborate in practice.”
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Looking at both taught IPE and practice placement enabled me to observe a number of
occasions or settings where the participants in this study had the opportunity to compare and
differentiate themselves from within and outside of their professional groups, and to consider
the impact that the experience may have had on their professional identity and understanding

of their own role and those of other professions.

Methodological approach

Social Constructionism was the epistemological approach used within this study as it enabled
me to see the students’ journey through their first year experiences as an ongoing dynamic
process where they were acting upon their own interpretations and knowledge of their world.
It was anticipated that the experiences of these students during interprofessional learning
situations would be represented by and contained within their discourse. Working from an
understanding of knowledge being derived from and maintained by social interactions, this
study followed students through both taught classroom based and practice placement based

interprofessional social interactions.

The methodological approach informed how | planned to go about exploring what | believed
could be known, whether IPE taught or placement experience had an impact on professional
identity, knowledge of own role and those of others. The use of discourse analysis as a method
for collecting and analysing the data enabled me to explore how each student made sense of
the experience within their own respective perceptions of reality at that time in their

professional development.

This framework was successful in enabling me to experience from the students’ viewpoint the

continually changing environment in which they learned and practiced. The approach used

176



enabled me to travel with the students through their experience of a succession of problems
and dilemmas within different contexts that presented opportunities for development, as a lived
curriculum. The indicative findings of this thesis emerged from the richness of the data yielded
by the methodology employed. Burr (1995) referred to socially constructed reality as an
ongoing, dynamic process, reproduced by people acting on their own interpretations and their
knowledge of it. Using the social constructionist approach to interpret the discourses within
these interviews facilitated an in depth understanding of the experiences of these students
during work placements and inter-professional learning situations. It enabled insight into how
each student made sense of the experience within their own respective perceptions of reality at
that time in their professional development. The use of Potter and Wetherell’s (1987) discourse
analysis framework enabled interpretation of students’ discourses as frameworks of meaning,

situated within educational and practice contexts.

Research design

The research design required participants to have a placement in their first year of training
which meant that as the sole social work training provider within the region still offering this,
Wolverhampton University were the only option. Due to established relationships with the
School of Health, I had already progressed Ethics Committee approval for access to nursing
students from Wolverhampton, so recruitment of both nursing and social work participants
from this university was the most convenient option. The Coventry course was selected as it
was the only provider of OT training in the West Midlands. It had also offered taught IPE
modules across health and social care programmes for a number of years. Throughout the
West Midlands in the academic year 2004/05 when this data was collected, no other providers
of qualifying training in nursing and social work were identified as offering taught IPE

modules.
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One option would have been to have recruited all participants from Coventry University as
then all participants would have experienced IPE, including nurses and social workers. This
option would not, however, have enabled the comparison of interview data between
participants who were exposed to IPE and those who were not. To address the research
questions fully I felt that it was important to be able to make a comparison with students who
had not experienced taught IPE to ascertain whether practice placement experiences alone
could provide the IPE learning opportunities that could influence the development of
professional identity and understanding of own role and those of other professions.
Additionally, as with Birmingham University, from 2004/05 the social work degree

programme at Coventry University no longer offered a placement within the first year.

There would have been great advantages of studying 6 course providers, including one
providing taught IPE opportunities and one not for each professional programme of study. This
may have doubled the sample size, and a slightly larger sample may have ameliorated the
effects of participants leaving. To access this range of course provision the scope would have
to have been broadened to a geographical area beyond the West Midlands, which would have

presented significant logistical challenges.

Moreover, the positive impact on professional identity following taught IPE with the OTs
within this study could well have been influenced by other elements of their taught
programme of study or the ethos or approach towards multidisciplinary working within the
faculty. Notwithstanding the issue of first year placements for the social work students, the
opportunity to recruit all participants from one institution would have enabled me to explore
whether the taught IPE element had the same impact on student accounts relating to their
professional identity across all three professions. However, this would not have allowed for

exploration of the impact of practice based IPE alone on professional identity and
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understanding of roles. To fully explore these questions a longitudinal study over a three year
period would be required to include at least two institutions that provide all three programmes

of study, one that provides taught IPE and one that does not.

It is important to remember that the participants in this study were still in the very early stages
of their training and professional development, and extending the scope of the study to the
programme duration over three years would enable an exploration of changes and
development in professional identity and knowledge of roles in relation to further course
based intervention and exposure to different placement environments in years 2 and 3. These
students only experienced one, or in the case of the nursing students, two workplace settings
and an evaluation of their professional identity and role knowledge development following
placements in years two and three would enable further evaluation of the impact of this first

placement experience.

The decision to undertake in-depth face to face interviews at three intervals over the first year
academic period informed the decision to recruit a small number of participants. Regrettably,
two students left their programme of study during the research study timeframe and as a result
did not take part in all three interviews. The loss of these two participants inevitably led to a
loss in the insights gained from the research. Nonetheless, the exploratory design has opened
up areas for further investigation that have not previously been considered widely within the
literature. The research design was an insight orientated approach that was designed to enable
me to identify factors within taught IPE and practice placement experiences that may impact
upon the development of professional identity and understanding of roles, which it was
successful in achieving. The study intended to specifically explore changes in perception of
identity, and development of knowledge and awareness relating to professional roles in

response to IPE. The research design added validity as accessing student discourse before and
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after IPE and placement experiences allowed for the analysis of the subtle changes and
developments in language use and terminology that revealed the students feelings and

perspectives whilst the learning experience was still fresh in their memories.

The social constructionist framework, the analysis of discourse methods utilised and the
research design employed yielded rich data that enabled a deep and detailed exploration of the
student’s journey throughout their first year and insight into the experiences that shaped their

development.

Content Analysis

Once the methodology had been decided upon and discourse analysis chosen as the data
collection and analysis method, a decision was taken to seek an appropriate source of
secondary data that would provide insight into the perspectives of the educators and the
language of professional identity and articulation of professional role, and potentially
reference to multidisciplinary working. It was felt that course syllabi would be easy to obtain
within the public domain, and that this level of information would be contained within it. This
level of detail was not found within these documents, although content analysis did enable the
identification of occurrences of reference to inter professional working, core skills and values
of the profession, descriptions of IPE opportunities and practice placement elements. The
content analysis also enabled comparison of module content across the three professions for
the first year of study. Course syllabi provided only very basic detail of the placement length
and where it occurred within the first year of training. There was very little detail on the
nature, scope or setting of placements, other than to inform students that these would take
place in a variety of settings and agencies. As the course syllabi documents did not contain the
level of detail that was required, more appropriate documentation could have been sourced by

discussing the content analysis element of the research design with the course leads in more
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depth. Whilst it was felt important to analyse the same type of document to ensure
consistency of approach, the variance between the course syllabi was so great that it may have

been more relevant to gather and compare a range of documents.

What analysis of these documents did reveal was the extent to which preparation for practice
was described within each course. There was a marked difference in emphasis between the
nursing syllabus focussing on clinical skills preparation and the social work syllabus which
placed greater emphasis on knowledge of the placement context, and preparing students for

the role they are about to undertake.

Reflection on my role as a researcher.

My motivation to undertake doctoral research was fuelled by a wish to undertake what |
believed to be ‘good’ research with specific and measurable outcomes. This reflected not only
my previous qualifying programmes of study in nursing and psychology, but also the
professional world of health service provision that I inhabited back then, and still do now.

My understanding of research was framed within a positivist framework, that required
measurable properties to describe reality, quantifiable measures of variables, hypothesis
testing, and the ability to infer generalisability from a sample to a specified population. This
understanding of what constituted good research that | held back in 1999 when | started this

work is very different to my understanding of what constitutes good research now.

| wanted to try a new approach, to immerse myself within a methodology that was very
different to any approach that | had taken before. | was comfortable with the understanding of
reality constructed and maintained by social constructions such as language, consciousness
and shared meanings, but still struggled to refrain from my positivist roots with the need to
form hypotheses and define measureable outcomes. As a confident professional | was not
concerned about my ability to carry out interviews with participants, but this confidence alone

clouded my ability to recognise the extent to which I was able to influence research outcomes,
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as a research instrument myself. Challenges in recruiting an adequate sample and
encountering students with very little experience and understanding of their role at the very
beginning of their programme of study all contributed to my growth and maturation as a
researcher. This realisation only emerged through the writing up stage and lengthy

challenging discussions with my supervisors.

What has emerged from my experience as a researcher has been the adoption of a more
interpretive research approach, locating knowledge and understanding within the systems and
contexts and processes in which they reside. My approach to my work role has changed
dramatically as a result of my personal learning, although the strategic health care setting

remains distinctly positivist and outcome focussed.

Professional Identity within Mental Health.

My journey throughout this research has impacted upon my professional world in many ways,
but it has also shaped my career. When I enrolled on the taught doctorate programme | was a
manager of mental health service provision, with an interest in mental health workforce
education. Ten years and four posts later | occupy a mental health workforce specialist role.
My professional experience to date had raised my awareness of the challenges faced by
individuals in mental health multidisciplinary teams regarding professional identity,
understanding of their role and those of other professionals they worked with. | recognised
that IPE would need to play a significant part in the preparation of the new workforce entering
mental health services, due to the multidisciplinary service models now in place throughout

health services.

The study focussed on mental health professionals in a number of ways. The sample selection
focussed on the three main professions that are represented within core mental health teams.

The recruitment strategy was designed to recruit students who were interested in working
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within mental health services, although it was accepted that this would not guarantee a mental
health placement. The study recruitment flyers specified that students who were interested in
working in mental health were invited to take part. Finally, questions relating to motivation to
work within and understanding of mental health services were included within the semi
structured interview schedule to ensure that they were discussed at each stage of the interview

process.

There is a challenge in reflecting on established mental health professions at a time of a
significant shift away from profession specific service models. At the time of data collection
in 2005 the focus for specialist mental health trust was the establishment of the functional
teams that had been outlined within the NHS Plan (2001a). Currently the Department of
Health is focussing on tariff development within mental health services and the establishment
of a care pathways model to inform the development of the tariff. In response to this service
commissioners within PCTs are requiring specialist provider trusts to shape their services and
workforce to deliver within this model. An increasing number of mental health care trusts are
obtaining foundation trust status which affords autonomy to create new roles to provide
services that are non professionally affiliated. The opportunities for new roles and new ways

of working both within and outside of traditional professional boundaries are immense.

The Approved Mental Health Professional and the Approved Clinician roles introduced by the
Mental Health Act 2007, and the new psychological wellbeing practitioner and high intensity
worker roles developed with the introduction of the new Improved Access to Psychological
Therapies service model involve graduates and qualified professionals from a range of health
and social care backgrounds. The direction of travel these posts signify is a progression
towards competency based roles and the development of entirely new communities of

practice. However, for the majority of specialist mental health care providers within the West
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Midlands nursing accounts for at least 80% of the workforce, indicating that there is still a
significant need to focus attention on the preparation that qualifying trainees get to work
within this uncertain practice environment. What the findings of this study have shown is the
need to recognise the significance of practice placement experience and an appreciation of
how the blurring of roles and potential role confusion will continue to be an issue within
mental health services as they evolve. Within mental health services the focus on IPE within
practice placement settings is key to prepare and develop teams that can function as a

community of practice and deliver a coherent service to the service user.

Summary

This thesis raises a number of issues for further consideration. The processes that influenced
the development of the students’ perceptions of professional identity and levels of
understanding of their own roles and those of others were illuminated by the students’
discourses. Over the twelve month study period all of the nine students positioned themselves
relative to the setting in which they were situated, and were never free from the influence of
the professionals or fellow students around them. As the students reflected on choices made
and were exposed to new and potentially contradictory discourses, changes in positioning
occurred over time. These findings suggest that professional identity, understanding of own
role and the roles of others may well continue to shift over the remaining two years of study
depending on student interactions with professionals within work place environments and

fellow students within the educational setting.

This thesis suggests that there may be benefits that can be achieved through IPE which would
extend the learning of students about their professional roles within the broader context of
health and social care. IPE can offer a means of preparing social work, nursing and OT

students for the multidisciplinary team environments that they may work within on
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completion of their training. IPE can also be of equal benefit to practitioners within single
discipline teams to facilitate interdisciplinary working and foster a broader understanding of

services available to clients form other agencies.

This thesis also suggests that the impact of placement experiences within the first year of study
on identity and knowledge of own roles and those of other professions, whether in MDTs or
unidisciplinary teams is significant. These findings indicate that education commissioners and
providers need to give further consideration to the extent to which practice placements might
provide IPE opportunities for students to test out theoretical knowledge in practice and further
develop their professional identity, understanding of their own role and further understanding

of the roles of other professionals.

Furthermore, this thesis has demonstrated how the theoretical approaches of SIT, SLT and
SCT when brought together as a conceptual framework can aid our understanding of the
processes involved. The particular contribution in bringing these theories together is that it
enables the consideration of IPE in a wider context than taught modules delivered in a teaching
setting. What analysis based on these three theories has shown in particular is that social
learning is complex and informal learning within a practice placement setting may be no less

important than taught IPE, and perhaps more significant.

These findings indicate that consideration should be given to the weight and significance of
the first practice based experiences, as potent learning and development experiences that can
shape professional identity and understanding. Evidently, course design can provide a number
of opportunities for both formal and informal interprofessional learning opportunities. This

can be restricted by availability and the nature of practice placement environments.
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Further studies need to consider how IPE learning opportunities and practice based
placements can be brought together within the training curriculii throughout the duration of
professional training courses. A combination of inter professional educational input and
placement experience may enable affiliation to the profession and the development of a
professional identity which could afford individuals the opportunity to compare and
differentiate themselves both with their own professional group, and with other professional
groups. There is also a need for further exploration of whether IPE and placement experiences
are best introduced within the first year of study early on in students’ professional
development, or best reserved until the second or third year of study once a deeper level of
understanding of role and confidence is achieved. Further research may reveal benefits in
delaying multidisciplinary placements until the second or third year of training when
professional values, approaches and identity are well established. Longitudinal studies aimed
at evaluating the impact of multidisciplinary placement experiences across the three years of
pre-qualifying training on the development of professional identity, knowledge of own roles
and those of other professions are required in order to identify the most effective and

beneficial stage of training to introduce it.
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Appendix A
Individual details

Age

Gender

Ethnicity

Type of professional training course

Name

Pseudonym for purpose of study

Course start date

Date of interview

187



Semi — structured interview questionnaires/ guides
Session 1 — beginning of course

Why do you want to become a....? what are the motivating factors behind your choice

Did you choose this career, or has it chosen you

Had you considered any of the other health or social care roles? expand

What makesa ............... different/ preferable to the other professions

What were your hopes & expectations of the course throughout the past year leading up to the
commencement of the course

Have these altered now that you have been on the course for 2/ 3 months

What makes a good nurse/ ot/ sw
The core skills of occupational therapists / nurses/ sw are:

Are these unique to N /SW/ OT or are they shared amongst other health & social care
professionals

What do you believe are the values , knowledge base & philosophy that provide the
foundation of occupational therapy/ nursing/ social work

What are your own personal strengths & skills and areas for development

What is your understanding of the structure of mental health services in a)health and b) social
care .

What is your understanding of multi-disciplinary working.

You have chosen mental health as a specialist area/ you have a mental health placement this
year. What is your understanding of mental health services

Putting yourself in the position of ma mental health service user, what would be your
expectations of a N/SW/ OT

What difference do you expect to make to a users life

Is there anything else that you would like to add
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Session 2 — after at least twelve weeks of study/ course duration but before multi-
disciplinary mental health placement

The unique core skills of occupational therapists / nurses/ sw are:

Explore academic and social support systems within their peer groups that have evolved
Are there any positive (or negative) role models provided by their tutors

Explore early professional identity — do they feel that they have one

Perceptions of other healthcare professionals

What is your understanding of the philosophy, core values and beliefs that provide a
foundation for occupational therapy/ nursing/ social work

Has there been opportunity for you to explore your personal personal strengths and areas for
development

How do you think these may link to your development as a professional

Explore identification of professional role

Explore development of the student's understanding of the various health and social care
delivery systems and consideration the role of the occupational therapist/ nurse/ sw and inter-

agency working within this context.

Basic overview of teaching style on course and syllabus content
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Session 3 — following a mental health practice placement in a multi-disciplinary setting

Explore their perception of development of their professional identity, value base, purpose of
role and approaches to clients and placement experiences, and their perceived development of
knowledge and the relation of power to this.

Explore their understanding of the philosophy, core values and beliefs that provide a
foundation for occupational therapy/ nursing/ social work

Do you believe there are core skills unique to occupational therapy/ nursing/ social work

Explore awareness/ insight into the effects of work environment socialisation and ways in
which people identify with professional stereotypes/ etc, etc

Explore attitudes towards and perceptions of the roles of other health and social care
professionals within multi-disciplinary mental health teams.

Explore awareness of educational culture differences and teaching styles and gain overview
of supporting syllabus content

Explore the development of academic and social support systems within their peer group. Do
they think this has influenced their professional socialization in any way

Have they identified any role models either at Uni or in the practice placement that they have
been able to identify with

Explore level of confidence in their own professional identity and ability to function
independently in a md team

Has there been the opportunity for students to explore their personal & professional strengths
& skills and identify areas for development.

Has your placement experience afforded you the opportunity to practice and begin to evaluate
the core skills of assessment, report writing and intervention planning through to closure and
discharge.

Explore the student's understanding of the various health and social care delivery systems and

consideration the role of the occupational therapist/ nurse/ sw and inter-agency working
within this context.
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MENTAL HEALTH NURSING STUDIES.

WELCOME TO THE SCHOOL OF HEALTH, AND MENTAL HEALTH
NURSING STUDIES.

Using this Guide

This guide will introduce you to the range of modules within the subject, so
that you can consider and reflect upon the different career pathways within
Mental Health Nursing. The guide will provide basic information about the
modules and the related academic regulations. The Mental Health Pathway
Guide should be read in conjunction with your Award Handbook, and
individual module guides.

A brief introduction to Mental Health Nursing. ( New Programme )

The Mental Health Branch Programme is underpinned by a number of beliefs
and values regarding the nature of mental health nursing.  This includes
national initiatives related to mental health services and higher education
provision e.g. Department of Health 1999 ( NSF for Mental Health ); DOH
2004 ( Ten Essential Capabilities ); the Nursing and Midwifery Council ( 2002,
2004 ); Mezirow, 1990; National Committee of Inquiry in Higher Education,
1997; UKCC 1999 - Fitness for Practice ).

Mental Health Service Users and significant others represent a diverse
population in terms of age, gender, sexual orientation, social class, ethnicity
and disability. Therefore within the mental health programme students will
need to continually examine and question their values, beliefs and prejudices
with a view to respecting and valuing this diversity, and develop anti-
oppressive approaches to their nursing practice. Furthermore, the
programme embraces the principle of working in partnership with service
users, carers, significant others and other professionals ( DOH, 2004 ).

Mental Health Nursing is viewed primarily as an interpersonal process that
seeks to help individuals, families and carers to address needs in daily living,
promote autonomy, recovery and independence. The over-riding aim of pre-
registration education provision and beyond is to assist students to develop
the knowledge and skills required to deliver effective high quality values and
evidence based nursing interventions.

In order to achieve this, the mental health programme is designed to provide
students with a sound knowledge of the theories and concepts that underpin
practice. We believe that learning is participatory, emphasizing a clear focus
on best practice aiming at the integration of theory with practice. The aim is
also to combing self-directed and programmed study based on the principle of
reflective practice. In addition to developing clinical nursing knowledge and
skills, the educational programme aims to equip students with key skills for
life-long learning.
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Modern mental health services incorporate a wide range of statutory, private
and voluntary organizations. Opportunities need to be developed for shared
learning and high quality practice experience in these diverse care settings in
order to promote the concept of collaborative working.  The progressive
development of mental health nursing skills will be supported through effective
supervision of students by clinical and academic staff both in educational and
work-based settings. We believe in close working relationship with users,
carers, practitioners and significant others in developing, delivering and
evaluating the curriculum to ensure that it continues to reflect the realities of
clinical practice and produces safe, competent and accountable mental health
nurse practitioners.

The RNDipHE Course

This 3-year course is divided into a 12-month Common Foundation
Programme and a 24-month Branch Programme in Adult, Mental Health,
Learning Disabilities or Children’s Nursing.

The Common Foundation Programme

The Common Foundation Programme is a competence based programme
which serves as a foundation year for all pre-registration nursing students. All
students, across the four branches, study a range of academic modules that
provide a baseline for the development of Branch specific knowledge and
practice. This is complemented by exposure to clinical practice and the
development, under supervision, of core skills and professional awareness.

The Common Foundation Programme consists of modules attracting Level 1
Credits ( See Diagram 1 on Page 5). These are designed to provide you with
the opportunity to consolidate your pre-existing academic skills, and lay down
the foundations for subsequent studies and your first three clinical practice
experiences.

The learning outcomes in the 30-Credit modules in the award are set for

theory and practice and are intended to enable you to meaningfully integrate
theory and practice.

The Common Foundation Modules

NH1056 : Holistic Nursing Practice in Context 30 Level 1 Credits

The module aims to enable students to develop an understanding of the notion
of health; the development of health care services and the delivery of services
within a wide social , legal, ethical and professional context and to recognize
the impact of the local and national health economy.

NH1057 : Introduction to Nursing 30 Level 1 Credits

The module aims to provide all students with foundation knowledge of
sciences to support practice. Students will also be facilitated to develop a
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range of clinical skills, enabling them to participate safely in care delivery
under supervision.

NH1060 : Self-awareness and relating to others 30 Level 1 Credits

The module aims to enable the student to explore aspects of self-awareness
and how they may relate to ‘others’ in a variety of settings. The student will
explore the contribution of interpersonal and communication theories,
identifying skills and attitudes required in order to develop effective therapeutic
and inter-professional relationships ( between the nurse and others ).

As a consequence, the module will facilitate your personal development and

prepare you for a wide range of psychological and interpersonal challenges
that arise from working in contemporary health care services.
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DIAGRAM 1
RN/Dip.HE COURSE STRUCTURE FOR BRANCH IN MENTAL HEALTH
NURSING

Semester 1 and Post Semester | Total Hours
Semester 2
NH1056 — Holistic Total Hours
Year 1 Nursing Practice 1687.5
Common In Context. 30 Level 1
Foundation Credits Theory
Programme NH1057 - Introduction to 900
Level 1 Nursing
30 Level 1 Credits Practice
NH1060 — Self- 787.5
Awareness and Relating
to Others.
30 Level 1 Credits

RN/BSc - MENTAL HEALTH N URSING

The course aims to produce first level Registered Nurses who have the
knowledge and skills to enable them to practice effectively in a safe and
accountable manner and in a variety of health care settings. The development
of intellectual skills, such as problem solving, decision making and critical
enquiry will inform the patient/client care process. To achieve this the
programme will enable students to meet the requirements leading to entry as
Registered Nurse ( Mental Health, Children, Adult or Learning Disability ) on
the Nursing and Midwifery and Health Visiting professional Register.

The Common Foundation Programme

The RN/BSc Common Foundation Programme is similar to that of the
RN.Dip.HE as outlined above. The exception is that there is an additional 30
Level 1 Credits Module ( See 2 Diagram on Page 8)

The Additional Module

NH1054 : Evidence Based Nursing Practice 30 Level 1 Credits
Module Leader : Sue Brock

This module aims to enable the student to reflect on practice and ask relevant
questions, access and make sense of evidence and suggest how evidence may
inform nursing practice. Integral to this will be the consideration of relevant
frameworks, concepts and theories which will contribute to the development of
knowledge, skills and attitudes required to underpin evidence based approach
to reflective nursing practice.
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DIAGRAM 2 RN/BSc COURSE STRUCTURE
FOR BRANCH IN MENTAL HEALTH NURSING

Semester 1 and Semester 2 Total Hours
Year 1 NHZ1056 — Holistic Nursing Practice | Total Hours
Common In Context. 30 Level 1 Credits 1687.5
Foundation
Programme | NH1057 — Introduction to Nursing. Theory
Level 1 30 Level 1 Credits 900
NH1060 — Self-Awareness and Practice
Relating to Others. 30 Level 1 Credits | 787.5

NH1054 - Evidence Based Nursing
Practice. 30 Level 1 Credits
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STUDENT LINK

This is an opportunity for you to work alongside qualified nurses (or other relevant personnel)
in a variety of different settings. The main purpose of this link between the University and
local NHS Trusts is to enable students to link theory, practice and research.

The placements are set in different areas at different times of the course and arranged by a
placements officer. At each placement students have to achieve outcomes that are
determined by professional bodies namely the Nursing and Midwifery Council ( NMC ), and
Central Council for the Education and Training of Social Workers. ~ Whilst working in the
clinical areas students should be able to liaise with a named assessor and a link teacher.
Practice is assessed at different levels within the Awards. It is necessary for all practice to
be successfully completed in order to graduate. You can expect to be assessed by a nurse
qualified in your chosen field of nursing namely Registered Mental Health Nurse, or by other
appropriately qualified staff.

The Placements Co-ordinator is: Mrs. P. Walsh
School of Health
Mary Seacole Building
MH Block, City Campus
University of Wolverhampton
Wolverhampton WV1 1SB
& 01902 518621
Email P.N.Walsh@wlv.ac.uk
The Subject Leader is: Mr. M. Chellumbrun
School of Health
Mary Seacole Building
MH Block, City Campus
University of Wolverhampton
Wolverhampton WV1 1SB
@& 01902 518619
Email M.F.Chellumbrun@wlv.co.uk
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INTRODUCTION

Welcome to the BSc (Hons) Occupational Therapy programme and welcome

also to Coventry University. At this point you may be wondering what you’ve got yourself
into — but hopefully you will be excited at the prospect of the life-changing experience ahead
of you. As the award team, we hope that you will progress through the next three years
acquiring and developing the skills, competencies and

professional attitudes of an occupational therapist. In order to assist you with some of the
more pragmatic aspects of student life, the University provides you with guidelines and
regulations. As occupational therapy students, the details of your award — BSc (Hons)
Occupational Therapy - are contained in several volumes.

1. The Programme Handbook

This is specific for students on the BSc (Hons) in Occupational Therapy. The team compile a
handbook at the beginning of each academic year to give you detailed information including
contact details for the award team, relevant dates and details about the award for the
forthcoming academic year.

2. Module Handbooks

Module leaders will supply you with module handbooks at the launch of each of the modules.
Each module handbook contains detailed information about that module such as timetable,
rooms where sessions take place, assignment submission arrangements and contact details for
the module team.

3. The Faculty Student Handbook - Undergraduate Modular

Programme

This is a general handbook for all students in this Faculty. It gives you information about the
facilities on the Campus, assignment regulations, extenuating circumstances, late submission
of assignments as ‘late work’, student representation and what to do if you are ill, want to
withdraw from the course or are having problems with study.

IT IS IMPERATIVE THAT YOU READ THESE HANDBOOKS AND USE
THEM TO GUIDE YOU - ignorance is no defence!
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RATIONALE
YEAR 1 - Level 1

BSc (hons) in Occupational Therapy
Coventry University — School of Health

Core Skills and Abilities
Occupational therapy is concerned with human occupation and its importance in health for
people form all backgrounds and of all ages.

In partnership with others, occupational therapists can facilitate development of services for
vulnerable people with disabilities. Occupational therapists are active participants in either
perpetuating or changing everyday practice and its context. They can influence change in that
they are not trapped in fixed environment systems, routines or approaches. They develop
client-centred approaches that enable people to reduce their own poverty by being more
participative in public decision making. Most importantly occupational therapists provide
support for people t 0 make use of their own capacity and potential. Their unique position in
health and social care allows them to respond to individual needs through rehabilitation and
promoting independence.

Core Skills
Occupational therapy is based on a unique conceptual framework.

The unique core skills of occupational therapists are:

> The use of purposeful activity and meaningful occupation as therapeutic tools in the
promotion of health and wellbeing

> The ability to enable people to explore, achieve and maintain balance in the daily living
tasks and roles of personal and domestic care, leisure and productivity

> The ability to assess the effects of, and then to manipulate physical and psychological
environments to maximise function and social integration

> The ability to analyse, select and apply occupations as specific therapeutic media to treat
people who are dysfunctional in daily living tasks, interactions and occupational roles.

Values and beliefs

e The potential of occupation in the promotion of wellbeing

e the empowerment of the service user to achieve independence

e The service user as central to the design and delivery of their service

e The opportunity to achieve a balanced lifestyle

e The holistic understanding of the needs of service users and their carers' needs and
potential

e The mutual co-operation between therapist, service user and carers

e The development of partnerships to enhance service provision

e The promotion of an accessible environment
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MODULE INFORMATION
Coventry University

Module Title Human Occupational Performance
Code UZY203D1
20 credits Level 1

This module aims to integrate student's knowledge of the components of occupational
performance, health and wellbeing including the nature of social contexts, sociological
theories and social policy. The aim is to acquire an understanding of human development and
the components that contribute to human occupational performance including the form,
function and meaning of occupation and its influence on health.

Module Title Foundations of Occupational Therapy
Code UZY200D1
10 credits level 1

This module aims to introduce students to the philosophy, core values and beliefs that provide
a foundation for occupational therapy. It examines the relationship between occupation and
health and the module introduces the theoretical foundations that provide a framework for
occupational therapy practice.

Module Title Interprofessional Module 1

Code UZV203s1

20 credits Level 1

This module aims to examine the historical development and contemporary roles of
professional groups in health and social care. The module seeks to foster an appreciation of
power relations within the context of groupwork and enable students to explore the nature,
scope and significance of social policy in the field of health and social care. Through
reflection on their own health and well-being, professional role, and contribution to
collaborative enquiry-based learning it is anticipated that this module enables students to
accommodate diversity in collaborative, interprofessional working.

The Process of Occupational Therapy
Code UZV204S1
20 credits Level 1

This module will focus upon the application of knowledge gained in Foundations of
Occupational Therapy to the practice settings. This module seeks to integrate the material
gained in session A studies, to prepare students for both clinical/fieldwork experience and
their future role as occupational therapists.

The module seeks to provide the student with an opportunity to practice and begin to evaluate

the core skills of assessment, report writing and intervention planning through to closure and
discharge.
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Interactive Processes
Code UZV206S1
10 credits level 1

This module provides an opportunity for students to explore their personal and professional
development. Professional roles and personal skills are identified and considered in
preparation for the first professional practice placement.

On completion of the module, students will be able to identify personal strengths and areas for
development through the ongoing reflective process encouraged throughout the programme.

Welfare, Health and Inequalities

Code UZV205S1

10 credits level 1

This module is designed for students on professional and vocationally orientated
undergraduate programmes in health, social work and social welfare. Its objectives are to
provide students opportunities to examine at an introductory level, the impact of key
dimensions of social inequalities and consider how health and social welfare services may
contribute to such inequalities but can work to challenge and combat them. The module
provides an opportunity for students to learn to discuss these issues in an inter-professional
context.

Introduction to Research
Code UZY205D1
10 credits level 1

This module seeks to provide an introduction to developing an understanding of research
within a practice context.

Professional Development in Practice | (Fieldwork Education Placement)
Code UZY201S1

20 credits at level 1

Students will undertake a 30 day placement within a pratice setting.

PHILOSOPHY OF THE AWARD

The underpinning philosophy of occupational therapy is that the human being has the need to
be occupied in order to maintain health and well being. The focus of occupational therapists
is on the enabling of people to choose and engage in meaningful occupations in their personal
care, their productivity and their leisure.

Therefore the philosophy of this award draws on this premise and develops it

thematically through three levels which constitute the academic structure of

the curriculum as follows: -

Level 1 — Occupation for Health

Level 2 — Challenges to Occupation

Level 3 — Enabling Occupation

Occupation for Health — introduces you to the concepts of occupational science, the
disciplines of anatomy & physiology and psychology. These subjects will lay the foundations
for you as a novice occupational therapy student to develop your knowledge and
understanding of how occupation supports health and well being. You will integrate this with
your own experiences of health and ill health as well as that of occupation. You will have
some opportunity to explore and learn basic skills and competencies in using some adapted
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equipment and modifying occupations. The exploration of the concepts of occupation and
health will continue in your Fieldwork

Experience and the Interprofessional Module where you will also be expected to develop a
professional attitude. The case studies provided would hopefully help you to make the links
across the modules you will be studying. In your Fieldwork Placement early in your second
year, you will be expected to consolidate much of your learning from your first year as well as
develop some new learning in practice.

We look forward to working with you as you engage in some new occupations

on your journey to becoming an occupational therapist.

ATTENDANCE

Your studies are likely to take place between 9.30 & 4.30 unless indicated. Some sessions
such as the Interprofessional Module may mean finishing later than this. The modules are
timetabled according to the availability of the lecturers and rooms. We don’t anticipate that
every hour of each day will be timetabled. You will be expected to make effective use of time
for your own private or group study and tutorials with your personal tutor.

You are expected to attend all the timetabled sessions and sessions which take place outside
the University, which are arranged to support your studies. During the timetabled sessions, a
register of attendance will be taken. Illness — yourself or within the family — are valid reasons
for non-attendance, but it is your responsibility to catch up. If there are other reasons for you
not attending please contact any of the lecturers before 9.15am on the first morning you are
unable to attend. Their contact telephone numbers are also found on page 2 of this handbook.
If you are absent through illness while you are on Fieldwork Experience (Green Weeks), it is
vital that you follow the procedure used by the placement — this typically requires you to
make contact with your fieldwork educator as early as possible on the first morning you are
unable to attend. You may be required to self-certificate for your illness, as part of the
requirements for your experience. Please let Gill Pirie know how long your illness has kept
you absent from the placement, just as soon as you can.

SUPPORT AND PERSONAL TUTORS

You are all assigned a personal tutor. There is a list of the groups on the last page. We
acknowledge that some of you may find you will need more support than is physically able
for us to provide. Please consider a strategy to enable you to cope with the demands of the
coming academic year. This may involve finding out how to contact the University’s
Counselling Service (see Faculty Student Handbook) and establish what kind of service they
can offer. You may have to organise regular meetings with your mentor and your supervisor if
you have one. Consider meeting up as a small support group, once a month over a drink or at
a motorway service restaurant. Regardless of what support mechanisms you adopt, please
keep us in touch with how you are finding support and if you are struggling with any aspect of
your studies.

MENTORS

We strongly recommend that you find yourself a mentor who is a State Registered
Occupational Therapist. This can be someone from your workplace, or a colleague from
another service. Their role is to be a “professional friend” for you while you are studying — to
listen to what you’re trying to come to terms with and if they can, to offer help & advice. How
often you meet up and where, is entirely between yourselves. Some past students have
managed to meet formally with their mentors in work time and others preferred to make the
meetings a more social occasion. Past students have found mentors particularly helpful in the
stressful times. We normally
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hold an annual meeting especially for the mentors. If you don’t work in an occupational
therapy setting and think you might have difficulty finding a mentor, we have been
approached by some local occupational therapists willing to mentor students in this situation.
Please let any of the lecturers know if you would like help finding a mentor. Fieldwork
experience will be arranged in various settings and you must be available for this as
timetabled. The placements are full-time, with one day a

week for personal study relating to the placement.
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2

A. WELCOME AND INTRODUCTION

Welcome from the Vice-Chancellor

I am delighted to welcome you to the University of Wolverhampton and to wish you every
success in your study on the social work degree programme.

This is an exciting time to enter social work education. This is only the second year that
students, all over the country have been able to register for the new social work degree
launched by the Department of Health. The degree is a key component of the Government's
strategy for raising standards in the whole field of social care.

You have made an important decision to enter higher education and come to the University of
Wolverhampton. We recognise that this represents a significant investment both in terms of a
financial commitment and personal responsibility. You now face the challenge of learning both
during your university-based study and through the practice learning experiences arranged in
local agencies by the University.

There are many factors which have influenced the development of the social work programme
that you will follow. Drawing together expertise from the Social Work subject area with other
academic disciplines including the School of Health and School of Legal studies has enabled
us to demonstrate the collaborative nature of social care work. The programme has also been
designed and developed in collaboration with representatives from a range of social work and
social care agencies. This has helped us to ensure that during the course all your learning is
relevant to a future career as a social worker registered with the General Social Care Council.
This will provide the basis for your continuing professional development.

I hope that you will find this Programme handbook and the separate guide to practice learning,
helpful.

Good luck with your studies at the University of Wolverhampton. | wish you every success in
your academic modules and practice based learning and look forward to you achieving the
award of BA (Hons) Social Work.

Professor John S Brooks

Vice-Chancellor

General Welcome and Introduction

On behalf of everyone involved in the teaching and running of the BA (Hons) Social
Work programme, welcome to the University. We hope your career here will be both
enjoyable and profitable.

We have been running qualifying Social Work Training at the University of
Wolverhampton for over 10 years. We now welcome the opportunity to develop the
Social Work degree programme, which incorporates several new developments as
well as retaining components of the previous DipSW programme that have stood the
test of time.
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This Programme Handbook should be read in conjunction with the Students' Union
Guide and the Practice Learning Guide. An outline of all the modules you will take is
provided in this handbook, together with a summary of the regulations. This will help
you to understand the management and operation of your course and also describes
where and from whom to get assistance and advice.

We recognise that some students embarking on the Social Work programme will
discover that professional social work is not for them. For these students, we offer
the possibility of transferring to a non—professional degree programme during or at
the end of year one.

We hope that you too will participate in the development of the Social Work Degree
programme, perhaps by becoming a Student Representative for your year of the
course. We would also welcome, at any time, your comments about the operation of
the programme and any suggestions you may have for its improvement.

With best wishes for success in your studies,

Judith Holt
Award Leader
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B. USING THIS COURSE HANDBOOK GUIDE

There is a considerable amount of information contained in this handbook, some of
which will be of greater relevance to you as you work through the programme than it
is at the start of your career in the University. It is, by design, concise and,
therefore, at various points, you will also have to consult other sources of
information, such as the Practice Learning Handbook and the University Regulations,
which will be available via the network of Campus Registries and Learning Centres.

We encourage you to read the handbook through now since it will be a great
advantage from the outset for you to be familiar with the various aspects of your
studies that are described in these pages.

Please read the Sections D) and E) on “Communications” and “Sources of and Access
to Information and Advice” with particular care.

In order to save yourself time, do please read the handbook carefully. The answers
to most of the questions you will want to ask are contained in it. You should look
particularly closely at the Section E. 6 on "How to Solve Some Common Problems".

In reading the handbook you will come across a number of words and phrases with
which you may not be familiar. A list of explanations to keywords is included in
Section H of the Handbook.

You should note that, occasionally in order to improve the programme, the details
given in this handbook may be amended or revised. It is important that when this is
done you note the changes and consider the implications they may have for your
programme of study.
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C. ABOUT THE BA (HONS) SOCIAL WORK PROGRAMME

1 Structure of the Programme

The BA (Hons) Social Work is an award offered by the University of Wolverhampton.
The programme has been planned in close consultation with employers of social
work staff, in particular with representatives of the Social Work Departments of
Walsall Metropolitan Borough, Wolverhampton City Council, Telford and Wrekin
Borough, Shropshire County Council and the NCH.

The programme is administered from the Wolverhampton City Campus of the
University and taught on both the City and Telford Campuses.

1.1 Type of Course

The BA (Hons) Social Work is a specialist award with a prescribed programme of
study. This means that with the exception of one 15 credit elective at Level 3, there
will be no choice of which modules you study.

1.2 Levels of Study

Students on the Social Work degree programme will study modules at Levels 1, 2
and 3.

a) a) Levell
This represents the introductory level of Higher Education and provides an
orientation or balancing phase for students entering HE from a variety of
different qualifications, experiences and backgrounds. It introduces you to
the basic methodologies and principles of social work. Similarly, it provides
an introduction to social work practice. Level 1 modules are normally studied
during the first year of full time Honours degree course.

Full Time Course (3 years)
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Semester
One

Semester
Two

Year One — Level 1

S01005
Understanding
Inequality and
Exclusion

Core - Standard
delivery - 15 credits

S01006
Values and Ethics
of Social Work

Core - Standard
delivery - 15
credits

S01007
Preparing for Practice: Communication and
Intervention

Core - Workshops and Skills Lab - 30 credits

S01008 - Law for Social Work Practice (to week 6)

Core - Intensive delivery - 15 credits

S01009

Understanding Social Work Organisations

Core - Standard delivery - 15 credits

S01010
Practice Learning One (from week 8)

Core - 30 days placement and workshops —
30 credits
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2 BA (Hons) Social Work Calendar 2004/05

Level 1 — SEMESTER ONE

University |Date Monday Tuesday Wednesday |Thursday |Friday Notes
Week No. |wk beg.
Telford City
campus Campus
5 27/09/04 Welcome Week Start of
Semester One
6 04/10/04 |SO1005 S01007 all [Study time |Study time |Study time
S01006 day all day all day all day
7 11/10/04 [SO1005 S01007 all [Study time |Study time |Study time
S01006 day all day all day all day
8 18/10/04 [SO1005 SO1007 all |Study time |(Study time |[Study time
S01006 day all day all day all day
9 25/10/04 [SO1005 S01007 all [Study time |Study time |Study time
S01006 day all day all day all day
10 01/11/04 |SO1005 S01007 all [Study time |Study time |Study time
S01006 day all day all day all day
11 08/11/04 |SO1005 S0O1007 all |Study time |[Study time |[Study time
S01006 day all day all day all day
12 15/11/04 [SO1005 S01007 all [Study time |Study time |Study time
S01006 day all day all day all day
13 22/11/04 [SO1005 S01007 all [Study time |Study time |Study time
S01006 day all day all day all day
14 29/11/04 |SO1005 S0O1007 all |Study time |(Study time |[Study time
S01006 day all day all day all day
15 06/12/04 |SO1005 S0O1007 all |Study time |[Study time |[Study time
S01006 day all day all day all day
16 13/12/04 [SO1005 SO1007 all |Study time |(Study time |Study time |-\p oF AUTUMN
S01006 day all day all day all day TERM
17 20/12/04 Student Vacation
18 27/12/04 Student Vacation
19 03/01/05 Student Vacation
20 10/01/05 |Study time (Study time |Study time (Study time |Study time |sprinG TERM
all day all day all day all day all day LAST
SUBMISSION
DATE FOR
SEMESTER ONE
MODULES
21 17/01/05 [SO1005 SO1007 all |Study time |(Study time |[Study time
S01006 day all day all day all day
22 24/01/05 |Study time |[Study time |Study time |Study time |Study time |.\p oF
all day all day all day all day all day SEMESTER ONE
23 31/01/05 |Study time |Study time ([Study time |Study time |Study time
all day all day all day all day all day

ASSIGNMENT DEADLINES
Dates will be given at the beginning of the modules

Module Code |Module Title Assessment Deadline
S01005 Understanding Inequality & Exclusion
S01006 Values & Ethics of Social Work
S01007 Preparing for Practice
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BA (Hons) Social Work Calendar 2004705

Level 1 — SEMESTER TWO

University |Date Monday Tuesday |Wednesday|Thursday |Friday Notes
Week No. |WK beg.
City Telford
campus |campus
23 31/01/05 |Study time |Study time [Study time |Study time |Study time
all day all day all day all day all day
24 07/02/05 |SO1009 S01008 all |Study time |Study time |Study time |Start of Semester
S01010 |day all day all day all day Two
25 14/02/05 (SO1009 S01008 all [Study time [Study time |Study time
S01010 day all day all day all day
26 21/02/05 [SO1009 S01008 all [Study time |[Study time |Study time
Study time [day all day all day all day
27 28/02/05 [SO1009 S01008 all [Study time |Study time [Study time
Study time [day all day all day all day
28 07/03/05 |SO1009 S01008 all [Study time [Study time |Study time
Study time [day all day all day all day
29 14/03/05 [SO1009 Study time |Study time [Study time |Study time
S01010 all day all day all day all day
30 21/03/05 Student Vacation
- Easter
31 28/03/05 Student Vacation
32 04/04/05 [SO1009 Study time | Study time | Study time | Study time
S01010 all day all day all day all day
33 11/04/05 SOlOOQ Placement | Placement | Placement | Placement |c+x=1 oF 30 DAY
Study time 1 2 3 4 PLACEMENT
12/04/05
34 1804/05 (SO1009 Placement | Placement | Placement | Placement
Study time 5 6 7 8
35 25/04/05 [SO1009 Placement | Placement | Placement | Placement
Study time 9 10 11 12
36 02/05/05 |\iay DAY Placement | Placement | Placement | Placement
BANK 13 14 15 16
HOLIDAY
37 09/05/05 [SO1009 Placement | Placement | Placement | Placement
Study time 17 18 19 20
38 16/05/05 [SO1009 Placement | Placement | Placement | Placement
Study time 21 22 23 24
39 23/05/05 |Portfolio Placement | Placement | Placement | Placement
“Surgeries” 25 26 27 28
40 30/05/05 |gprinG Placement | Placement | Study time | Study time ggf/ioogllggcement
BANK 29 30 all day all day
HOLIDAY
41 06/06/05 Exam week Year end |End of Semester
workshop |Two and Summer
Term

ASSIGNMENT DEADLINES

Dates will be

iven at the beginning of modules

Module Code | Module Title Assessment Deadline
S01009 Understanding Social Work Organisations
S01008 Law for Social Work Practice
S01010 Practice Learning One (30 day Placement) | 06/06/05 or 3 working days after
end of placement
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3 Module Summaries
3.1 What you will study

Introduction

Over the course of the social work programme you will develop knowledge and
understanding in six core areas:-

different modules will help you to develop in each of the six areas so that you will
build on the learning from one year to the next.

the values and ethics of social work practice,

the policy, legal and organisational context of social work practice,

the experience of service-users,

theory of social work,

working in partnership with other agencies,

the strengths and limitations of the application of research findings in social
work practice.

OO, WN PP

These areas are all introduced at level one and further developed in levels two and
three, You will need to draw on knowledge from all the university taught modules in
completing assessment for your practice modules. You will also find that your are
asked to draw on experiences from your practice learning during study on University
based modules.

Module Aims: Level One

SO1005 - Understanding Inequality and Exclusion

Introduces students to sociological explanations of the material conditions of service
users. It offers students an opportunity to examine factors such as poverty,
unemployment, ill health, poor housing, disablement and lack of education and how
such factors affect human development and behaviour and can lead to exclusion. It
will also look at some of the strategies to counter social inequality.

SO1006 - Values and Ethics of Social Work

Offers guidance to students regarding their behaviour with service users and to assist
students to identify how their own values, beliefs and prejudices affect their practice.
Will also introduce students to the historical and philosophical underpinnings of social
work values and ethics, and their implications for current practice.

SO1007 - Preparing for Practice: Communication and Intervention

Ensures students are prepared and are safe to undertake practice learning in a
service delivery setting. This will be achieved through the development of basic
communication skills in interviewing, writing and recording. Will provide an
introduction to time-management and task prioritisation techniques. Will provide an
understanding of service user perspectives and to encourage service users to
participate fully by working partnership.

Students should be able to identify agency policy and procedures and be able to
show an awareness of the expectations of professional behaviour. They will be
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provided with knowledge to be able to use and seek out professional support. They
will also develop a basic understanding of anti-oppressive practice and then be able
to apply this to practice. Students will develop an understanding of the importance of
health and safety policy and team operational procedures and must develop an
awareness of how these policies and team operational procedures affect their
professional role.

S01008 - Law for Social Work Practice

Introduces students to the key elements in social work legislation across different
service-user groups. The module will ensure that students have a sound knowledge
and understanding of the legal context of social work practice to ensure they are “fit
for practice”.

SO1009 - Understanding Social Work Organisations
Develops student’s understanding of organisations that commission and deliver social
care / social work services and the working of teams within those organisations.

SO1010 - Practice Learning One
Introduces students and enables them to begin to participate in social work practice
within a broad based social care agency.

3.2 Types of study

While you follow our programme you will be required to undertake different types of
study: —

3.2.1 Directed learning

This is the term used for the learning that you do in teaching sessions at the
University. This may involve formal lectures, group discussion or other group work
activities such as discussion of case scenarios, listening to and giving presentations,
seminars or tutorials, role play and simulation. It can also include classroom tests or
exams. Most University based modules will have an allowance of 39 hours for this
type of learning. That is three hours per week. You are expected to attend all
teaching sessions.

3.2.2 Independent directed learning

This is learning that you are required to do, which has been specified by the module
leader or tutor but which you complete in your own time and at your own pace.
Level one modules are planned to require that you do 60 hours of directed
independent learning, which works out at approximately 5 hours per week per
module. Level two modules are planned to require that you do 39 hours of directed
independent learning. This works out at approximately 3 hours per teaching week
per module. You will not be given /independent directed learning at level three.

3.2.3 Independent learning

This describes all the work that you do for the module outside the directed activities.
It will include the time you spend researching for suitable reading, the reading itself,
note taking, discussing the topics of the module with fellow students, or with
colleagues on placement or at work if you choose to do part time work in a social
care setting. It also includes all the time that you spend on assessment tasks such as
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writing assignments, preparing for presentations or revising for classroom tests. At
level one this would average another 3 — 4 hours per week for each module. At level
two it will average 4 - 5 hours a week.

The time required to study is based on the expectation that students will spend
approximately 150 hours, or 10 hours a week in study for each 15 credit University
based module.

4 Key Skills

Through your work in your subjects you will acquire the skills necessary to evaluate
evidence and hypotheses and to present arguments cogently. It is important that you
are aware of the limitations of approaching a problem from limited perspectives.

All the modules you take as part of your Programme of Study are designed, in
addition to developing subject based skills, to identify and improve a range of
transferable personal skills in order to enhance your employment prospects at the
completion of your course.

Thus, the modules making up your Programme of Study will aim to develop key skills
in:
- - written and verbal communication

- - working with and relating to others

- - application of numbers and IT skills (see 4.1 below)
- - managing tasks and problem solving

- - improve own learning and performance

- - application of design and creativity

Module guides will show you which modules introduce and assess each key skill
learning outcome. You will of course be drawing on these skills in other modules but
they will not be specifically reassessed on each occasion.
4.1 IT Skills
While you are studying on the Social Work degree programme you will be expected
to develop your skills in using Information and Communication Technology (ICT) in
seven areas. These are;

1. Basic concepts of information technology

2. Using a personal computer and managing files

3. Word processing

4. Using a simple spreadsheet

5. Understanding the purpose and use of databases
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6. Using the basic functions of electronic presentation software
7. Finding information on the World Wide Web and using electronic mail.

These seven areas correspond to those required for the European Computer Driving
Licence. You will be encouraged to become proficient in using these skills in ways
relevant to social work.

Because students vary in the level of ICT skills they hold on entry to the programme
there, is no prescribed ICT course of study. Instead you will be introduced to
relevant skills in modules at each level of the programme and given guidance as to
how you can develop your skills as necessary to the required level. You will have
access to a variety of IT skills learning opportunities and should select the
appropriate ones for your skill level.

ICT skills are tested by various modules, as identified in the module guides. By the
end of the programme you will have been tested in skills in each of the seven areas
listed above.

5 5 Progress Files

While you are on the programme you will be encouraged to develop skills in actively
managing your own learning. To help you do this you will be encouraged to keep a
Progress file. This will help you to plan your learning, keep together records of your
achievements and will provide a summary that you can use when discussing your
achievements when going to a new practice placement or when you are looking for
employment both during and after the course.

Your progress file will have three elements: —

e ¢ Planning and review documents. These will include self-evaluation proformas
designed to help you to identify your strengths and learning needs. You will be
encouraged to complete these at the end of each semester.

e o Record of academic achievements. This should include feedback sheets and
transcripts of results.

e o Record of practice achievements. This should build up over the years of your
study so that you will have evidence of the range of settings in which you have
worked. As well as formal reports of your practice you can include testimonials
from colleagues and service users.

You will be introduced to the process of keeping your progress file at the beginning
of the module Preparing for Practice and will do your first review of progress at the
end of that module.

6 Transferring out of the Social Work Programme
It is possible that some students will find that social work, as a profession, is not
what they expected. Others may find that their skills or personality are not well

suited to social work. The recruitment process is designed to minimise this, but what
should you do if you realise social work is not for you?

217



There is no need to give up your degree studies at the University of Wolverhampton.
There are a number of different degrees that you can transfer on to at different
points. In some cases you may have to do an additional year of study, either full or
part time.

If you wish to transfer on to an academic programme at end of semester lyear 1,
you will be able to move onto the joint Honours programme for Social Care and
Social Policy. This may be a suitable degree for transfer at later stages in the
programme. However, if you are considering transfer out of the social work
programme you will received academic counselling to support you in deciding on the
most appropriate route for you.

D. COMMUNICATIONS

One of the most important ingredients contributing to the success of any

organisation is an effective and efficient system of communication. Therefore, it is
important that you understand the lines of communication that exist between you
and those responsible for providing you with administrative and academic support.

It is essential that you follow the guidelines set out below.
1 Contacting staff

Members of staff will normally notify you of the times and locations they will be
available during the week. They usually publish their “office hours” on their office
doors for you to consult. You should make an appointment to see staff during these
hours whenever possible. Usually email will be the most effective way of arranging
this. Remember that academic staff spend significant amounts of time in the class or
visiting practice learning settings and consequently they will not always be available
in their rooms for consultation.

Note that staff can also be contacted by email, telephone or via the School Offices
and Campus Registry.

2 Staff needing to contact you

Staff may need to contact you for various reasons, often at short notice, possibly
urgently. It is therefore essential that you regularly check your email, Award Notice
Boards and Campus Registry Notice Boards preferably once a day but certainly once
a week.

On the social work programme we rely on being able to use email to communicate
with students as far as possible. Every student has an email account with the
University, if you wish you could re-direct your University email to another account.
Instructions on how to do this are available on the University website.
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It is also essential that any change in your personal details, like change of address, is
given to your Campus Registry and the Social Work Administrator, without delay in
order that your records may be amended and kept up to date.

3 A Two Way Contract

Counselling and advice will be available to you [see Section E], however, the major
responsibility for decisions affecting your personal and career development is yours.
It is important that you realise you are entering into a form of contract or agreement
with those responsible for your programme of study and that you have certain
duties.

You will have to make a number of decisions affecting your study and by implication,
your career and future. Only you can make these decisions. In particular you will be
expected to ensure that:

You register for your Programme of Study in accordance with the award regulations
by the relevant deadlines

You complete any documentation required by the General Social Care Council by the
relevant deadlines.

You attend classes at all times unless special circumstances prevent you from doing
So.

Coursework is submitted in accordance with the requirements of the module in
question.

You take advantage, when necessary, of the counselling facilities available to you.

You inform the Social Work Award Management Team of any circumstances likely to
affect your academic performance.

You immediately inform your Campus Registry of any change of address or period of
absence from the University.

You check course and subject notice boards and, where available, pigeon holes at
least once a week.

You respond without delay to notices and notes from your Award Management Team
or subject tutors.

Requests for information from those concerned with the management of your award
are responded to immediately.

4 Student Representatives
In common with all the University’s courses the Social Work degree programme

invites student opinion about the operation and delivery of the course as part of the
University’s quality control systems. Please feel free to discuss such matters with
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appropriate staff at any time, the University is constantly trying to improve its
modules and courses and welcomes student feedback.

You will be invited to stand as a student representative for your year or group during
Welcome Week. Information about this role will be made available to you and if you
take up such a post you will become a member of the Course Committee, which
meets at specified intervals during the academic year. In this role you will be invited
to express and represent student views and may also be asked to produce an annual
report on the operation of your course. You will play a part in any major course re-
designs and may be asked to discuss your opinions of the course with the External
Examiners

5 Student-Staff Liaison Meetings

These meetings present an opportunity for all students to meet together with staff
on an informal basis to discuss issues and problems. The primary role of such
meetings is to consider and act to remedy any immediate problems relating to the
teaching of the modules in your subject area. The meetings normally take place once
per semester and are advertised on notice boards in your School. Wherever possible,
problems raised will be dealt with quickly to ensure that modules and courses run as
smoothly as possible. Outcomes of these meetings are posted on notice boards and,
where appropriate, items will be carried forward for consideration by the Course
Committee.

6 Module Results and Transcripts

The Student Registry will post module results to students at the end of each
semester following meetings of examiners. They will not be placed on notice boards,
although component grades may be placed there during term time. Please do not
contact the school office for this purpose, as they do not have access to this
information.

Module results following the September Examination Boards will be posted to
students completing their courses but will be held in the Student Registries for
progressing students to collect on their return to the University. Students should
ensure that the Student Registry has details of the address to which the results are
to be sent if this is different from your registered home address.

Results will not be released to any student in financial debt to the University until
such a time that the debt has been cleared. A full transcript of results and advice
about progression/ reassessment will be enclosed with the letter sent after the
summer Examination Boards. If you have a query about any of the information in
this letter you should contact your Personal Tutor and/ or Course Leader or use the
publicised Results Hotline for your School at the earliest opportunity.

At the end of your course you will be sent a full transcript of all the modules you
have taken to qualify for your award with the module grades. These documents are
often very useful when making job applications since they provide potential
employers with a snapshot of the content of your course.
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E. SOURCES OF AND ACCESS TO INFORMATION AND ADVICE

1 Information on Practice Learning

Information on practice learning is detailed in the Practice Learning Handbook which will be
distributed during the Preparation for Practice Module.

2 Personal Tutor

On admission to the University and during Welcome Week you will be allocated a
Personal Tutor, who will be responsible for advising you on all matters relating to the
academic aspects of your course and your progress on it. All full time, part time and
sandwich students are entitled to the services provided by a Personal Tutor.

Your Personal Tutor will be a member of the Social Work teaching team and you will
normally stay with them throughout your University career but you have the right to
request a change of Personal Tutor for personal reasons. You will first meet with
your Personal Tutor during Welcome Week.

Personal Tutors should then meet with their students at regular scheduled and
recorded sessions each year. These meetings will be more frequent during your first
year of study in order to assist you in settling into the University and understanding
the various requirements made of you during the assessment. The actual number of
meetings, however, will be determined by your School but will always be sufficient to
ensure that the requirements of establishing and maintaining your Programme of
Study are met and regular interviews of progress are made. Your School will advise
you of the schedule of meetings with your Personal Tutor during Welcome Week.

In addition to the scheduled meetings referred to above, Personal Tutors will
maintain a weekly advertised availability to see students whether by appointment or
on demand. The Personal Tutor is also responsible, with your consent, for
assembling information which may be held on file for use in preparing references you
may need for job applications and the like. Your Personal Tutor will be able to
recommend to you specialist student support facilities available either within the
School or the University in general e.g. the acquisition of specialist study skills in
your subject of study.

You are advised to keep your Personal Tutor up to date with your progress and make
sure he/ she is aware of any circumstances that are adversely affecting your ability
to study.

3 Award Managers/ Leaders

The Social Work degree Programme is managed by the Award Manager, assisted by
year co-ordinators, together they:

- - Ensure that the Personal tutor system operates effectively
- - Arrange for staff-student liaison committees to take place

- - Manage the receipt and consideration of extenuating circumstances claims
through the HLSS School systems
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- - Have responsibility for the collection of assessment data for Examination
Boards

- - Produce the Annual Monitoring Report as part of the quality control
requirements of the University.

You will meet your Course Leader and Year Co-ordinator during Welcome Week and
will be told his/ her room number, telephone number and email address (this
information can also be found on the last page of this handbook). The occasions
when you may need to make an appointment to see them are for example:

- - if you wish to transfer to another course
- - if you need to apply for leave of absence
- - for advice regarding annual progression on your course

- - for advice about problems with assessment results at the end of each
academic year

4 The Student Registries

The Student Registries are located on each of the University’s campuses. Details of
the Student Registries that deal with the Social Work degree programme are set out
below:

a) a) City Campus Registry

Campus Registrar:

Tel: 01902 322016

Room: MT106a

E-mail: v.m.wilkins@wlv.ac.uk
Fax: 01902 322970

Student Registry MT Block
Location: Room MTO001

Registry Administrator: Anne Barclay
Tel: 01902 321171
Room: MT106¢c
E-mail: a.m.barclay@wilv.ac.uk
Fax: 01902 321159

Registry Administrator: Diane Brookes-Sankson
Tel: 01902 322468
Room MT106e
E-mail: dianebs@wlv.ac.uk
Fax: 01902 322379

b) b) Telford Campus Registry
Location: SB011

Campus Registrar: Mike Downs
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Tel: 01902 321668

Room: SB002

E-mail: mikedowns@wlv.ac.uk
Fax: 01902 323960

Registry Administrator: Mark Shone
Tel: 01902 321704
Room SB002
E-mail: m.shone@wlv.ac.uk
Fax: 01902 323960

Student Registries are designed to help you with a number of issues concerning your
life as a student. The principal functions of the Student Registries are set out
below: —

- Help you enrol with the University and register your Programme of Study.

- Provide you with the necessary form if you wish to pay your fees by standing
order.

- Help you if you need to amend any of your personal details (e.g. address) and
explain the course of action you must take if you wish to amend your Programme
of Study.

- Help you investigate any query you have about your fees.

- Provide you with term dates.

- Show you how to submit assignments and provide you with a receipt.

- Help you if you need to seek an extension to your assignment deadline.

- Help you if you have an examination clash.

- Help you if you need to request special examination arrangements.

- Provide you with 'seen’ assessment tasks/ examination questions and resit
assignments.

- Help you if you need to request that the extenuating circumstances you have
suffered are considered by the Assessment Board.

- Provide you with the necessary form if you wish to resit a module.

- Provide you with the necessary forms if you wish to take a leave of absence,
change your course, make a complaint or withdraw from the University.

- Provide you with details of Graduation Ceremonies.

- Provide you with confirmation of your qualification when you complete your
studies.

- Provide you with a certificate and record of study for your final qualification.
- Help you obtain an academic reference.

5 Learning Centres

Learning Centres provide access to books, journals and other learning resources,
including computer facilities and electronic information. They can offer support to
students using the facilities and assist in directing students to other types of study
support.

Your key to the Learning Centres is your University ID card, which also

acts as your library card. It will be issued to you at enrolment, or you can get
one at any time from a Learning Centre issue counter. To obtain your ID card you

223



need a current enrolment form and a recent passport sized photograph. Keep your
ID card with you whenever you are on University premises — you will need it to get
into the Learning Centres.

To find your way around the Learning Centres and make best use of the
facilities and materials. Make sure that you participate in any induction sessions
you are offered as part of the module/ course, and similarly any follow-up sessions
on information skills and use of databases. There are librarians on duty at the
Centres’ enquiries desk to help you. If you are having any difficulties in using the
Learning Centres and/ or finding information PLEASE ask them for assistance. There
is a range of leaflets available from the Learning Centres to help you and our web
pages also offer extensive information, you can find these at
http://www.wlv.ac.uk/lib/, or try making enquiries on-line with our ‘Ask A Librarian’
service.

To borrow and return materials go to the Learning Centres’ Issue Counters or
use the Self-Service machines. If you have queries about your personal loans, staff
there will be able to help you. To renew books, check the catalogue, reserve items,
ask for information, and pay fines by card you can also ring Distance Services on
01902 321333, request renewals by fax on 01902 321986 or e-mail
distanceservices@wlv.ac.uk.

For access to computers please ask for information at your local Learning
Centre. These offer PC access, including standard Office software, subject
databases on CD-Rom and Online, full text electronic journals online and access to
the Internet. The Harrison, Telford and Walsall Centres have computer suites that
stay open late for your convenience, while at most Learning Centres there are
resources assistants and advisors to help with equipment and networked software.
You will need to register for a University computer username and password; please
ask either staff on the Centre IT Help Desks or Enquiries librarians for help. Centres
also have a limited number of laptop computers for loan to students, ask at the Issue
Counter for details.

If you need other equipment to support your learning you will find a range of
equipment across the various sites, including audio-cassette players, binding
machines, CD and DVD players, photocopiers, scanners, video editing and playback
facilities. Ask at the Enquiries Desks for further details.

Most Learning Centres have Study Skills advisors stationed in them at set
times. Ask at the enquiries desk for information on booking a session with an
advisor. Some Centres also have Student Counsellors and Careers Advisors available
for consultation; again the enquiries desk will give you information. Most Centres will
also have study skills books and materials in stock plus there is a series of useful tip
sheets on study skills available on the Learning Centre web pages. For advice on
referencing see the Learning Centre web pages.

6 The Student Gateway

The Student Gateway — newly opened in 2002 — aims to supply a “one-stop” solution
for many student queries, questions or concerns. The Gateway is conveniently
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located across the way from the Harrison Learning Centre and next to the new
Millennium Building on the City Campus. The contact phone number for the Student
Gateway is 01902 321020.

If you’'re not sure who to talk to or contact, then make the Gateway your
first port of call. If we can’t help you, we know someone who can.

There is an expert, friendly and approachable Reception area where you can make
appointments and obtain information or advice about the services avallable to you.
These services are summarised below:

a) a) The Student Enabling Centre (SEC)
If you are a disabled student, the Student Enabling Centre is able to assist you
with any disability-related issues. Our aim is to work with you to break down
any disability-related barriers you may face and to make sure that you can
take part in University life on an equal basis with non-disabled students.

) ) Support for deaf students

Our Communication Support Unit specialises in supporting deaf and hearing-
impaired students and is staffed by experts in various modes of
communication. The unit can provide a range of services.

1)) 1)) Support for dyslexic students

A new Dyslexia Unit has been formed to offer advice and support to students
who are, or think they may be dyslexic. Please contact this unit to find out
about their range of services.

iii) iii) Support for disabled students

A new Disability Unit has recently been created to offer advice and support to
disabled students. The unit can provide a range of services including
assessment of support needs, note-takers, general facilitators or personal care
support.

More information on the support we can provide to deaf or disabled students
can be found in our booklets entitled “Information for Students with
Disabilities” and the government produced leaflet ‘Bridging the Gap’. These
booklets are also available in alternative formats. For a copy of either booklet,
please contact the Student Enabling Centre.

Students should also seek out their Special Needs Social Work
Subject Co-ordinator for further advice. Details of which should be
displayed on school notice boards. If this information is not
accessible, please contact the Student Enabling Centre for further
details.

b) b) Personal Counselling Service
Personal counselling is for those students who have difficulties in their lives,
which they are not able to deal with themselves. Counselling seeks to enable
students to deal more effectively with those personal difficulties by helping
them find their own answers. The Counsellor will help clarify thoughts and
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feelings regarding the difficulties and enable the student to think about any
choices or changes he or she would wish to make.

If we are not able to help you directly, we will help you find someone who
can. You can make appointments either by calling by in person or phoning
01902 322572.

c) c¢) The Student Financial Support Unit (SFSU)
SFSU offers advice and guidance on all aspects of the government Hardship
Loan, Hardship Fund, Access Bursary, Continuing Bursary, Opportunity Bursary
and Emergency Loan schemes on behalf of the University and in close
co-operation with the Student Union.

The SFSU office in the Gateway is adjacent to the Gateway Reception, ring
01902 321070 for further information. You can also email any enquiries to
money4students@wlv.ac.uk.

Application forms for the Hardship Loan and Hardship Fund can be collected
from all Student Registries, Student Union, Higher Education Shop and SFSU.
They can also be downloaded as a Word97 document from the University web
site http://wlv.ac.uk under ‘Advice and Support’/ ‘Money Matters’ or completed
on screen.

Emergency Loans... may be available to assist students not in receipt of their
first instalment of the government student loan at the beginning of their full
time study. Contact SFSU for further information regarding application forms
and eligibility.

Further Information

For information on tuition fees, grants, student loans and other University and
government schemes before becoming a student contact the Higher Education
Shop, Lichfield St, Wolverhampton, call 01902 321032 or email
heshop@wilv.ac.uk. Contact the nearest Registry for information regarding
fee-waivers for part time students. The Students Union can also assist with
most Issues relating to student finance including money management and
debt counselling.

d) d) The Careers Development Service
The Careers Development Service (CDS) exists to help students make the
most of the qualification they are studying for. CDS seeks to prepare students
for the world beyond university by providing information and guidance on all
aspects of careers and post-graduate study. In conjunction with academic
staff, CDS works to equip students with the practical skills necessary to access
their chosen career path.

e) e) The University Jobshop
The University Jobshop is a friendly service run by staff (and students) who
understand the issues and financial responsibilities encountered by students
today.
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It offers a regularly updated source of employment opportunities that suit the
lifestyle of students i.e. part-time during term time, or full-time during
vacation.

7 How to Solve some Common Problems

This section is designed to save time for you and the University staff by detailing
some of the more common questions or problems and where to seek information and
advice about them.

Do not let problems build up; seek advice from the appropriate person quickly, you
will find all staff approachable, friendly and helpful.

If your problem is not highlighted here, then use the Student Gateway or the Student
Registry as your first port of call.

Query Contact/ Source of Information

Academic advice Personal Tutor for advice on your Programme of Study
and progress through your course.

Your Personal Tutor may also be your first contact
should you have any personal problems. He/she may
refer you to the University’'s Counselling Service for
professional advice.

Students Union also offers advisory services.
Appeals Discuss matters first with your Personal Tutor.

Assessment Module Guides detail module assessment; see Module
Leader for more details.

Assignments Handing in. At Student Registries 9.30 to 17.00 Monday
to Thursday and 9.30 to 16.30 on Friday during term
time.

Getting back: Module Leaders will advise on the method
of return.

Attendance If you are ill or otherwise unable to attend, you should
notify your Student Registry and provide the necessary
medical or other documents.

Careers University Careers Development Service.

Changing your Notify changes of address or other details to your
personal details Student Registry.

Complaints, Suggestion boxes, complaints and suggestion forms are
compliments or available in Student Registries.

suggestions
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Credit for Prior
Experience/ Learning

Enrolment

Examination
Timetable

Extensions to
Assignment
Deadlines

Financial queries

International
students

Leave of absence
Loans
Missing Examinations

Mitigating
Circumstances

Progression between
Years/ Semesters

Regulations

Results — to discuss

Special needs

Student-Staff Liaison
Timetable

Transfer to another
Award

Welcome Week

F.

Personal Tutor in the first instance.

Student Registry.

Student Registry and University Intranet.

Follow School guidance.

Financial Support Unit in Student Gateway.

International Student Unit in Registry, Personal Tutor,
International Tutors within each School.

Award Manager; forms from Student Registry.
Financial Support Unit in Student Gateway.
Personal Tutor; forms from Student Registry.

Award Manager; forms from Student Registry.

Award Manager.

Full copies for reference available in Student Registries.
Award Manager for interpretation and advice.

For a module: Module Leader.

For a semester/ year. Personal Tutor or Award Manager.

School based Special Needs Tutors, also see Student
Enabling Centre in the Student Gateway.

Year co-ordinator/ Award Manager.
Student Registry and University Intranet.

Year co-ordinator/ Award Manager; forms from Student
Registry.

School Office, Student Registry.

QUICK GUIDE TO AWARD REGULATIONS
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A full version of the University regulations can be consulted in the Student Registry
and in each of the University Learning Centres. This handbook contains further
important subject-specific requirements for the Award of the Social Work degree.

These regulations govern your programme of Study and will be binding on you. It is,
therefore, important that you read and become familiar with this section of the
Scheme Guide.

1

d)

Module and Programme Registration

a) You must register the modules in your Programme of Study, recorded on
the Module Registration Form.

b) You are only eligible for assessment on the modules for which you are
registered. You will receive no credit for work submitted to modules for which
you are not registered.

c) This Award Guide specifies the modules that are required to be taken as
Core modules to satisfy the requirements of your award.

d) You will be required to register for your level three elective module when
you enrol for that year of study.

Rates of Study and Progression Requirements

a) Full time students, including those on the employment based programme
will normally study modules worth 60 credits per semester.

b) Part time students will normally study modules not exceeding 90 credits
per year.

c) The maximum registration period for your award will be two academic
years in addition to the period of study during which you would be expected
to complete your award.

Thus the maximum period over which your award may be studied will
normally be:

Route Maximum Registration
Full Time 5 years
Part Time (over 5 yrs) 7 years

Employment based Route A (3 yrs) 5 years
Employment based Route B (4 yrs) 6 years

d) In order to progress to module [code] Practice Learning One (30 day
placement), you must have confirmation that you have passed module [code]
Preparation of Practice.

e) In order to progress from one year to the next as a full time student you
need to pass all modules. It is not normally possible to progress from one year
to the next if you have not completed any outstanding retrievals.
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f) f) Progression from one year to the next as a part time student will be
reviewed annually by the appropriate Award Assessment Board.

g) g) If you fail to achieve the progression requirements specified above you
must discuss your options with your Personal Tutor and/ or Year Co-ordinator/
Course Leader without delay. Students who are unsuccessful in meeting the
requirement to pass practice modules will where possible be offered the
opportunity to transfer to the Joint Honours Award in Social Care.

3 Regulations regarding the content of your Programme of Study

The Social Work degree programme is a prescribed programme with one Elective
Module at Level 3.

4 4 Exemptions/ Prior Credit

There are no arrangements for Accreditation of prior study for 2003/04 entrants.
Arrangements for exemptions from University based modules may be developed in
future years.

There will be no exemption allowed from practice modules.
5 Modules and Grading of Assessment

a) a) Each Programme of Study will be made up of units of study called
modules. Modules are rated at 15, 30 or 45 credits.

b) b) Module results will be recorded using the Common Grade Point Scheme
shown overleaf.

6 Credit Requirement for the BA (Hons) Social Work

For the award of the BA (Hons) Social Work you are required to achieve 360 credits.
120 credits from Level 1; 120 credits from Level 2 and 120 credits from Level 3.
Please note that there is no Ordinary Degree, DipHE or CertHE with the title of Social
Work. Students who cannot meet the requirements for the Honours Degree in Social
Work may be offered the opportunity to complete an Ordinary Degree in a related
area.

7 Failure of Modules and Compensation

a) a) You have the right to resit a module if you achieve an overall module
grade in the range of E4 — F1. This means that you repeat the failed
assessment task(s) without having to study the whole module again, in order
to pass the module and gain the associated credits.

The Common Grade Point Scheme

Grade Performance Status
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b)

d)

Al6 Outstanding Pass
Al5 Outstanding Pass
Al4 Outstanding Pass
B13 Above average — very good | Pass
B12 Above average — very good | Pass
B1l1l Above average — very good Pass
C10 Average —good Pass
C9 Average —good Pass
C8 Average —good Pass
D7 Satisfactory Pass
D6 Satisfactory Pass
D5 Satisfactory Pass
E4* Compensatable Falil

F3 Uncompensatable Fail Fail
F2 Uncompensatable Fail Fail
F1 Uncompensatable Fail Fail
FO Uncompensatable Fail Fail, no resit permitted
DNA Did not attempt

NYC Not yet completed

* There is no compensation allowed on the social work degree programme.

b) When you resit a module you are limited to a maximum of D5 for the
assessment(s) you resit, regardless of your actual performance in the resit.
The overall module grade will then be computed, including the D5
component(s), according to the criteria set out in the Module Guide.

c) If you fail the assessment(s) for a second time, you then have the right to
retake the module, which means that you must register for the module again
and all the assessments for the module must also be taken again. On the
Social Work degree programme this will usually mean that you have to
register as a part time student in the following academic year and defer your
progression on the programme.

d) The grade awarded for a retaken or a replacement module will not be
restricted.

e) Once you have passed a module, you have no further right to take more
assessment in that module in order to improve the grade achieved.
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f) f) On the Social Work degree programme there is no compensation for
marginal failure (grade E4) in any modules at any level.

g) g) The Social Work degree programme has special regulations governing the
failure of modules involving assessment of practice. [See section 9].

8 Extenuating Circumstances

a) a) These apply if you have experienced illness or other serious personal
difficulty that has affected your performance in assessment or ability to
undertake assessment for your Award.

b) b) The relevant Social Work Assessment Board on the recommendation of the
Extenuating Circumstances Board may recommend that this be taken into
consideration in judging your overall performance.

c) ¢) Requests for extenuating circumstances to be considered must be
submitted at least one week in advance of the meeting of the Board
concerned.

d) d) Further details about extenuating circumstances are to be found in Section
G.6 of this guide.

9 Limitations on the Rights to Retake

You should note the requirement to complete your award within two years of the
expected date (see section F.2c), also, the requirement that you must pass all
modules at each level before progressing to the next. This means that you can have
the opportunity to re-take modules on only two occasions.

10 Procedure for Ending Students Involvement in Social Work Training

The University regulations state that “Where a student fails a programme element
designed to test professional as opposed to academic competence, the Award
Assessment Board may exceptionally exercise discretion to withdraw the student’s
general right of re-assessment” (Academic Handbook, Principles, Regulations and
Procedures E.5.7). In line with GSCC this discretion will be used when “a student’s
behaviour is confirmed to be damaging or dangerous to either service users, other
students or programme providers, or creates unacceptable risk for themselves or
others”.

In accordance with the above a student's registration on the programme may be
terminated when either:

a) a) as a result of assessed practice a placement is terminated and the
appropriate meeting takes the decision that no further placement opportunity
should be offered; or
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b) b) the programme manager is informed that a student is involved in
behaviour which is not consistent with professional practice as defined in the
GSCC code of practice, and which would lead to refusal of a partner agency to
offer the student a practice placement.

In the case of (b)

e o The student must be notified in writing within seven days that a
concern has been reported to the programme manager.

e o |f the student is on a practice placement at the time of the reported
incident the placement supervisor / practice teacher must be informed and
the placement can be suspended immediately by the placement supervisor
/ practice teacher in consultation with the line manager for the placement.

e o A copy of the notification to the student must be sent to the student's
personal tutor.

University Disciplinary Procedure

If there is due cause, the matter may be referred to the University disciplinary
procedures. In this case the student may be suspended form the programme with
immediate effect pending a formal disciplinary hearing.

Investigation and recommendation

A meeting must be convened by the programme manager within one calendar month
following an inquiry into the incident. The meeting must take account of the view of
the student's personal tutor, practice teaching co-ordinator, programme manager
and an agency representative.

The meeting must invite the student to present any information they consider
relevant, to challenge the evidence presented in relation to their practice and if they
choose, to invite a representative e.g. student union representative or friend.

The meeting will decide to recommend to the Chair of the practice panel either: -

a. a. the student should continue on the programme; any conditions for
allowing the student to continue must be recorded.

b. b. the student's behaviour has made them unsuitable to undertake a practice
placement. They are therefore not able to continue with their registration on
the programme.

The meeting may defer their decision pending advice from an appropriate level of
operational manger from within one of the partner agencies. (This is consistent with
decision making in relation to criminal convictions and other employment issues at
admissions stage).

Minutes of the meeting should be circulated within 10 working days of the meeting
taking place.
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Confirmation of Decision

The Chair of the Practice Assessment Panel will review the decision in consultation
with external assessor. The decision will then be forwarded to the Assessment Board
for confirmation. Where necessary, to avoid undue delay in the student’s learning,
the Chair of the Assessment Board may make an immediate decision and report this
to the next Assessment Board Meeting.

The student has the right to appeal or complain about the decision using the
University procedures.

G. ASSESSMENT

Assessment is the means by which judgements are made about the extent to which
you have met the learning outcomes that are set for your learning.

Assessment methods vary from module to module and include any of the following:

Formal examinations, phase tests, essays, reports, dissertations, multiple
choice tests, seminar presentations, oral presentations, laboratory reports,
workshop reports, problem solving exercises, studio performance, exhibitions,
individual and group project work etc.

This wide diversity of methods reflects the variety of learning outcomes developed
within the curriculum as well as the many teaching and learning methods employed
by staff in the delivery of modules. Most modules will use more than one of the
methods described.

There are a number of things that you need to know about assessment of your work
and understanding these various points will assist you in progressing and enhancing
the standard of your work.

Assessment methods and deadlines for submission will be clearly set out in your
Module Guide issued at the commencement of every module you take, but if you are
in any doubt about any aspect of assessment please ask your Module Leader.
Assessment methods for Practice based modules are set out in the Practice Learning
Handbook.

J. PROGRAMME MANAGEMENT

1 Programme Management Committee

Role and Responsibilities

The Social Work degree programme is managed by the School of Humanities,
Languages and Social Sciences through the Programme Management Committee.
The role of the committee is to ensure that all stakeholders in social work education
have an opportunity to contribute their view to the management of the programme.
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This would include issues surrounding recruitment and selection; curriculum; practice
learning; assessment; monitoring and review.

Aims of the Programme Management Committee:

plan and develop strategic policy for the programme;

ensure that the programme meets GSCCs and the awarding institutions' quality
assurance standards;

ensure that the programme's Equal Opportunity Policy is being implemented;
monitor the resources to ensure that students are able to meet the statement of
requirements;

set and evaluate performance targets;

initiate and oversee the necessary remedial action when targets are not met or
performance is unsatisfactory;

ensure the collaboration is working effectively, e.g. correspondence to and from
the programme is appropriately shared and circulated;

the Programme Management Committee receives written and verbal
communication on key issues and developments within the programme;
students are kept informed of decisions made within the programme.
sub-groups are established with responsibility for specific issues.

Membership
The membership will include

e a senior agency representative from each primary partner agency,

e three students representing those studying full time, part time and
employment-based,

e arepresentative of voluntary and private agencies offering practice learning
opportunities, nominated from an appropriate representative group or co-opted
by the committee

e arepresentative of practice teachers, nominated from an appropriate
representative group or co-opted by the committee

e arepresentative of service users, nominated from an appropriate
representative group or co-opted by the committee

e arepresentative of practitioners, nominated from an appropriate
representative group or co-opted by the committee

e programme manager

e year co-ordinators

e placement co-ordinator

e A senior member of staff from the University of Wolverhampton will chair the
committee.

Operation
The programme management committee will typically meet three times a year. The
meetings will relate to the School quality cycle as follows;

October — agree annual report including action plans for coming year
March — interim review of programme and progress on action plans
June — annual review of programme

1.1 Roles of the Course Co-ordinators

Programme Manager: Judith Holt
The role of the programme manager is to:
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produce a subject monitoring report for the University;

produce review and validation reports for GSCC and the University;

manage social work finances;

manage Award issues e.g. appeals, complaints and the termination and
suspension of student placements;

act as GSCC correspondent for the programme;

liase with External Examiners.

ensure the programme's internal monitoring strategy meets GSCCs and the
awarding institutions' requirements;

ensure the collaboration is working effectively, e.g. decisions within the
programme are made collaboratively;

ensure the programme's anti-racist and anti-discriminatory policies are being
implemented;

ensure GSCC is advised about any changes or modifications to the programme;
ensure co-ordinators are clear about the evidence they are required to produce
and the dates when the information will be required;

arrange programme meetings, reviews and liaison with the GSCC Social Work
Education Inspector;

provide annual monitoring reports for GSCC and the University.

Admissions Co-ordinator: Graham Tuckley
The role of the admissions co-ordinator is to ensure that:

. The programme’s recruitment and selection processes and criteria
conform to the General Social Care Council requirements
. the Programme Management Committee are aware of the programme's
short listing and interviewing procedures;
. candidates short listed and offered a place on the Social Work Degree
meet the programme's requirements;
the admissions process offers all candidates regardless of gender, race, class,
religion, age, disability, sexual orientation an equal opportunity to be considered
and offered a place on the programme;
the admissions process represents minority interests, such as members of black
and ethnic minority groups;
there are processes for effecting improvements in the admissions process;
complaints and appeals procedures are implemented.

Placement Co-ordinator: Mary Keating
The role of the placement co-ordinators role is to:

co-ordinate placements for the full time, part time and employment based
students on the programme;

co-ordinate off-site practice teaching arrangements for students;

co-ordinate workshops for practice teachers and placement supervisors;

chair placement co-ordination meetings;

attend Accreditation Panel meetings within social work agencies;

accredit voluntary sector placements used by the programme;

develop placement provision within the programme;

develop a system to monitor practice learning;

attend practice assessment panels and follow up any concerns about placements;
follow up any concerns about practice teaching and placement provision raised at
panels and through annual monitoring;
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produce a monitoring report for the Programme Management Committee;
endeavour to ensure placement providers meet the requirements of the funding
plan;

send out placement request forms and process applications;

act as personal tutor to social work students.

5 Practice Learning Issues

All the information relating to Practice Learning can be found in the Practice Learning
Handbook. Each student will be given a copy of this handbook when they start the
programme.

6 Useful Contacts
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Julie Savage Training and Staff Development
(Louisa Fulbrook, Shropshire SSD

Administrator) Julie.Savage@shropshire-cc.gov.uk
017430 253842
Louisa.Fulbrook@shropshire-cc.gov.uk
01902 253840

Jan Marr Training and Staff Development
NCH Action for Children

0121 355 4615
janm@nch.org.uk

Chris Dixon Staff Development Section
Telford & Wrekin Social Services
01952 202270
chris.dixon@wrekin.gov.uk
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Appendix E1

Letter to participants

| am writing to invite you to participate in a research project, which | am conducting as part of
a Doctorate degree course in Applied Social Research at the University of Birmingham. |

enclose an information sheet, which explains the title and aims of the project.

If you are willing to take part, you would be interviewed on three separate occasions over a
nine month period throughout your first academic year. Each interview would take no longer
than 60 minutes. Anything you say would be totally confidential and any notes made as a
result of the interview would be destroyed afterwards. The interview would take place in a
location of your choice at a time that is convenient to yourself. A report will be written of the

findings and numbers or pseudonyms will replace all names so that you cannot be identified.

If you feel that you would like to be interviewed please indicate on the attached sheet and

hand to the course administrator.

Yours Sincerely,

Teresa Hewitt- Moran
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Appendix E2

Participants information
(Version 1) July 2004

Study Title;
The role of professional socialisation in the development of professional
identification in mental health students

You are being invited to take part in a research study. before you decide it is important for
you to understand why the research is being undertaken and what it will involve. Please take
time to read the following information carefully and discuss it with friends/ relatives. Ask us
if there is anything that is not clear or if you would like more information. Take time to decide
whether or not you wish to take part.

1. What is the purpose of the study?

The aim of the study is to identify factors which impact on the development of professional
identity within three professional groups which are commonly represented within the mental
health workforce. I aim to explore these factors in detail by tracking the development and
experiences of 9 undergraduate students entering professional training for nursing, social
work and occupational therapy, who are interested in working within mental health services.
This exploratory study will employ a qualitative methodology, utilising a longitudinal case
study approach and semi structured interviewing.

Volunteers would be required to participate throughout the duration of the study, which would
include their mental health placement. This will entail being interviewed on at least 3 separate
occasions throughout the first academic year of study.

2. Why have | been chosen?

I am approaching Wolverhampton University nursing and social work students to take part as
the courses provide placements in the first year of study. | am approaching Occupational
Therapy students at Coventry University as they are the most local training provider. I will be
recruiting three participants from each discipline, nine participants in total.

240



Appendix E 3

3. Do I have to take part?

It is up to you to decide whether or not to take part. If you do decide to take part you will be
given this information sheet to keep and be asked to sign a consent form. If you decide to take
part you are still free to withdraw at any time and without giving a reason. This will not affect
your studies at the university in any way.

4. What will happen to me if | take part?

If you choose to take part, I will interview you initially for about 1 hour in a location of your
choice. I will need to record the session so that | can make an accurate record of everything
that is said during the interview. Once the recording has been transcribed, the tape will be
destroyed and a number and a pseudonym allocated to your information so that you cannot be
identified. We would then meet again for an interview approximately 1 hour long about three
months later, once you have settled into your course. The final interview 9again about 1 hour
long) will need to take place following the completion of your first mental health practice
placement, which will be sometime in the Spring or Sumer of 2005. All interviews will be
recorded, and tapes destroyed once encoded.

5. What do | have to do?

There are no restrictions which will apply to you as a result of having taken part in the
research. Your participation will be partaking in three interviews during which you will
discuss your views and feelings on a number of topics relating to mental health and your
chosen profession.

6. What are the possible benefits of taking part?

There are no specific intended benefits to participants from taking part in the study. it is
anticipated that the findings of the study may well benefit the training experience of future
students on the course.

7. What will happen to the results of the research study?

The results of the study will be submitted as part of my PHD Thesis at the University of
Birmingham, and as a result will be stored within the library there. | may seek to publish the
results in a relevant journal. I will make full copies of the final PHD submission available to
all participants in a format of their choice (CD or paper copy)
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Appendix E4

8. Who has reviewed the study?
The proposal for the study has been reviewed and passed by a review panel at the University

of Birmingham. The ethical subcommittee at the School of Health at the University of
Wolverhampton has approved the study.

9. Contact for further information.

I can be contacted for further information by the following means;

E-MAIL; Teresa.moran@blueyonder.co.uk

Phone; 01384 820598
Mobile; 07980 825829

May | take this opportunity to thank you for the interest you have shown in this study.

242



Appendix F

GENERAL CONSENT FORM AND RIGHT TO WITHDRAW:

Title of Project;

The role of professional socialisation in the development of professional identification in
mental health students

Name of Researcher;
Teresa Hewitt-Moran

Please tick box

1. | confirm that | have read and understand the information
sheet dated July 2004, version 1, for the above study and have D
had the opportunity to ask questions

2. lunderstand that my participation is voluntary and that | am I:I
free to withdraw at any time, without giving a reason

3. | agree to take part in the above study D
Name Date Signature
Researcher
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Appendix G
Participant information
(Pseudonyms have replaced real names)

Nurse A;

Susan is a 42 year old female of white British origin. She has worked with older people in the
private sector and her mother had been a nurse. She had also looked after her father who died

five years ago. Although initially intending to do acute general nursing, she has been attracted
to working in mental health due to recent experiences with her teenage daughter who has been

experiencing mental health problems. Her placement was on an acute ward

Nurse B;

Nicola is a 21 year old white British female. She has studied massage and sports therapies and
has previously worked as a life guard before deciding to undertake nurse training. She was
attracted to mental health nursing as she had a number of family members who has
experienced mental health problems, and she thought that nursing would be a stable career
also. Her early placement wan on a mental health rehab ward, although she left the course

after 5 months

Nurse C;
Howard is a 50 year old white British male. He has over 25years experience working as a
cabinet maker, but has been a holistic therapist part time. His placement is in an inpatient unit

for older people suffering with organic mental health problems

Social Worker A;

Rebecca is a 25 year old female of white British origin. She has worked with children in the
voluntary sector, but was also attracted to community psychiatric nursing as well a social
work. She had her practice placement in a mental health resource centre, within the local
authority provision of day support and outreach, although there was a CMHT attached and she

had opportunities to shadow the asws in that team.

Social Worker B;
Kam is an 28 year old British female of Asian origin. She had been in foster care during her
childhood, and this had motivated her to work in social work. She has voluntary work

experience in an Asian women’s community group. Whilst she is determined o work in
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children’s serves to repay her debt to the service, she is very interested in mental health work.

She had a placement in a CMHT within a resource centre

Social Worker C;

Lynne is a 30 year old female, white British. She has a number of years experience of
working at a care assistant in local authority and private homes for people with learning
disabilities and older people. She studied sometime ago towards a BSc in psychology, but
only completed 18 months. It is this that stimulated her interest in becoming a mental health

social worker. Lynne had a practice placement in a CMHT.

OTA;

Paul is an 18 year old white British male. He has no previous experience of working with
people and came to university straight from college. Paul studied psychology at college which
fuelled his interest to work in mental health. He had a placement in an OT department at a

psychiatric hospital.

OT B;

Ruth is a 20 year old white British female. She has a cousin who has learning disabilities and
she always wanted to work with people with learning disabilities, especially children. Whilst
at college she had a placement in a school. Initially she had hoped to train as a
physiotherapist but her grades at college whilst studying for her BTec in health and social care
were not as good as were required, especially in biology, so someone suggested OT to her.
She researched the role and information suggested a wide range of careers in OT. It was at
that point she became aware of the mental health aspect of the role, and felt intrigued by this.
Her placement is in a special residential school run by the voluntary sector for children with

mental health and learning disabilities

OTC;

Claire is a 25 year old white British female. She studied to be a nursery nurse at college and
decided on a change of career at the age of 23, when she had been inspired to train as an OT
by the OT that had cared fro her grandmother who had suffered from Alzheimer’s disease,
Claire attended the first two interviews but was lost from the sample after six months on the

course.
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Appendix H

Teresa Hewitt- Moran
80 Hungerford Road
Norton

Stourbridge
W.Midlands

DY8 3AB

Judith Holt 7th May 2004
Social Work Degree Programme Manager

Institute of Applied Social Studies

Wolverhampton University

Dear Judith,

I am currently undertaking a Doctorate in Applied Social Research (part time)
within the Institute of Applied Social Studies at the University of Birmingham. | am in my
fifth year of study, and I am about to embark on the main research study.

The aim of the study is to identify factors which impact on the development of professional
identity within three professional groups which are commonly represented within the mental
health workforce. I aim to explore these factors in detail by tracking the development and
experiences of 9 undergraduate students entering professional training for nursing, social
work and occupational therapy, who are interested in working within mental health services at
the outset. This exploratory study will employ a qualitative methodology, utilising a
longitudinal case study approach and semi structured interviewing.

I am writing to request you permission to approach students embarking on their professional
training within your department, to enable me to recruit 3 volunteers to take part in this study.
Volunteers would be required to participate throughout the duration of the study, which would
include their mental health placement. This will entail being interviewed on at least 3 separate
occasions over a period of at least the first academic year of study. The ethos, values base and
delivery style of the programme itself would be studied in context. Anonanymity and
confidentiality will be assured for both participants and the institutions.

I look forward to hearing from you.
Yours sincerely,

Teresa Hewitt- Moran
MBA., BSc (Hons) Psychol., R.M.N.

07980 825829
01384 820598
teresa.moran@blueyonder.co.uk
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Teresa Hewitt- Moran
80 Hungerford Road
Norton

Stourbridge
W.Midlands

DY8 3AB

Mike Chullumbrum 7th May 2004
Nursing DipHE Programme Lead

School of Health

Wolverhampton University

Dear Mike,

I am currently undertaking a Doctorate in Applied Social Research (part time)
within the Institute of Applied Social Studies at the University of Birmingham. I am in my
fifth year of study, and | am about to embark on the main research study.

The aim of the study is to identify factors which impact on the development of professional
identity within three professional groups which are commonly represented within the mental
health workforce. I aim to explore these factors in detail by tracking the development and
experiences of 9 undergraduate students entering professional training for nursing, social
work and occupational therapy, who are interested in working within mental health services at
the outset. This exploratory study will employ a qualitative methodology, utilising a
longitudinal case study approach and semi structured interviewing.

| am writing to request you permission to approach students embarking on their professional
training within your department, to enable me to recruit 3 volunteers to take part in this study.
Volunteers would be required to participate throughout the duration of the study, which would
include their mental health placement. This will entail being interviewed on at least 3 separate
occasions over a period of at least the first academic year of study. The ethos, values base and
delivery style of the programme itself would be studied in context. Anonanymity and
confidentiality will be assured for both participants and the institutions.

I look forward to hearing from you.

Yours sincerely,

Teresa Hewitt- Moran
MBA., BSc (Hons) Psychol., R.M.N.

07980 825829

01384 820598
teresa.moran@blueyonder.co.uk
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Teresa Hewitt- Moran
80 Hungerford Road
Norton

Stourbridge
W.Midlands

DY8 3AB

Ruth Heames 7" May2004
Head of Occupational Therapy Department

School of Health and Social Sciences

Coventry University

Dear Ruth,

I am currently undertaking a Doctorate in Applied Social Research (part time)
within the Institute of Applied Social Studies at the University of Birmingham. I am in my
fifth year of study, and | am about to embark on the main research study.

The aim of the study is to identify factors which impact on the development of professional
identity within three professional groups which are commonly represented within the mental
health workforce. I aim to explore these factors in detail by tracking the development and
experiences of 9 undergraduate students entering professional training for nursing, social
work and occupational therapy, who are interested in working within mental health services at
the outset. This exploratory study will employ a qualitative methodology, utilising a
longitudinal case study approach and semi structured interviewing.

| am writing to request you permission to approach students embarking on their professional
training within your department, to enable me to recruit 3 volunteers to take part in this study.
Volunteers would be required to participate throughout the duration of the study, which would
include their mental health placement. This will entail being interviewed on at least 3 separate
occasions over a period of at least the first academic year of study. The ethos, values base and
delivery style of the programme itself would be studied in context. Anonanymity and
confidentiality will be assured for both participants and the institutions.

I look forward to hearing from you.

Yours sincerely,

Teresa Hewitt- Moran
MBA., BSc (Hons) Psychol., R.M.N.

07980 825829

01384 820598
teresa.moran@blueyonder.co.uk
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Appendix |

kj‘/ UNIVERSITY OF School of Health

WOLVERHAMPTON Educating for Health

Professor Mel Chevannes CBE FRCN PhD DSc MA BA(Hons)
RGN RM RHV Teachers Cert RHVT
Dean & Director of Health Service Provision

University of Wolverhampton
Molineux Street

Wolverhampton
West Midlands
WvV1 158
Telephone Codes
HP/SA UK: 01902  Abroad: +44 1902
Switchboard: 518600
Teresa Hewitt-Moran Fax: 518660
80 Hungerford Road Internet: www.wiv.ac.uk/soh
Norton
Stourbridge
West Midlands
DY8 3AB

Dear Teresa

Re: The role of professional socialisation in the development of
professional identification in mental health students.

The School of Health Ethical Sub-Committee met on Tuesday 13" July 2004.
Approved your project without amendments, proceed with study following
the procedures within your Local Trust/HA.

It was agreed by members for your project to be awarded the following
Codes.

University Category: A

SOH Code:1

| would like to wish you every success with the project

Yours sincerely

ep L WY

H Paniagua
Chair — School Ethics Committee

9
e Vice-Chancellor

INVESTOR IN PEOPLE Professor John Brooks BSc PhD DSc CEng CPhys FinstP
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Appendix J

Interview Transcripts

Susan 1
NA1l

Why do you want to become a nurse. Are there any specific motivating factors

NAI Um, no specific factors. | had wanted to do it since | was 17 when I had a place at the
Robert Jones and Agnes Hunt in Oswestry , but | had a boyfriend at the time who didn’t want
me to go, so | didn’t.

Did it mean that you would have to move house
NAI Yes, | would have to leave him you see, so...

Now being 42.... well I’ve just wanted to do it for a long time. | sent for all the applications
when my youngest daughter was 1 and | realised having talked to various students what the
pressures were and | just thought I can’t do this with a small child . so | literally waited and
there has been a shift in my life where ,um, | have three children and the youngest has just
turned 16 and they are all self sufficient, and I sent for the application form for my daughter
and | ended up filling them in for myself.

So what have you done then, if you decided at school you wanted to do nursing

NAI | have worked in residential settings in between having the children. Um, | was deputy
manager of a residential home but found it immensely frustrating because | had no
qualifications and it was almost like swimming through fog, 1 didn’t know what | was doing,
the staffing, the actual employing of people | found very difficult because | hadn’t got the
training. They were more than prepared to pay me god knows how much a year and | just
couldn’t do it, it was awful because | just felt frustrated that I hadn’t got the knowledge

So has it always been older people that you have worked with

NA1Yes, | do like the elderly, | have always liked the elderly. I don’t know why, its just one
of those things. I don’t think now having had children that I could feasibly do childrens
nursing

Why is that

NAI Because I have children, and once you have children to do children’s nursing you have
got to be fairly strong and I’m a bit of a soppy old whimp and...........

You wouldn’t be able to face it
NAI No, no. I would do it, but I would find it very, very difficult. But the elderly particularly
| do enjoy.
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So would you say that you have chosen this career then or has it chosen you

NAI Its probably chosen me. | mean somebody said ‘oh you would make a good teacher’ and
| said there would be nothing worse than been faced with teachers, absolute horror... but
another thing | like to feel that | have done something worthwhile, and to interact with people,
I’m a people person. I mean, immediately before coming into nursing | owned a shop in
Bridgenorth, a wool shop, and it was always dear little old ,ladies. They used to come inn for
a cup of tea, | mean | was a useless shopkeeper, because | used to sit and talk to them most of
the time but, you know. | was not a very good business woman

Would you suggest that you have any life experiences that have persuaded you to
become a nurse. | mean it sounds like you have been through different phases of
interest, your application when you were seventeen, and then again when your children
were young

NAI There are several things. My farther died of a brain tumour 5 years a go, and my mother
is a nurse, she works in primary care, she is a district nurse and a primary care manager. And
when my father was dying | was very, very involved in that....um, and that feeling of um, its
not an egocentric feeling, not an inward feeling, but that you’ve done something that has
benefited someone else. | was very glad when my father died because the last few months had
been horrible for him, he had speech dysphasia and it was fairly grim. Then | thought, well I’d
like to do this. I mean it sounds a bit bizarre, that you like watching people die, but to be able
to make someone comfortable at the end of their life rather than seeing them frightened and in
pain, | think it’s a real achievement. And yes you are right, when | was 17 | was pushed into
it, well not pushed but advised as | didn’t know what else to do and with your mums a nurse
its assumed that you will be, and I didn’t know what else to do. | wasn’t ready, | was too
young. Far too young, but having had three children and various things. | have a thing at
home which says teenagers leave home now while you know it all. Because that is what your
like, your omnipotent as a teenager, you know everything. But its only as you get older that
you realise you don’t know everything.

Yes I’d agree. So ho far are you into the course now

NAI ten weeks. At the moment I’m on a nursing home placement,

Already? Your in week ten of your course

NAI Yes, it’s a two week placement. Some of the youngsters , well, they’ll bring in a cup of
tea to some one whose a paraplegic, and they’ll put it at the end of the bed and then walk
away. | mean to me that’s like Chinese torture! And then they’ll come in and say ‘well he
hasn’t drunk his cup of tea!

Have you considered any other health or social care roles

NAI No. social work I think is terrifying, because I think... you are vulnerable, from what
I’ve seen. From what you see on television, social workers seem to be the whipping boys, um
you know. If something goes wrong it’s the social workers fault, its not the fact that mr Jones

stabbed his wife, it’s the social workers fault.

Yes, the highly publicised childcare cases blame social workers for wither being to heavy
handed or not doing enough don’t they
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NAI Yes. You’re dammed if you do and your dammed if you don’t with social work.
So what would you say makes being a nurse preferable to the other professions

NAI Crikey, umm. You have amore therapeutic relationship, with nursing the history.....
when you put on a nurses uniform you become a nurse. With a social worker you are like the
scourge of society, they really don’t want to know you, but with a nurse historically they have
been beneficial, they have been carers, they have been people to confide in. and I think
history, because your uniform gives you a status, and | couldn’t....mmm what am | trying to
say...l think that social workers, where they are almost part of society, they are not held in the
same regard as a nurse. It gives you a professional barrier, between your own personal life
and your professional life. Its regard and esteem.

So you feel that you can operate better in a situation where you can step into a role and
leave your personal life behind.
NAI Yes, yes

So, the other professions such as occupational therapists, physiotherapists, paramedic
type jobs

Yes

What would make nursing preferable over those

NAI I’ve just never considered them as a career option

Do you think that you know enough about the different roles

NAI | probably don’t know enough about them. As a sort of very young person | thought |
wanted to be a chiropodist and then I looked at feet and thought , god they’re disgusting. |
was talking to someone the other day and | mentioned wiping someone’s’ bottom and she said
‘uggh, I don’t know how you can do that’ and said, well, you do it because it makes someone
feel better, you know. I have literally never considered doing anything else

When did you first apply for your nurse training.

NAI | first applied three days after having a hysterectomy in May of last year, while | was at
home recovering

Wow, that was quite a short amount of time. Starting in September, they must have
wanted to snap you up

NAI | had about 5 weeks notice
So back then, what were your hopes and expectations of the course

NAI That | would come out of it at the end a rounded , well educated knowledgeable person. |
am a self confessed control freak, | do not like to feel out of control, I’m a bad passenger and
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hate flying because I like to be in control. That’s why | left the deputy managers post because
I wasn’t in control, not physically, but I just hadn’t got the knowledge.

What about the actual content of the course, what were your expectations of that, what
the experience was going to be like

NAI Um. | talked to my cousin who is in her third year, and | talked to another girl who
convinced me that if she could do it, anyone could, and I knew from then when I applied what
the course involved. Then after the first week at university- | could have walked away and
never gone back. | felt so befuddled because I had never been in academia before, and I could
get used to the jargon, and I’ve worked for myself for the last 12 years, and to have no
control, were back to this control thing, | found very, very difficult. It was my husband who
persuaded me to carry on.

How did they prepare you then or what information did you have in advance, to prepare
you for the level of academic work, assignments etc

NAI There really wasn’t any until we were actually here, and in the first week the modules
were launched we were told the criteria, then there was the problem that | had never even
turned on a computer. And that was a major stumbling block | was like- oh my god!

And did they give you any extra support

NAI They were very good. | mean | went to see the key skills advisor and the IT people, and
they were very good. They didn’t clutch their heads like the kids do ‘oh mom!” I wouldn’t say
I’m proficient now, but | can use the computer quite adequately, do tables and I’m very leased
with myself

Well done. To have achieved that in 2 months and have confidence

NAI Well you have to be a fast learner otherwise you would just sink

So have you had any assignments to complete yet

NAI | just handed two in

How do you feel

NAI Bloody marvellous!l did point out they weren’t to lose them

What was the experience like for you

NAI The first was a key skills assignment which took 6 weeks to complete, | came to see the
tutors, | went to assistants in the library, asked the kids, and went for help in every corner.
Whilst | don’t expect a good mark, I should pass as | have looked very carefully at the criteria
and | have covered it all. The other one is development of professional practice, focussed
around a scenario in the workplace and how you interpret the NMC code, 2000 words and that

wasn’t too difficult. We had an exam on Thursday, on practice nursing, | swatted like mad!

So that’s another skills you have had to learn, planning revision, sitting exams, timing
answers
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NAI It is yes

Sounds like your coping well to me. Do you feel that the 18 year old school leavers in the
group have an advantage

NAI No, no. we all want to lynch the 18 year olds
Why is that

NAI They are not committed, and they talk throughout the lectures. They don’t take the
course seriously, one the other day was thrown out of the classroom for behaving badly.

What’s the percentage of school leavers to more mature students
NAI About 50/ 50

Have your hopes and expectations changed at all, following the three moths that you
have been on the course

NAI Yes, | really thought that when | came in that | would find the academic work easy. Why
I thought that, I don’t know, but I have always found businessy things easy, you just do them.
But when things require analysing and reflection, I struggle at bit. I’m not a navel gazer.

What would you say makes a good nurse

NAI | knew you were going to ask me that

Someone who will listen, of all the things you need to be a nurse, you need to be a good
listener and you need to look as though you are listening. To be empathetic, rather than
sympathetic. If your empathetic you actually do something about it, um

So being able to put yourself in someone else’s’ situation and imaging how they might
feel

NAI Yeah, although I recently did my first sub cut injection and | could really feel it! | said to
the sister that was really weird and she said “stop putting yourself in the shoes of the patient,
you’ve got to step back and be rational about it, and not think about how much this hurts,
which .. | suppose is right

Ok if you can try and answer this question to the best of your ability, what do you think
would make a good social worker then

NAI I don’t know, | don’t know what social workers really do

If you can imagine that you were having problems and you had a social worker allocated
to you, what qualities would you hope that the social worker would have

NAI Um, jeepers..

Don’t worry about not knowing, there’s a chance by the end of your three years that you
will have an idea!
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NAI | honestly don’t know, | mean along the same ideas of listening | suppose, and drawing
on resources, but I’ve never had any contact with a social worker, | don’t know any.

Would your answer be any different for OTs then
NAI No, I’d have to say | know even less about them

Ok. You talked about what would make a good nurse, what do you think are the core
skills are

NAI The core skills or nursing? I still think listening is the most important, and being able to
act on the information that you are given, and to be empathetic and to be professional. Not to
stand back, but to.. disassociate yourself from your emotions if you can to put a gap between..
| don’t know

Would you see that these qualities, skills , attributes are unique to nursing or would you
see that these are needed to be any type of healthy or social care professional

NAI They are probably core kills that would have to run through all caring professions
because otherwise you would get such a diversity you wouldn’t be able to work in a multi
disciplinary team cos you wouldn’t all be heading in the same direction, you’d be going off at
tangents everywhere.

Ok, what about values of nursing. What values underpin nursing, provide the
foundation

NAI Trustworthiness, is probably one of the main things because if you are not trustworthy,
you will find compliance very difficult, people will just say bugger off, you’re not toughing
me! Um, and also....

Put another way, what are you there to do as a nurse

NAI You’re there to look after them, holistically- that sounds like I have swallowed my
lecture notes. But as a nurse, you have to look at the whole person, and not just within the
confines of the NMC code and the ethics but, your own personal sort of conscience that you
are doing the best you can, in the patients best interests, rather than just treating the ulcer on
the leg, you are making sure thy have good nutrition, and using your experience and your
professionalism and your knowledge to treat the whole person, but in doing that you need to
involve them in the whole treatment, to empower the patient to gain consent and autonomy, |
have swallowed my lecture notes!

NAI Promoting the autonomy of the patient is what they keep telling us, . if someone feels
that they are acting rather than being acted upon, it gives them a feeling of empowerment and
makes them feel that they are contributing to their own treatment. | found that in one of the
text books and | rather like it.

To summarise that last point, you are saying that you would rather do with than do to a
person, I mean you did mention treat and look after, but other things seem to be around
enabling

NAI Yes, you do need to look at the whole person. You cannot treat the specific symptoms
without looking at everything that goes with it, the lifestyle, the assessments. | mean a case in
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point. There is a gentleman at the nursing home who has extremely bad bedsores, but his
nutrition is very poor. It is his choice however, even though we try to get him to take ensure,
etc, but he refuses point blank, and its so frustrating. His ulcers will never heal as s nutrition is
so poor, he’s just eating enough to stay alive. As a nurse you cannot force somebody, or
surreptitiously bung him vitamins, you just can’t do it.

What about knowledge base then? What specialist knowledge does a nurse need

NAI Anatomy, drugs, psychology, umm, ;icing up on qualified nurses knowledge

So would that be procedures and approaches

NAI Yes, such as putting up an iv, you need to learn the procedure, such as you can’t do B
before doing C. Its the same with washing a patient, or oral care. They need to be learned
parrot fashion really,

Ok, again | am going to ask you questions about the professions you feel you know
nothing about, but any idea of the values and knowledge base of a social worker would
be

NAI No.

And again. OTs any idea at all

NAI No.

Ok, looking at yourself then, what would you say are your own personal strengths and
skills are, and are there any areas for development

NAI Yes, my it skills, they are getting better. People skills don’t bother me, 1’ve been meeting
people & interacting for years. I’m fairly organised, | am very aware that one placement, there
are 4 of us, toe of them are under 21 and sometimes | worry that | can behave like their
mother and do everything for them.

You also confessed to being a control freak. Is that ever a problem for you, in as much as
you may try to take responsibility for others

NAI Yes, | physically and mentally have to pull myself back. I’m a natural organiser, and I’m
probably sometimes supremely irritating! | can be guilty of riding roughshod over people. |
know that’s a problem.

Can I ask you, could you give me your understanding of what the structure of health
services is. Above hospitals.

NAI | don’t know an awful lot.

So would you have any idea what structures lie between you as a nurse on a ward and
the department of health

NAI No, isn’t that awful? | know you’ve got PCTs, the primary care trusts, responsible for
services in the community, then you have hospital trusts that are responsible for the actual
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running of the hospital. Then the area health authority is on top of all of that, and then
Whitehall.

Not bad! Could you describe to me what mental health services look like.

NAI Yeah. You have cpns, consultants. My daughters been involved in psychiatry

Right

NAI There’s therapists involved, social workers as well

So would this be through GPs surgeries or hospital based

NAI It would depend how acute the problems is I think. You get GP based care as the first
port of call then you get referred to the consultant and then they will decide where you go,
what treatment you have whether its therapies. My middle daughter suffers with depression,
so we have been involved with the childcare team in Telford.

Oh right, is she under eighteen

NAI Yes

Did you have to wait long

NAI No she was very ill, suicidal so she was seen in three weeks. She was terrible, I’ve never
been so scared in all my life, it was awful.

It must be terrifying as a mother

NAI You’re absolutely helpless. I mean its not something that’s going to get better with an
asprin. It take so long for any of the drug therapies to work. When your 16 year old is lying on
the floor in a foetal ball and says she wants to die...... you think oohh god, what do | do now?

Were the services good, were they helpful

NAI Yes, Mr xxxl is so good looking ! They were very helpful, and her nurse was great, but
.......... Is a lot like me and she doesn’t enjoy the navel gazing and she said | don’t want to sit
there and talk about my problems, | just want to get better and | said its like a round about,
you’ve got to do one to get the other, and you also have to learn to live with it. I mean | can
recognise all the sign snow before she starts , so | can get something in place to avoid the
crisis. We did very well this winter, its seasonal. Not seasonal, time cyclical, and | can see
her beginning to fall again.

So you work on coping strategies and support in place

NAI Yes, then you go to the GP and she says’ we shouldn’t really prescribe these drugs to
under 18 year olds anymore. At which point I almost had a heart attack! When | said ‘what is
the alternative’ she said there isn’t one!

What drug was that

NAI Erm, cipramil
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That’s a very established drug.

NAI Right.

So things are ok at the moment

NAI Yes

Ok, right.....could you tell me, do you have any idea how social services are structured
NAI No!

Do you know who employs a social worker

NAI No. I’ve no idea. Who does

Well, the social services department of a local council

NAI Oh right

And local councils are accountable to central government

NAI Oh

Ok. What’s your understanding of multi-disciplinary working

NAI Multi-disciplinary working is when you have, doctors, nurses, social workers, OTSs,
physios and with an assessment tool, the patient is benefiting from all of their little bits and
being looked at holistically. Everybody is working together and they are getting... what’s the
words they use.... Continuity of care, everyone is working to the same aim, rather than one
doing one thing and one doing another and never the twain shall meet. And in a multi-
disciplinary team there must be good communication otherwise it just becomes farcical.
That’s a really good explanation, thanks for that. OK...... This may be easier for you to
answer, bearing in mind the experience you have had with your family. Putting yourself

in the position of a mental health services user, what would you expect of a nurse

NAI Knowledge of the illness, empathy and some sort of constructive feedback or
suggestions or treatment. Knowledge of the illness in the peer group that | would be.

So if you were a young person, knowledge of how that iliness commonly affects young
people and what the preferred or most popular treatments are

NAI Yes, and the prognosis. | know with Sarah they were very blunt and told her that she
would have this for the rest of her life, so she had to get a grip on it and manage the
depression rather than the depression manage her.

Um, what difference do you expect to make to patients life
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NAI I would expect them to be leaving hospital feeling that they have had everything possible
done for them, and that they had been involved in their treatment, and that they had been
treated with respect and dignity.

Do you see your work as being in hospital then

NAI No, no, it can be in the community, homes, anywhere. But everyone has the right to
respect , its one of your basic human rights. You should also respect peoples cultures.

I would like people to walk away and think ‘she was nice, and she actually did something’.
Well those are all of my questions aimed at trying to gain insight into the early stage of
your development of professional identity. Is there anything that you think | have
missed, or you would like to add

NAI No.

Thanks very much for being interviewed.
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Susan 2
NA2

Hi Susan, thanks for coming to this second interview

NAZ2 Oh its no bother, I quite enjoyed it. it was really weird reading the transcript, it seems
weird seeing your own conversation in text!

well some of the question | will ask you this time will be similar to those I asked in the
first interview. Its so that | can track development an changes across the year — is that
ok.

NA20h yes, no problems.

Right Susan. Could you tell me what the unique core skills of a nurse are

NA2Um, putting yourself alongside a patient and being able to really empathise with how
they feel

Do you think that all nurses can truly empathise with how a person feels

NA2No ,. | think everyone should have a stay in hospital ,because when you are on the other
end of it, you are acutely aware of the power people have over you, physically and decision
wise. | remember when | had my hysterectomy | had an epidural, and | was lying here
wandering how on earth do people manage when they can’t move, and you need to have an all
round awareness of what it feels like to be that person in the bed. You need to be able to pick
up on the non-verbal signs that people give you, that give away how they feel.

Do you think these skills are unique to nursing

NA2Maybe not empathy, but I do think that nurses undertake very personal tasks that invade
peoples personal space, and | think this is unigque to nursing, so being able to empathise
and...understand how that may feel, is key for nurses especially

Ok, what about the core skills require for social work, has your insight or knowledge of
their ole changed since we last met

NA2Not a sausage, sorry | don’t know
Ok, and the values and philosophies a that underpin social work
NA2Don’t know, I’m sorry but | don’t

That’s ok Susan. What about OTs, any views on the skills, values and underpinning
philosophy

NA2No, sorry

Ok, thanks for that. You mentioned last time that there was a good informal social
support group that had emerged within your student group

NA2Yes with a small group of us- the older ones, well, more mature
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Has this group evolved or changed in any way

NA2Um, no, we have continued to meet up and support each other, nothing more than over a
coffee though, we’re not in each others pockets or anything

Ok. What about academic support

NA2Well apart from the IT help I needed initially, I’ve done well with my assignments- I’ve
passed them all so far

That’s great, you must be very pleased

NA20h, I am.

You have had a placement already haven’t you

NA2Yes, the nursing home

When is your next placement.

NA2In two weeks- | start on a surgical ward

Do you know when your placements will be throughout the year.

NA2When they will be yes, but not where. I’m still hoping for a mental health placement, but
we are not guaranteed one in the first year, this is the foundation programme, 1’m not on the
mental health branch until year two.

Do you feel that you have a professional identity as a nurse yet

NA2Crumbs,....er, yes | think | do. That’s not related to the university course work or
lectures though, its being on placement, doing the job that I’m comfortable with- that’s where

| feel like a nurse.

Have you come across any role models, either at uni with lecturers or tutors, or on
placement

NA2No. that’s a bit sad isn’t it (laugh)
Well, yes it is really
NAZ2It isn’t that | haven’t met some good workers, just non that have truly inspired me.

You talked about the values of nursing earlier. What then, is your understanding of the
philosophy and beliefs that provide a foundation for nursing practice

NA2Philosophy and beliefs. That we should support life, keep patients free of pain where
possible, and alleviate stress and distress through care and support. That we should use
evidence based treatments to treat identified illnesses within agreed protocols, following care
pathways. | suppose the beliefs are that dignity and respect for a patient, or client is
paramount and nursing is about being trusted to provide care and comfort when it is needed.
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Ok, thanks Susan. You mention some very medical terms there, but you also talk about
more generic principles, such as dignity and respect above all for the person. Would you
perceive that other professionals, such as social workers and occupational therapists
would hold these principles also

NA2Yes, I’m sure that with social workers and occupational therapists that dignity and
respect are important, but there is still the intimacy of nursing tasks that these other roles
don’t do. well at least I don’t think they do.

Has there been opportunity for you so far on the course to explore your personal
strengths and areas for development

NA2I would say so yes. Apart from the educational aspects with exams, assignments and so
on, we have had practical workshops and lab as they call them where our skills and abilities in
rather practical terms have been tested. | suppose it remains to be seen how the placements go
for the rest of the year.

How do you think awareness of your strengths and weaknesses may link to your
development as a professional

NA2Well as a professional it is my responsibility to be aware of any shortcomings or
development needs and to ensure that | address them. Once a nurse becomes registered, then
there are no exams or tutors giving advice, its up to the individual nurse to ensure that they
remain fit to practice. . Now I’ve swallowed the code of practice- sorry!

So it seems from what you are saying that you do have a professional identity as a nurse
NA20h yes, | would say that | have- just not a qualified one yet!

Last time I asked about your understanding of the various health and social care
delivery systems and the role of the nurse within those. Has your understanding
developed over the course of the last couple of months

NA2Well we’ve just had our module on holistic nursing in practice where we have discussed
the role of nurses in various settings, and that has broadened my horizons somewhat. | do
understand some of the basics any way, due to my mother being a community nurse for so
long, and as a residential home manager | had built up a working knowledge of the systems,
but of course they were not in Wolverhampton. The services here are still new to me

Well that brings me nicely to my last question Susan, which is about the overall style
and content of the course design. Do you feel that it has enabled you to develop as a
professional nurse

NA2Well yes and no. | think the modules and the content are appropriate, but I think if the
university selected students more carefully, then the whole student experience would be
better. | think the placements are too short, and 1’m not sure that | think the foundation year
works that well. We have not really addressed mental health yet, and | don’t suppose we will
until year two, but we have covered adult nursing at length, its not equitable.

OK, Susan, thanks for your time.
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Susan 3
NA3

You re now 11 months into the course, you are starting your second year soon, and
youv’e recently finished your placement

NA3Yes, I’m at new cross on gastroenterology. Its medicine, and mostly alcoholic liver
disease

Oh, right. Quite busy then

NA3Yes.

So when does this placement finish

NAZ3I have two weeks left of a ten week placement

So, so far, have all of your placements been in acute settings

NA3NOo, first was a nursing home, second on a surgical ward, and this one on medicine
But still no mental health placements in your first year

NA3NOo, there will be next year though, all from branch onwards will be. They don’t promise
to provide out with a placement of your branch specialism in your foundation year, crazy isn’t
it.

I think so. Right. My questions this time will be somewhat more in-depth , as you are
more experienced. I’m going to ask questions that explore your perception of the
development of your own professional identity. Do you think this has actually happened.
Have you developed an identity as a nurse over the past year

NA3Yes, um.

What do you think has facilitated that. Has it been events, as a results of just carrying
out the work and feeling fulfilled in what your doing, or has it been your interaction
with other nurses or professionals, what do you think

NAS3I think its been a combination of all of those I think. My confidence has grown because
there are certain things like taking observations that you know when somebody is ill. I now
know that | can go to a doctor and say, look, this mans temp is this and I think he is unwell,
which | did the other day, only to be told he was having an angina attack, and | thought why
does he have a temp of 39 if he’s having an angina attack and thought, well, its nothing to do
with me..

Are you saying that you felt you had the confidence to address one of the doctors
NA3Yes, I’ve also found that if you want to be a wallflower then you can. You could do the
whole 12 months with your hands in your pockets and no-one would know because they are

so busy. If you don’t offer to help or let me say, what can | do........ I spoke to the new
students coming in and told them that you have to put yourself in, they are too busy to
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mollycoddle you along. Um —and | do feel more able to approach other people and do
referrals to primary care, or to social workers. | feel totally comfortable with that now

And has that confidence arisen by just doing it, hands on practice

NA3Yeah, just by doing it and standing there and spotting support needs and checking the
notes. The other thing is that as a student, you are privileged in as much as you have more
time to talk to patients , you learn things that the doctors don’t learn. Many of the patients are
elderly, ad they view the doctors as some kind of deity and they don’t tell them things. I had
one lady where the doctor asked how many times have you had your bowels open and she
said, ‘oh once a day’. Well | had taken the commode from that lady on at least %2 a dozen
times and she wasn’t telling him what was actually happening, she told him what she thought
he wanted to hear. So | had to say to the doctor, excuse me, just check her charts.

So would you say that the professionals are just so busy most of the time that it is easy to
, well miss things

NA3Yes, they do, but they are only human. They can’t do everything, they are short staffed,
we are running on agency staff most of the time.

It sounds to me that you are saying that you feel quite competent in carrying out a lot of
tasks. Do you feel that you learned the theory and basics at uni then had the chance to
come out and practice these skills, or do you feel that its more of a practical level of
watch one, be watched doing one, then be deemed competent to go it alone.

NA3mmm. again, it’s a combination. Because I’m old...I’m more confident. Some of the 19
year olds are very worried all of the time and | say, look its ok, but ..i feel like their mother!
So it is a case of watching somebody do it and being supervised. The other day the nurse said,
right you can run the bay. And | thought oh my god what am | supposed to do! Even though |
have been there six weeks and | know hat to do. One lady needed catheterisation and she said
you can do that. I told here that | have never done it and she said well I’ll sit with you and |
thought that was really bad. | mean I looked and | thought, where do | put it?
Catheterisation is a tricky procedure, particularly on women.

NAS3I did do it, but | felt very sorry for the patient

Yes, would you like to be that patient being practised on for the first time

NA3I would not! You know, she was a very nice elderly Lady, and with your anatomy when
your older, well, it disappears!

Oh.

NAS3I didn’t think that was an appropriate learning experience, although I knew the next time.
There are better ways of learning through.

NA3Absolutely , I ask lots of questions when | am observing people. | mean watching and

learning is useful. I questioned a nurse the other day who was testing naso-gastric tubes about
best practice, and her answer was “this is the way we do it here’
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Surely its your role as a student to question. What about approaches to clients.ls your
approach and attitude to patients the same as it was on entering your training or has
your perception changed

NA3Umm. The nurse....from my approach | don’t think I have changed, apart from being
much more confident. | walk straight up to patients and introduce myself

You expressed very strong values with regard to your approach to people, and patients
in your first interview

NA3yes
Has that changed at all

NA3No. | have very strong views on the fact that, | have been a patient, and I can remember
being in that bed, unable to move, being in pain, and feeling completely helpless. I’ve also
experienced two bed baths, which was a vile experience, | felt like a piece of meat. | can
empathise.

So your own experience as a user of the service informs your own practice and you
remind yourself of that from time to time

NA3Yes. You care for people at their own pace. Patients are often frightened. | have strong
views on how people are handled physically, it can be degrading, and we are not in the
profession to degrade people. You need to make the most of what they can do for themselves.

What about development of knowledge. Have you developed a strong knowledge base
NA3Yes, | thought my brain would burst at times
Has there been a constant steady input or in chunks

NAS3Its been in chunks, when I’ve been on placement. You can cover all the theory you like
but its when you get out on placement you think- hang on a minute! This is not how it is, and
you have to adapt you theory in the best possible way to approach whatever it is your dealing
with.

So is this like a conscious thing with you, where you think oh-oh, this isn’t what we were
taught in school, I need to adapt here

NA3Yes. The main thing that sticks out is manual handling. The equipment is not there, or
staff don’t want to use equipment. | was horrified to find that people didn’t use equipment. On
one occasion | refused to not use the hoist and this nurse picked this man up and dumped him
in the bed like a piece of steak, it was horrendous.

Do you think that most students would feel able to stand their ground or challenge staff
NA3Oh many wouldn’t. I did challenge him, but he tried to tear a strip off me and make me
look stupid. | turned my back and walked away. | mean with regard to himself, he could

injure himself, he is leaving himself wide open to litigation, and he could injure the poor
patient.
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What about power. Have you felt with the acquisition of knowledge and experience,
have you felt more powerful, or in control
NA3Control over the patient

Well maybe, or over the job or your workload

NA3In a professional capacity yes, | do feel more in control and the knowledge base | have
now enables me to make unilateral decisions about somebody’s care. | seek out information
for myself to inform decisions. | have more confidence, and yes | suppose it is power, yes.

We talked before about philosophy and core values of the profession. Has this moved on
at all. Following your placements & experience, lectures and academic experiences,
could you say you are building up a knowledge of the philosophy and value base of
nursing.

NA3The values of nursing, putting the patient first. ...we had one lecture whether the nhs was
run for patients or staff, and we voted at the end that we thought it was for staff, and it has to,
or else it wouldn’t work. Um you couldn’t run it.

What about the philosophy and core values

NA3 The philosophies that we are taught....um.. a difficult one. I think you adapt things into
the workplace, because when you are presented with awkward or difficult situations you have
to make it fit. One recent situation, a relative was demanding a larger fan for the patient, and
at first my gut feeling was, you know, you want a larger fan, what for? But then you have to
realise, its not about the fan, they are upset and they want to be doing something. That theory
you were taught about displaced emotion informs you that they are being aggressive towards
you because they are upset and they are venting their spleen on you because there is no one
else to shout at. So what you are taught in university does make you think and it makes you
detach yourself from the situation to think what is really going on here, rather than reacting.

That’s really interesting, a good example. Do you believe then, over the last years
experience, whether there are core skills that are unique to nursing over ot & social
work.

NAS3I think the core skills like listening and empathy are not unique to nursing, all of the
caring professions need those skills.

What about if | was to say that you have to invade peoples personal space, carry out
physical procedures on people. Does that set you apart as nurses from ots & sws

NA3Yes, but having said that, when you put on a nurses uniform, it almost gives you a right.
People think, oh she’s a nurse, its ok. Just out of courtesy you should ask if you can carry
something out. Even feeding is a very personal invasion. It seems that the general public feel
that as you are wearing a uniform, you have a right to carry out whatever procedure you wish
to.

Is that really how it feels?

NA3Yes. One of the palliative care nurses who don’t wear uniforms was putting a syringe
driver in, and her (the patients) daughter turned up and asked us whether she was a nurse, that
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is how strongly the uniform appears. People will tell you their most intimate details when you
are wearing a uniform.

That is a very powerful element to the job. Do you think that power could be abused?
NA3Oh yes, you have to remember that you are an advocate for them

What about the work environment and socialisation, the fact that you have worked
alongside other nurses of different grades, na’s and other students. Do you feel socialised
into the nursing community

NA3That all depends where you are. The surgical ward was social, everybody talked, we had
breaks together. Other wards, there is a very straight hierarchy, sister, charge nurse, d, e
grades. If there is a general feeling of unhappiness on the ward, people don’t socialise, they
wander off for breaks on their own. You need to work as a team, because if not,
communications breaks down and things get overlooked and missed.

Are there any sort of unwritten rules then, the this is the way to do it really
NA3Oh yes! The ng tube testing was one, this is how we do it here! The ward I’m on at the
moment we do an 8 % hr shift, but sister insists that we have our break at 10 in the morning,

no other break, so we have to eat our lunch at 10 o clock in the morning!

Buts that’s against European regulations, you should have ten mins at least every 4
hours

NA3I have challenged her, and told her that | don’t want to eat my lunch at 10am and she said
this is how we do it on this ward student! How totally bizarre!

If you were to stay in Wolverhampton, do you suspect that you would become a
Wolverhampton type nurse, that perhaps nurses in Birmingham or Walsall or at
another hospital have different approaches or experiences.

NA3Yes. But it differs from area to area, like medicine to surgery. I’m sure mental health will
be different again. They are different approaches to nursing. What are the care plans and
standards not uniform? They should not change from ward to ward.

Have you identified any role models either at Uni or in the practice placement that you
have been able to identify with

NA3Umm, poor role models yes!
Oh dear, that’s a shame

NA3Well, there is one sister and a few staff nurses that | have thought, wow, I hope I never
become like you!

And there have been no positive ones?
NAS3I suppose thats unfair, there have been one or two staff nurses who work hard and have

the patients best interests at heart, they are the ones | would be more likely to model myself
on.
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Well, one of the problems I have here is that | had hoped you would have been on a
multi-disciplinary mental health placement by now, but you haven’t

NA3No

I would have liked to explore your perceptions of the roles of other health and social
care professionals within multi-disciplinary mental health teams.

NA3I’m afraid | have no idea

No, but you have been able to articulate the development of your awareness regarding
other professional roles within the environments you have worked in though, so thanks
for that. Have you had no contact at all with social workers or OTs

NA3Mmm, social workers purchase care packages.. | have had to contact them when we have
needed to look at discharging someone with complex social needs. Social workers do in depth
assessments for residential care, or any ongoing care needs. The single assessment process
means that we share some of the same assessment process. Umm I’ve come across physios,
but not OTs, no. | do have more of an understanding of how an OT might work in mental
health, if its along the ones of physios in general health care.

Ok, thanks SusanUmm.... If we can go back to school as it were... and discuss the
educational culture teaching styles. You have talked a little about some of the syllabus
content, but tell me if you can, what the culture is like, and how they teach you how to be
a good nurse.

NA3Well........ mmm that’s tricky....educational culture. It feels very adult, we have lectures
that guide our thinking and prompt further study. A module launch I think is designed to
stimulate interest and prompt us to go to the library and get out the relevant books and read

up.
Sois it all lectures

NA3No, no. we have practical sessions where we get hands on tuition, such as manual
handing, bathing, obs etc. We do have some group activities, but I am always , well... The
group are sort of split into people that want to work, and people that don’t, and so those of us
who know we will get the work done get into groups together.

So would it be fair to say that you think the modules are structured in such a way as to
stimulate thought and encourage wider reading and debate, allowing you to come to
your own conclusions.

NA3Pretty much yes. If you want to learn and you have the motivation, they will give you the
guidance.

What support systems are in place then, if people struggle and need help.
NA3Well we have personal tutors who we see on a monthly basis, mine’s .

she’s great, really supportive. Umm, | know there is a lot of help for people Who struggle Wlth
assignments and IT and stuff.
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What about students supporting each other, does it feel like you support each other, is
there a peer network

NA3Um, yes. Like | said, those of us who want to work get together quite regularly
When you are in school

NA3Well yes, but at other times as well, we meet for a coffee and discuss our placements and
problems. | have a close group of friends, about 5 or 6 of us, and there is good support

Can you see that support network lasting throughout your training
Well | hope so, I find it immensely useful, I’d like to think I’'m useful to them also

Ok. Would you say Susan that you have had the opportunity via the input from uni and
on practice placements to explore your personal and professional strengths and skills
and identify areas for development.

NA3Oh yes, without a doubt. The uni lectures and training have made me question my own
beliefs and values, and helped me to look hard at myself, so personally 1’ve been able to
develop. I think skills wise, it has been on placements that my knowledge and skills have been
tested, and 1’ve become aware of what | need to brush up on and what | am already quite
competent at.

Could you give a couple of examples

NA3Well, with things like certain procedures, understanding the actions of drugs and
specialist knowledge, | am aware that | do not have it and I have a lot to learn. With some of
the basic elements, like communication skills, empathy and dealing with people, my
placements have only reinforced what | already believed, that my skills are quite strong in that
area.

That’s really positive. Are these self assessments of skills strengths or needs formally
recorded anywhere, by yourself, your tutor

NA3Um, no...maybe my tutor keeps notes, you know I don’t know, I’ll have to ask her!
So there is no skills development plan in writing

NA3Well, each placement supervisor has to complete a report about you, your skills, what
you have done well and score you, but they spend so little time with you, the placements are
so short, they really are....... quite superficial.

Ok. On these placements have you had the opportunity to carry out assessments, report
writing and intervention planning through to closure and discharge.

NA3Yes. On my current placement | have been able to carry out initial assessments and
construct care plans, under the observation of a staff nurse of course. That would entail me
completing the relevant forms and constructing a file and treatment regime with all the
relevant obs charts and so on. | don’t make entries into the notes though, I’m supposed to
report it to s staff nurse to do that
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Is that because of legal issues and students

NA3Something like that. I’ve been doing it all my life and now I can’t be trusted to know
what I’m writing!

Yes it does seem a little silly, doesn’t it.
NA3Yes, you could say. Um, you mentioned seeing people through to discharge

Yes. Have you had the opportunity to follow these people you have assessed through to
discharge

NA3Oh yes, some patients stays are incredibly short, just a day or two. However, sometimes
you carry out an assessment and do all the paperwork only to go off duty for a weekend and
when you come back- woof, they’ve gone!

Wow! A quick turn over then
NA3Yes, well its quite nice, quite refreshing.

Well that brings me on to one of our final questions. Do you remember in the last two
interviews I’ve asked about your overview and understanding of the various health and
social care delivery systems and consideration the role of inter-agency working within
this context. Has your last placement helped with your knowledge and understanding in
this respect

NA3Well, not in a structured way, nothing I’ve been taught, that is. In a practical way, my
understanding has developed. I have been aware of the systems in place when a patient is out
of area. There are different political issues- potential merger of Wolverhampton with Walsall,
building a super hospital, the chief executive of the pct being sacked, the headline stuff.

Have you gained any more insight into the workings and relationships between trusts
and PCTs, the SHA and the DOH

NA3NOo, not at all. Hopefully we will though, over the next couple of years.

Well, that’s about it Susan. Thank you, very much for your time and commitment. I’ll
e-mail the transcript over for your approval
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Nichola 1
NB1

Hi Nicola, thanks very much for agreeing to take part in the interview

NB1That’s ok

Some of the questions | ask may be difficult for you to answer, but that’s expected at this
early stage in your training. | hope to be able to track changes and developments in your
knowledge and views in the following interviews

NB1Ok

Could we start by asking why do you want to become an RMN?

NB1Because | have known a lot of people with mental health illnesses within the family and
friends, um and | don’t want to be just a normal nurse | want to be something, um well a bit
more demanding,

When did you decide that you would like to do your nurse training

NB1Well , about a year ago, the end of 2003. I had thought about it before, but then I thought
,\well, it’s a job for life

OK

NB1Its not some thing I’d be brilliant at but you can work up through the different levels and
you’ve got it for life.

So would you say that your experience of people in the family & friends experiencing
mental health problems sparked your interest in wanting to work in the field

NBLMMMM. Yeah, | also watched programmes on the telly, and what you hear... | just
wanted to learn more about it as well

Did you feel that apart from your personal experiences in relation to mental illness that
you had any specific skills that you could bring to mental health nursing

NB1Well I do see myself as a good listener, um the only other thing that would make me
want to help people would be if someone fell over, | used to work as a life guard, so worked
with young people, and whatever. And | was always one of these people that whatever | was
doing I could always click out of it, sort out the problem and get back to work

So emergency situations don’t phase you at all

NB1Not normally, not unless its like something really, uugggghhhaa!!!

So is that what you did on leaving school

NB1When I left school | went to college and did body massage for a year and sports therapy

for two years. | took a year out and then started this course
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And you were a lifeguard at the same time ? Quite a varied path since leaving school
Yeah

Do you think that you have chosen this career, or has it chosen you

NB1I chose it

What about the other heath and social care roles? There is social work, occupational
therapy in mental health, on the general side there is nursing , physio and other medical
roles

NB1Mmm, 1’d like to look into the other ones ,like social work as well

What made you choose nursing over those

NB1Well | was interested in them, but after looking into what | would have to do to get on the
course, like qualifications and whatever, | didn’t have good enough marks to get on them

Did you think that the information on these professions and courses was out there on
social work, occupational therapy and such

NB1It was easier to find the nursing information
Is it fair to say that the route was more complex to get on the other courses

NB1Not complex, but you just needed a lot more than I had to be able to get on the course,
grades wise

What qualifications did you need then to get on the nursing course

NB1I used my sports therapy to get onto the course because | didn’t have enough GCSE
grades to go just on those

Right. Was that a btec

NB1Diploma

What do you think makes a nurse different to the other professions. I understand that
this is early on in your course and don’t worry if you can’t explain it terribly well.
What makes a nurse different to a sw or ot

NB1They tend to have a higher level of knowledge of medical expertise, what to do if
something happens to a person on a ward and such. Also they have to learn to deal with
people differently to a social worker. They have to be with a patient all the time every day,
where as a social worker comes in once or twice a week to see how they are doing.

Uhum

NB1So they do things away from the patient where as we do it there and then like
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So nursing is more hands on?
NB1lYes

So you talk about nursing being ward based. Is that your understanding of mental
health so far?

NB1Well we haven’t been at university that long, 6 or 7 weeks at uni then straight onto
placement.

What did you think about that?

NB1I was shocked. | was under the impression when | went for my interview that you would
spend half a year at the university and then the other half out on placement. You do, but its in
like blocks.,

How do you feel about that

NBL1I think its just crazy. | said what happens if someone does this or does that and its like
‘you’ll be alright, you’ll be with someone whose qualified’

I would have liked a lot more training first. I mean, I’ve been quite lucky, I haven’t had to do
things that you would have to do on a general ward. Here its just making sure that the people
are ok. But for the people going out on to a normal ward, 1’d just be frightened, up a corner

Ok. You stated that it was about a year ago that you decided to do your training. What
were your hopes and expectations of the course back then

NB1Um. | hoped that a lot of it would be practical based, things that you need to do
practically.

do you have anxieties about your learning needs with regard to your dyslexia
NB1Yeah. Um..

So you had hoped to get practice, on the job experience during your training
NB1lYes.

have your expectations changed? You were talking earlier about your expectations
around the university/ experience split.

NB1I don’t know really. | was expecting to do training to be a ‘nurse’” nurse first during the
first year and spend the next two years training on mental health. But we haven’t done
anything yet on mental health at uni but my first placement is mental health, and the rest of
my placements this year apart from one will be in a mental health setting. | would have
thought that as I will be a registered nurse as well as a mental nurse that there would be a hell
of a lot more general registered nurse training. | mean | don’t know | may get more over the
year, but | thought there would be a lot more.

I must admit that that was my understanding as well, that the focus of the training was
general for the first year, then mental health focussed from then on. mmm
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OK. You have been on the course for 3 months now. Have your expectations and hopes
changed

NB1Not really. It hasn’t been long enough. But there are a few things that | would like to look
into now. But its near enough the same as it was

So is it fair to say that you were very much looking forward to the experience of doing
your training and that you still are quite positive

NB1Uhum

Ok. What would you say makes a good nurse

NB1Someone who will listen, who has a good knowledge and understanding of ... things that
can happen to people. Not someone that people feel they can’t talk to or ask about something.
Have an understanding of everything as well, and not be too pushy

Ok. Taking into account that you have already indicated that you do not know that
much about social work and occupational therapy roles, what do you think makes a
good social worker

NB1It would depend on what they are doing whether it be child or adults, they would need to
have a understanding of what the childs going through and what they are feeling. If they are
being abused, either violently or whatever hey need to know how they will be feeling and
why. They might never have experienced it but at least they will have known a number of
people who have and have been through it and will know what to look for, and then they go
out and see people.

So an understanding of their client group and what they might experience

NB1lYep.

So what about occupational therapy. Would you be able to say what you think would
make a good ot

NB1Not really, I’m not sure what they do

That’s ok.

NB1I’ve heard of them. The only occupational therapist | know are the ones at new cross,
they are qualified staff that do a job that a doctor could do but a nurse could do as well to take

the strain off the doctor. That’s what | kind of think they do

Ok. now, you were talking about what makes a good nurse. What do you think the core
skills of a nurse are.

NB1Communication, customer care,...um
What do you need to be able to do the job well

NB1A qualification
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What about knowledge. What might you need to know

NB1Well you’d need to know all the policies that can affect a nurse. So, what a nurse can and
can’t do, what a patient can and can’t do to a nurse, um all the communication skills.

Yes
NB1Record keeping, knowledge of the different types of drugs, and knowledge of the
different types of procedures that go on. Um, that you can do as a nurse. What happens when

you do such and such thing, and what happens when it goes wrong.

So some of its around specialist knowledge like medication, and a lot of it I around
communication skills, but also about procedures and how to safely practice

NB1lYep.

What do you think then would be the skills needed to be a social worker

NB1From the people that | have me that are social workers you need to have a lot of patience,
um | don’t know about people who haven’t got mental health illnesses, but on this ward you
need a lot of patience, and they have to sit there and listen to people who keep stopping half
way through a sentence and swapping back. Um you need to be able to sort out 10 things at
once.

So good organisational skills?

NB1Yep. organisation. um being able to interpret what a person is saying, um...probably all |
can think of.

you were talking with the nurses about specialist knowledge about mediation and
procedures..

NB1Like all the parliamentary acts that affect their client group. Like the child act and the
mental health act. And all the legal stuff, like what their client can and can’t do

What about ots. Would you have any idea of what core skills they would need
NB1No. I’m not sure what they do

Ok, no problem.What would you imagine then might be skills that are shared amongst
all the mental health professionals

NB1Communication. You have to be able to pass on information that is important, both ways.
If a worker finds out something about a patient they have to tell the staff about it., and the
same the other way round. Um, probably something else buts that all I ca think of.

Ok, thats fine. Do you think there are skills that qualified social workers will need on
gualification that you will not have as a nurse

NB1Basic skills wise, no, but it would be all the legislation and law stuff because they won’t
be any differently from a nurse, but there will be extra ones.
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Specialist knowledge
NB1lYep.

Ok. What is your understanding of the values of nursing, underpinning philosophy and
values?

NB1Um.. not sure ...
In other words, put simply, what is a nurse there to do? What’s the prime focus
NB1Um. Were here to helping whatever way a patient needs or feels that they need.

OK Imagine I’'m a member of the public asking you’ so your training to be a nurse?
What does one of those do? What would you be telling me

NB1I don’t know yet as I’m only 3 months into my training.

Is it fair to summarise that you were saying your role is to assist people in achieving
goals that they set

NB1Yes, or depending on what they want. Like if someone wants to be able to cook, you’d
help and assist them in whatever way they could be help, or if they needed help to go to the
bathroom you would assist them in any way they need help. Um, it all depends on what they
want. You need to know how to do most things to be able to help.

Ok. So what do you believe the values of social work might be

NB1Um from what I’ve sort of seen so far, the nurses are here to help with their health, and
social workers are here to help with their social problems. So once they are better and well
enough to go home, they will help find them somewhere to live, make sure they are ok when
they are there, phone bills, you know, bills and benefits if they need them, help them to get a
job, help them back into the community, and we as nurses help them to get better to be able to
do that.

Right. What about ots. Any ideas what the values might be that underpin their work?
NB1God - no

Right. What would you identify as areas of strength and skills for you, and what do you
think you need to build upon?

NB1Um, my strengths are definitely in the practical stuff that | have done so far
Uhum.
NB1I have picked it up really easily, and | can do that. I’m alright with the communication,

speaking to patients and staff. Its just remembering all the little bits, so the legislation, the
cans and can’t dos, because there so much of it, you don’t know where to start and where to...

276



What have been the main messages then so far on the course. Lots of do’s and don’ts
that you are trying to keep in your head. What have they mainly been about

NB1Um. Safety and confidentiality. Basically, if you’ve got something, don’t say it, keep it to
yourself. Its remembering all the facts, cos you look at the book and its.... You can do this
if...blah, blah, blah or in this situation....

Right, would this be with things like the mental health act

Yes

Is it because of your experiences of education with your dyslexia, you are anxious about
the information you are expected to take on board

NB1Yes. Um when | was at college | didn’t tell the lecturers or anyone that | had problems,
so they just thought | was being lazy. It wasn’t until the last couple of months that | decided to
say something, and then it as ‘do you want me to do that for you’ and ‘don’t worry, I’ll write
it all down for you’ and. | didn’t like it.

Right.

NB1ANd I took a year out and decided | would do this. Now | have told everyone about it,

everyone knows. | feel that there is a little bit less pressure to remember everything, but I still
have to remember it.

So you didn’t like the experience of being treated differently.
NB1No.

Is that something you have come to accept now, that to do the best for yourself you do
need a sensitive assistance

NB1lYep.

Right. Ok where do you feel that you need to improve skills

NB1So far | couldn’t really s ay anything really major, because we haven’t none a lot, it
would just be talking to people a bit more, getting stuck into things, and if someone is doing
something ‘oh want you doing, can | help. Just things like that. The things that you sort of
after a couple of days you start to do anyway.

Do you think that the course is going to help you identify areas for personal growth.
NB1Up it will probably help me be a lot more patients, because | tend to be” why haven’t you
done this? You need to do it now, now, now! But | am starting to be a bit more patient
already, especially with some of the ones off this ward.

Do you think you might learn more about yourself as a person, what makes you tick

NB1Probably yeah
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Ok. Again, I’m expecting at this stage in your course that you may not be able to answer
this one well. But what is your understanding of the structure if mental health
services.in health first. You seem to have an understanding of wards, what about the
rest of the hospital and the other parts of the services, how it related to the department
of health and such. Have you got any ideas what it all looks like

NB1I know when people are admitted to this hospital, this is the last ward that they come to.
You have got the other wards where they are all closely watched um they help see why they
were brought in and what they can do to help them get back on track

Would you know what happens if someone goes to their gp with a mental health
problem, where they would go to from there

NB1Um. | think it depends on the severity and whether they have got help for it already. |
know some of the sections there are, but if you go to a gp, | think they refer you on to a
psychologist or something, and then the psychologist would assess you, and if they thought
you had something major, they would probably admit you to hospital or something, or it
would be chest infections or. | know that mental health isn’t very big, like not a lot of people
know about it. Its one of those push it away into a dark corner sort of things. Most people
understand general nursing.

That’s very helpful. What about social care then. Have you any idea how you would
access social workers if you were having problems, have you any idea of the structures
there

NB1Um | know you can see counsellors through your gp surgery and if you say your’e not
coping with such and such they will refer you on to someone who can help you sort stuff out.

Do you know who employs social workers
NB1The government?

In a round about way, it’s the local council.What about the structures above hospital
level, and the nurses out in the community, who are they accountable to

NB1It will be the trust that they are with, um depending on whether it is part of the nhs. There
are different trusts in the nhs for different areas, or a private one, like BUPA. | think it
depends which trust it is.

Do you know which trust DPH is accountable to

NBL1It’s the Walsall trust

Great. Ok. What about your understanding of multi disciplinary working

NB1Um a multi disciplinary team is lots of people from different areas helping a [patients.
There would be a social worker, a nurses, doctors, all types of people all doing their little bit

to help that person in the specific area that they trained in.

Is this a good approach, a sensible one? Do you see any problems with this approach?
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NB1The idea of its good, but there are not enough people out there for the amount of patients
there are, from what I’ve heard, for each 1 social workers you’ve got 5 or 6 patients or more,
and that just seems like that’s a lot of work for | person to do. So we really need to get more
people in, and things would run a lot more as smoothly. I think the idea of it is good, because
you can’t put everything onto just one person.

So do you think that it’s a good idea to get other perspectives on a persons problem
NB1lYes

This is a rehab ward.Are you part of the ward reviews on this ward

NB1Yes I sit on some of them and we get all the different people who all know something
about the person they come to see that se may not have noticed here. They may have noticed

that the person does something differently at home that they do in hospital or when their out.
So you can sort of see all of the person rather than just what you see here on the ward

How many weeks have you done on the ward

NB1This is my 4™ week, and I have 2 more weeks left

Short placement isn’t it. Its just like a taster placement isn’t it
Yes

Ok putting yourself in the position of a service user, perhaps as a patient on this ward
here. What would you be expecting of a nurse , what would you hope that the service
would be

NB1That they would treat me like a real person. i might have a problems but i am still a
person .to have patience and listen to me and try to help as best they can to get me better in
whatever way | need to get better.

What about the social workers, what would you expect from them

NB1To help keep everything in order, um so if I’d got bills and whatever to pay... | don’t
know really.just to keep me informed of everything that’s going on with me outside of
hospital. So whats going on where 1 live, if my house is ok, if there is anything that needs to
be done, to let me know.

The stuff you have talked about is very important. You have talked about their attitudes
to you as a person and helping you to do things at your own pace, which is good, but is
there any specialist knowledge

NB1Specialist knowledge yes, but you can’t expect one person to have specialist knowledge
in ten different areas so a broad knowledge of different subjects or procedures, whatever and
specialise in one of the main problems that people have.

Say for instance it was schizophrenia, would you expect a nurse to know everything
about the illness
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NB1Not completely, but have a good understanding, of the different types you can get, the
different types of medication you can take for it,. And know what they are going to do to me,
but also know enough about me to know whether | can take them or not. | would expect them
to know | was gong to be allergic to it.

what would you expect social workers to know about schizophrenia

NB1A basic understanding of it, and to be filled in from the nurses and doctors. Not to know
everything about it, just what it is and how it affects people and their judgements. And s it fair
to say from your earlier answers that you would not know hat to expect from ots, around
knowledge or skills

That’s right. What difference do you expect to make to a users life

NB1Umm.i’d like to be able to offer them help and advice to the best that | can do.i’d like to
be able to help in lots of different ways, not just in a physical health type of way. 1’d like to be
able to help with health and social issues, to help them get back to their old way of life.

Sounds like you see your approach as an enabler helping people to regain independence
and control of their life

Yes

Do you think you need training to be able to do that, or would you be able to do it
anyway

NB1Um, id like to hope that I could do it on my own, but everyone needs to have that extra
bit of knowledge to be able to do it properly, nit just go out to a total and utter stranger and
tell them how to do things, do this and do that, then they could come back and say you have
ruined my life

It is an issue. What do you think about the idea of giving advice

NB1Um. I’ve always been told that I give good advice, sensible advice. But it is scary for
someone to come and ask you for advice, and then go ahead and do what you tell them to do,

you have to think about it a lot. You can’t just tell someone to go and do something, you have
to think about the con sequences of their actions.

They could come back and blame you an say’ you told me to do this’

NB1Which is why you have to have the training to be able to know whats going to happen if
someone does something.

OK, thanks so much Nicola for agreeing to take part in this interview. I’ll e-mail a
transcript of the interview to you for your approval and comment if thats ok

ok
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Howard 1
NC1

Hi Howard, thank you for agreeing to take part in this interview. How far are you into
your course

Um 4 weeks now

I have a number of questions to ask you today, and it should take about an hour. Also,
some of the questions you may not be able to answer, and that’s fine. I’m trying to track
your development and understanding over the three interviews

OH. OK

Could you start by telling me why you want to become a mental health nurse? Why
nursing, and why mental health.

NC1 Well it goes back quite a while in respect that I’ve been a cabinet maker for most of my
working life but I got into holistic therapies.

Really, how did that come about

Well, two young ladies that I know said , well you do a manual job all day why don’t you try
reflexology, at least | could sit down and rest my elbows on my knees but still work, so I did
reflexology, Indian head massage, ran my own business as a reflexologist, I got to listen to a
lot of things.

So did that make you think differently about working with people then

NC1 Well, when i thought of doing my nurse training I took a job locally, in learning
disabilities to learn on caring and how things are done, rules , regulations and some training
for myself.

Did you enjoy working in that role

Erm, yes, | did it for 18 months. They asked me not to leave 1’d already got a post as a
support worker and they offered me a senior support workers job, but I really want to work in
mental health

Was there any reason why you decided on nursing as a progression on from your
holistic therapies and learning disabilities experience, rather than any of the other
health or social care occupations

NC1 ummm, it was just mainly mental health. I’d done a little bit of reading around it. I’d
heard bad reports of social workers and different things and 1’d heard a lot of stories about
social workers... but nursing runs in the family, there’s a family attachment as well, even
though its in a different area.

So you had heard unfavourable things about social work

NC1 Yes
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So would you say that you had a general understanding of the field of nursing

NC1 Yes, also a lot of my friends and colleagues are nurses It was skills but also that I think
I’ve got time to sit and listen to people and folks have pointed out to me before hand that on
general wards you don’t have time to sit and listen and offer advice as you are short of time.
That was the pathway | wanted to go down.

So if I was to say did you choose this career or has it chosen you, what would you say

NC1 I’ve chosen the career, but you can say, yes it has chosen me because of what I’ve
known in the past. As a reflexologist | have worked in different areas with mental health ,
elderly, young, all different ages. Um.. but no, I’ve been guided towards mental health

What do you think makes nursing different to the other professions, sticking to social
work and occupational therapy as two other professions that work in mental health.
What’s different about being a nurse

NC1 I’ll have a job to answer that | think, as | don’t have sufficient knowledge about the
other occupations. I’m not sure whether some of the other occupations actually see an end
result, I hear of social workers with very large caseloads and files being passed on, which is
the same as patients. They do move from one ward to another. But there are times when no
doubt you will come into contact with people you have dealt with at a later date and there may
be re occurring problems, or you may have more long term contact with individuals. On the
basic wards they can be in and out in a few days, they can be just a number rather than any
personal problems, its just a name attached

Some of the questions you may find difficult to answer at the moment, which is exactly
the point. You are new and will struggle to answer them, but by the time I interview you
in the summer you will have a better idea of systems and professions in place

NC1 Yes, of course, its all learning at the moment, its all relatively new. There’s a lot of
information coming my way, some of its sinking in, a lot of it isn’t.

So can | ask you what were your hopes and expectations of this course whilst you were
taking the access course over the previous academic year. As you were looking forward
to starting this course, what were you hoping it would be like?

NC1 After following through off the access course, | haven’t been to school for years, so it
was a little bit of a shock to the system. The access course gave me a little bit of grounding to
be able to take on this course. Its just, I’'m..... I’m expecting a step up in the standard of
education

Has that happened yet

NC1 Yes, our assignments are due in January. We are still working on them now

That leads me to my next question, which is have your expectations altered at all now
that you have completed two months of training

NC1 yes, | was expecting to be struggling more than | am, but there is a lot of stress and
pressure on us at the moment
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You mean academically or workload wise
NC1 Academically

Do you perceive that this is a problem for you personally, or all of the students. Do you
think you are struggling, or is the course taught at a fast pace?

NC1 Em, I think I’m the one that’s struggling, realistically its because | am older, but I can
look around the group and see the ones that are quite happy, who can absorb information. You
can also pick out the ones that don’t really want to be there in the first place

Really? That sad

NC1 Yesitis

Why are they there

NC1 Most probably because they hadn’t got anything else better to do at the time

But no, the workload coming my way, I’m struggling to absorb it. I’m expecting it to get a lot
harder. Next term 1’ve no doubt there’ll be a lot of assignments

What are your expectations then of the balance between working shifts in a ward/team
environments and the actual educational academic work that they are going to be
expecting.

NC1 Yeah, I don’t know how its going to work. Working shifts at the moment, I’m lucky that
I can pick the shifts that I work. Currently on placement, I’m choosing to work long shifts
over 4 days so that | can plan my lifestyle, 1 day at college and the weekend.

You are on a placement already

NC1 yes

How long is this placement

NC1 6 weeks.

What setting is it in

NC1Um, its a nursing home for older people

And as a nursing home then, it’s a totally nursing environment, no other professionals

NC1 Uhum. Nurses and nursing assistants and a few other students
How is it going, its quite early on in your course, how long have you done

NC1Um10 weeks so far
Wow. Did you feel prepared for the placement

NC1Well, I’ve got a lot of experience in this type of environment really, so yes, | felt ready
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Yes,. But those without any previous experience may have struggled so early on in the
course

NC1Um, | don’t know

| appreciate that this is still quite early in your course, but could you tell me what you
believe the core skills of a nurse are

NC1 I’d be really struggling on those at the moment, what the core skills are

OK

NC1 At the moment we are doing the common foundation programme, so until the end of the
first year when we definitely decide which branch we are taking, we’ll I’'m hoping to have a
better idea at the end of the year what is expected of us in the mental health branch. The way
people are talking at the moment, there doesn’t seem to be a lot of difference in the
approaches to adult and mental health.

Right

NC1 Everything runs parallel. The mental health lecturers do more discussions on the ethical
side, ethical issues

So if you were talking to someone on the street and you were trying to describe what a
mental health nurse does, would you be able to easily summarise the role for them

NC1 I support and care for people with mental health problems , helping them to cope with
their illness and providing treatment

You were talking earlier about the bad press you have heard of social workers. In the
same vein, what might their core skills be

NC1 I’m not sure that | know. They seem to have a lot of power to interfere

Could you tell me what they do, what their role is

NC1 Deciding when children can or cannot stay with their families, such as in abuse cases
Ok, what about wok with adults

NC1 finances, like organising care packages for people with learning disabilities, buying beds
in care homes, that sort of thing.

Ok, so what kind of skills may they need

NC1 | suppose being able to talk to people and make difficult decisions | would say, but |
really don’t know

OK. What about occupational therapists, do you know much about that role

284



NC1Um, I’ve come across them on learning disabilities, they help people recovering from
illness and accidents, that sort of thing

In what way, what do they do that

NC1They help people get the right adaptations to help them around the house, climbing stairs,
getting into the bath, that sort of thing

so you wouldn’t know what they might do for someone experiencing mental health
problems

NC1no idea
OKk. You were talking about supporting individuals with problems they are experiencing
as a mental health nurse. Is there any other profession that you think would also share

that role or approach

NC1 No I’m not really sure. Within leaning disabilities their role as support workers are
similar.

What about your background in holistic therapies. Do they support people with mh
problems

NC1 Officially no, we cannot diagnose or give advice. We can give advice on what we are
trained on, but we are not allowed to give advice otherwise

You could potentially find people who have found their holistic therapies to be of more
help that a psychiatric nurse

NC1 Some people yeah. People relax when they are with you, and they talk and open up. You
hear a lot of different problems, and its good to listen to these people

What do you think is happening that is enabling these people to share their problems
with you

NC1 The encouragement | suppose comes from me. | mean, you start with the confidentiality
issue, that you won’t pass information on etc, and it is often this fact, and the fact that you
don’t know the individual that opens people up. But most information goes in and out, and |
discard it at the end of the session. | don’t take peoples problems on board

What would you suggest that you are providing a mental health service

NC1 Basically, I’m providing healthcare with the reflexology, more than mental care

But you’d agree that you provide support

NC1 Yes. Some times when people say they feel better you now its partially the treatment,
but partially psychological relief

You have talked about the ethics lectures that you have had, have they talked at all
about values, philosophy, knowledge base of nursing
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NC1 They say that we must have a knowledge base and evidence base to use in our practice
So they reiterate that it needs to be evidence based practice

NC1 Oh yes. The main discussions we have had are on ethical issues on how you work with
different religions, etc. Confidentiality is the main thing that they push all the time

What do you think might be the values and philosophy of social work
NC1 I don’t know. Protecting vulnerable people I guess

Ok, what about occupational therapy

NC1 Helping people top be independent following injury or accident

Ok, thanks for that Howard. If I could move on now to your own personal strengths and
skills, and where would you identify there is a need for development

NC1 Uhh...m..

Would it be safe to say from you discussions already that you are a patient person and a
good listener

NC1 Yes, | can listen. Things that | don’t get right. | try to do the best | can. Other strengths
are that I can learn, | can get other people to relax. Weaknesses......... I don’t really know yet.
Later on this evening I’ll think of 1 or 2, if | mention it to the family I’ll get a list!

Do you think that the make up of the course has been geared to enable you to discover
your strengths and weaknesses

NC1 Yeah, parts of the course are. | think we discuss ethics and practice in group work, that
kind of stuff

Ok, then what’s your understanding of the structure of mental health services, if we look
first at the health sector.

NC1 Not really sure on how they are structured, | have very little knowledge , although, the
times 1ve spent in mental hospitals have been on wards.

Where have you been

NC1 Shelton, I’ve spent time there. That helped me to decide on mh as a career. | have visited
people at Shelton from the early stages, when they find that they can’t cope and book
themselves in for a couple of weeks to try and get some support, but there are areas where the
clients are a lot more demanding .

So you’ve seen ward environments

NC1 That’s right. I’ve seen open wards where you can book yourself in to restricted wards
where you are fenced in.
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So you have a good idea of the hospital environment, any idea what the structures are in
the community

NC1 No, I’ve come across an eating disorder unit, um, drug placement area, but I’ve not
much idea outside of that.

Well hopefully by the end of the year you’ll have a clear picture. So have they covered
on the course what happens above the hospital level, what the structures are above

NC1 No.

What’s your local health provider

NC1 Telford and Wrekin PCT, who have just merged with Shrewsbury to off load debt
Do you expect to gain a better understanding of health politics on the course

NC1 Um, not in this first year, but I would need to know how the structures have evolved
later on.

Do have any idea of how the link is made between the department of health and front
line practitioners.

NC1 No, not really

Do you have any idea of the social work system and the structures of social care.

NC1 No I don’t know, but they do link between ward staff and families. They do have to try
and sort out care packages for people and bring everyone together.

Would you have any idea of social services, or council structures.

NC1 No sorry

Ok. What is your understanding of multi-disciplinary working

NC1 Professionals working together to provide a package of care to an individual

That’s a nice succinct statement, thanks. | wish it was so straight forward to multi
disciplinary teams

(laugh)
When will you know what mental placement you will get

NC1 I don’t know where my placements will be, sometimes its only one or two days before
you go.

Oh dear. Can they be any placement

NC1 Yes, any kind of environments. There’s no set placements
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What about if | were to say put yourself in the position of a service users of mh services.
What kind of help would you like to think you could expect from the services, and from
a nurse specifically

NC1 I would be expecting answers to my problem and I’d be expecting people to be coming
up with why I have the problem, what can | be doing to get rid of the problem. I’d want
answers there and then.

I suppose what you are saying is that you would want a diagnosis

NC1 yes

Would your expectations be any different of a social worker.

NC1 No my expectations wouldn’t be different, but I wouldn’t know about their knowledge.
They might be able to pass you on.

So can | ask you, what difference to hope to be able to make to a users life

NC1 1 don’t know whether I will be able to make a difference. | hope to be in a setting where
I can make individuals a little bit more comfortable, help them feel more secure. I’m not sure,

within 3 years mental health will change significantly.

Thank you so much for your time. I’ll transcribe this interview and send it to you for a
check of accuracy and to ensure that you are happy with it, if that’s ok

Great.
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Howard 2
NC2

Hi Howard, thanks for agreeing to meet with me again. How are things going on the
course

Ok | think

Right, some of the questions | ask you today will be similar to last times, I’m not trying
to trick you, just trying to measure the impact that learning and placements have on
your level of knowledge

Ok.

Could I start by asking you to describe for me what the unique core skills of nursing are

NC2L.istening to people, supporting them, making them feel t ease and comfortable in their
environment, supporting people with health problems that are not medical.

Sorry, do you mean not physical
NC2Yes, mental

Ok. Since e last met. Have you had the opportunity to gain more knowledge or insight
into the core skills of social work

NC2No, I’ve been in meetings with social workers in then short placement we just did in the
nursing home but no further insight into the skills they need, no

What about occupational therapists

NC2Now interestingly | did come across these on the placement, as it was for elderly people,
and there was an ot on a local team that used the respite beds, and they spent some time
assessing their capabilities, it was quite interesting

Any further idea son the skills they need

NC2Well, this person was a good communicator, and I suppose if they deal with people who
have had strokes and other debilitating illnesses, then the communication gets even harder,,
doesn’t it, so they need to be clear communicators, and good listeners | suppose.

Any other skills

NC2Assessing peoples physical ability to carry out tasks...this one lady could not get herself
to the toilet or make a cup of tea and this ot put a programme in place for us to try and work

towards , well help her tom work towards that goal. She told us what aids to use.

That sounds like a really positive encounter you had there with the occupational
therapist

NC2Yes it was

289



OK, Howard, I’d like to explore with you any academic or social support systems that
have developed around you during these past 14 weeks.

NC2The workload is starting to build up but at the moment so I’'m trying to take it easy, laid
back, trying to take the information in and take the course as it comes.

Are there any study groups, or informal gatherings of like minded students where you
can discuss course work or work together on assignments

NC2I’m working alongside a number of students who have come straight from colleges, 18
and 19 year olds, 20, who can still absorb a lot of information very quickly. | was expecting a
lot of problems . It still is a problem. I have to go over a lot of my work a second time, | will
go through today’s stuff again this evening when | get home. So i suppose | am not looking
to others to work through this, i would rather approach it on my own, at my own pace

is there support at hand from tutors

NC2you can make an appointment to see your personal tutor, but they don’t help you through
assignments there is it help, but I don’t think | need that

Are there any role models on the course in the teaching teams or in the staff on your
placement

NC2Not really. The tutors seem a little detached, i think its a long time since any of them
were at the sharp end.

Oh really
NC2Yes, they seem, well they are lecturers, i don’t think of them re still practicing nurses
What about the placement

NC2The manager and her deputy are ok, too detached for my liking, some of the staff nurses |
guess, but no-one that has inspired me

Would you say Howard that you have a professional identity as a nurse yet

NC2No! Some one made a comment today that we are just monkeys out on the wards, and
that hasn’t gone down to well. You don’t get any feeling of belonging at all.

Was that a fellow student

NC20h yes, we were having a particularly negative discussion about out placement
experiences. | mean mine wasn’t negative, just didn’t feel that I was learning nursing skills.

Do you feel that, from the placement and the lectures and other course aspects, that you
have a better understanding of the core values ,philosophy, and beliefs that provide a
foundation for nursing

NC2I think that we have talked a lot in lectures about values and ethics, but they are all
encompassing
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What do you mean

NC2Well its about enabling people, not making judgements about people based on you own
latent prejudices, helping people to help themselves, that sort of thing

Ok

NC21I think the ethics thing has been the strongest, evidence based practice, not operating
outside of your competence, always ensuring that you are observed in carrying out procedures
that you have not been deemed competent to carry out on your own, that kind of thing, the
code of conduct and all

That’s really interesting. Do you think these may differ from the philosophy, core values
and beliefs underpinning social work

NC2 I’m not really sure what the social workers do, but they do support individuals more
within their own homes or care homes than within hospitals. | know they are brought into
hospitals to help with individuals. If | looked at it longer | may feel that there is not much
difference between them and the mental health nurse because mh covers the individual, but
social workers also cover the extended family and other events that do occur, particularly
children of course

what about occupational therapy, do you have a better understanding of the core
values, philosophy and beliefs that underpin ot at all since we last met

NC2well, seeing the ot worker at the home, the values are clearly similar to nursing, but more
focussed on enabling, putting things in place to help people to regain independence

what are you overall view Howard about the way healthcare professionals work together
in am ultui disciplinary way to provide the best care and treatment for an individual
then

NC2 I find it good. Within the hospitals | know very little of it. My experience in Id services
has been that it works well. As senior support worker | would have to arrange and negotiate
meetings with all disciplines to bring them all together to negotiate how the person can get the
best care. ....as key worker to an individual. Its not been so good in the last placement, it was
much more nursing and medically focussed, but the other professions were involved.

Would you say that there has there been opportunity for you to explore your personal
strengths and areas for development , both on the course and during placement

NC2Yes. | suppose so. one of my weaknesses is not coping under pressure, competing
pressures | mean. within work its not a problem, but at home, they pick up on it very quickly.

How do you think this may link to your development as a professional
NC2Well, I need to develop better ways of organising myself and working with competing
demands. | mean, | can cope with emergency or difficult situations really well, and running a

meeting or something is fine, and the paperwork. | doubt very much that I would be able to
manage a hectic busy ward with 30 patients on though.
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From what you know about the style of teaching and course delivery, do you think that
will be addressed

NC2Well, they launch modules, you can decide whether or not to attend lectures, or so it
seems, and you submit assignments. | don’t really see any close attention being paid to our
strengths and weaknesses as individuals

What about on placement

NC2Well our placement supervisors completes paperwork and makes judgements and
comments about your performance, but | don’t see where they will be picked up

Do you think you have gained more insight and understanding of the health and social
care structures and systems

NC2 No, not really. My placement was in a nursing home, run by a private , sorry
independent organisation, which is the type of organisation i worked in before. | need to wait
to get to work ion community teams or on wards to get a real feed for the NHS

But you won’t know where that will be until you start, near enough

NC2 Yes, that’s right.

Well, that’s all of my questions Howard. Thanks for your help on this, I’ll transcribe the
interview and forward it to you for checking if that’s ok

Ok
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Howard 3
NC3

Howard, thanks again for agreeing to this final interview. If I could just remind you that
some of the questions I will ask today are very similar to those asked in previous
interviews, | need to have a measure of the impact that the experiences and learning you
have u8ndertaken in then last year have had on your knowledge and perceptions

That’s alright

I ’d like to know whether you have confidence now following your first year teaching
and two placements, the last being in a mental health setting, in your knowledge of the
purpose and role of nursing

NC3 Yes, I think following that last placement, | think that nurses are expected to deal with
anything and everything

Oh gosh, that bad was it

NC3 Its been very hard work yes. | have to say that the amount of psychical work and
physical care that goes on in an elderly mentally ill ward is unbelievable

Was this what you expected

NC3 In a way yes, when | new | was going onto an elderly ward | new there would be some
personal care, well more than on wards with younger people, but it really did take over

I was going to ask more specifically about the placement later on, but i think it would be
better to discuss now. Cold you tell me something about the placement and the types of
problems clients experienced

NC3 Well it’s a 20 bedded emi ward that’s part of an older peoples unit in a psychiatric
hospital. The ward is for people suffering from mainly organic illness such as dementia and
Alzheimer’s and Parkinson’s disease.

What was the age range of the clients

NC3 Surprisingly wide actually, from late sictis to late nineties

Ok where is it

NC3 In Shrewsbury

Ok. What are the roles in the team

NC3 Well there is a matron over the unit, one of those modern matrons, a ward manager,
deputy ward manager and staff nurses, nursing assistants and lots of students like me.

are there any other professionals associated with the team

NC3 Oh yes, there are 2 old age psychiatrists who admit patients to the ward, and an
occupational therapy department in the hospital that serves all of the wards.
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What kind of interactions did you have with them

NC3 They come on to the ward and assess individual patients for independent living skills,
like making a cup of tea, cooking a light meal. They run groups, based on reality orientation
and memory provocation, that sort of thing, organised physical activities and games that
helped the patients keep mobile, such as catching balls or playing skittles

Quite a lot of interaction with the clients then

NC3 Oh yes. i think the work very hard, but they only work 9 — 5 which I thought was a bit
pathetic really

Do they mot work weekends
NC3 No, its just the nurses that work around the clock
Any other professionals that were allied to the team on the ward

NC3 There was a community team that worked with both of the psychiatrists for that part of
the city, and there were cpns, an ot, and two social workers

Oh, and what was there interaction like with the ward

NC3 Well they come to ward rounds every week and take part in case discussions and case
conferences. the social workers would often pop up to the ward to see the patients and be
towing and fro-ing from the patients relatives and the ward. I think they do a good job making
sure the relatives are coping ok

Do you think overall the team worked in an interdisciplinary way

NC3 You know it does work at the end of the day, everyone needs to speak the same
language, if you can get multidisciplinary working and getting the family on board. Having
open discussions on how you see the care of a patient going.

Is that how it worked

NC3 It seems crazy that we would consider not pooling knowledge and experience isn’t it,
but it takes time to sort it all out, peoples problems, and everyone thinks their side of things is
the ,most important.. There needs to be a point of contact, that when information is coming in,
it comes in to one person, but that doesn’t mean they are responsible for doing al the work
Well that’s how the care programme approach works in adult service isn’t it

NC3 I think so

I don’t think it will be long before it is adopted by older peoples services

NC3 Well lets hope so

How would you describe the approach to client care on the ward
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NC3 I think it was thorough, with a focus on choice and people being comfortable, but with
the difficulty of communicating with very demented and confused patients. Sometimes they
don’t even understand what y oar asking them, and you just have to cajole them along to have
a wash or get dressed or eat a meal.

What were the skills that you required to carry out that role

NC3 Lots of patience, trying to find ways of communicating with people, definite
unconditional positive regard for people, as sometimes they can be quite rude and hostile
towards you, but you have to constantly remind yourself that they don’t have the cognitive
ability to be aware of what thy are doing

Do you think the nursing skills for this client group are different in working with other
client groups

NC3 Well I have spent 10 weeks bathing, toileting and feeding people, that’s what it feels
like.

Hard work

NC3 Yes, but I know the experience wouldn’t have been the same ion the adult wards. | think
I may have had more opportunity to get involved in therapeutic interactions, counselling,
talking and listening to people talking about their problems. Communication was a problem
with the older patients

Do you believe there are core skills unique to nursing

NC3 Yes I do, | think that supporting people day in day out, making them feel comfortable
and anted, and looked after, whether they can be helped or not, whether they want help or not,
nurses need to have the strength of character to stick it out. | don’t think iys quite the same for
other professions

Why is that

NC3 Well if clients don’t want help or are beyond help, they can do nothing for them. The
nurse will work 24 hours a day watching, assisting and caring for someone to keep then fed,
safe and warm

It sounds like quite a powerful position to be in Howard.

NC3 I suppose it is. You have a responsibility to take decisions for the client when they
cannot make choices for themselves, but there best interests must be at heart at all times. It’s a
big responsibility

Do you think your training has prepared you for that up to now

NC3I suppose so yes. At university we spent a lot of time talking about ethical codes of

conduct and legal and moral responsively. You have to take your professional responsibility
to society seriously
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You have talked about the core skills of nursing Howard, Could you articulate for me
what the value base is that underpins nursing

NC3 I understand the values of nursing, putting the patient first. ...we had one lecture
whether the nhs was run for patients or staff, and we voted at the end that we thought it was
for staff, and it has to, or else it wouldn’t work

Wow, was this a debate in uni

NC3 Yes, people obviously say you have to run a service for the patients, but its just not
feasible, the service, the NHS to run as a massive concern has to be facilitated by staff, so the
structures and processes that facilitate the delivery of services are there for the benefit of staff-
to help them do their jobs

What about the philosophy and beliefs that provide a foundation for nursing Howard.
Are they different to the values

NC3 Yes, | suppose I have covered it already. it’s the responsibility for caring for someone
2417, ensuring they are safe, warm and fed, help them with the activities of daily living that e
all take for granted, that we need to survive, but for some people who are ill, they cannot do
for themselves

Would you say at this stage in your training, that you have a professional identity as a
nurse

NC3 Yes, | think so. | thinks the job is different to what i have done before in social care, its
all embracing, the responsibility is huge

So you feel like a nurse now

NC3 Yes I think so. I’ve been doing nursing tasks on the ward, which feels different to any
other setting. You feel part of a bigger team in a hospital

Do you think you made the right career choice

NC3 | think so, | would hope that I will get amore varied experience of services in the next
two years. | have had not involvement in psychology yet so that’s something | would hope to
get experience of

Can | just check out with you then Howard, whether you views on any of the following
have changed following a year of training and your placement experiences; the core
skills required for social work

NC3 I’m sorry Teresa but | can’t remember what I’ve said before

Do you feel that you have more in sight into the role of social workers in the context of
older people with mental health problems

NC3 Yes and no, | didn’t get a chance to get involved in what they were doing, | did get to

speak to some who ha sectioned the patients to come in, that must be a very scary part of their
job
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Indeed. What about the value base o social work practice then

NC3 Again, | can’t remember what I’ve said before, but I definitely feel that they are
focussed on equality And peoples rights, and protecting the vulnerable from abuse

Ok. Now onto occupational therapy, do you have further insight into the core skills
required

NC3 Well I have had more to do with the ot department on the ward, and the ots and the ot
assistants seem to be very upbeat, full of energy and extremely positive, | think that is a skills
or disposition more like that they would need to do the job well, enthusiasm and infectious
motivation

That sounds fabulous- infectious motivation
NC3 Yes (laugh)
What about the value base that underpins their work

NC3 I would say its about enabling people towards independent living, helping people to
remain independent for as long as possible

Ok. Is there any other effect that the placement has had on you, other than exposing you
to nursing practice in the real world

NC3 I’m not sure | understand the question

Do you think that just working alongside other nurses, and other professionals that you
have been able to dispel or confirm stereotypical images that you may have had about
nurses and other professions

NC3 I don’t know, I’d have to think about that. | suppose in have been disappointed with the
psychiatrists, | thought they might do mQOore with patients

Do you feel now that you have a better understanding of the various health and social
care delivery systems and how the role of the nurse fits in.

NC3 I understand the inpatient process quite well, how people get admitted, what the care
process is like, and the types of ser ices that are out there for older people with mental health
problems

Do you have any idea of the social care services, or voluntary or independent sector
provision

NC3 Yes, there are a number of day care centres that our patients went to, and quite a ot of
domiciliary care organisations that provide care at home. The social workers have to organise
access to those services most of the time

Has your placement experience afforded you the opportunity to practice and begin to

evaluate the core skills of assessment, report writing and intervention planning through
to closure and discharge.

297



NC3 I’ve completed admission and assessment forms, 1’ve done a lot of case note writing,
and I’ve done a case study on one patient. | did write care plans but I didn’t do any of the
discharge process, the staff nurses seemed reluctant to let me do that

Would you say that you have confidence in your own ability to function in a multi
disciplinary team in the community, if that’s your next placement

NC3 Oh I’m not sure about that. I thin it will be a very different environment indeed

Have there been any role models either at Uni or in the practice placement that they
have been able to identify with

NC3 There was a nurse, well a couple actually who were extremely dedicated and ard
working, and had a really string empathy with the clients, | would like to look to them for
inspiration, 1’d be happy to be like them in the future when I qualify

Do you think there has been the opportunity to explore your personal & professional
strengths & skills and identify areas for development.

NC3 With some of the basic elements, like communication skills, empathy and dealing with
people, my placements have only reinforced what I already believed, that my skills are quite
strong in that area. | think there is a massive knowledge gap that needs to be filled, and only
experience and lectures and assignments can fill that.

Ok

NC3 We do a reflective journal which will give me the opportunity to discuss events, what |
did, what I should have done, and what would | do in the future, so it gives you that
opportunity to reflect in your own mind as to where you may go wrong

How would you describe the culture of learning or teaching at uni

NC3 | think they spoon feed a lot of information, but there are helpful debates, they
encourage thinking for yourself and most of all put the responsibility for learning on the
students. We are adults after all, this isn’t school

What about the syllabus content, has this felt appropriate this year

NC3 No, not at all. Some of the basics like holistic approaches to nursing and ethics have
been essential really, an we have learned something of the healthcare system we are going to
work in, but I had really hoped to have done at least a little bit of mental health

Have you really not touched on it al all

NC3 Well we have done self awareness at a basic level and something about coping
mechanisms but nothing about mental illness

And you have enrolled on a mental health nursing course
NC3 Well yes, my thoughts exactly

the syllabus must be more mental health focussed from next year as you branch
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NC3 yes, | hope so

My last question Howard is about the academic and social support systems within your
peer group. You stated last time that you have shied away from study groups and other
informal support groups, and you didn’t seem to be making much use of the formal
processes either, like the personal tutor

Yes

Is that still the case

NC3 I think I will get much more out of support from colleagues on placement and placement
supervisors that other students on the course. I don’t have much in common with the 18 and
19 year olds on the course, don’t have the same interest

Ok Howard, thanks a million. I’ll transcribe the interview as before and send it to you.
A big thank you to you for agreeing to these interviews with me

Not at all, thank you
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Paul 1
OT A

Session 1 — beginning of course
Hi Paul, thanks for agreeing to take part in this interview
OTA1 No problem

I have a number of questions for you, and I’ll start with asking why you decided to
become an OT .

OTA1Um, why did i... I suppose I didn’t know what | wanted. | did biology , sports massage
and psychology at college and at that | time | wanted to work in sports therapy or
physiotherapy. It wasn’t until | started looking into what my options were for uni that | came
across occupational therapy

Oh, I see

OTA1So I thought, um, that sounds cool, lets go for that

So before looking at uni options you say, you hadn’t thought about it as a career before
OTA1Um, no

You’ve indicated that you are interested in working in mental health

Yeah

Is there any particular reason for that interest

OTA1 Um, well I did psychology at college and I’ve always been kinda intrigued about
mental illness and stuff, but I thought that doing a psychology degree wasn’t for me. | wanted

to train and start working straight away, if you know what i mean.

I think so, you would have to do further training after a psychology degree to become a
psychologist

OTA1 Absolutely. Burt when i looked at this course there was a big focus on mental health
and learning disabilities and | thought, this looks interesting

So at any time did you consider any of the other health or social care roles in mental
health, such as nursing or social work?

OTA1 Um..not nursing, no. social workers don’t train in mental health do they?

Well, they receive some training in mental health during their training and they can opt
for mental health placements, like in OT training.

OTAI1ON, | see
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What would you say , Paul, makes occupational therapy different or preferable to the
other professions

OTA1Um, I’'m not sure . | think it offers a wide variety of options for areas that | could work
in afterwards, when I’ve finished training.

Ok. If I focus on nursing and social work as the other professions fore the purpose of
this interview, do you think it offers more scope and variety than they do

OTA1 Um, yes, well I suppose I don’t really know about that

What is your understanding of nursing.

OTA1L Um, caring for peoples needs, administering treatment..that sort of thing?
Yes, , whatever you understand the role to be

OTAL1 I don’t really. | don’t know any nurses, so i only go by what 1’ve seen on TV and in
films.

What about social workers — what’s your understanding of their role

OTAZ1 Assisting people who are having difficulties, socially deprived people | suppose
mainly

How would you describe socially deprived people

OTA1 Um, with no job and income, perhaps in bad housing...um old people who are
struggling with money and bills on their pension,, that kind of thing

Ok. How do you think they might assist these people then, what would their role be in
relation to those you describe

OTA1 Um, sorting benefits for them, knowing where they can go for help, day centres, that
sort of thing

Ok, thanks for that. Could you tell me what your hopes & expectations of your OT
course were throughout the past year leading up to the commencement of the course

OTA1 Um....i was hoping that it would be challenging, hands on, um.... I was looking
forward to meeting new people

Ok. Have these altered now that you have been on the course for 6 weeks

OTA1 Um. No, not at all. Its been really challenging. You know. Only last week, one of your
tutors got us into pairs and got us to undress to our underwear in front of each other, then told
us we had learned our first lesson in how never to underestimate how embarrassing it can be
for our clients to have to strip for therapy, because we will inevitably become blasé about it

Wow what a lesson

OTAL1 Yeah..(laugh)

301



I know this is early days, and very early on in your course, but what do you think makes
a good ot

OTA1 Um, someone with patience, common sense, um | think you need a practical approach
to problem solving, um, thinking things through

Ok, bearing that in mind, what might the core skills of occupational therapists be?
OTAZ1 Core skills, like what you need to do the job?

Yes

OTA1 Well, the job, I think, requires skills in assessing peoples needs, social and daily living
skills, employment work and stuff ...and enabling people to relearn practical skills and being
able to get around and care for themselves when they have experienced illness, injury or
accidents..

Ok, so what core skills would enable someone to carry out that role

OTAL1 Patience, an ability to strike up a relationship fairly quickly and easily with some one.
You need to work with people to encourage a positive attitude. I mean some people may need
to relearn how to dress themselves or even go to the toilet.

Ok

OTAL I mean, i don’t think its rocket science, helping someone to prepare a meal for
themselves, its not about having skill in the actual task, but being able to make someone fee

comfortable with you helping them to do that.

And do you think that these skills are unique to OTs or are they skills that other health
& social care professionals need

OTALUmm..i think confidence and people skills are needed in all of the health and social
care jobs really.. i should think

What do you think the core skills may be for nurses

OTAI1Listening and communicating well with patients, um practical skills such as lifting and
handling..... giving injections and those sort of hands on interactions

What about social work, what do you think may the core skills required for social work
OTALUm, again, listening to people and being able to communicate well. I would think that
being able to explain things to people in ways that can be easily understood would be

important.

Ok. What do you believe, then Paul, are the values , knowledge base & philosophy that
provide the foundation of occupational therapy
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OTA1Umm, values are to promote independence and enable people to live as independently
as possible

OK

OTA1What was the other part. Other than values and philosophy

Underpinning knowledge

OTA1Well, ......occupational therapists help people to overcome difficulties, which may be
the result of physical or mental illness, an accident or the ageing process, so i suppose you
need to have knowledge bout physical illness , mental illness, the types of injury people might
have and the affect this may have on their independence, the ageing process, that kind of

thing.

Thank you, that’s really useful. What would you envisage are the values and philosophy
underpinning nursing

OTA1Um...would it be something about caring for people when they cannot look after
themselves and helping them in their recovery? | don’t know

What about their knowledge base

OTA1Well again, that would be about anatomy and physiology, drugs, the nervous
system...that kind of thing

What about social work then, how might you describe the values and knowledge base
and philosophy underpinning social work

OTALUmmm......values and philosophy might be....i don’t know 1’m guessing it would
be...helping people to access services that they cannot access themselves

What underpinning knowledge may they need for that

OTA1Good knowledge of benefits and the law, and peoples’ rights.

Ok, thanks. What are your own personal strengths & skills and areas for development
OTA1IMmm.....personal strengths. I’m a good talker.. and listener. | think | can make people
feel at ease with me. I’ve got a good sense of humour. I think I’m quite mature for my age,
which helps. And | have a really positive attitude to life, you know?

A strength in all walks of life I would say

OTA1lYeah!

Paul, do you think you could tell me what your understanding is of the structure of
mental health services in health care.

OTA1Mental health services

Yes
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OTA1Um, not really. | know there are mental health hospitals, with occupational therapist
teams in them, that’s about all.

Ok, what about mental health in social care

OTA1 Not a clue really. I know there are mental health day centres and learning disability
day centres that are run by the local authority.

Ok, thanks for that. Can you tell me what your understanding of multi-disciplinary
working is.

OTA1Well its people from different disciplines , professions working together on a case to
help make sure all of their needs are met? Is that right?

I’m not sure there is only one right answer, but that sounds find to me

OTAL1 Oh!

You described what you understand mental health services to be in health and social
care and you have indicated that you would like to work in mental health and you hope
to have a mental health placement this year. What kind of placement do you think you
might be in within mental health services

OTAZ1 I dunno. I would have thought within an ot team in a mental health hospital

Ok. Putting yourself in the position of a mental health service user, what would be your
expectations of an OT

OTAZ1 | would expect that an ot would be able to help me overcome difficulties that have
resulted from illness or injury, to be able to teach me ways of coping so that I can live in my
own house without the need to be assisted by other people.

What difference then, do you expect to make to a users life

OTA1 | would like to think that I would help them get home quickly, back to where they
want to be rather than staying in hospital longer or needing to go into care or have people
helping them at home

Ok, thanks for that Paul. That’s been really helpful. I’ll, be back in touch to arrange
another interview in a few weeks, will that be ok?

OTAL Yeah, no problem at all
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Paul 2
OTAZ2

Thanks for agreeing to this second interview Paul. Some of the questions | have for you
today will be the same or similar to the ones | asked in the first interview. This is just so
that I can capture any changes that have taken place over the last 3 months, is that ok?

OTA2Yep

I’d like to start if | can asking you to tell me what you think the core skills are that an
occupational therapist requires

OTA2Am | supposed to give better answers than last time?

No, not better- but maybe different, depending on what you have been exposed to over
the last 3 months on the course

OTA20Kk (laugh). I think a core skill an OT needs is to have the ability to form effective
working relationships with people who may be disillusioned, disappointed, lacking in
motivation...that takes patience, determination and a positive attitude.

So you would say the main skills are around communication and relationship building
OTA2Well yes, but also the ability to understand and accept other people's priorities and

lifestyles. What you might think is appropriate and achievable may not be what they
think........ you shouldn’t impose your views on a client.

Would these be the same core skills required for nursing, or would they need different
skills

OTAZI thinks some of them might be similar..but | would see nursing as providing more
distinct treatments when someone is acutely ill, so perhaps choice and working at someone’s
pace isn’t an option. | would say they have more practical application skills as core, around
treatments and medicines.

and what about social work. What are their core skills required to practice

OTAZ2I would say a lot more similar to occupational therapy, around relationship building,
communication. Perhaps they need to have more confidence and skill in challenging
discrimination, working on behalf of others ..... I’m not sure. | think there is a lot more that

they have to learn around the law, rights and policies- that sort of thing

Thanks Paul. Could you describe for me any academic support systems within your peer
group that have evolved

OTA2My peer group- do you mean other people on the ot course

Yes, or other students at uni with you on other courses
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OTA2Well we have tutorials in small groups with lecturers, they are quite useful. We have
one to one tutorials with our individual tutors- is that the sort of thing you mean

Yes. Are there any study groups or online discussion groups

OTA2Um, no

Ok. What about informal, or social support networks- is there anything emerging
OTAZ2There are some great people on the course, I’ve met some lovely people

That’s great

OTAZ2Yeah, but the thing that has surprised me is how.. mature and sensible the other
students seem. They really take the course seriously. There are a couple of ..groups of like

minded people shall we say, that have met up to discuss assignments and stuff.

You have talked about the positive influenced from fellow students. What about the
tutors or lecturers. Are there any role models that are impressing you at the moment-

OTA2Um, depends what you mean by role models
Well, is there any one tutor or lecturers who seems to emulate for you what a good
practitioner ot should be and, whom has inspired you, or made you feel like you would

want to be like them in practice

OTAZ2NOo, not really. There are some knowledgeable people, but i don’t really see them
modelling what an ot should do in practice, its more...i dunno

Do you feel that they are teaching you how to practice
OTA2No, more the background , theory and research behind it. | think
Do you think you have a professional identity yet Paul, as an ot

OTAZ2No.....I’m not anything yet, I’m just a student. I think I know more about the difference
between my chosen profession and the other health and social care roles

Really? Why is that

OTA2Well, on the inequalities module I’ve been doing these last few weeks we have
focused on all of the health and social care professions really, on the approaches they all take
and the values they are based on. That’s not to say that we haven’t focused on the role of the
ot- I’m also doing a human occupational performance module which really does focus on the
foundations of occupational therapy practice.

That leads me nicely into my next question Paul, which is about your understanding of
the philosophy, core values and beliefs that provide a foundation for occupational
therapy
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OTA2Well, i would say the core values are promoting independence and enabling people to
live their lives in the way they wish to, the philosophy................ is to help people to lead full
and satisfying lives as independently as possible.

Would you say that you understand what the philosophy and values that underpin
social work are

OTAZI think they ate similar in many ways, but more about challenging society to treat
people equally, with regard to access to services , that kind of thing.

What about nursing- philosophy and values

OTAZI think they are more about caring for people, keeping people comfortable, preserving
life, although the equal access thing wood be the same.

Have you developed any views about the social work and nursing profession over the
last few weeks? You said in your first interview that you didn’t really know much about
them. Has that changed at all

OTA2Well I have spent time with social work physiotherapy and nursing students in lectures,
which means that | have got a broader understanding now of what their work is about, but |
can’t say that I know what they do. Mind you, I don’t think I can say that about occupational
therapy either.

Has there been opportunity for you to explore your personal strengths during these
modules, or identify areas for development

OTA2Um, that’s tricky... | can’t think of anything at the moment. | know that | have a lot to
learn to enable me to carry out in depth assessments of peoples abilities regarding daily living,
domestic skills, cognitive functioning....that kind of thing. There is a large knowledge gap that
needs to be filled.

How do you think this may link to your development as a professional

OTAZ2I don’t know what you mean

Well, do you think that id f you gain this specialist knowledge around assessment tools
for instance that you will be well on your way to becoming an ot

OTAZ2Yes, I think once | have the specialist knowledge, and experience of course

Could you try and briefly explain for me Paul, as if | were Joe public on the street, what
an ot does?

OTAZ2RIight....we work with clients on a one-to-one basis and adapt treatment programmes to
suit each individual's needs and lifestyle.

What sort of treatments, what would the programmes be?
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OTA2Well for example, we might teach a patient recovering from a stroke how to dress
themselves

Ok

OTA2We might undertake an assessment and offer advice regarding appliances that will
enable a person to carry out everyday tasks in their own home, such as washing, cooking..

What about mental health, what specific services might you offer.

OTA2We can provide counselling and support from patients and their families , particularly
helping them to adjust to problems and disabilities.

In your last interview | asked you about your knowledge of the health and social care

systems. Has this progressed or developed at all during the last few months at uni

OTA2umm, I’m not sure | know or understand any better the high level organisational stuff. |
think its more about learning about the other professions and how they approach patients

ok. So you don’t think that the course so far has address ed the wider service delivery
context

OTAZ2no, not at all

Do you think Paul that you could give me a very basic overview of the delivery style and
methods used on your course and the subjects you cover- this year

OTAZ2 Well, I’'m just coming to the end of aN inequalities in health and welfare module,
which is for students from a whole range of courses. It’s been really useful because we’ve
been able to look at how each of us in our professional roles and interventions can address
some of the inequalities

Was this one of the first modules you undertook

OTA2Yes, amongst others. We have been focussing on the foundation of occupational
therapy and the core principles, but this module, the inequalities one has been really
interesting,

Could you give me an example of the courses that other students are on

OTA20h professional courses mainly, such as social work, nursing, physiotherapy.

I see, and you have found leaning alongside these students helpful

OTA2Well, its been interesting to hear how the different profession tackle problems
differently.

OK Paul, that brings me to the end of my questions, do you know where your placement
IS going to be
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OTAZ2Yes, | managed to get a mental health one, on an inpatient unit in Birmingham, I’'m
really pleased.

That’s fantastic, I’ll be in touch in a few weeks then to double check this transcript and
arrange another meeting. Is that ok?

OTA2Great.
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Paul 3
OTA3

Session 3 — following a mental health practice placement in a multi-disciplinary setting
Hi Paul, thanks for agreeing to meet with me again

OTAS3NOo, that’s ok

You are just coming to the end of your placement arden’t you

OTAS3Yeah

In geph

OTA3Yes, the ot department

I’ll ask you more about your placement and the experiences you have had a little later if
that’s ok. I’d like to start if I may returning to the core questions that I asked in
previous interviews. Apologies for the repetition

OTA3That’s ok

Could you tell me what you understand to be the value base and philosophy that
underpins occupational therapy

OTAS to work with clients to enable them to live the lifestyle of their choice, um
understanding and accepting those choices and enabling people to live as independently as
possible

ok. what about the values underpinning nursing

OTA3mmm, from my experience of nurses in the hospital 1’d say completing paperwork
(laugh)

really, is that what you saw them doing most

OTA3well, the qualified ones seemed to just spend all of their time in the office. | can’t
remember what o might have said before...something about caring for people when they are
unable to do so for themselves I think

is that what you think now?

OTA3Well I didn’t really see much caring, more keeping safe. There were definitely some
challenging clients that were , well really quite abusive, physically and verbally. The nurses
were the ones dealing with that

So would you say their value base is caring for people and keeping people safe
OTA3Well yeah,

Oh,

what about the underpinning values of social work
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OTAZ3I think its about advocacy, working on behalf of clients to enable them to access help
such as finances, benefits, housing and services that they cannot access themselves

ok, could you explain for me what the purpose & role of an occupational therapist is
OTAZ3right...Improving quality of life is the main role. our focus is on the whole person, the
holistic approach. We... enrich the quality of peoples life, the things that are important to
them. our approach is holistic, seeing every part of their life and experience as equally
important to clients. Through occupation and activity, we try to enrich that life’ psycho-
educational interventions such as anxiety and anger management,

what about the purpose and role of a nurse

OTA3well form what | saw on the wards it was preventing suicide, managing aggressive
behaviour and administering medication

goodness, that doesn’t sound too attractive a a career option

OTAS3well, its what | saw. They didn’t do ,much with the clients, know what I mean? Talking
or therapeutic activities- they sort of looked to the ot department for that

ok what about the purpose and role of a social worker

OTAZ3I think the social workers ensure that practical issue are dealt with, such as housing,
benefits and finances services are dealt with when people cannot do it themselves

Do you think you could explain how the different professions work together within the
inpatient setting that you have been in.

OTA3How they work together
Yes, how do they communicate, cooperate, provide a service to the client

OTAZ3I would say they mainly communicate in meetings, like ward rounds,...and through
written records

Do you think they communicate well
OTAZ3I think they all go through the motions, but there is so much that goes unsaid
Really, like what

OTA3Well, there was one psychiatrist that everyone seemed to dislike, but no one really
stood up to him or spoke their mind, they just pulled him apart behind his back

Oh, really
OTA3Well the social workers seemed quite happy to take on the doctors but the nurses

didn’t, well not the ward nurses. | must say that | would have ,liked to have had a placement
in the community mental health team, the attitude with the staff seemed very different
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In what way

OTA3Well, they seemed to be more willing to take responsibility, take decisions, take risks.
The ot on the team seemed to have a very different role to the ones we had in the hospital,

Like what

OTA3Well they did much the same ans the social workers and nurses, acting as care
coordinator, developing care plans,

So their roles were quite similar
OTA3From what | saw in ward rounds and in meetings, yeh.
Would you say Paul, that you have a professional identity as an occupational therapist

OTA3Um, that’s an interesting one. Yes, | think I do feel like an ort now. | have had the
opportunity to try our my skills and test some of the theory taught in uni

So it has been useful then after all, everything they have taught you at uni

OTA3Well you don’t think of it at first. You think you are just going along with your gut
instinct, but when I discussed my work with my placement supervisor, she was linking it back
to the theory and it was pretty clear then.

What have you been able to do then as an ot on your placement

OTA3Well | have been able to work closely with peopled who are quite ill really, at their
worst, to reduce their anxiety , loneliness and isolation, and for some, a sense of despair. |
think I have helped some of my clients to raise their confidence and helped them to manage
better or perhaps develop and practice coping strategies is better

How have you done that

OTA3Well I’ve actually run an anxiety management group on my own, which was quite
daunting but immensely rewarding.

You enjoyed that

OTA30h yes, | have also been able to spend time with individual clients, 4 1 worked with
especially, building up relationships and assessing their needs

How did you do that

OTA3Well, using the multi disciplinary assessment of need and risk assessment forms, care
plans, mobility rating scales, that sort of thing

How did you fit into the team

OTA3Well | was part of the ot department which was only ots and ot assistants and str
workers, ex service users
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So you didn’t feel part of the wider team within the unit

OTA3Well no, the ward staff are very separate, and all nurses or nursing assistants. The
psychology department was totally separate and very distant and well. snotty it has to be said.
As | said earlier, | think a community team placement would have been more enjoyable. |
didn’t really get a chance to work with other professionals

Do you think your approach or attitude towards clients has changed as a result of your
placement experience

OTA3Umm, i don’t think so...i feel quite pleased with myself, | have come across some very
disturbed clients which was difficult to cope with at first, but the staff team were supporting
and helpful to each other. Um, yeah, i felt well supported.

That sounds a little like us and them, the staff and the clients

OTA3Well it can be scary when someone is pacing around, giving you dirty looks and
muttering under their breath, very unnerving, so you don’t want to do the wrong thing,,
unnerve them or make them worse, so you need to look to the qualified staff for a steer.

I see. Would that have been verbal or just watching what they did and using that as a
model approach for the future

OTA3Um, yes, i suppose the latter

Do you feel that the role of an ot in an inpatient setting has any power, in relation to
clients

OTAZ3I um ..hadn’t really thought about that. Power...i suppose so. well i don’t know, the
clients don’t have to go along with what we say, although i suppose if they are keen to get out
of hospital, they would do so quicker if we were able to report that they were doing well and
making good progress.so i suppose....maybe

You have talked Paul about your experiences of working with the nurses, social workers
and the psychiatrists and psychologists to an extent

OTAS3Yes

Do you think that this multi disciplinary work environment and the social engagement
that you have had with colleagues has had any impact on how you perceive your identity
OTAZ3 (pause) I have liked what | saw with the ways that fellow ots operated, so I think | am
happy to identify myself with the profession . yes, | suppose | feel like a student ot now, nut
just a student

Wow, that’s a good outcome from a placement, is it not?

OTAZ3I think i made the right choice
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What about professional stereotypes- have any of the stereotypes you held of doctors,
nurses, social workers and psychologists been challenged or reinforced during this
placement

OTAZ3I think my perception of nurses has changed, they weren’t the approachable, hands on
nurses that i had imagined, much more distant, tougher, harder in some ways
Ok .what made you think that

OTA3Just they way there were with clients, how they kept control of the ward and the way
they maintained the routine | suppose

What about the other professional

OTA3Um, i didn’t really spend any time with the psychologists, just present in a few
meetings with them, so i can’t say that | know any more about them than i did before

Ok, and the social workers

OTA3They seemed to be a tough bunch and all, but direct and helpful I think. There was one
that was a right old moaner though. Always having a go at us for not doing this or that enough
with her client.

Really

OTAS3Yeah, she was a bit of a pain

Have there been many opportunities for you to explore your strengths & skills and
identify areas for development.

OTA3 Well 1 think the whole placement has done that. The things | thought of as strengths,
building relationships with people and communicating, | was able to test out in some very
challenging situations, and | was pleased with how I coped

any new skills you have become aware of

OTA3UmMm........ running groups, that was new to me and was much trickier than i thought. So
much planning and preparation, and quite difficult to take the authoritative position of a leader
of a group.

Itis, indeed, but a new string to your bow

OTAS3Yes!

What about areas for development

OTA3Um, | think I tend to ponder and listen too much sometimes, perhaps | need to be a bit
more proactive
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Has your placement experience afforded you the opportunity to practice, and perhaps
begin to evaluate the core skills of assessment, report writing and intervention planning
all the way through to closure and discharge.

OTA3Um, yes, | took part in a number of assessments, and completed the paperwork with my
supervisor. The writing in notes was quite straight forward, if not time consuming. The care
planning paperwork was overwhelming!

Really?

OTA30h yeah, there are only so many times you can repeat the same information over and
over again- | got sick of writing my own name!

It can indeed take over the role. Did you see any clients through from admission to
discharge

OTA3Yeah, a few. They didn’t come in ill and go home better though. They were just
deemed well enough to go home with home treatment support or the usual community support
team

Do you think your understanding of the various health and social care delivery systems
has improved a s a result of the placement

OTA30h yes, | understand the processes within the hospital and understand better the type of
services that are in the community.

What about your course. Could you explain for me briefly what you think the overall
culture and teaching style is like

OTAZ3The uni course
Yes

OTA3Well | think it is well organised, we have had a good balance of topics, we are treated
like adults who have to take responsibility for our own learning

Could you give an example of that

OTA3Well, if you don’t turn up for a lecture or you are late getting an assignment in, they
don’t chase you to tell you off, you just fail or get marked down. There are consequences for
your actions

What about informal academic or social support systems within their peer group. You
mentioned last time that there are tutorials and informal study support groups that have
arisen during the first half of the year. Are these still in place

OTA3Um, we haven’t got together really since we’ve been on placement.

Do you think these groups have influenced your professional socialization in any way
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OTA3What do you mean

Well has your identity as an ot been challenged ort strengthened by the support from
these groups,

OTA3NOo, I don’t think so, not on my identity as an ot. It has influenced by choice of
assignment partners or choice of group work colleagues though

I’ll bet. It helps to find that out early on doesn’t it

OTA3yes

My final question Paul you’ll be pleased to know ids about role models. Have you
identified any role models either at Uni or in the practice placement that you have been

able to identify with

OTA3yes, my supervisor on placement was extremely competent and professional, | would
hope to be as good as she is someday

that’s excellent . what was it that you admired most about her professionalism and
competence

OTA3well she was confident in dealing with difficult clients, she managed to persuade them
to take part in things when they really weren’t motivated to, and she was challenging but
polite with staff from the wards.

Did you see behaviours that you would like to emulate or use in the future

OTAZ3Yes...I think some, yes

Well that’s been great Paul. I’ll type all this up and send it to your for accuracy. |
cannot thank you enough for your time and effort

OTA3Will | see a copy of the final PhD

Oh yes, you can have a copy
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Ruth 1
OTB1

Ruth, thanks so much for agreeing to be interviewed. It will last about an hour, and
some of the questions you may well not be able to answer, and that’s to be expected sop
early on in your course

Ok

I’ll kick off by asking why you want to become an OT? what are the motivating factors
behind your choice.

OTB1 Um, | wanted to work with children with learning disabilities initially, um

Had you done that before

OTB1My cousin has down syndrome and I’ve virtually grown up with her. It just comes
naturally to me, working with special needs. Whilst | was at college I did 1 day per week
work placement as a classroom assistant in a secondary school.

At what point then did you decide on OT as a career- when were you exposed to this
OTB1Well I was going down the physio line, but my biology grades weren’t up to it and
someone suggested that OT was kind of similar, but you get a hell of a lot more opportunities
, job wise. It kind of reflected what | was doing at college at the time, health and social care,
so | thought, right I could go for that. I got a lot of info on OTs during my course, and so |
applied to uni.

Did you choose this career, or has it chosen you

OTB1Um, a bit of both I think

Had you considered any of the other health or social care roles other than physio -
What about social work or nursing?

OTB1We’ll originally | wanted to be a radiographer (laugh)

Oh right, you’ve been through all the allied health care professions at some time..
OTBL1Yes, | settled on one. But never nursing of social work, no.

Where did you get your information on OT roles then.

OTB1Umm I did a bit of research at college, we could do our assignments on the profession
we wished to follow, so | did a lot on physios ‘cos at that time it was what | was interested in.
the rest | suppose was personal research on the internet.

Did you find it easy to find information OT

OTB1No! definitely not. Not a lot of people know what we do, most people think its basket

weaving and making tea! When | got to the open days at uni that’s when things started falling
into place. That’s where | got the accurate information on the OT role from.
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mm. it’s a shame that was not more widely available

OTBLlyeah.

What makes the OT role different/ preferable to the other professions

OTB1With OT it’s the range of job opportunities. You can work with mental health, children
, older people, injury specific. There are always opportunities to work in many different
situations. Nurses and physios have to specify which areas they want to work on and have to

be based in hospitals or surgeries, basically.

So you felt that with the other professions you would have to make a choice on
specialism early on

OTBL1Yes, where as with OT there are opportunities all the time to chop and change. If you
fancy a change in job setting, and its easy to change, there are plenty of jobs

So you did your health & social care course at college. What were your hopes &
expectations of the university course leading up to starting?

OTB1That it would be a nice course and that | would be happy doing it.

What did you think you would learn, get out of it

OTB1Um, hopefully along the mental health and learning disabilities line, ummm | think
different ways OT can be used with people, and how it benefits. It will be personally
rewarding to be able to see how you can help someone for the rest of their life

What about academically, assignments and stuff

OTBL1I was offered a place at St Loyes as well as Coventry, and | chose Coventry because it
wasn’t as academic as St Loyes. St Loyes was very exam based, it was like school, you had to
live on site, you couldn’t live anywhere else, and they seemed to be.. well, quite...... straight
people. I went to look at Coventry and they were very much more relaxed and laid back. They
were very nice about things. St Loyes was a 1 on 1 interview, where as Coventry was a group
interview, and there were lots of opportunities to talk to OT students already on the course.
With Coventry it was assignments and a final exam, St Loyes was exams, exams, exams. |
don’t want that kind of pressure

Have your expectations altered now that you have been on the course for 2/ 3 months
OTB1NOo, the course is living up to my expectations, I’m enjoying the course

Ok, what would you say makes a good OT

OTB1Um, you’ve got to be friendly and be good with people

Good interpersonal skills then

OTB1Yes
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What would you say then are the core skills of occupational therapists

OTB1Umm, I think they are the same as the ones | just said, being a friendly person and
being able to communicate well with people

Do you think these are unique to OT or are they shared amongst other health & social
care professionals

OTB1Umm I don’t know but I would have thought that all jobs working with people would
need these skills

What do you believe are the values , knowledge base & philosophy that provide the
foundation of occupational therapy

OTB1Umm...l don’t know

Have you done any work in uni so far about the value base that guides and informs the
work of OTs.... underpinning beliefs and approaches to the work

OTB1Umm not really.
Cam | ask what your understanding of nursing may be

OTB1Um, you specialise in a particular area such as general, mental health , learning
disability or older people

Ok. Could you explain what they do

OTB1Umm, no not really

Would you have any idea of what sk8ills may be required for nursing

OTB1NOo, not at all

Or the values that underpin nursing

OTB1No

Ok. What about social workers .Do you have any idea about their role and what they do
OTB1Ummm, no (laugh), sorry

OTB1Any ideas about the skills they need or values & philosophies

OTB1No idea, I’'m sorry

That’s Ok. What would you say Ruth are your own personal strengths & skills and
areas for development

OTB1Um I think academically | need to develop my academic skills, I don’t know what is

really expected at this level yet. I’d say | enjoy working with somebody, building up a
relationship with somebody, 1I’m a people person so ..thats my strength.
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Not a bad one to have. Looking at the wider picture Ruth, what is your understanding of
the structure of mental health services in the global health setting

Umm, no

would you know what organisational structures are in place above or below hospital
provision, or lines of accountability to the Department of Health

OTB1Umm, no, | don’t

Ok, do you have any understanding of the structures in social care, the lines of
accountability, or who employs who, such as social workers

OTBlumm, no.
That’s ok .What is your understanding of multi-disciplinary working.

OTB1Um, lots of different people working with a person, from different organisations, like,
um, a GP and a doctor in the hospital for instance

You have chosen mental health as a specialist area and you have a mental health
placement this year. What is your understanding of mental health services

OTBL1I don’t have much of an understanding of mental health services. | haven’t had my
placement yet, although we have talked about mental health and learning disabilities at Uni. I
have a little more knowledge about learning disability schools.

OK. Lets see what placement you get. When do you get to find out

OTB1Soon, Hopefully.

Is there a specific group you would like to work with

OTB1Children

OK. Putting yourself in the position of a young mental health service user, what would
be your expectations of a OT

OTBLIts hard for a child to tell who is who | would have thought, but I would want to know
that this person was going to do their best to help me. Um they would want you to be a nice
person

What difference do you expect to make to a users life

OTB1Umm, to help someone to change their life for the better, to be able to learn ways of
coping with their illness or disability

Is there anything else that you would like to add

OTB1Umm, no | don’t think so.
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Thanks Ruth I’ll contact you in a 3 months time if that’s ok to arrange a further
interview.
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Ruth 2
OTB2

Hi Ruth, how’s the course going

OTB2 Really well, thanks

Thanks for meeting up again. The interview will last about the same amount of time,
about 1 hour. We will be revisiting some of the questions I asked in the last interview. Is
that ok

OTB2Yes, fine.

Lets start with what you think are the core skills of occupational therapists

OTB2To be well organised, to be able to manage yourself and.. well, you have to be flexible,
and you have to be able to work as part of a core team, as well as being able to work on your

own

What about is your understanding now of the philosophy, core values and beliefs that
provide a foundation for occupational therapy

OTB2Umm. We have been taught it at uni, what is OT

And what are the values that underpin OT work

OTB2To enable people to achieve independence in everyday life
What about philosophy

OTB2 Mmmmm, don’t know sorry

Ok last time | asked about your understanding of the skills required for nursing. Has
you knowledge or insight on their role changed at all since we last met

OTB2Um, we are doing a module with nurses, social workers and physios. they help their
patients, just in a different way to us. A nurse or physio is medical, we don’t do anything
medical like treatment.

Ok, so if you enable clients what do they do

OTB2Umm (laugh) maintain physical health

what skills might they need to do that

OTB2 Knowledge of medical treatments, teaching skills and helping people to understand
how to look after themselves

Ok. Do you have any idea what the values and philosophies may be that underpin
nursing

OTB2 Um, maintaining health and life where possible, I think
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Ok. What about social workers
OTB2They maintain the social and environmental level.
In what way

OTB2Maintaining the family environment and social situation, helping restore the status quo,
the um balance

If that’s the or underpinning philosophy and value base, then what might the skills be
that they need

OTB2 The ability to work with people and their families, good people skills

Ok, could you tell me about the nature of any academic or social support systems within
their peer groups that have evolved since you started the course

OTB2Um, on the student side, there is little groups, but you feel that you can go into that
group and you will be accepted. They aren’t clicky. OTs seem to be really nice people who
are very accepting of others. Um. On a student scale, people are willing to help you if you
ask. I live with another trainee OT and we are always helping each other. Same with the
tutors......... if they have time then they will help you

Have you fund any positive (or negative) role models within your tutors or lecturers

OTB2Um, its hard with tutors at uni because they were OTs, you know what | mean? They
are not in the therapy setting and more they are teaching therapy.

So do you think that when they are teaching how something should be done that they
may be out of date, that it may not still be that way

OTB2Yes, because it was their past, they are not bang up to date. When we have guest
speakers and seminars from practitioners in the field, you know that what they are telling you
about is bang up to date, it’s what’s really happening, they are doing it. We have had a lot of
outside speakers come to tell us what they do.

Ruth, I know its early days, but do you feel that you have developed an identity as an
OT yet

OTB2Umm | don’t know. I still feel like a student | suppose.

Ok. Has there been opportunity for you to explore your personal strengths and areas for
development

OTB2Yeah, | need to read more and gain more knowledge to write good assignments!

So for you the main learning need that’s been highlighted for you over the last few
months has been academic ability
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OTB2Yeah, well, we are all worried about passing assignments aren’t we
How do you think this may link to your development as a professional
OTB2Um, | need to develop my knowledge base, | just need more experience.

OK., Tell me about the role of the OT, what you have learned in uni over the past few
months about the role you are training to do

OTB2Well, my role is to.. teach or help someone learn new skills and abilities which they can
practice and will help or benefit them for the rest of their lives. Like dressing practice, if | can
do that with somebody so that they no longer need someone to come to their home to wash
and dress them in a morning, then its helping them to maintain their independence further.
You are giving people the opportunity to help themselves

Last time I asked you about your understanding of the various health and social care
delivery systems . Has your awareness of knowledge of these changed since we last met

OTB2Um in what way, can you remind me

Well, the structures above and below hospitals, who governs, who employs, lines of
accountability, that sort of thing.

OTB2Um, its not something we’ve covered really

That’s ok. Have you talked about the different types of settings then in which you may
work as OTs

OTB2Well , we have talked about the role of OTs in hospital teams, yes

So whats your basic overview of teaching style on course and the syllabus content
OTB2Well there is quite a lot of choice in the modules you can pick.

You do some with other professionals don’t you

OTB2Yes we are currently doing one with social workers, nurses and physios. The physios
hate us

Who

OTB20Ts, they think they are better than us.

Why do you say that

OTB2Well, in one recent lecture the OTs were sat on one side and the physios on another,
and this physio picked her chair up and turned it away so her back was to us, and the teacher

asked her to move when she came in and she said ‘why do | have to move?’

Gosh, why is there this attitude
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OTB2Because you need better grades to get onto the physio course, and they think most of us
are failed physio applicants. Its not just physios. Another time, we were doing a practical
dressing session, helping someone to cope at home, and at the end of the session the speech
and language students turned around and said, well is that all you do then

How odd. Well thats all my questions for now, thank you Ruth. Do you have anything to
add

OTB2When will you want to meet up again
Just after your placement in June if that’s ok

OTB2Yeah, fine.
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Ruth 3
OTB3

Hi Ruth, thanks for agreeing to take part in this final interview, | appreciate you giving
the time and your views.

OTB3That’s ok.

Same as previous interviews, there will be some questions that | have asked previously,
and | just want to check learning and changes that may have taken place over the past
year

OTB30k
Can you tell me , what you believe to be the core skills of occupational therapy

OTB3You have got to be able to work well as part of a team, whilst a the same time being a
safe practitioner able to work on your own. You need to be well organised, and keep your
managing skills on a level where you can manage caseload and paperwork, do it all in one go,
you need to be able to juggle things. You need to be able to apply theory to practice, so
academic skills are generic too. I think all skills are shared; looking for challenge, flexibility,
being approachable. But these are skills needed in all professions working with people, they
are not unique to occupational therapy.

Ok, What about the core values & philosophy of OT

OTB3Well, it’s to enable people to live as independently as possible and where you can
enable people to make there own decisions about the levels they want to achieve.

............ promoting autonomy.

What about the development of your value base and specialist knowledge

OTB3Um, with regard to value base...the philosophy is about enabling people to live as
independently as possible and where you can, help to encourage autonomy and independence
and choice

Has your placement helped to clarify your purpose of role and OT approaches to clients
OTB3Yes. A lot of the children here are non verbal, so you end up making assumptions based
on little information, its really tricky. The children here will let you know if they don’t want
to be with you, they just walk off! If they can’t tell you, they’ll let you know in other ways.
That must be challenging

OTB3You have to have such a great deal of respect for the client, because they can’t
communicate verbally you have to give them other powers. Such as this week 1’ve been
sitting in on art sessions as an observer, so I’ll sit quietly and wait for a signal from the
student to indicate that he or she wants me to join in or get involved, so they feel and element
of giving me permission. I mean | feel much better, not imposing myself on them.

That’s really interesting. So you just wait for them to want to engage with you
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OTB3Yes, the other day | was in a session with one girl I work with. She is verbal, but does
not know my name, calls me lady. | was sat back observing and she turned to look at me and
said ‘lady do’, so she was inviting me to join her.

So...you would say that you make best efforts to ensure that the client maintains control
within therapy sessions

OTB3Yeah, that’s really important. Like when we are carrying out an activity session with
them, we try to get them to indicate what equipment they would like to use, whether it’s the
projector, soft play cubes, whatever they indicate is of interest so that an activity is not being
forced on them.... Working with the children on the severe end of the autistic spectrum, we
have to use lots of different approaches to communication. One we use here is the pes system-
picture exchange, so they use objects of reference. So there are three stages, mini models of
the equipment, photographs, and them a symbol which is a line drawing with the word
underneath so that they can progress on through the levels.

You’ve talked about control and giving power to the client. What power do you think
clients perceive that you as a professional have

OTBa3I think that clients find it hard to differentiate between nurses, OTs, teachers, physios.
They see you as a worker, a professional that’s there to help, but they don’t know the
differences between us and our approaches. | think the medical professions hold the most
power if you want to call it that, as they are giving treatments and making diagnosis. We don’t

That’s really interesting. Now, with regard to the philosophy, core values and beliefs
that provide a foundation for occupational therapy.... Do your colleagues encourage you
to link theory to practice or do you make those links yourself as you encounter different
situations

OTB3Umm.. it depends. For instance, today we are using the communication room to work,
as we are hoping to get some obs done. This placement here (children with mental health &
learning difficulties) you have other theories such as neuro developmental, behavioural ,
social integration & psychological theories. It does depend where and who your’e working
with as to which theory is pushed at you or not. Here they always have a reflective session
afterwards, so we are constantly planning for the next session, constantly looking at how we
can make things better, look at the problem from different angles.

Ok. You have mentioned the other disciplines you have been working alongside on
placement. So has your understanding of the nurses role developed

OTB3Um, | understand that nurses do basic medical procedures like obs, injections, blood
testing, the basics before a doctor is involved

Do you have any further insight into the skills they may need, or the underpinning
values and philosophies

OTB3Um, | haven’t had the opportunity to work along side them, just being in case planning
meetings and reviews, and visiting children on their units where | have seen the nursing staff
in action. | don’t really have a view on them. Um..the nurses seem a little strict, hard at times ,
but perhaps that’s unfair as they work with the children 24/ 7, they would know best how to
approach the behavioural aspects. I think their philosophy is about looking after someones
global needs, whether that be diet, sleep, personal care, etc at all times.
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Ok.What about social work, what about the skills, underpinning values and philosophy

OTB3They don’t have to specialise, they work across the client groups. Their role is to help
normalise things. Like with children the social worker would concentrate on returning the
child to normal life.

So their philosophy is normalisation

OTB3Well yes, helping people to live day to day with essential requirements such as housing,
income, education, employment, well I’m not sure that they focus on employment actually

What kind of skills may they need to do this role
OTBa3I think counselling skills, negotiating skills, dealing with families.
How long is the placement

OTB32 months. I’m here two months and then over in Kidderminster for 2 weeks with adults
with learning disabilities as this place is closed for Easter. | get a longer mental health
placement in my second year, 12 weeks

I didn’t think all OTs have the opportunity to do mental health
OTB3Yes, you have to do one physical and one mental health

Oh, I didn’t know it was compulsory. Ruth, would you say at this point of your training
that you are developing a professional identity as an OT

OTB3Yeah, | think so. Initially on the course | was referred to as the student, introduced as
the student. Now I’m introduced a the student OT, and yes | am, but | also feel that | have a
part to play, something to offer. Like helping in the sessions. | feel more confident in the role.
| feel that | know what to do now. As part of the team, we look at treatment scenario and plan
strategies and approaches as a team

That’s really positive. So, you have had the opportunity to work alongside professional
OTs here as part of the team, but also alongside nursing and teaching staff. Do you think
that you have been socialised in the ways of an OT.

OTB3Um...1 don’t know , that’s really difficult.

Have you felt like part of the OT team, picking up tricks of the trade, or learning better
ways to do things other than what you learned in uni

OTB3Well I suppose it’s a really nice feeling , to be part of a particular staff team with
specialist skills, and as | said earlier, being a student OT rather than just a student. | feel that |
have a part to play. We have talked about different approaches and methods used by the unit
staff (nurses & nursing assistants), and some of the shortcomings of teaching approaches, but
on the whole everyone here appreciates the efforts of the other staff teams. And there are a lot
of case planning meetings, so everyone is involved.

You mentioned discussions about nurses here and teachers. Are their any other
professionals that you come into contact with
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OTB3Um yes, there is a psychology department, a couple of physios and sometimes a social
worker, but they come from the childs home area.

Turning to your uni input, the teaching input and supporting syllabus content. Has it
prepared you well for this placement

OTB3Well the one module | am doing at the moment , it has two sessions a week, one is
physical problems, such as arthritis, the other is mental health. We have covered things like
personality disorder, depression, anxiety, schizophrenia, and | feel that | am gaining the
knowledge in an easy to understand way. | feel more confident and comfortable because I’'m
beginning to understand the whole area,. There are optional modules as well, like learning
disabilities

So you feel happy with the level of knowledge that you have gleaned from uni

OTB3Yeah, I think that there are more opportunities to learn in a placement like this,
probably because you can apply your knowledge, and .....tell people what you’ve learned
basically. I mean before this placement I did modules on clinical reasoning, professional
development, groupwork in OT

Is that how to run groups

OTB3Yes. We have done assessments, standardised & non standardised, how they are used,
what they measure, that’s given us a bit of an insight into what goes on. We did one session
where we had to assess our own living environment and then were given a case study where
we had to assess how suitable that environment would be for them. I was living in a flat, and |
had to assess how it would meet the needs of someone with down syndrome, umm and could
that person live totally independently. We worked through things like identifying tripping
hazards, etc. Overall | think the methods of teaching are good. You get your lectures,
seminars and workshops, they get guest speakers to get other peoples insight, obviously there
are different tutors.

The only thing I’d flag up as a negative is that the modular options aren’t up to our
expectations. I’m dong LD and secure settings. I thought we would learn about the different
types of learning disabilities and how the OT approach can help, but what we have had is a
stream of guest speakers talking about their specialist areas.

Will you be feeding that back

OTB3Yeah. | will be doing option modules next year, but | don’t know whether we have the
same ones or whether we have to change, I don’t know

OK. Last time we talked about the academic and social support systems within their
peer group. You felt that both staff and other students were very supportive and
approachable. Has that changed? Do you spend a lot of time outside of lectures and
taught sessions with other students, and is it just OTs
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OTB3Um, I think we are all just more confident now, so don’t need to rely on each other so
much. I think the other students are supportive, but,. I don’t know, we socialise more now |
suppose, we know who we have things in common with and who we don’t.

And is it mainly other students on the OT course that you would socialise with
OTB3yes

Have you identified any role models either at Uni or in the practice placement that they
have been able to identify with

OTB3ALt uni ,no, although some of the guest speakers have been quite impressive. | really
admire the approaches of some of the OTs here. They are so kind, so nice and so genuine

So would it be fair to say that you have come across people who practice in a way that
you think, yes, 1 would like to be like them

OTB3Yes, | think so. Its about personality I think, and being genuine with the clients

That’s positive. So whats your own level of confidence like in your own professional
identity and ability to function independently in a md team

OTB3I understand what people are talking about now! As a new student | would wander what
the second years were on about during some of their conversations, but having been on
placement I now know the language and feel that | can understand professional speak a lot
better.

My mom works in learning disabilities, and whenever | am at home now, we sit and chat
about work, but my dad keeps butting in saying ‘whats ADHD’” and things like that, yeah,
I’m very confident with the terminology

So what about working with other professionals, do you feel confident with that

OTB3You need to be able to work on your own in treatments scenarios, but work well as a
member of the team, participating in the development of strategies and so on. | think in
practice , it would get easier, the more knowledgeable you become

Has there been the opportunity for you to explore their personal & professional
strengths & skills and identify areas for development.

OTB3Yes, as a college student on placement, you can just turn up and watch basically, and
ask a few questions. As a university student, you have to take responsibility for our own
learning, its up to you what you get out of the placement, and you have to put your
professional head on and act accordingly, think about the decisions you would make | these
circumstances and the support you would want to receive. ........ Um............ I’m aware that
you have to want to do this, otherwise if you qualify and just do a job without your heart
being in it, the client won’t get the benefit.

Has your placement experience afforded you the opportunity to practice and begin to
evaluate the core skills of assessment, report writing and intervention planning through
to closure and discharge.
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OTB3Yes...............I have taken part in assessments, completed the paperwork and written
reposts and therapy plans. No one has been discharged from here though, its a school, so most
leave at 16. Skills wise, you have to be able to manage yourself and your time and your
caseload, management at all levels is important to be able to do the job well . You need to be
able to apply your theories that you have learned. I particularly love working with children,
because you feel that whatever you teach them or help them with, it will benefit them for the
rest of their lives. It’s a great feeling, its like you have a reason for being here

Ruth, we discussed at one of your previous interviews your understanding of health and
social care delivery systems . Has your knowledge base broadened on this in the light of
your placement experience

OTB3Mmm, It hasn’t really , no. When you start working here, um, they gave me a structure
chart, so | understand the different levels, up to trustees and the chief executive.... but | don’t
know anything else about other systems and structures

Ok, what about a community OT, do you know who they would be accountable to

OTB3Umm, maybe social services, somebody like that, I don’t know. | spent a short time in
rheumatology this year, there was an OT room , separate from the ward and outpatients. The
OTs were mainly rotational posts. They had their ward, and that’s what they did. Other OTs
had stroke patients and that’s all they did.

In the community, what would the role entail.

OTB3Um. They would visit the house, and assess whether the person has the skills and
equipment to be able to live comfortably in that house...umm.

Would the team be based in the community

OTB3I’m not sure, 1 still think it could be like social services thing. Would it be a multi-
disciplinary team. Um | really don’t know.

Ok. Would you say that you have had opportunity now to consider the role of the
occupational therapist and inter-agency working.

OTB3Well with regard to multi-disciplinary working, its about one person having input from
ots, physios, doctors, consultants, speech therapists, and they are doing their best for that
client. It enables you to hear all different views, their opinion of the situation. The doctor with
concentrate on the physiology of the body, where as the OT will look at how the body is
functioning in everyday life, instead of concentrating on making the arm or leg better, we
would look at making the lifestyle better for that person using their arm or leg. The different
opinions should eventually form a treatment plan that will benefit the client overall.

So you have gleaned you multidisciplinary insights so far from one placement
OTB3Yes, within this special school for children with mental health and learning disabilities.
Apart from various messages form visiting lecturers describing their experiences and views, |

have not been able to experience multi disciplinary working in a hospital or community health
team yet.
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Will you have a hospital based placement
OTB3It depends, maybe not. It may be in a community team, either next year or the third

That concludes our last interview, thanks for all your help Ruth. I’ll be in touch with the
transcript

No Problem
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Claire 1
OTC1

Hi Claire. Thanks for agreeing to take part in my study
OTC10h thats ok.

I have a number of questions for our today, the interview should take about an hour if
that’s ok

OTC1Yes, sure

Some of the questions I don’t expect you to have the answers to as yet, as you have only
just started your course, but it will allow me to track any changes throughout the year,
is that ok

OTC1Yes

Right, if we could start by discussing why you want to become an ot. Have there been
any life experiences or other motivating factor that have influenced your choice

OTC1Well, yes. | always wanted to be a nursery nurse, | loved children from a young age, so
when | left school, | went to college to do a btec national in early years care

Oh. Did you enjoys the work

OTC1 Oh yes. | worked as a nanny for a while, then in a private day nursery. The money
wasn’t very good- it never is in childcare

No, I suppose the rates have to be affordable from a salary to make it worthwhile people
going to work

OTC1 Yes. Anyway, my nan got ill with Alzheimer’s disease
Oh, that was awful

OTC1 Yes, it was, she died within two years, from a heart attack thankfully, I mean it was
quick

Yes, I understand what you mean

OTC1 But while she was having problems with her Alzheimer’s, coping at home, she had
help from a wonderful ot from the older peoples team. She was absolutely fabulous, helping
nan learn ways of coping with her loss of memory, and really helping her come to terms with
her illness

That’s great to hear

OTC1 Yes, she was really supportive to my granddad, helping him look after nan, and my
mom, and well, all of us really. | decided then that this was something | wanted to do
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Wow, what a great reason to change career. Did you have to undertake any further
study to enter the course

OTC1 No, I had the btec national from college which is a level standard, and | had also
studies for an a level in biology at college, so it was automatic entry, well after the interview
and police check

Is see. My next question is a bit redundant really, as | was going to ask whether you
choose this career, or has it chosen you

OTC1 Well, Id say it chose me , definitely. I just hope I can be good at it

Have you ever considered any of the other health or social care roles- for instance
nursing or social work

OTC1Umm, no, no

What do you think makes an ot different to those professions

OTC1 I don’t know (giggle) I don’t know what nurses and social workers do really. | saw a
bit of what the nurses did when my nan was in hospital, but they didn’t seem any where near

as helpful as the ot was to my nan

Ok. Could you tell me what were your hopes & expectations leading up to the
commencement of the course

OTC1 Umm, hopes and expectations
Yes, what were you hoping it would be like

OTC1 Umm, I don’t know really, that there would be some nice people on the course, that |
would be able to do cope with the assignments, um, that’s it | think

Have these altered now that you have been on the course for 2 months

OTC1 Um no, | suppose I’m quite relived that there is a\ lot of help with it and study skills,
and my personal tutor is really nice, so,,, yep, I’m happy

Ok, thanks . right, I’d like you , if you could, to explain to me what you think the core
skills of an occupational therapist are

OTC1 Um, core skills. Well being an approachable person with a practical approach to

problem solving . um, you’ve got to have common sense and be able to find workable
solutions to problems with everyday loving.

Ok, so very practical skills

OTCL1 Well yes, but also the ability to motivate people who are not really able or aware of
what their limitations are
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Do you think these skills are unique to OTs or are they shared amongst other health &
social care professionals

OTC1 Umm, that’s hard to say. Umm, I should think with most of them you need to be
practical

Ok, what about nurses, what do you think the core skills might be for nurses

OTC1 Um, I really done know, being bale to help people with physical needs like... oh |
don’t know. Giving injections, enemas, dressing wounds, those sorts of things

Ok. What about the core skills of social workers
OTC1 Um, core skills of social workers... knowledge of I don’t know, sorry

That’s ok Claire, that’s fine. Can | ask you what you believe are the values , philosophy
and knowledge base that provide the foundation of occupational therapy

OTC1 Um, values would be a strong desire to help people.
ok

OTC1 Occupational therapists help people to cope with disabilities or problems that can be
the result of physical or mental illness, an accident, or or just getting older and more frail.

What about philosophy

OTCL1 Philosophy, i don’t know the difference really

Ok what knowledge base might be needed

OTC1 Um, some very practical knowledge about services and equipment. For instance, if you
need to providing specialist equipment such as a shower chair , a hoist to help a carer lift
someone, or arranging adaptations such as a stair lift, then you need to know how you access

those things, where they come from.

Ok. What about the values, philosophy and underpinning knowledge required for
nursing
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OTC1 Oh, I don’t know at all. Something about caring for people? I don’t know. Um
knowledge of drugs and medicines

Ok. what about social work

OTC1 Don’t know, sorry. I’d say... knowledge of benefits, the law, services that people are
entitled to

Ok, thanks Claire. What are your own personal strengths & skills and areas for
development

OTC1 Um, I think I’m a very patient, warm and profession al person which is a great strength
in helping people. Areas for development really for me are knowledge of the specialist skills,
particularly assessments tools, financial aspects of the services, um, knowledge of the health
care system | suppose

Well that brings me nicely on to your understanding of the structure of mental health
services in health and social care . what is your understanding at the moment

OTC1 Um, I only know what I know through my nans illness really

Ok

OTC1 I know that there are community teams that provide care for older people and younger
people, and that there are nurses and ots in them...and psychiatrists. There ar memory clinics
and outpatient clinics and um...wards in hospitals

What about social care

OTC1I don’t know anything at all about social services. | know they fund some adaptations
for people with disabilities, and provide alterations for the home, but that all

Ok Claire. What is your understanding of multi-disciplinary working.

OTCL1It’s a team of people from different profession isn’t it, like doctors, nurses and ots in
one team

How do you think they may work together then
OTC1Um, sharing out the work, allocating different case to different people

Ok, thanks. You have indicated that you want to specialise in mental health and you
have asked for a mental health placement this year.

OTC1Yes
What is your understanding of mental health services.

OTC1Um, no different to what | described earlier really, about community teams and hospital
wards. | really don’t know any more
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Ok. Putting yourself in the position of ma mental health service user, what would be
your expectations of an OT

OTC1Well, someone who can give practical help and advice on how to carry on day to day
living at home. Someone who knows what tools and adaptations | need, and knows how to get
them for me, quickly

What difference do you expect to make to a users life

OTC1Well, I suppose the same again really, to have the specialist knowledge of what’s
available to them that can help them to stay living at home, to help their carers to look after
them at home, and..., that’s it really

Ok Claire, that’s the end of my questions, thank you .Is there anything else that you
would like to add

OTC1No

Thanks very much for you time. I’ll transcribe this interview and email it to you to
check and agree if that’s ok

OTC10k, thanks
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Claire 2
OTC2

Hi Claire, thanks for agreeing to meet with me again

OTC2
No its fine, it was really weird to read the last transcript, useful though, weird to read myself
speaking

Yes, it isisn’t it. well, thanks again. You are now 4 months into your course aren’t you

OTC2
Yes, a ;little more, 18 weeks

Do you know where your placement is gong to be yet

OoTC2
No, I’m really frustrated about that. | have said that I’m not bothered what service it is in as
long a sits mental health, but it still hasn’t been settled

Oh really. When are you supposed to be starting it

oTC2
Next month

Well lets hope they get it sorted for you. Ok. Some of the questions I will be asking you
will be the same a s last time, and again I’m not expecting a right answer, just a gauge of
your knowledge and perspective . is that ok

Mmmm

Ok. I’d like to start by asking you what you understand the core skills of occupational
therapy to be

OTC2 Right. a sense of humour ,with good communication skills . you need patience,
determination and a positive attitude to deal with people who may be very unmotivated

Why might the people you would deal with be less motivated that other people

OTC2Well, any patients have conditions that is only going get worse over time, like
dementia or multiple sclerosis, which means they gradually become less mobile and more
disabled. Its really important to have a positive attitude and helping them to retain
independence for as long a s is possible, and even then making sure that you enable them to
make choices for themselves about how they want to be cared for.

In that respect Claire, what is different bout the core skills nurses may need

OTC2 Well 1 don’t thin k they are doing the same job. They work with the illness, or
condition, and administer treatments, so their skills are similar in a s much as they need to be
good communicators and to be able to build up a good relationship with people, but its not
about helping someone to function to their optimal level in day to day living tasks, its about
treating an illness.

338



So any idea about what their required core skills may be, above communication skills
and relationship building.

OTC2 Um, I don’t know. Its more about knowledge to me, of being able to feel confident in
leading someone’s treatment, treatments and approaches to problems relating to illness

Ok, what about the core skills of social workers

OTC2 Umn, I’d say the basics as with nurses around relationship building, confidence and
um good communication skills, but more specifically being able to challenge people on others
behalf, like advocacy,

Challenge who- people or organisations

OTC2Well, yes, people in organisations, the rent office, benefits agency, housing
associations, any one that they need to settle problems with on behalf of the patient

Would you say, Claire that you have developed a professional identity yet as an ot

OTC2 Um, that’s hard to say. When we have been in mixed lectures with other
professionals, | suppose you feel that you are representing occupational therapy, that you
should defend it somehow id it comes under fire. But I’m not an ot yet, I’ve got a long way to

go.
Do the other trainees understand occupational therapy then

OTC2 No, they have the usual misunderstanding, like we do basket weaving and clay
modelling, our that we just help people make cups of tea

Oh gosh, really

OTC2 Well those of the sort of things they say as jokes but I really don’t think they
appreciate the breadth of things that we do

Could you explain for me what the main professional roles of an ot are then

OTC2 Well, assessing peoples needs, , social and daily living skills, employment and work
abilities and opportunities,um carrying out in depth assessments of peoples abilities regarding
daily living, domestic skills and cognitive functioning.

Ok

OTC2 A large focus is on the physical such as mobility assessments, putting in adaptations is
the home. But from the mental health aspect is can be things like encouraging someone
suffering with depression to take up a new interest or rekindle something that they were good
at | the past

Thanks, Claire, that’s really useful Could you explain for me Claire, what your

understanding is of the values, philosophy, and beliefs that provide a foundation for
occupational therapy
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OTC2 Um I think the overarching philosophy is enabling a person to live as independently as
possible, was it values you asked for

Yes, values

OTC2 Well,, that we take a holistic approach to the whole person, including their aspirations,
interests, and beliefs

Ok. what about nursing, the values and philosophy

OTC2 um I have to say | don’t really know. But | would say something about helping people
who cannot help themselves, saving lives, dignity and respect, something like that

ok. what about social work

OTC2 um, I’d say values are about preserving peoples rights and ensuring the y have equal
access to services...um protecting vulnerable people perhaps

has your understanding of the health and social care delivery system developed at all
since we last met

OTC2 um,l can’t remember what it was last time we met

well you talked about how you knew the services through your nans health problems,
and you described mental health community and hospital services

OTC2well I think I know a little more no about social services and how they operate. Um,
they are separated into children’s and adult services, and they provide assessments, but they
also buy services for people from any type of service. | think | have heard a bit more
about the general hospitals and the sort of roles that ots undertake in acute wards

ok, that’s great. Has there been opportunity Claire for you to explore your personal
strengths and areas for development

OTC2um, I don’t think so specifically. ...no. I’m sure my placement will reveal my
developmental areas

are you looking forward to your placement, if they sort it out on time
OTC20h ye, I can’t wait. Its what its all about isn’t it

ok. Could you give me a basic overview of the teaching style on the course and the
syllabus

OTC2teaching style, well, we attend lectures, group tutorials, um, not much different really
what about assignments, what are they like
OTC2um, some written assignments, some group work, that’s been good

have you had to do work with other professional students
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OTC2yes, we had the opportunity to team up with other students on our module on health
welfare and inequalities. We are also with other professions on our introduction to research
module

what other modules will you have done this year

OTC2um foundations of occupational therapy | have just completed and I’m just doing two
modules which are all about preparation for profession al practice and , well yes, they are
quite good

you have mentioned group tutorials. Could you describe for my any other support
structures that have been put in place for students on our course

OTC2well there are personal tutors that we can see if we make an appointment

what about the more informal arrangements. You mentioned group assignments or
group work. How have the informal support systems been evolving.

OTC2I think they have been ok, the other students in my groups have been willing to do their
fair share of the work, its been really interesting to work with students other than ot, um, yes,
that’s it | thin k really

Have you come across any role models, such as lecturers’ or tutors

OTC2Role models

Yes, someone who impressed you with their skill’s, approaches so much that you might
want to emulate them

OTC2Um, no...no one has impressed me that much yet

Ok, thanks for that Claire. That concludes my questions you’ll be glad to hear. I’ll be in
touch with this transcript for you to check for accuracy , by e-maul if that’s ok

OTC2Yes, of course
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Rebecca 1
SWA1

Hi Rebecca, thanks for agreeing to take part in the interview. I’ll be asking some
guestions that I won’t expected you to know the answer to, but so that | can compare
your answers across the year, if that’s ok

SWAlok

If I could start Rebecca by asking why you wanted to become a social worker? what
were the motivating factors behind your choice

SWA1Um, I looked into nursing and I looked into police work because | knew | wanted to
work with the public and help people, um in deprived areas and social work just stood out to
me.

Were there any life experiences that have persuaded you to wish to train as a sw
SWALI had an average childhood , really from a working class family, but I think I’m quite
streetwise really, but my partner grew up in children’s homes so, perhaps that was part of my
motivation.

So looked in to nursing as well as social work but chose sw.

SWAIMmm

Why did you think sw was more for you

SWA1Because nursing, | liked the cpn area. | know this sounds silly, but I’m not into
injections and drugs and stuff. So if that’s a no no straight away, like much of the training is
hospital based. I actually spoke to some one from college who had done their professional
training, and | went away read some books and magazine articles and it just felt right. That’s
all 1 can describe it as, it felt right. I like the nitty gritty of it as well

Did you choose this career, or has it chosen you

SWALI have got to have chosen it to a certain extent. My personality is that | need change
day to day. | suppose ¥z and ¥2 because my views on starting my access course and up until

now have changed so much

You stated that you had considered nursing. did you considered any of the other health
or social care roles?

SWA1Um, no

Ok. So What do you think makes being a social worker preferable to the other
professions

SWAL1I suppose the engagement, working directly with people. My experience is in children

& families. My experience was working for a voluntary organization called reentry which
helps children get back into mainstream education, so my role was to befriend them and act as
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a mentor. The relationships were strong, the bonds were strong so was something you could
work with for months.

Do you think that kind of depth of engagement and working relationship something that
you feel you are more likely to get in social work rather than some of the other
professions

SWAL1Some areas, some not. It would depend on whether it is short term intervention or
longer term. Is does depend on which area or team that you work in.

So did you do your access course immediately prior to starting the course.
SWALI did it while I was working, yes prior to the course
Just before you started this course what were your hopes & expectations of the course

SWA1Um to be honest is was quite nervous. The access course had been an eye opener for
me, but the more | studied, the more it felt right for me.

So you felt that the access course prepared you well.

SWAL1Yes, definitely. | had a good idea of what the training was going to be like.
Have these altered now that you have been on the course for 2/ 3 months
SWALYes. I’ve been impressed by the preparation we are getting.

So, what do you think makes a good sw

SWA1Um.....Giving time to people, and helping where you can.

What would make a good nurse, and what would the skills be.

SWALYou have to be caring, and have a good all round knowledge of different conditions
and treatments.

What about ots, do you know much about them

SWAINOo, | don’t.

Would you have an idea what the role is, and what skills they may need.
SWA1Are they mental health workers?

No not specifically, it’s a generic role but they can specialise in mental health. I’m sure
you will come across them in you mental health placement.

SWA1O0Rh, ok.

The skills you have talked about in social work, are these unique to SW or are they
shared amongst other health & social care professionals.
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SWALI would say they are shared. The ability to understand different peoples needs is there
in all health and social care roles. You still need the capacity to be able to bond with people.

Ok, thanks. What do you believe then are the values , knowledge base & philosophy that
provide the foundation of social work
SWA1Um, values...

What are the underpinning models and beliefs to social work practice, the basic driving
force behind the approach.

SWAL1You have got to be able to want to help people from all walks of life with whatever
their problem is. Wanting to help and befriend people and help them to keep independence
wherever they can

Do you think these differ for nursing

SWALI know their training is different, but we all work with the same people, so I think the
values would be roughly the same

Ok. What do you think are your own personal strengths & skills and areas for
development

SWAL1I need to develop my understanding of the role of a social worker. | mean | do have an
understanding, but I just need to get more experience basically in the different settings.

What do you think you are particularly good at

SWAL1I think I am a good people person, | can talk easily with people and get on with them, |
think I can put people at ease.

Do you feel that you have good interpersonal skills
SWAL1I do feel very comfortable with people. I try to engage with people and learn from
others, | know there are boundaries and professional issues, but I try not to have the I’'m a

worker and you’re a service user attitude.

That’s a healthy attitude to have. What is your understanding of the structure of mental
health services in a) health and b) social care .lets look first at health, grass roots level.

SWA1Um, community nurses and doctors liaise with the hospital. Um there are community
teams with nurses and social workers. um. | know the organisation is called Wolverhampton
pct.

Would you know who the pct reports to?

SWA1No

Ok what about social care
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SWA1Well social workers report to managers who report to a director. | don’t know who the
director goes to.... The council. Um | dunno, mps or whatever they are

Do you know what bodies might be between the council and the government
SWA1No.

That’s ok, these are all things you will hopefully clarify during your training. Ok.What
is your understanding of multi-disciplinary working.

SWA1Services merging with other professionals, to be able to liaise with other professionals
on issues. C & f work closely with education, etc.

If I was a members of the public and said ‘why would you all need to work together’
perhaps, what would you say.

SWA1We all have different skills and we are all there for the general public. All roles offer a
different service. Social workers are there...to do social work.

Putting yourself in the position of a mental health service user, what would be your
expectations of a sw

SWAL1I suppose , its hard.

Imagine yourself as a service user meeting a social worker for the first time. As regard
to approaches, and values and interventions, what would you expect

SWAL1I want someone to listen to be able to help me sort out problems with practical issues.
People tend to go to the doctor with help for illness and medication. People go to social
workers about bills and housing problems. You have to be able to say what you can do and
what you can’t and point them in the right direction. I would want a social worker to guide
me.

Ok Rebecca, this brings me to my last question, which is what difference do you expect
to make to a users life

SWA1When I did my statement, | put that if I could make a difference to just one persons
life, than my job would have been worthwhile. i always remember it.um. I originally wanted
only to work with children, and try to make their life experiences better, but | would like to
help people with mental health problems to cope with life themselves.

That’s great, thanks very much. I’ll transcribe tis interview and e-mail it yto you for
checking and approval in the next couple of weeks.

SWA10K
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Rebecca 2
SWA?2

Hi Rebecca, how are you since we last met
SWAZ2 I’m fine thanks, really enjoying the course

That’s great. thanks for coming to this second session. Just to warn you that some if the
question sin this interview will be similar to the ones | asked you in the first interview,
but it will enable me to identify any changes over the course of your first year

SWAZ20K.
Could you tell me what you think the unique core skills of sw are:

SWA2Umm, to have the knowledge to be able to help people access the help and services
they need. To view people as individuals............... and to not make judgements bout
people and their ways of life

Ok, and nursing, has your knowledge or insight into the skills a nurse may require
changed since we last met

SWAZ2I don’t know I can’t remember what | said last time, umm.... Being caring and
sensitive ...... and warm and helpful | suppose

Ok, and have you had any opportunity to learn more about the ot role we talked about
last time

SWA2Um, no

Ok. How would you describe , then, the philosophy, core values and beliefs that provide
a foundation for social work

SWA2Um, respect for choice............. treating people with respect, and enabling people to
make choices.

And how are these different to the philosophy and values of other healthcare
professionals

SWA2Well, | think that nurses have very wide ranging skills and abilities, mainly focused on
ill health and disease. Doctors are more specialised and take on leadership roles. | don’t know
much about any other healthcare roles, um , nursing assistants maybe.

Ok. Do you think there been opportunity for you to explore your personal strengths and
areas for development over the last 5 months on your course

SWAZ2Yeah, | think some of the groupwork in class helps us explore the skills we have and
how we need to develop. We are learning to reflect on our views, and experiences and how
they impact on our work.

And how do you think these may link to your development as a professional
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SWA2I hope we continue to evaluate our strengths and weaknesses throughout the course- it
will help us to get feedback from each other, and recognise where we are getting better. |
think a good social worker is someone who is aware of how they come across to other people.

Ok thanks. Could you tell me whether there are any social support systems or informal
groups that have developed within your student group

SWA2Well there is a small group of us that get on well, we have lunch together and regularly
meet up to work in assignments. They have been really supportive

Right. Are there any lecturers or tutors that have inspired you so far, and good role
models?

SWA2Um, no not really.
Do you see them as social workers
SWAZ2NOo, | know they have been though....probably

Do you feel Rebecca that you have a professional identity yet— do you feel like a social
worker

SWAZ2I don’t feel like a social worker, no. | feel like a university student

So you are beginning to feel like a social worker, identifying yourself with the
professional role

SWAZ2I think that we are learning the core skills, well the theory behind the social work role.
We have been given information and booklets on professional standards of behaviour, and
what will be expected of us out there on placement, that’s been really helpful. | don’t feel like
a social worker yet though

Ok. What is your understanding of the role of the sw and inter-agency working within
the various health and social care delivery systems

SWA2Well | don’t think health and social care work that well together, we have looked at
national health and social care policy though, they seem far apart. | don’t know what it is like
at a local level, not yet

Ok, thanks Rebecca. My last question is about your view on the overall course content
and syllabus content and the teaching style, now 5 months in. Has it given you
information at the right level, or are there things that you would change

SWAZ2we have been really well prepared for when we go out on placement, I think that’s
really good

Really. What kind of preparation have you had, what form has it taken
SWA2well if your going into a statutory placement, they give you information on the social

worker role and stuff like that. They also give you booklets to work through on the particular
area that you are going to work in.um we also had a health and safety test
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That’s sounds like good preparation

SWA2Yeah. Really good. they were asking about our personal experience and taking us
through different case studies, asking us what we would do.

We are the guinea pig students, because we are the first year of the degree so we will be the
first sw degree students out of the patch. They listen to our feedback and make alterations for
future years.

Oh, does that feel strange to you

SWAZ2Yes, it has not been tried and tested.

Ok. Thanks for your time, I’ll be in touch soon.
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Rebecca 3
SWA?3

Thanks for agreeing to meet for this final interview Rebecca

SWA3 No problem

I’d like, if we can, to start by discussing how you perceive that your professional identity
has developed since the beginning of the course , since you have now been on your
placement. If you could think about your value base and your role.

SWA3 Through my experience | now feel like a professional, as | have developed a
professional manner.

So you feel confident now in understanding what the role of the social worker is

SWA3 Um, | don’t know about that. | have been on placement in a mental health day centre,

here at XXXXXXXXXX . S0 , there aren’t many social workers, qualified ones on the day support

and outreach teams. The cmht is part of the overall service here t the centre thought, and there
are social workers, well ASWs in that team.

Right. Have you had a chance to spend time with those social workers

SWAZ3 Yes, | have shadowed them and been on visits. My placement supervisor thought it
would be important to see the job from both angles, really

So, are you saying that you feel like a social worker now, or like a mental health
professional

SWA3 Umm, | don’t know, probably a professional Mental health worker. I’m not sure how
different the roles all are really.

Ok. What impact has this placement had on your understanding of the philosophy and
core values that provide a foundation for social work

SWA3 Umm when you say social work, do you mean the social care perspective? The core
values are the same, enabling and assisting service users to achieve their potential, maintain
independence, that sort of thing.

What about nursing. Do you have further | sight into the skills required by nurses
SWAZ3I think so, I’ve had quite a lot of opportunities to see what they do, and they have to
have a lot of skills around treatments, different types, and putting care plans together, trying
to bring together other workers who are involved, and sort of organising things really

Did the social workers and ots not take on these roles too wit the care programme
approach

SWASYes, | suppose so

Ok, what about the values and philosophy that underpins nursing, have your views
changed at all
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SWA3Um, I think they focus a lot more on recovery and getting people better and keeping
them well, to a level that they are happy functioning at, rather than quick fixes. Does that
make sense

I think so, are you saying that they don’t work towards a cure, but more around
management of symptoms and working at the clients pace

SWAZ3I think so, I thought it would be more short term focussed, you know.
Ok. What about OTs, did you get a chance to spend time with them

SWAS3 Um, they were in the team, , | just didn’t see much of them. There was an ot, XXXXXXxX,
but I can’t say that | saw what she did.

Did you come into contact with her in meetings or care programme meetings

SWAZ3In the weekly cmht meeting, yes she was there. She seemed very nice, but | can’t say |
worked out what she did

So you wouldn’t be able to tell me what skills an ot needs, or the values and philosophies
underpinning OT

SWAS3NO, not at all

What impact do you think that working in a multi disciplinary team, well indeed the
wider multi disciplinary service that you have been working in, has had on your
perceptions of other professions, maybe any stereotypes that you may have held

SWA3 Umm, | have spent my time trying to find who does what, what the processes are,
what service are available, and I don’t think that it has felt like different profession to me, just
different processes and systems. | suppose when in the cmht allocation meetings the nurses
came across as | expected them to, focussing on medication and diagnosis.

Really, was it that obvious

SWAS3 Yes, and | sat in a couple of cpa reviews and out patient appointments, and the doctors
were definitely in charge, controlling and running things

Right, so within your own team, the day support and outreach team, you didn’t see these
roles/

SWAS3 No, the staff weren’t social workers, well, some of them were, but most were...um
counsellors 1 think, day centre officers they were called.

So has this placement given you an insight into the roles of other health and social care
professionals within multi-disciplinary mental health teams.

SWAZ3 | think so. I mean.....nurses follow the medical model and social workers follow the
social model. Nurses need to have a good understanding of illness and medication, to work
with the doctors, where as social workers look at all aspects of a persons life, day time
activities, employment, housing etc. the two roles to work together hand in hand. Social
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worker need to know the law, although nurses working in mental health would need to have
some understanding.

Ok, thanks. How confident would you say you are now in your own professional identity
and ability to function independently in a md team

SWAZ3 | think I have a good understanding of the role and | feel confident with theoretical
underpinning models, but I am a little apprehensive about putting it into practice. Next I will
have a caseload on placement, so although a student, | will feel like a social worker...I hope!
This placement just wasn’t long enough to get my teeth into.

| felt comfortable doing this. | have found it really interesting here, developing the skills I am
going to need as a social worker, the people skills, the assessment skills

Yeah | think so, | know the different services in Wolverhampton. | would be able to search
and find out about the most appropriate services and their availability.

Yeah,..... | mean when | hear about a new service | always make a visit or ring up to get as
much info as i can about the service and who it may benefit. When | started on placement here
I put myself around trying to get a flavour of the service available, getting a grasp of what
everyone else does.

I suppose that’s the difference between having a placement on the provider side, as a
qualified social worker you will probably be working as a commissioner, making
assessments and putting support packages together to commission

SWAZ3 Yes, most students ask for statutory sw placements, but I think as a provider you are
more insight into services available. Also its important to look at the voluntary sector.

Do you think the overall style of delivery on your course has facilitated you’re your
development as a social worker

SWAZ3 Well TOPPS have a large influence on the outcomes, there is a lot of integrating
theory into practice , we’ve had whole modules on that. We have studied case studies,
different approaches such as cbt and person centred therapy. It is very informative, law
modules, human rights act, all important acts have to be integrated in to all of our assignments
where appropriate. | think the portfolio is perhaps the most useful though, having to gather
evidence and link it back to theory myself, its harder than writing an assignment.

So you feel that the portfolio is the most useful assessment method regards enabling you
do assess you own development

SWAS3 Yes, | do.

What about the informal social support systems within your student group. Have there
been any

SWA3 There are a few of us who have kept in contact over the placement, mainly to catch up
with coursework and to compare notes, but | haven’t spent anymore time at uni than I have
needed to.

Have there been any role models either at Uni or in the practice placement that you have
identified
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SWAS3 Um..i think there were elements of practice and approaches in quite a number of
people in this placement that | would like to take on board, but no one specific person

Ok. Do you think there has been the opportunity for you to explore your personal &
professional strengths & skills and identify areas for development.

SWAS3 What I do know is that you have to be able to manage your time! That’s one thing |
have found out, time management is important. ... Being able to adapt your approach to
different individuals is a strength that I think I have . um being able to work within the
requirements of the law, my knowledge of law is a weakness in need to work on.

Right, I’m sure all social work students would say the same thing! Has your placement
experience afforded you the opportunity to practice and begin to evaluate the core skills
of assessment, report writing and intervention planning through to closure and
discharge.

SWAS3 Um, the placement hasn’t given me that many opportunities on the commissioning
side, although the level 2 assessments i have been involved with, purchasing outreach. | have
shadowed quite a few assessments with the crisis team, and | have done a couple myself, but
they were quite challenging, as people are so ill.

So experience of the exciting work and the more mundane day to day work then

SWAZ3 | have had lots of experience of keeping notes, and the processes required to keep
good notes. | have seen a number of clients moving through the service from beginning of
treatment to discharge, um, one or two have been on the team a couple of times throughout
the placement.

Ok. My last question Rebecca relates to whether this placement has improved your
understanding of the various health and social care delivery systems and your
understanding of the role of the sw within this context.

SWAB3RIght,. Um...I have a good understanding now of mental health services in the
community. | have come across recovery based models in the recovery house, the specialist
teams such as home treatment, assertive outreach and early intervention. Um health and
social care work together within the resource centres where the community mental health
teams are housed.

Right, so what about how these teams work together

SWA3Um, I think I now understand better how the nurses and doctors in the community
teams relate to the wards, and how the social workers in the community teams don’t seem to
work that closely with other social work team. They are part of the health team, if you know
what | mean.

Yes, they are seconded across aren’t they.
SWAZ3I think the social workers work closely with the nurses, outreach workers and doctors,
although there are still many hierarchies and games being played. The clients can play

individual team members off against each other which is not helpful, not in this kind of
service.
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Ok, thanks so much for your time, and for meeting up with me for the three interviews.
I really appreciate this Rebecca. I’ll send you the transcript of the interview as soon as |
get it typed up.
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Kam 1
SWB1

Thanks for agreeing to be interviewed Kam.

SWBI1 That’s ok

The interview today should take about an hour, and I will be asking some questions that
you may well not know the answer to. That’s to be expected, and it will help me track
your learning over the course of the three interviews. Is that ok

SWB1Yep

I’d like to start by asking why you want to become a social worker, where there any
motivating factors behind your choice

SWB1Well I was in care for much of my childhood, I had my mom and dad, | love them very
much, but they just couldn’t cope.

Oh, that must have been very difficult for you.

SWBI1No, not really, the people who looked after me in care were, well mostly really great to
me. | feel that | want to repay them...the system for looking after me so well. | want to be a
social worker and make a difference to peoples lives.

So would you say that you choose this career, or has it chosen you

SWABLI1I think social work has chosen me, and | know | will work in childrens services at some
point, to repay my debt, but I am really interested in mental health

Have you considered any of the other health or social care roles
SWBL1 Erm, no, not really
Do you know anything about other professions within mental health services

SWBL1 Yeah, there are nurses, psychiatric nurses, psychologists, psychiatrists, all very
medical!

What do you think makes social work different, or even preferable to the other
professions

SWB1 Well I think its about seeing people as a whole person, you know, all of their needs, ;
love, housing, money, education, the things that all of us need

How is that different to the other professions

SWB1 Well, they focus on illness and specific problems that need treatment, not the whole
person

Ok. What were your hopes & expectations of the course throughout the past year
leading up to the commencement of the course
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SWB1 Well I’ve been really excited. I’ve done voluntary work for a childrens charity, and |
completed my access course with my little girl being as young as she is

How old is that

SWB1 She’s 5

Goodness, that’s young. You have done well to juggle education, work and childcare
SWABL Its been hard, but I’ve been looking forward to it

Have these hopes and expectations altered now that you have been on the course for 2/ 3
months

SWB1 Um, no. the work is how | was expecting it to be. I’m a bit worried about the
coursework, but I think everyone is. The people on the course, the other students | mean, are
really nice

What would you say makes a good social worker

SWB1 Someone who is non judgemental, who does not impose their values and views on
other people, but who really wants to enable people to improve their lives

Ok so what are the core skills needed to be a good social worker

SWB1 Um, well ; knowing the law, knowing peoples rights, what they are entitled to, ;
knowing what services people can access

So you would say its knowledge rather than skills

SWB1 Well you need the knowledge along with a non judgemental approach- it’s an
approach, an open way of thinking.

Do you think this approach or way of thinking is unique to SW or is it shared amongst
other health & social care professionals

SWB1 Um, I think anyone working with people should understand peoples rights, but I think
people look to social workers to know what people are entitled to, especially in the way of
benefits an housing and such.

What skills do you think a nurse might need

SWBL | would say people skills, putting people at ease, not being squeamish or tickle
stomached when dealing with vomit and blood.

Ok, you mentioned a few of the common mental health professions earlier, but not
occupational therapists. Do you know anything about that role

SWBL I’ve heard of physiotherapists

No, this is a different role
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SWHB1 No, | haven’t come across those

Ok. Could you describe for me what you believe are the values , knowledge base &
philosophy that provide the foundation of social work

SWB1 Um, the values are around being non judgemental, enabling people to realise their own
potential, empowering people , preserving rights.

What about the knowledge base

SWB1 Um, like | said earlier, knowing rights, what peoples are entitles to, knowing what
services are out there for people

Ok, what about nursing. Would you be able to describe what the value base and
philosophy might be that underpins nursing

SWBL | dunno, looking after people, keeping them free from pain, making sure they have
access to treatments.

Ok, thanks Kam. What would you say are your own personal strengths & skills and
areas for development

SWB1 Well...... | am a confident person who cares about people and wants to make a
difference, particularly to those who are struggling. I can communicate with people on
different levels. Development wise, well i need to know more about services, um creating
care packages,

What is your understanding of the structure of mental health services in a)health
SWBL | have no idea. Well...theres new cross hospital and primary care services

Do you know who the bodies are that they report to

SWB1no

and b) social care

SWB1well social services is a directorate of the council, that’s Wolverhampton city council

ok, thanks. What about the term multi-disciplinary working- what does it mean to you.

SWB1Well, people from different backgrounds, from different professions working together
as part of a care team, to get the best services for a person.

Ok. You said that you are interested in mental health and you hope to have a mental
health placement this year. What is your understanding of mental health services

SWB1Well, apart from hospital wards where people get admitted to, and sectioning, |1 know

there are day centres that social services run, and community nursing teams, where there are
social workers as well.
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Are the social workers part of the nursing teams
SWB1Yeah, I think so

You talked earlier about the service you received from social services during your
childhood. Bearing that experience in mind, and perhaps thinking about the situations
people experiencing a range of mental health problems may be in, what would be your
expectations of a SW

SWB1WEell, to see me as whole person, not as someone with mental illness, to be non
judgemental, to be able to help me get the support and services that | need, support my
family...to realise that I am more than a person with an illness, much more

So what difference do you hope to make to a users life

SWB1To enable them to access things that they would find difficult to do themselves, as
vulnerable people such as children in care or people with mental illness- to enable them to
make choices for themselves

OK Thanks Kam, thanks very much for your time today. I’ll type up this interview and

send it across to you so that you can check it for accuracy and agree its an accurate
record.
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Kam 2
SWB?2

Kam, thanks very much for coming to this interview
SWB2That’s ok.

Kam, some of the questions | will ask in this interview will be similar to last time, but its
just to enable me to compare your responses across the year, is that ok

SWB2Yes

OK. Could you start by describing for me what the unique core skills of a social worker
are

SWB2 Having a non judgemental approach to individuals, knowing peoples entitlement to
support and help and services and being able to help them to access it., um. Being able to get
alongside someone, good interpersonal skills.

Could you tell me Kam, what your understanding is of the philosophy and core values
that provide a foundation for social work

SWB2The belief that someone has the right to live the lifestyle of their choice, and should be
enabled to make choices that enable them to do that.

Ok. What about the values that underpin social work

SWB2...um core values are non judgemental approach, unconditional positive regard for
people, and equal opportunities for all irrespective of race, gender, culture, religion, etc

What about your understanding of other health and social care professionals
SWB2Well, I haven’t had anything to do with other professionals. I don’t go on my
placement until next month, its going to be in a mental health resource centre. There are
community mental health teams there

That’s great, that you’ve managed to get the placement that you wanted

SWB2Yeah, I’m really pleased, really looking forward to it.

Have your views about the skills required for nursing changed at all since we last met
SWB2No, I haven’t learned anything about the nursing roles

What about the values and philosophies that underpin nursing

SWB21I suppose when talking about social work values and philosophies you start to think
that they probably apply across all of the helping professions, you know? They are probably
the same as social work in nursing

Ok. We mentioned occupational therapists in the last interview. Is that a role that you

have come across at all at uni
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SWB2No

Ok thanks. Could you tell me Kam, are there academic or social support systems within
your student group

SWB2Well there are some really nice people on the course, but they often go out drinking
and to clubs, but I’ve got xxxxxxxxx to look after, so | go straight home. It’s a shame really,
but I don’t think 1I’m missing out- done that already!

What about academic support

SWB2Well I’ve been appointed a personal tutor, we have met once and she seems really nice.
There is lots of support and information to help us with assignments, so I’m feeling a lot more
comfortable about that now. | have to submit two by next week!

Are these your first assignments

SWB2Yeah, first real ones

Would you say that you have identified any role models in your lecturers or tutors
SWB2Not really, the lecturers seem to know their stuff, although some are a bit boring in the
way they present their lectures. | think some are just lazy as well, sending us of to do our own
‘self guided study”’ (interviewee uses fingers to demote exclamation marks)

Would you say that you have a professional identity, as a social worker

SWB2I think that | am a student social worker, and i have a long way to go before | can say
I’m confident as a social worker- | have a lot to learn

Ok, thanks. Would you say that there been opportunity for you to explore your personal
strengths and areas for development

SWB2Um, my personal tutor asked me to identify areas for development, and 1 find it hard to
do, because | need to get out there to practice to find out what I am not good at doing you
know what | mean?

Yes, | do.

SWB2I don’t know what | am good at yet, apart from being confident and communicating
well with people from all walks of life

So do you have a professional identity at the moment, as a social worker

SWB2No, I see myself as more of a student at the moment, I hope that during my placement
I’ll feel more like a social worker

Ok. Since e last met, has your understanding of the role of the social worker in the
various health and social care delivery systems developed
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SWB2Um, we have talked about commissioning care packages, and the need to liaise with
other agencies , such as hospital staff, gps , care homes, etc. We have talked about the
structure of primary care trusts and how these related to the hospital trusts and primary care,
but that’s as much as | know

Thanks Kam. My last question relates to the overall teaching style on the course, what is
it like?

SWB2Well the modules so far have been well structured, there are lectures we go to, the
assignment details are given to us well in advance, and we are told where we can get help if
we need it. There is a lot of help with IT and core learning skills at the moment, they are
really keen to get our assignment writing skills up to scratch!

Thanks great Kam, thanks again, I’ll be in touch next week.
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Kam 3
SWB3

Thanks for coming to the final interview Kam, I’m really grateful.

That’s ok

You have just finished your placement haven’t you

SWB3 Yep, just done 6 weeks in a CMHT within a resource centre. Finished Friday.

Kam, if I could start by asking whether you think you have developed a professional
identity as a social worker since we last met

SWB3 Oohh, not sure...professional identity. | feel more comfortable with my knowledge of
the role of a social worker and my ability to carry out the role. Is that what you mean

Well, do you feel that you belong to that profession, that you are now part if it

SWB3 Well yes, | am still a student social worker, but | feel that the role is much broader in
the mental health setting, all of the roles are

So could you articulate what the purpose of role of the social worker is in a cmht

SWB3 Um, the role is to assess needs, arrange or purchase care to fulfil those needs, to
provide ongoing support to people with a range of mental health problems with day to day
issues. Um, there is the specialist stuff that only the ASWs do, like mental health assessments
and vulnerable adults assessments.

Ok. What is the value base that underpins this work and what are the approaches used

SWB3 Values...well, the code of practice for social workers spells out the underpinning
values. | can’t remember all of them, but for me the main focus is on promoting independence
and respecting the rights of service users, whilst protecting them and other people from harm.
Ummm...empowerment of individuals and anti-oppressive practice are key.

Ok. What approaches are used in social work, in mental health
SWB3 Approaches used in social work...um we provide a mixture of practical interventions
and well, counselling really, coming from a humanistic approach rather than a treatment or

illness approach

Right. Would you be able to explain the philosophy and beliefs that provide a
foundation for social work

SWB3 Philosophy....ummm..we see the individual as social beings which are a product of
their environment - including family, friends, income and housing, employment and health. 1
think the fundamental belief is that we should respect the service users views and its not our
place to be judgmental.

Do you believe there are core skills unique to social work
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SWB3 Erm, | think it’s a skill to be able to reflect on your values and be aware of your
prejudices, being open and honest with yourself and constantly being aware of how these may
impact on your practice.

But is this unique to social work

SWB3 Well I think that some of the other professions have very specific interventions,
treatments, models, that | think they slot people into very easily. We as social workers don’t
have diagnostic tools, specific questionnaires and measures like the psychologists, or
medication to prescribe. I think its harder to stand back and take the time to get to know a
person and the world that they inhabit, before establishing how you can best help them , on
their terms.

You refer to some of the other professions within the team. Do you think that the
experience that you have had working alongside them has had an impact on your
attitude towards them or any stereotypes you may have held

SWB3 Um, | think working alongside people helps to dispel stereotypes as you get to know
the people and realise that it’s the person, the individual that matters, not the profession they
trained in. you know, there are good nurses and bad nurses, the same goes for social workers.
Was there an ot on the team

SWB3 Yes,xxxx

Did you have the opportunity to find out about their role

SWB3 Um, | shadowed her doing a couple of assessments, and sat in on a couple of cpa
meetings she ran. Um she seemed to be a very capable worker, but | would struggle to say she
did anything different to the social workers.

Would you be able to say what skills an ot needs

SWB3 | think the people skills required to enable you to carry out an assessment of
someone’s mental health problems and their abilities and needs

Ok. What about the values and philosophies that underpin occupational therapy

SWB3 Oh I don’t know about that, no I would be presuming

You discussed nurses. What are the skills you think they may need to carry out their
role

SWBS3 I think the confidence to apply treatments and approached without really knowing
someone, without having had the time to build up a relationship and know that it is
something you have chosen, its like the medication . Thing is, they are happy to give it
whether a client wants it or not, just because its been prescribed by a doctor.

So this is more of a value base or underpinning philosophy issue, isn’t it
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SWB3 Um I suppose so, it’s a we know best philosophy. Not client knows best

Do you think most nurses would be wiling to enforce treatments that clients are
unhappy to receive

SWB3 | think so yes, if they are satisfied that I is in the overall best interests of the clients
health, but I think most of the time they do not have that foresight

Has your understanding of the role of the social worker in various health and social care
delivery systems developed as a result of the placement.

SWB3 Um, I think so. | have a good idea now of mental health services, cmhts, the way
health and social care work together, and hospital based services. | sat in on ward rounds,
wow, they were interesting!

Really, good or bad

SWB3 Well, we spent a lot of time on the ward, but the environment is not good, nit good at
all.

Ok. Did the placement experience afforded you the opportunity to practice and begin to
evaluate the core skills of assessment, report writing and intervention planning through
to closure and discharge.

SWBS3 Yes. I’ve shadowed loads of assessments, and written up the paperwork, completed
some level 2 assessments, um shadowed sessions and sat in on anxiety management groups,
lost really. I have a good insight into care management and particularly the role of the cpa co-
ordinator.

Ok. I’d like to ask you to give me an overview of the course delivery style and whether it
has helped you

SWB3Um, I’m not sure what you mean

Well...have you been given the information, support and preparation that you needed to
perform well during your placement

SWB3 Oh yeah, I think the course has been designed really well. We have done groupwork,
case studies, not on metal health, but to help us focus on our core values and approaches. We

had packs on the role of the social worker in a cmht, and guidance on professional behaviour
and conduct, that was useful.

Have any informal social support systems developed within your student group.

SWB3 Not that | am aware of, no. m mean, there have been a few nights out, but nothing to
do with the course or placements

Have you identified any role models either at uni or on the practice placement?
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SWB3 Role models....i think there were a number of staff on the cmht who had good
attitudes and seemed to know what they were doing, I’m not sure they would e role models
though. There was one that | would definitely never want to be anything like!

Who was that then

SWB3 An old cpn who was near retirement and should go as soon as possible. His attitude
was really bad, so judgmental, so patronizing.. and sexist!

Do you feel confident in your own professional identity and ability to function
independently in a multi disciplinary team

SWB3 Well, I think I could find my way around the role in any new team, | know what my
limits and abilities are, I’ve a lot to learn though, | wouldn’t call myself a social worker yet!

Thanks Kam. My final question is whether you feel you have had the opportunity to
explore your personal & professional strengths & skills and identify areas for
development whilst on placement.

SWB3Um, I think I have. I have reflected on my placement experiences and pulled together
items for my portfolio and I think they highlight what I’ve done well, and where | need to
improve my knowledge.

That’s great, thanks for your time Kam.
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Lynne 1
SWC1

Hi Lynne, thanks so much for agreeing to take part in these interviews

That’s ok

This interview will take about an hour, and I will be asking a number of questions that
you may find difficult to answer, but I’m not expecting you to know the answers . It will
help me track your learning over the course of the year

SWC1 Ok

If I could start by asking you why you want to become a social worker? what are the
motivating factors behind your choice

SWC1 Well I’ve always wanted to work with people in a helping capacity. | have worked in a
residential home for people with a learning disability for a couple of years and | wanted to get
qualified — | feel that I can help people more if | have more knowledge.

Right, so you already have experience of working with people with learning disabilities
within social care setting

SWC1 Yes. | have done some agency work with older people as well.

Oh, right. Are there any life experiences that have persuaded you to wish to train as a
social worker

SWC1 Um, no. | have experienced a lot of life, moved away from home at 16 ,lived in
London, travelled. I think I have seen the world a bit and | am an open minded, understanding
person.

So.., would you say that you choose this career, or has it chosen you

SWC1 I’ve chosen social work specifically. | have pursued other careers, | completed almost
2 years of a psychology degree at uni a few years ago

2 years? Would you mind telling me why you left?

SWC1 um, just personal circumstances at the time, | needed to work and earn money. |
bitterly regret it now, of course. 1I’d love to go back and finish that year

I’m sure its something that is possible
SWC1 Yeah, maybe, when I’ve completed this course!

You said that you have done agency work with older people. Was this as a nurse or in
social care

SWC1 With nursing agency

365



Have you considered nursing as a profession, or any of the other health roles such as
occupational therapy

SWC1 Um, not really. | feel that social work addresses all people from all sections of society
and empowers and enables people to make choices. A lot of the health care professions are
very hierarchical, and the medical model does not empower people to make decision for
themselves

Right. Is it the enabling, non hierarchical approach that makes a social worker
different, or even preferable to the other professions

SWC1 Well, the medical profession specifically | think ,yes. Its not imposing a treatment or
making a judgement, its enabling people to make decisions for themselves

Could you tell me what the role of a nurse is, do you think

SWC1 We’ll its to carry out treatments and procedures on people, treating illness and
working more under the direction of a doctor.

Ok, would that count for mental health and learning disabilities as well

SWC1 Well yes, | think so. The structures are a little different, but people are still treated as
ill and needing to be cured, rather than taking into account social and political situations

Could you tell me what skills you think a nurse might need to carry out their role

SWC1 Technical skills of applying treatments, being able to empathise and talk to people,
those kinds of skills | would have thought

Would you be able to say what you think the underlying value base or philosophy of
nursing is

SWC1 .....1 think its to treat people where you can, save lives, keep people free form pain,
and protect people from themselves

How might they do that
SWC1 I mean in the case of suicidal people, keeping them under close supervision
Ok. What about occupational therapists?

SWC1 I’ve heard of them, aren’t very similar to physiotherapists, but they also work in
psychiatric hospitals doing basket weaving and clay modelling, those kind of activities

Well, they are increasingly becoming core members of multi-disciplinary mental health
teams, so you will definitely have the opportunity to find out more about them during
your course, | would have thought

SWCL1 Oh.

Would you be able to state what you think the skills might be that they would need
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SWC1 I would have thought that they need practical and artistic skills to engage people in
those kinds of activities

What about the values and philosophies of occupational therapy, what might they be

SWC1 Umm, that meaningful occupation is useful to distract people from their illness, that
learning new skills can help people cope in other areas of their lives

Ok, thanks. Your’e a few weeks into your course
SWC1 Yep.

What were your hopes & expectations of the course throughout the past year leading up
to the commencement of the course

SWC1 Um, | hoped to be challenged, having already studied at this level, 1’m not too
worried about assignments and stuff. | want to learn, and | want to be challenged, that’s what
I hope for

Have these altered now that you have been on the course for 2/ 3 months

SWC1 No, we are getting a lot of good theoretical input and lots of insights from different
angles, its good

That’s excellent. Do you think, bearing in mind your previous experience and input
from the course to date, that you could tell me what makes a good social worker

SWC1 Um, someone that is knowledgeable about the services and resources out there that are
on offer to help someone, yes, you need to have knowledge of what you can access. And
um... being non judgmental, definitely no snobby middle class people pretending to
understand someone’s situation that lives in a council flat with 6 children and no income!

Can | ask you then, what you think the core skills are that are needed for social work

SWC1 mm. core skills.... Empathy, being bale to help someone to make a decision or choice
about the direction they want to go in, and I think like I said before, knowledge of the services
and options available

Are these unique to SW or are they shared amongst other health & social care
professionals

SWC1 | think the medical professions and the skills they need focus more on giving a
treatment and working with illness, rather than enabling people to choose how they want to be
helped. I think the skills of enabling people to make choices lie within social care and
voluntary sector services.

What do you believe are the values , knowledge base & philosophy that provide the
foundation of social work

SWC1 Umm, value base is around protection of human rights, equal access for all, non

discriminatory , anti oppressive approaches to people. Justice and equality. Um, what was
after values sorry?
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Knowledge base and philosophy

SWC1 Um, the knowledge base is around peoples rights, models of understanding people,
development, how they cope with life and the impact this can have on their abilities.
Um....understanding of the influence that poverty, education, illness, wellbeing and family
relationships can have on an individual. Umm.. | think that’s all i can think of for the moment,
sorry

No that’s fine. What would you say are your own personal strengths & skills and areas
for development

SWC1 Um, strengths......i think as | said before, I have life experience, living in London,
experiences of relationships, I know my way around the system and | am a confident person,
so they are my strengths. i need to work up my academic knowledge of social models of
understanding. | don’t know about the legal system much, I know that its key to being a useful
social worker. I know some of the services around here as | grew up here and know it well,
but I don’t k now the ins and outs to accessing services and what they all provide.

Umm. | need to know more about different therapeutic approaches to mental health problems.

Ok, thanks. You say that you know this area well, and you have worked in social care
before

SWC1 Yep

What is your understanding of the structure of mental health services in health and
social care .lets take health first

SWC1 Um. Well, the mental health care trust here provide services in hospital and in
community teams .

Right. What about social care

SWCL1 Social services, which are part of Wolverhampton council have a duty to provide
services for those most in need, such as home care for the elderly, day services for people
with learning disabilities , mental health, older people. Um. Childrens’ services, such as foster
care are with them also, but they are all part of the overall council.

Ok, thanks Lynn. If I could move on now to ask you what your understanding is of
multi-disciplinary working, what is it?

SWC1 Well its people from different professions working together to achieve a common
goal, to provide the best care for a person.

Do you mean in the same team?
SWC1 No, not necessarily, multi disciplinary working can be across teams.
OK. You have indicated that you would like to work in mental health and you will

hopefully have a mental health placement this year. What is your understanding of
mental health services
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SWC1 Urm, do you mean in the council?
No, very broadly, across health, social care, voluntary sector.

SWC1 Well, | think that health services provide diagnosis, treatment and hospital based help
for people with mental health problems. Both social services and voluntary organisations
provide services that, um help to support people living in the community with mental health
problems

Like what specifically?

SWC1 Um, helping them to get the right sort of accommodation, benefits advice, hep with
day to day stuff like paying bills and shopping, um, going to college, access to jobs...that sort
of thing

Ok, thanks. If I could ask you to put yourself in the position of a mental health service
user, what would be your expectations of a social worker?

SWCL1 | would expect a social worker to be impartial, impact in my best interests, to enable
and support me to make choices about what | want to do in life, help me get the benefits | am
entitled to. I would definitely expect them to respect my decisions and not force their own
opinion on me

Ok thanks. What difference then do you expect to make to a users life
SWC1 Well | hope I can do what | just said, help people with specialist knowledge and
advice of their entitlements and act in a non judgemental way to hep them live the type of life

........... that they want to lead.

Thanks Lynn. That concludes my interview for this session, Is there anything else that
you would like to add ?

SWC1 Umm, no | don’t think so

Well thank you very much for your time, I’ll be transcribing this interview and sending
it to you for checking in the next couple of weeks.
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Lynne 2
SWC2

Ok Lynne, thanks for meeting up with me again for this
SWC2 No problem

Now, some of the questions | will be asking you in this interview will be very similar to
last time, its so that I can try to identify any changes that occur in your thoughts and
descriptions over time- is that ok?

SWC2 Yep, no worries
Now 1’d like to start, if I may by asking what you think the unique core skills of sw are:

SWC2 Um, | would say that social work is a systemic approach, and the theories that
underpin it are based within the social model and its focus on
Equality regarding race, gender, sexuality...and so on

Ok, so that’s the theoretical perspective of the social work approach. What skills does an
individual need to carry out social work, that are not required by say, nurses or
occupational therapists in the same way

SWC2 Oh, ok. Um, the ability to focus on the individual person, and work with them in a non
judgemental way to achieve their own goals, | would say that nurses and ots don’t use that
approach as they are focussed on implementing plans and treatment approaches

Right, so what skills do you have that would help you to do that
SWC2 Um, I’m not afraid to meet people where they’ re coming from. I’m not shocked by
anything, and | don’t feel the need to transfer my values to someone else, how they live their

life is fine by me. I would also say I can build a rapport with someone quite quickly, on a
professional level

Ok, we discussed your understanding of nursing last time. Have your perceptions or
understanding of their roles changed over the last few months

SWC2 No not really. I suppose | have a better understanding of what makes us different to
nurses. Our approach is about the person, their family, their carer, the environment and how
the whole system impacts on that individual, not just on the drugs they’re taking or the history
of the illness in their family.

What about the skills they might need

SWC2 No. | think they need to know their treatments, they need to know manual handling,
how to communicate with people and keep paperwork up top date, like everyone else

Ok, what about the role of occupational therapists and the skills they might need

SWC2 | suppose their pretty similar, but , no that’s unfair. I don’t know for sure what they
do, no more than when you last asked me
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Now I think you answered this earlier in regard to social work, when | asked you about
core skills of social work. What is your understanding of the philosophy, core values and
beliefs that provide a foundation for social work

SWC2 Yes, I think | talked about the social model and the systemic approach

Yes,. So do you think you would be able to tell me what the underpin philosophy and
values are that underpin nursing

SWC2 Not really. My experience of nurses having worked alongside them during agency
work is that the philosophy is to care for people, which means doing things to them or helping
them, hands on, physically to do things that they cannot do themselves. I think the problems
with that is with many disabled people or mentally ill people, they cannot tell you what they

want, so the nursing approach has to make assumptions, you know , about what is best for
someone.

So would that mean that the philosophy of nursing is to do what is best for someone
SWC2 Um, yes. To do your best to keep them comfortable, well, whatever

Similarly, would you be able to explain what the underpinning philosophy and values of
occupational therapy are

SWC2 No, only guessing that its about occupation, and keeping people busy, giving them
something to do to distract them from their problem or their illness

Ok, thanks Lynne. Could you tell me what the academic support is like at uni

SWC2 Um, its ok. Um,..anyone that’s struggling can access help, and we all have a personal
tutor.

Have you taken up any of the support on offer
SWC2 No, haven’t needed to.

Ok, what about your fellow students. Do you feel that you get much support from other
students, are there groups outside of lectures that you socialise in

SWC2 Not really, some of the group like to go to the students union, quite a few live in
student accommodation near to each other so they see a lot of each other. I’m living with my
boyfriend so I don’t mix with them much

Oh, | see

SWC2 | like most of them, they’re alright, I just don’t want to spend my own time with them.
I’ve already got a life

Have you adjusted to student life though Lynne. You mentioned last time that you had

been a student before for nearly two years, is it something that you have slipped back
into easily

371



SWC2 Um, yes | suppose, although I’'m a lot older now. I don’ feel the need to go out
drinking every night and be one of the gang, you know?

Yes, | do. Are there any good role models on the teaching or tutor team?

SWC2 Um, I’m not quite sure what you mean

Well, are there any of the lecturers on the course that have inspired you, that you have
thought must be a good social worker in practice, or even the opposite, that you have
thought they are bad role models

SWC2 | don’t see them as social workers to be honest. | mean, | know , well | presume they
have been at some time during their lives, but they are just taking us through theory and
approaches, we don’t get to see them in practice

Ok , thanks. So you do not see them in a professional sense.

SWC2 No, not really

How about yourself? Do you se yourself as a social worker

SWC2 No not yet, I’m a student social worker. | don’t mean | haven’t go the skills to be one,
| just haven’t practiced as one yet

Do you feel that you have started to develop a professional identity yet

SWC2 Well if you were to ask whether | see myself as a social worker in comparison to other
jobs like nurses, then | would say yes, | have an identity- as a social worker

Ok thanks. Has there been opportunity for you to explore ,Lynne, your personal
strengths and any areas that you would like to develop

SWC2 Not really, no. I think that will come in my practice placement, which I’'m really
looking forward to.

Really, do you know where you are going yet?

SWC2 No, but its looking like I should get a placement with the community mental health
team or mental health day services.

That’s great, fingers crossed eh. So could you tell me how do you think your strengths
and potential areas for development may link to your development as a professional

SWC2 | am a good communicator, and I build rapport well with people. I think this will be a
strength not just in social work practice, but especially in mental health, where the
relationships are more long term and the importance of good communication skills is key.
Ok, what about your areas for development

SWC2 Well | need to know more about how I can empower and enable people as a social

worker in mental health, | haven’t had experience of that, and its something that | will only
gain from experience. The brokerage role, arranging packages of care, | don’t know how
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,much freedom there is to be creative, to work with the person designing their package of
carte. | want to learn all of that. Its knowledge I don’t have yet

Ok .that sort of leads me on to the next questions, which is about your understanding of
the various health and social care delivery systems and consideration the role of the sw
and inter-agency working within this context. You mentioned the brokerage role, what
do you perceive that to be in mental health

SWC2 Well as | said, | don’t really know until I get out there in the real world to see how it
works, but, I know that once you make an assessment of someones’ needs, there may be a list
of support that they could benefit from, such as help with benefits, help with finding
employment or getting back into education, moving accommodation, those sort of things. As
a social worker, to be effective, | would need to know all of those agencies that provide those
services, whether | can buy them and what the procedures are.

So when you talk about other services, do you see these as mental health specific services
or general service provided by say, the council or voluntary agencies

SWC2 Well I don’t know, not yet
Would you see yourself as working closely with other mental health professionals

SWC2 Um, in relation to the persons illness or as part of the package yes. | don’t know really,
until get out there.

Ok Lynne, thanks for that. Well my final question id about the teaching style on course
and the syllabus content. Could you tell me a little about it

SWC2 Um, what specifically, all of the modules

No, start with the style. Is it face to face teaching all of the time, do you do a lot of
groupwork, or self directed learning?

SWC2 Oh, | see. There is a mix really. We have lectures, but they are not too dry, we usually
have to break up into groups to consider case studies and the like. There are preparation packs
for each module available, so you can prepare for the work in advance if you want to, and get
an understanding of the subject.

Is there any self directed learning

SWC2 Yeah, a fair bit. I’m just going to start a law module, which requires a lot of work on
my own, in the library and on the internet. I think we have to do self directed learning all
along, for instance, the values and ethics module focussed us on understanding our own
prejudices, values and beliefs and how they could impact on our approach to others. You can
do case studies and write assignments till you are blue in the face, but until you spend time
reflecting on your self in everyday life, you cannot get a full understanding of how you tick.
And that’s so important, understanding how your own values may affect the way you treat
other people.

Ok Lynne, thanks so much for the interview, I’ll be in touch with the transcript in the
next couple of weeks.
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SWC2 No problem.
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Lynne 3
SWC3

Thanks for agreeing to the final interview Lynne
SWC3 That’s ok
You have just finished your placement haven’t you

SWC3 Yes, I’ve been with the south east cmht in xxxxxxxxxXx. for 6 weeks, its gone so
quickly!

That was the placement you wanted wasn’t it, in a cmht?
SWC3 Yes, mind you, it’s a bit of a crazy team!
Really? In what way

SWC3 Well, some of the characters, | mean, | was surprised at how they behaved towards
each other.

Was is good, or bad
SWC3 Some of the staff really didn’t get along. In fact, one or two seemed to hate each other
And how did that affect the team

SWC3 Well, the team didn’t feel like that much of a team, but the clients got a fairly good
service

.Tell me a bit about your views and perceptions of your role whilst on placement.

SWC3 Well I’ve been attached to an asw who is very experienced. Not so much as an asw,
but as a social worker. He is really caring about the clients and tries his best to do a good job.

So what was your role

SWC3 Well | shadowed his work, and the other members of the team in the first couple of
weeks

Who were the other team members

SWC3 Well the team consisted of 4 cpns, 3 asws, 1 ot, 1 psychologist, although I never
seemed to see her, and two psychiatrists

Were there any support workers
SWC3 Oh yes, an str worker and a nursing assistant

What kind of work related activities did you do
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SWC3 Well I worked with 2 clients who were new referrals as | joined the team. | shadowed
the assessment and the completion of the level 2 paperwork

Whats that

SWC3 Um, the care package purchasing agreement with the local authority

Ok. Did you just shadow work for the 6 weeks

SWC3 No, once xxxxxx was happy that | knew what | was doing, he asked me to visit two
clients twice weekly on my own., they had specific isues that | was able to work with them
on. One was having difficulty getting out of the house due to his isolation and needed help
accessing employment, the other was having financial problems as she had been off sick from
work for 12 months so her income had stopped, but she had a mortgage and loads of other
bills, so I was working closely to a plan with them, reporting back to XXxXxxxx.

So did you just engage in social work tasks

SWC3 | don’t think those are just social work tasks. All of the team carried out that type of
work with their clients, in fact everyone carried out screening assessments which surprised me

Why
SWC3 | don’t know, | thought the referrals would be centrally assessed and allocated, but the
whole team took part in that. The assessment form was generic, so it had medical , social and

psychological aspects within it.

So do you feel that your professional identity as a social worker has developed as a result
of being on placement

SWC3 Well | think I have a good idea what social workers do in a cmht, but I think the roles
of the team are pretty similar, apart from the very specialist social work responsibilities

What were these

SWC3 Um, mental health act assessments, vulnerable adult assessments and some other
things relating to the mental health act processes

Has your knowledge increased as a result

SWC3 Well, there is a lot that | now feel that | don’t know! To be honest, | visited one of
XXxXxxxxx clients with him who he later had to section, and | was really quite scared. | was
surprised to find out how much of the sectioning process , the responsibility I mean, lies with
the social worker. That’s quite scary

What did you find scary, the responsibility

SWC3 Yes. no, the power that the social worker has over someones’ life. Those decisions are

life changing. And there are some people on my course that quite frankly, well it scares me to
think that they will have that power one day
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Yes it is quite scary. | just need to refer back to the question Lynne, as its a long

(0] o[- TP ok, what about your own value base- has that changed as a result of
your placement experiences?

SWC3 Mmmm..not quite sure what you mean

Ok, during your exchanges and experiences with clients on this placement, have your
values been challenged in any way

SWC3 Well, there were a few clients that were a pain in the arse | mean, very stroppy and
difficult and | found my patience ran out with them fairly early on

Really? What kind of difficulties were they experiencing

SWC3 Well one had a personality disorder and she ended up running us all around in circles,
threatening suicide, trying to get admitted, getting vulnerable adult referrals through to us via
the police on a weekly basis, its easy to see why some workers get fed up with some clients,
you can only do your best

Yes, this client group can present quite challenging behaviour.

SWC3 Another client kept cancelling appointments, not turning up for things | arranged with
outreach and day care and, well, 1 just ended up very frustrated, not getting anywhere

In what way do you think these experiences challenged your value base

SWC3 Well I’ve always maintained that the client is the expert and a social worker should be
there to assist them in making choices and help them to achieve their goals. But some of these
people didn’t want to be helped.

It sounds as if this frustrated you

SWC3 It did, on several occasions

This takes us nicely into the next question Lynne

SWC3 Ok

Id like to revisit, in your own words, your understanding of the philosophy, core values
and beliefs that provide a foundation for social work

SWC3 Based on a sociological perspective, mental health social workers assist people
experiencing socio political and environmental stressors to develop and adapt coping
strategies and support mechanisms.

Wow, that’s impressive

SWC3 I’ve just written up an assignment last night, that’s why! (laughter)

Do you think, based on your recent placement experiences that the social workers
practiced that philosophy
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SWC3 Yes | do

As social workers or a mental health team workers

SWC3 | think that the three social workers in that team had a very strong identity. They
didn’t draw the same boundaries around their skills as the nurses did. | didn’t hear one of the
social workers refuse to work with someone

Who did you hear refuse to work with someone

SWC3 A few times, during the weekly allocation meetings, there were little arguments where
people wanted to avoid taking new referrals

Was that about people wanting to keep their caseloads down

SWC3 Probably. It seemed more than that, a couple of the nurses stated that the person
needed a social worker and that there was no apparent medical problem

Right. From these experiences, have your perspectives changed in the core skills you
think are unique to social work

SWC3 um, | can’t remember what I’ve said before

don’t worry. Just tell me whether you think there are any skills that are unique to social
work , above the other professions

SWC3 well 1 would have said care management, putting care packages together, but I think
that all members of the team do that. They are all CPA care co-ordinators, and | didn’t know
that they could all complete purchasing paperwork for the council services

were there limits to what they could purchase

SWC3 mmm...not sure, but most were arranging day care and outreach, and employment
pathways support.

So what skills are unique to social workers

SWC3 Um. | don’t know. Mental health act work, giving a non medical
perspective...... understanding of someones emotional distress that is not a mental illness or
problem.

Has your placement experience afforded you the opportunity to practice the core skills
of assessment, report writing and intervention planning through to closure and
discharge.

SWC3 Um, I’d say yes. | have completed assessments, done all of the paperwork, written in
the notes. | haven’t discharged anyone, but | wasn’t there long enough.

Ok, Lynne thanks. Um..i’m going to ask about professional stereotypes now. Do you

think that your work placement had any effect on your perceptions of the stereotypes of
roles within the team
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SWC3 | think the psychiatrist definitely lived up to theirs (laughter)

In what way

SWC3 They were arrogant, quirky, bossy, dismissive, everything | expected
Oh dear. What about the other team members

SWC3 Well, the nurses were nursey, but | was quite surprised at their adaptability, they did
see beyond the medical model, although they talked about medication all of the time.

Any changes in your views on their skills

SWC3 Yes, i think they do very broad assessments of anybody and everybody, so they are
quite good at assessing levels of risk. They also did a lot more therapeutic stuff like group
work and anxiety management programmes, that sort of thing.

What about the ot, you said there was one.

SWC3 Well, she was good, but I can’t really see what was different in her role to the social
workers, other than the fact she did not do the mental health act stuff or vulnerable adults.

So the role didn’t seem too distinct then

SWC3 No, her role was quite similar to ours.

Any different views on the skills she needed to function in her role

SWC3 | suppose similar to the nurses in some ways, assessment risk assessment, i think her
role was less trouble shooting or risk management though, more developing programmes to

work towards employment or meaningful activity.

Do you feel that you know what nursing and occupational therapy entails now, what
values and philosophies underpin the approaches

SWC3 No, but I think if I were to do my 70 day placement in that team, it would make a
difference. If | were there for longer, | would gain more insight into what it is they do, what
the differences are

What impact would you say that working in a multi disciplinary team like that one has
on the understanding of professional roles within the team

SWC3 Um, | don’t know, I was there for such a short time, it whizzed by

How confident do you feel now in your own professional identity as a social worker,
would you know your role and function within a multi disciplinary team

SWC3 Um...I think I would know what | am supposed to do, but I would not have the

confidence to challenge other professionals regarding their role, as | don’t understand it
enough. 1 would challenge unethical or bad practice , of course
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Have you come across any role models, people whose practice you would like to emulate
either at Uni or in the practice placement,

SWC3 Yes, | think XXXXXXXXXXXXXXXXXXX is a fantastic social worker, and as lovely human
being. If I turn out like him it will be a good thing

That’s nice to hear

SWC3 Well, there were things that he said to people, approaches that he used that impressed
me, and | think I will use them myself in the future.

Have you had any contact with your student colleagues during the placement

SWC3 no

Ok, Lynne. That brings me to my last question, which is about your understanding of
the various health and social care delivery systems in Wolverhampton. Have you had the
opportunity on this placement to expand your knowledge

SWC3 oh yea, I’ve gained some knowledge of the agencies around that provide different
services, | visited a few. Access to some of them is still a mystery, but | definitely understand
what goes on in the psychiatric hospital now, I’ve spent a fait amount of time on the wards,
the acute admission wards anyway.

Ok, , that’s all I have, thanks for your time, you have been so helpful. As before, I’ll send you
the transcript for your perusal.

380



REFERENCES & BIBLIOGRAPHY

Abbott, A. (1988) The System of Professions. An essay on the division of expert labor.
Chicago: The University of Chicago Press.

Aberbach, J.D., and Christensen, T. (2003) Translating Theoretical Ideas into Modern State
Reform, Economics-Inspired Reforms and Competing Models Of Governance.
Administration and Society vol 35. no5 p491-509.

Abercrombie, N., Hill, S. & Turner, B. S. (1994) Dictionary of Sociology (3rd Ed.).
London, Penguin.

Adams, A. (2003) The Modernisation of Social Work Practice and Management in England.
Eichstatt: ISIS.

Adams, A. (2005) Theorising inter-professionalism in Colyer,H., Helme,M & Jones, |
(2005)The Theory-Practice Relationship in Interprofessional Education. CAIPE

Adams, K., Hean, S., Sturgis,P & Macleod Clark, J. (2006). Investigating the Factors
Influencing Professional Identity of First Year Health and Social Care Students. Learning in
Health and Social Care Vol 5, No 2. P 55- 68

Alcoff, L. (1988) Cultural feminism vs post-structuralism: the identity crisis in feminism.
Signs, Vol 13, 3, p405-36.

Allport, G.W. (1954) The Nature of Prejudice. Reading, MA: Addison-Wesley

Anthias, F. (1998) Rethinking social divisions: some notes towards a theoretical framework.
The Sociological Review, Vol. 46, No. 3, Aug 1998: p505 — 535.

Arber, S. (1993) Designing Samples in Gilbert N (Ed.), Researching Social Life, London,
Sage.

Archer, M. (1996) Social Integration and System Integration: Developing the Distinction.
Sociology vol 30 no.4. p679 -699

Argyris, C. (1976) Theories of Action that inhibit Individual Learning. American
Psychologist vol 3. p638-654.

Argyris, C. (1980) Inner Contradictions of Rigorous Research. New York: Academic Press.

Argyris, C. and Schon, D. (1974) Theory in practice: Increasing Professional Effectiveness.
San Francisco: Jossey-Bass.

Ashby, W.R. (1956) Introduction to Cybernetics. New York: John Wiley.

Ashton, J. (1992) Continuing Education; Study of the Professional Development of
Therapists. Unpublished PhD Thesis, Exeter. University of Exeter. www. Theses.com

381



Atkinson, R. and Flint, J. (2001) Accessing Hidden and Hard-to-Reach Populations:
Snowball Research Strategies. Social Research Update, Vol 33.

Ball, S.J. (1998) Educational Studies, Policy Entrepreneurship and Social Theory in Slee, R.,
Weiner, G. and Tomlinson, S. School Effectiveness for Whom? London: Falmer Press.

Bandura, A. (1977) Social Learning Theory. Hemel Hempstead: Prentice Hall.
Barnes, D., Carpenter, J. and Dickinson, C. (2000) Interprofessional Education for
Community Mental Health: attitudes to community care and professional stereotypes. Social

Work Education vol 19. p565-583.

Barnes, M. and Bowl, R. (2001) Taking Over The Asylum: Empowerment and Mental
Health. Basingstoke, Palgrave.

Barnett, R. (1994) The Limits of Competence. Buckingham: SRHE and Open University
Press.

Barr,H. (1994) NVQs and their Implications for Inter-Professional Collaboration in
Leathard, A. (Ed)(1994) Going Inter-Professional. Working Together for Health and
Welfare. Routledge; London.

Barr, H. (1994) Perspectives on Shared Learning. Council for the Advancement of
Interprofessional Education in Primary Care; London.

Barr, H. (1996) Ends and Means in Interprofessional Education: Towards a Typography.
Education for Health vol no3. p341-352.

Barr, H., Freeth, D. and Hammick, M. et al. (1999) Evaluating Interprofessional
Education: A United Kingdom Review for Health and Social Care. London: BERA/CAIPE.

Barr, H (2000) 'Working together to learn together: learning together to work together’,
Journal of Interprofessional Care, Vol 14: No 2, p 177 - 179

Barr, H. (2002) Interprofessional Education. Today, Yesterday and Tomorrow. A Review.
London: LTSN HS&P.

Barr, H.(2003) Unpacking Interprofessional Education in Leathard, A. (Eds)
Interprofessional Collaboration. Brunner-Routledge.

Barr, H., Koppel, I., Reeves, S., Hammick, M. and Freeth. D. (2005) Effective
Interprofessional Education: Argument, Assumption and Evidence. Oxford: Blackwell
Barrett G, Greenwood R and Ross K (2003) Integrating interprofessional education
into ten health and social care programmes. Journal of Interprofessional Care vol 17 no3.

p293-301

Barry, A.M. and Yuill, C. (2002) The Development of Modern Medicine in Understanding
Health. London: Sage.

Bateson, N. (1984) Date Construction in Social Surveys. London, Allen and Unwin.

382



Beattie, A. (1995) War and Peace Among the Health Tribes, in Soothill, K., Mackay, L. and
Webb, C. (Eds) Interprofessional Relations in Health Care. London: Edward Arnold.

Beattie, A. (2003) Journeys into Thirdspace?: Health Alliances and the Challenge of Border
Crossing in Leathard, A. (Eds) Interprofessional Collaboration: From Policy to Practice in
Health and Social Care. Hove & New York: Brunner-Routledge.

Berger, P. & Luckmann,T. (1966) The Social Construction of Reality; A Treatise in the
Sociology of Knowledge. New York; Doubleday & Co

Bernstein, B. (1996) Pedagogy, Symbolic Control and Identity: Theory, Research and
Critique. London: Taylor-Francis.

Bevir, M. (1999) Foucault, Power, and Institutions. Political Studies, XLVII: p345-359.

Biesta, G.J.J. and Burbules, N. (2003) Pragmatism and Educational Research. London:
Rowman and Littlefield.

Bilton, T., Bonnett, K., Jones, P., Skinner, D., Stanworth, M. and Webster, A. (1996)
Introducing Sociology 3rd Edition. Basingstoke: Macmillan.

Bines, H. (1992) Interprofessionalism in Bines, H. and Watson, D., (Eds) Developing
Professional Education. Buckingham: SRHE & Open University Press.

Bines, H., Watson, D. (Eds) (1992) Developing Professional Education. Buckingham: SRHE
& Open University Press.

Bloomer, M. (1997) Curriculum Making in Post-16 Education: the social conditions of
studentship. London: Routledge.

Bouma, G. D. and Atkinson, G. B. J. (1995) A Handbook of Social Research: A
comprehensive and practical guide for students (2nd Ed.). Oxford: Oxford University Press.

Boaden N., Leaviss J. (2000) Putting teamwork in context. Medical Education vol 34. p921-
927.

Bouchel, C. and Bouchel, H. (1998) The Governance of Social Policy, in Brunsden, E.,
Dean, H. and Woods, R. (Eds). Social Policy Review 10.

Boud, D. (1997) A Facilitator’s View of Adult Learning in Boud, D. and Griffin, V. (Eds)
Appreciating Adults Learning: from the learner’s perspective. London: Kogan Page.

Boud, D. and Solomon, N. (Eds) (2001) Work-Based Learning: A New Higher Education.
Buckingham: SRHE & Open University Press.

Bowl, R (2009) Post-Qualifying Social Work Practice in Mental Health in P. Higham (ed.)
Post Qualifying Social Work Practice. London; Sage. p. 63- 75.

Bredo, E. (1994) Reconstructing educational psychology: Situated cognition and Deweyian
pragmatism. Educational Psychologist, vol 29 no 1. p 23-25.

383



Brewer, M.B. and Miller, N. (1984) Beyond the Contact Hypothesis: Theoretical
perspectives on Desegregation, in Miller, N. and Brewer, M.B. (Eds) Groups in Contact: the
psychology of desegregation. Florida: Academic Press.

Brooker, C.B., Gournay,K., O’Halloran, P., Bailey, D. and King, J (2001) Mapping
Training to Support the Implementation of the National Service Framework for Mental
Health. Journal of Mental Health. Vol 11no 1. p 103-116

Brown, A. J., & Dowling, P.C. (1998). Doing Research/ Reading Research; A Mode of
Interrogation for Education. Routledge; Oxford.

Brown,B, Crawford, P & Darongkamas. J (2000) Blurred Roles and Permeable
Boundaries: The Experience of Multidisciplinary Working in Community Mental Health.
Health and Social Care in the Community vol 8 no 6. p425-435

Brown, J.S. and Duguid, P. (1991) Organisational Learning and Communities of Practice, in
Cohen, M.D. and Sproull, L.S. (Eds) Organisational Learning. London: Sage Publications.

Brown, J.S. and Duguid, P. (1996) Stolen Knowledge in McLellan, H. (Eds) Situated
Learning Perspectives. Englewood Cliffs. NJ: Education Technology Publications.

Brown, J., Simons, L & Zeeman, L. (2008) New Ways of Working: How Mental Health
Practitioners Perceive their Training and Role. Journal of Psychiatric and Mental Health
Nursing, 2008, vol 15, p 823-832

Brown, R. and Gardman, K. (2001) Social Identity Theory: Past Achievements, Current
Problems and Future Challenges. European Journal of Social Psychology vol 30. p745-778.

Bruner, J. (1981) Life as Narrative. Social Research, vol 54 no 1. p11-32.

Bruner, J. (1996) Towards a Theory of Instruction. Cambridge, MA: Belknap.
Brymon, A. (1988) Quantity and Quality in Social Research. Unwin Hyman ;London.
Burns, R. B. (2000) Introduction to Research Methods (4th Ed.). London, Sage.
Burr,V. (1995) An Introduction to Social Constructionism. London: Routledge.

Button, G. and Sharrock W. (1993) A disagreement over agreement and consensus in
constructionist sociology’. Journal for the Theory of Social Behaviour, vol 23 no 1. p 1-25.

CAIPE (1995) Interprofessional Education — A Definition. CAIPE Bulletin No. 13.

Caley, L. In Boud, D. and Solomon, N. (Eds) (2001) Work-Based Learning: A New Higher
Education. Buckingham: SRHE & Open University Press.

Capra, F. (2002) The Hidden Connections. London: Harper Collins

Care Standards Act (2000) Chapter 14. HMSO, London. Accessed 230310
at<http://www.hmso.gov.uk/acts/acts2000/20000014.htm#aofs>.

384



Carey, J.W. (1993) Linking Qualitative and Quantitative Methods: integrating cultural
factors into public health. Qualitative Health Research vol 3.p 298-318.

Carpenter, J. (1995) Doctors and Nurses: stereotypes and stereotype change in
interprofessional education. Journal of Interprofessional Care vol .9 p151-161.

Carpenter, J. (1995) Interprofessional Education for Medical and Nursing Students:
evaluation of a programme. Medical Education vol 29. p265-275.

Carpenter, J., Barnes, D & Dickinson, C. (2000). An evaluation of the Birmingham
University Programme in Community Mental Health: an interprofessional postgraduate
course for staff working with people with severe and long-term mental illness. Journal of
Interprofessional Care, Vol. 14, no. 2, p 201 — 202

Carpenter, J, Barnes, D, Dickinson, C & Wooff, D. (2006) Outcomes of interprofessional
education for Community Mental Health Services in England: the longitudinal evaluation of a
postgraduate programme, Journal of Interprofessional Care, Vol 20, No 2, p. 145-161

Carpenter, J. and Hewstone, M. (1996) Shared Learning for Doctors and Social Workers:
evaluation of a programme. British Journal of Social Work vol 26. p239-257.

Carpenter, J., Schneider, J., Brandon, T. and Wooff, D. (2003) Working in multi-
disciplinary community mental health teams; the impact on social workers and health
professionals of integrated mental health care. British Journal of Social Work. Vol 33 p 1081
-1103

Carpenter, M., & Platt, S. (1997) Professional Identity for Clinical Social Workers: Impact
of Changes in Health Care Delivery Systems. Clinical Social Work Journal Vol. 25. No, 3.
p337 -350

Carr Saunders, A.M. (1928) Professions: their organisation and place in society. Oxford:
Clarendon Press.

Castling, A. (1996) The role of the staff development practitioner in the FE college, in J.
Robson (Ed.) The Professional FE Teacher. Aldershot: Avebury.

Castoriadis, C. (1993) The Retreat from Autonomy: Postmodernism as Generalized
Confusion in World in Fragments: writings on Politics, Society, Psychoanalysis, and the
Imagination. Cambridge: Polity.

Chambers, R. (2002) Relaxed and Participatory Appraisal: notes on practical approaches and
methods for participants in PRA/PLA-related familiarisation workshops. University of Sussex:
Institute of Development Studies

Chambers, R. (1994) The Origins and Practice of Participatory Rural Appraisal. World
Development vol 22 no7. p953-969.

Chambers, R. (1994) Participatory Rural Appraisal (PRA): analysis of experience. World
Development vol 22 no9 p1253-1268.

Chambers, R. (1994) Participatory Rural Appraisal (PRA): challenges, potential and
paradigm. World Development vol 22 no10. p1437-1454.

385



Chambers, R. (1995) Paradigm Shifts and the Practice of Participatory Research and
Development, in Nelson, N. and Wright, S. (Eds) Power and Participatory Development.
London: Intermediate Technology Publications.

Chambers, R. (1997) Who’s Reality Counts? Putting the Last First. London: Intermediate
Technology Publications.

Chappell, C., Tennant, M., Soloman, N., and Yates, L. (2004) Reconstructing the Lifelong
Learner: Pedagogy and Identity in Individual, Organizational and Social Change. Falmer:
Routledge.

Cheek, J. and Rudge, T. (1997) The Rhetoric of Health Care? Foucault, Health Care
Practices and the Docile Body — 1990s style, in O’Farrell, C. (Eds) Foucault: The Legacy.
Kelvin Grove, Queensland University of Technology.

Cilliers, P. (1998) Complexity and Postmodernism. London: Routledge.

Clarke, J. (Eds) (1993) A Crisis in Care? Challenges to Social Work. London; Sage.

Clark, M. (1999) Pulling Together in the Black Country; Seeking Common Strengths in
Mental Health Education and Training. Wolverhampton Health Care NHS Trust.

Clarke, P. G. (1993) A Typology of Interdisciplinary Education in Gerontology and
Geriatrics; Are We Really Doing What We Say We Are. Journal of Interprofessional Care
vol 7n03..p217-228

Clifton, M., Dale, C., and Bradshaw, C. (2006) The Impact and Effectiveness of
Interprofessional Education in Primary Care: An RCN Review. London: RCN.

Cobb, P. (1995) Continuing the conversation: A response to Smith. Educational Researcher,
vol 24no 6. p25-27.

Coffey, A. and Atkinson, P. (1996) Making Sense of Qualitative Data. London, Sage.

Cohen, H. A. (1981) The nurses quest for a professional identity. Addison- Wesley,
California.

Collins H. and Pinch, T. (1998) The Golem: What you should know about science.
Cambridge, Cambridge University Press.

Collins, R. (1979) The Credential Society. An historical sociology of education and
stratification. Orlandeetc: Academic Press

Colyer, H., Helme, M. and Jones, I. (2005) The Theory-Practice Relationship in
Interprofessional Education. Occassional Paper no 7. Nov 05, HEA.

Conway, J. and MacMillan, M. (2003) Quality Health Care Delivery: Implications for

Multiprofessional Learning. The Network International Conference .Towards Equity in
Education, Training and Health Care Delivery . October 2003 Newcastle, Australia.

386



Cooper, H., Booth, K. and Gill, G. (2003) Using Combined Research Methods for exploring
Diabetes Patient Education. Patient Education and Counselling vol 5. p45-52.

Cooper, H., Braye, S. and Geyer, R. (2004) Complexity and Interprofessional Education.
Learning in Health and Social Care. vol 3 no4 p179-189.

Cooper, H., Carlisle, C., Gibbs, T. and Watkins, C. (2001) Developing an Evidence Base
for Interdisciplinary Learning: a systematic review. Journal of Advanced Nursing vol 35.
p228-37.

Cooper, J., and Fazio, R. H. (1979) The Formation and Persistence of Attitudes that support
Intergroup Conflict, in Austin, W.G. and Worchel, S. (Eds) The Social Psychology of
Intergroup Relations. Monterey: Brooks/Cole.

Corbin, J. and Strauss, A. (1990) Grounded theory research: Procedures, canons and
evaluative criteria. Qualitative Sociology, Vol. 13. p3-21.

Corrigan, K. (2002) CMHTs; Embedding the Occupational Perspective. British Journal of
Occupational Therapy vol 65n0 2. p100

Cousins, M. and Hussain, A. (1984) Michel Foucault. Basingstoke, Macmillan.

Coventry University 2004. The BA (hons) in Occupational Therapy Syllabus, academic
year 2004/05. (Accessed online July 2004)

Craik, C., Chacksfield, J.D. and Richards, G. (1998) College of occupational therapists;
position paper on the way forward for research, education and practice in mental health.
British Journal of Occupational Therapy, vol 62 no5. p220 -228.

Cree,V.E. (1995) From Public Streets to Private Lives; The Changing Task of Social Work.
Aldershot, UK; Avebury.

Cruess, S.R. and Cruess, R. L. (1997) Education and debate ;Professionalism must be
taught. British Medical Journal vol 315. p1674-1677.

D’Amour, D. and Oandasan, 1. (2005) Interprofessionality as the field of interprofessional
practice and interprofessional education: An emerging concept. Journal of Interprofessional
Care (May 2005) Supplement 1 p8-20

Dale, J & Milner, G. (2009) New Ways Not Working. The Psychiatrist vol 33: p 204-207.
The Royal College of Psychiatrists

Dall’Alba, G. and Sandberg, J. (1996) Educating for Competence in Professional Practice.
Instructional Science vol 24 no3 p411-437.

Daudi, P. (1986). Power in the Organisation: The Discourse of Power in Managerial Praxis.
Oxford, Basil Blackwell.

Davis, B. and Sumara, D. J. (1997) Cognition, Complexity and Teacher Education. Harvard
Educational Review vol 67. p105-25.

387



Davis, B., Sumara, D. and Luce-Kapler, R. (2000) Engaging Minds: Learning and
Teaching in a Complex World. New Jersey & London: Lawrence Erlbaum associates.

Denzin, N. K. and Lincoln, Y. S. (1998) The Landscape of Qualitative Research: Theories
and issues. London, Sage.

Department of Health (1989) Caring for People: Community Care in the Next Decade and
Beyond. London; HMSO

Department of Health (1990a) The NHS & Community Care Act. London; HMSO

Department of Health (1990b) The Care Programme Approach- Joint Health and Social
Service. Circular hc23(90)/lassI(90)11.

Department of Health (1996) In the Patient's Interests: multiprofessional working across
organisational boundaries. Leeds: NHS Management Executive.

Department of Health (1997 a) Developing Partnerships in Mental Health. London; HMSO.

Department of Health (1997 b) Achievement and Challenge 17th March 1997. London;
HMSO.

Department of Health (1998 a ) Partnership in Action; New Opportunities For Joint
Working Between Health And Social Services. London; HMSO.

Department of Health (1998 c¢) Modernising Health and Social Services; National Priorities
Guidance 1999/00 -2001/02. London; HMSO.

Department of Health (1998 d) Modernising Mental Health Services; Safe, Sound and
Supportive. London; HMSO.

Department of Health (1998b) Modern Public Services in Britain; Investing in Reform.
London; HMSO.

Department of Health (1998e) A first class service; consultation document on quality in the
new NHS. HSC 1998/113.

Department of Health (1999a) Modernising Social Services. London; HMSO.

Department of Health (1999 b) National Service Framework for Mental Health. London;
HMSO.

Department of Health (2000 a) Implementation of Health Act 1999 Partnership
Arrangements. HSC 2000/010 : LAC (2000).

Department of Health (2000b) NHS Plan; A Plan for Investment, A Plan for Reform.
London; HMSO.

Department of Health (2001a) The Mental Health; Policy Implementation Guide. London;
HMSO.

Department of Health (2001b) Changing Workforce Programme. HSMO; LONDON

388



Department of Health (2001b) Mental Health National Service Framework (and the NHS
Plan) Workforce Planning, Education and Training Underpinning Programme: Adult Mental
Health Services: Final Report by the Workforce Action Team. London; HMSO.

Department of Health (2001c) A Service of All the Talents: developing the NHS workforce.
London; HMSO.

Department of Health (2001d) Working Together — Learning Together: a framework for
Lifelong Learning in the NHS. London; HMSO.

DOH (2002a) Requirements for Social Work Training, HMSO, London

Department of Health (2002b) Liberating the Talents. London; HMSO.

Department of Health (2003) The Victoria Climbié Inquiry: a Report of an Inquiry by Lord
Laming. London; HMSO.

Department of Health (2004) The 10 Essential Shared Capabilities: A Framework for the
whole of the Mental Health Workforce. HSMO; London

Department of Health (2006). Our Health, Our Care, Our Say: A New Direction for
Community Services. HSMO; LONDON

Department of Health (2007a) Improving Access to Psychological Therapies (IAPT)
Programme: Computerised Cognitive Behavioural Therapy (cCBT) Implementation
Guidance. HSMO; LONDON

Department of Health (2007b) Mental Health (MH) — New Ways of Working for everyone.
London; HMSO.

Dewey, J. (1938) Experience and Education. Kappa Delta Phi.

Dickinson, C. and Carpenter, J. (2005) Contact is not enough:An intergroup perspective on
stereotypes and stereotype change in Interprofessional Education. In Colyer, H., Helme, M.
and Jones, 1. (2005) The Theory-Practice Relationship in Interprofessional Education.
Occassional Paper no 7. Nov 05, HEA.

Dirkx, J. M. (2000) Transformative Learning and the Journey of Individuation. ERIC 223.

Dolmans, D. and Schmidt, H. (1996) The Advantages of Problem-based Curricula. Medical
Education 72 p535-8.

Dombeck, M. T. (1997) Professional Personhood: training, territoriality and tolerance.
Journal of Interprofessional Care vol 11 nol p9-21.

Drinka, T. J. K., Miller, T. F. and Goodman, B. (1996) Characterizing Motivational Styles

of Professionals who work on Interdisciplinary Health Care Teams. Journal of
Interprofessional Care vol 10 nol p51-61.

389



Driscoll, J. (2000) Practising Clinical Supervision. A Reflective Approach. London: Balliere
Tindall.

Du Gay, P., Evans, J. and Redman, P. (Eds) (2000) Identity: A Reader. Milton Keynes: The
Open University.

Eder, K. (1999) Societies Learn and yet the World is Hard to Change. European Journal of
Social Theory vol 2 no2. p195-215.

Edwards, A. and Talbot, R. (1999) The Hard-pressed Researcher: A research handbook for
the caring professions (2nd Ed.). London, Longman.

Elias, N. (1991) The Society of Individuals. Blackwell: Oxford.
Elliot, P. (1972) The sociology of the professions. London: MacMillan.

Engel, C. (1994) A Functional Anatomy of Teamwork in Leathard, A. (Eds) (1994) Going
Inter-Professional. Working Together for Health and Welfare. Routledge; London

Engestréom, Y. (2001) Expansive Learning at Work: Toward an activity theoretical
reconceptualisation. Journal of Education and Work vol 14 nol, p133-156.

English National Board (1999) The acquisition of key skills for mental health nursing
practice. English National Board for Nursing, Midwifery and Health Visiting — Internal
Report.

Epstein, A. (1978) Ethos and Identity. Tavistock, London sourced on
http://edutechwiki.unige.ch/en/professionalidenitiy

Eraut, M. (1998) Concepts of Competence. Journal of Interprofessional Care vol 12 no 2.
pl27-139.

Eraut, M. (2004) Developing Professional Knowledge and Competence. London: The
Falmer Press.

Erikson, E.H. (1950) Childhood and Society. New York: Norton.

Ernest, P. (1999) Social Constructivism as a Philosophy of Mathematics. Radical
Constructivism.

Etzioni, A. (1969) The semi- professions and their organisation. Free press; New York.
Ewen, R. B. (1993) Introduction to Theories of Personality. London: Lawrence Erlbaum.
Fairfield, R.P. (1994) Person-centred Graduate Education. Promethus Books UK.

Fallsberg, M. B. and Hammar, M. (2000) Strategies and focus at an integrated
interprofessional training ward. Journal of Interprofessional Care, vol 14 no4. p 337-51.

Fallsberg, M. B. and Wijma, K. (1999) Student attitudes towards the goals of an
inter-professional training ward. Medical Teacher, vol 21no ., p576-81.

390



Festinger, L. (1957) A Theory of Cognitive Dissonance. Evangston, IL: Row, Peterson.

Finch, J. (2000) IPE and Teamworking — A View from the Education Providers. British
Medical Journal vol 321.p1138-1140.

Fisher, D. (1991) An Introduction to Constructivism for Social Workers. New York: Praeger.

Forman, D, and Nyatanga, L. (1999) The Evolution of Shared Learning: some political and
professional imperatives. Medical Teacher vol 21 no5: p489- 496.

Foster, A. and Roberts, V.Z. (Eds) (1998) Managing Mental Health in the Community:
Chaos and Containment. London: Routledge.

Foucault, M. (1970) The Order of Things: An Archaeology of Knowledge, (trans: A.
Sheridan). London, Tavistock.

Foucault, M. (1973) The Birth of the Clinic: An Archaeology of Medical Perception, (trans:
A. Sheridan Smith). London, Tavistock.

Foucault, M. (1980) Power/Knowledge. Selected Interviews and Other Writings 1972-1977.
Pantheon, London.

Foucault, M. (1981) The Order of Discourse (trans. | McLeod) in Young, R Untying the
Text: A Post-Structuralist Reader. London, Routledge & Kegan Paul.

Foucault, M. (1993) The Subject and Power, in Dreyfus, H. and Rabinow, P. (Eds) Michel
Foucault: Beyond Structuralism and Hermeneutics. Lectures at The University of Chicago
Chicago: University of Chicago Press.

Fourth Report - The Regulation of Controlled Drugs in the Community, published 15th July
2004 Command Paper Cm 6249 http://www.the-shipmaninquiry.org.uk/fourthreport.asp
(accessed Sept 05).

Fox, N. (1993) Postmodernism, Sociology and Health. Buckingham. Open University Press.

Fraser, S. W. and Greenhalgh, T. (2001) Coping with Complexity: Educating for
Capability. British Medical Journal vol 323. p799-803.

Freeth, D., Hammick, M., Koppel, 1., Reeves, S. and Barr, H. (2002) A Critical Review of
Evaluations of Interprofessional Education Learning and Teaching Support Network (LTSN).
Centre for Health Sciences and Practice.
(www.ltsnhsap.kcl.ac.uk/publications/occasionalpaper/occasionalpaper02.pdf accessed

Jan 2005).

Freeth, D., Nicol, M., Reeves, S. and Wood, D. (2000) Education for Clinical Governance:
An Interprofessional Approach. Journal of Interprofessional Care. Vol 14.p292-3.

Freeth, D. et al (2005) Evaluating Interprofessional Education, a self help guide. Higher
Education Academy Health Sciences and Practice Network Occasional Paper 5

391



Freidson, E. (1973) Professionalisation and the Organization of Middle- Class Labour in Post
Industrial Society in Halmos, P. (1973) (ED) Professionalisation and Social Change. The
Sociological Review Monograth, no 20. University of Keele

Freidson, E. (2001) Professionalism. The third logic. Oxford: Polity Press

Friere, P. (1983) Education for Critical Consciousness. Continuum press.

Fuller, S. (2001) A Critical Guide to Knowledge Society Newspeak: Or, How Not to Take
the Great Leap Backward. Current Sociology, Vol. 49, p 4- 19.

Funnel, P, Gill, J. and Ling, J. (1992) Competence Through Inter Professional Shared
Learning, in Saunders, D. and Race, P. (Eds) Aspects of Educational and Training
Technology XXV; Developing and Measuring Competence. London; Kogan Page.
Gadamer, H.G. (1996) The Enigma of Health. Cambridge: Polity Press.

Gadamer, H.G. (1979) Truth and Method. London: Sheed &Ward.

Gaertner, S., Dovidio, J., Anastasio, A. et al (1993) The Common Ingroup ldentity Model:
re-categorization and the reduction of intergroup bias, in Stroebe, W. and

Hewstone, M. European Review of Social Psychology. Chichester: Wiley.

Galvin, S. W. and McCarthy, S. (1994) Multi-disciplinary community teams: clinging to the
wreckage. Journal of Mental Health, vol 3. p157 -166.

Gee, J. P. (1985) The Narrativization of Experience in the Oral Style. Journal of Education,
Vol 167 no 9. p9-35.

General Social Care Council (2008). Social Work at its Best. A Statement of Social Work
Roles and Tasks for the 21st Century. GSCC; London

Gergen, K. J., (1994) Realities and Relationships: Soundings in Social Construction.
Cambridge MA, Harvard University Press.

Giddens, A. (1987) Social Theory and Modern Sociology. Polity Press, Cambridge.

Giddens, A. (1991) Modernity and Self-1dentity: Self and Society in the Late Modern Age.
Polity Press, Cambridge

Gilbert, G. N. and Mulkay, M. (1984) Opening Pandora’s Box: a sociological analysis of
scientists’ discourse. Cambridge, Cambridge University Press.

Gilbert, J. (2005) Creating an Interprofessional Workforce for Client- centred Collaborative
Practice. Presentation 07.04.05 Strategic Consultation event DoH, 2005.

Gilbert, N. (1993) Researching Social Life. London: Sage Publications.
Gilbert, N (2001) (Ed). Researching Social Life. Second Edition. Sage; London

Glashy, J. and Lester, H. (2004) Cases for Change in mental health: partnership working in
mental health services. Journal of Interprofessional Care vol 18 no .) p7-16

392



Glaser, C. and Strauss, A. (1975) The Discovery of Grounded Theory: strategies for
qualitative research. Chicago: Aldine.

Glastonbury, B. (1975) The social worker; cannon fodder in the age of administration. Social
Work Today, vol 6, no 10.

Gleeson, D. & Mardle, G. (1980) Further Education or Training? A Case Study in the
Theory and Practice of Day Release Education. London: Routledge & Kegan Paul.

Gleick, J. (1998) Chaos: making a new science. William Heinemann.

Goodman, J. (1986) The Socialisation of Potentially Empowered Preservice Teachers. A
Case Study and Theoretical Analysis. Paper presented at the Bergamo Curriculum Theory
and Practice Conference, Dayton, Ohio.

Gournay, K. (1998) Training for the workforce in Brooker, C and Repper, J (eds.) Serious
mental health problems in the community: policy, practice and research. Bailliere-Tindall,
London.

Grant, O. (2003) Teaching and Learning about Racial Issues in the Modern Classroom.
Radical Pedagogy 5. (http://radicalpedagoqy.icaap.org/content/issue5_1/02_grant.html -
accessed 13.02.05).

Graneheim, U.H.,& Lundman, B. (2004) Qualitative Content Analysis in Nursing
Research: Concepts, Procedures and Measures to Achieve Trustworthiness. Nurse Education
Today. Vol 24, p 105-112

Gredler, M. E. (1997) Learning and instruction: Theory into practice (3rd Ed). Upper Saddle
River, NJ: Prentice-Hall.

Green, L. C. (2006) Pariah Profession, Debased Discipline? An Analysis of Social Work's
Low Academic Status and the Possibilities for Change . Social Work Education, Vol 25, No 3
, p 245 - 264

Greenfield, S. (2004) Interview. The Guardian G2 22 November 2004.

Greenhalgh, T. and Hurwitz, B. (1998) Narrative Based Medicine: Dialogue and Discourse
in Clinical Practice. London: BMJ Books.

Gregorc, A. F. (1973) Developing Plans for Professional Growth. NASSP Bulletin December.

Gross, P. and Levitt, N. (1998) Higher Superstition: The Academic Left and Its Quarrels
with Science. The John Hopkins University Press.

The General Social Care Council (2008). Social Work at its Best; A Statement of Social
Work Roles and Tasks for the 21st Century. GSCC; London.

Guile, D. and Griffith, T. (2001) Learning Through Work Experience. Journal of Education
and Work vol 14 nol p113-131.

Habermas, J. (1975) Legitimating Crisis. (Trans. McCarthy, T.). Boston: Beacon Press.

393



Habermas, J. (1992) Postmetaphysical Thinking. Cambridge: Polity Press.

Habermas, J. (1996) Between Facts and Norms. (Trans. Rehg, W.). Cambridge: Polity
Press.

Hacking, 1. (1999) The Social Construction of What? Harvard University Press.

Hall, S., Lumley, B. and McLennan, G. (1978) Politics and Ideology: Gramsci, in On
Ideology. University of Birmingham Centre for Contemporary Cultural Studies.

Hager, P. and Beckett, D. (1998 ) What would Lifelong Education look like in a Workplace
Setting? in Holford, J., Jarvis, P. and Griffin, C. (Eds) International Perspectives on
Lifelong Learning. London: Kogan Page.

Hall, P., and Weaver, L. (2001) Interdisciplinary Education and Teamwork: a long and
winding road. Medical Education vol 35. p867-875.

Hall, R. H. (1968) Professionalization and bureaucratisation. American Sociological Review
vol 33. p92-104.

Halmos, P. (1973) (Eds) Professionalisation and Social Change. The Sociological Review
Monograth, no 20. University of Keele.

Hammersley, M. and Atkinson, P. (1983) Ethnography: principles in practice. London &
New York: Routledge.

Hammick, M. (1998) Interprofessional Education: concept, theory and application. Journal
of Interprofessional Care vol 12 no 3. p323-332.

Hanson, D. and Herrington, M. (1976) From College to Classroom, the probationary year.
London: Routledge & Kegan Paul.

Hasenfeld, Y. (Eds) (1992) Human Services as Complex Organisations. London: Sage.

Haslam, S. A. (2004) Psychology in Organizations: The Social Identity Approach.
London: Sage.

Hean, S., Macleod Clark, J., Adams, K. and Humphris, D. (2006). Will opposites attract?
Similarities and differences in students' perceptions of the stereotype profiles of other health
and social care professional groups. Journal of Interprofessional Care, Vol 20, no 2. pages
162 — 181.

Heath, 1. (1998) Sacred Cows: to the abattoir! A seamless service. British Medical Journal
Vol 317. p1723-1724

Health Services Management Union (1996) The Future Healthcare Workforce. Manchester:
HMSU.

Helme, M. (2002) Appreciating Metaphor for Participatory Practice: Constructivist Inquiries

in a Children and Young People's Justice Organisation. Unpublished PhD thesis.
Centre for Complexity and Change, The Open University.

394



Helme, M, and Sills, M. (2004) LTSN Triple Project: Proposals for developing and
sustaining Interprofessional Education Initiatives in Health and Social Care. Presentation,
“All Together Better Health,”” Vancouver.

Herbert, C.P.(2005) Changing the Culture: Interprofessional Education for Collaborative
Patient-CentredPpractice in Canada. Journal of Interprofessional Care (May 2005)
Supplement 1. p1-4.

Hewstone, M. and Brown, R. J. (1986) Contact is not Enough; An Intergroup Perspective on
the 'Contact Hypothesis', in Hewstone, M. and Brown, R. J. Contact and Conflict in
Intergroup Encounters. Oxford: Blackwell.

Hewstone, M., Carpenter, J., Franklyn-Stokes, A. et al (1994) Intergroup Contact between
Professional Groups: Two Evaluation Studies. Journal of Community and Applied Social
Psychology vol 4. p347-363.

Hewstone, M., Rubin, M. and Willis, H. (2002) Intergroup Bias. Annual Review of
Psychology vol 53. p575-604.

Hind, M., Norman, 1., Cooper, S., Gill, E., Hilton, R., Judd, P. and Jones, S. (2003)
Interprofessional Perceptions of Health Care Students. Journal of Interprofessional
Care vol 17 no.1:p 21-34.

Holland, R. (1992) Reflexivity. Human Relations vol 52 no 4: 463-484.
Homan, R. (1991) Ethics in Social Research. Harlow: Longman.

Horder, J. (1996) The Centre for the Advancement of Interprofessional Education. Education
for Health, vol 9:p397-400.

Horsburgh, M., Lamdin, R., Williamson, E. (2001) Multiprofessional Learning: The
Attitudes of Medical, Nursing and Pharmacy Students to Shared Learning. Medical Education
vol 35:p876-883.

How, A. (2003) Critical Theory. Basingstoke: Macmillan.

Hudson, B. (2005) Information sharing and childrens services reform in England: Can
legislation change practice? Journal of Interprofessional Care vol 19 no 6. p537-546.

Hughes, E. C. (1960) The professions in society. Canadian Journal of Economy & Political
Science; vol 26:p54-61.

Hughes, J. (2001) Occupational therapy in community mental health teams; a continuing
dilemma. Role theory offers an explanation. British Journal of Occupational Therapy, vol
64no0 1. p34-39.

Hughes, J. L., Hemingway, S. and Smith, A. G. (2005) Interprofessional education; nursing
and occupational therapy- could old rivals integrate? Nurse education in practice. Vol 5 no 1.
p10 - 20.

Humphreys, J. (1995) Paradigms of Practice: a dilemma for nurse educators. The Vocational
Aspect of Education vol 47 no.2:p 113-127.

395



Hussey, T. and Smith, P. (2002) The Trouble with Learning Outcomes. Active Learning in
Higher Education, vol 3 no3:p 220-233.

Hurst, K. (1999) Educational Implications of Multi-skilled Healthcarers. Medical Teacher;
Vol 21:p170-3.

Ileris, K. (2002) The Three Dimensions of Learning. Frederiksberg : Roskilde University
Press.

Ingleby, D. (1985) Professionals as socialisers; the ‘psy complex’, in Chambon, A. S.,
Irving, A. and Epstein, L. (Eds) (1999) Reading Foucault for social work. Columbia
University Press; New York.

Institute of Medicine (2001) Crossing the Quality Chasm: a new health system for the 21st
century. National Academy Press: Washington DC.

Irvine, R., Kerridge, I., McPhee, J. and Freeman, S. (2002) Interprofessionalism and
Ethics: consensus or clash of cultures?” Journal of Interprofessional Care vol 16 no0.3.p199-
210

Ison, R., Blackmore, C. et al (2003) Learning Participation as Systems Practice.
International Workshop on Teaching and Learning Participation in Higher Education,
Institute of Development Studies, Brighton, UK.

Ivory, M. (1993) Can the Rift be Healed? Community Care, 1st April, p6-7.

James, P. (1995) Models of vocational development revisited: reflecting on concerns.
Journal of Vocational Education and Training, vol 47, p 289-308.

Jenkins, M. and Brotherton, C. (1995) Implications of a Theoretical Framework for
Practice.British Journal of Occupational Therapy vol 58 no.9: p392-396.

Johnson, T. J. (1972) Professions and Power. Macmillan; London.

Johnson, D. E. (1968) Theory in Nursing: borrowed and unique. American Journal of
Nursing, vol 17no 3:p 206-209.

Johnson, D. W., Johnson, R. T. and Maruyama, G. Goal (1984) Interdependence and
Interpersonal-personal Attraction in Heterogeneous Classrooms: a meta analysis,

chapter in Miller N & Brewer MB (1984) Groups in Contact: The Psychology of
Desegregation. New York: Academic Press.

Jones, R. V. H. (1986) Working Together —Learning Together. London; Royal College of
General Practitioners. Occasional Paper 33.

Kaplan, A. (2002) Development Practitioners and Social Process: artists of the invisible.
London: Pluto Press.

Kapoor, I. (2002) The Devil’s in the Theory: a critical assessment of Robert Chambers’ work
on participatory development. Third World Quarterly vol 23 nol: p101-117.

396



Karasek, R. and Theorell, T. (1990) Healthy Work: Stress, Productivity, & the
reconstruction of working life. New York: Basic Books Inc.

Kasar, J. and Muscari, M.E. (1999) A Conceptual Model for the Development of
Professional Behaviours in Occupational Therapists. Canadian Journal of Occupational
Therapy vol 67no 1: p42-50.

Kendall, G. and Wickham, G. (1999) Using Foucault’s Methods. London; Sage.

Kenny, G. (2002) Interprofessional Working: Opportunities and Challenges. Nursing
Standard vol 17: p33-35.

Kernick, D. (Eds) (2004) Complexity and Healthcare Organisations. Radcliffe: Oxford.

Klein, J. T. (2004) Interdisciplinarity and Complexity: an evolving relationship”
E:CO 6: vol 1 no2 p 2-10.

Knight, P. T. and Trowler, P. R. (2001) Departmental Leadership in Higher Education.
Buckingham: SRHE and Open University Press.

Knowles, M. S. et al (1973) The Adult Learner: a neglected species. Houston TX: Gulf.

Knowles, M. S. (1985.) Andragogy in Action: applying the principles of adult learning.
London: Jossey-Bass.

Koch, T. (1998) Story telling: is it really research?. Journal of Advanced Nursing,
Vol 28 no6 :p1182-1190.

Kolb, D. A. (1984) Experiential Learning: Experience as the Source of Learning and
Development. New Jersey: Prentice Hall.

Koppel, I., Barr, H., Reeves, S., Freeth, D. and Hammick, M. (2001) Establishing a
Systematic Approach to Evaluating the Effectiveness of Interprofessional Education. Issues in
Interdisciplinary Care vol 3nol: p41-49.

Krefting, L. (1991). Strategies With Which to Establish Trustworthiness : Rigor in
Qualitative Research: The Assessment of Trustworthiness. The American Journal of
Occupational Therapy.Vol 45, issue 3, p 214-222. ACCESSED ONLINE ON 100210 AT;
http://www.okstate.edu/ag/agedcm4h/academic/aged5980a/5980/newpage21.htm

Krippendorff, K. (1998) Ecological Narratives: Reclaiming the VVoice of Theorised Others.
Annenberg Working Paper, Annenberg School for Communication: University of
Pennsylvania. http://www.asc.upenn.edu/usr/krippendorff/ECONOLOGY.htm

Krippendorff, K (2004) Content Analysis; An Introduction to its Methodology. Sage;
London

Kuhn, T. (1970) The Structure of Scientific Revolutions. Chicago: The University of
Chicago Press.

Kukla, A. (2000) Social Constructivism and the Philosophy of Science. New York:
Routledge.

397



Kultgen J. (1988) Ethics and Professionalism. Philadelphia: University of Pennsylvania
Press.

Kuzmic, J. (1994) A beginning teacher’s search for meaning: teacher socialisation,
organisational literacy and empowerment. Teaching and Teacher Education, vol 10, p 15-27.

Lacey, C. (1977) The Socialisation of Teachers. London: Methuen
Laidler, P (1991) Adults, and How To Become One. Therapy Weekly. Vol 17 no 35 p4

Lam, A. (2000) Tacit knowledge, organizational learning and societal institutions: an
integrated framework. Organization Studies Vol 21(3): p487-532.

Lankshear A. J.(2003) Coping with conflict and confusing agendas in multidisciplinary
community mental health teams Journal of Psychiatric and Mental Health Nursing vol 10,
p457-464

Larson, Sarfatti, Magali (1977) The Rise of Professionalism. A sociological analysis.
Berkeley: University of California Press

Laurence, R. L. (2000) Transcending Boundaries: Building Community Through residential
Adult Learning. Chicago: National Louis University.

Lave, J. (1988) Cognition in Practice: Mind, mathematics & culture in everyday life.
Cambridge: Cambridge University Press.

Lave, J., and Wenger, E. (1991) Situated learning: Legitimate peripheral participation.
Cambridge: Cambridge University Press.

Leathard, A. (Eds) (1994) Going Inter-Professional. Working Together for Health and
Welfare. Routledge; London.

Leathard, A. Policy Overview, in Leathard A (Eds) (2003) Interprofessional Collaboration:
From Policy to Practice in Health and Social Care. Hove & New York: Brunner-

Routledge.

Lefebvre, H. (1995) Introduction to Modernity. London: Verso.

Leonard, P. (1973) Professionalisation, community action and the growth of social service
bureaucracies. The sociological review monograth, no 20. university of Keele.

Lincoln, M., Stockhansen, L. and Maloney, D. (1997) “Learning Processes in Clinical
Education” in McAllister, L, Lincoln, M, McLeod, S, Maloney, D. (1997) Facilitating
Learning in Clinical Settings. Cheltenham: Stanley Thornes,.

Lincoln, Y. S. and Guba, E. G. (1985) Naturalistic Inquiry. Newbury Park and London:
Sage.

Lieblich, A., Tuval-Mashiach, R. and Zilber, T. (1998) Narrative Research: Reading,
Analysis and Interpretation, Applied Social Research Methods Series. London, Sage.

398



Lindquist, S., Duncan, A, Shepstone, L., Watts, F. and Pearce, S. (2005) Case-based
learning in cross-professional groups-the design, implementation and evaluation of a pre-
registration interprofessional learning programme. Journal of Interprofessional Care vol 19
no5. p509-520.

Lucas, J. (1990) Towards Shared Learning, Salford; Salford College of Technology, in
Leathard, A. (Eds)(1994) Going Inter-Professional. Working Together for Health and
Welfare. Routledge; London.

Luhmann, N. (1990) The Autopsies of Social Systems, Essays on Self-reference. New York:
Colombia University Press.

Luhmann, N. (1996) Complexity, Structural Contingencies and Value Conflicts, in Heelas,
P., Lash, S. and Morris, P. De tradionalisation. Oxford: Blackwell.

Lynch, M. (1993) Scientific Practice and Ordinary Action. Cambridge; Cambridge
University Press.

Mace, C., Rowland, N., Evans, C., Schroder, T and Halstead, J. (2009)
Psychotherapy Professionals in the UK: Expansion and Experiment
European Journal of Psychotherapy & Counselling. Vol 11, No 2, p 131 - 140

Malterud, K. (2001).Qualitative Research: Standards, Challenges and Guidelines The Lancet.
Vol; 358, p. 483-488.

Mandy, A., Milton, C. and Mandy, P. (2004) Professional Stereotyping and
Interprofessional
Education. Learning in Health and Social Care, vol 3 no3 p154-170.

Marsh, A. (1982) The Survey Method; The Contribution of Surveys to Sociological
Explanation. Allen and Unwin; London.

Marshall,M., Preston,M., Scott, E & Wincott,P (eds)(1979) Teamwork For and Against;
An Appraisal of Multi-Disciplinary Practice. British Association of Social Workers; London

Marshall, C., & Rossman, G. (1995) Designing Qualitative Research. Thousand Oaks,
California: Sage Publications, Inc.

Martin, J. M. (2002) Learning Together to Work Together: experiences of pre-registration
students from four health care professional groups. Unpublished PhD Thesis, Lancaster
University.

Martin,J. (2005). Interprofessional Education Reframed by Social Practice Theory in
Colyer, H., Helme, M. and Jones, I. (2005) The Theory-Practice Relationship in
Interprofessional Education. Occassional Paper no 7. Nov 05, HEA.

Mason, J. (1996) Qualitative Researching. London; Sage.

Mason, P., Hunt, P., Raw, M. and Sills, M. (1994) Helping People Change Trainer’s
Manual. Health Education Authority.

399



Mathias, T. and Thompson, T. (1997) Preparation for Interprofessional Work; Trends in
Education, Training and the Structure of Qualifications in the United Kingdom, in Ovretveit,
J., Mathias, P. and Thompson, T. (1997) Interprofessional Working for Health and Social
Care. Macmillan Press Ltd; London.

Maturana, H. R. and Varela, F. J. (1998) The Tree of Knowledge. Boston: Shambhala.

McAllister, L., Lincoln, M., McLeod, S. and Maloney, D. (1997) Facilitating Learning in
Clinical Settings. Cheltenham: Stanley Thornes.

Mc Allin, A. (2001) Interdisciplinary Practice- A Matter of Teamwork; An Integrated
Literature Review. Journal of Clinical Nursing. Vol 10, No 4, p 419 — 428

McCrae, N., Murray, J., Huxley, P., and Evans, S. (2004) Prospects for Mental Health
Social Work: A Qualitative Study of Attitudes of Service Managers and Academic Staff.
Journal of Mental Health vol 13 no3,p305 — 317.

Macdonald, K. M. (1995) The Sociology of the Professions. London: Sage Publications.
McGowen, K. R. and Hart, L. E. (1990) Still Different After All These Years; Gender
Differences in Professional Identity Formation. Professional Psychology; Research and
Practice vol 21.p118 — 123.

McGrath, M. (1991) Multi-Disciplinary Teamwork. Avebury; Aldershot.

McMahon, M. (1997, December) Social Constructivism and the World Wide Web - A
Paradigm for Learning. Paper presented at the ASCILITE conference. Perth, Australia.

http://www.curtin.edu.au/conference/ASCILITE97/papers/Mcmahon/Mcmahon.html.

McMiichael, P. and Gilloran, A. (1983) Exchanging Views: Courses in Collaboration.
Edinburgh: Moray House College of Education.

Mealyea, R. J. (1989) Humour as a coping strategy in the transition from tradesperson to
teacher. British Journal of Sociology of Education, 10, p 311-333.

Melia K. M. (1987) Learning and Working: The Occupational Socialization of Nurses.
London; Tavistock Publications Ltd.

Melucci, A. (1996) The Playing Self: Person and Meaning in the Playing Society.
Cambridge: Cambridge University Press.

Mental Health Act 2007. Chapter 12. HMSO; London

Mercer, N. (2001) The analysis of talk as data in educational settings’, in Masters
Programme in Education. Research Methods in Education Handbook, Milton
Keynes, The Open University, 2001).

Mezirow, J. (1991) Transformative Dimensions of Adult Learning. San Francisco: Jossey-
Bass.

Mieg, H. (2001) The Social Psychology of Expertise. Case studies in research, professional
domains, and expert roles. Mahwah, NJ: Lawrence Erlbaum.

400



Miles, M. and Huberman, A. (1984) Qualitative Data Analysis. London; Sage.
Mills, S. (1997) Discourse. London; Routledge.

Miller, C., Freeman, M. and Ross, N., (2001). Inter-professional Practice in Health and
Social Care. Challenging the Shared Learning Agenda. Arnold, London.

Miller, P. and Rose, N. (1998) The Tavistock Programme: the Government of Subjectivity
and Social Life. Sociology vol 22 no2: p171-192.

Minse, E. and Yun, J. T. (Eds) (2001) The Complex World of Teaching. Cambridge, MA:
Harvard Educational Review.

Mires, G. J., Williams, F. L. R., Harden, R.M., Howie, P. W., McCarey, M. and
Robertson A. (1999) Multiprofessional Education in Undergraduate Curricula Can Work.
Medical Teacher; vol 21:p281-5.

Mishler, E. G. (1984) The Discourse of Medicine: Dialectics of Medical Interviews.
Norwood, NJ; Ablex.

Moore, T . (2008) 'Me' as the Research Instrument: Subject Positions, Feminist VValues and
Multiple 'mes' International Journal of Pedagogies and Learning. Vo 4 Issue: 1 p 31 -41

Moore, W. (1970) The Professions. New York: Russell Sage Foundation

Morgan, D. L. and Kreuger, R. A. (1993) When to Use Focus Groups and Why, in
Morgan, D. L. (Eds) Successful Focus Groups. London; Sage.

Mpofu, R., Daniels, P. and Adonis, T.-A(2004) Student perceptions of Community Service
Learning Experiences in Community Health Services. The Network International conference
Overcoming Health Disparities: Global Experiences from Partnerships between
Communties,Health Services and Health Professional Schools. October 2004 Atlanta US.

Mulholland, J., Mallik, M., Moran, P., Scammell, J. and Turnock, C., (2005). Making
Practice-Based Learning Work. An Overview of the Nature of the Preparation of Practice
Educators in Five Health Care Disciplines. London: Higher Education Academy, Health
Science and Practice Network.

Mulkay, M. J. (1979) Science and the Sociology of Knowledge. London; Allen and Unwin.

Nelson, M. (1980) Social Studies: Something Old, Something New, and All Borrowed.
Theory
and Research in Social Education 8.3:p 51-64.

Nevendorf, K.A (2002) . The Content Analysis Guidebook. Sage; London . Accessed on
220410 at;
http://books.google.co.uk/books?id=huPVtmu4sigC&printsec=frontcover&dqg=related:ISBNO
761915451 &source=gbs_similarbooks s&cad=1#v=onepage&g&f=false

Norman, I. J. and Peck, E. (1999b) Working Together in Adult Community Mental Health
Services; An Inter Professional Dialogue. Journal of Mental Health, vol 8. p217 —230.

401



Nyatanga, L. (1998) Professional Ethnocentrism and Shared Learning. Nurse Education
Today vol 18 no3: p175-177.

Onyett, S., Heppleston, T and Bushnell,D. (1994) The Organisation and Operation of
CMHTs in England. The Sainsbury Centre for Mental Health, London.

Onyett, S., Pillinger, T and Muijen,M. (1995) Making Community Mental Health Teams
Work; CMHTs And The People That Work In Them. The Sainsbury Centre for Mental
Health, London.

Onyett, S. and Ford, R. (1996) Multidisciplinary Community Teams: Where is the
Wreckage? Journal of Mental Health. vol 5 no 1. p47 — 56.

Ovretveit, J., Mathias,P. and Thompson, T. (1997) Interprofessional Working for Health
and Social Care. Macmillan Press; England.

Owen, H. (1997) Open Space Technology: A User's Guide. Berrett-Koehler Publishers Inc.

Owen, N. (1982) How to Organise and Conduct Joint and Integrated Teaching. Medical
Teacher, vol 4 no 2; p47 -55.

Ovretveit, J. (1990) Cooperation in Primary Health Care. Uxbridge; Brunel Institute of
Organisation and Social Studies.

Page, S. and Meerabeau, L. (2004) Hierarchies of Evidence and Hierarchies of Education:
reflections on a multiprofessional education initiative. Learning in Health & Social
Care vol 3 no3. p 118-128.

Parsons, T. (1939) The Professions and Social Structure. Social Forces. Vol 17:p457.

Parsell, G., Spalding, R. and Bligh, J. (1997) Shared Goals, Shared Learning: Evaluation of
a Multiprofessional Course for Undergraduate Students. Medical Education; vol 32. p304-11.

Patel M.X., Doku, V and Tennakoon, L. (2003) Challenges in Recruitment of Research
Participants Advances in Psychiatric Treatment. Vol 9: p 229-238. The Royal College of
Psychiatrists

Patton, M. (1987) How to Use Qualitative Methods in Evaluation. Newbury Park,
California; Sage Publications, Inc.

Patton, M. (1990) Qualitative Evaluation and Research Methods. Newbury Park, California;
Sage Publications, Inc.

Payne, M. (1992) Psychodynamic Theory Within the Politics of Social Work Theory. Journal
of Social Work Practice: Psychotherapeutic Approaches in Health, Welfare and the
Community, vol 6 no 2. p141 — 149

Peck, E. and Norman, I. J. (1999 a) Working Together in Adult Community Mental Health

Teams; Exploring Inter-Professional Role Relations. Journal of Mental Health, vol 8; p231 —
242,

402



Pereira Gray, D. (1982) Training for General Practice. Plymouth; MacDonald & Evans.
Peters, T. (1987) Thriving on Chaos. New York; Harper Collins.
Pettigrew, T. F. (1998) Intergroup Contact Theory. Annual Review of Psychology 49.

Phillips, D. and Jorgensen, M. W. (2002) Discourse Analysis as Theory and Method.
London; Sage.

Phillips, D. (Eds) (2000) Constructivism in Education. Chicago; University of Chicago
Press. Phillips, N. and Hardy, C. (2002) Discourse Analysis Investigating Processes of
Social Construction. London; Sage.

Piantanida, M. & Garman, N. B. (1999). The Qualitative Dissertation: A Guide for Students
and Faculty. London; Sage.

Pietroni P. Stereotypes or Archetypes? A Study of Perceptions Amongst Health Care
Students, in Pietroni, P. and Pietroni, C. (1996) (Eds) Innovations in Community Care and
Primary Health. Edinburgh; Churchill Livingstone; p218-225.

Pilgrim, D. and May, C. (1998) Social scientists in the British National Health Service.
Social Sciences in Health vol 4: p42-54.

Pinch, T. J. (1996) The Social Construction of Technology; A Review, in Fox, R. (Eds)
Technological Change; Methods and Themes in the History of Technology. Amsterdam;
Harwood Academic publishers.

Pinker, S. (2002) The Blank Slate; The Modern Denial of Human Nature. Penguin; London.

Pirrie, A., Wilson, V., Harden, R. and Elsegood, J. (1998) Guide no. 12: Multiprofessional
Education Part 2: Promoting Cohesive Practice in Health Care. Medical Teacher;vol 20.
p408-15.

Pitt, R., Cullen, L., Fraser, D., Hyndes, K., McCullough, F., Plant, N., Symonds, 1.,
Plsek, P. and Greenhalgh, T. (2001) The Challenge of Complexity in Health Care. British
Medical Journal vol 323:p 625-628.

Poggenpoel , M & Myburgh, C. (2003). The Researcher as Research Instrument in
Educational Research: A Possible Threat to Trustworthiness? Education, Vol. 124.

Polanyi, M. (1978) Personal Knowledge. Towards a Post-Critical Philosophy. London;
Routledge & Kegan Paul.

Potter, J. (1996) Discourse analysis and constructionist approaches: theoretical background,
in Richardson, J. (Eds) A Handbook of Qualitative Methods for Social Psychologists and
other Social Scientists. Leicester; British Psychological Society.

Potter, J. (1997) Discourse Analysis as a Way of Analysing Naturally Occurring Talk, in
Silverman, D. (Eds) Qualitative Research.

Potter, J. and Wetherell, M. (1987) Discourse and Social Psychology: Beyond Attitudes and
Behaviour. London; Sage.

403



Potter, J. and Wetherell, M. (1994) Analysing Discourse In Bryrnan A, Burgess R (Eds)
Analysing Qualitative Data. London; Routledge.

Prawat, R. S. (1995) Misleading Dewey: Reform, projects, and the language game.
Educational Research, vol 24 no 7, p13-27.

Prawat, R. S. and Floden, R. E. (1994) Philosophical Perspectives on Constructivist Views
of Learning. Educational Psychologist, vol 29 no 1, p37-48.

Price, J. (2004) Educating the Healthcare Professional for Capability, in Kernick, D. (Ed)
Complexity and Healthcare Organisation. Oxford; Radcliffe.

Prigogine, 1. (1997) The End of Certainty: Time, Chaos and the New Laws of Nature. New
York; The Free Press.

Prior, L. (1997) Following in Foucault's Footsteps: Text and Context in Qualitative Research,
in Silverman, D. Qualitative Research: Theory, Method and Practice. London; Sage.

Prochaska, J. O. and DiClemente, C. C. (1986) Towards a Comprehensive Model of
Change, chapter, in Miller, W. R. and Heather, N. (Eds) Treating Addictive Behaviours:
processes of change. New York; Plenum.

Proctor, S. (1998) Linking Philosophy and Method in the Research Process: The Case for
Realism. Nurse Researcher. Vol 5 no 4, p73-90.

Reynolds, C. W. (1987) Flocks, Herds and Schools: A Distributed Behaviour Model.
Proceedings of SIGGRAPH 87 Computer Graphics vol 21 no4: p25-34

Rentsch, J.R. (1993) Predicting Team Effectiveness from Team Work Schema Similarity
(Team Experience Questionnaire). Proceedings of the Annual Meeting of the Academy of
Management; Atlanta, Georgia. Accessed via;
http://eprints.soton.ac.uk/19083/01/professional_identity paper.pdf

Reynolds, V., Falger, V. and Vine, I. (Eds) (1987) The Socio-biology of Ethnocentrism:
Evolutionary Dimensions of Xenophobia, Discrimination, Racism, and Nationalism.
London; Croom Helm.

Richards, G. (1997) ‘Race’ Racism and Psychology: Towards a Reflexive History. London;
Routledge.

Richardson, V. (2003) Constructivist Pedagogy. Teachers College Record 9;105: p1623-40.

Ritchie, J., and Lewis, J. (2003). Qualitative Research Practice: A Guide for Social Science
Students and Researchers. Sage; London.

Robson, C. (1993) Real World Research. Oxford; Blackwell.

Robson, J. (1998) Exploring the Professional Socialisation of Teachers in Further Education:
a case study. Teacher Development, vol 2 no 1. p43 -58

404



Robson, J., Cox, A., Bailey, B. and Humphreys, J. (1995) A New Approach to Teacher
Training: An Evaluation of a Further and Higher Education Partnership. Journal of Further
and Higher Education, vol 19, .p 79-92.

Rogers, C. and Freiberg, J. (1994) Freedom to Learn (eds). New York;Merrill.

Rogoff, B. (1990) Apprenticeship in Thinking: Cognitive Development in Social Context.
New York, NY; Oxford University Press.

Rorty, R. (1991) Objectivity, Relativism and Truth. Cambridge; Cambridge University
Press.

Rothbart, M. and John, O.P. (1985) Social Cognition and Behavioural Episodes: A
Cognitive Analysis of the Effects of Intergroup Contact. Journal of Social Issues vol 41: p81-
104.

Sacks, H. (1992) Lectures on Conversation, 2 volumes. Oxford, Blackwell.

Sainsbury Centre for Mental Health (1997) Pulling Together; The Future Roles and
Training of Mental Health Staff. London; The Sainsbury Centre for Mental Health.

Sainsbury Centre for Mental Health (2001) The Capable Practitioner. London; The
Sainsbury Centre for Mental Health

Salmon, D. and Jones, M. (2001) Shaping the Interprofessional Agenda: A Study Examining
Qualified Nurse’s Perception of Working With Others. Nurse Education Today vol 21 nol p
18-25

Sandelowski, M. (1991) Telling Stories: Narrative Approaches in Qualitative Research.
IMAGE: Journal of Nursing Scholarship, vol 23 no3. p161-166.

Sandelowski, M., Barroso, J. (2003) Classifying the Findings in Qualitative Studies.
Qualitative Health Research. Vol 13 no 7, p905-923.

Savin-Baden, M. (2000) Problem-based Learning in Higher Education: Untold Stories.
Buckingham; Open University Press.

Schegloff, E. A. (1997) Whose text? Whose context? Discourse and Society, vol 8 no 2,
p165-87.

Schmidt, V. H. (2001) Oversocialised Epistemology: A Critical Appraisal of Constructivism.
Sociology, vol 35 no 1, p135-157.

Schon, D. (1983) The Reflective Practitioner, How Professionals Think in Action. London;
Temple Smith.

Seibold, C (2006).Discourse Analysis: Integrating Theoretical and Methodological
Approaches.(analysis) Nurse Researcher, Sept Issue. Royal College of Nursing.

Secker, J. (1993) From Theory to Practice in Social Work. Aldershot; Avebury.

405



Self, R., Rigby, A., Leggett, C & Paxton, R. (2008). Clinical Decision Support Tool: A
Rational Needs-Based Approach to Making Clinical Decisions. Journal of Mental Health, vol
17, issue 1. p 33-48

Seed, P. (1973) The Expansion of Social Work in Britain. RK publishing; London.

Seebohm Report (1968). Report of the Committee on Local Authority and Allied Personal
Social Services. HMSO; London

Seibold, C. (2002) The Place of Theory and the Development of a Theoretical Framework in
a Qualitative Study. Qualitative Research Journal. Vol 2 no 3, p3-15.

Senge, P. (1990) The Fifth Discipline: The Art and Practice of the Learning Organization.
New York; Doubleday.

Searle. R. T. (1991). Community Mental Health Teams: Fact of Fiction? Clinical Psychology
Forum, vol 31 p15-17.

Sharland, E., Taylor, I., Jones, L., Orr, D & Whiting, R. ( 2007) Interprofessional
Education for Qualifying Social Work. Social Care Institute for Excellence. www.scie.org.uk

Sheppard, M. (1991) Mental Health Work in the Community; Theory and Practice in Social
Work and Community Psychiatric Nursing. London; The Falmer Press.

Sheppard, M.(1996) Primary Health Care: Roles and Relationships.In Watkins, M. et al eds.
1996. Collaborative Community Mental Health Care. London: Arnold. Cited in Payne, M.
Teamwork in Interprofessional Care. Basingstoke: MacMillan Press, 2000.

Sherif, M., Harvey, O., White, B., Hood, W. and Sherif, C. (1961) Inter-group Conflict and
Cooperation: The Robbers” Cave Experiment. Oklahoma; University of Oklahoma Press.

Sherif, M. and Sherif, C. W. (1964) Reference Groups. London: Harper & Row.

Sills, M. (1990) Perception of Influences on Health and Change. Unpublished PhD, thesis,
King’s College, London.

Sills, M, and Aris, A. (1997) Positive Stress at Work. Health Education Authority.
Sills, M. (2005) Moving to a New Place: Some Reflections on Theory that Underpins IPE.
The Theory-Practice Relationship in Interprofessional Education. Occasional paper 7 The HE

Academy Health Sciences and Practice subject centre .

Silverman, D. (1985) Qualitative Methodology and Sociology; Describing the Social World.
Aldershot; Gower.

Silverman, D. (2000) Doing Qualitative Research: A Practical Handbook. London; Sage.

Simpson, 1. H. (1979) From Student to Nurse: A Longitudinal Study of Socialisation.
London; Cambridge University Press.

Soddy, K. (1961) Identity: Mental Health and Value Systems. Routledge

406



Stacey, R. (1992) Managing the Unknowable. San Francisco; Jossey Bass.
Stacey, R. (1996) Strategic Management & Organisational Dynamics. London; Pitman.

Stacey, R., Griffin, D. and Shaw, P. (2000) Complexity and Management: Fad or Radical
Challenge to Systems Thinking? London; Routledge.

Stacey, R. (2001) Complex Responsive Processes in Organizations: learning and knowledge
creation. London; Routledge.

Stacey, R. (2003) Complexity and Group Processes. Hove & New York: Brunner-Routledge.
Stephan, W. G. and Stephan, C. W.(1984) The role of ignorance in intergroup relations,
chapter in Miller, N. and Brewer, M. B. (Eds) (1984). Groups in Contact. New York:

Academic Press

Stevenson, C. (2004) Theoretical and methodological approaches in discourse analysis. Nurse
Researcher. Vol 12 no 2, p17-29.

Stillar, G. F. (1998) Analysing Everyday Texts: Discourse, Rhetoric and Social Perspectives.
London; Sage.

Storck, J. and Hill, P. (2000) Knowledge Diffusion Through Strategic Communities. Sloan
Management Review vol 41 no2: p63-74.

Sumner, W. G. (1906) Folkways. New York; Ginn.

Sumugat, A., Rosales, H., Rocillo, N., Juban, N. and Conicorde, L. (2005) Implementation
of the Learning Module on Hypertension for Community Health Workers in Rural
Communities in Sto Tomas.Batangas,Phillipines. The Network International Conference.
Making Primary Health Care Work: Challenges for the Education and Practice of the Health
Workforce November 2005 Ho Chi Minh City Vietnam

Sweeney, K. (2002) History of Complexity” in Sweeney, K, and Griffith, F. (Eds)
Complexity and Healthcare: An Introduction. Oxford; Radcliffe.

Sweeney, K. and Griffith, F. (Eds) (2002) Complexity and Healthcare: An Introduction.
Oxford; Radcliffe.

Tajfel, H. (1969) Cognitive Aspects of Prejudice. Journal of Social Issues vol 254 : p79-97.

Tajfel, H. (1970) Experiments in Inter-group Discrimination. Scientific American vol 233.5:
p96-102.

Tajfel, H. (1981) Human Groups and Social Categories. Cambridge; Cambridge University
Press.

Tajfel, H., Billig, M. G., Bundy, R. P. et al (1971) Social Categorization and Intergroup
Behaviour. European Journal of Social Psychology vol 1: p149-178.

Tajfel, H. and Turner, J. C. (1986) An Integrative Theory of Intergroup Conflict” in Austin,

407



W. G. and Worschel, S. The Social Psychology of Intergroup Relations. Monterey CA;
Brooks Cole, 1979.

Tajfel H. & Turner J. (2001) An integrative theory of intergroup conflict. Intergroup
Relations: Essential Readings (eds M.A. Hogg & D. Abrams), p. 94-109.
Psychology Press, Philadelphia, USA.

The Times, Editorial series on the professions. 1992 February 3, 10, 17, 24; March 2, 8, 16,
23.

The Health Act (1999). HMSO; London

Tosey, P. (2002) Teaching on the Edge of Chaos. Complexity Theory and Teaching Systems.
LTSN Imaginative Curriculum Knowledge Development paper.
http://www.ltsn.ac.uk (accessed July 2004).

Trepka, C. and Marsh, C. (1990) Community mental health teams and the role secutity of
clinical psychologist. Clinical psychology forum. 1990.p20 -22.

Turner, J. C. (1981) The Experimental Social Psychology of Intergroup Behaviour, in
Turner, J. C. and Giles, H. (Eds) Intergroup Behaviour. Oxford; Blackwell.

Turner, J.C. (1999) in Ellemers, N., Spears, R & Doosje, B. Social Identity, Context,
Commitment, Content. Blackwell, Oxford.

Turner, J. C. (2004) Foreword to the First Edition: “What the social identity approach is and
why it matters” in Haslam, S. A. (Eds) Psychology in Organizations: The Social Identity
Approach. London; Sage.

United Kingdom Central Council for Nursing Midwifery & Health Visiting (1999)
Fitness for Practice. The UKCC Commission for Nursing and Midwifery Education. London:
UKCC.

University of Wolverhampton (2004) The BA (hons) Social Work Syllabus, academic year
2004/05 (accessed online July 2004)

University of Wolverhampton 2004. The RN/ Dip HE/ BSc in Nursing Syllabus, academic
year 2004/05. (accessed online July 2004)

Van der Dennen, J. (1999) Of badges, Bonds and Boundaries: In-group/out-group
differentiation and ethnocentrism revisited.” in Thienpont, K. and Cliquet, R. (Eds) In-
group/out-group Behaviour in Modern Societies: an evolutionary perspective.
Netherlands; Vlaamse-Gemeeschap.

Van Dijk, T. A. (1998) Ideology: A Multidisciplinary Approach. London; Sage.
Van Oudenhouven, J. P., Groenewoud, J. T. and Hewstone, M. (1986) Co-operation,
Ethnic

Salience and Generalisation of Inter-ethnic Attitudes. European Journal of Social Psychology
Vol 26: 649-662.

408



Venables, E. (1967) The Young Worker at College: a study of a local tech. London; Faber
and Faber.

Vince, R. (1996) Managing Change: reflections on equality and management learning.
Bristol; Policy Press.

ne, M. (1999) Changing Attitudes through Intergroup Contact: The Effects of Group
Membership Salience. European Journal of Social Psychology vol 29. p741-764.

Vygotsky, L. S. (1978) Mind in Society. Cambridge MA; Harvard UP.

Waggie, F., Gordon, N. and Brijal, P. (2004) The School: a Viable Educational Site for
Interdisciplinary Health Promotion. Education For Health vol 17 nol p303-312.

Wabhlstrom, O., Sanden, I. and Hammar, M. (1997) Multiprofessional Education in the
Medical Curriculum. Medical Education; vol 31:p425-9.

Waldrop, M. (1992) Complexity: the Emerging Science at the Edge of Chaos. New York;
Simon & Schuster.

Walker, K. M. (2001) Empathy from a Nursing Perspective: moving beyond borrowed
theory.
Archives Psychiatric Nursing, vol 15n0 3: p140-7.

Watts R. (1987) Development of Professional Identity. Psychology: Research and Practice
vol 18 p28-35.

Wenger, E. (1998) Communities of Practice: Learning, Meaning and Identity. Cambridge
MA; Cambridge University Press.

Wenger, E. (2000) Communities of Practice and Social Learning Systems. Organization, Vol
7 N0 2: p225-246.

Wetherell, M. et al (Eds) (2001) Discourse, Theory and Practice: A Reader. Thousand Oaks;
Sage.

White, R. (2004) Discourse Analysis and Social Constructionism. Nurse Researcher vol 12
no 2, p7-16.

Whittington, C. and Holland, R. A. (1985) Framework for Theory in Social Work. Issues in
Social Work Education 5.

Whittington, C. (2003) A Model of Collaboration.” in Weinstein, J., Whittington, C. and
Leiba, T. Collaboration in Social Work Practice. London; Jessica Kingsley.

Whittington, C. (2003) Collaboration and Partnership in Context, chapter in Weinstein J.,
Whittington C. and Leiba, T. (2003) Collaboration in Social Work Practice. London;
Jessica Kingsley.

Whittington, C. (2003) Learning for Collaborative Practice with Other Professions and

Agencies: A study to inform the development of the Degree in Social Work - Summary
Report. London; Department of Health.

409



Whittington, C. (2007) Interprofessional education and identity in Colyer, H., Helme, M.,
Jones, I. (Eds) 2007 The Theory-Practice Relationship in Interprofessional Education .
Occassional Paper no 7. Nov 05, HEA.

Wilmot, A. (2010) Designing sampling strategies for qualitative social research: with
particular reference to the Office for National Statistics’ Qualitative Respondent Register .
accessed on 220410 online at
http://www.statistics.gov.uk/about/services/dcm/downloads/AW_Sampling.pdf

Winter, R., Buck, A. and Sobiechowska, P. (1999) Professional Experience and the
Investigative Imagination. London; Routledge.

Wolfram, S. (2002) A New Kind of Science Champaign. Illinois; Wolfram Media Inc., World
Bank (1996) The World Bank Participation Sourcebook.
http://www.worldbank.org/wbi/sourcebook/sbal04.htm (accessed 08.02.05).

Wood, D. F. (2001) Interprofessional Education - Still More Questions Than Answers?
Medical Education vol 35n0 9, p816-817.

Woolgar, S. (1988) Science. London; Tavistock.

World Health Organisation (1984) Health Promotion: A WHO Discussion Document on the
Concepts and Principles. Reprinted in the Institute of Health Education vol 23 nol

World Health Organisation (1988) Learning together to work together for health. Report of
a WHO Study Group on Multiprofessional Education for Health Personnel. The Team
Approach Technical Report Series 769. Geneva: WHO

Young, M., Lucas, N., Sharp, G. and Cunningham, B. (1995) Teacher Education for the

Further Education Sector: training the lecturer of the future. London; Association for Colleges
[AFC]/Institute of Education.

Zimmerman, B., Lindberg, C. and Plsek, P. (1998). Insights from Complexity Science for
Health Care Leaders. VHA inc. Texas: Irving

410



