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Abstract

Examination of the literature suggests that relationships between psychiatric staff
and the families of service-users are often characterized as unsatisfactory, and
that psychiatric hospitals provide an unconducive environment for the
implementation of family and network-orientated approaches. This research
focused upon the development in an adult psychiatric admissions unit of family-
staff network meetings, that occurred when a person entered hospital. These
network meetings, or ‘reception meetings’, were strongly influenced by the
Finnish social network approach (Seikkula, Alakare & Aaltonen 2001), which
focuses upon the creation of open dialogue between the service-user, family
members and professionals. An overall aim of the study was to generate a body
of practice-based narrative accounts which might act as a catalyst to practice
developments in this field.

Drawing upon a postmodern methodological framework, a range of methods
were employed to engage with the multiple voices of service-users, family
members and staff in the research site. Data sources included semi-structured
interviews, participant observation, secondary data, and material from a research
diary that was maintained as a reflexive tool in relation to the practitioner
research process.

A ‘voice-centred relational method” (Brown and Gilligan 1992) provided a
heuristic device for guiding data interpretation which facilitated multiple
readings from different perspectives. A subsequent stage of data-analysis entailed
developing more general connecting themes from across the data-set.

A number of themes are developed in the research, which principally relate to the
tensions associated with the introduction of a relationally orientated, reflective
approach to practice within an individually-based medico-psychiatric
organizational context. Practice approaches are discussed which appeared to
facilitate an ethos of ‘safe uncertainty’ (Mason 1993) within network meetings,
which is a necessary condition for dialogue. Connections are also drawn between
themes generated in this study and the broader contexts of government policy,
professional and organizational development, and practice-based research.
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Part one:

Contexts for the research



Chapter 1. Introduction to the research

This research explores a development in services for psychiatric in-patients and their
families which was implemented within an adult mental health service in the North East of
England. Psychiatric services have been criticized for maintaining a focus on the individual
to the exclusion of the person’s family or wider social network (Winefield & Burnett 1996),
and a number of staff who were employed in this service wished to improve the help and
support that families received when a relative was admitted to the hospital ward. The staff
concerned were from different professional disciplines, and some also had training and
experience in the field of family therapy. In 1997 this group of staff began to organize social
network meetings at the point when a person entered the in-patient Unit. These meetings,
known as ‘reception meetings’ within the organization, were attended by the service-user,
their relatives or significant others, and members of the staff team. The purpose of the
reception meetings was to create a forum in which dialogue could occur between these
participants, and where information and ideas could be exchanged about how to progress the

situation (Reed, Stevenson & Wilson 1998).

The introduction of these network or reception meetings within an in-patient psychiatric unit
was a unique service development and there are no accounts in the literature of similar
services in the UK. It was therefore an area of practice which was well suited to an
exploratory, qualitative research approach. Qualitative methods are particularly useful for
exploring specific social situations in depth (Denscombe 1998), and a qualitative design was
therefore employed in this research with the aim of generating a rich and multi-voiced
account of how the network meetings were perceived by participants, the ways in which
they impacted on those involved (service-users, their significant others and staff), and the

relationship between the meetings and the ‘host’ culture of the in-patient unit.

My position(s) in the research process

There is an increasing scepticism within the qualitative research field towards the idea of

detached, neutral or value-free research (Gergen 1999). Postmodern conceptions of



knowledge have undermined the notion that it is possible to gain direct, unmediated
knowledge about the world which is not contingent upon the social and historical
circumstances in which it is arrived at. In other words, it is impossible to have a “view from
nowhere” (Nagel, cited in Bruner 1990, p.14). For this reason, Steier (1991) recommends
adopting a reflexive stance in relation to the research process by positioning ourselves as

researchers inside, rather than outside of the field of inquiry.

My own relationship with the research setting was complex. At the time that the research
proposal was developed and during the period of data-collection for the study 1 was
employed as a senior nurse within service. In this post I held responsibilities for maintaining
professional nursing standards in the in-patient Unit where the reception meetings were
introduced. In addition, I am qualified as a family therapist, and together with colleagues
from within this service had been involved in providing direct clinical services to families
for several years. [ was also part of the small group of staff who originally conceived of the
idea of the reception meetings, and had worked hard with colleagues to get the project off
the ground. I therefore occupied multiple, complex and potentially powerful roles in relation
to the staff, service-users and families who participated in this research, and these multiple

roles have inevitably shaped the research process in significant ways.

For these reasons, it is important for me to declare from the outset my own commitment to
the clinical work which is examined in this research. Together with the colleagues who
participated in the reception meetings project, [ was motivated by a wish to improve
practice, rather than by a more neutral aim of generating knowledge about the phenomenon
for its own sake. Because of my background in family therapy I was particularly keen to see
the spread of services for families within the Unit, and to explore how concepts and
practices from the systemic field which is primarily concerned with understanding problems
within a relational context could be applied usefully in this particular organizational setting
where more reductionist, biologically orientated theories tend to predominate (Johnstone

2002).

In line with ideas from the field of action research (Waterman 1995) and practitioner
research (Reed & Procter 1995), my aims in undertaking the project were therefore twofold:
both to generate theory which is potentially applicable in this field, but also, and no less

importantly, to facilitate the development of practice. A number of writers have called for a



blurring of the boundaries that are sometimes seen to exist between the domains of research
and practice (Rolfe 1998; Shotter 1993) and for the development of research approaches in

which the researcher is actively committed to organizational or social change (Lather 1986).

Rationale for practitioner research design

The use of practitioner research or action-research designs is particularly relevant in the
field of psychiatry for a number of reasons. Firstly, psychiatry is an extremely contested
field, with many different and often competing accounts regarding the nature of ‘mental
illness’ circulating (Parker et al.1995). Some of these accounts are more dominant than
others, with biologically based accounts occupying a particularly elevated position
(Johnstone 2000). Because of the inter-relationship between knowledge and power, the
voices of those who do not subscribe to these dominant accounts, (often service-users and
their relatives) may be marginalized or silenced (Parker et al.1995). A more action-
orientated research process may therefore allow for some of these ‘other’ marginalized
voices to be heard by actively engaging with service-users and those that are close to them,
as well as staff, and ensuring that these diverse perspectives are re-presented, both in
service-planning meetings and also in the research text. Wilkinson & Kitzinger (1996) have,
however, drawn attention to the complex power issues associated with attempts to
‘represent’ the views of others who occupy less privileged positions. There is a risk that the
voices of those who are relatively powerless, (in this instance, the service-users) are
distorted and appropriated in such a way that the interests of those with power (the
professionals) continue to be served. In this study I have therefore attempted to re-present a

multiplicity of perspectives rather than privileging a single ‘authoritative’ position.

A further key argument for action research relates to the pressing need to develop practice in
the field of psychiatric hospital treatment. A national survey of acute in-patient units which
was published shortly after the introduction of the reception meetings highlighted the poor
standards of care that are often delivered in these settings and the over reliance on physical
methods of treatment such as medication, at the expense of other approaches such as
psychotherapy (Moore 1998). Calling for immediate action to improve standards within
admissions units, the Sainsbury Centre for Mental Health (2002, p.1) has stated, “The

situation is little short of a crisis and has to be addressed now. In some instances, the



quality of care is so poor as to amount to a basic denial of human rights”. Research
initiatives which are engaged with improving practice are therefore of particular relevance in

helping to address the difficulties which pertain to these settings.

Thirdly, psychiatric services are traditionally orientated towards the needs of individuals in
isolation from their families and wider social networks, and a number of studies have
described the tensions which are often seen to exist between psychiatric staff and the
relatives of service-users as a consequence of this (see, for instance, Winefield & Burnett
1996). In relation to practice development, other commentators (Haley 1980; Fadden 1997,
Smith & Velleman 2002) have discussed the barriers to implementing more social or family-
orientated approaches within mainstream psychiatric services, and have suggested that
difficulties are encountered for multiple reasons associated with the organizational and
professional culture of psychiatry. A contextually-sensitive and engaged research approach

was therefore particularly relevant for the exploration of these practice dilemmas.

At a more personal level, I also felt an ethical imperative to engage in the research process
in such a way that it might act as a catalyst to practice development. Admission to a
psychiatric unit can be a fraught experience for the person concerned and for those close to
him or her, and the people who participated in this study generously gave time to share their
experiences with me, despite these circumstances. Similarly, staff in the research site were
often struggling to maintain a service in the face of multiple conflicting demands and
minimal staffing levels, themes which will be discussed later in the study, (see chapter 7).
Miller and Glassner (1997) suggest that a principle concern of participants in qualitative
research interviews which will influence the account they provide is what will become of the
interview. This interest in how the material will be used extends beyond concerns about
confidentiality, according to Miller and Glassner (1997, p.104), who state that “interviewees
want to know that what they have to say matters”. Several participants in the research

commented that they hoped that it would help to improve services.

Ideas from the fields of action research and, more particularly, practitioner research
therefore have an important bearing on this study, and these research approaches will be
discussed in more depth in chapter 4 of this thesis. The discussion will now turn towards an

account of the key principles associated with a systemic approach to practice, since systemic



ideas and practices were used extensively within the reception meetings which are the focus

of the research.

Systemic practice and the reception meetings

Gorell Barnes, Down and McCann (2000, p.13-14) suggest that a systemic approach can be

differentiated from other models of intervention in the following ways:

¢ Systemic practice considers current context, in terms of what is happening in people’s
lives now, as well as the influence of the past. This focus upon context includes the
ways in which our lives as individuals are connected with and constrained by dominant
discourses from the wider socio-cultural field.

¢ [t attends to the ways in which current and past relationships come to form
conversational patterns in peoples minds, and therefore influence their perspectives and
daily practices.

e The multiple ways in which these ‘inner’ and ‘outer’ conversations are patterned, the
‘stories told” and ‘stories untold’ (Pearce & Pearce 1998), and the priority given to some
accounts over others, are viewed by systemic practitioners as related to the ways in
which misunderstandings, conflicts and problems can arise and become perpetuated

over time.

Contemporary systemic practice is therefore concerned with the ways in which meaning is
socially constructed in language, moment by moment, by interlocutors in conversation.
Meaning is multiple rather than singular, and understanding is always partial, related to
context and to where we are positioned as individuals in relation to one another (Anderson
1997). As such, a systemic approach stands in stark contrast with the more positivist,
individually focused approaches which tend to predominate within psychiatry (Gergen,

Hoffman & Anderson 1996).

This relational focus also leads to a concern with the ways in which transitions impact upon
relationships (Burnham 1986), and how the perceptions of the people involved might alter in

response to these changes. Since psychiatric hospitalization is a potentially important transition



which may lead to significant re-storying of family relationships (Whittle 1996), the staff who
developed the reception meetings were eager to discover what opportunities might be afforded
through the application of a systemically-orientated approach at this point of transition from
home to hospital. The team hoped that systemic network meetings occurring at this key
moment might allow the service-user, family members and staff to explore the multiple
meanings ascribed to the transition, and to collaboratively generate ways of progressing the

situation.

Because of the tensions between this relational approach and the more reductionist culture
which tends to predominate within psychiatric hospitals, however, a number of issues and

tensions were associated with the implementation of this new service development.

Using systemic approaches in hospital settings

Rivett and his colleagues suggest that the provision of family or network orientated
approaches in psychiatric hospital settings is inherently complicated, since hospital
admission may inadvertently reinforce an idea that the family have failed because their
relative has needed to be removed (Rivett et al.1997). The associated feelings of failure and
blame lead to a potential schism developing between the hospital staff and the family,
resulting in poor communication and an increasing sense of mutual frustration (Whittle
1996). In addition, difficulties in implementing family or network approaches have also
been attributed to the dominance of biological theories in these settings (Haley 1980).
Perhaps for these reasons, there is relatively scant clinical or research literature discussing
family or network orientated approaches in hospital environments, and Haley (1975)
explicitly warned family therapists against attempting to undertake this work. Haley argues
that the introduction of systemically orientated treatment approaches represents a challenge
to the individually based ways of working which generally predominate and is therefore
likely to be resisted by staff who are aligned to these traditional ways of working. For this
reason, systemic approaches can not simply be ‘grafted onto’ traditionally orientated
hospital units, since family work represents an implicit challenge to the organizational status
quo. Haley’s argument that family-orientated approaches are fundamentally incompatible
with traditionally-orientated hospital environments is overly pessimistic, but it is likely that

he was writing with his tongue in his cheek to provoke and challenge professionals into



finding ways of introducing family work into mental health settings. His warning that this is
not a simple or straightforward affair is well made, however, and in this research one of the
areas that was explored was the complex relationship between the reception meetings and

the organizational culture of the research site.

At the same time, from a systemic point of view these difficulties make the introduction of
family or network orientated approaches all the more crucial since engaging with the
service-user’s family or social network offers hospital staff opportunities to intervene in
such a way as to minimize the potentially damaging effects of hospital admission.
Admission to psychiatric hospital can be regarded as a potentially major life event which
may profoundly impact on the relationships between the person who is admitted and their
‘significant others’ such as family and friends, shaping their perceptions of themselves and
of one another in crucial and enduring ways through amplification of an illness narrative and
reinforcement of a potentially stigmatising psychiatric labelling process (Scott & Starr 1981;
Whittle 1996). Despite the shift towards community care in recent years, in-patient
provision continues to be a crucial aspect of the ‘spectrum of care’ provided by psychiatric
services in response to more severe problems. The Sainsbury Centre for Mental Health
(2002) recently estimated that there are approximately 14,000 acute inpatient beds in
England and 138,000 admissions per year.

The reception meeting team & the impetus for the meetings

The group of professionals who met together to develop the reception meetings was diverse,
consisting of workers from hospital and community settings and one colleague from the
nursing department of a local university. These staff were also from different professional
disciplines, including nursing, medicine, social work and support workers. A smaller
number within the group had experience and training in family therapy, and had worked
together in a family therapy service within the organization for a number of years. These
staff with a background in family therapy, which included myself, therefore had a history of
working together and brought this shared experience, as well as expertise in working with
families to the reception meeting team. Other colleagues became involved principally
because they felt that services to families were lacking in the Unit. Two members of staff

who became involved had direct experience as family carers of people who had experienced



severe mental health problems, and therefore had valuable experience from “both sides of
the fence”. This staff group formed a ‘reception meeting team’ who took a lead
responsibility for promoting the development of the meetings across the wider service. The
composition of the reception meeting team and the strategies used by this group to promote

the meetings within the wider service will be discussed in greater depth in Chapter 3.

At the time when the reception meetings were introduced, a range of difficulties were facing
in-patient services nationally, which were associated with factors such as high bed
occupancies; service-user populations who had diverse and complex difficulties; poor
staffing levels; and a limited range of activities and therapies available in these settings
(Johnstone 2002). At a local level these concerns created an impetus to improve standards,
resulting in a potentially more fertile environment for the introduction of new ways of

working.

In addition to these concerns that were being expressed at a broader, national level, there
were several factors which influenced the reception meeting team in developing and
introducing the meetings, including their own professional and personal experiences within
psychiatry and the influence of clinical and research-based literature from the family therapy

field. These factors are described in the sections that follow.

Practice-based influences

There was a desire on the part of the staff concerned to shift the service in a more ‘family
friendly’ direction. For those staff who had worked together in the family therapy service,
(including myself), this wish arose from an interest in systemic approaches to practice, while
for those colleagues who had direct experience as family carers of people defined as
mentally ill, the desire for change sprang in part from the frustrations they had experienced

in their own lives about being excluded by services.

The staff who were involved in the reception meetings also experienced a degree of
frustration with the dominance of the medical model within the Unit to the exclusion of
other approaches. An over-emphasis on biological factors within psychiatry can result in

approaches to practice developing which are non-systemic, non-reflective and not tailored to



the needs of specific service-users and their families (Pakman 1999). It was hoped by
members of the reception meeting team that inviting the person’s immediate social network
to participate in the reception meeting would lead to an enhanced awareness of the
importance of social context within the wider staff group, and to the subsequent
development of more relevant treatment plans. This frustration with the dominance of a
biological framework was not only experienced by practitioners from non-medical
disciplines, since medical staff in the Unit were also eager to see a broadening of the range
of services available. One of the reception team members was a consultant psychiatrist, for
instance, and the Medical Director for the organization was also highly supportive of the

project.

In addition, feedback from relatives and carers about the lack of information they received
and about not being sufficiently involved in the treatment process also provided an impetus
for the development of the reception meetings. This feedback came from several sources,
including direct comments and occasional complaints from families, discussions with local
user and carers’ groups, and also from the reported views of families in the published

literature (Winefield & Burnett 1996).

Influences from the clinical and research literature

Members of the reception meeting team were also influenced by the literature which
examines the impact of psychiatric hospital admission on the service-user and those close to
him or her, The writings of the psychiatrist and family therapist Dennis Scott (Scott 1973,
Scott & Starr 1981) were particularly influential here. Scott offers the concept of ‘closure’ to
describe a rift that can occur in the psychological and emotional bonds between the person
who enters hospital and their significant others. According to Scott, closure occurs when the
person in crisis comes to be seen as ‘ill’ and their difficulties are no longer seen as related to
the social and interpersonal contexts in which they initially developed. At the point of
admission the family may withdraw, with responsibility for ‘the problem’ (the person) being
transferred to the professional network. The term ‘closure’ is not used by Scott to suggest a
process of physical distancing, and neither is it used in the commonly understood sense of a
process of emotional resolution. Rather, it describes a closing off or impoverishing of the

more intimate and personal dimensions of the relationship that ensues as a consequence of

10



the labeling process and the development of illness based constructions of identity (Reed
1999). By creating opportunities for the service-user, family and professional system to
engage reflectively in open dialogue about the problem, thus generating multiple accounts of
the situation, the reception meeting team hoped that the new service would help to minimize

the process of closure.

In addition, a small but important body of research exists which highlights the value of
social network meetings in mental health settings. Network therapy was developed in the
sixties by Speck and Attneave (1973). Rather than inviting members of the immediate
family to therapeutic sessions, Speck and Attneave included members of the wider system
such as extended family, friends, neighbours, colleagues, professionals, and so on. These
network meetings could be very large, with upwards of seventy people gathered in the
family’s home at times (Speck 1998). Speck and Attneave argued that through this process
of connection with a wider community, collective energy and resources could be tapped
into, thus providing an impetus and context for change. The practice of convening large-
scale meetings has not been widely adopted, however, possibly because of the demanding
process of arranging and facilitating such meetings. Smaller-scale meetings, which might
include members of the family and involved professional systems have been used more
frequently in different health and social care settings, and Attneave (1990) argues that
convening this smaller, ‘core’ group is frequently sufficient to mobilize change. The
network approach that was examined in this study was based around working with these
smaller family / professional groups rather than the large scale assemblies originally

described by Speck and Attneave.

Although the volume of literature from the UK regarding network meetings in psychiatry is
scant, these approaches are more prevalent across Scandinavia, particularly in Finland
(Alanen 1997). The innovative literature from Scandinavia was a major influence on
members of the reception meeting team, and significantly shaped the theoretical assumptions
and working practices team members. The Finnish social network approach is therefore

discussed in some depth in chapters 2 and 3.

11



Policy Influences

At the time that the reception meetings were first developed, government policy was also
beginning to move services towards ways of working which included greater collaboration
between different professionals and agencies and which were more inclusive of service-
users and their families. The Care Programme Approach (C.P.A.) was introduced in 1991
with the aim of providing a framework for the community treatment of people defined as
‘mentally ill’. Guidelines for the implementation of the C.P.A. stressed the importance of
involving relatives and other carers in planning, monitoring and reviewing care (Dept. of
Health 1996). Because the C.P.A. was principally designed to foster better co-ordinated
community care, the importance of careful planning prior to a service-user being discharged
from hospital was emphasized. C.P.A. meetings which were attended by the service-user,
their relatives and members of the hospital and community-based professional network, and
therefore routinely took place before discharge to discuss the treatment package that would
be implemented when the person left hospital. No similar requirement was placed on
services to arrange planning meetings at the point of admission to hospital, however, and so
the introduction of reception meetings was perhaps viewed as filling a gap by some staff.
This is not to say that the reception meetings were simply an alternative form of C.P.A.
meeting that occurred following admission rather then pre-discharge, however, as there were
significant differences in the manner in which these different meetings were conducted.
Staff who facilitated the reception meetings aspired to generate a more exploratory or
reflective ethos which was more focused on building relationships and less orientated
towards specific goals or outcomes than was the case in C.P.A. meetings (Reed, Stevenson
& Wilson 1998). What the two different types of meeting did share in common was an
emphasis on bringing together the service-user, family and professional network. The prior
introduction of the C.P.A. therefore potentially paved the way for the introduction of
reception meetings within the Unit. Government initiatives and policy developments
subsequent to the inception of the reception meetings such as the National Service
Framework for mental health (Dept. of Health 1999a) have continued to underscore the

importance of services working in partnership with families and other carers.
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Research site and the reception meetings

The research site was an acute psychiatric admissions unit with 37 beds, attached to a
district general hospital in the North-East of England, (the Unit will be very briefly
described here, and is discussed in greater detail in chapter 3). The team of staff within
the Unit comprised the usual range of professional disciplines associated with psychiatric in-
patient services. Four multi-disciplinary community mental health teams (C.M.H.Ts) were
linked to the Unit, and staff from the hospital and community teams developed a range of
methods to decrease the gap that traditionally existed between these two areas of service.

The reception meetings were, in part, one of the ways of attempting to bridge this gap.

When the hospital and community staff who formed the reception meeting team first
conceived of the meetings it was anticipated that they would occur as early as possible
following a person entering the Unit. This early phase of admission is a time of particularly
high stress for families, and a time of flux when all concerned (service-user, family,
professionals) are attempting to make sense of the situation (Scharfstein and Libbey 1982). It
was also envisaged that the meetings would be attended by the service-user and those
‘significant others’ who were closely involved with the person and the problems which led
to hospitalization. This might include, for instance, relatives or close friends; any
professionals from outside of the hospital team who are involved in the person’s care; and
members of the in-patient team. The meetings were hosted by members of the reception

meeting team.

The name ‘reception meetings’ was chosen in the hope of conveying friendliness to the
family. For similar reasons, the team spoke of themselves as ‘hosting’ the meetings rather
than using more professional or formal terms such as ‘facilitating’ the discussion (Reed,
Stevenson & Wilson 1998). In line with postmodern developments within the systemic field
(Hoffman 2002), particular attention was given by members of the reception meeting team
to language within the meetings, with staff attempting to eschew professional jargon in
favour of the language and metaphors used by the family members and other people present.
The style of the meetings was also guided by a belief that everyone present had a
contribution to make and that the professionals were not expert on other people’s experience

(Reed, Stevenson & Wilson 1998). Staff hosting the meetings therefore attempted to
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encourage different points of view to be expressed, believing that the expression of multiple

perspectives enhances dialogue and fosters enriched understandings of the situation.

Preliminary aims for the research

The aims of this research have been modified and extended as the research process unfolded
and as my thinking about the topic developed. My initial formulation of the research aims
was couched in terms such as ‘evaluating the effectiveness’ of the reception meetings,
language that increasingly seemed incongruent with the qualitative orientation of the study,
and the nature of the recéption meetings. The research has been exploratory in nature,
entailing processes of engaging with different voices and to construct new and richer
meanings about the reception meetings, rather than a linear process of measuring or
quantifying ‘effectiveness’. | therefore later reformulated the preliminary research aims in a

form of words which was more consistent with the qualitative nature of the research:

1. To explore the perceived meaning and significance of the reception meetings for

participants through the narratives told about them.

2. To develop an account of the interplay between different forms of communication
that occurred in the reception meetings. In particular, the research aimed to consider
whether participants in the reception meetings experienced the communication that
occurred as participatory and dialogical in nature or rigidly monological and

impositional.

3. To consider the relationship between the reception meetings and the organizational

context of a psychiatric admissions Unit.
4. To consider the implications for future practice
In formulating the preliminary research aims in this way, I was essentially concerned with

matters of voice. My intent was to explore questions relating to these concerns such as:

What stories did participants tell about their experience of voice in the reception meetings?
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Did they feel able to speak and be heard? What, if any, stories did participants tell about
how participation in the reception meetings influenced their subsequent patterns of
relationship with the others who were present at the meeting? How did the kind of talk that
it was possible for participants to engage in within the reception meetings relate to their
social position (i.e. service-user, family member, professional) within the organizational
culture of the Unit? This concern with voice in the study resonates with postmodern
developments in the systemic therapy field (Hoffman 1993) as well as in qualitative research

(Brown & Gilligan 1992).

A major purpose in exploring these concerns has been to generate what Pearce (1992)
describes as ‘practical theory’, that is, a form of theory that is useful to both myself and to
others working in similar practice situations. It has therefore been my aspiration to construct
a story through the research process which can potentially inform and inspire others in this
field, and which might therefore contribute towards the development of more inclusive,

systemic approaches within psychiatric in-patient services.
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Chapter 2. Literature review

In the previous chapter the rationale for the development of a systemically-orientated
service such as the reception meetings within a psychiatric in-patient service was briefly
considered, and some difficulties associated with implementing family-based approaches in
a hospital environment were identified. A number of authors have discussed the distant and
sometimes difficult relationships between families and staff that are described as
characteristic of the adult mental health field, and this literature will be reviewed in the first
part of this chapter to develop a more detailed understanding of the contextual barriers to
collaborative family-staff practice in these settings. The discussion will consider a range of
themes that have been identified within the literature, including the institutional history and
reductionist treatment culture of psychiatric care; the influence of professional training; and
the contribution of dominant assumptions within Western culture regarding hospital and

illness.

Having examined these contextual barriers, I will consider a body of literature which
discusses the development of different models of family and social network-orientated
practice in hospital settings. In this latter discussion particular attention will be given to the
literature regarding projects that bear similarities with the reception meetings. In particular,
the Finnish social network approach, or ‘open dialogue’ approach (Seikkula, Alakare &
Aaltonen 2001) will be examined in some depth, as this model was particularly influential

in relation to the development of the reception meetings (Reed 1999).

Relationships between service-users, families and staff in hospital settings

A number of studies have highlighted problems regarding communication between
psychiatric staff and the families of people who are defined as mentally ill. Winefield and
Burnett (1996) used questionnaires to survey the views of family members with a relative
diagnosed as schizophrenic, and reported that several family members who participated in
the study felt that the professionals they had contact with were poor at sharing relevant
information with them. This theme is repeated in a survey of the views of mental health

service-users and their relatives undertaken by Leavey et al (1997), which enquired about
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levels of satisfaction with services one year after discharge from hospital. Again, relatives
expressed particular concern about the lack of information provided by professionals. Those
service-users who had been compulsorily detained in hospital under the Mental Health Act
(1983) expressed greatest dissatisfaction with services, as did their relatives. One of the
conclusions drawn by the authors is that every effort should be made by psychiatric
professionals to include and support relatives from the very beginning of the service-user’s

treatment, to improve communication between all concerned.

In a study undertaken for the influential Sainsbury Centre for Mental Health, Shepherd,
Murray and Muijen (1994) report similar concerns from families regarding lack of
information received from staff in a study they undertook using a combination of qualitative
and quantitative methods to examine the perspectives of service-users, family members and
professionals regarding services for people diagnosed as schizophrenic. A further theme
arising from this study was the relatives’ perception that the professionals were not
interested in their point of view, although the family members were frequently the primary
care-givers. The tendency of professionals to focus exclusively on the service-user to the
exclusion of the family was identified by relatives as a major source of frustration and

discontent with services.

Focusing more specifically upon relationships within in-patient settings, Rose (1985)
undertook a qualitative study which explored the experiences of families with a hospitalised
relative. Drawing from data generated in semi-structured interviews, Rose suggests that
family members had a strong wish to become active participants in their relatives care and
to identify their own role within the hospital treatment setting. Since psychiatric
hospitalization may represent a period of crisis and destabilisation for families, Rose
suggests that family members will therefore be actively attempting to make sense of the
events and people encountered through the hospital experience, in order to understand and
become a part of the treatment process. Rose offers the concept of ‘assimilation’ to describe
the process of constructing meaning that families engage in within the new context of the
hospital. According to Rose (1985), this assimilating process entails several activities on the
part of families, including attempting to understand and adjust to changes in their
relationship with the relative who had been defined as ill; becoming orientated to the

hospital environment, including the roles of the various staff and the hospital routines and



philosophies; and also trying to evaluate the reasons and methods concerning psychiatric

treatments as applied to their relative.

Rose reports that the assimilating process was often problematic for the families who
participated in her study. These families described feelings of discomfort and isolation from
the hospital, with some relatives expressing the view that the staff were only interested in
the patient, to the exclusion of themselves. Family members also described feeling puzzled
about the roles of staff, and Rose suggests that their preconceived notions regarding the
functions of health professionals tended to be formed through experiences in more
‘medical’ settings; staff were viewed as experts who would be able to answer any questions
about their relatives ‘illness’, its treatment and prognosis. Rose describes the families as
feeling disappointed when these preconceived ideas did not apply in the psychiatric setting
and they were not provided with concrete and definitive information by staff in response to
their questions. Rose also notes that families who were not provided with clear information

regarding the roles of staff expressed stronger feelings of isolation from the hospital.

Anderson (cited in Rose 1985) also undertook a qualitative study examining relationships
between psychiatric staff and families of hospitalized service-users, and reports that
families frequently felt isolated from the hospital, and experienced few opportunities to talk
about their feelings or access support. Anderson also suggests that this situation did not
usually improve over the time that the person remained in hospital, with families continuing
to feel anxious, concerned about the future and unsupported by staff. Consequently, family
members may appear to staff as resistant to therapy because of their fears and concerns
about the situation. A similar point is raised by Hatfield (1983) who argues that there is a
tendency for staff to label families as dysfunctional when the family does not fit with their

professional models.

Based upon his experience in developing a family-orientated psychiatric hospital, Harbin
(1982) contends that the non-inclusion of families in in-patient settings is a situation which
has persisted not only because of reluctance on the part of staff to engage with relatives, but
also because of the wishes of the families themselves to remain distant. Harbin argues that
since most people are brought into psychiatric hospital because their family or the local

community are unable to tolerate their disturbing behaviour, families may wish to withdraw
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from the person and leave them in the hands of the hospital. This view is countered by
Anderson and Reiss (1982), however, who challenge the notion that families seek to rid
themselves of the burden of the patient, arguing that many families strive to maintain the

person in their home if at all possible, even in the face of extreme difficulties.

To underline the main points raised so far, a difficult and distant relationship between staff
and family members within psychiatric settings has been highlighted in several previous
studies (Rose 1985; Shepherd, Murray & Muijen 1994; Winefield & Burnett 1996).
Families who participated in these studies frequently described feeling excluded from the
treatment process, and expressed the view that their knowledge and expertise as primary
care givers was not recognized by staff who appeared exclusively focused on the needs of
the individual service-user. Family members, whose initial expectations of the hospital may
have been shaped by experiences in physical health care settings also expressed puzzlement
regarding the hospital culture and the roles of staff, as well as the lack of concrete
information about the ‘illness’ (Rose 1985). Since it was into an organizational and
relational context of this sort that the reception meetings which are the focus of this
research were introduced, it is important to examine the various factors which have been
identified within the previous literature as constitutive of this distant relationship between

family members and staff.

The legacy of the institution and organizational constraints

A number of the difficulties identified in the previous research in the relationships between
psychiatric professionals and families can be related to the institutional context of mental
health services. There is a vast previous literature regarding the institutional treatment of
people defined as ‘mentally ill’. The groundbreaking work of the sociologist Erving
Goffman in the sixties (Goffman 1968), for instance, stimulated widespread critical
discussion regarding the role of institutions within society (Stanley and Reed 1999).
Because of the volume of literature in this field, I have restricted the discussion that follows
to an examination of writings which address those factors which impact upon relationships
between families and staff in psychiatric contexts, in order to maintain a focus on the key

concerns of the research.
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Harbin (1982) discusses the role of the institution within psychiatry, tracing the historical
development of psychiatric hospitals from the early sequestering of the “mentally ilI” in
prisons and alms houses, and towards the advent of more humane, ‘moral’ treatment of
hospitalised people in the 19" Century. He argues that these attempts to introduce more
humane treatments were undermined by inadequate facilities and by the large numbers of
patients contained within them, leading to the custodial warehousing of people with a
variety of psychiatric and neurological problems. One of the consequences of this long-
term institutional provision was the increased separation of the hospitalized patient from his
or her family, with consequent difficulties for the person and their relatives in attempting to
reintegrate after discharge. While the development of pharmacological and other treatments
along with the shift towards treating greater numbers of people in the community has led to
a reduction in the populations within in-patient facilities and more brief patterns of
admission, Harbin argues that the basic assumption underlying hospital treatment remains
unchanged: an individually orientated model of mental illness. The legacy of institutional
care, Harbin contends, has led to a state of affairs where families are routinely and
persistently excluded from the hospital treatment process. Harbin is one of the few authors
from the family therapy field who has focused on the applications of family systems ideas
within psychiatric hospital settings and although his work in this field was published some
time ago (Harbin 1979; 1982), his analysis of the institutional and organizational barriers to
family involvement remains pertinent, with several of the themes he developed being

echoed in the more recent literature that will be discussed later in this chapter.

The French historian and philosopher Michel Foucault is more sceptical than Harbin
regarding the intentions and social processes associated with these historical shifts in the
treatment of those who are designated as ‘mentally ill” (Parker et al. 1995). Whereas Harbin
regards the development of institutional hospital ‘treatment’ as being broadly motivated by
a desire to provide a more humane response to suffering, Foucault is critical regarding the
medicalization of experience (Luepnitz 1992). For Foucault, disciplines such as psychiatry,
psychology and psychotherapy as primarily instruments for the surveillance, regulation and
control of individuals. He was therefore concerned with the workings of power implicit in
the process whereby some people in a society are classified as ‘normal’ and others as
‘abnormal’, and with the role of institutions such as hospitals in the maintenance of these

divisions and classificatory practices. Because of its social function as a site of
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classificatory and regulatory practices, entering hospital necessarily entails a process of

separation of the individual from their ordinary relational and social contexts.

Mansell and Malik (2000) have summarized the various institutional and organizational
factors which they believe act as obstacles to closer contact between psychiatric hospital
staff and families. These factors include an over-emphasis on physical methods of
treatment; the resource constraints facing services leading to low staffing levels and
restricted training opportunities; the presence of staff who are opposed to change; and also a
lack of integrated service systems which might facilitate communication between hospital
and community. Mansell and Malik conclude that the patterns and routines within
psychiatric wards are often shaped by the ‘needs of the hospital system’ rather than those of
the people using the service, and other systems such as the service-user’s family tend to be

regarded as peripheral or a threat to the smooth running of the organization.

Wright (1997) has also highlighted the significance of organizational factors such as staff
shift patterns within the hospital on determining the degree of contact between staff and
families. Arguing that the role of negative attitudes from staff towards families has been
over-emphasized in the previous literature, Wright counters this by proposing that if staff
work patterns are developed which increase their availability at evenings and weekends

when families are available to attend, then increased contact is facilitated.

The view that family-orientated practices present a challenge to the culture and organization
of psychiatric hospitals has also been expressed by Treacher (1984). Discussing the role of
nursing staff in in-patient settings, Treacher contends that nurses tend to be strongly
invested in maintaining a ‘self-image’ which is orientated around caring and the
development of an intimate, supportive relationship with the patient. Working with the
family may reduce the intensity of this one-to-one relationship and therefore distance the
nurse from the patient. Faced with this tension, nursing staff are likely to resist abandoning
their traditional role, according to Treacher. Since nurses are the largest professional group
in hospitals, he concludes that attempts to introduce family work are likely to be

unsuccessful unless the views of nursing staff and implications for their role are considered.
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The relationship between professional training and psychiatric culture

While the perpetuation of distant relationship patterns between hospital staff and families
within psychiatry may be understood as a consequence of the continuing legacy of
institutionalisation and the organizational features of the hospital as a social system, a
number of commentators have also argued that there is a recursive relationship between the
kind of training that mental health professionals receive and the reductionist culture which

predominates within psychiatry (Birch 1991; Fadden 1997; Haley 1975).

Birch (1991) has drawn attention to the manner in which the professional training and
preparation that psychiatrists receive serves to maintain the dominance of individually-
orientated perspectives on mental illness. Birch examined the instruction that psychiatrists
receive regarding schizophrenia by undertaking a thematic review of articles on this
disorder from two leading British psychiatric journals published between 1985-1986, (the
British Journal of Psychiatry and Psychological Medicing). He found that the articles
contained an almost exclusive focus on issues of pharmacology or discrete pathology from a
medical perspective. Birch (1991) concludes that psychiatrists reading these academic
journals are implicitly instructed that schizophrenia is a specifically biological affair for
which research will eventually yield a medical cure. Social context comes to be regarded as,

at best, of secondary importance.

Since Birch (1991) specifically examined the training and preparation received by
psychiatrists, the exclusive emphasis on medical factors is unsurprising. That this medicalized
focus is also characteristic of the views of psychiatric nurses, however, is highlighted by
research undertaken by the Sainsbury Centre for Mental Health (Warner, Ford & Holmshaw
1997). In this study a number of mental health nurses working in different NHS Trusts in
England were asked to identify the specific skills that they felt were needed by nurses in their
work with people with severe psychiatric problems. All of the participants identified dealing
with medication as a key area of nursing practice, but few referred to the relevance of

psychotherapeutic interventions, and none mentioned family or network based approaches.
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Harbin (1982) also contends that the individually-orientated training that most psychiatric
staff receive contributes to a reluctance towards working with families. He argues that staff
may not only feel that family work is counter to their training, but may also regard it as
disruptive to the individually-orientated ways of working that they have become familiar
with. Harbin goes on to argue that inter-team disputes regarding theoretical models or
professional status may exacerbate the difficulty in introducing family-based approaches
into an agency. Psychiatric staff often have conflicting theoretical and ideological positions,
and if family work is seen as a challenge by those staff who favour more individually-
orientated approaches, then it will be difficult to implement routinely. In addition, Harbin
(1982) warns that those staff from professional disciplines such as social work, who
generally receive more training in social models, might also be resistant to the service
becoming more family or socially orientated if they have themselves become adjusted to the
more individually-focused ways of working, or they may feel threatened when staff from
other disciplines gain confidence in working with families, an area which was previously
their professional province. A similar argument has been put forward by Haley (1975), who
suggests that the forms of practice which prevail in mental health agencies are based on the
preferences and interests of the professionals rather than upon the efficacy of these
approaches. Since the majority of staff have been trained to work with individuals rather
than families or wider networks, Haley contends that their professional status and sense of

expertize may be challenged if family work is introduced.

Fadden (1997), a leading figure in the field of family interventions in schizophrenia,
evaluated the impact of a multi-disciplinary post-qualifying training in behavioural family
therapy on the subsequent working practices of staff. The training specifically aimed to
provide staff working in adult psychiatry with family intervention skills in relation to
service-users who have been defined as severely mentally ill. 86 graduates of the training
programme were surveyed to find out whether they continued to work with families after
completing the course. Fadden describes the results of this study as a “major cause for
concern”, since the mean number of families seen by graduates was 1.7, and 40% of the
families were seen by only 8% of the practitioners who were surveyed. The community-
based staff who took part in Fadden’s survey were more successful in engaging with
families after training compared with those working in hospitals, suggesting that obstacles

to introducing family-based approaches are felt across psychiatry but are particularly
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entrenched in in-patient settings. Fadden (1997) draws a number of conclusions which are
relevant to the present study regarding reception meetings. Like Harbin (1982) and Wright
(1997) she identifies organizational factors such as staffing levels, workload demands and
shift patterns as crucial. Fadden also warns that the presence of a small number of
enthusiastic and committed staff is insufficient to sustain a family service in a traditional
psychiatric setting, unless these wider organizational factors are also addressed. She goes
on to argue that staff need to be trained both to recognise the importance of family work and
also in convening and engagement skills with families, and questions whether these areas
were sufficiently addressed in the training programme she studied, in view of the small

numbers of families seen by graduates.

In recent years there have been calls from influential sources for a shift towards the
inclusion of family-orientated practice within training programmes. The need for change in
this area has been highlighted, for instance, in a report produced by the Sainsbury Centre
for Mental Health which discusses the roles and training needs of staff (Duggan 1997). This
report reviewed the training and development of professionals working with people defined
as severely mentally ill, and recommends that all staff working in this field receive training
in a range of specified core competencies, as well as in discipline specific skills. The ability
to work collaboratively with carers and social networks is identified as a core competency
for all staff. The report also recommends that service users and relatives of people
identified as mentally ill should be involved in curriculum development, training delivery
and the setting of service standards. Since this report was written for a wide audience
including the Department of Health, NHS staff and managers, Universities, Purchasing
Consortia, Regional Educational and Development Groups, and Social Services, it is
potentially an important intervention in shifting the culture of services in a more ‘family
friendly’ direction. At the time that the data was collected for this research, however, the
training programmes for most psychiatric healthcare staff continued to be individualistic in

focus.

In summary, the type of training that psychiatric staff have traditionally received has been
highlighted by a number of commentators as creating an obstacle to the formation of
collaborative relationships with the families of service-users. Training which is

predominantly orientated towards working with individuals may deter staff from working
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with families because they feel that they lack the skills required for this kind of work.
Convening and engaging with families and wider networks, for instance, can be experienced
as a daunting activity for staff who have not been prepared for this through their previous
training. Under these circumstances, family work might provide a challenge to the staff’s
sense of their own expertize (Haley 1975; Harbin 1982). In addition, staff who are primarily
schooled in individually-orientated models and methods may see family work as a marginal

or even counter-productive activity.

Dominant socio-cultural discourses regarding hospitals and iilness

A third factor which has been identified within the literature as contributing to the
maintenance of a distant pattern of relationship between psychiatric staff and families
pertains to the dominant cultural beliefs and stereotypes regarding the nature of psychiatric

disorder and the role of the hospital (Scott 1973).

The potentially adverse impact of admission on the relationship between the person entering
hospital and their significant others has been discussed from a family systems perspective
by the psychiatrist and family therapist R.D. Scott and his co-workers (Scott 1973; Scott &
Starr 1981). In a period of emotional crisis the beliefs of family members may be in a state
of flux as they attempt to make sense of what is going on. When the behaviour of the person
who is the focus of concern is inexplicable and alarming to the other family members, Scott
argues that they are likely to draw upon dominant cultural beliefs about mental illness as an
explanatory framework. The arrival of psychiatric professionals into a crisis situation may
reinforce this view by signalling confirmation that the person is ‘ill’, particularly if the
outcome of the professional intervention is admission to psychiatric hospital. In this situation
any interpersonal difficulties associated with the initial crisis are likely to become obscured,
as the attribution of illness locates the difficulties ‘inside’ of the hospitalised person, rather
than in wider relational or socio-cultural contexts. Scott uses the term ‘closure’ to describe
this process in which a person in crisis can become disconnected from the network of
intimate family and social relationships in which they ordinarily live their lives, and which

provides the context for the difficulties which have occurred (Scott & Ashworth 1967).
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Support for the concept of closure is provided by research undertaken by Whittle (1996),
who examined the impact of entering hospital on the causal and treatment beliefs of the
people who were admitted, their families and the staff. These different groups were asked to
complete questionnaires at the point of admission, indicating what they regarded to be the
causes of the problem and a further questionnaire inviting them to state what they viewed as
the most appropriate line of treatment. The same questionnaires were repeated one month after
admission, and again two months afterwards. The results from this study suggest that
following admission the service-users and relatives became more attached to biological
theories of causation, while psychosocial causal beliefs decrease significantly. Whittle also
contends that there is a link between causal beliefs and treatment beliefs, in that participants
who held biological causal beliefs were more likely to regard medication as the most
important treatment for their difficulties. The perceived relevance of psychotherapeutic
approaches generally, and family orientated approaches in particular, seemed to diminish for

these service-users and their families.

Whittle (1996) goes on to suggest that no similar shift occurred in the beliefs of the staff, who
in his study were less strongly orientated towards biological theories to the exclusion of other
factors'. Because of the lack of congruity between the beliefs of staff, service-users and
families, Whittle conjectures that this was a state of affairs which was maintained by poor
systems of communication within the hospital between these different parties. He suggests that
the shift towards illness beliefs that occurred for service-users and their families was linked
with wider cultural assumptions about why people need to go into hospital, rather than
occurring as a consequence of ideas presented to families by the staff. Whittle also argues that
drawing upon these commonly held cultural narratives to make sense of or assimilate the
experience of hospitalisation can have a profound impact on future relationships between the
service-user and his or her family, and on the life course of the problem which led to
admission in the first place. Putting their faith exclusively in medication as a ‘cure’ may lead

to the service-users and families becoming increasingly disempowered, as they lose sight of

"It is interesting to note that other authors have suggested a mismatch of views between psychiatric
professionals and service-users in the opposite direction to that described by Whittle, with
professionals more orientated towards biomedical perspectives and service-users preferring
psychosocial explanations (Johnstone 1999). While the influence of medical narratives is strong
throughout the field of psychiatry in the UK, the degree to which particular teams are affiliated to this
model will, of course, vary.
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other strategies they may be able to adopt to resolve the difficulties which initially led to

hospitalization.

The importance of professional avoidance of introducing a single, rigid explanatory
narrative regarding a problem situation at a point of crisis has also been highlighted by
Dallos, Neale and Strouthos (1997). These authors suggest that in the midst of a crisis
family members may be hungry for information from professionals, and that if they are
invited to subscribe exclusively to a single explanatory account, then their capacity to
imagine alternative possibilities, and therefore different pathways for action, will be
curtailed. Dallos and his colleagues therefore recommend that professionals should remain
open and curious regarding different narrative accounts, and seek to explore these with

families in a supportive manner to prevent amplifying pathological processes.

The concepts of ‘closure’ developed by Scott and his colleagues, and the research
undertaken by Whittle which builds upon these ideas has particular significance for the
present study, as this literature was one of the sources of inspiration which led to the
implementation of reception meetings in the research site (Reed 1999). Despite the
difficulties involved, the work of Scott and Whittle highlights the value of maintaining
dialogue between the service-user, his or her significant others and psychiatric staff in order
to prevent interpersonal closure from occurring. Fortunately, there exists a small but
important body of literature regarding the development of forms of practice aimed at

enhancing collaboration within psychiatric hospitals.

Literature regarding family-orientated practice within psychiatric hospitals

One of the themes highlighted within much of the literature is the crucial significance for
families of their initial contacts with mental health professionals (Scott 1973; Whittle
1996). These early interactions between the two groups are not only influential in shaping
family members beliefs about the nature of the problem, but also set a relational context
against which future family and staff interactions develop. This theme is examined in much
of the literature that will now be discussed, and some implications for practice are

considered.
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Benefits of connecting with families from the outset

Several authors have indicated that if staff do not take steps to include families from the
outset, then invitations to participate which are extended at a later stage may be greeted
with suspicion or scepticism. For instance, in a review of a ‘psycho-educational’
programme for the families of people with a diagnosis of schizophrenia, Reid, Lang &
ONeill (1993) found that 76% of relatives invited to attend declined, saying they felt too
stressed or too busy to do so. These authors conclude that this unwillingness to participate
was linked with the late timing of the invitation. Similarly, in relation to hospital settings,
Scharfstein and Libbey (1982) argue that early contact between staff and families is crucial in
preventing subsequent patterns of distancing and avoidance. Drawing upon their experience of
arranging information sharing groups for families on a psychiatric hospital ward, these authors
suggest that during the first few days of admission high levels of anxiety and uncertainty may
be experienced by all concerned: the person who is admitted, their relatives and also the
hospital staff, and that this anxiety may result in patterns of emotional distancing if not
addressed. Scharfstein and Libbey therefore recommend that staff meet with the families
within a few days of admission to attend to these anxieties. They note that the families who
attended these meetings seemed to become more open in their interactions towards the

hospital, while the staff, in turn, formed more positive views of the family.

Working within a psychiatric service for adolescents, the family therapists Peter Bruggen and
Charles O’Brian have stressed the value of meeting with the family at an even earlier point,
when a decision is being made about whether the young person should be admitted to hospital
(Bruggen & O'Brian 1987). These authors suggest that a meeting occurring at this early stage
provides an opportunity for expectations to be clarified and for issues of responsibility to be
addressed, so that the young person and his or her family retain responsibility rather than this
being ‘handed across’ to the professionals when the person enters hospital. The approach
described by Bruggen and O’Brian may therefore be seen as aiming to counter the process of
interpersonal distancing or ‘closure’ which can ensue when psychiatric hospitalisation occurs

(Scott & Starr 1981).

Cooklin (1974) discusses the complex nature of hospital admission, in its meanings for the

service-user, their family or significant others, and the referring agent, as well as for the
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receiving ward culture. He argues that tensions between these different actors frequently
emerge when the goals of admission are unclear. Cooklin describes how these difficuities
can be reduced or prevented by arranging meetings at the point of admission between the
service-user, hospital staff, and where possible the service-users family with the aim of
exploring the reason for admission and developing a treatment contract with specified goals

for the period of hospitalization.

The importance of involving families in the treatment process from the outset is also
emphasized by Seikkula and his colleagues, (Seikkula et al. 1995). These authors discuss
the transition within their service in the western Lapland area of Finland from traditional
individually orientated methods of working to more inclusive approaches which routinely
included the families and wider systems of the person in crisis. Seikkula and his colleagues
suggest that families may respond with suspicion or reluctance when invited to meet with
professionals if they feel that this is a departure from routine practice and that they are
being singled out in some way. In this situation, the family may easily infer that the staff
view them as the cause of the problem. When families are invited to participate in the
treatment process from the outset on a routine basis, however, Seikkula and his colleagues
suggest that this blaming message is removed and relatives respond positively. These
authors propose that it is essential that staff regard families as partners in the treatment
process, rather than as the target of treatment. In the innovative approach described by
Seikkula and his co-workers, a social network meeting is convened as rapidly as possible
when a person in psychiatric crisis is referred to their service, with the aim of
collaboratively exploring the problem and developing a treatment plan. This approach will
now be discussed in some detail, as it strongly influenced the style of working adopted by
staff involved in the reception meetings project which were explored in the present study

(Reed, Stevenson & Wilson 1998).

The Finnish social network approach

In the Finnish approach network meetings have been utilized as a key element of “needs
adapted” psychotherapeutic treatment programmes which are tailored to the specific

requirements of the individuals and families seeking help (Alanen 1997; Rakkolainen,

Lehtinen & Alanen 1991). The term “network meetings” is used in preference to “family
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meetings” as it is a less restrictive term, since meetings may frequently include a wider
group of people than the immediate family. Potential participants might include, for
instance, not only the service-user and his immediate family or significant others, but also
extended family members, friends, neighbours, colleagues, any professionals who are
involved as well as representatives from the psychiatric team. Network meetings at the point
of admission to hospital have been described as a particularly useful forum for staff and
families to explore the nature of the crisis and work together to develop ways forward
(Seikkula 1994), and also as a therapeutic arena in which people experiencing psychotic
break-down can create new and more coherent narratives about their life-situations (Holma

& Aaltonen 1995).

Seikkula and Sutela (1990) draw upon systemic concepts concerning the way in which
human systems co-evolve within an environment in their account of the relationship that
develops between the hospital and family when a person is hospitalized. The family system
and the hospital system join together to form a new, larger system which Seikkula and
Sutela refer to as “the system of boundary”. This family-hospital system of boundary is
characterized by patterns of mutual and recursive influence between participants. Social
network meetings which are arranged at the point of hospital admission provide an
opportunity for members of this newly formed ‘system of boundary’ to meet together and
share ideas and meanings. Rather than viewing the family as a focus for intervention, staff
participating in the meeting focus their reflections on the co-evolving relationship between
themselves and the family, since it is at this boundary that new meanings about the problem

and possible ways forward are generated.

Outcome studies examining the effectiveness of the Finnish social network approach
suggest that this way of working can lead to a reduction in the reliance on neuroleptic
medication and hospital treatment as the primary treatment responses to people defined as
severely mentally ill (Lehtinen et al. 2000; Pylkkanen 1997), While these studies present a
compelling argument in terms of treatment outcomes for the routine use of network-based
approach in psychiatric practice, they do not provide information about the experiences and
preferences of those service-users, families and staff who were involved. Qualitative studies

examining the Finnish approach or focusing on social network methods more generally are
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scarce, underlining the importance of the present research where the views and experiences

of people who participated directly in reception meetings are explored in depth.

One qualitative study examining the Finnish approach was undertaken by Seikkula (2002),
who analysed transcripts of video recordings from network meetings to compare
interactional processes within the sessions where there had been a successful or poor
outcome. From an overall sample of 20 cases, (10 of which were evaluated as having
achieved good outcomes, and 10 poor outcomes), Seikkula coded the transcripts in relation
to dialogical and monological patterns of communication. He suggests that in ‘good
outcome’ cases, the conversations in the network meetings were characterized by greater
use of symbotlic rather than ‘factual’ language and remained focused on specific themes for
longer periods. In addition, the service-users and family members had both interactional and
symbolic dominance, (in terms of speaking most often and introducing new phrases and
ideas), in those meetings where the outcome had been positive. In these instances where the
outcome was positive, the therapeutic team also appeared to respond to the families words
in a reflective manner. Seikkula concludes that this study supports a central principle of a
dialogical approach regarding the importance of responsive listening by staff to the

language of the service-users.

In another qualitative study, Holma and Aaltonen (1995) utilized a narrative methodology
to explore processes of interaction and meaning-making occurring in social network
meetings in a Finnish psychiatric hospital. Like Seikkula, these authors performed a
retrospective thematic analysis of video-recordings of network meetings. They concluded
that the open conversational processes that occurred in the network meetings provided
service-users who were in confused or ‘psychotic’ states with opportunities to construct
new, more coherent narratives about their lives, Since the construction of meaningful life
stories is essentially a social process (Gergen 1991), these authors contend that network

meetings provided a forum where this process of narrative reconstruction can occur.

Vuokila-Oikkonen, Janhonen and Nikkonen (2002) also used a narrative research approach
to examine patterns of communication between service-users, their significant others and
professionals in network meetings which occurred in a Finnish psychiatric hospital. These

authors reviewed video-recordings of the network meetings to analyse the extent to which
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collaborative conversations about sensitive or painful issues occurred within the network
meetings. They suggest that service-users frequently raised topics which were a source of
distress for them, particularly concerning experiences of shame or embarrassment in
relation to their status as psychiatric patients, which the professionals failed to respond to.
Staff participating in the meetings tended to follow lines of questioning that related to their
own professional concerns, rather than on those of the service-user and family. The authors
conclude that further qualitative research is needed to generate new ideas about how staff

might practice collaboratively in these social network meetings.

These Finnish studies which are discussed above are similar to the present research in that
these authors employed a qualitative methodology to explore the network meetings. A key
difference, however, is that the views of the participants in the meetings were not directly
sought, whereas this is a central aspect of the present research into reception meetings.
Since social constructionism is concerned with voice and perspective, the absence of
previous studies which have sought the views of service-users and families is a striking

omission.

In this section I have discussed the Finnish social network approach in some detail since
this work was a major influence on the staff who developed the reception meetings which
are examined in the present study (Reed, Stevenson & Wilson 1998). Concepts such as the
importance of staff reflecting on the co-evolving relationship between themselves and the
family, the importance of regarding the family as agents of change rather than objects of
change, and of attending to language and story as the primary means of creating meaning
are common to both approaches. The theoretical and practice-based dimensions of the

reception meetings will be further discussed in the chapter that follows.

A major area of difference between the reception meetings and the Finnish approach is that
the Finnish network meetings occurred in the context of a service culture which was
orientated towards psychosocial methods of treatment (Alanen 1997), whereas the reception
meetings were introduced into the more medicalized culture which is characteristic of UK
psychiatry. One of the themes that is examined in this study is, therefore, how the reception

meetings were perceived by the wider staff group working in the research site.



Summary and discussion

This chapter initially examined the literature pertaining to relationships between families
and staff within psychiatric hospital settings, and explored factors which have been
identified as constitutive of the distant relationships that frequently develop between these
groups. Several explanatory themes in relation to the persistent nature of these obstacles to
collaboration were identified, including the historical context of psychiatric hospital care
and the persistence of reductionist modes of practice; staff training programmes which have
tended to maintain a focus on the individual to the inclusion of the person’s social context;
and the wider socio-cultural assumptions within Western societies regarding hospitals and

illness.

Having explored these contextual barriers to collaboration between psychiatric staff and
families, the discussion then turned towards an examination of the literature regarding
attempts to address this difficulty through the introduction of family and network-based
approaches. A recurrent theme within this literature pertains to the value of arranging a
meeting at an early stage in the admission process so that staff and families can negotiate
meanings. The Finnish social network approach (Seikkula, Alakare & Aaltonen 2001) was
discussed in some detail, as this dialogical model of practice provided something of a

‘blueprint’ for staff in the research site when developing the reception meetings.

There are important cultural differences between psychiatric services in Finland and the
UK, however, in that the Finnish psychiatry tends to be more strongly orientated towards
psychosocial treatment methods, while these have tended to be marginalized within
mainstream services in the UK (Reed 1998). Family and network-based treatment
approaches are used on a routine basis in the treatment of severe mental health difficulties
within some areas of Finland, whereas the introduction of this way of working within the
research site was an innovation that had no precedents locally. Similarly, there are few
accounts within the literature of network approaches being used within in-patient settings in
the UK, and none from the recent past. Attempts to transplant a way of working from one
cultural setting to another in an unmodified form are unlikely to be successful, since from a

systemic perspective, meaning is context-dependent (Bateson 1988).
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The rationale for a qualitative study with a strong practice orientation within this important
area of service development is therefore clear: follow up studies from Finland suggest that
these network approaches provide an effective treatment modality for people experiencing
severe psychiatric difficulties, but this work has been undertaken in a context where there is
a stronger tradition of using ‘talking treatments’. How similar kinds of meetings are
perceived by those who participate in them within the more biologically-orientated culture
of UK psychiatry is, however, a key question. In addition, the literature from Finland in this
area within English language publications has a strong ‘outcomes’ orientation. There are
very few qualitative studies, and those that have been published have not included
interviews with service-users and family members in the design of the research. This seems
rather incongruous, since the theoretical basis for the network meetings is social
constructionist in orientation. Since social constructionism is explicitly concerned with
issues of voice (Hoffian 1993), research which includes the multiple perspectives of those
who take part in them is essential in generating an understanding of the value of social

network meetings an as aspect of psychiatric service provision.

In the chapter that follows the research site will be discussed in more detail than was
provided in the introductory chapter of the thesis, and the postmodern theoretical
perspectives and working practices that were employed in the reception meetings will also
be considered. Having orientated the reader towards the organizational context for the
study and the specifics of the reception meetings, I will go on in the subsequent chapters to
discuss the postmodern methodology that informed the study (chapter 4) and the research
methods that I employed for the purposes of data collection (chapter 5) and interpretation of

the data (chapter 6).



Chapter 3. The reception meetings and their organizational

context

In this chapter the research site and the reception meetings that were the focus of the
study will be discussed in greater depth than was appropriate in the introductory chapter
of the thesis. This will allow the reader to develop a more detailed understanding of the
general ethos and the working practices associated with reception meetings, as well as
the organizational context in which they occurred. First of all a broad ‘factual’
description of the characteristics of the research site is provided. Following this, an
account of the psychological and emotional ethos of the organization during the data-
collection phase of the study is presented in order to provide greater contextual detail or
a ‘thicker description’ (Geertz 1993) of the research setting. Acute psychiatric
admissions units within the UK have faced a range of difficulties in recent years, and
these issues will also be discussed in order to locate some of the key areas of difficulty
that the research site faced within a wider context. The Unit was experiencing significant
difficulties during the data-collection phase of the study, and an appreciation of the
wider, national picture is crucial in countering any impression that these difficulties were
unique to a particularly troubled or ‘pathological’ local service setting. Locating these
organizational difficulties within a wider context also provides an indication of the

broader relevance of the study.

Following this discussion regarding the research site, the reception meetings themselves
will then be discussed in greater depth than has occurred previously. A guiding principle
for the reception meetings was flexibility, so there was no set procedure that was followed
in all instances. There was, however, a very loose format that staff hosting the meetings
tended to follow, which allowed for variation according to the needs and preferences of
those present. This general format for the meetings will be described, along with a
discussion of some of the key theoretical and practice-based concepts which informed staff

participation within the meetings.

In the discussion that follows it is important to locate my own position and the vantage
point from which this account is written. In writing about the research site and the reception
meetings [ am inevitably positioned as a practitioner who actively participated in a range of
activities within the research site and who was closely involved in the initial development

of the reception meetings, as well as a researcher who was subsequently involved in



exploring the meetings through the research process. The practitioner dimension of my role
therefore provided me with ‘insider’ knowledge in relation to issues such as the service
culture; the rationale for the reception meetings as conceived of by the reception meeting
team; the working practices that were utilized by staff in the meetings, and so on. This

‘insider” knowledge is inevitably reflected in the account that follows.

The research site

The site for the research was an acute psychiatric admissions unit with 37 beds which
offered a service to adult men and women, aged between 16 and 65 who were
experiencing severe psychiatric problems. There was two parts to the Unit, a 26 bedded
‘mixed’ area, which accommodated both men and women, and an 11 bedded women

only area.

The Unit as a whole was staffed by a clinical team of nurses, nursing support workers,
medical staff and occupational therapists, as well as administrative staff. A range of
other professionals also provided input into the treatment plans of service-users,
including community psychiatric nurses and social workers, (at the time that the research
was taking place there was a shortage of psychologists in the service, so there was very
little psychology input). The Unit had developed strong relationships with local service-
user and carer groups, who were also involved in a range of activities such as
information sharing, advocacy and support groups, as well as in service-planning and

review meetings.

Geographically, the Unit served a densely populated urban area in the North East of
England, which experienced high levels of unemployment and economic deprivation.
Racially, there was not a great deal of diversity in this area of the North East during the
data-collection phase of the research. While black people and people from outside of the
majority culture are disproportionately highly represented within psychiatric services in
the UK (Fernando 1995), and are more likely to receive coercive treatment in hospital
environments under Mental Health Act (1983) legislation (Browne 1995), the majority
of the service-users, relatives and staff within the research site at the time that the data
was collected were white. Therefore, although the service as a whole, like other
psychiatric services in the UK, struggled to provide culturally sensitive services to
people from ethnic minority communities (Fernando 1995), there was very minimal

opportunity to explore this in this study.



In recent years there has been a number of concerns expressed regarding the services
provided in adult psychiatric admissions units (Dept. of Health 1999b; MIND 2000;
Sainsbury Centre for Mental Health 1998). These service areas have been described as
troubled environments which are struggling to provide meaningful services to people
with diverse needs, and which are frequently characterized by an emphasis on control
and custody rather than therapeutic activities. A number of factors have been identified
as contributing to these problems. The shift in policy from hospital to community based
care has resulted in reduced numbers of beds and a situation where the populations
within acute wards tend to be composed of those who are most disturbed. This problem
is also further exacerbated by the increased use of street drugs in these settings
(Johnstone 2002). Other factors which have been identified as contributing to the
problems facing psychiatric wards include organizational factors such as poor statfing
levels and limited access to further training for in-patient nursing staff, an over-reliance
on the medical model which is inadequate in assisting with the complex psychological
and social needs of service-users, and the increasing preoccupation within mental health
services on the management of risk at the expense of therapeutic interventions (Moore

1998).

During the data-collection phase of the study the research site struggled with most of the
issues identified above. Clinical interventions tended to be pharmacological rather than
psycho-social, and there was also a lack of recreational or diversionary activities for
service-users to occupy themselves. There was a consequent danger of service-users
feeling bored and frustrated, particularly as several of those who enter psychiatric
hospital do so under Mental Health Act (1983) legislation, and therefore may be unable
to leave the immediate environment or may only be able to do so on a very restricted
basis. A number of the service-users who participated in this study were detained in
hospital and one of the dilemmas explored through the research therefore relates to the
complexities associated with staff aspirations to engage dialogically with service-users
in the reception meetings within an organizational context which carries a powerful

social control remit.

Again characteristically for psychiatric admissions units during this period (Bowles
2002), staff were required to focus heavily on risk assessment and risk management
activities. One of the central strategies employed in psychiatric hospitals within the UK
for managing risk is the ‘therapeutic observations’ policy, whereby service-users who
were regarded as posing a significant danger to themselves or to others are observed

particularly attentitively by staff throughout the day to maintain safety (Dept. of Health



1999¢). The ‘observations’ policy that was in place within the research site specified
different levels of observations that might be carried out, according to the perceived
level of risk. These ranged from a member of staff observing the service-user at agreed
intervals (for instance, every 15 minutes), through to constant observation, where the
nurse was literally required to ensure that the person was constantly in view. While this
‘observations’ policy was regarded within the organization as crucial in maintaining a
safe environment, according to Bowles (2002) the demanding and time consuming
nature of this activity within acute admissions units leads to a situation where staff have
limited time or inclination to engage in other social or therapeutic activities with service-
users. This issue is highlighted in the data collected for this study and will be explored in

greater depth in chapter 7.

System for delivering nursing care in the research site

A rather complex system for organizing and delivering nursing care had been developed
in the research site. This system was created in an attempt to ensure that care-plans for
individual service-users were developed and implemented consistently despite service
fluctuations created by factors such as staff shortages and complex shift systems. I will
provide a brief outline of the arrangement that was in place, as this had consequences for
the implementation of the reception meetings, both in terms of the availability of nursing
staff to attend and also the extent to which they felt able to participate, as is highlighted

in the data that will be presented later.

The system for delivering nursing care was as follows: on admission, each service-user
was allocated a ‘primary nurse’ who was responsible for developing a care plan for the
person, and ensuring that this plan was implemented and reviewed by the team. There
were several factors that frequently resulted in the primary nurse being unavailable to
meet with the service-user on a given day, however, including shift systems and the
variety of other activities that qualified staff needed to attend to. Because the primary
nurse was not available consistently the service-user was also allocated a ‘named nurse’
for the day who was responsible for implementing the agreed care plan. The named
nurse might be a different person each day, and would often have had minimal previous
contact with the service-user. In relation to attendance at forums such as the reception
meetings or other meetings on the Unit, the situation might become further complicated,
in that the designated ‘named nurse’ for a particular service-user might also be occupied

with other activities at the time of the meeting, (for instance dealing with unexpected



crises that might have arisen). Under these circumstances, any member of staff who
could be spared would go to the meeting, with their role being described as that of ‘ward
representative’. The ward representative might have only the sketchiest of briefings from

other members of the team prior to attending the meeting.

Participating in a reception meeting as ‘ward representative’ under these circumstances
might therefore be a difficult experience for staff to manage, and one which might leave
them feeling very uncertain, as the data that will be presented later highlights, (see

chapter 7).

The psychological and emotional ethos of the Unit

Because the study examined a new development in practice within a specific
organizational setting, it is important to give an account of the general psychological and
emotional mood within the research site at the time, which was frequently very tense.
During the data-collection phase of the study a series of major incidents occurred which
significantly impacted upon the culture of the agency. When the reception meetings
were first implemented the Unit was temporarily sited in another hospital following a
major fire. The confidence of many staff was shaken following the fire, and the physical
environment of the temporary site was rather makeshift and poor. Shortly after this event
two service-users also committed suicide within a few months of one another, and these
tragic events inevitably further impacted upon staff morale and confidence, as well as
that of some of the other service-users and their relatives who were in contact with the
Unit. In line with the organizational policies that were in place, internal inquiries into
these suicides were instigated, one of which resulted in a small group of staff being
suspended from work for a time. Although this series of traumatic occurrences were not
directly referred to by participants within the data gathered for the research, I had a prior
knowledge of the events through my work as a practitioner within the organization, as
well as an appreciation of the extent to which they had impacted upon some of the

people involved in the Unit.

The introduction of the reception meetings therefore occurred at a time when the
research site was rather destabilized by these crises. Organizational change may be very
stressful for those involved under most circumstances, and a degree of ‘resistance' to the
process is therefore inevitable (Smith 1986). Receptivity to new ideas or new ways of

practicing is likely to be further reduced when the people involved are under stress and



experiencing anxiety, and these recent traumatic events were bound to have influenced,
at some level, the responses of staff to new developments such as the reception

meetings.

The reception meeting team

The idea of the reception meetings initially arose out of conversations between members
of a community-based systemic family therapy team operating within the local mental
health services and a small number of staff from the Unit nursing team. In relation to my
own position, I was a member of the family therapy team and my interest in exploring
the application of systemic ideas in the hospital setting was encouraged by a change in
my role as a senior nurse within the organization, which resulted in my holding
responsibility for nursing standards within the in-patient service. A consultant
psychiatrist who was involved in the community-based family therapy team also
provided clinical input into the hospital, and was similarly eager to see greater
collaboration with families occurring in this setting. As previously noted, these local
developments were also a reflection of a national recognition that psychiatric hospital
services had been neglected with the shift towards community care, and were in need of

greater attention and resources to raise standards of practice (Dept. of Health 1999b).

A written proposal to implement this new service was developed and circulated to
managers and lead clinical staff within the organization, and a ‘reception meeting team’
was subsequently formed which comprised interested staff from the hospital and
community teams. The membership of the team fluctuated slightly across time, but staff
from different professional backgrounds (nursing, social work, occupational therapy,
medicine) were involved, as well as staff who were employed at different ‘grades’
within the organization, including nursing support workers who had no formal
professional qualification. The inclusion of support workers in the team was potentially
extremely valuable in embedding the reception meetings within the everyday life of the
service, as it is this group of staff who frequently have the most direct contact with

service-users and their relatives (Manshein 1989).

The ‘qualification’ for entry into the reception meeting team was therefore simply an
interest in becoming involved in developing this new service. Some of the staff
concerned had previously undertaken formal training in working with families while

others had little training or experience but were eager to learn more. Two members of
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the team also had experience of the psychiatric system from ‘the other side of the fence’,
as parents of adult children who had received in-patient treatment. The team therefore
comprised staff with a diverse range of valuable professional and personal life
experiences and who shared an aspiration to improve the help and support provided to
families within the service. No formal training programme in hosting network meetings
was arranged for members of the team, but regular team meetings occurred to review
this new service. In these meetings team members had opportunities to discuss to share
their ideas and experiences, and ideas for refining and developing the service were

generated.

A range of strategies were developed by the team to promote the reception meetings
within the wider organization. Members of the team acted as ‘service champions’ for the
meetings by discussing them in the different clinical and managerial forums they
attended. In addition, written information about the reception meetings were distributed
to community teams (see Appendix 2 for examples). A short series of training sessions
about the reception meetings were also organized for staff in the wider service and
delivered by members of the reception meeting team. The team therefore attempted to
‘raise awareness’ regarding the importance of working with families and social networks
across the organization in the hope that the reception meetings might become embedded

into the fabric of daily life within the Unit.

The reception meetings

Prior to presenting an account of the reception meetings, it is important to note that the team
of staff involved in developing the meetings believed that each meeting should be different
in the sense that there should not be a fixed procedure to be adhered to in all instances, as it
was felt this would mitigate against the discussion being tailored to the unique concerns of
the particular individuals who were present (Reed, Stevenson & Wilson 1998). Despite this
caveat, it is possible to describe in broad brushstroke terms the overall ethos and guiding
theoretical and practice principles which were characteristic of the way staff approached the

meetings.
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The ethos of the meetings

The general ethos and style of the reception meetings was shaped by two important factors.
Firstly, the personal and professional histories and experiences of members of the reception
meeting team inspired a conviction that engaging with family members following the
potentially traumatic experience of psychiatric hospital admission is important and
necessary work for staff to undertake. This desire to see the service adopt more ‘family
friendly’ practices on a routine basis was driven for two members of the team by their own
experiences with close relatives who had been hospitalised. Other team members who may
not have experienced direct encounters with psychiatric services in their personal lives
shared frustrations regarding the lack of opportunities to engage with families and carers
within the service, and were keen to contribute to the development of a more ‘open’ or

inclusive service.

The second important factor influencing the ethos of the meetings was the contribution
of theoretical ideas and practices from the contemporary systemic practice field. Several
members of the reception meeting team had previous training and experience in
systemic family therapy, and were eager to apply ideas from this field within the Unit. A
creative merging of these different areas of knowledge and experience, the ‘insider’
personal experiences of staff who has direct family experience of attempting to access
services, coupled with professional knowledge regarding systemic therapy was therefore
possible in the reception meetings. Any mode of psychiatric intervention, whether
individually or systemically orientated, is potentially oppressive in its effects, and
systemic family therapy has been accused by some of adopting a blaming stance by
focusing on patterns of communication within families (Smith & Velleman 2002)'. The
merging of these different personal and professional narratives and areas of experience
within the reception meeting team was a potentially important resource in preventing
theory becoming a hindrance rather than a driver for sensitive practice. In other words,
the likelihood of the professionals concerned becoming ‘blinded by texts’ (Hoffman
1993) was reduced through the inclusion of these different voices and perspectives in the

team.

' The belief that systemic family therapy, particularly in its earlier years, pointed a finger of
blame at families is simplistic, but has contributed to the marginalization of this approach within
mainstream adult psychiatric services (Johnstone 1999).
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Theoretical perspectives

The manner in which the reception meetings were conducted was strongly influenced by
the postmodern approach of family therapist Jaakko Seikkula and his colleagues from
the western Lapland area of Finland (Seikkula et al. 1995). As discussed in Chapter 2,
Seikkula and his co-workers developed an innovative social-network based treatment

programme for people experiencing severe psychiatric difficulties.

Theoretical influences which have shaped the approach developed by Seikkula and his
colleagues include ideas about the constructionist nature of language and the dialogical
basis of mind, as developed by the Russian literary theorist and philosopher Mikhail
Bakhtin (Morris 1994). According to this perspective, our individual and social worlds
are created in the flow of our ‘outer’ dialogues with others and our ‘inner’ dialogues
with ourselves. It is through the process of dialogue, the process of speaking, hearing
and being heard, that new accounts and connections are created. Staff who are
facilitating the discussions within dialogically-orientated network meetings therefore
aim to shift from a focus on problems or symptoms which is characteristic of
mainstream medico-psychiatric practice towards a focus on language and speech.
Similarly, the aspiration is to move away from monological conversations in which,
“there are those who question and those who reply” (Andersen, cited in Hoffman 2002,
p. 272), and towards a more collaborative form of inquiry in which uncertainty can be
tolerated and in which multiple stories can be expressed and explored. This process of
dialogue, according to Seikkula and his colleagues is empowering for participants in that
it creates new understandings and an increased sense of personal agency (Seikkula,

Alakare & Aaltonen 2001).

A postmodern focus upon language and dialogical patterns of communication has
brought this metaphor of voice to the centre within contemporary systemic practice
(Hoffman 2002; Penn 1999). According to Wertsch (1991), the concept of voice, or
rather voices, is particularly helpful in highlighting the close relationship between
individual ‘internal’ psychological processes and ‘external’ social communicative
processes as well as the multiplicity of possible ways in which ‘reality’ can be

represented and a problem can be approached. Wertsch (1991, p. 14) comments:



“The Bakhtinian focus on dialogicality presupposes more than one voice. In addition,
the notion of “heterogeneity” in thinking contrasts with the assumption, often implicit
and ethnocentric, that there is only one way, or that there is an obvious, best way to
represent the events and objects in a situation. The notion of heterogeneity calls on us to
consider why certain forms of speaking and thinking (voices) rather than others are
invoked on particular occasions. ...we must consider how and why a particular voice

occupies centre stage, that is, why it is “privileged” in a particular setting”.

The metaphor of voice therefore brings into focus relationships of power between
participants in a social encounter as well as patterns of dominance and marginalization in
relation to the multiple narratives that are potentially in play. The authority invested in
particular perspectives and accounts relates not to the objective ‘Truth status’ of what is
said but rather to the social position of the speaker (for instance, whether they are speaker
from a professional, service-user or family member position), and to the values and beliefs
which prevail in a particular socio-cultural setting. Drawing upon these ideas, the purpose
of the reception meetings as conceived of by the staff involved was to shift from
polarized or monological accounts of the situation and to avoid the imposition of a
single ‘authorized’ professional account of the situation by generating dialogue between
all participants and creating a space in which polyphonic or ‘multi-voiced’ conversations

could occur (Reed, Stevenson & Wilson 1998).

The introduction of the reception meetings with their postmodern, dialogically orientated
ethos was a somewhat ambitious step within an organizational context which was
orientated towards positivist conceptions of psychiatric treatment which focus upon the
identification, diagnosis and removal of pathology, and in which the professional is the
technical “Expert’ who can has superior insight into ‘what is wrong’ with the service-user.
A central idea associated with the reception meetings was that shifting away from this more
orderly modernist domain, albeit rather briefly for the space of a single meeting, might be
sufficiently unsettling or enriching as to prevent a single narrative regarding the situation
becoming elevated to the extent that other accounts could not be voiced or given serious

attention (Reed 1999).

The aspiration of staff hosting the reception meetings was therefore to create
opportunities for reflective conversations about important issues to occur between
service-users, family members and professionals, so that different views could be shared
and an open exchange of ideas could occur (Reed, Stevenson & Wilson 1998). It was

believed that this process required that all who participated, whether professionals,
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service-users or family members, should feel sufficiently comfortable within the
reception meeting that they could discuss their ideas and thoughts in this group context.
Staff hosting the meetings therefore aimed to create a sufficient sense of emotional
safety so that participants could share their views openly in this way. This required
creating a context in which a degree of uncertainty could be tolerated so that premature
decision-making or overly instrumental modes of thinking are minimised. According to
Mason (1993), a degree of uncertainty is a necessary condition for new learning and

change to occur, since too great a degree of certainty can paralyse curiosity.

Format for the reception meetings

The following very loose format for the meetings was developed early on in the life of the
reception meetings, and continued to be adopted by the reception meeting team because of
its flexibility and adaptability. At the beginning of the meetings, the team members who
were responsible for hosting or facilitating the conversation would usually explain to those
present that there was no pre-constructed agenda for the discussion, and that the time could
be used to discuss whatever people felt it was most important to talk about. It was also
explained that the meeting might last for approximately an hour, but that it could end before
that time if people wished it to. This was stated so that those present might experience some
sense of control over proceedings, rather than feeling pressurized to continue if the meeting
became particularly difficult or tense. Following this introduction, the team members

hosting the meetings tended to follow this basic structure for the discussion:

» Everyone present was invited to introduce themselves, and to say if there was
anything in particular they wished to discuss in the meeting. Opening conversations
in this way is common practice within a family systems approach, as it facilitates
multiple engagement and orientates the discussion towards the concerns of the

individuals who are present (Andersen 1992).

o Discussions about any issues that were raised by participants would then occur.
Members of the reception meeting team who were ‘hosting’ the discussion would
aim to contribute to the conversation primarily by asking questions that might
facilitate dialogue within the meeting. Again, asking questions from a position of
‘curiosity’ in order to generate multiple perspectives and new understandings
regarding a situation is a hallmark of the systemic approach (Cecchin 1987). This is

not to say that members of the reception meeting team would avoid sharing
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knowledge, opinions or ‘factual’ information if asked to do so, but rather they
would proceed cautiously in this respect in order to avoid imposing unsolicited
advice or undermining the knowledge and expertise of the service-user and their

significant others.

e A brief final discussion would usually occur which entailed clarifying any practical
issues that needed to be carried forward from the meeting. Issues and queries
regarding leave, medication, or making contact with other services were often
raised at some point in the meetings, and it was important to clarify who would
take responsibility for any decisions that were made or further enquiries that were

necessary.

The reception meeting team believed that adhering to this very loose structure allowed
for considerable freedom regarding the direction that the discussion might take. This
relatively unstructured, co-evolutionary approach to the reception meetings was one of
the major areas of difference by comparison with other clinical, planning or review
meetings that occurred in the research site which were generally more task focused and
less exploratory in style. The stories told by the service-users, family members and staff
who participated in this research regarding their responses to this relatively unstructured

type of meeting are therefore examined in some depth in the research.

Reflective processes

Attempts to create a context of ‘safe uncertainty’ (Mason 1993) in which genuine
dialogue could occur between the different participants in reception meeting was, of
course, an extremely complex phenomenon in a hospital context where the staff held
great power. This included formal powers to hold people under the Mental Health Act
(1983) and forcibly administer medication and other physical ‘treatments’ as well as the
more informal authority or power of professional ‘experts’ (Andrews et al. 2000). In an
attempt to enhance dialogical communication, staff hosting the reception meetings
frequently made use of the ideas of the Norwegian family therapist Tom Andersen
(1990) about reflective processes. There is no fixed format for the kind of reflective
discussions that occur in the approach described by Andersen, but there is an emphasis
on structuring meetings so that people can speak openly if they choose to, thinking aloud

or giving voice to their ideas and associations in the presence of others. Professionals
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working in this way will therefore tend to share their thoughts in the presence of the

family, rather than engaging in ‘behind the scenes’ discussions and treatment planning.

When using this approach in the reception meetings, one of the team members would
usually take a more active role in interviewing or talking with the others present, while
the other reception meeting team member(s) tended to remain in a more quiet listening
position. If a point arose in the meeting where it seemed to the team members concerned
appropriate to do so, they would talk with one another about the ideas and impressions
that had occurred to them during the course of the meeting. The others present would be
invited to ‘listen in’ on this discussion, and then they in turn would be offered an
opportunity to comment on what they had heard. The idea was that organizing
conversations within the reception meetings in this way allowed participants opportunities
to shift between ‘outer’ conversations with others and ‘inner’ conversations with
themselves; that is, to talk and listen in a manner which allows for dialogue and new ways

of thinking to emerge (Andersen 1992).

This type of reflective format was not used universally in the reception meetings, however.
If staff felt that anxieties were running high, for instance, and that this approach might be
experienced as over strange by participants, a more traditional format for the meeting might
be followed. Andersen (1990) comments that if participants in a conversation are to be open
and responsive to new ideas, then the style and content of the talk that occurs should not be

over-unusual .

A further feature of the reception meetings that was influenced by the work of Andersen
(1990) and Seikkula (1993) was that the staff who were involved tended not to meet
together in advance of the meeting to engage in agenda-setting or diagnostic talk, or
immediately afterwards to review what had taken place. The reception meeting team
were concerned that if they did sc, they might become over-attached to their own
professional hypotheses or to a particular version of events rather than attending to what
was said in the meeting, so that the range of ideas and possibilities that were generated
would be reduced, and dialogue would not occur (Reed, Stevenson & Wilson 1998).
While this unplanned or ‘unscripted’ approach to meetings has become increasingly
common in the field of family therapy through the influence of postmodern ideas about

therapy as a collaborative conversational process (Anderson 1997), it was more unusual
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in a psychiatric hospital environment where meetings are usually more outcome-

focused.

The timing and frequency of the meetings

The reception meetings were intended to occur soon after admission since this is often a
time of great uncertainty and high stress for all concerned (Scharfstein and Libbey 1982).
Members of the reception meeting team had also been influenced by a body of previous
literature which discusses the profound impact that the process of entering hospital can
have on the person’s view of him or her self, and also on their relationships with others
who are close to them (see for instance, Whittle 1996). As discussed in chapter 2 of this
thesis, this previous literature suggests that the bonds of relationship which tie the
person to their significant others may be disrupted or strained as a consequence of the
hospitalization (Scott 1973). If the meeting was delayed too long, it was also believed by
members of the reception meeting team that opportunities for staff and families to share
information and collaborate together might be lost. Relatives might consequently be left
with a sense that their opinions and needs were unacknowledged by staff, leading to

feelings of dissatisfaction and resentment.

The idea of a reception meeting was therefore usually raised at the point of admission by
a member of nursing staff with the service-user and any family members or significant
others who were present, and information leaflets about the meeting were provided, (see
Appendix 2). It was recognized by the reception meeting team that convening network
meetings in an agency setting where more traditional, individually-orientated approaches
predominate can be a complex and sometimes difficult activity (Burnham 1986). Staff
might feel insufficiently trained or experienced, and service-users or relatives might
greet the invitation with suspicion, particularly if they have been in contact with
psychiatric services over a period of time and this is the first time that a meeting of this
sort has been suggested. By having written information available, the reception meeting
team therefore hoped that the process of convening would be simplified and the

meetings demystified for those people who were invited to attend.

The reception meetings were usually planned as ‘one off” events, rather than a series of
p s

network meetings occurring during the period that the individual remained in hospital.
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During the data-collection phase of this research there was, on average, about one
reception meeting per week on the Unit: clinical records indicate that a total of 85
reception meetings occurred between January 1998 until July 1999 (approximately 4.5
per month). The regularity with which the meetings occurred was not evenly spaced,
however, and on some weeks several meetings occurred while at other times there was a

relatively long interval between meetings.

Composition

When seeking permission from the service-user to arrange a reception meeting, the nurse
who was carrying out the hospital admission process would also usually enquire about
who it might be useful to invite. As well as any family members or ‘significant others’
who the service-user felt should be invited, the meeting would also be attended by
members of the professional network, which might include: member(s) of the Unit staff
team; any community-based professionals who were involved in the situation (or who
might become involved when the person was discharged, if there was no current

involvement); and members of the reception meeting team who hosted the discussion.

The practice of convening this network of people together was influenced by the
systemic concept of the ‘problem determined system’ (Anderson & Goolishian 1998).
Anderson and Goolishian conceive of human systems linguistically; that is, rather than
viewing problems in structural terms as arising through malfunctioning relationships
within a family or group, a ‘problem’ system is regarded as a conversational or meaning
system. From this perspective, ‘the problem’ does not exist as an entity, “in the wild, all
by itself” (Hoffman 1993, p.41); rather, it is considered to be constructed in language
between people. Drawing upon this idea, the ‘problem determined system’ comprises the
network of conversations that occur about the problem. This necessarily included the
contributions of members of staff from the Unit since this ‘conversational system’

expands to include the hospital team when admission has occurred.

From a social constructionist perspective, it was not essential that all of those who were
connected with the problem situation physically attended the meetings, since this
‘problem system’ is not a collection of people but a network of ideas or conversations
(Anderson 1997). There were, however, implications for the kind of conversations that

could occur in some instances if ‘key’ individuals were not present, particularly in
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relation to decision making within the meetings (for instance, discussions about altering
medication might occur even if there was no doctor present, but decisions about this
could not be taken since other staff do not have the authority to prescribe). There was a
number of factors which might influence attendance at the reception meetings,
including, for instance, the wishes of the service-user, the willingness of family
members or significant others to participate, competing demands on staff time, and staff
perceptions of the value of attending. This issue of attendance at the meetings, and the

implications of this for the conversations that occurred is further explored in chapter 8.

Summary

The purpose of this chapter has been twofold: firstly, to provide a picture of the research
site in order to orientate the reader towards the organizational system in which the
reception meetings occurred. A number of complex issues facing psychiatric admissions
units nationally were identified, and the general psychological and emotional climate of
the research site during the period of data-collection was discussed. Secondly, the
reception meetings which are the primary focus of the study were discussed in more
detail than has been provided previously, including an account of some of the guiding
theoretical ideas and practice principles which influenced the manner in which the

meetings were facilitated or ‘hosted’ by the reception meeting team.

The discussion that occurred in this chapter therefore provides an important contextual
background for the discussion that follows in the next three chapters regarding the
overall methodology and design of the study (chapter 4) and the specific methods that
were employed for data-collection and analysis (chapters 5 and 6). In chapter 4 the
postmodern orientation of this study will be discussed, with a particular emphasis on the
related systemic and social constructionist ideas which I have drawn upon both as a
researcher and a practitioner. Operationally, the research will also be located within a

practitioner research tradition.
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Part two:

Methodology and methods



Chapter 4. Research Methodology

Silverman (2000, p. 88) defines ‘methodology’ as “a general approach to studying research
topics”, and suggests that the methodology selected by the researcher shapes the overall
study design, including which methods are used as well as how each method is used. In this
chapter I will present the methodological framework which informs this research, prior to a
discussion in the chapters that follows regarding the specific methods for data collection and
data-analysis that I employed in the study. Prior to discussing the research methodology,
however, it is useful to revisit the broad preliminary aims of the research as articulated in
the introductory chapter of the thesis. These broad aims were inevitably subject to a degree
of revision after I had undertaken a substantial analysis of the relevant literature, (see

Chapter 2), and particular themes and areas for further enquiry were highlighted.

Aims and guiding propositions for the study

The preliminary aims of the study were:

1. To explore the perceived meaning and significance of the reception meetings for

participants through the narratives told about them.

2. To develop an account of the interplay between different forms of communication
that occurred in the reception meetings. In particular, the research aimed to consider
whether participants in the reception meetings experienced the communication that
occurred as participatory and dialogical in nature or rigidly monological and

impositional.

3. To consider the relationship between the reception meetings and the organizational

context of a psychiatric admissions Unit.
4. To consider the implications for future practice
This initial formulation of the research aims invited a primary focus upon participants’

experiences of voice in the reception meetings; that is, whether the meetings were felt to

have been occasions for dialogue with opportunities for speaking and hearing of different
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stories to occur, or were monological in nature with participants feeling that their voices
were stifled, (aims 1 and 2). Questions about the implications for practice development of
the stories told through the research were also a central concern, (aim 4). These preliminary
aims continued to be highly relevant to me after undertaking the literature review for the
study, since problems associated with poor communication between families and staff which
were characterized by mutual isolation and distance were frequently highlighted in the
previous literature (see, for instance, Whittle 1996). In addition, literature from Finland
regarding social network meetings (Seikkula 2002) supported the idea that the reception
meetings might be helpful in addressing these difficulties by offering a forum in which open

dialogue could occur between service-users, family members and staff.

Close reading of the Finnish literature did, however, highlight a key area that had been
largely omitted from previous discussions. There was relatively little consideration of
relationships of power within psychiatry, and the difficulties associated with generating
dialogue in a power-saturated social field where relationships are markedly asymmetrical.
The power invested in staff includes both formal powers (for instance in relation to the
Mental Health Act (1983), or the power to forcibly administer medication), as well as
informal powers associated with the authority invested in professional voices. Within a
psychiatric context, the professionals are authoritative story-tellers while the service-users
accounts are frequently considered to be less authoritative or valid (Andrews et al. 2000). In
addition, there are hierarchies of power between staff from different professional disciplines,
creating further potential obstacles to dialogical patterns of communication. It was therefore
a guiding proposition for me in the study that the absence of discussion regarding issues of
power and authority within the Finnish approach was a marked omission, and raised
questions about the transferability and relevance of the approach for use within a UK service
context. The importance of the third preliminary aim of the study, concerning the
relationship between the reception meetings and their organizational context, was therefore
reinforced through the process of reviewing this literature. The relevance of a research
design through which I could engage with the multiple voices of service-users and family
members was also underlined, as there was no published research where the perspectives of
participants were included. This absence of participants voices in the previous literature was
a key omission in elation to an approach concerned with voice, and therefore inevitably,
with the relationship between perspective and power. In relation to the third aim, a

subsidiary question was therefore raised:
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e How does the social position that participants occupy within the research site,
(service-user, family member or professional) influence the extent to which they felt

able to give voice to their concerns, (and to be heard by others).

The process of reviewing the previous literature also brought home to me that the reception
meeting team had been more ambitious than I think we initially realized in our plans to
implement the meetings in a hospital setting. Discussions within the literature of previous
attempts to implement family-based approaches in in-patient units stressed the difficulties
that are likely to be encountered, (see, for instance, Treacher 1984). Again, discussion of
thorny organizational issues was largely absent from the Finnish literature, and a further

subsidiary question associated with the third aim was therefore:

o What are the specific obstacles or barriers associated with the process of

implementing network meetings in a psychiatric hospital setting?

In other words, I became increasingly focused upon the organizational development

implications of the research.

In the discussion that follows the postmodern methodological stance that I adopted as a
researcher will be considered. Postmodernism invites a focus on social processes, language,
voice and power and this methodological position was therefore extremely congruent with

the research aims.

The methodology

This research developed out of my interest as a systemically orientated practitioner in the
ways in which systemic ideas might inform practice in a psychiatric in-patient unit.
Concepts and ideas associated with contemporary systemic practice therefore constitute the
theoretical landscape for both the practice which is examined in the research and for the
research design itself. In recent years postmodern and social constructionist ideas about the
role of language in creating our social worlds have been particularly influential within the
field of systemic practice (Dallos & Draper 2000) and also within qualitative research

(Denzin & Lincoln 1998). In the discussion that follows I will therefore locate this research
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within a postmodern framework since these ideas have inspired and provoked me through

every phase of the process.

Postmodern, systemic and social constructionist perspectives

‘Postmodernism’ is a rather slippery term, defying precise definition (Stevenson & Reed
1996). Rather than representing a single body of theory, it can be conceived of as an
umbrella term which includes a range of theoretical “camps” which share in common a
focus on the constructive nature of language and a scepticism towards a realist position
regarding an external world which can be directly accessed or ‘found’ through research
(Pearce 1992). The theoretical positions or “camps” which have particularly influenced my
thinking in the design of this research, are systems theory (Bateson 1978), and social

constructionism (Gergen 1985).

The term ‘postmodern’ has been used both to identify a particular period, (although the
exact period which is encompassed has been the subject of dispute) and to describe a
cultural, aesthetic and philosophical movement. As an intellectual movement, it has its
centre of gravity in art, architecture, literature and cultural studies rather than the social
sciences, but the influence of postmodern thinking has spread across a wide range of
disciplines (Burr 1995). Because the term eludes precise definition, Lather (1991) suggests
that it should be pluralized in order to encompass the various positions identified as
‘postmodern’. Through the prefix ‘post’ it defines itself in relation to what it comes after, a
transitional point on, “the boundary between the ‘not yet’ and the ‘no longer’”

(Blumenberg, cited in Lather 1991, p. 87).

The ‘no longer’ which postmodernism refers to is the project of modernism, which dates
from the mid-eighteenth century, the era frequently described as the ‘Enlightenment’ (Burr
1995). The modernism project was characterized by the search for truth and an
understanding of the true nature of reality, and driven by belief in reason, rationality and
progress. The progress of scientific knowledge, according to the modernist view, allows us
to understand the world in a value-free manner, and to predict, and control events within it
to the ultimate benefit of humanity (Lather 1991). Key assumptions are that knowledge can
be grounded in absolute, objective truth, and that what can be known is independent of the

knower.
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The modernist project is characterized by a search for the underlying structures or deeper
meanings of events which lie beneath surface appearances. According to this view, some
people will accumulate objective knowledge about the world, understanding more about its
workings than the majority, and will therefore understand how to correct things when they
go wrong (Pocock 1995). The idea of accumulated objective knowledge about deeper,
underlying structures leads to the production of ‘grand narratives’ or ‘metanarratives’: large
scale ‘theories of everything” which offer a way of understanding the entire social world in
terms of a few all-embracing principles (Burr 1995). In the field of sociology, for instance,
Marxism provides an analysis of society in terms of underlying class-conflict, while in
psychology Freud posited the notion of the unconscious as the invisible, underlying
structure of mental life. Accompanying these metanarratives are ideas of universal
‘essences’ or ‘absolutes’ which stand outside of history and culture; for instance, essentialist
notions of a psychological ‘core self’, ideal forms of family structure, innate gender
differences, unquestionable moral rules (Reed & Ground 1997). Research, from a modernist
perspective, is a way of uncovering ‘objective’ knowledge about the area being studied, with
rigorous method leading to a ‘truer’ understanding of events (Gergen 1985). This
philosophical position, known as positivism, which suggests that research can uncover
‘truth’ by following a general set of rules of method which are applicable regardless of
context, is problematized by postmodernism. Within postmodern research the notion of a
direct correspondence between knowledge and external reality is replaced by a focus on the
social and linguistic construction of our perceived worlds, and a concern with multiple ways
of knowing and multiple truths (Kvale 1995). A multiplicity of perspectives allows for the
development of a richer or “thicker” description of the phenomenon which is being explored
(Geertz 1993). In relation to this study, my aim was to draw upon the multiple perspectives
of the research participants to generate an account of the reception meetings which is
complex, nuanced, and hopefully stimulating, rather than to arrive at an ‘objective’ account
of what took place in the meetings, or to ‘decode’ any hidden dynamics or deeper structures

associated with them.

The meaning(s) of the prefix ‘post’ in the term post-modernism, and how post-modernism is
positioned in relation to modernism is open to multiple interpretations, but a questioning of
the grand narratives of modernity is a defining feature of post-modernity (Lyotard 1992).
For Lather (1991), the project of modernism is “exhausted”. We are now, Lather contends,

in a post-positivist era where the “dinosaur culture” of modernity with its master narratives
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has been displaced by conceptions of knowledge as being partial, fragmented, and inevitably
value-laden (Lather 1991, p. xvi). Discussing post-positivist research, Lather argues that it
should be reflexive in character, recognising that the investigator’s values inevitably enter
the investigation. Lather contends that such research should be self-consciously ideological,

a form of “passionate scholarship” which aims to empower or improve the social world.

A different and less oppositional account of the relationship between modernism and the
postmodern is provided by the architect Charles Jencks (1992), a leading commentator on
the subject. Jencks proposes that rather than succeeding modernism, postmodernism stands
alongside it. For Jencks, postmodernism is a hybrid, “double-coded” term which
encompasses both the continuation of the modernist project and also its transcendence. The
great meta-theories associated with modernism continue to have a place, but it is a more
limited one. Jencks argues the goal of postmodernism is to further pluralism and to
overcome the elitism associated with modernism. The modernist narrative is seen as simply
a narrative which is currently dominant, but it is not the only possible story (Reed & Ground
1997). The postmodern world is therefore one which can no longer be understood by
reference to a single, over-arching system of knowledge and which emphasizes the co-

existence of a multiplicity of narratives and ways of life.

Fox (1997) suggests that the mood of postmodernism is explicitly political, and that much
postmodern writing is underpinned by political commitments to resistance and to
challenging the marginalization of the ‘dispossessed’. The political implications of
postmodernism have been a subject of dissent, however, with some arguing that a focus on
language and scepticism towards the material world ignores the structural inequalities that
impact upon the lives of oppressed people (Minuchin 1991). A counter argument is that by
focusing on language, postmodernism contributes to an understanding of the
interrelationship between ‘knowledge’ and ‘power’, of the part placed by language in the
construction of social realities (Fox 1997). Within the mental health field a number of
commentators have drawn attention to the political dimensions of language, that the act of
naming or diagnosing is an act of power (Gergen, Hoffman & Anderson 1996; Laing 1967).
Within this study the adoption of a postmodern perspective was therefore extremely
valuable in raising questions about the research participants’ experiences of voice and the

microprocesses of power within the reception meetings. This was a key area of inquiry,
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since one of the aims of the reception meetings was to create a forum in which collaborative,

dialogical exchanges could occur between service-users, family members and staff.

To speak of the development of a postmodern world-view and the “exhaustion” of
modernism (Lather 1991) implies that this pluralistic world-view has replaced the authority
of modernism. This is far from the case: the contemporary emphasis on evidence-based
health-care, and the dominance of the random-controlled trial as the ‘gold standard’ for
producing reliable and legitimate knowledge (Muijen 2003) suggest that rumours about the
death of modernism are greatly exaggerated. If the term ‘modernism’ is used to signify a
period in history when the world was thought to be knowable in a direct, unmediated way,
then, as Birch (1995, p. 220) comments, “plenty of people live back then right now”. One of
the dilemmas explored in this study was concerning how to introduce postmodern practices
which were orientated towards ideas of multiplicity and uncertainty into an agency where
modernist notions regarding the importance of the professionals determining the correct
diagnosis and then applying the appropriate treatment constituted the taken-for-granted

reality.

Postmodern ideas have shaped the overall aims of this research, which is concerned with
generating a qualitatively rich and nuanced account of the reception meetings by including
the multiple voices of service-users, family members and professionals who took part in
them, rather than arriving at any final, authoritative and ‘objective’ conclusions about ‘what
happened’. A number of researchers who are sceptical towards positivism have proposed
alternative criteria for assessing the validity of research reports, and borrowing from these
writers, my aspirations for this study are to generate an account which is interesting and
stimulating, and which allows practice to be seen in new ways (Gergen 1985), and which is

also useful in stimulating practice development (Annells 1999).

The systemic perspective

Postmodern ideas have also been strongly influential within the field of systemic practice in
recent years, ushering an increasing emphasis within the field on language, multiple realities
and the impossibility of gaining direct, unmediated access to the external world (Anderson
1997). The attraction of postmodernism for many systemic practitioners is not surprising

since there are strong ‘family resemblances’ between several of the key ideas associated
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with the systemic approach and postmodernism'. A focus on the importance of language in
shaping social realities has been characteristic of the family therapy and systemic practice
field since its earliest days, for instance, alongside an interest in how the different
perspectives of social actors in a particular situation become constructed through the micro-

processes of interaction (Burnham 1986).

A central premise of systemic theory is that the world that we live in is a world of
communication (Cecchin 2000). Communication is a primary social process, and it is in
communication with others that we develop our individual identities and our understandings
about the world. In systems theory this focus on communication entails a shift away from
the narrowness of individually based descriptions of human behaviour toward an
understanding of the significance of interactional processes (Dallos & Draper 2000).
Simplistic explanations for why people behave in the way they do involving linear causal
theories are replaced by the idea that we exist within circular, recursive patterns of mutual

influence.

Drawing upen a systemic perspective, Pearce and Walters (1996) have described research as
essentially an act of communication. The research project is conceived of by these authors
as the nexus of a cluster of overlapping conversations. The number of conversations that
could potentially occur in relation to a given topic is infinite but not all conversations are
equally important as components of the research process, and researchers make ethical and
pragmatic choices about which conversations to include and which are omitted. In this
study, for instance, the cluster of ‘pertinent’ conversations included:

o Conversations with service-users and family members or significant others

e Conversations with staff in the Unit

¢ Conversations with community-based staff

¢ Conversations with members of the reception meeting team

e Conversations with service managers and lead professionals

e Conversations with University supervisors & the academic community

e Conversations with other systemic practitioners

! Flaskas (2002) emphasizes the diversity of ideas associated with the term ‘postmodernism’. Within the field of
systemic family therapy, however, she argues that understandings of postmodernism have tended towards
homogeneity, possibly because of the practice basis of the discipline. My own background as a systemic
therapist has strongly influenced the account of postmodernism provided in this thesis, which is shaped by those
themes which are more frequently discussed in the systemic literature.
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Pearce and Walters (1996) comment that the complexity of the research process is inevitably
underrepresented in any written account of the project that is produced, but that researchers
can be more or less transparent about which conversations have been privileged and which
left out, and can also select research methods that attempt to acknowledge or address this

complexity rather than to circumscribe it.

An emphasis on contextuality is a feature of systems theory, and according to Harre (1997),
is generally characteristic of the postmodern approach to understanding human life. The
concept of contextuality proposes that the meaning of any act will be at least partially
derived from the context in which it occurs. The accounts provided by research participants
within qualitative research interviews, for instance, cannot be regarded as straightforward
factual reports on reality, but will be infused with different shades of meaning according to a
range of factors including the physical and social contexts of the interview, and the
perceived nature of the relationship with the researcher (Kvale 1996). The stories told by
research participants in this study therefore cannot be separated from the context in which
the interviews occurred, (usually a hospital ward), and the interviewee’s perceptions of me
as a researcher who is also a white, male, middle aged professional and who occupied a
position as a senior practitioner within the agency. From a systemic perspective, these
aspects of the research relationship are not ‘variables’ that can be excluded or controlled
since any story told is contingent upon the moment and context of its telling. Systems theory
therefore provided an important contribution to the methodology of the study, raising
questions about how the narratives that were generated through the research process were
influenced by these contextual factors. These questions included, for instance: what stories
were told by participants because of their experience of me as a practitioner as well as a
researcher?; what stories remained untold because of my position within the agency that
might have been told to an ‘outsider’ researcher who did not have an ongoing professional
role in the agency? These questions will be returned to in chapter 13 where the discussion

focuses upon re-viewing the research process.

Within systems theory there is a concern with multiple perspectives or multiple versions of
reality which is also characteristic of postmodern theories more generally (Gergen 1991).
Events are inevitably perceived or ‘punctuated’ (selected, organized, privileged) differently
by the various participants in any social situation, and these different punctuations are both a

potential source of conflict or problem-maintaining sequences of interaction, and also a
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resource for change (Jones 1993). None of these different punctuations is more ‘true’ than

another, since we can never have direct, unmediated access to the world ‘as it actually is’.

The focus on perception and differing punctuations has also led to an increasing interest
within systemic practice on the way that the observer participates in that which is observed
(Jones 1993). We can never create neutral, unbiased descriptions of the world as researchers
or practitioners. In the act of describing, we contribute to the creation or re-creation of the
phenomenon we describe. In discussing the position of the researcher within research,
Denzin & Lincoln (1998, p.26) cite the systemic theorist Gregory Bateson’s proposition that
all human beings are guided in their actions by highly abstract principles. These principles
include beliefs regarding ontology, (about the nature of reality and about what kind of being
is the human being), beliefs about epistemology, (about what is the relationship between the
inquirer and that which is known), and about methodology, (how we gain knowledge about
the world). These different beliefs form an interpretative framework through which the
researcher views the world and acts in it. The researcher is therefore “bound within a net of
epistemological and ontological premises which- regardless of ultimate truth or falsity-
become partially self-validating” (Bateson, cited in Denzin & Lincoln 1998, p. 26). From a
systemic perspective, all research is therefore interpretative, and will be shaped by the
beliefs of the researcher. As researchers we are required to try to reflexively understand our
own understandings, and the patterns and meanings that we inevitably impose on that which
we interact with (Singer 1995). A systemic focus of the recursive relationship between the
researcher and that which is researched was particularly important within this study, since I
already had a complex relationship with the research site as a senior practitioner prior to
commencing the research, and held what were sometimes strongly formed beliefs about the
Unit and about many of the people involved in the service. Drawing upon systems theory in
the development of the research methodology was therefore useful in emphasizing reflexive
processes, thus inviting me to revisit my own beliefs and understandings so that these might

be altered, expanded or transformed through the process of inquiry.

Like Bateson, Pearce and Walters (1996) have also drawn attention to the interpretative
nature of research, and describe the researcher as being in a co-evolving relationship with
the people or situations being studied. As the researcher develops an understanding of what
they are studying, s/he also changes, and so what they bring to the research process alters.

Pearce and Walters go on to say that the very presence of the researcher also changes the
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manner in which members of the observed system act. The extent of this change may vary,
but Pearce and Walters (1996) argue that in studying living systems, the researcher must
expect that their presence has some influence. While this phenomenon of observer influence
might be regarded as problematic if considered from a positivist perspective, the idea of
research as being, at some level, an intervention within the system being studied is rich with
possibilities from a practitioner research perspective, where one of the explicit aims is to act
as a catalyst to new practice (Reed & Procter 1995). One of my aspirations for this study
was that it might enhance my own practice and act as a stimulus to the work of other
practitioners in the mental health field, so the adoption of a systemic perspective which
conceptualises research as a form of intervention within systems was highly congruent with

this aim.
Social constructionism

Systemically orientated researchers and practitioners have increasingly become drawn
towards social constructionist theories in recent years (Hoffman 2002). This may be because
social constructionism contains a number of premises which offers a more sophisticated
account of power than is provided by systems theory (Hoffman 1993). The concept of power
has been a controversial one within the systemic field since its beginnings (Carr 1991).
Gregory Bateson, a key figure in the development of systems theory, famously argued that
power is a dangerous myth which obscures understanding of the recursive nature of systems,
while his colleague Jay Haley disagreed, stating that it is characteristic of human
relationships that one party attempts to influence the other (Carr 1991). For systemically
orientated researchers and practitioners, social constructionism provides a way forward from
this polarized debate about power, since constructionism is concerned with the ways in
which our local realities are shaped by (and, to a lesser extent, give shape to) dominant

socio-cultural discourses and the interrelationships between voice and power.

Constructionist writings frequently focus on story or narrative as a primary means for giving
meaning to our lives (Murray 1989). Our personal and social identities are constructed
through finding stories to tell about ourselves, so that it can be said that “when we
understand someone, we understand his or her stories” (Keen, cited in Murray, 1989 p.
178). The stories that we tell about ourselves are constructed and re-constructed through our
communication with others, as we participate together through joint actions in the creation

of our social world (Shotter 1993).
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Shotter (1991) argues that the focus on narrative within social constructionism allows the
researcher to encounter the ‘first person voice’ of the people they converse with in
interviews, and for the research participants to communicate “what it is like to be them” (p.
105, original emphasis). In providing an opportunity for the researcher to understand
something of the unique world of individual research participants, Shotter contends that
social constructionism provides a more useful and ethical framework for both research and
clinical practice than systems theory, which tends to concentrate on recursive relationships
between people but is less attentive to the complex subjective realities of the individuals

involved.

The stories that we tell about ourselves as individuals are derived from a multitude of
sources (Pearce 1994). Some stories become dominant within society because they are
promoted through the media, for instance, while other cultural and ethnic stories are
favoured within particular communities or are handed down through generations; some
stories become dominant within particular organizations or amongst different professional
groups; others are derived more from our individual life experiences. Weingarten (1995)
argues that it is difficult for individuals to tell stories that divert from the narratives that are
dominant within a given organization or society. Some stories are legitimised within
particular cultures while others are denied, trivialised or otherwise marginalized. The stories
that we tell about our lives are therefore derived from theses cultural repertoires, and when
there is dissonance between our experience, our stories lived, and the available range of

culturally legitimised stories that we might tell, then our individual voices may be silenced.

This theme is developed by Cecchin (1993), who discusses how identity becomes formed
and restricted by the positions that individuals occupy within particular systems. We may

become, over time, “prisoners” of these socially constructed identities:

“Of course it is necessary and also comfortable to have an identity but you are at risk of
becoming its prisoner if you begin to belong exclusively to any kind of system. The whole
system will then support and reinforce your chosen identity thus helping you to stay and be

stuck in the same position”. (Cecchin 1993, p.3)
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The stories that we tell about our ourselves and the stories told by others about us as
individuals can therefore become increasingly restricted by the systems that we inhabit, and
by the dominant narratives about what it is to be a person occupying that particular role in
that kind of organization or system. Discussing the impact of cultural stereotypes on our
individual lives and relationships, Birch (1996) observes that our lives are often lived
according to these stereotypes unless we remain alert to them. A particularly powerful set of
stereotypes surround the mental health field, with images of psychiatric service-users
circulating within society which are unflattering, garish, and at times frankly oppressive in
nature (Johnstone 1994). The stories told by participants in this research will therefore
inevitably be influenced by the specific positions that the different individuals occupy within
the psychiatric system, such as service-user, relative or mental health professional. One of
the aims of the reception meeting team was that the reception meetings might be a forum in
which dialogue could occur between the different participants (Reed, Stevenson & Wilson
1998). Dialogue entails the participants speaking from more personal positions and engaging
with a multiplicity of voices rather than the narrow dominance of authorised accounts (Good

2001; Seikkula 1993).

Focusing upon narrative and the metaphor of voice invites, according to Oliver (1996) a
concern with how talk is put together; that is, a focus on position and on power. Thinking
about voice, Oliver suggests, raises questions such as “What place is the voice speaking
Jrom? Who is speaking to whom? Who is speaking most / least loudly? What could be said
about ineloquence (the not said)?” (Oliver 1996, p. 249). This idea of the interrelationship
between voice, story and power has been further elaborated by Pearce and Pearce (1998) in
their analysis of the ways in which events and objects in our social world are constructed
and re-constructed through ongoing patterns of interpersonal communication. These authors
are concerned with the actual processes of storytelling; the abilities and circumstances
required by people in the creation and telling of particular types of story. In considering the
interrelationship between meaning and action, and how particular narrative accounts are

made, Pearce and Pearce offer the notion of stories lived and stories told:
“Stories lived are the co-constructed patterns of joint-actions that we and others perform,

stories told are the explanatory narratives that people use to make sense of stories lived”.

(Pearce & Pearce 1998, p. 171).
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Pearce and Pearce suggest that in our lives we are involved in an ongoing process of
bringing these stories lived and stories told into alignment. We tell stories in such a way as
to create coherence in our lives. There is, however, an inevitable tension between the two,
and Pearce and Pearce propose that this tension provides impetus for change and creativity,
as well as for conflict. Examining the processes of storytelling invites us as researchers to
consider both the richness of any particular communication pattern, and also the processes

of power which are in play and which shape the types of storytelling that occur.

In considering the power relationships implicit in the activities of living and telling
particular stories, Pearce and Pearce (1998) have developed what they describe as the
‘LUUUTT model’, which locates the position(s) of particular stories within our lives as we

shift between different contexts, LUUUTT is an acronym for:

e stories Lived

o  Unknown stories

s Untold stories

o Unheard stories

e stories Told

e story Telling

(Pearce & Pearce 1998, p.171)

As well as stories lived and stories told, Pearce and Pearce suggest there are wunknown
stories which participants are not capable of telling at that moment; untold stories which
participants are capable of telling but have chosen for whatever reason not to tell to
particular people in a particular context; and unheard stories which have been told but not
heard by some important participants in the situation. Storytelling is concerned with how the
stories are told rather than with their content or place in conversational exchanges. Pearce
and Pearce conceive of a spiralling, evolutionary process between these different types of
story, as, for instance, unheard stories become untold stories, and untold stories then become

unknown stories.

65



Implications of the methodology for the research questions

Kvale (1996) comments that the positivist image of the researcher as a miner digging for
nuggets of ‘pure knowledge’ is problematized by postmodernism, which has ushered a loss
of faith in the idea of an external world that can be directly accessed. The emphasis within
postmodernism on the constructive nature of language unseats the modernist idea of
scientific models and knowledge as a “mirror of nature”. Instead, knowledge is regarded as a
social accomplishment, a matter of conversational and social practices, according to the
philosopher Richard Rorty (discussed in Kvale 1996). Within systemic and social
constructionist frameworks, conversation is the primary activity through which we create
our social worlds and our understandings of ourselves and others. Conversation is not
simply one of the many activities that we engage in, it is the usually ignored or taken for

granted background against which we constitute ourselves as human beings (Shotter 1996).

An emphasis on research as a conversational process, along with a postmodern focus on the
inter-relationship between voice, story and power has shaped the sorts of questions that I
have aimed to explore in the study. A concern with voice raises questions not only about the
stories that people tell about their experiences, but also about power, about how particular
contexts encourage or suppress different voices. The research questions in this study
therefore relate both to participants experiences of the reception meetings and also what
Oliver (1996) refers to as matters of eloquence or ineloquence: the extent to which

participants felt able to speak and be heard in the meetings.

These questions about the extent that those who participated in the research felt able to
speak, to be heard and to listen to the voices of others within the reception meetings have
particular resonance in an in-patient psychiatric setting where attempts to foster genuine
dialogue between the service-users, families members and professionals may be plagued with
difficulties. Staff hold great power in these contexts and the voices of the service-user and their
relatives may be stifled in the face of this professional authority (Stevenson & Reed 1996).
Similarly, the processes of receiving a psychiatric diagnosis or being close with someone who
is identified as ‘mentally ill” can result in social disqualification and a resulting loss of voice for

the people concerned (Reed 1999)
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Conceptualising the research in systemic and social constructionist terms as a cluster of
overlapping conversations influences not only what questions are asked, but also how they
are asked, inviting a shift towards dialogue and the negotiation of meanings (Kvale 1996).
This implies a more engaged researcher position rather than the ‘disinterested observer’
position associated with a positivist philosophy (Pearce 1992). In the next section of this
chapter [ will go on consider some of the ‘operational’ considerations that follow from
adopting a postmodern epistemology. In particular, I will locate the study in relation to the
fields of action research and practitioner research, since these research approaches favour a
more engaged researcher position, in which the researcher aims to develop practice or
generate social change. My initial desire to undertake the research was stimulated by my
struggles as a systemically-orientated mental health practitioner who, together with a group
of like-minded colleagues, was interested in learning more about how systemic and social
constructionist ideas might be applied to make a positive difference for service-users,
families and staff within our service. I will therefore consider developments in the field of
practitioner research and its close relation, action research, which have influenced the design

of the study.

Action research and practitioner research

Miller and Crabtree (1998) argue for an increased dialogue between researchers and
practitioners, and for research activity which focuses on questions that arise from clinical
experience. Such research, according to these authors, attends to the underlying assumptions
and values which shape clinical encounters, and will produce ‘results’ or ‘findings’ which
are aimed at, and accessible to, practitioners. The aim of this type of research is therefore to
produce situated knowledge, knowledge from “somewhere in particular” which is rooted in

the concerns and needs of the practice world.

Conquergood (cited in Pearce & Walters 1996) has also challenged the traditional ‘pure vs.
applied’ division within the research field. He argues that the distinction itself is located
within a discourse which excludes the ‘practical’ from the ‘theoretical’, and in which
‘applied” work is already judged to be inferior. Conquergood proposes that the choice is no
longer between ‘pure’ and ‘applied’ research, but between research that is ‘engaged’ or

‘complicit’:
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“By engaged [ mean a clear-eyed, self-critical awareness that research does not proceed in
epistemological purity or moral innocence. There is no immaculate perception” (cited in

Pearce & Walters 1996, p. 15).

Writing from social constructionist positions, Pearce (1992) and Shotter (1993) similarly
propose that researchers should join with the processes that they study, so that they can gain
a kind of “knowledge from within”. This form of knowing arises from the researcher
adopting an engaged position and being in dialogue with others, rather than a more distant
(and potentially distancing) “knowing about”. There are a number of research traditions
which invite this kind of participatory approach, including action research and the more

recently developed field of practitioner research.

Action research

The concept of action research has its origins in the work of the social psychologist Kurt
Lewin (1946), who argued that it was necessary to apply ideas from the developing field of
the social sciences to pressing community problems. Lewin (1946, p. 34) argued that,
“research that produces nothing but books will not suffice”, and believed that social change
can be achieved through action research. He also contended that action research generates
situated, context-sensitive knowledge which is particularly relevant to the needs of
practitioners and community leaders, as well as to policy makers who are concerned with

developing and implementing strategies for addressing specific problems.

Action research entails collaboration between researchers and practitioners with the aim of
finding solutions or creating changes which are relevant to the needs and requirements of a
particular set of local circumstances (Hart & Bond 1995). Because of its participatory and
situation-specific focus, in action research the relationship between theory and practice is
seen as dynamic, interactive and constantly evolving. The present study has some of the
characteristics of action research, in that the practice that is being examined was a
collaborative venture between myself and a group of colleagues, and in designing the study I
was hopeful that the research process would enhance my own practice as well as generate

theoretical narratives which will be of value to others who are also working in this field.

It would not be accurate to describe this study as an example of ‘pure’ action research,

however, as there are aspects which depart from this tradition. Firstly, although the area of
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practice that is explored in the research was undertaken as a collaborative venture, the
research itself is more specifically ‘owned’ by me. In general terms, the practice which is
being explored in this study occurred as a result of a group of practitioners collaborating
together, while the research is a related, but individual enterprise. A second way in which
the research departs from being ‘pure’ action research is that I was employed as a
practitioner within the research site at the time that the data was collected, and it is therefore
my own practice which is being examined, along with that of my close colleagues. In this
respect the study might therefore be more accurately be described as an example of ‘insider’
practitioner research (Reed & Procter 1995). Action researchers may or may not be from the
same professional field as the research participants, but are frequently ‘outsiders’ in the
sense that they are employed externally and are aspiring to work as partners with the people
in the research site. Action research therefore requires that the researcher becomes closely
engaged with the research participants and the field of enquiry. One of the central
differences between action research and practitioner research is that in the latter the
researcher is usually an ‘insider’; that is, a practitioner who is undertaking research into their
own and their colleagues practice. Close examination of the position of the researcher and
roles and relationships with the research participants is therefore particularly characteristic

of practitioner research (Reed & Procter 1995).

Practitioner research

Reed and Procter (1995) describe a continuum along which researchers may potentially be
positioned in relation to the field of study, from ‘outsiders’ who have no direct experience of
the area being studied, through to ‘insiders’ who are researching their own practice and that

of their colleagues, (see figure 1).

RESEARCHER POSITIONS

‘OUTSIDER’ ‘HYBRID' ‘INSIDER’

A researcher undertaking | A practitioner undertaking | A practitioner undertaking
research into practice with no | research into the practice of | research into their own and
professional experience other practitioners their colleagues practice

Figure1: continuum of researcher positions:
(from Reed & Procter 1995, p.10)
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When the research setting is also the practice setting, as is the case in this study, particular
dilemmas are raised about whether the person is participating in a particular activity
associated with the study as a practitioner or as a researcher. The practitioner researcher may
hold dual or multiple roles in the agency, which are likely to be sources of confusion or
tension as well as generating creativity and the potential for rich insights. Reed and Procter
(1995) suggest that in the face of these tensions there is a temptation to try and drop the
practitioner role in favour of the researcher role, withdrawing into a ‘disinterested observer’
position. At the same time, they point to a number of advantages that stem from the
practitioner researcher position. The practitioner researcher has a prior understanding of the
research site and the phenomenon being studied which can guide the study enquiry towards
particularly important areas for exploration. Also, while there are some sensitive issues that
research participants might possibly discuss more readily with a more neutral, ‘outsider’
researcher, other participants may speak more freely with someone who is already familiar

to them.

One of the potential difficulties faced by the practitioner researcher is that she or he may
experience a sense of over-familiarity with the research site, which can prevent them from
seeing practice with fresh eyes (Reed & Procter 1995). An emphasis on self-reflexivity
within the research process can assist the researcher to revisit ‘taken for granted’
assumptions which might otherwise become a hindrance to the process of enquiry (Steier
1991). Maintaining a research diary as I did in this study, for instance, enables the researcher
to engage in a kind of reflexive conversation with oneself which allows different

perspectives to be gained (Silverman 2000).

Practitioner research and service development

Hart and Bond (1995) identify three ways in which practice can be developed through action
research and practitioner research: incrementally, in the form of new initiatives, and through
further research. In this study the processes of data-collection and the initial phase of data-
analysis were intimately woven together with the practice activities of organizing,
facilitating and promoting the reception meetings within the research site. This was an
inevitable feature of the study, since | was positioned as an active practitioner in the
reception meetings as well as being the researcher. My hope was therefore that the research
might provide a direct positive influence upon practice in relation to the reception meetings

by generating a richer understanding of which aspects of the meetings were experienced by
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research participants as helpful, engaging, stimulating or empowering and which were
experienced less positively. This enriched understanding that I gained from engaging with
the multiple accounts of research participants might therefore have a beneficial impact upon
my own practice, and also on the practice of colleagues within the service. Similarly, I had
aspirations that dissemination of the research might lead to similar projects for families
being developed in other psychiatric settings locally and beyond, and might also stimulate

further practitioner research in this field.

Validity claims for practitioner research

Hammersley (1992) expresses scepticism regarding the arguments which he suggests are
most commonly used by advocates of practitioner research in asserting its superiority over
more conventional research approaches. According to Hammersley, the case against
conventional research, as the argument is most commonly articulated within the practitioner

research literature, centres around the following three points:

1. Conventional research is lacking in relevance for practice. That is, research is of
value only to the extent to which it serves the needs of a group of practitioners.

2. Tt is invalid because it lacks a practitioner perspective. The ‘findings’ of
conventional research are less likely to be relevant as the researcher doesn’t have a
detailed understanding of context issues.

3. It is exploitative. The question of whose interests are served is pertinent in relation
to any study, but practitioner research which explicitly aims for social change is

arguably less likely to simply promote the interests and careers of the researchers.

Hammersley is dismissive of each of these points. He counters the criticism that
conventional research is irrelevant by arguing that knowledge may be either directly or
indirectly relevant to practice or policy decisions, and that while conventional research is
more frequently of indirect and more generalised relevance, it is no less valuable. Similarly,
he rebuts the claim that conventional research is invalid because it lacks a practitioner
perspective by challenging the implicit positivist assumption that practitioners have
privileged insight regarding what is or isn’t a useful contribution to practice. Practitioners
will have a distinctive perspective, but not necessarily the ‘correct’ view. Lastly, in relation

to the accusation that conventional research is exploitative, Hammersley contends that it
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can’t be assumed that practitioner research will necessarily serve the interests of those
engaging in it either. Furthermore, he argues that even if researchers are motivated by

careerism, it doesn’t necessarily follow that what they produce will be of no value.

Hammersley’s (1992) analysis of the respective validity of practitioner research and
‘conventional’ research helps to avoid forming stereotypical assumptions about the value to
practice of conventionally designed studies. At the same time, however, He tends to
consider the respective virtues of each from a rather polarized position; that is, the
superiority of conventional research over practitioner research, or visa versa. An alternative
way of viewing the relationship between these different research traditions would be to
adopt a ‘both / and’ position which is appreciative of the different traditions and the
contributions they can bring about. The more abstract or generalized knowledge which can
be developed through conventional research and the local, situated knowledge produced
through practitioner research are both valuable sources of different ‘maps’ or metaphors
which can assist practitioners in navigating the complex territory of practice. In relation to
this study, the qualitative research design that I developed was influenced by several factors:
it was appropriate to my own ‘insider’ position as a practitioner in the research site; it was
congruent with the systemic, dialogically orientated service that was being explored; and a
more exploratory approach was particularly pertinent in relation to a novel service
development. This is not to say that the use of quantitative methods would have been invalid
as a means of researching the reception meetings, these methods would simply have allowed
for different conversational opportunities and the creation of different narrative accounts

(Gergen 1985).
Summary

In this chapter I have addressed the two central aspects of the research methodology. Firstly,
I examined the postmodern, systemic and social constructionist ideas which shaped the
design of this study, and influenced the sorts of questions which I have sought to explore
through the research: questions about the research participants experiences of voice, of
speaking and being heard within the reception meeting. In the subsequent section the
discussion considered the ‘operational’ implications of a postmodern methodological
position, specifically locating the study in relation to the fields of action research and, more
specifically, practitioner research. These operational implications include an emphasis on

adopting an engaged, ‘insider’ practitioner-researcher position in relation to the study, with
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the explicit aims of developing practice. This chapter therefore provided an overall
theoretical and operational context for the discussion that will follow in chapters 5 and 6

regarding the specific methods that I employed to ‘collect’ and analyze data for the study.



Chapter 5. Methods for data-generation

In this chapter the research methods that I employed in the study for the purposes of
‘collecting’ the data are discussed. The discussion begins with a consideration of some
specific ethical issues associated with the processes of accessing the research site as a
practitioner researcher; developing an ethical and appropriate ‘sampling strategy’; and the
processes of engaging with the people who participated in the study. The issue of
confidentiality and the measures taken to preserve the anonymity of participants will also be
addressed. Having considered issues of access, confidentiality and ‘sampling’, the
discussion will then focus upon the use of multiple methods as a means of generating data
that is polyphonic and multi-layered. The specific methods that were employed are also
discussed, and the relationship between the participant observation process that is an
inevitable aspect of an ‘insider’ practitioner research approach and the semi-structured

interviews that were undertaken is considered.

Ethical engagement with the Unit as a researcher

My desire to undertake this research was initially stimulated through discussions with the
team of staff within the Unit who first conceived of the reception meetings. I then developed
a PhD proposal following discussion with potential supervisors at Northumbria University.
In 1997 I presented this proposal to senior personnel in the locality mental health services
where I was employed, including the General Manager, the Head of Clinical Services, and
the Lead Nurse. The proposal gained strong support from these senior figures, who felt that
the study focused on an important area for service development. Ethical approval for the
study was also gained from the Joint Ethics Committee for Newcastle and North Tyneside in
January 1998 following the submission of a research proposal and associated information

leaflets and consent forms for prospective participants (see Appendix 1).

Having gained senior organizational backing, the next step was to engage with the Unit as a
researcher in addition to my role as a practitioner. It would have been naive to assume that
because the research had received support at a senior level it would be welcomed by

practitioners at ‘ground level’. As Hammersley (1992) has argued, there are multiple ways
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in which those who occupy less senior positions in an organization can be covertly
uncooperative if they do not wish to participate in a study. The engagement process
therefore required careful thought and a number of ethical issues were highlighted regarding
consent and the rights of people to participate in or withdraw from the study. My position
within the organization as a senior nurse placed me in a potential position of authority in
relation to members of the nursing team, as well as in relation to service-users and their
relatives. It was therefore important that those involved in the Unit were informed of the

proposed study and had opportunities to discuss it.

Discussing ethical dilemmas associated with action research and practitioner research,
Meyer (1993) argues that it is difficult for reluctant staff to opt out of an action research
project, since they will inevitably be affected by any organizational developments triggered
by the research. Similarly, Reed (1995) discusses how for a practitioner researcher, the
activities of ‘data collection’ and ‘practice’ are interwoven; data collection does not end, for
instance, when a research interview is closed, since all of the activities that are undertaken
as a practitioner in the research site are potentially valuable sources of information. Because
the research process does not have fixed boundaries, it is important that others involved in
these different activities are aware that the research is taking place. However, Moore and
Savage (2002) argue that in complex healthcare settings it is impossible for the researcher to
ensure that everyone who is potentially involved in a study can be informed at the same time
and to the same extent. Because of the number of people involved in the research site it was
therefore useful to think of ‘gaining consent’ as an ongoing process of negotiation, rather
than something which could be dealt with at an early stage and then taken for granted for the
duration. As a first step towards informing colleagues I discussed the research in a number
of staff meetings, but because of the size of the staff team and the 24 hour shift systems that
were in place it wasn’t possible to speak directly with everyone concerned. I therefore also
wrote to all members of staff individually to inform them of the study. Staff were invited to
contact me if they would like to know more about the research, and they were also informed
that I might approach them individually at a later stage asking their permission to interview
them. It was made clear that they were entirely free to decline to be interviewed.
Information leaflets about the reception meetings which included a brief statement about the
research were also circulated within the Unit, and made available to service-users and family

members on admission, as well as to visiting professionals.
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The process of data-collection took place over a period of approximately two years,
beginning in late February 1997 when the first reception meetings occurred, and continuing
until July 1999. This was the period of greatest activity in relation to the meetings, as in
1999 several of the staff involved in the reception meeting team, (including myself) moved
to posts outside of the Unit as a consequence of new service developments across the wider

organization.

Confidentiality

There are two factors which made mitigated against me attempting to anonymise the
research site within this thesis. Firstly, because of the practitioner research orientation of the
study, the Unit concerned was obviously within my own employing agency. Also, the
reception meeting approach was a service development which was unique to this particular
Unit and it has been discussed in two publications as well as in conference presentations,
(Reed, Stevenson & Wilson 1998; Reed 1999). Therefore, although the research site has not
been disguised, the identity of individual participants has been anonymised by the
customary means of altering names. [ have also been careful to present data in such a way
that it would be impossible to trace any particular words or deeds to specific individuals.
Written and verbal assurances about confidentiality were provided to all research

participants.

Research design and choice of methods

The central aim of practitioner research is to enable the researcher and his or her colleagues
to understand and develop their practice. While this research design contrasts with the
objective, value-free principals associated with quantitative research approaches (Silverman
2000), Reed and Procter (1995) argue that there is nothing to prevent the practitioner
researcher from utilizing either quantitative and qualitative methods to ‘collect’ and
‘interpret’ data, according to which methods are most relevant to the focus and context of
the enquiry that is being undertaken (Reed and Procter 1995). Similarly, Burr (1995) and
Pearce and Walters (1996) contend that there is no contradiction between a social
constructionist methodology and the use of quantitative methods. From a constructionist

perspective, qualitative and quantitative methods offer different kinds of conversational
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opportunities and constraints, or create different kinds of stories, rather than being superior

or inferior.

At the same time, Burr (1995) goes on to state that it is more usual that researchers who
adopt a social constructionist methodological position employ qualitative methods. The
concern with language, relationship and context which is characteristic of a social
constructionist orientation finds resonance with similar preoccupations within the qualitative
research field (Denzin & Lincoln 1998). Qualitative methods of data-collection and analysis
therefore often allow for understandings of the nuances of social processes and the
contextually-situated nature of the accounts that are generated. In this study I have therefore
used qualitative methods of enquiry as these were more appropriate to the exploration of a

specific social situation in depth (Denscombe 1998).

The use of multiple methods is also characteristic of qualitative research, and Denzin &
Lincoln (1998, p. xi) refer to the qualitative researcher as “bricoleur” who produces a range
of knitted together strategies or tools to produce a solution or generate an understanding of a
specific, concrete situation. The particular methods or tools that are used depends upon the
questions that are asked and the context in which the study occurs. In this study I have
employed a range of methods of data ‘collection’ which were congruent with my own
position within the research site, as well as the dialogical ethos of the research. The use of
tools such as a research diary and observational notes (see Appendix 3 for examples), was
congruent with my situatedness as a practitioner researcher within the field, while the use of
semi-structured interviews provided an opportunity to converse in depth with participants
occupying different social positions (service-user, family member and professional
positions). By allowing for greater sensitivity to contextual factors this use of multiple
methods engenders “a better fix on the subject matter at hand” (Denzin & Lincoln (1998
p.3). Similarly, Bateson (1988) offers the notion of ‘binocular vision’: when we look at an
object through one eye, the experience of depth is missing, it is when we observe through
two eyes that we gain this. It is important to stress that Bateson’s concept of binocular vision
is concerned with achieving a richer or more complex view by holding two pictures side by
side, rather than with achieving a ‘true’ or ‘correct’ picture of events through triangulation

(Shotter & Katz 1999).
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In this study, data was generated from a range of sources and through the use of a range of
methods with the aim of enriching the picture that is created. The primary data collection
method was a series of semi-structured interviews with people occupying different social
positions (service-users, relatives, professionals); but a range of subsidiary methods were
also used, including participant-observation; a personal journal in which I have recorded my
own thoughts, ideas, and reflections; and also the collation of written texts about the
network meetings (see figure 2 for a summary). The ‘subsidiary’ data collected from these
multiple sources provided important contextual information, adding to and enriching the

narrative accounts generated through the interviews.

My position as a practitioner researcher within the research site enabled me to access data
from the wide range of sources outlined in figure 2, and to engage in a process of participant
observation which was invaluable in gaining a detailed understanding of broader
organizational and practice issues which impacted upon the activity of introducing reception
meetings into the Unit. Prior to discussing the interviews that generated the ‘core’ data for
the study I will therefore give an account of the process of participant observation that 1

engaged in as a practitioner researcher.
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Personal journal

An ongoing journal was kept from February 1997
in order to facilitate self-reflexivity in the research
process. Journal entries provided an account of
my own reflections regarding the researcher /
practitioner roles, and my relationships with
research participants. These reflections were
stimulated by my day to day experiences over the
course of the project.

(An extract from the research diary is presented
in Appendix 3, part b)

Interviews

A total of 27 post-reception meeting interviews
were carried out with participants from 12
reception meetings, between May ‘98 & February
‘99 Interviewees included service-users, their
relatives, professionals external to the mental
health service as well as staff from the service, in
order to generate multiple perspectives. Most
interviews (24) were audio-taped & subsequently
transcribed. Written records of the three
interviews which were not taped were made
immediately following the conversations.

People interviewed:

ward nurses:
psychiatrist:

* service-users: 9
e partners: 2
e parents: 4
o daughter: 1
3
1

¢ community psychiatric nurses: 4
e student nurse: I
e social worker: 1
e support worker: 1

(One full interview transcript is presented in
Appendix 3, part a)

Secondary data

Secondary data sources included:

o clinical records from the reception meetings

e correspondence about the meetings

e notes from meetings held within the
organization where the reception meetings
have been discussed

Data derived from practitioner observation

Data generated in the course of my active
participation as a practitioner / researcher in
reception meetings, and in the day to day
activities of the research site.

This data included field notes based on my
participation in reception meetings; audio-
recording from staff team meetings; and recorded
discussions with individual members of staff
concerning the reception meetings

(Examples of observational notes made in the
reception meetings is included in Appendix 3, part

)

Figure 2: Summary of sources of data & data collected.
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Practitioner observation

Participant observation is a means of collecting data in which the researcher participates in
the activities of the group that s/he is studying. It has been described as one of the most
important data-collection strategies in practice-based professions (Moore & Savage 2002).
The degree of involvement that the researcher engages in may vary across a spectrum from
that of a more passive observer who adopts a ‘fly on the wall’ position, through to complete
immersion in the field where the researcher acts as a member of the group at the same time
as observing what occurs (Field & Morse 1985). The degree of researcher participation will
inevitably shape the data that are collected, since what we see at any moment depends upon
where we happen to be standing. While a more detached observer position might be argued,
from a positivist perspective, to reduce the risk of researcher ‘bias’, social constructionist
researchers may prefer more engaged, collaborative approaches which provide ‘insider’
experience and knowledge (Pearce 1992). My own position in this research was, of course,

towards the latter end of this spectrum of involvement.

One of the distinctions between participant observation as it is frequently described within
the research literature and the type of activity that I was engaged in within this study was my
pre-existing familiarity and relationship with the research setting. Davies (1995) suggests
the term ‘practitioner observation’ to describe this method of data-collection within
practitioner research. In practitioner observation the researcher’s prior relationship with the
research site potentially carries both advantages and disadvantages; it is advantageous in that
the process of inquiry begins from an informed position, so that the researcher can make
judgements early on about what are the important areas to focus on. At the same time,
however, this prior knowledge may lead to over-familiarity and a tendancy to miss details
which would be more apparent to an ‘outsider’ researcher (Bonner & Tolhurst 2002). The
use of reflexive strategies such as maintaining a research diary were therefore invaluable in
assisting me to revisit my own professional assumptions, particularly during the period of
data-collection when familiarity might lead me to neglect the importance of particular
phenomena or to respond in a more immediate, ‘practitioner mode’ rather than adopting a
‘researcher position’ and reflecting on the potential meanings of the episode that was

occurring.
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Despite the complexities associated with a dual researcher / practitioner role, it also afforded
me access to a great deal of important data by allowing for opportunities to observe how the
different participants such as service-users, family members, Unit staff and community team
members seemed to regard the meetings, (as displayed, for instance, by discussions that took
place in clinical meetings, training and business meetings as well as informal conversations
in the research site). My practitioner role also provided me with access to a range of
secondary data sources such as clinical records of meetings and correspondence or minutes
of meetings in which the reception meeting project was referred to. The members of staff
who formed the reception meeting team met periodically to review the progress of the
project, discuss clinical issues, and formulate new strategies for facilitating the integration of
the reception meetings within the wider organizational system. These team meetings were
audio-recorded for later analysis, with the informed consent of those present. I also recorded
my own observations and reflections in my research diary, which provided a further
important method of ‘capturing’ events in the research site. Data derived from these sources
were particularly useful in tracing the evolving narratives about the reception meetings

within the service.

This practitioner observation process and the process of research interviewing were
recursively connected to one another. Ideas and themes that I developed through
participating as a practitioner researcher in the reception meetings and in other day-to-day
activities within the Unit were further explored with individuals in the interviews that I
undertook for the study. At the same time, the interview conversations guided my attention
towards particular issues which I could later attend to in the process of participant
observation. Shifting between these two ‘data-collection’ activities therefore provided me
with multiple opportunities to consider the phenomenon of the reception meetings from

different perspectives and to both refine and broaden my understanding.

‘Sampling’ strategy and details of participants

In a study which utilizes interviewing as a data-generation method, Flick (1998) comments
that decisions regarding ‘sampling’ are raised in relation to who to interview (case
sampling) and from which groups these should come (sampling groups of cases). Because
the term ‘sampling’ is frequently associated with ‘generalizability’, however, the use of the

concept within a study which embraces a social constructionist methodological position
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requires clarification. Silverman (2000), for instance, states that sampling is generally
considered to have two functions: ensuring ‘representativeness’ and also allowing the reader

to make broader inferences. He cites Arber:

“The purpose of sampling is usually to study a representative subsection of a precisely
defined population I order to make inferences about the whole population” (cited in

Silverman 2000, p. 102).

Silverman comments that this view of ‘sampling’ is often not congruent with qualitative
research, however, since extensive data are often derived from a small number of ‘cases’
which are unlikely to have been selected on a random basis. In addition, a postmodern
emphasis on diversity, fragmentation and local knowledges serves to undermine ideas about

the generalizability of ‘findings’ and the ‘representativeness’ of individual cases'.

In this study, decisions about ‘sampling’ in relation to interviews were made on the basis of

two broad factors:

1. Participants from the range of different social positions within the research site,
(service-users, family members, professionals of different disciplines) were

included to ensure that I engaged with multiple perspectives.

2. ‘Convenience sampling” (Flick 1998), in which certain participants are selected
because they were accessible under given conditions. This was an important
consideration given the nature of the research site, where the situations of service-
users could alter rapidly, and family members and professionals were often

extremely busy and stressed and therefore their availability was limited.

The overall sample size was also delineated in relation to the above factors of inclusivity
and convenience. A total of 27 people were interviewed for the study, 9 of whom were
service-users, 7 were family members / significant others, and 11 professionals, (figure 3
provides brief information about the different participants). Two ‘case studies’, one

featuring a service-user and the second a professional, are included in Appendix 3, part b, to

' The issue of ‘generalizability’ in relation to postmodern research is returned to in Chapter 11 of the
thesis.
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provide a richer narrative picture regarding the kind of situations and dilemmas that

participants in the study might typically be facing when attending the reception meetings.

Initially, I had also identified more specific criteria for the selection of participants, but over
the course of the study these criteria became broader and more inclusive, as will be

discussed in the section that follows.

The evolution of ‘sample criteria’ for the research interviews

When designing the study I initially developed a set of criteria to determine who I would
invite to participate in the interviews, although I was aware that these criteria might require
some revision over time according to the opportunities and constraints provided by the
clinical setting. It was important that the research design and ‘sampling strategy’ were
adapted to the conditions of the clinical setting, rather than visa versa. Pearce and Walters
(1996) argue that the initial strategies that have been developed by researchers prior to
entering the study site subsequently require ‘defrosting’ for application in specific, local
contexts. This process of adapting or ‘defrosting’ the initial ‘sample criteria’ might be
viewed as demonstrating a lack of rigour if considered from a positivist position where there
is a concern with maintaining a fixed method in order to ‘control variables’. Within
qualitative research, however, rigour can be conceptualised differently as “the principled
development of strategy to suit the scenario being studied” (Holliday 2002, p. 8). In line
with the social constructionist ideas which informed the research methodology, my overall
aim when inviting people to participate in the study was to engage with a multiplicity of
voices. I was therefore concerned to hear the accounts of people occupying a spectrum of
social positions in relation to the reception meetings, (service-users, family members,
professionals) in order to thicken the descriptions of the phenomenon (Geertz 1993), rather
than with objectivist notions of the ‘representativeness’ of the ‘sample’ as a means of

uncovering a fixed social reality.
In relation to the evolution of an appropriate ‘sampling strategy’ for the study, the initial

criteria that I developed stated that I would invite people to participate in the study who had

attended reception meetings where:
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o the service-user had entered psychiatric hospital for the first time
o the meeting was attended by at least one of the service-users relatives / friends
¢ the participants in the meeting have consented to the discussion being audio or video

recorded

My initial decision to focus on people who were entering hospital for the first time was
based on previous research undertaken by Whittle (1996), which proposed that first
admission to psychiatric hospital has profound, and often negative effects on the
individual’s perceptions of themselves, and also how they are viewed by their significant
others. Whittle concluded that the disempowering processes associated with hospital
admission are maintained by problems of poor communication between staff and the
service-user and family at the point of admission regarding the perceived nature of the
problem. I therefore wondered whether the reception meetings might provide a forum for
discussing these issues in a fruitful way, and hoped to learn more about this through the

research.

Following discussions with colleagues who were involved in facilitating the reception
meetings, however, | decided to expand the focus of the study to include interviews with
service-users and their significant others who had experienced previous admissions. Several
of my colleagues commented that the reception meetings were available to all service-users
entering hospital, many of whom had experienced multiple previous admissions, and that it
would therefore be useful to include their views in the research. One of the ethical principles
guiding my research activity was an aspiration towards collaborative forms of inquiry, and

so it seemed fitting to revise the criteria in response to these suggestions from colleagues.

Similarly, at an early stage in the process of ‘data-collection’ I chose to revise my initial
intention to include in the study only those people who had consented to their reception
meeting being video or audio-taped. Two people who I approached in this early period
refused to allow their reception meeting to be recorded, but I gained the impression that they
would have been happy to talk with me after the meeting about their experiences. It was in
response to experiences of this sort in the early phase of the research that I decided that I
would invite people to participate in the research regardless of whether the meetings had

been recorded.
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This alteration to the study design clearly held important consequences in terms of the type
of data that was subsequently available for analysis, but was made in the interests of
inclusivity. In addition, because the overall methodological orientation of the study led to a
focus on voice and on participants’ experiences of being able to speak and be heard in the
reception meetings, it was congruent with this position that data-collection methods were
used that allowed participants opportunities to speak for themselves. For this reason
engaging in semi-structured interviews in which the research participants could comment on
their experiences was a much higher priority for me as a researcher than having the
opportunity to analyse segments of video from the meetings. | was aspiring as a practitioner
researcher towards relationally engaged, conversational methods of inquiry rather than

engaging in a more detached analysis of processes within the meetings.

The criteria that I initially developed for inviting people to participate in the interviews, as
well as the range of data-collection methods that T had intended to employ therefore needed
to be revised and developed in the light of experience as a researcher in the clinical setting.
Otherwise, there was a danger that [ would not gain access to the views of those people who
might be experiencing the greatest sense of oppression as a consequence of their contact
with psychiatric services, such as longer-term users who have experienced multiple
admissions and who may have encountered consequent processes of stigma or prejudice
within society, or people who were compulsorily detained in hospital and who might be less

‘compliant’ with staff requests to video-record meetings.

Following this period of refining or ‘defrosting’ the criteria that [ had initially formulated, 1
developed the following very loose criteria which guided the process of inviting people to

participate in research interviews:

o The meeting was attended by at least one of the service-users relatives / friends

o That I had been present at the reception meeting

Since I had moved away from the position that I would only invite people to participate in
the interviews if their reception meeting had been recorded, it was crucial to focus on those
meetings where I had been present to observe the meeting as it occurred, to ensure that the
questions I asked in the subsequent research interviews were connected with events in the

meetings.
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Recruitment process for the interviews

When a person was admitted to the Unit the nurse who was attending to them would discuss
the idea of arranging a reception meeting with the person and with any relatives that were
present, and would provide a leaflet which explained the purpose of the meetings. The
leaflet also stated that a research project was occurring, and that the researcher might invite
them to assist by taking part in an interview. It was stated in the [eaflet that they were free to
decline this invitation and that this would not affect the service that they received (see
Appendix 2). Following the reception meeting, I approached people personally to introduce

myself and the research and to invite them to participate.

Staff working within the service were already aware of the research (as discussed earlier), so
I approached them personally after reception meetings, asking if they would be willing to be
interviewed. Further written information was provided in the form of a letter which briefly
stated the overall aims of the research, and which explained that if they agreed to be
interviewed 1 would prefer to audio-tape the discussion for the purpose of transcription at a
later date. Assurances about confidentiality were also provided in the letter, and it was
stressed that the person was free to decline the request (see Appendix 2). I also reiterated

these points verbally with staff.

The research interviews took place at a time that was convenient to participants, and usually
occurred on the Unit. Where possible, a choice of venue was offered, since I was concerned
that some participants might prefer a more ‘neutral’ setting. Three of the service-users who
were interviewed were detained in hospital under Mental Health Act (1983) legislation at
the time that the interviews occurred, however, and were unable to leave the Unit. In these
instances, a choice of venue was therefore not an option. Goodwin et al. (1999) have
suggested that psychiatric service-users might be constrained from expressing their opinions
when research interviews occur in hospital settings because of the marked imbalance of
power between professionals and service-users in these environments. In this study,
however, convenience seemed to be the principle factor governing the decision about where
to meet, with the majority of participants electing to meet on the Unit when a choice was
offered. A quiet room was available where the conversations could occur free from

interruptions.
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Ethical issues in the interview process

One of the ethical dilemmas that was encountered during the course of the study pertains to
interviewing hospitalised service-users who were in a fragile psychological state. An issue
was raised regarding the capacity of these participants to provide informed consent, since
this requires an ability to fully understand what one is agreeing to. In addition, the question
of how free individuals in this social setting might have felt to decline the invitation to take
part in the study also required consideration. Service-users might well feel coerced to take
part in research when invited to do so by a member of the clinical team who is responsible
for their present and future treatment, despite having been provided with verbal and written
assurances that they were free to decline. Similarly, previous research has identified high
levels of stress and psychological problems amongst the relatives of people with severe
psychiatric disorders (Shepherd, Murray & Muijen 1994) and so ethical dilemmas are raised
regarding the appropriateness of asking people to participate in a research programme at a
time when they may be feeling vulnerable and under stress. There is also a danger that
relatives might have felt obligated to be ‘helpful” by taking part in the study, in case they
compromised the service-users treatment through lack of co-operation. In considering the
degree to which people may have felt coerced into participating in the study, it is important
to reiterate that everyone who was invited to take part in interviews received verbal and
written assurances that they were entirely free to decline, and that this would not prejudice
the services that were offered. It is also important to emphasize that while most people who

were approached did agree, some did refuse the invitation to take part.

Regarding the issue raised earlier concerning the extent to which it is exploitative to include
people in the interview process who were in unusual states of mind, I tried to hold this
question in mind throughout the data-collection phase of the study. One of the strategies I
used to assist me in attending to this was to routinely seek the views of ward staff prior to
approaching individual service-users to discuss the appropriateness of interviewing them.
On a couple of occasions members of the nursing team responded to my enquiry by
suggesting that it would not be appropriate to approach a particular service-user at that time
because they were in a particularly distressed or fragile state. In response to this advice I
would either defer approaching the person concerned or decide not to include them in the

study, according to specific circumstances. 1 also used my own clinical experience as a
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guide in judging whether to proceed with the interviews at times when I felt that the service-

user was not ‘well” enough to proceed with the discussion.

Despite the complex ethical issues that needed to be considered, I felt that it was important
that the research included the voices of service-users who were considered to be in the midst
of severe psychiatric disorder and those who were detained in the Unit, since these are
increasingly the majority populations within adult acute admissions units in the UK (Dept.
of Health 1999a). Failure to include the views of those who were in this situation would
therefore have undermined the relevance of the study. It would also have been contradictory
to exclude these participants, since one of the principles of the reception meetings was that
people who are in unusual or ‘psychotic’ mental states can benefit from participation in
network meetings and can contribute meaningfully and usefully, a view supported by the

Finnish research in this field (Holma & Aaltonen 1995).

A further factor that I held in mind when considering whether to invite individual service-
users to take part in the study was the tendency within Western culture to underestimate the
abilities of those who are defined as ‘mentally ill’. Swartz (1992) argues that there is a
tendency amongst researchers to underestimate the contributions of people with a
psychiatric diagnosis, and to regard what is said as less coherent than it is. In the research I
was therefore careful to try to maintain a balance between avoiding placing additional
pressure on distressed individuals by asking them to take part in a research project when it
was inappropriate to do so, while at the same time wishing to avoid slipping into

professional dismissiveness or paternalism.
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RESEARCH PARTICIPANTS

Service-users

Brief contextual details

Type of interview

Name

Vicky White woman in late 30's, married with | Individual interview (Audio-
children. Admitted voluntarily. Two previous | taped)
admissions.

Christine White woman in early 20°s, married with | Individual interview (Audio-

baby. First admission to hospital. Detained
under the Mental Health Act.

taped)

Adam White man in early 40’s with partner, no
children. Parents also present at reception
meeting. Admitted on a voluntary basis.
Episodic contact with psychiatric services
Since mid-teens, with several previous

Family interview (Adam &
parents, Dave & June).
(Audio-taped)

hospitalisations
Frank White man in late 40°s with wife and two | Couple interview
teenage children. Admitted voluntarily. First | (Written notes)
admission.
Maria White woman in late 50°s, admitted | Individual interview (Audio-

voluntarily. Recently separated from violent
male partner. Two adult children. No
previous admissions.

taped)

Marion White woman in early 50’s, living with male | Individual interview
partner. Long history of contact with mental | (Audio-taped)
health  services, including  previous
hospitalisations. Admitted voluntarily.
Imogen White woman in early 40’s with male | Individual interview (Written

partner. Admitted under the Mental Health
Act. Long history of previous contact with
mental health services.

notes)

Howard White single man in mid 40°s, with no
children.  Lives  with  mother  (not
interviewed). Detained under the Mental
Health Act. Several previous admissions to
hospital.

Individual interview (Audio-
taped)

Peter White single man in late 20's,living with
mother. Detained under Mental Health Act.
Several previous admissions to psychiatric
hospital.

Individual interview (Audio-
taped)

Figure 3: Overview of research participants
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Family members / significant others

Jim White man in late 30°s, husband of Vicky Individual interview (Audio-

taped)

June White, mid 50°s woman, mother of Adam | Family interview (husband
(service-user). Married to Dave (also | Dave and son Adam present)
present at interview) (Audio-taped)

Dave White, mid-50's man, father of Adam | Family interview (wife June
(service-user). Married to June (also | and son Adam present)
present at interview) (Audio-taped)

White single woman in late 20°s, daughter | Individual interview (Audio-

Caroline of Maria taped)

Melanie White woman in mid 40°s, wife of Frank Couple interview

(Audio-taped)

Brenda White married woman in early 50°s, mother | Family  interview:  Nick
of Nick (service-user, who was present at | present  but declined 1o
interview but did not participate verbally) comment

(Audio-taped)
Mrs. Conrad | White married woman in late 50°s, mother | Individual interview (Audio-

of Derek.

taped)

Figure 3 (continued): Overview of research participants
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Professionals

Helen CPN to Vicky. White Irish woman in late | Individual interview (Audio-
20°s. Also trained in counselling. taped)

Bernadette Member of in-patient nursing team, and | Individual interview
primary nurse to Vicky. Also member of | (Audio-taped)
reception meeting team. White woman in late
20’s.

Karen Student nurse to Christine. White woman in | Individual interview (Audio-
early 20’s. taped)

John Consultant psychiatrist to Christine. White | Individual interview (Audio-
man in early 50°s. Also trained as family | taped)
therapist, and was a  member of the
reception meeting team.

Carl CPN to Imogen and member of reception | Individual interview (Audio-
meeting team. White man in late 20°s. taped)

Jane Social worker to Marion. White woman in | Individual interview (Audio-
early 30’s. taped)

Max Member of in-patient nursing team, and | Individual interview (Written
primary nurse to Nick. White man in late | notes)
20's.

Colin CPN to Nick. Colin had also recently worked | Individual interview (Audio-
in in-patient Unit. White man in early 50'’s. taped)

Okelke CPN attached to community team working | Individual interview (Written
with Nick (service-user). Also trained in | notes)
Jfamily therapy. Black Ghanaion man.

Susan Support worker to Marion (service-user) and | Telephone interview
member of in-patient nursing team. Also | (Written notes)
member of reception meeting team, and
active in voluntary organization for relatives
of people with psychiatric disorder. White
woman in mid 40°s.

Holly Member of hospital nursing team, Primary | Individual interview (Audio-

nurse for Fatihma  (service-user, not
interviewed) White woman in early 50's.

taped)

Figure 3 (continued): Overview of research participants
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interview method

Writing from a social constructionist position, Sandelowski (1991) argues that research
interviews need to be rescued from attempts to standardize and scientize them, so that they
can be reclaimed as occasions for the sharing of stories. Since human lives are shaped by
narrative, Sandelowski contends that narrative methods of research parallel the forms of
inquiry that people engage in on an everyday basis. From this perspective, all participants in
the research process, (including the researcher, the interviewees and the readers of the
research report), are narrators who are located within a hermeneutic circle of interpretation.
In the interviews undertaken for this study [ attempted to maintain a relaxed, conversational
approach in the hope that they might become ‘occasions for the sharing of stories’ about the

reception meetings.

The majority of the interviews were with individuals, but this varied according to the
preference and convenience of those concerned. One of the interviews was conducted with a
service-user and his parents for instance, while another was with a man who had been
admitted together with his wife. As a systemic practitioner, I had no objection to
interviewing more than one person if that was their preference. At the beginning of the
interviews I briefly stated that [ was interested in learning about people’s experiences of the
reception meetings, and explaining that the research will inform the practice of staff working

in this field.

A loosely-structured format was adopted for the interviews, to maintain a conversational
flow with participants. I approached each of the interviews with a number of key themes in

mind that I was interested in exploring. These themes related to:
e Any initial expectations that participants described regarding the reception meetings, and
how these initial expectations influenced their subsequent stories about what occurred in

the meetings.

¢ The participants stories about being in the reception meeting, and the perceived value or

helpfulness of the discussion that occurred.

92



o Issues of voice within the meeting, including the extent to which participants felt able to
express their point of view, and whether they felt what they had said was heard by the

others who were present.

o The perceived impact of the reception meeting on individual participants’ relationships
with others who took part in them, for instance, relationships between service-users,

family members and staff.

e Which contributions from the staff hosting the meeting were felt to be helpful or

unhelpful.

The interviews were usually approximately an hour long, with occasional exceptions where
the conversations were either quite brief or very lengthy. There were a number of factors
associated with the fraught environment of a psychiatric admissions unit that occasionally
limited the time available: low staffing levels sometimes meant that nurses who were
interviewed could only be away from the busyness of the ward for limited periods, the
potentially fragile state of mind of some service-users required sensitivity regarding timing,
and family members occasionally had limited time available because of their busy
schedules. Despite these constraints, participants also often seemed keen to discuss their
experiences. Opportunities to sit and talk in a reflective manner can be rare in admissions
units (Johnstone 2002), and I think several of those who took part valued being invited to do

S0.

Transcription

The majority of the interviews undertaken for the research were audio-recorded for the
purpose of transcription at a later date. Exceptions to this occurred when the participant
didn’t give consent for recording to occur (one person); on another occasion an interview
took place over the telephone because the person concerned would not otherwise be
available for several weeks; there was also a few instances where the technology let me
down and I thought a recording had been made but subsequently discovered that this was
not the case. In those instances where a recording hadn’t occurred, written notes were made

immediately following the interviews.



The transcription of interviews entails a process of (re)structuring the material in a way that
allows for closer analysis (Kvale 1996). There are a number of different approaches to
transcribing interviews within the qualitative research field, from the very detailed technical
procedures used in discourse analysis where patterns of speech such as turn-taking,
moments of overlapping talk or brief pauses are carefully noted, to more holistic approaches
where there is an emphasis on attending to the overall narrative sense of what is being said
rather than the detail of individual speech acts. Kvale (1996) argues that there is no single
‘correct” method of transcribing which ensures reliability since to transcribe is inevitably to
transform from one narrative mode to another, each with different rules and conventions.
Also, from a postmodern perspective there is no one true meaning attached to an interview
which can be ‘captured’ through careful methods of transcription. Instead, Kvale argues that
the method used should depend upon what the researcher intends to use the transcriptions
for. In this study, I was less interested in undertaking the kind of micro-analysis of segments
of text associated with discourse analysis approaches, but rather, I intended to focus upon
issues of voice and story which might best be viewed by standing back slightly from the
minutia of the text in order to attend to the different stories told, metaphors used, and so on,

which are situated in an organic, co-evolving conversational process.

In the process of transcribing the interviews, I observed the following guidelines: while
accepting that variation will inevitably occur in the translation from the spoken to the
written word, 1 nevertheless attempted to (re)produce the words that were spoken in the
interview as faithfully as possible in that I transcribed the interviews in their entirety,
without editing out passages, sentences or particular words used. It was tempting to do so at
times, however, as the conventions of speech tend to be more flexible than the conventions
for writing, and so episodes of speech which sounded coherent on tape occasionally
appeared vague, repetitive or rambling when reproduced on the page. Where comments
were inaudible on the tape, this is indicated in brackets. Similarly, when a comment was
accompanied by laughter or other non-linguistic expressions of strong feeling, this is also
indicated in brackets since the emotional tone with which a particular statement is made can
significantly alter its meaning. 1 have also indicated in brackets any points in the
conversation where lengthy pauses in a person’s speech occurred. When a person’s speech
appeared to tail off before a sentence was completed, I have indicated this using a series of
dots, as in the following example from an interview with Adam, a service-user who

participated in the study:
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Adam: Yes. I was going through a lot. I was just going through a lot which was a subjective
experience was very, very painful. But because I thought I was... I felt I had to get things out

Jairly quickly.

Occasionally, I have added brief points of clarification in brackets, in instances where the
speakers meaning seemed clear in the conversational context, but might get lost when
transposed to transcript. In the following extract from an interview with one of the nurses in
the research site, for example, | have added the phrase “other than medication” in brackets
since the context for this comment was a discussion about the degree to which medical staff
tend to focus on drug treatment when they are present at meetings: “I'm not sure how
involved doctors would want to be in the rest of the things (other than medication) that get
discussed at reception meetings”. The addition of these brief clarifying comments was
therefore intended to clarify the meaning of what was being said, (as I interpreted it), rather

than to alter the speaker’s account.

Summary

This chapter discussed issues of ‘access’, “sampling’ and ‘recruitment’, as well as the range
of data-collection methods which were employed in the research. These methods were
congruent with the postmodern methodology and the practitioner research design of the
study, in that they allowed engagement with multiple perspectives regarding the reception
meetings and the organizational context of the research site. The process of transcribing the
interviews from spoken to written text has also been discussed, along with some of the

methodological and ethical dilemmas associated with this activity.

In chapter 6 the interpretive methods that [ employed in the research will be discussed.
Again, care was taken to select and adapt methods for use which were congruent with the
postmodern methodology of the research, and which supported a focus on issues of voice

and perspective.
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Chapter 6. Interpretive procedures

In this chapter the interpretative procedures that I employed as a framework for analyzing
the data for the study are discussed. As a precursor to this, however, in the interests of
‘transparency’ | will position myself in relation to the analytic process by provide a brief
autobiographical sketch. This will provide the reader with a picture of my personal and
professional background as a practitioner researcher, and how these contexts have shaped

my interaction with the data.

Autobiographical context: positioning myself in the process

Steier (1991) suggests that research is, in a sense, an autobiographical endeavour. This is not
to say that it is a process of endless (and therefore pointless) solipsism, since knowledge
creation is essentially a social process. Our understandings of any situation are, however,
always situated, partial, and coloured by our past as well as current contexts (Warnke 1987).
According to the German philosopher Hans Georg Gadamer, any act of interpretation occurs
against a “horizon of understanding”, a network of prejudgements or preunderstandings, that
inform the questions that we ask and our responses to the answers that we receive (cited in
Gergen 1999, p. 144). These preunderstandings, or ‘prejudices’ as Gadamer referred to
them, do not dominate our experiences of the world in such a way that we are closed to new

ideas or experiences, but rather :

“Prejudices are biases or our openness to the world. They are simply conditions whereby
we experience something-whereby what we experience says something to us. This
Jormulation certainly does not mean that we are enclosed within a wall of prejudices and
only let through the narrow portals those things that can produce a pass saying, “Nothing
new will be said here”. Instead, we welcome just that guest who promises something new to

our curiosity”. (Gadamer, cited in Cecchin et al. 1994, p. 8).
The prejudices of the researcher can never be eliminated or ‘bracketed’ from the interpretive

process. Rather than undermining the research, these prejudices and values make it

meaningful (Koch & Harrington 1998). Reflexive recognition of our own prejudices is
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therefore extremely valuable in allowing us to understand what we bring to the act of
interpretation. Similarly, transparency within the research text regarding the positioning of
our personal ‘selves’, our history, values, assumptions and biases, allows the reader to see
something of how we, as researchers, have participated in making and interpreting the data
which is presented. In reflexive spirit, it is therefore appropriate prior to discussing the
interpretive procedures I utilized to share something of my own personal and professional
‘self” with the reader, and discuss the prejudices and values that [ have developed over time

through my work in the mental health field.

My background as a practitioner

My late teens and early twenties were a period of cheerfully drifting through life, and in the
late seventies I seemed to fall into, rather than actively choose, a job as a nursing auxiliary
in a large Victorian built mental hospital, just outside of Newcastle upon Tyne. I had no
intention of holding this job for any length of time, just long enough to earn a bit of money
would do me fine. Despite these intentions and the general grimness of the institutional
surroundings, something about the work appealed to me, and after a few weeks I decided to
train to become a registered nurse (R.M.N.). It’s hard to say exactly what this attraction was,
but with the benefit of hindsight, I suppose it was rather an obvious career choice for me. I
had grown up in a small town where a large hospital for people with learning difficulties
was located, and several members of my immediate family as well as a number of my close
friends worked there. Because of this there was something very familiar for me about this
strange institutional setting I had found myself working in. As a young person with leftward
leanings I also liked the idea of work which was intended to be helpful to people, rather than
profit orientated. The contradictions between the notion of a ‘caring’ hospital where people
went to be looked after and the grimly oppressive psychological and physical environment
that I encountered didn’t escape me, however. Before entering nursing, I had read the
standard texts for ‘alternative’ counter-culture types in the early to mid-seventies, the ‘anti-
psychiatry’ stuff- Ronnie Laing, David Cooper, Ken Kesey- and for the rebellious part of me
that was interested in the idea of helping to ‘change the system’, here was a system in dire

need of changing!
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Three years later I emerged with a nursing qualification and an interest in psychotherapeutic
theories, but precious few opportunities to see this kind of work in action in the hospital I
was working in. The task of sticking around to try and help improve the local service now
that I had a qualification no longer appealed to me very much. I'd had enough, and decided
to move to London, spending the next few years of my working life working in therapeutic
communities. First developed in the forties by inspirational characters like Maxwell Jones,
therapeutic communities are units organized around permissive and democratic principles,
where the residents and staff engage together in a process of examining their day to day
interactions with one another with the aim of learning new patterns of relating to people and
the world (Whiteley, Briggs & Turner 1972). During this period I also undertook some
group therapy training and some personal psychoanalysis, and my immersion in this field
strengthened my belief that psychological problems can be addressed if people are given the
opportunity to talk about and explore the concerns in their lives with others in a safe enough

setting.

In the early eighties I returned to the North East, where my partner Jan was living.
Colleagues in Newcastle who had done some family therapy training introduced me to this
way of working, and 1 fairly quickly found myself hooked. Through my therapeutic
community experiences | was already attracted to group-based approaches, as I liked the
energy and creativity that is created when several people come together to solve a problem.
Family therapy was also optimistic, change focused and irreverent towards psychiatric
orthodoxy. As a close colleague jokingly commented, in the seventies and eighties the
family therapy scene seemed to be a “rallying call for troublemakers” and as such, it was
guaranteed to appeal to me!. On top of all this, it seemed to ‘work’, sometimes creating

changes for people who had been stuck in their lives for long periods.

Any telling of a history is inevitably partial and selective, of course, but looking back it’s
easy for me to see how these professional experiences contributed to the development of
particular assumptions and prejudices that were central to my interest in the reception
meetings, and to the manner in which | have engaged in this research. My interest in, and
belief in the value of group and relationally-orientated approaches to practice was formed
fairly early on through my therapeutic community experiences, as was my view that
traditionally organized institutions, and that hierarchies between professional groups and

between professionals and service-users were not only distancing, but also damaging. As a
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researcher, these experiences and prejudices also shaped the ways in which I heard and read
the ‘data’, by influencing both what I hoped to hear from participants and also where the

surprises were in the stories I listened to.

Data-analysis in practitioner research

Reed and Procter (1995) discuss particular dilemmas which surround the process of data-
analysis within practitioner research, relating to the researchers familiarity with the research
setting. The prior knowledge of the practitioner researcher may result in a lack of curiosity
and the imposition of particular categories of analysis or interpretation upon the data. The
position of the practitioner researcher within the research process therefore makes it difficult
to argue that a purely inductive approach to data-analysis can be used. The potential for the
researcher to impose his or her interpretations and for alternative meanings which were
carried in the voices of participants to be suppressed is therefore one which needs to be
addressed within a practitioner research design. This tension is also present in feminist and
emancipatory research approaches, which also favour a more engaged researcher position

(Reed & Procter 1995).

It was therefore the process of analyzing the data that initially created the greatest sense of
uncertainty for me as I struggled to find or develop a method that was congruent with the
postmodern methodology and the practitioner research design of the study. The term
‘method’ in itself seemed problematic, suggesting a modernist emphasis on ‘correct’
analytic procedure which was incongruent with my search for a way of engaging with the
data which would maintain the relational, conversational dimension of the research.
Discussing social constructionist research, Burr (1995) distinguishes between ‘discourse
analysis’ approaches which tend to follow very precise procedural guidelines and ‘the
analysis of discourses’, which she describes as a more intuitive, deconstructive approaches
akin to the reading of literary texts. In scrutinising the qualitative research literature for
inspiration, I was looking out for examples of the latter approach which were both flexible
and at the same time sufficiently detailed that they would offer practical suggestions about

how I might approach the data.
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The research approach of feminist psychologists Brown and Gilligan (1992) was particularly
useful in this respect, since it describes the micro-processes of data-analysis but also retains
a focus on the relational context of the research and the data which are being interpreted.
Reading the work of Brown and Gilligan, | identified several areas of overlap with the key
concerns of this study, particularly their focus on voice and relationships. Brown and

Gilligan comment:

“We wished to create a way of working that sustained other people’s voices and our own- to
voice the relationship that was at the heart of our psychological work. We were looking for
a way to capture the layered nature of psychological experience and also the relational

logic of psychological processes”. (Brown & Gilligan 1992, p. 11).

Because of the relational dimension of this approach, it seemed generally well suited to the

requirements of this study and I therefore decided to adapt it for use in this context.

The voice-centred relational method

Brown and Gilligan (1992) developed this approach in the course of a study which explored
the psychological development of teenage girls. Over time they became increasingly aware
that the structured interview formats, psychological procedures, and so on, that they were
using in the earlier stages of their study discouraged the girls from speaking freely about
intimate thoughts and feelings. Brown and Gilligan came to realise that if they were to
establish a connection with the girls and develop an understanding of the issues that they
struggled with in their lives, they would need to move towards a more responsive research
approach; that is, a relational method was required which didn’t suppress either the voices of
the girls, or the voices of the researchers themselves. They therefore developed what they
describe as a ‘listener’s guide’ for their research, an approach which sought to appreciate
and explore the complexity of the girl’s psychological and social worlds, rather than to
reduce or standardize what they had to say. Brown and Gilligan (1992) suggest that this
relational research approach entails the researcher engaging in a process of attending both to
the words of the research participants, and also to the relational dimensions of their own

listening, speaking, interpreting and writing about the stories of others.
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Discussing the work of Brown and Gilligan, Mauthner and Doucet (1998) suggest that this
‘voice-centred relational method’ holds at its centre the postmodern idea of a relational self.
The idea of the single, unified self, located within the individual which is dominant within
Western cultures is undermined within postmodern and social constructionist writings by an
alternative account of the self which is relational and multi-voiced in nature (Hermans 1999;
Holquist 1990). We are always ‘selves in relation’ or ‘selves in dialogue’ (Watkins 1999).
From a social constructionist perspective, our private thoughts and ‘inner’ selves are
dialogically structured, comprising a multiplicity of internal voices which endlessly interact
with one another. As with our ‘external’ worlds, our ‘inner’ worlds are also therefore

essentially social.

The “listener’s guide” is also a political strategy as well as a relational research method,
according to Brown and Gilligan (1992). It is political in that it is concerned with the
dominance of male power within society and the impact of this system of power on the lives
of girls and women: it is concerned with the suppression of female voices. The approach
therefore seems well suited for use within the mental health field where the present study is
located, since psychiatry is a site where there are frequently multiple and contested

constructions of reality in play.

The concept of ‘voice’

Some commentators have also raised concerns about the notion of ‘voice’, as it has been
developed in the work of Brown and Gilligan (Davis 1994; Kitzinger 1994). Davis (1994),
for instance, argues that the term ‘voice’ was initially used metaphorically by Gilligan in her
early writings in order to draw attention to male bias in the academic world and in scientific
research, but in her later work, the term is used in a literal sense. Gilligan herself has

confirmed that she is speaking literally when referring to ‘voice’:

“... voice means ‘voice’to me. I listen as I read. My training in literature was very close to
textual analysis and I picked up what you're not supposed to pick up in psychology- that
there was a voice, and I asked ‘Who's speaking?; ‘Whose voice is this?’; ‘Whose body and
where’s it coming from?’. If you listen to the imagery of sexuality and separation and

everything else, you realize this is a man’s body. This is a man’s voice speaking as if from
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nowhere. Then people kept talking about the metaphor of voice, and the concept of voice,
and the instrument of voice. ...And I came back to my work thinking, next time somebody
says to me ‘the metaphor of voice’ or ‘ the concept of voice’, I will say, ‘No, by “voice” I

mean “voice”. (Gilligan, interviewed by Kitzinger 1994, p. 413).

For Gilligan, the research method that she developed with Brown enabled them to listen to
the ‘authentic’ voices of the girls in their study, the times when they are speaking with their
own ‘true voices’, rather than saying what is expected of them, speaking with the voices of
others. Kitzinger (1994) challenges this notion of a true, core self from which one speaks, a
‘real me’ which exists prior to, and is oppressed or covered up be the social world. Instead,

for Kitzinger, the ‘self” is multiple, and ongoingly constructed through social interaction.

In this research 1 am employing the term ‘voice’ in the postmodern, pluralist manner
proposed by Kitzinger. Our ‘selves’ are composed of multiple interacting voices, some of
which speak and are heard more clearly in particular contexts where others are silenced. The
theoretical tensions between this concept of ‘voice’ and the essentialist account proposed by
Gilligan does not undermine the usefulness of the voice-centred relational method in this
study, however, but simply means that the ‘voices’ that are engaged with are conceived of
differently: as a researcher I am interested in ‘hearing’ the muitiple voices of individual
participants, rather than attempting to identify the moments when they speak with their ‘true

voice’.

Steps involved in the method

The voice-centred relational method broadly entails two stages; the first stage consisting of
multiple readings of the individual interview transcripts, followed by a second stage of
considering the data-set as a whole and identifying connecting themes, (see figure 4 for a

summary).

This procedure, as developed by Brown and Gilligan (1992), focuses specifically on data
generated through interviews. Silverman (1998), however, is critical regarding what he

considers to be the over-reliance on unstructured interviews within qualitative research at
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the expense of other methods which provide different forms of information. In addition,
Davis (1994) argues that the work of Brown and Gilligan does not sufficiently attend to
“ethnographic detail”, to the specifics of the contexts in which the interviews occurred.
Because of my own position as a practitioner / researcher, within this study I had the
opportunity to access data from multiple sources which might serve to enrich the overall
picture created through the study. In adapting the voice-centred relational method for the
purposes of this research, I therefore initially focused on the individual interview transcripts
in the first stage of the analytic process, in the manner suggested by Brown and Gilligan, but
in the second stage | looked across the data-set as a whole, including material from the
different sources available to me, to generate broader connecting themes and to gain
different perspectives on the material gained from the interviews. Data gained from the
participant observer activity, for instance, as well as secondary sources such as
correspondence about the reception meetings, were extremely useful in adding this
“ethnographic detail” regarding the organizational context of the research site, a context
which inevitably shaped participants experiences in and stories about the reception

meetings.

Stage 1: Multiple readings of the interview

texts from different positions from across the data-set

Stage 2: Developing connections and themes

e Reading for the different stories told
e Reading for the researchers responses
to the narratives
e Reading for the voice of the ‘I’
e Reading for relationships
e Locating people within wider social &
cultural contexts
Reading for the influence of the research
relationship on the stories told

This stage involves moving from interpreting
the interviews with individual participants to
generating an holistic understanding of the
data-set as a whole, including data from other
sources. Broader themes and connections are
created from within and across the data-set.

Figure 4: Voice-centred relational method of data-analysis

(adapted from Brown & Gilligan 1992)
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Stage 1: Multiple readings

This stage entails a series of readings of the interview transcripts, with the researcher
attending to different aspects or layers of the narrative on each occasion. It is important to
stress, however, that this procedure differs in theoretical orientation and aims from the
technique of ‘investigator triangulation” which is often used in qualitative research, whereby
different observers or observer strategies are employed to identify and remove researcher
bias (Flick 1998). The term ‘triangulation’, as it is commonly employed, suggests a
positivist bias, as is highlighted in the following definition offered by Silverman (2000, p.
301), “the attempt to get a ‘true’ fix on a situation by combining different ways of looking at
it or different findings . The positivist notion that engaging in multiple readings of the data
might allow the researcher to arrive at a ‘truer’ interpretation of events is counter to the
polyphonic ethos of the voice-centred relational method. Brown and Gilligan (1992, p.25)
propose that through engaging in multiple readings, “we begin to sort out different voices
that run through the narrative and compose a polyphonic or orchestral rendering of its

psychology and its politics”.

Within this study, I engaged in a process of reading the individual transcripts several times

from the following different ‘reader positions’:

Reading 1: Reading for the different stories told

This first reading entails focusing upon the different stories told in the interview. The
individual transcripts were read for the stories told by the person being interviewed. In this
first reading I tried to particularly notice and be responsive to “arresting moments” in the
text, moments when the language used and the images or metaphors employed by
participants seem to be arresting, striking or poetic in some way. Katz & Shotter (1996)
propose that by allowing ourselves to become responsive to such moments in the words or
actions of another we can more readily develop an understanding of the person’s unique

world.
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Reading 2: Researcher responses

In the second, ‘researcher response’ reading the researcher, “reads for herself in the text in
the sense that she places herself, with her own particular background, history and
experiences, in relation to the person she has interviewed” (Mauthner and Doucet 1998, p.
126). This entails the researcher listening for their own relationship to the speaker or the
text, and attempting to identify how their own biases and limitations might influence the
process of interpretation. Mauthner and Doucet recommend that the researcher traces his or
her own feelings in relation to what s/he hears, particularly those feelings which do not
resonate with what the speaker is saying. This process allows the researcher to reflexively
revisit and examine how and where their own assumptions and views might affect the

interpretation of the speaker’s words, or how s/he subsequently writes about the person.

This second ‘reading position’ was helpful in assisting me to be self-reflexive in the process
of reading the transcripts, allowing me to notice, for instance, occasions where there was
tensions between what a particular participant said about the reception meetings and my

own beliefs as a practitioner researcher.

Reading 3: ‘I’ —positions in the participants stories

This reading entails attending to moments in the interview when the research participant is
speaking from an ‘I’ position. The researcher focuses on how the participants speaks about
themselves; what stories they tell about how they experience and fee! about themselves. In
this study, reading for these ‘I’ positions in the interview texts was helpful in drawing my
attention as a researcher to the participants unique experiences and emotional responses
within the reception meetings. Focusing upon this dimension provided, for instance,
suggestions regarding the extent to which participants felt ‘safe’ enough emotionally to
contribute to the discussions that occurred in the meetings they attended, and whether they

felt listened to and respected in these settings.
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Reading 4: Relationships

This fourth reading entailed noticing how the participants speak about their interpersonal
relationships, for instance, with partners, friends, relatives, professionals, and the wider
social networks in which they live. In this study I interviewed service-users, family
members and staff who had participated in reception meetings. As well as reading the
interview transcripts to find out what stories participants told about themselves and their
own experiences of the reception meetings, I therefore also attended to the stories each

person told about the others who were involved in the meetings.

Reading 5: Social context

This reading focuses on how individuals experience and are influenced by the particular
social context(s) from which they are speaking. The dominant social discourses about
mental illness, for instance, can influence the lives and relationships of people positioned as
‘service-users’ and ‘relatives’ or ‘carers’ in profoundly disempowering ways (Reed 1999).
Similarly, psychiatric staff may find the repertoire of stories they can tell about themselves
and their work restricted by dominant stereotypes regarding how a ‘doctor’, ‘nurse’, ‘social
worker’ and so on, should act. These stereotypical narratives might also shape expectations
of how others should behave, and of what kind of discussions were appropriate within the

reception meetings.

One of the aims of the reception meetings was to create a forum in which dialogue
could occur; that is, in which a polyphony of voices might be heard including the
more personal voices of the people who were present, rather than participants
speaking and interacting through narrow and impoverished stereotypical roles and
institutional habits of talk. This reading, which focused on the ways that participants
spoke about their social positions, and how they experienced these in the context of
the reception meetings, was therefore helpful in thinking about the extent to which

this aim was achieved.
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Reading 6: The research relationship

Brown and Gilligan’s research approach has received criticism from a number of
commentators on the basis that it does not pay sufficient attention to the socially constructed
nature of research accounts (Davis 1994; Gremmen 1994; Kitzinger 1994; Lykes 1994).
From my own perspective as a practitioner researcher who had a dual relationship with the
people I interviewed, this critique of the voice-centred relational method was of central
significance. Failure to consider the impact of the research relationship on the stories told
within the interviews would, it seemed to me, undermine the credibility of the study. My
own reading of Brown and Gilligan’s work suggested to me that their method incorporates a
degree of reflexivity by attending to the researcher’s responses to the stories told by
participants. The multiple readings that they suggest the researcher undertakes includes a
focus on how the researcher is responding to the material in the transcripts, as discussed

above.

At the same time, it seemed to me that Davis (1994) is accurate in arguing that the Brown
and Gilligan’s method does not sufficiently consider the specific situational context of the
interview, and how the research relationship shapes the stories that are told. I therefore
modified Brown and Gilligan’s method for use in this research by including a further, sixth
reading in which I specifically focused on the relationship between the research participant
and myself in the interview. One issue that reading the transcripts from this perspective
highlighted for me was that the research participants frequently seem to relate to me
differently across the course of the interviews. At times individual participants seemed to
relate to me primarily as a ‘researcher’, and at other times as a ‘practitioner’ within the
interview. Taking account of this shifting definition of the relationship allowed me to
consider how this factor might subtly nuance the conversational process within the
interviews. The ways in which the research relationship provided a significant context in
shaping the stories that were told by participants regarding the reception meetings will be
considered in chapter 13 of this thesis, in which the opportunities and constraints associated

with the research methodology and methods are re-viewed.
A full interview transcript is presented in appendix 3, part a, which includes the annotations

I made during the process of multiple readings. This is provided to give the reader a picture

of the multi-layered nature of the interpretive process.
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In the section that follows, the second stage of the voice-centred relational method will be
discussed. While the first stage requires the researcher to focus intensively on specific
interview transcripts, this second stage entails a process of engaging with the data-set as a

whole in order to create connections and develop broader themes.

Stage 2: Considering the data-set as a whole

Because of the different foci associated with each of the multiple readings within the first
stage of this method, the interview transcripts were considered from a range of perspectives.
The second stage entailed a process of generating themes from across the data-set. Data
from a range of sources were therefore included in the interpretive process at this stage.
These sources included not only the research interviews, but in addition, material generated
through participant observation such as audio-recordings of staff meetings and discussions
with individual members of staff, my research journal, and also data from ‘secondary
sources’ such as correspondence and clinical notes, (please refer to the previous chapter for

a discussion of the data-collection methods).

During the first stage of the process of data-analysis I attempted to engage in the process of
multiple readings of the transcripts ‘naively’, in that [ avoided holding specific question or
themes associated with the overall research aims in mind. As a practitioner researcher who
had strong prior beliefs of my own about the reception meetings and about the research site,
it was particularly important for me to initially put these beliefs to one side and adopt what
is known in the systemic practice field as a ‘not-knowing position’ in relation to the data
(Anderson 1997). While it is, of course, impossible ‘not to know’ in the sense of not having
prior ideas, hypotheses, prejudices and so on, the voice-centered relational method with its
emphasis on multiple readings from different perspectives is a useful tonic for over-rigid

beliefs.

In the second phase of the data-analysis process which entailed generating broader
connecting themes from across the data-set, [ also initially adopted a ‘not knowing’ position,
akin to that recommended within grounded theory where themes and codes are developed

inductively from the data (Strauss & Corbin 1994). In this process 1 attempted to
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temporarily set aside a priori questions associated with the overall research aims so that the
potential for ‘surprising results’ was enhanced. While the use of an inductive approach is
valuable in minimizing the extent to which the researcher’s ideas are imposed upon the data,
a potential disadvantage is that the process of analysis can become directionless and the
volume of themes that are generated can proliferate to the point of becoming overwhelming
(Miles & Huberman 1994). Having initially adopted this inductive approach I therefore
subsequently returned to the a priori research questions which related to issues such as the
research participants experiences of voice in the reception meetings and the extent to which

opportunities for dialogue appeared to have been created in the reception meetings.

Returning to a priori questions during this later phase provided a structure which helped me
to shape and order the mass of themes that [ had generated thus far. Alvesson and Skoldberg
(2000) argue that there is no radical conflict associated with a researcher moving between a
‘blank’ or ‘not knowing’ strategy towards data-analysis and approaching the data in a
manner which is more deliberately focused upon particular questions or theoretical themes.
Instead, these authors contend that combining these strategies can enhance creativity in the
interpretive process by avoiding the pitfalls associated with an over-allegiance with either
position. In addition, the different interpretations of the data which are developed through
employing these different strategies allows for multiple ‘insights’, undermining any
tendency towards adopting a nafve realist position in which one particular interpretation is

considered ‘self-evident’.

Revisiting the overall research aims at this phase of the study required me to re-immerse
myself in the data with a series of associated questions in mind that were a priori to the data

collection process:

¢ How did the kind of talk that it was possible for participants to engage in within the
reception meetings relate to the organizational culture of the research site?

e What stories did participants tell about their experience of voice in the reception
meetings? Did the participants feel able to speak and be heard in the meetings?

e What, if any, stories did participants tell about their relationships with others in the
reception meetings, and in what ways participation in the meetings influenced their
subsequent relationships with these others?

o What were the practice implications of the stories told through the research?
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While it would have been possible to develop a structure and headings for presenting the
data which was explicitly linked with the six different reading positions associated with the
first stage of the voice-centred method, I instead approached these multiple readings as
opportunities to engage in a more unstructured, exploratory process of engagement with the
interview texts. Returning in the second phase of data-analysis to these a priori questions
then provided a general framework for creating connections between the wealth of themes
that were generated during the initial phase. Without this general framework, the volume
and range of themes would have been practically unmanageable and narrative coherence
would have been absent. These broader themes provided the range of headings under which

the data is presented in subsequent chapters of the thesis.

Summary and overview of Part 3 (presentation of the data)

The interpretive procedure that was employed in the research was adapted from the work of
feminist psychologists Brown and Gilligan (1992). While this study is not feminist in
orientation in that it doesn’t specifically examine gender as a key organizing factor in the
construction of our social and subjective identities, and the perpetuation of injustices and
inequalities, the use of an adapted version of Brown and Gilligan’s ‘voice-centred relational
method’ was valuable in facilitating a focus on matters of voice and perspective within the
contested and power-laden field of mental health practice. The method was also congruent
with the postmodern orientation and overall aims of this study. The method entails two
distinct stages: firstly, the individual interview transcripts were read from multiple positions,
facilitating exploration of the polyphonic nature of these texts. Following this, a process of
generating connecting themes across the data-set as a whole, (including data from a range of
sources) occurred. The first stage of Brown and Gilligan’s method is particularly intensive,
and produces a large volume of ideas and associations relating to the individual transcripts,
which then need to be connected together meaningfully to create relevant themes, in the
interests of narrative coherence. Revisiting the research aims at this later stage of the
‘journey’ therefore provided a helpful structure with which to engage with the wealth of
ideas generated during the initial stages of data-analysis. The broader themes generated in
this latter phase provided the range of headings under which data are presented in the next

section of the thesis.
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The data presentation chapters

The presentation of the data within a research text necessarily entails reduction. In order to
produce a focused, readable account the researcher makes choices about relevance, about
what to include and what to leave out. There are several risks associated with this process of
imposing structure onto an unruly mass of qualitative data. The richness of the data might
easily be lost in the process of trying to differentiate what is ‘baby’ and what is ‘bathwater’.
Chenail (1995) discusses the value of juxtaposition in presenting qualitative data as a means
of highlighting complexity. In the chapters that follow I have therefore made use of
juxtaposition in presenting extracts from the data in a manner that aspires to preserve
something of the richness and variety of the data-set as a whole. Comments from
participants who were speaking from different social positions, (service-users, family
members and staff from different professional disciplines) are juxtaposed with the aim of re-
presenting a spectrum of views. I have also juxtaposed quotations from research participants
with my own comments and reflections in relation to particular themes. Journal notes and
data from secondary data sources are also threaded into the weave as well as themes from
the previous literature in this field, to further enrich the pattern which is constructed. As the
overall aims of the research were essentially concerned with matters of voice, my intention
has been to create a text which has a polyphonic texture by weaving multiple voices into the

discussion.

The major themes that were generated through the process of data-analysis are presented

and developed in four sections:

I. The relationship between the reception meetings and their organisational context
(chapter 7). Exploration of this relationship was a key aim of the study, and the
pertinent data is presented to provide the reader with an understanding of the wider
organizational context within which the reception meetings occurred. The perceptions of
staff regarding the meetings, and how these perceptions are shaped by contextual
influences is considered. The theme of the reception meetings as a disruption,
sometimes welcome and sometimes not, to the usual pattern of events in the research

site is also developed in this chapter.

111



2. Dialogue, monologue and the authority of the medical voice (chapter 8). The
dominance of the biological perspective in psychiatric hospital settings creates specific
challenges for the introduction of postmodern, dialogical approaches to practice, and
this area is explored in this section. Data regarding participants’ views about the
presence or absence of senior medical staff in the reception meetings are discussed. In
particular, some problems associated with attempts to open conversational spaces for
alternative ways of talking and understanding by ignoring or minimize the centrality of

the medical voice are highlighted.

3. The reception meetings as occasions for dialogue: opportunities for speaking and
hearing in the meetings (chapter 9). Multiple narratives about the opportunities and
constraints that were experienced by participants in relation to acts of speaking and
hearing are explored in this chapter. In other words, the stories told in the research
regarding experiences of being in dialogue with others, and also of managing potential
interpersonal conflicts within the reception meetings are examined. Since a primary aim
of the reception meetings was to create a forum in which dialogue could occur between

families and staff, this was a key area of enquiry within the research.

4. Postmodern practice in the reception meetings: the co-creation of opportunities for
dialogue (chapter 10). This fourth section explores data pertaining to the contributions
of members of the reception meeting team within the meetings. These accounts of team
members’ contributions are considered in relation to discussions within the postmodern
family therapy literature regarding issues such as the ‘decentred’ therapist position and
the therapeutic relationship (White 1995); the creation of contexts of ‘safe uncertainty’
as a prerequisite for dialogue (Mason 1993); and the use of reflective processes as a

catalyst for dialogue (Andersen 1995).
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Part three:

Presentation of the data
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Chapter 7. The relationship between the reception

meetings and their organizational context

Commentators from the fields of systemic practice (Cecchin 1993) and qualitative
research (Heritage 1997) have drawn attention to the influence of wider systems such as
organizations and instititutions in shaping the perceptions, experiences and identities of
the individuals who inhabit or interact with them. From a systemic perspective, it is the
cultures that we inhabit that provide us with the beliefs, values and expectations that
inform our lives (Stratton 1998). Culture is a term that can be difficult to define
precisely, since it tends to be used in diverse ways within different texts. Pearce (1994)
has suggested, however, that it is preferable that there is no definitive definition, as the
word ‘culture’ denotes a ‘relationship’ rather than a reified ‘thing’. He evokes the
metaphor of darkness or mist that surrounds us but which dissipates when we try to
shine a light on it to see it more clearly. Culture tends to be invisible to the people
inhabiting it, but plainly visible to those from different cultures. In relation to this study,
the organizational culture of the research site inevitably impacted upon the ways in
which participants regarded the reception meetings, and how their opinions and

expectations of the meeting were organized.

As discussed in Chapter 2, the culture within psychiatric hospitals tends to be orientated
towards reductionist, biologically-oriented modes of thought. As a consequence, there is
a strong emphasis on physical methods of treatment such as medication as primary
forms of intervention. Consequently, a number of commentators have expressed concern
about the counter-therapeutic climate prevailing within these environments (Dept. of
Health 1999b; Johnstone 2002; Moore 1998). The reception meetings were therefore
introduced into an environment which often felt fraught and overstretched, as is
indicated in the data that will be presented in this chapter. To gain an understanding of
the reception meetings and the experiences of people who participated in them it is
therefore crucial to consider the broader context of the Unit, and the ways in which this
environment shaped people’s perceptions of the meetings. A primary aim of this
research was to consider this complex relationship between the meetings and the
organizational setting of an acute psychiatric in-patient Unit, and to consider the practice

implications that arise from an examination of this relationship.
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The discussion in this section will initially focus primarily upon data regarding the
perceptions of staff in relation to the reception meetings, and how these perceptions may
have been shaped by the culture and organizational structure of the Unit. This is not
because I am privileging the views of professionals over those of service-users or family
members in the research, but rather because staff play a particularly significant
contribution in maintaining the culture of institutions. Staff in an acute admissions unit
have a longer-term presence, whereas service-users and their families tend to have a
more brief involvement with the organisation. Staff views about the reception meetings
were therefore crucial in influencing the ways in which the service was initially
presented to service-users and families, as well as the extent to which the meetings were

successfully implemented over time.

Stories about resources, service priorities and staff roles

The introduction of any new service within a health care organization carries resource
implications, and, as previously noted, problems associated with the inadequate funding
of psychiatric in-patient units have been well documented in the literature over the past
few years (see, for instance, Johnstone 2002). Similar concerns featured in conversations
about the reception meetings with staff from the research site. This was a particular issue
for members of the nursing team, who held primary responsibility for the smooth
running of the Unit on a 24-hour basis, and were often in a position of having to juggle
scant resources. Dan', a staff nurse on the Unit, describes some of the associated

pressures that were experienced by staff:

Dan: Sometimes in the Mixed area of the Ward there’s 27 patients and four staff, two
observations rotas, say me as a coordinator for the shift. That leaves one person for the
Ward, so what’s happening to the other 25 clients? OK, some are on leave, but
generally they're left to their own devices. The Ward's too big, and every other day
you're looking for staff. And you know, if there’s a reception meeting coming up, and a

Ward representative needs to be there, it seems... (sentence not completed).

Dan indicates here that there were issues of scale which made the Unit particularly

difficult to manage. Against this background of low staffing levels and a relatively large

! The names of all participants have been altered to preserve anonymity.
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service-user population, the introduction of reception meetings was at times perceived as

yet another activity competing for the staff’s scant resources:

Alex: Do you feel that people in the nursing team are moving towards seeing them (the

reception meetings) as useful or less useful?

Dan: It depends what day you ask them! How busy things are. I know sometimes its an
excuse, “The Ward’s busy”, or “We 're short staffed”, but honestly Alex! It’s the biggest
Ward in the organization, and... although they’re very important, the reception
meetings, and [ genuinely believe that, but depending on what day its on, sending a

Ward representative leaves the Ward short, and that causes a bit of trouble’.

Dan’s remarks are contradictory in some respects: on the one hand he expresses the view
that the reception meetings are an important service, but his comment that “sending a
Ward representative leaves the Ward short” suggests that he regards the meetings as
peripheral to the ‘core business’ of the Unit; that this is an activity that depleted Ward
resources which might more properly be diverted towards other activities. Dan’s concern
that “sending” a member of staff to a reception meeting can “cause a bit of trouble”
within the team suggests that this perception of the reception meeting as a peripheral

activity in the context of limited resources was shared by colleagues.

Joe, a nursing support worker on the Unit discussed similar organizational issues to
those raised by Dan such as poor staffing when discussing the perceptions of the nursing

team regarding the reception meetings:

Joe: Some people would say that they're an absolute waste of time, others would say
they’re absolutely essential. They're important. You see, I think its all to do with
priorities on the Ward. If you've been incredibly busy trying to find staff for the Ward,
then you see lots of bodies around, and you say “What are they doing?”, “Oh, they're
doing the reception meeting”, it might seem like totally low priority in comparison with
high priority things on the Ward, like observations and things’. There’s an element of
that. If there was no observations at all, I think people would take much more notice of

reception meetings.

% A full interview transcript is provided in appendix 3, part a, to provide a more detailed picture
of the interview procedure.

? See Chapter 3 for an account of the ‘observation’ policy which was in place on the Unit. In
brief, this is a procedure whereby staff maintain constant or regular observation of service-users
who are identified as at risk of harming themselves or others.
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The fluctuating demands on nursing staff appeared to contribute to the creation of a
rather unstable culture in which the priorities of the nursing team tended to shift
according to the numbers of staff available and levels of activity on the Unit. Both Joe
and Dan suggested that the views of the team regarding the value of the reception
meetings might vary from day to day as a result of these factors. Boscolo and Bertrando
(1993) propose that a key element of the culture of any human system is the
psychological orientation towards time. Within the culture of the nursing team it might
be said that there was an orientation towards the more immediate challenges of the
moment, potentially making it difficult to engage in activities such as reception meetings
in a planned or consistent manner. Smith and Vetteman (2002) also argue that over
recent years there are increasing demands on psychiatric staff that lead to a service
orientation towards crisis work rather than more planned or ‘considered’ approaches.
These authors also suggest that the competing demands on staff time which contribute to
a crisis culture within mental health services create a particular barrier to the routine
implementation of family-based approaches, since workers may simply not have the
time to engage in this more specialized form of practice or to receive appropriate support

through attendance at training and supervision sessions.

Both Joe and Dan also indicate that finding sufficient staff to cover shifts was a core
activity for the nursing team. Joe’s account also suggests that this activity was rather
depersonalising in its effects upon staff. He spoke, for instance, about “seeing lots of
bodies around” at the reception meetings; “bodies” who are needed to undertake
activities which are considered “high priority”, such as undertaking ‘observations’. It
might be assumed that for staff working in a context where they are at times regarded as
depersonalised ‘bodies’, there will be an impact upon the quality of their interactions
with service-users and families. Tasks such as ‘observing’ service-users, for instance, do
not necessarily entail a personal relationship with the ‘other’, whereas activities such as
the reception meetings in which the aim is to generate dialogue require participants to be
more fully ‘present’ as human beings. Or, as Buber (2000) has suggested, dialogue
requires of participants a reciprocal “I-Thou” relationship, rather than a depersonalised

“I-It” relationship.

The tensions between a ‘risk management culture’ and a ‘therapeutic culture’ have been
identified in the previous literature regarding acute admissions units (Dept. of Health
1999b; Moore 1998), and are highlighted in the comments made by Joe. Activities such
as the reception meetings, which entail staff talking with service-users and their families

about the experience of hospitalisation are ‘“fotally low priority”, in Joe’s words, by
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comparison with carrying out ‘observations’ upon service-users. Bowles (2002) has
argued that the emphasis placed upon undertaking observations within acute admissions

units mitigates against meaningful engagement between staff and service-users:

The most dominant practice in acute psychiatry has become formal observation, often a
demanding, boring and ritualistic pastime of precious little benefit to the patient. After a
few hours of carrying out ‘obs’, few nurses wish to spend further time with patients.

(Bowles 2002, p. 26).

In addition, Bowles contends that whereas risk management activities such as
‘observations’ are frequently a major focus of attention in managerial, supervisory, and

audit activities, therapeutic engagement is not similarly emphasized.

Professional hierarchy and perceptions of elitism

Professional hierarchy was an additional factor which potentially impacted upon staff
perceptions of the reception meetings. While over time the reception meeting team
comprised staff of different levels of seniority within the organization, the group of staff
who initially conceived of the service occupied relatively senior roles, including for
instance, a consultant psychiatrist, a university lecturer with an honorary clinical
contract, and myself as a senior nurse. This may have contributed to a perception that the
reception meetings were the special province of an elite group of staff. This issue is
highlighted in the following extract from my research diary® which was written
immediately following a meeting of the reception meeting team that occurred in 1997,

during the early stages of implementing the new service:

A concern about the danger of exclusiveness was expressed: “Are we an exclusive
group? What do other in-patient staff feel about the meetings?” One member of staff
was cited as describing the meetings as am irvitation, move work.... Brigid (a nursing
support worker on the Unit who had recently joined the reception meeting team)

received the comment, “You 've one of the elite now!”

Nursing, particularly as practiced within hospital settings, tends to be a rather

hierarchical profession, and at the time that the data was collected for this study a

4 Extracts from the research diary are presented in appendix 3, part b, to provide the reader with a
more detailed picture regarding this data source.
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clinical grading system was in place which included 6 different levels for qualified
nurses, each with distinct roles and responsibilities. Although Brigid occupied a junior
position in terms of formal hierarchy, there appears to have been a perception amongst
some members of the nursing team that she had become elevated into the ranks of the
elite through her involvement with the reception meetings. This perception of elitism
was likely to have created a dilemma for staff regarding involvement in the meetings if it

compromised their membership in the wider peer group of ‘ordinary’ staff.

It is important to consider how my own position within the nursing hierarchy may have
contributed to this perception of the meetings as an ‘elite’ activity. As a nurse at the top
of the clinical hierarchy, I occupied a position of relative authority within the Unit. In
addition, the reception meetings tended to be perceived as ‘my baby’ in the sense that I
was known to have a strong interest in developing services for families, and I was
broadly responsible for coordinating the reception meeting team by arranging team
meetings and organizing a rota for staff who were hosting the meetings, as well as
carrying out this study. The centrality of my position may well have contributed to a
view amongst the nursing team that the meetings were a ‘top down’ development,
despite the aspirations of myself and the other reception meeting team members that this
should be a collaborative venture which was ‘owned’ by the staff team as a whole. This
raises more general questions about the implications for organizational development
when the person attempting to act as a change agent occupies a senior position within
the system. Selvini Palazzoli (1984) raises a similar point when she advises family
therapists who are involved in consulting to professional systems to avoid becoming
involved in alliances with senior figures within the organization. While such alliances
may initially appear to offer a route to systemic change, they may simply result in the

family therapist becoming ensnared in the complex power dynamics of the organization.

Staff roles and responsibilities

Faced with the dilemmas associated with these cultural factors and the demands of
juggling scant resources to maintain the operation of the Unit on a 24 hour basis, it
would have been understandable if nursing staff at times felt reluctant to arrange
reception meetings when a service-user was admitted. Throughout the data-collection
phase of the research there was an ongoing concern amongst the reception meeting team
about the number of instances where meetings were not arranged when people entered

the Unit. The erratic nature of the process of introducing the reception meetings into the
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everyday culture of the service is highlighted in diary entries I made during this period,
all centred around the same issue. The following entry, for instance, is illustrative of the

organizational issues that were encountered:

Several meetings cancelled following a mix-up over how to arrange them. One of the
community mental health teams asked Jill (Unit nurse) to arrange a series of reception
meetings. Jill was unsure of the procedure and booked several meetings into the file, but
without informing the service-users, relatives, etc., so nobody else knew about the
appointments! ... Jill had spoken with the Ward Clerk, who had apparently queried
whether the families concerned knew about the meeting dates, and Jill replied, “It’s not

my job, it’s the primary nurses job, and she’s on holiday!”.

The perception of staff that staffing levels were inadequate on the Unit, along with the
complex system for organizing nursing care that had been developed as a response,
appeared to contribute to the development of an ethos where it was unclear where
responsibility lay for undertaking particular activities, (See Chapter 3 for an account
of the system for organizing nursing care that was in operation during the data-

collection phase of the study). Jill had been willing to book appointments into a diary
when asked to by colleagues, but not to undertake the crucial step of informing the
service-user and family of this arrangement; she saw this as the role of the ‘primary
nurse’, and she was simply acting as the ‘ward representative’. Convening network
meetings can be a complex and time consuming task (Speck 1998), and in a pressurized
working environment where staffing levels tended to be low, individual members of
staff might also have felt reluctant at times to undertake activities which they didn’t

regard as central to their role.

A further problem associated with this sense of feeling overstretched amongst the
nursing team was that, on several occasions, the ‘primary nurse’ for a particular service-
user was not available to attend the reception meeting. The absence of the primary nurse
seemed to create something of a ‘domino effect’, leading to related problems regarding
roles and responsibilities for colleagues from the community-based teams. One example
of this is highlighted in a letter that was sent to me by Jack, an occupational therapist
who was also a member of the reception meeting team. The letter was written following
a reception meeting arranged for a young man named Nick, who entered hospital under
the Mental Health Act (1983). As well as Nick and Jack, the meeting was also attended

by Nick’s parents and a nursing support worker from the Unit, and Glenda, a social
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worker who was also a member of the reception meeting team. In his letter Jack
expressed concern that no ‘suitably qualified” member of the Unit nursing team was

available to attend a meeting that he had hosted:

There was no qualified or knowledgeable member of ward staff present. Given that
many of the parent’s concerns are about what does (or doesn’t) happen on the Ward, 1

wonder how concerns are fed back up the system?

Jack goes on to say that in the meeting it had emerged that the family were “alarmed by

several things”, including:

o Lack of activity on the Ward

o Difficulties resulting from leave policy decisions taken by consultant and nurses

o Worries about a forthcoming appeal (the service-user concerned had lodged a
formal appeal to a Tribunal against his detention under the Mental Health Act)

e Having to relate to so many professionals

Writing about his own experience of being in the reception meeting, Jack commented:

The family were warm and cooperative and I feel that it was a useful and positive
meeting, but I guess I am left sharing some of the family’s frustrations. I know Glenda
and I helped create some necessary and important talk, but there were also times that 1
felt like some impotent functionary, while offering empty reassurance that a complaint
had been heard, (the word ‘complaint’ heve is too strong, but I think you know what 1
mean?). I felt all the more useless wondering if half of what had been said would get
back to the relevant people, given the lack of ward representation. And I was potentially

just another professional passing through.

The experience of participating in this particular reception meeting appeared to have
been complex for Jack, raising feelings of both achievement and also frustration with
what he regarded as the shortcomings of the service. This is reflected in a comment he
made later in his letter, “Perhaps I am still feeling rather caught up in some of the
powerful feelings that emerged during the meeting”. On the one hand, he viewed the
conversations that occurred in the meeting as “useful”, “important” and “necessary”,
and felt that as a facilitator he had helped to create the opportunity for these discussions

to occur in a positive manner. At the same time, however, he also appeared to have
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experienced powerful feelings of helplessness in the face of the family’s expression of
concern about the services delivered on the Unit. Jack expressed frustration that there
was no ‘suitably qualified” member of the nursing team present to respond to these

concerns.

Stories about the influence of organizational context on staff experiences

of participating in the reception meetings

Data generated in this study suggest that organizational factors shaped staff perceptions
not only of the reception meetings, but also influenced their experiences of participating
in the meetings. A number of the staff members who took part in the research spoke
about the manner in which their experiences of the meeting were coloured by
organizational concerns or by the professional roles that they inhabited. These
organizational requirements and roles often seemed to be constraining in their effects

upon staff, rather like a garment that fits too tightly.

Speaking from his position as a consultant psychiatrist, John discussed his experiences
of a reception meeting that was organized when a young woman called Christine entered
hospital under the Mental Health Act (1983). John was the doctor who held medical
responsibility for Christine’s care, and he had therefore been responsible for arranging
her detention in the Unit. In the following extract, he spoke about events in the reception
meeting in a manner which suggests that he felt the discussion was disempowering for

Christine:

John: The thing that sticks out most clearly is ..., well I'll use the form of words that
first comes to mind, I heard Christine buying into the family account for the first time.
The family account of, “She’s defective, and she needs fixing”. ..this very strong

contrast of her fitting in and doing a lot of agreeing.

John’s perception of events in the reception meeting was that Christine had somehow
given up “arguing her corner” and capitulated to the family’s account of her as ‘ill’. In
other words, from John’s perspective, a process of interpersonal ‘closure’ between
Christine and her family had been amplified rather than prevented in the reception

meeting. Later in the research interview, however, John went on to discuss how his
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negative perceptions of the discussions that occurred in the reception meeting were

linked with his own role within the wider organization:

John. I suppose thinking about trying to work reflectively, getting those family and staff
members in the room, and trying to make this a forum where some kind of reflective
thought could take place, it didn’t seem to be working, in my narrow definition of
‘working’, but eh, if anything the discussion had closed down. Now that’s almost
certainly nothing to do with the forum itself, it probably has a lot more to do with me
being the person that’s responsible for “boxing her up” on the Ward, so there’s
probably some misgivings about my vole in all of this scenario that’s part of that too.
Yeah- I think I've over-experienced that in some way, because, although there was this
sense of Christine towing the family line, I'm also aware that it didn’t close off the

discussion to the extent that I was, prejudicially, expecting.

John linked his sense of frustration about the conversations “closing down” in the
reception meeting with the custodial dimension of his own organizational role. His
experiences and perceptions of events in the reception meeting were therefore negatively

influenced by the social control dimension of this role.

For nursing staff in the research site, the experience of participating in the reception
meetings was also, at times, strongly influenced by their roles within the Unit. In
particular, the complex system for delivering nursing care that was in place on the Unit
during the data-collection phase of the research crucially influenced not only whether
nurses were able to attend the meetings in the first place, but also the ways in which they
might feel able to participate in the conversations when they did attend. The nursing
system frequently resulted in situations occurring where individual nurses were required
to attend the reception meetings, (and other meetings within the service) as a ‘ward
representative’, although they may not have had any prior, first hand contact with the

service-user for whom the meeting had been arranged.

Colin, a community psychiatric nurse (CPN) who had previously worked on the Unit
discussed his past experiences of attending reception meetings as a ward representative
and how this contrasted with his subsequent experience of participating in the meeting as

a community based professional:

Colin: I think that now (as a CPN) I go to the reception meetings more or less as a

practitioner in my own right, with the confidence to say, “This is my opinion”, whereas I
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think its quite restrictive on the Ward, when you’re an individual going along, you don’t
necessarily go along with someone you're actually working with. You re taking someone
else’s opinions, and you feel... well, I personally felt a little bit restricted and I doubted

whether what I was saying would be useful, just...(pauses)

Colin’s experience of aftending reception meetings as a ward representative was
therefore one of feeling constrained and unable to participate in a ‘personal’ way by
giving voice to his own opinions. Instead, he was acting simply as an agent of the team,
passing on the opinions of others without any clear idea about the value or usefulness of

the information. He continues:

Colin: ...Rather than working as an individual, you'll be chasing around the Ward,
because you're going to this meeting, you'll be chasing around, “Where’s the notes,
who is it, what’s happening here?” So you go to the meeting and you’re reciting what
you 've learnt in the last day or so... I think if you can add opinion to the information, if
you can go and say.. (pauses) ...it’s much more useful than giving just the basic

information from a Ward point of view.

Colin’s account highlights the difficulties that nursing staff might experience when
speaking from “a Ward point of view” in the meetings, a process of simply “reciting
what you've learnt” from written notes or from brief conversations with colleagues.
Under these circumstances, the ‘ward representative’ is unable to speak ‘personally’, in
the sense of sharing his or her own opinions which have been formed in direct

interactions with the service-user.

Dan, a nurse on the Unit, spoke in a similar manner to Colin about the difficulties

associated with the role of ‘ward representative’:

Dan: Sometimes you're there as the ward representative, and you go there and then...
afterwards you don’t really feel part of it. But the primary nurses can’t always be there,
its left to the ward representative, and sometimes they can be put in a sticky situation if
they 're not familiar with the client. If you've been off from Friday to Monday, you come

in Tuesday and there’s a meeting for such and such, you're the ward representative!

Members of the nursing team who were attending the reception meetings as a ‘ward
representative’ might therefore experience feelings of awkwardness as well as a sense

that they are unable to contribute anything very valuable to the process; they were in a
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“sticky situation”, as Dan said. Rather than feeling able to participate in an engaged
manner, the person may feel that they are simply ‘reciting’ the views of others without

being able to contribute anything of their own.

The designation ‘ward representative’ implied that the activity required of the nurses in
the reception meeting was to provide and receive ‘information’ about the service-user,
much as in physical health-care settings a nurse might comment on how the ‘patient
was progressing in a medical ward round. In other words, the notion of the ‘ward
representative’ held at its centre the model of a relationship between the nurse and
service-user in which the service-user was the ‘object’ of professional knowledge which
had been generated by the nursing team on the basis of observation and assessment. This
conception of the professional / service-user relationship which is predicated on the
notion of a ‘known object’ (the service-user) and a ‘knowing subject’ (the professional)
stands in contrast with the idea of a dialogical relationship in which understanding is
jointly created through an encounter between two or more people, who never fully
understand one another (Saukko 2002). For nurses in the research site who attended the
reception meetings as a ‘ward representative’, participating in a dialogical process of this
kind within the reception meetings might frequently have been experienced as a
challenging and complex task, particularly if their expectations of their role were shaped
by more traditional, medicalized narratives regarding the ‘nurse-patient relationship’.
Since one of the primary aims of the reception meetings was to create a forum in which
dialogue could occur between those who attended, the organizational ‘reality’ of limited
resources created a context that was at times rather unconducive to the realization of this

aspiration.

Stories about perceived benefits to the Unit of the meetings

While the discussion so far has principally addressed organizational constraints and
areas of tension in relation to the introduction of the reception meetings, this was by no
means the total picture, otherwise the project would never have evolved beyond the
conception stage. One important source of positive feedback which led some staff to feel
well disposed towards the meetings was from the families themselves. Over time, some
key members of the nursing team became aware of the potential benefits of the reception
meetings in relation to their impact upon the ways in which families perceived the Unit.
This is highlighted in the following extract from my research diary, following a

discussion with Dave, the ward manager:
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Dave mentioned to me that since the reception meetings have been occurring regularly
he hasn’t been receiving complaints from relatives or carers, which were such a regular

event previously.

While complaints are an important source of feedback which can assist professionals in
improving the service they offer, they can also be demoralising for the staff team,
particularly if they are received frequently; most people would prefer to receive
compliments about their work rather than criticism. Dave’s attribution of the fall in the
level of complaints to the reception meetings was therefore potentially important to the
successful implementation of the project within the Unit. As ward manager, he held
responsibility for the everyday running of the Unit, and so it was crucial that he was

supportive of the meetings.

Similarly, Mark, a charge nurse on the Unit, reported receiving very positive comments
from a family member regarding a reception meeting, as the following extract from my

research journal indicates:

Discussion over the phone with Mark regarding a recent reception meeting. In the
meeting, the service-user’s mother commented more than once, “This has restored my
faith in the mental health services”. The family had had some difficulty arranging
psychiatric assistance for their son, and had eventually sought private care, because of
the difficulty they had experienced through the NHS. The reception meeting was the first
time that the family had been offered the opportunity to come fogether with staff and

discuss the situation.

Prior to receiving this feedback about the positive impact of this particular reception
meeting, Mark was already enthusiastic about the idea of the meetings and had become
involved in the reception meeting team. Hearing comments of this nature from a family
member who had previously felt disiltusioned with the service would be likely to have
the effect of reinforcing his commitment to the implementation of the meetings,

however.
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Summary and discussion

The work of psychiatric staff is often characterized by a tension between what they
might hope to achieve, and what actually feels achievable in particular circumstances. It
is crucial to emphasize that the organizational difficulties that have been discussed in
relation to the research site for this study were not unique to the local sefting, but
reflected issues that have generated concern at a national level. Johnstone (2002, p.1),
for instance, describes in-patient nurses as receiving “too little support, training, and
supervision” to deal with the complexities of the situation that prevails in these

environments. She paints a grim picture of the pressures facing staff:

“Entire shifts consist entively of crisis management, with no time for staff support or
debriefing or doing anything remotely therapeutic with the patients. ... Nursing staff are
stretched to their absolute limits; my former nursing students, now out on the wards,
seem to be struggling fo hold onto some shreds of idealism and compassion”.

(Johnstone 2002, p.1)

Johnstone’s stark description echoes the accounts provided by nurses who participated in
this study regarding their struggles to support and contribute meaningfully to the
reception meetings in a fraught environment which frequently required them to juggle
scant resources in order to maintain the service. Faced with these organisational
constraints, priorities shifted for staff from a concern with engaging service-users and
their families in reflective conversations towards a basic preoccupation with safety and

the management of risk.

Professional relationships within hospitals can be extremely hierarchical, and cultural
factors associated with staff hierarchy created additional constraints to the
implementation of the reception meetings. Perhaps because the group of staff who
initially conceived of the reception meetings, including myself, occupied relatively
senior posts, this new service development was greeted with a degree of scepticism from
staff, who appeared to regard it as an elite activity. This data raises important questions
about how effectively organizational change can be initiated from the ‘inside’ by
someone who occupies a senior position within the system, and how this issue of

hierarchy needs to be addressed in the earliest stages of the change process.
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In considering the relationship between the reception meetings and the complex and
sometimes ambivalent organisational culture of the Unit, questions can also be raised
regarding the extent to which the initial goals of the reception meetings, as formulated
by the group of staff who initially conceived of them, were achievable in this setting.
Amongst the aspirations of the reception meeting team was that the meetings would
provide a site where dialogue could occur between participants. Engaging in dialogue
requires of the participants that they render themselves vulnerable to a degree, that they
risk speaking more ‘personally’ in the sense of allowing themselves to be surprised, and
even transformed by the response of the other (Anderson 1997). In a context where staff
inhabit organisational roles which are experienced as constraining and frustrating at
times, the degree of ‘response-ability’ that they feel able to adopt may be limited. Under
such circumstances, speaking more openly and more ‘personally’ may feel too risky or
the person may feel that they does not have sufficient knowledge of the service-users

situation to usefully contribute to the conversation.

It might be argued, however, that the organisational constraints operating within the Unit
meant that the reception meetings were all the more important as a service. Without
these meetings, it was unlikely that the service-user, their relatives and members of staff
would find an opportunity to sit down and talk together for any significant period of
time. A survey by the mental health advocacy group MIND identified that in many acute
admissions units service-users receive little more than a few minutes per day with a
member of staff (MIND 2000). This gloomy picture is supported by views expressed by
Frank, one of the service-users who participated in this study, who commented that,
“the Ward would have been like a holding pen if not for the reception meeting”.
Whereas for members of nursing staff who were juggling scant resources the reception
meetings may have at times been viewed as an additional demand on their time or an
unwelcome disruption to the running of the Unit, for service-users this disruption may
have been much more welcome. For some, like Frank, the reception meeting may have
provided the first opportunity that had been offered to talk in any depth about their
situation since entering hospital. Positive comments from the families themselves
regarding the meetings appear to have been an important factor in influencing some

members of the nursing team towards feeling more well disposed towards them.
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Chapter 8. Dialogue, monologue and the authority of the
medical voice

“The present hierarchies of our culture, schools and family- and thus of mind- do not
deeply invite dialogue, neither does the voicelessness directly resulting from such

hierarchies of power”. (Watkins 1999, p. 266).

The diversity of narratives that have been developed regarding the nature of ‘mental
illness’ result in psychiatry being a contested field. Theoretical and ideological
differences frequently lead to tensions arising between professionals who are aligned to
particular accounts of psychiatric disorder and related treatment modalities. In relation to
in-patient settings, the hospital stands as a powerful symbol of the authority of the
medical narrative (Johnstone 1994), and the dominance of the medical model within in-
patient settings is consequently a source of tension and resentment at times, as
proponents of psychological or social models may struggle to have their ideas taken as
seriously as biologically-based approaches. While the tensions and ambivalences which
are generated in response to the supremacy of the medical voice are occasionally
discussed ‘openly’ at multi-disciplinary meetings and other ‘formal’ occasions, Good
(2001) suggests that dissenting voices are more frequently heard outside of these formal
contexts; that is, in alternative spaces such as corridors, coffee rooms, car parks, and so

on.

A key aim of the reception meetings was to create a site where dialogue could occur
between participants, that is, where a polyphony of voices might find expression. This
aim in some respects ran counter to the cultural context of a psychiatric hospital which
holds at its ideological centre positivist notions regarding the objective truth of certain

‘scientifically validated’ narrative accounts. Good (2001, P. 217) comments:

“I cannot pretend that polyphony is not a challenge to the administrative and medical
demands that are made upon the practitioner. The assessment of madness continues to
refine diagnostic and treatment regimes against approved frames of reference. And the
utterances of practitioners are refracted through permutations of standard formats.
Accordingly, the reality of any dialogue is hampered by the practitioner’s sideward

glances to the more elevated sites of meaning”.
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The tensions associated with attempting to introduce a postmodern form of practice
which aspires to engage with a diversity of voices into a context where modernist
notions regarding the importance of arriving at a single, accurate formulation or
diagnosis to inform ‘treatment” was therefore a challenging enterprise. In this section I
will therefore present and discuss data which addresses the ways in which the
dominance of medical narratives within the research site influenced the perceptions of

the research participants regarding the reception meetings.

Whilst it is over-simplistic to equate particular professional disciplines with specific
narratives regarding psychiatric disorder, (doctors with a medical model of distress;
psychologists with psychological models; social workers with social models, and so on),
assumptions of this sort frequently seem to be made in practice situations. The
dominance of the biological view and the authority that tends to be, by association,
conferred upon doctors was an area that held important implications for this research.
For some of the participants in the study, medical staff were regarded as authority
figures whose elevated position conferred special insight or expertise. Responses to this
perception of medical staff as authoritative ‘experts’ were complex and occasionally
ambivalent, however, with some participants viewing the expertise held by doctors as
being of a rather blinkered, one-dimensional nature. In discussing the participation of
doctors in the reception meetings, some participants also suggested that their presence or

absence was a crucial factor in determining what might be spoken about.

Stories about the presence or absence of psychiatrists

Attendance at reception meetings by staff tended to be influenced by a number of
factors, including the preferences of the service-user and family; the timing of the
meetings and availability of staff; and the willingness or otherwise of individual staff
member to attend. The number of medical staff involved in the research site fluctuated
during the data-collection phase of the study, partially as a consequence of a difficulty in
recruiting doctors that the organization was experiencing at the time. There would
generally be approximately 4 or 5 consultant psychiatrists who were involved with the
Unit to some extent during this period, but these senior doctors also carried additional
responsibilities for large out-patient populations. There was also a similar number of
more junior doctors (Senior House Officer level), who provided additional input into the

Unit. In the majority of instances, there was no medical staff present at the reception



meetings: of the 85 meetings that occurred between January 1998 and July 1999, clinical

records indicate that a doctor was present on 18 occasions (20%).

For some participants, the absence of a doctor at the reception meeting evoked a sense of
relief, as they felt that the conversation flowed more freely, and around a wider range of
topics, when medical staff were not directly involved. Holly, a psychiatric nurse on the

Unit, commented:

Holly: I think it’s good to have a meeting without doctors. I think clients say different
things to doctors. I've seen it, I've heard it with my own ears, they just change what
they 're saying. I think there’s this thing of doctor’s being god-like, isn’t there? I mean,

it’s a bit like perhaps avoiding any real issues, “Let’s get the tablets”.

Holly continued to elaborate upon her comments regarding how the conversations that

occurred in reception meetings would be constrained by the presence of medical staff:

Holly: Well, I think that people would feel more intimidated, those people who are
already intimidated by the meetings. “Psychiatrist”, “Consultant”, that’s a frightening
word as well, isn’t it? So I think that they'd be more intimidated. In any case, you don’t
want the reception meetings to be about medication only, or even about diagnosis, so
I'm not sure how involved doctors would want to be in the rest of the things that get

discussed at reception meetings.

In Holly’s view it was an inevitability that the involvement of medical staff within
reception meetings would have a narrowing effect upon the conversations that occurred.
This was not only because the service-user would feel unable to speak openly in the
presence of such powerful figures, but also because the medics themselves would not be
interested in participating in talk which wasn’t focused upon their particular area of
expertise, medication. In Holly’s view, the cultural stereotype of the ‘god-like’ doctor
whose interest doesn’t extend beyond the prescription pad was not only powerfully
operational in the minds of family members, but also in the minds of the doctors

themselves.
Similar views regarding consequences of doctors attending the meetings were also

expressed by Vicky, from her perspective as a service-user. Vicky identified a clear

distinction between the kind of discussion that she would have with medical staff and
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the discussion that occurred in the reception meeting, and went on to suggest that the

presence of a doctor in the reception meeting would have been inhibiting for her:

Vicky: No, I don’t think the doctor should be part of the meeting. No, because it makes it
too... it would make it too intense, because you would feel, eh.. what’s the word? Em, if
the doctor was there... I can’t describe how [ feel... I think it would have been, not
threatening, it would have been, eh, more like a hospital, doctor thing. Whereas without
the doctor there it was casual, and far more.... So I think if there was a doctor was there
sitting taking notes, I wouldn’t have been able to say half of the things that I said. It
would be too formal, I think, I think that’s the word, formal, if the doctor was there. But

without the doctor it was very informal.

This image of the doctor as a detached observer, silently recording what is being said, is
extremely powerful, and emblematic of a context in which monological communication
prevails. Encapsulated within this image is the ‘knowing observer’ and the ‘known
object’ dichotomy; it is an image which stands in sharp contrast with the notion of a
dialogical encounter in which understanding is communally generated and is always
fragmentary (Saukko 2002). For Vicky, the sense of formality associated with being in
the presence of a medical expert was a potential constraint in her struggle to find her
own voice. Watkins (1999) suggests that in social conditions where monologue prevails,
the participants who inhabit less powerful positions in the encounter may also
experience inner oppression as their ‘internal voices’ become silenced. Under such

circumstances, an experience of voicelessness in the face of authority may result.

By contrast, Vicky identifies the ‘informality’ of the reception meeting as being an
important factor in allowing her to open up. Nursing staff, perhaps because of their
lower status within the traditional professional hierarchy, were seen by Vicky as less

formal figures than doctors and therefore easier to talk more openly with:

Alex: Do you think of the meetings that you have, say with the nurses, as less formal

than the meetings with the doctors usually are?

Vicky: Yes, because obviously the nurses can advise and talk to you, whereas when you
see a doctor it’s more formal, it’s “How are you feeling now?” Whereas it’s less formal
without a doctor there. I mean, nothing against doctors! (laughs) But, yes, I think it

would be too formal with a doctor there.
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Vicky’s account of her relationship with the nursing staff stands in contrast to her
relationship with the doctors; the ‘knowing subject / known object relationship’ that she
regards as characteristic of her discussion with the doctors is contrasted with what are
perhaps more ‘ordinary’ or egalitarian relationships with the nurses. As the research
interview conversation progressed, Vicky elaborated upon this idea of the medical staff

as rather daunting authority figures:

Vicky: 1 think that’s the word, authority figures. I mean, the doctors are wonderful in
here, don’t get me wrong, but I think it should be a separate thing from the doctor’s, the
reception meeting. It’s less formal, and it’s more velaxing. Definitely. Because let’s face
it, the reception meeting is not a meeting to see how your progressing, is it? It’s not a
meeting to see how your getting on, it’s really a meeting to let people get together and
have a nice chat, and say how they feel, and it’s informal. Whereas if the consultants or
doctors were there, you would feel, “I’ll listen to what everyone else thinks”, so you
would be wary about what you said if the doctors and consultants were there, whereas

it’s nice and easy and relaxing and informal.

Vicky’s preference for the ‘informal’ conversations that occurred outside of the presence
of the doctors appears to have been linked with a desire to avoid engaging in narrowly
focused ‘illness talk’ which would reinforce her status as a ‘patient” who is “ill’. In other
words, she wished to avoid a process of interpersonal ‘closure’ occurring whereby the
problems that she was struggling with were located ‘within’ her as an individual, and the
contextual fabric of relationship which formed the backcloth to her situation was
ignored. When discussing her father’s request in the meeting for more information from

the staff about the nature of her problems, for instance, Vicky commented:

Vicky: I don’t think the reception meeting is about that. I don’t think that it’s about
relatives finding out how the state of my mind is and things like that, why am I like this,
“Why is she like that? " I don’t think the meetings about that.

If a doctor had been present, Vicky feared that this would have derailed the
conversation, in the sense that her relatives would have questioned staff about her
difficulties; the doctor would have been perceived as the source of authoritative
knowledge about the problem, rather than Vicky herself. In her father’s eyes, insight into
the nature of the problem was the province of the medical experts, and Vicky expressed
considerable frustration regarding her previous attempts to have her voice heard by her

father in relation to this issue:



Vicky: Because I've tried to tell him and it’s been dismissed, swept under the carpet...
Because if the doctor had been in the meeting... those sort of questions would have been
asked- “What's the matter with her? Why is she like this? How long’s she going to be

in?”" There would be nothing said.

For Vicky, these questions about ‘what is wrong with her’ in psychiatric terms, and the
expected ‘prognosis’ were relatively insignificant; if the meeting had focused on these
topics, ‘“‘there would be nothing said”. According to Whittle (1996) family members
become even more orientated towards illness accounts of the problem when a person
enters hospital, and as a consequence, responsibility for creating change is frequently
‘handed across’ to the professional ‘experts’. In addition, the ‘mentally ill’ are often
regarded as lacking in ‘insight’ into their situation because of impaired perceptions of
‘reality’, and therefore tend to be regarded as unreliable commentators (Scott 1973). The
reception meeting that Vicky and her family participated in appears to have been
empowering in this respect; the meeting provided a context in which Vicky’s own voice
could be heard rather than her story regarding the situation becoming subsumed through

the amplification of an illness account.

For both Holly and Vicky, speaking from their respective positions as staff member and
service-user, the authority of the medical narrative is such that other ways of thinking
and talking are suppressed. These powerful medical narratives are embodied in the
presence of doctors, whose authoritative presence is likely to transform the informal,
conversational ethos of the reception meetings into an altogether more formal affair. In
Bakhtinian terms, heteraglossia becomes monoglossia as the voices of the service-user
and family become marginalized in favour of narrow, reductionist talk of ‘illness’,
‘symptoms’ and so on (Seikkula 1993). Paradoxically, these medical narratives are
viewed by Holly and Vicky not only as being very powerful, but also, at the same time,
fairly insignificant in terms of addressing issues of genuine concern. It is in the more
informal context of a meeting without doctors present that “real issues” can be

discussed.

While some participants in the study suggested that they felt there was more freedom to
speak about a wider range of issues in the reception meetings when the medical staff
were not present, this was not a view shared by all. For some of the professionals who

took part, the absence of a doctor was a source of frustration, leading to the discussion



being insufficiently focused on medical concerns.. This view is expressed by Jane, a

social worker who attended a reception meeting after Marion was admitted to the Unit:

Jane: Yes, I think that I did view it as an information giving and receiving session, that
was from my point of view, and I felt that afterwards, from my point of view, I hadn’t got
the information that I needed. We hadn’t gone through what had led up to the admission,
and Marion had mentioned that Dr. Price (consultant psychiatrist) had changed one of
her tablets prior to admission and she’d been hallucinating. 1 don’t know if she was still
on that tablet, that’s why I think she was asking about the medication, and Jim
(Marion’s partner) was quite concerned about that. I think the pair of them had fixed...
the way that Marion had gone was due to this tablet that she’d been given two days
earlier, and I don’t think that had been cleaved up for her, for them, you know? That
seemed to be one of the issues that they had both come out with. And there was no Medic
there either, there was no notes there to say what she was on. So, that was something we

had to go after the meeting and sort out a bit.

Jane is concerned that these recent changes in Marion’s medication, which may have
been an important aspect of the chain of events leading to her hospital admission had not
been addressed in the reception meeting. Whereas some participants welcomed this shift
away from a medical focus as an opportunity to discuss a wider range of issues, Jane

experienced it as disempowering for Marion and Jim.

Carl, a CPN who participated in the research, also suggested that there is a greater
likelihood that the conversations that occur in reception meetings will be dominated by
a medical focus when a doctor attends, but he also expressed the view that this is more
likely to be problematic in situations where the service-user and family have had limited
previous contact with psychiatry and with in-patient services. Carl suggested that for
those people who have had extensive involvement with mental health services,
discussion abut medical issues such as diagnosis and medication is a familiar and well
trodden path which they might expect would occur in the meetings. In the following
extract from a research interview, Carl discussed his experience of attending a reception
meeting that was arranged when Imogen, a long-term user of services, entered hospital.
As well as Imogen, the reception meeting was also attended by her partner Don,
members of the ward team, Carl and myself. In this instance, a member of the medical
staff was present at the meeting, although she had to leave for part of it in response to a
message on her pager. Despite this interruption, Carl felt that the presence of a doctor at

the meeting had been important:



Carl: I think it was quite useful that she (the doctor) was there, and it would have been
useful if she was there throughout the meeting, because I think Imogen and Don have a
lot of questions about medication and all those things, and I think that would have
allowed some of those immediate concerns, which would have been extremely important
for them, to happen. So, I think it is useful if a medic can attend, for them to attend.
Sometimes that then sets the scene for a certain kind of discussion about, “What is my
treatment going to be while I'm in hospital? What is wrong with me?”, type of questions.
But in knowing Don and Imogen, I know that they've had those sort of discussions for
years and years, and for that to be different, I think that that’s expecting too much in

Sonie ways.

One of the aspirations of the reception meeting team was that the discussion that
occurred in the meetings would reflect the concerns of the service-user and their family,
rather than an agenda being imposed by the staff (Reed 1999). While Vicky and Holly
both expressed concern that a medical focus would deflect the meeting from more
significant areas of discussion, Carl suggests that for those who have had extensive
contact with medicalized psychiatry, this has become the familiar landscape of
conversation, and a departure from this focus might be too unusual for them to engage
in. Imogen herself was also interviewed for the study, and her comments confirmed
Carl’s impression that she felt it was useful to bring people together, and that she would
have preferred a doctor to have been present for the entire discussion, (Imogen had
asked that the research interview wasn’t recorded, so the following comments are taken

from notes I made immediately after we had spoken'):

I asked Imogen what she thought about the idea of the reception meetings, and she said
that she thought that they were a good idea, and that Don had also thought that it was a
good idea to get people together in this way. I also asked if there was anything in
particular that she felt would have improved the meeting, and Imogen said that Dr
Joplin kept getting paged and so was coming in and out of the meeting, therefore not

getting a clear idea of what was being talked about.

While the perception of medical staff as authority figures led to some participants
feeling more free to speak in the meetings when there was no doctor present, others like

Imogen and Jane expressed the view that it was preferable that they attended. The

! Further examples of the observational notes I made during the process of practitioner
observation are provided in appendix 3, part ¢, to provide the reader with a more detailed picture
of this data-source.
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different views expressed by participants regarding the involvement of doctors appears
to have been, in part, shaped by different views regarding the importance and
desirability of talking about medically-orientated issues such as diagnosis and

medication.

As with service-users and family members, individual staff members appeared to hold
differing degrees of allegiance to medical narratives regarding problems. For
professionals like Jane, who appeared to be immersed in this perspective, an absence of
discussion regarding medical factors might produce scepticism about the value of the
meeting, whereas for Holly, an emphasis on illness-related talk would be a distraction

from more relevant concerns.

Within the medical staff group itself there was also, of course, different degrees of
allegiance to illness-based accounts. The medical director for the overall mental health
services in the area also provided some clinical input into the Unit, for instance, and was
an important source of support for the reception meetings. Another of the consultant
psychiatrists, John, was additionally trained as a family therapist. John was also a
member of the reception meeting team and a keen advocate for the development of
family-based services. For John, the reception meetings were important in that they
provided an opportunity for families and staff to talk together productively, without an
illness account dominating proceedings and without an emphasis on instrumentally

focused discussions:

John: ...you get some people in a room, and towards the end of the meeting, agreements

and plans and ways forward are emerging that are unrelated to brain chemistry.

Although the medical staff involved in the research site held much more diverse views
about psychiatric problems than the common stereotype of doctors as ‘pill pushers’
allowed credit for, the authority and status traditionally invested in their role acted as a
potential inhibiting factor regarding the discussions that occurred in the reception
meetings, regardless of whether the doctors concerned were contributing to the

discussion from a medical model perspective or not.



Summary and discussion

According to Geist and Dreyer (1993), medical science claims to stand above ideology
through its objectivity and value free-neutrality, and it is the nature of this knowledge
claim which legitimises medicine as a form of social control, as well as shaping
dominant cultural stereotypes regarding the doctor / patient relationship. This
‘ideologically pure’ notion of science and medicine is undermined by postmodernism,
however, which places all knowledge(s) within socio-political contexts. Similarly,
Bakhtinian ideas about dialogue in human communication disrupt the notion of the
doctor and patient as discrete, singular selves, a ‘knowing’ doctor and a passive patient
who is known. Dialogical communication entails both participants as engaging in an
interdependent process whereby understanding is produced jointly, and always
comprises a mixture of the given (pre-exiting knowledge), and the new (emergent
knowledge which is specifically relevant to local circumstances). The traditional
ideology of medical care, according to Geist and Dreyer (1993) places constraints upon
communication between doctors and the people who consult them, as well as

minimizing opportunities for dialogue.

In relation to the reception meetings, attempts to sidestep the complex power issues
associated with medical authority by engaging in what might be experienced as more
informal meetings without doctors present were likely to result in a different set of
problems being generated, however. One unintended consequence might potentially be a
re-emphasizing of the illness narratives that participants were seeking to escape or
undermine. Colgan McCarthy and O’Reilly Byrne (1995, p. 125) describe a dialogical
field as being constituted, “by the reciting and resiting of many contrasting, diverse and
often conflicting stories”. These authors emphasize that these diverse stories may not be
symmetrical, in that some are invested with greater social privilege than others. Failure
to recognize and engage directly with these dominant accounts may, however, result in
the further disqualification of marginalized accounts. In relation to the reception
meetings, for instance, failure to include the medical voice in some meetings created a
risk that the marginal status of the reception meetings within the organization would be
maintained, along with the alternative voices and stories which found expression in the

meetings.

A further disadvantage associated with the non-inclusion of doctors in the reception

meetings may be that stereotypical conceptions of medical staff as aloof, one-
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dimensional authority figures might remain unchallenged. The persistence of these
restrictive stereotypes was a potential source of frustration and loss of opportunity not
only to the doctors themselves, but also to the other participants in the meeting who

might benefit from opportunities to engage dialogically with these key practitioners.

The creation of conversational contexts in which open dialogue might occur within a
social field which is saturated with power inbalances is an extremely complex task. In
the chapter that follows, data regarding participants’ views and experiences of the
reception meetings will therefore be explored, with a particular focus on the extent to
which those who took part felt that the meetings presented opportunities for their voices

to be heard.
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Chapter 9. The reception meetings as occasions for
dialogue: Opportunities for speaking and hearing in the

meetings

The rationale for the reception meetings, as they were originally conceived of by the team of
staff who developed the service, was that they would create a forum where members of the
different systems (family, hospital, community agencies, and so on) that come into contact
with one another when a person enters hospital could meet and enter into dialogue about this
important transition. From a social constructionist perspective, the process of dialogue is in
itself transformative as new understandings are built up by those participating in the
conversation (Anderson 1997). A dialogical process allows participants to acquire a greater
sense of agency over their lives and relationships by discussing the problems and generating

new perspectives and ways to move forward (Seikkula, Alakare & Aaltonen 2001).

Social constructionism proposes that our experience of personal agency is intimately
connected with the concept of voice, and with the ability to speak and to be heard (McAdam
1995). The experience that one’s words have been listened to and taken seriously within a
particular setting is therefore an important dimension of dialogue. Such a position can by no
means be taken for granted in a psychiatric setting, where service-users are commonly
considered to be lacking in ‘insight’; a psychiatric diagnosis implies a faulty perception of

reality, and one’s words may consequently be taken with more than just a pinch of salt.

The different responses of participants to the group setting of the reception meetings and the
extent to which they experienced the meetings as occasions for dialogue was therefore a key
area of enquiry in this research. Participation in any group situation may evoke a wide range
of responses. The experience may be positive or liberating for participants, but can also be
experienced as stressful or threatening. If the setting feels too unsafe for participants to
tolerate the degree of uncertainty that is a precondition for tolerating different perspectives,

then the meeting is unlikely to be experienced as helpful (Mason 1993).

In the discussion that follows in this chapter this issue of the reception meetings as a

potential forum for dialogue will be further considered by presenting data pertaining
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specifically to the theme of voice, and by exploring the extent to which participants
appeared to feel able to speak and to be heard by others in the reception meetings. The
exploration of participants’ accounts of their experiences regarding the meetings was a key

aim of the study, particularly in relation to this theme of voice.

Stories about responding to uncertainty

The experience of entering a psychiatric hospital involves encountering a different and
potentially unusual culture for the person concerned and also for their relatives or significant
others. The service-user and family will therefore be involved in a process of assimilating or
orientating themselves towards this new culture (Rose 1985), particularly during the first
few days, which may be a period of high anxiety for all concerned (Scharfstein and Libbey
1982). One of the aims of the reception meetings was therefore that they would provide an
opportunity for information sharing between the family and the staff; for the staff to inform the
family about the organizational culture of the Unit and for the family, in turn, to inform the staff

about themselves and their culture (Reed, Stevenson & Wilson 1998).

Attending the meetings in the first place might, however, be an anxiety provoking experience
for all concerned, another step into the unknown at a time when all around was already
experienced as strange. If the prospect of attending this kind of meeting generated too much
anxiety or unsafe feelings, then little learning would be likely to occur (Mason 1993). On the
other hand, it might be viewed as an important opportunity for service-users, staff and family
members to talk together, an opportunity that can be surprisingly rare in psychiatric hospitals
(Johnstone 2002). In this study I was therefore interested in exploring with participants what
their initial feelings, expectations and preconceptions were regarding the reception meetings, as
well as the extent to which these early impressions and expectations shaped subsequent

experiences of meetings.

For many of the research participants, the reception meetings were a novel experience in
that most had experience of attending a single meeting at the time when they were
interviewed. These participants therefore had no prior direct experience which might guide
their expectations about what would occur in the reception meeting. Similarly, most

participants were likely to have had minimal discussion with staff about the meeting prior to
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attending. At the point when they were invited to attend, people were provided with an
information leaflet which gave a short summary of the purpose of the meetings (see
Appendix 2). Any prior discussions about the meetings tended to be kept brief, so that the
agenda could be generated in the meeting itself, arising from the concerns of those who were
present. This desire to engage in a less scripted form of discussion differentiated the
reception meetings stylistically from the other meetings that occurred in the research site in
that most meetings had a specific agenda and the discussion tended to be more
instrumentally focused upon achieving particular outcomes. The looser style of discussion
that occurred in the reception meetings therefore had the potential to generate a degree of

uncertainty for participants, at least initially.

This experience of uncertainty was graphically expressed by Vicky, a service-user who had
entered hospital on a voluntary basis. Although this was her third admission to the Unit, it

was Vicky's first experience of attending a reception meeting:

Alex: I was wondering if it was on your mind before you went in (to the reception meeting),

about what it was going to be like?

Vicky: I had no idea. I thought it was just going to be a meeting where you just said "Hello",
and told my husband about why I was here, and what the hospital was like- visiting hours
and things like that, so I was quite surprised when the conversation started off like that, but
then it gave me the courage to speak, and it sort of got on to how I was feeling, and be able
to let my father speak, and it sort of got round that way. I was very surprised, yeah. I was
terrified before I went in! Absolutely terrified, because I didn't know what was going to
happen! But once I was in, the first five minutes was just, eh... I didn't think about being

nervous, because I had so much to say.

Vicky's initial frame of reference for the meeting was extremely hazy. She described having
some expectation that it would be a introductory, information-sharing event, but at the same
time, she also spoke of her initial feelings of “terror”, which suggested that she may have
had an additional expectation that the conversation might shift into other, less safe or
predictable territory. This lack of clarity about what to expect from the meeting might easily
have produced a state of ‘unsafe uncertainty’ (Mason 1993), preventing her active

participation in the meeting, or resulting in her having a negative experience of it. Vicky
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appears to have experienced the meeting as liberating, however. Her feeling of being a
"nervous wreck" was dissipated when she used the reception meeting as an opportunity to
talk with other members of the family about issues that they had not previously spoken

about together, a process that she experienced as extremely helpful:

Vicky. I know that when I went into the meeting I was a bag of hammers (laughs). I was a

nervous wreck, but when I came out 1 felt wonderful!

For Vicky the reception meeting provided an opportunity to speak openly about issues that
had preoccupied her. Initial feelings of fear about what might occur in the reception meeting

were also expressed by Maria, a service-user who had entered hospital for the first time:

Maria: I was frightened. I was anxious, I was very anxious, at the time, anyway, that 1
would be bombarded with questions, that [ wouldn't be able to answer. Because I wasn't

very good at the time, I feel better now.

These fears seem to have been largely abated for her when the meeting was underway,

however:

Maria: It was entirely different from what I expected it to be. It brings things out in the open
with your family, where sometimes you wouldn't say things, if you know what I mean? You

wouldn't say things. But because it was like, in a meeting, you say more, I think.

While Maria's situation was different from that of Vicky in that she had not been admitted to
a psychiatric hospital previously, the experience of attending a reception meeting was novel
for both, along with associated feelings of uncertainty and apprehensiveness regarding what
might occur. Despite these uncertainties, for both Maria and Vicky the meetings they
attended also provided opportunities for speaking more openly about their concerns. Initial
experiences of ‘unsafe uncertainty’ appear to have evolved into experiences of ‘safe
uncertainty’ (Mason 1993), or at least ‘safe-enough uncertainty’, in the sense that the degree
of apprehension and lack of clarity encountered didn’t result in a loss of voice and prevent
their participation in the meetings. Mason argues that a position of safe uncertainty is
required for participants in a therapeutic conversation if dialogue is to occur: a position of

‘unsafe uncertainty’ results in participants feeling too threatened to participate dialogically,
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whereas attempts to minimize the experience of risk through adopting a position of safe
certainty results in a loss of curiosity and willingness to explore multiple perspectives. From
the perspective of these service-users the reception meetings therefore appear to have
represented both a site of potential opportunity for open talk, as well as an initial source of

fear and apprehension.

Stories about locating a frame of reference

Faced with uncertainty about what might occur in the reception meetings, a number of
participants spoke about drawing upon their previous experiences of other meetings or group
situations in different contexts as a frame of reference to guide their actions in the reception
meetings. Adam, speaking from a service-user position, described the apprehension about
attending a reception meeting which his partner Sara experienced, and how she attempted to
manage these feelings, (Sara had been unable to attend a research interview, but had shared
her views with Adam and asked him to convey them to me). Sara, a teacher, had arrived late
for Adam's reception meeting due to work commitments, so she missed the introductions
that took place between the people who attended, possibly adding to her sense of
uncertainty. Her feelings of apprehension were, according to Adam associated with several
factors, including uncertainty about what might occur in the meeting; tensions in her

relationship with Adam; and anxieties about his state of mind:

Adam: Because of the situation, between us, I think she was desperately trying to figure out
what on earth was going on, because she didn’t understand ... , ...She said she felt totally at

sea. She did what she would normally do, professionally, I think...

Adam suggests that in the face of this uncertainty and worry, Sara drew upon her
professional experience as a teacher to provide a frame of reference for how to act in the
meeting. Using a framework that was familiar to her as a guide in this unfamiliar situation
may therefore have been a way of managing the uncertainty associated with the meeting, so

that she didn't feel overwhelmed by it.
A similar strategy of drawing upon previous professional experience as a point of reference
was also adopted by Howard, a service-user who participated in the research. Howard, who

like Sara had experience of teaching, had entered the Unit under the Mental Health Act
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(1983) in a very depressed and suspicious frame of mind. A reception meeting was arranged
shortly afterwards that was also attended by his Mother, his primary nurse from the Unit, a
CPN who was also a member of the reception meeting team and myself. Howard
commented that the experience of meeting with an unfamiliar group might be "daunting” or
"off putting” for many people in his situation, but also indicates that his previous

professional experience as a teacher provided a heipful framework in this context:

Howard. It (the reception meeting) might be off-putting.

Alex: Yes, it might be. Was it for you?

Howard: Not this time, because ['ve got more used to these situations. Having done some

teaching, I've got more used to having a group of people there.

For both Howard and Sara, drawing upon their previous professional experience in this way
therefore provided them with a framework for participating in the meeting. Drawing upon
these professional identities may have enabled these participants to connect with previous
experiences within their lives of behaving competently and knowledgably within groups.
Consequently, using their ‘professional selves’ as a frame of reference may have been
helpful to them, initially, in creating distance from the feelings of anxiety associated with
entering a forum where the implicit ‘principles’ or ‘rules’ guiding participation were not yet

negotiated between participants.

Stories about staff expectations and uncertainties

Several of the staff who participated in the research also described feeling uncertain about
what to expect from the reception meetings, and spoke about how they attempted to draw
upon their previous experiences of attending other meetings in the service as a frame of
reference. Jane, a social worker, discussed her initial expectations in relation to a reception
meeting she attended for Marion, a service-user that she had been working with for some
time. Marion had entered the Unit at a weekend, and so a reception meeting had been
arranged at quite short notice on the Monday This was the first reception meeting that Jane

had attended, so she had no prior experience to draw upon. In the following extract she
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indicates that in the absence of information about the reception meetings, her initial
assumptions about what to expect were shaped by her experiences of attending other kinds

of meeting in the service:

Jane: (I was told) only that it might be too short notice, but they were holding a meeting,
and (pauses), just that Marion had been admitted on the Saturday, and it was a lot to do
with the death of her father, and that was it. No information about the reception meeting. 1
think that I assumed it was going to be the same as a Care Programme Approach meeting,

and.... (pauses) but she didn't say anything about the meeting itself.

Jane drew upon her previous experience of Care Programme Approach (CPA) meetings,
which took place before a service-user was discharged from hospital, as a frame of reference
for the reception meeting. Like reception meetings, CPA meetings occurring in the research
site were also usually attended by the service-user and sometimes by their relatives, as well
as members of the professional team. The CPA meetings tended to be more task-focused
however, with the aim of devising and reviewing care-plans for the service-user, in contrast
with the looser ‘agenda’ for reception meetings which were generally more process-
orientated. Using the CPA meeting as a frame of reference in this way resulted in Jane
feeling surprised by the amount of time that was spent in the reception meeting focusing on
Marion's feelings. The unexpected turn that the meeting took evoked confusion for Jane

about how she could participate in a useful way:

Jane: I'was a little bit unclear about my role in the meeting. Then as the meeting progressed
Iwas trying to work out if I'was there as a support for Marion and Jim, or if I was there as
Marion's key worker under CPA, and [ felt like I sat back a bit in the meeting because I felt

a bit unclear, and the meeting went along lines that... it wasn't what I expected.

Although Jane identifies some positive aspects of the reception meeting, the experience of
uncertainty constrained her from participating as fully as she might have wished to. She had
anticipated that the meeting would be used to attend to “practicalities and things like that”
rather than on Marion's emotional distress. Despite Marion’s entry to hospital occurring
following the sudden and unexpected death of her father, Jane was surprised by the
emotionally focused conversations that occurred in the reception meetings. The degree of

surprise she experienced was linked with Jane’s having had quite specific expectations of
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the reception meeting, based on her experiences of previous meetings within psychiatric
services. When the conversation in the reception meeting developed along lines she hadn’t
anticipated, Jane also experienced a related sense of confusion about her own position or

role within the discussion.

Helen, another of the professionals who participated in the research also discussed her initial
expectations regarding the reception meeting she attended. Like Jane, Helen used her
previous experience of CPA meetings as a psychological reference point to orientate herself,
but this appears to have been less problematic for her than it was for Jane, as she anticipated

that the reception meeting would be different from, rather than the same as, a CPA meeting:

Helen: I didn't see it as a kind of agenda setting meeting or anything like that, I didn't see it
as me being involved in any direct way, like a CPA meeting might, I saw it very much as a
kind of introductory thing, "These are the people from the Ward, do you have any sort of
problems?", that kind of thing. [ saw it very much as a kind of a first step that might
highlight some needs that we might look at after that, you know, perhaps in a different

Sforum.

Helen seems to have appreciated the opportunity to engage in this less structured form of
conversation. She does, however, describe experiencing some uncertainties in the meeting

about what her role was and how she 'should' participate:

Helen: ...I think that one of my concerns, perhaps, was, I suppose I was full of... I don't
know, I didn't really have an agenda, as such, and, I didn't really, I was more... I was
inhibited perhaps in some ways, in that I didn't want to distract from Vicky or Jim's needs,
and, you know, I suppose it's a case of, em, "Is this the right place for me to bring this up?" I
can't even think of an issue that I was thinking of, but it's you know, "Is this the right time to

check things out?".

Like Jane, Helen also seems to have been concerned in the meeting to try and work out the
'rules' for the conversation; rules about roles, how to participate, and what were the
appropriate areas of discussion in that setting. The absence of a clear frame of reference for
the reception meetings therefore seems to have been experienced as inhibiting for some

professionals who participated in the study, leading to experiences of role confusion. This
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process seems to have been more problematic for Jane than for Helen, in that Jane appears
to have experienced the reception meeting she attended as rather frustrating, whereas Helen
regarded the one she attended more positively. For Jane, the insufficient focus upon
“practicalities”, coupled with the lack of clarity she experienced about roles in the meeting
were perceived as important deficits, whereas Helen appears to have attended holding a

looser set of assumptions about what should occur.

Previous research regarding psychiatric admissions units has suggested that staff and
service-users have different areas of concern, with staff tending to be orientated towards
medical model concerns over symptoms and medication whereas service-users are often
preoccupied with more everyday matters such as companionship, housing, work, and so on
(Sainsbury Centre for Mental Health 1998). This raises a question regarding the potential for
a conflict of interests between staff and service-users in the reception meetings; that is, if the
meetings had been organized in such a way that they were more congruent with the initial
expectations of the professionals who were cited above, they may have been less likely to
have provided opportunities for the service-users to voice their own concerns. An ‘ideal’
situation to have been achieved in the meetings might have been a ‘both / and’ position,
where different, and sometimes contradictory accounts could be spoken about without any
single perspective becoming elevated to ‘truth’ status (Andersen 1990). Such a balance is
difficult to maintain in a contested social field like psychiatry, however, and the power
differentials associated with disagreements about ‘reality’ are particularly resonant in
hospital settings, where the staff who have a privileged voice also hold powers to impose
‘treatments’ against the wishes of the service-user. Again, a question is raised regarding the
extent to which it is possible to create the conditions in which dialogue might occur in a
meeting taking place in this kind of environment. At the risk of oversimplifying a complex
situation, the reception meetings might be viewed as an attempt to introduce opportunities
for dialogue between different social actors into an environment where monological forms

of communication tended to prevail.

Stories about the reception meetings as a vehicle for enhancing connections

Relationships between members of the ‘system of concermn’ which develops around a

problem may become fragmented if there is no opportunity for people to meet and talk about
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the problems and the meanings attributed to the service-user entering hospital. A number of
the participants in the study identified the reception meetings as providing an opportunity to
address this problem of fragmented communication and create greater connectedness

between the different members of the family-professional system.

Helen, a CPN, discussed the importance of the reception meeting as a forum where people
were brought together, and where the stresses created by the experience of hospital

admission for service-users and families were acknowledged:

Helen: I thought it was a positive experience. Thinking about what should happen when
someone goes into hospital, I don't think enough emphasis is placed on the stress that it can
place on people, and their families, and I think just having something like that in place,
you're acknowledging that it is difficult for people, and the very fact that the meetings exist
is a good thing. And, I think my experience, yeah, it brought people together, that, for that

particular client, and her father ..., yeah, it brought them together.

Helen’s comments about the positive nature of the meeting suggest that the people who
attended the meeting were ‘brought together’ in a psychological sense, as well as physically.
The reception meeting represented a form of acknowledgement, on the part of the hospital,
of the stress experienced by the family. Similarly, Carl, another CPN, discussed his
experience of a reception meeting he attended when Imogen, a service-user he had been

working with for some time, was admitted to the Unit:

Carl: I think the thing that I liked about it really was the opportunity to get together...I
guess an idea I have is that when people come into hospital, that often conversations are
Sfragmented. I guess that often ward staff will meet with someone and have cownversations,
then I will meet with them, and then the person and their partner will have conversations,
and there never seems to be an easy forum to come together and sort of share things, and [

guess that I liked the idea that we could come together and talk about that admission.

Carl viewed the reception meeting as an important means of countering the fragmentation
that takes place when conversations occur in different contexts and there is no forum for
bringing these different strands of talk together. When a person enters hospital there is a

particular danger of the voices of family members being ignored or marginalized because of
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the individually-orientated models which predominate within in-patient settings (Reed
1999), and Carl felt that the reception meeting played a particularly important role in

addressing this issue by including Imogen’s partner, Don, in the meeting:

Carl: Particularly, I thought it was important for Imogen’s partner to be given an
opportunity, because he’d been sat struggling with quite a lot of things, and it had been
quite difficult for him to work out a way of helping Imogen, and I think it was quite good to

allow them to come together and have a voice in things.

From Carl’s perspective, the reception meeting was therefore particularly helpful in
supporting Imogen’s partner Don, who it seems had been feeling isolated and confused
regarding what he might do to be of help. This emphasis on the value of the reception
meetings as a forum for including family members and “allowing them a voice” was
highlighted by several of the research participants. In view of the warnings from the
previous literature regarding the potential for distant relationships between psychiatric staff
and families to develop (Winefield & Burnett 1996), this was a particularly important

feature of the meetings.

This theme of the reception meetings providing a forum for bringing people together was
also highlighted by Mrs Conrad, when discussing the meeting she attended when her son
Derek entered hospital. The reception meeting was attended by Derek himself, both of his
parents, and staff from the hospital and community psychiatric team. Together with another
member of the reception meeting team, I was also present to ‘host’ the discussion. At the
beginning of the research interview, Mrs Conrad referred to the reception meeting as a

“welcoming meeting”’, and described it in very positive terms:

Mrs Conrad: The reception meeting was an excellent way of introducing the family to the
management, in a welcoming, friendly and informal environment, which can only be
beneficial to the patient, because he comes or she comes in (to hospital) very nervous, and

often the parents do as well. I thought it was an excellent thing.
Scharfstein and Libbey (1982) have suggested that family-staff meetings within the first few

days of hospital admission can be helpful to families in reducing the high levels of anxiety

associated with this process. This view is supported by the comments of Mrs Conrad, who
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commented that the process of “introducing everybody together” that occurred in the

reception meeting was particularly important in helping to allay some of these worries:

Mrs. Conrad: Oh yes, he (husband) was quite stressed. He has sleeping tablets now, but
other than that he’s all right. It’s difficult to sleep, because you wake up thinking, worrying
about when they 're going to get better, if they re going to get better. All the things a parent
goes through.... Yes, I think we were definitely glad we had been, just to see where he is and
how concerned everybody was, and obviously the fact that you had a meeting shows that

you were thinking about Derek and the right procedures, really.

The act of arranging a reception meeting was described by Mrs Conrad as an expression of
concern by the staff, a gesture which seems to have been extremely supportive in the face of

their intense parental worries about the situation.

Vicky, a service-user, also commented that the reception meeting was important in bringing
people together and opening up communication between participants. In particular, Vicky
felt that the reception meeting helped to bring about a stronger connection between her

husband Jim and the staff:

Vicky: It helped me immensely. .... The first part was my husband being allowed to be there.
In the past he’s felt pushed out, and he didn’t know what was going on here. He was
confused, he was upset. Being able to come into the meeting, and listen to everyone, and
hear what [ had to say helped him immensely. It also helped me, because I was able to say
things to Jim (husband) and my father with somebody being there. So that was very helpful.
It gave me a little bit strength.

Vicky viewed the meeting as beneficial in two respects: for Vicky herself, it was
empowering in that it offered a forum where she expressed her thoughts to her husband and
her father in a way which had not previously felt possible. From a social constructionist
perspective, the act of telling a previously unspoken story is an act of power (Pearce &
Pearce 1998), and Vicky identifies this process as one of gaining strength. In addition,
Vicky expressed the view that the meeting was beneficial for her partner, Jim, who had

previously felt excluded:
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Vicky: Last time it happened, last time [ was here, there was no reception meeting, and Jim
obviously felt left out. He was disillusioned, he was upset. Basically, he didn’t know what
was happening, in terms of how I was and how I... [ couldn’t speak to people. Coming to the

meeting, it reassured him, gave him a little bit of an insight into how I feel.

In this instance, the reception meeting appears to have provided a site where dialogue
occurred; that is, where ideas and thoughts could be expressed more openly between family
members, resulting in an enhanced understanding of the situation. The meeting also appears

to have created, for Jim, an increased sense of connectedness with staff on the Unit:

Vicky: He thought it (the reception meeting) was a wonderful idea. From that meeting he
has felt no qualms about coming onto the Ward, he's been able to come and speak to the
nurses. Whereas last time I was in, he couldn’t, he didn’t. I don’t know if he couldn’t, but he

Just didn ’t.

Rose (1985) suggests that when a distant relationship between family members and
psychiatric staff develops in the early phase of admission, this difficult relationship pattern
frequently becomes amplified, rather than improving, over time. Vicky described
graphically the degree of exclusion previously experienced by Jim during her previous
admissions; a state of affairs that may well have continued and deteriorated if not for the
reception meeting. Jim expressed a similarly positive view of the reception meeting,

identifying it as an opportunity for Vicky to talk more openly with him:

Jim: I though it (the reception meeting) was informative- it certainly helped us. Because

Vicky was saying things in front of me that she wouldn't, she hadn’t said in the past.

As well as providing opportunities for more open discussion between Vicky and himself,
Jim also felt that the reception meeting had brought him into closer contact with the staff in

a way that he valued:

Jim: This is, that’s the third time she’s been in, and it’s the first time I've sat down with

anybody and talked about it.



The opportunity to speak with staff seems to have been an important development for Jim,
as he referred to it several times during the research interview. Despite having some
previous acquaintance with the Unit through Vicky’s past admissions, he felt “excluded”, to
use Vicky’s term, in a way which also left him feeling upset, confused and disillusioned. It
is important to emphasize that neither Jim nor Vicky suggested that these feelings of
exclusion were prompted by unfriendly or overtly distancing behavior on the part of staff.
Rather, it seems that the absence of a direct invitation from staff to participate was sufficient

to deter Jim from approaching them regarding his concerns.

Helen, a CPN who had been working with Vicky for some time prior to the hospital
admission, also regarded the process of ‘bringing people together’ in the reception meeting

as particularly beneficial for Jim:

Helen: ...I knew there was a difficulty there. I knew that Vicky had said that she worried
about her husband. Worried that (inaudible), so I thought that literally bringing him in, in
that forum, might help to break the ice, and also acknowledge that he has needs here, he has
concerns. Just having that forum there, that structure, might help that happen, more than,
say, speaking to the nurses separately. And also, perhaps, it helped to break down some of
the stigma, some of his worries about coming onto the Ward and speaking to people.

Certainly, he’s been involved in our meetings, so, he seems a bit happier about those things.

Helen’s perception of the reception meeting was that it facilitated a “bringing in” of Jim, as
well as of Vicky’s father, David. This process led, Helen suggests, to a new openness and

increased supportiveness subsequently:

Helen: Well I raised it (the reception meeting) the next time we met, just to ask how they felt
about it, and they were positive about it, in that I think the significant thing for Vicky was
that she was able to say some things, and Jim made a comment as well about his reaction,
which was significant, something about his being defensive, which was in support of Vicky,
because that’s how Vicky felt. So that they were, in that way, able to support one another, he

was able to share her reaction.

In creating a context in which people met together and shared stories that could not

previously be spoken about directly, this reception meeting appears to have represented a
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starting point for new developments in relationships between family members, and,
particularly for Jim, in the relationships between family and staff. This new openness within
relationships offered potential for change, since it is through the process of conversation

between members of a system then new meanings are generated (Anderson 1997).

Stories about ‘finding’ a voice in the meetings

Receiving a diagnosis of ‘mental illness’ and entering a psychiatric hospital are experiences
which can be profoundly disempowering for the individuals concerned, and may
consequently result in difficulties in speaking confidently or authoritatively. A central aim
of the research was therefore to explore the extent to which the reception meetings offered
opportunities for people to gain an increased experience of voice by beginning to share their

thoughts and concerns with others.

The perception of the reception meeting as a forum in which the service-user’s voice was
increased was expressed by Jane, a social worker. Jane commented on the effects of the

reception meeting that was arranged for Marion, a long standing user of psychiatric services:

Jane: She (Marion) was certainly calmer after the meeting, she was able to, she’'d opened
up, from being sort of, from not looking at any one and not talking, not wanting to speak.
You know at the start of that meeting she didn’t want to speak, when the meeting finished
she looked me in the eye, which she hadn't done and she started telling me things that she
wanted to happen for her. Maybe that meeting had enabled her to do that afterwards?

Jane identified an important qualitative change that seemed to occur for Marion through the
meeting. The reception meeting appeared to have been ‘enabling’ for Marion, helping her to
find her voice. The distribution of power in the relationship between them altered in that
Marion who previously appeared to be without voice began to look Jane in the eyes rather

than averting her gaze, and expressed her wishes regarding what should happen.

Adam, a service-user, described the reception meeting as an opportunity to speak more

openly about his ‘inner’ thoughts. Adam had been in hospital on previous occasions, but this
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was the first reception meeting that he had attended. The meeting was also attended by his
parents and his partner Sara, as well as members of the professional network. At the
beginning of the reception meeting Adam described feeling an intense sense of emotional
turmoil, in response to which he found himself "blurting out" his thoughts and feelings in an

attempt to gain some sense of relief:

Adam: .1 sort of blurted everything out, a sort of gush, and so I was sort of, then I was

thinking....

Adam continued to describe this sense of urgency to discuss his thoughts and feelings that

he experienced in the reception meeting:

Adam: .1 just wanted to, to... [ wanted to, [ wanted to... At the time, I wanted to let people
know what was going on, [ wanted to tell the truth. I had this thing that I had to tell people

what I was really like, and get it out, just to relieve my own... how I was feeling.

The experience of “blurting out” thoughts in a group situation might potentially leave a
person feeling unsafe, vuinerable or ‘over exposed’. In this instance, however, the reception
meeting appears to have been a cathartic experience for Adam, an opportunity to find some
relief through expression of his inner thoughts and feelings. His account of the meeting also
evokes the impression of a confessional, an occasion to “tell the truth” and reveal himself to
the others present “as he really was”. Hotffman (2002) conceptualises the term ‘catharsis’
systemically, not simply as an outpouring of emotion, but as a sense of relatedness or
community. For Adam, lost in his inner world of strange thoughts and worries about his
relationship with Sara, this urgency to speak ‘truthfully’ may therefore have been associated

with a wish to re-connect with others:

Adam: .. Somebody like myself who's been through services quite a number of times- [
thought it (the reception meeting) was an opportunity to be truthful, to say exactly how [
Jeel And I think [ have, its better, because you mesh...

Adam contrasts this experience of connection or of “meshing” with others in the reception

meetings with his previous experiences of more traditionally orientated ‘ward round’ style

meetings:
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Adam: The meetings I had in the past, it was much more ‘Us and Them’, it was like you sat

in your individual place and would say what the problem was, it wasn't like....

For Adam, the reception meeting therefore appears to have provided a more empowering
experience, a context where he could speak "truthfully” and gain a sense of connectedness
with others. His account of attending previous meetings suggests that opportunities for
speaking openly were minimal, with staff and service-users occupying roles that were

narrowly defined.

The theme of the reception meeting as a site where the service-user began to give voice to
their thoughts was repeated in an interview with Brenda, when discussing the reception
meeting she attended after her son Nick was admitted to the Unit under the Mental Health
Act (1983). Nick was a rather solitary, reserved young man, and Brenda describes how she
was watching him carefully in the reception meeting to see whether he was able to

participate in a beneficial way:

Brenda: When we walked in we sat down and got chatting and I was watching. I kept
watching Nick’s face all the time, [ don’t know whether you noticed, just to see his reaction,
because he has very little... even on his body, his face, he shows nothing, but I kept
watching, and I thought, “He's listening”. So even though he doesn’t give much back, he’s
taking it all in, and I thought “Well it can’t do him any harm, because we re sitting there
talking about him”, and obviously he has talked about himself as well, which is really hard
for Nick because he’s never done that for a long time, and... But I feel as though when he
did start to talk you get that little bit extra, even if it's only two conversations it's that little

bit more out of him about how he’s feeling.

Brenda appears to have found Nick’s participation in the meeting encouraging. She
observed him listening to what was being said, and beginning to voice his own thoughts. In

doing so, he was breaking away from a longstanding pattern of not talking about himself.
For Brenda, an important dimension of the reception meeting was the extent to which it

would provide an opportunity for her son to begin to talk about his situation with others and

become more actively involved in the conversations that were occurring about his treatment.
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Similarly, Maria, another family member who participated in the research spoke about
observing her mother, Caroline, carefully in a reception meeting to see whether she spoke
more openly regarding her thoughts and feelings. As with Brenda and her son Nick, Maria
was concerned about how Caroline would experience the reception meeting; whether she
would feel able to speak more openly about her fears and concerns, or whether she would
feel too threatened and simply say what she felt others expected of her. In the following

extract Maria discusses the difficulties that her mother has in expressing herself:

Maria: It's hard to understand my Mam, because for like sixteen years she’s had certain
things hammered into her, so I don’t think she’s been 100% honest, so I don’t know if now

when I say, “How do you feel, are you OK? ", and she says, “Yeah’.

Maria’s primary concern in the reception meeting was whether or not it would be a useful
experience for Caroline; that is, whether her mother who found speaking about her feelings
so difficult would find her voice in this context. Because she was aware of the difficult life
events that Caroline had experienced which have led her to feel disempowered and
consequently so apprehensive about speaking out, Maria felt that Caroline’s participation in

the meeting was impressive:

Maria: I was just glad to get in there so that maybe my Mam might... to see how my Mam
was more than anything else. [ wasn't thinking about anything... how I would feel, it was

more like, how my Mam was going to take it and stuff. But, I thought she did brilliant.

Caroline herself also described finding the reception meeting a context in which she felt able

to speak more openly:

Caroline: It brings things out in the open with your family, where sometimes you wouldn’t
say things, if you know what I mean? You wouldn’t say things. But because it was like, in a

meeting, vou say more, [ think.

The reception meeting therefore seems to have been experienced by both Caroline and
Maria as a safe, or safe enough, context to “bring things out in the open” with members of
the family present. The comments from Maria, like those of Brenda cited earlier, highlight

the extent to which family members constitute a network of concern in relation to their
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troubled relatives; both women described a similar experience in the reception meetings of
maintaining an apprehensive vigilance over their relatives throughout the meeting in the
hope that a process of ‘opening up’ would begin to occur. This data contrasts with Harbin’s
(1982) contention that family members tend to distance themselves emotionally from their
hospitalized relative. Harbin argues that because psychiatric hospitalization usually occurs
as a consequence of a crisis in which family relationships have becoming experienced as
untenable, family members have a tendency to withdraw and ‘hand over’ their relative to the
hospital. Data from Maria and Brenda, as well as other family members who participated in
this study highlight the extreme concern that family members may continue to experience in
this situation, however. It is possible that any emotional distancing that occurs is an
unintentional consequence of a hospital culture which tends to be exclusively orientated
towards individuals, rather than being based upon a wish by families to rid themselves of
their relatives. Similar conclusions were drawn by Carpenter (2002) on the basis of a multi-
site study which enquired about user and carer experiences of the Care Programme
Approach. A majority (87%) of the carers who participated in Carpenter’s study reported
that they wished to be more involved in care planning, but only 39% felt that they had been
encouraged by professionals to express an opinion. Only 20% of the service-users surveyed
by Carpenter felt that their relatives views were heeded by professionals, although a
majority said they wanted them involved. The barriers to greater partnership between
families and staff therefore appear to be maintained by the individually-focused culture of

psychiatry, rather than by the preferences of the families themselves.

Several of the participants in this study described the reception meetings as a forum where
more open talk could occur between families and staff, where people who had hitherto
found talking to be difficult for different reasons began to find a voice. From a social
constructionist perspective this process of ‘finding’ a voice is deeply significant, since the
phenomenon of voice and power are intertwined (Oliver 1996). A further feature of the
reception meetings that was discussed by some of the participants was that discussions
occurred without conflict breaking out between family members, and this theme will be

explored in the section that follows.
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Stories about coming together and making peace

A key aim of the research was to explore the extent to which the reception meetings offered
a forum to participants in which dialogue could occur. In a hospital context there are many
factors which potentially mitigate against dialogical communication, however, including the
often fraught circumstances surrounding the admission process. People generally enter
hospital at times of crisis (Moore 1998), when emotions are running high. At such times,
relationships within families can become strained and increasingly polarised. Since dialogue
entails a capacity to tolerate different perspectives, this might be particularly difficult for
family members to engage in during this period. However, the data that will be presented in
this section suggests that for several participants the reception meetings provided an
opportunity for people to talk together without the conversation becoming overheated and

breaking down.

Peter, a service-user in his late twenties who entered hospital under the Mental Health Act
(1983) spoke about what he felt was the constructive conversation that occurred in the
meeting that he attended. The relationship between Peter and his mother was under strain as
a consequence of his recent erratic behaviour, as well as his open use of street drugs in the
family home. During the research interview Peter’s manner of expression occasionally
seemed confused and was rather puzzling, but nonetheless he was able to discuss his
experience of the reception meeting in a striking way, frequently employing powerful
metaphors to express his point of view'. At the beginning of the research interview Peter

described his general impressions of the reception meeting he attended in positive terms:

Peter: It was quite productive. In a word, productive.

Alex: What was it about the meeting that gave you that sense?

Peter: I can’t really say, it was just a sense I got, an impression, by the end when I came

out. It was a sense of productiveness, from the start to when it ended... at the end there was

' Seikkula (discussed in Penn 1999) proposes that metaphor is often empioyed as a means of
expression by people identified as ‘mentally ilI’ when other, more conventional styles of
communication have become difficult to engage in. Metaphor is a ‘marginal’ form of communication,
according to Penn (1999) which is simultaneously ambiguous but also powerfully expressive.
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a sense of being satisfied, of having completed something, some wheels had been set in

motion.

Peter went on to make a connection between this sense of the meeting having been

“satisfying” and “productive” with the way in which he felt it brought people together:

Peter: By the end of it I thought, “Well, that's been a conclusive sort of meeting, there was
some conclusions reached about...”, there was just a sense of communion there, everyone
had a say, as far as I can remember, everyone had an opinion.

1]

This sense of “communion”, of “everyone having an opinion” seems to have been
particularly important for Peter, as it contrasts with previous argumentative discussions
within the family about his lifestyle. The reception meeting provided an opportunity to
“have a reasonable discussion, an exchange of views”, without relationships becoming
polarized. According to Saukko (2002) dialogue entails an encounter between people in
which multiple, sometimes contradictory accounts can be explored without participants
retreating towards simplistic judgmental positions. It might therefore be said that for Peter,
the conversations that occurred in the reception meeting were dialogical in nature, in that the
different people present were able to speak and be heard, each expressing “an opinion”
without any single perspective dominating, and without participants engaging in ‘reality
disagreements’ (Birch, personal communication 1992). From a social constructionist
perspective it is through dialogue that new meanings are generated (Anderson 1997), and for

Peter the experience of the reception meeting was associated with a sense of productivity

and forward motion.

Another of the research participants, Christine, also spoke about the reception meeting as a
place where the family could talk about matters that had previously been difficult to discuss.
Christine was in her early twenties and was admitted to the Unit under the Mental Health
Act (1983). In the research interview she describes the difficulties that she previously
experienced in talking with her family, and in feeling that what she was saying was taken
seriously by them. Relationships within the family were therefore fraught, and Christine
says that she initially intended to have an argument with her relatives in the reception

meeting:
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Christine: I had every intention of going in therve and causing World War Three! Really, 1
did! I was going to play holy hell with my husband and I was going to play holy hell with my
Sfather..., ... I went in there with bad intentions, and then I sat down and thought, “No, that’s
not right”. So I went in there to make peace, you know? And I'm glad that I had the right

people around me to help me make peace.

The reception meeting provided a forum for Christine to talk differently with her family; a
place where they could talk in a less angry or polarised manner. For both Christine and
Peter, the reception meetings they attended provided opportunities to stand aside from the
family conflicts they had previously been immersed in and engage in calmer talk with the
family. Colgan McCarthy and O’Reilly Byrne (1995) have discussed the importance of
creating a social and linguistic domain in systemic meetings in which diverse and
contrasting accounts can be expressed, and in which ambivalence and ambiguities can be
tolerated by those who are present. From this perspective, the ‘making peace’ that occurs
through dialogue does not entail all participants agreeing on a single, uncontentious account
of the situation, but rather, a toleration of difference without the conversation breaking
down. Peter, for instance, described the reception meeting he attended as an experience of

)

“communion” in which “everyone had an opinion”, rather than a process whereby all

participants voiced agreement regarding the veracity of a single opinion.

Stories about difference and potential conflict

While a number of participants in this research spoke positively about their experience of
participating in network meetings and felt that opportunities were opened up for themselves
or others to speak more openly, some participants also described the group format of the
meetings as inhibiting, at least in relation to certain topics of conversation. A fear regarding
raising issues that were important but also potentially contentious, for instance, was one of
the factors identified by some who took part in the research as constraining them from

speaking at times in the reception meetings.
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Stories about potential conflict between family members

The presence of different family members at the reception meetings may provide
opportunities for new stories to be shared, but may also be experienced as threatening if
there is overt or latent conflict between them, Harbin (1982) suggests that such interpersonal
tensions are not uncommon at the point where a person enters hospital, since the reason that
hospitalisation occurs in the first place is often that the situation at home has become
untenable. A further, associated area of dispute within families may centre around how long
the service-user should remain in hospital, with the person who has been admitted, their
relatives, and the staff often having differing points of view. Family tensions in relation to
this latter issue were identified as a potentially inhibiting factor by Mrs Conrad, who
attended a reception meeting after her son Derek was admitted to the Unit under the Mental
Health Act (1983). While generally she talked about the reception meeting that she attended
in extremely positive terms, Mrs Conrad also commented on the difficulties for relatives of

speaking openly where potentially fraught topics are concerned:

Mrs Conrad: I think that this is a big point in psychiatry. ...Everything should be for the
benefit of the patient, but sometimes if the patient’s there you can’t always say what you
want to say, in case you offend the patient. That didn’t happen when we met, but that is a
point, I think, that’s got to be viewed and discussed. [ mean, for an example, if the patient
wants to leave sooner than the parent thinks..., the parents put up against the patient, and

this is not very good... this is not very good, eh..

In suggesting that the presence of the “patient” might deter relatives from raising sensitive
issues for discussion, Mrs Conrad was speaking in general terms about how matters of
confidentiality are managed in psychiatry, adding, “that didn’t happen when we met, but
that is a point, I think, that's got to be viewed and discussed”’. This appeared to be a
particularly important area of concern for her, however, as she returned to the issue again at

the end of the research interview:

Mrs Conrad: Then again, we go back to talking in front of the patient, you know, from a
parent’s point of view, Iif the patient could have perhaps gone out at the end, so that if
there’s anything... but I understand that this is a difficult situation, because he is an adult,

and adults don’t like to be talked about, particularly if they re not well, I imagine. So this is
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the dilemma that a lot of parents are in with psychiatry. Not really, because I did ask you in
Jromt of Derek, I hesitated..., but that's the only thing- always discussing things in front of
them . But it can’t be helped really, because they have a right to their privacy too. An
awkward situation, because they have a right, I suppose to their privacy, if they’re over 21

definitely.

Mrs Conrad appeared to be trying to reconcile two conflicting positions here: a wish to talk
privately with staff regarding her concerns about her son, balanced against an appreciation

of the rights to privacy and confidentiality of a person of adult age.

Similar concerns about talking openly in the presence of other family members were
expressed by Caroline, when discussing the reception meeting she attended after her mother,
Maria, entered hospital. Caroline described feeling acutely conscious of the presence of her
brother in the meeting, and of the potential for conflict to occur because of their different

views about Maria’s situation:

Caroline: There is another point which, now I'm thinking, with these meetings, is maybe not
two people who are part of the family (meeting together)... because me and my brother want
the same thing, but we ve got different views a bit, and I think that we could probably end
up arguing. Because what one says, the other one might agree with a little bit, but not

1

totally, and then you’d be... I was dying to say, “Well, hold on...”, and some of the things
that I had said, I could see that he wasn’t happy about. So I think that maybe, not to many of
the immediate family, just one of the immediate family, but at different times. Well say it’s a
person with three kids, one time one of them go in, the next time another, the next time the

next one. Because I think also, you tell people different things anyway, don’t you?

This wish to avoid topics of discussion that might lead to disagreement between family
members seems to have been an inhibiting factor for Caroline, leading her to be selective
about the topics she discussed. In the reception meeting, for instance, Caroline had
suggested that one of her mother’s major fears about entering hospital was that she would be
kept “in here for life”. Caroline later said that she regretted raising this topic, in case her
brother felt that it was an inappropriate area of conversation that might further alarm their

mother:



Caroline: When I said, "My Mam thinks she’s in here for life. I thought, “OOPS, I probably
shouldn 't have said that”, because I think that she did think that. I was just saying it, like in
banter, but after I did say it, it was like.... my brother sort of looked at me... (pause). ...he
gave me a funny look, and I sort of looked and thought, “Maybe I shouldn’t have said that”.

Openly discussing issues that are sources of worry, such as whether the service-user will be
“kept here for life” might be viewed as an effective means of dis-spelling these powerful
ideas and providing reassurance. A number of factors might potentially inhibit families from
voicing their concerns openly in this way, however. Feelings of protectiveness towards the
person in hospital may deter people from raising potentially upsetting topics, for instance,
along with a desire to avoid arguments or accusations of disloyalty from the service-user if
the relatives think the person should stay in hospital for a longer period than the person

wishes to.

Despite the reservations expressed by Caroline and Mrs Conrad regarding the experience of
being invited to discuss their concerns in the open setting of the reception meeting, both of
these participants also described the meetings they attended in generally positive terms,
describing them as beneficial both to themselves and to their hospitalised relatives. This
suggests that, for some families, there is a tension associated with participating in network
meetings. On the one hand the group context of the meetings is anxiety provoking and raises
fears about the potential for conflict or distress to be evoked, while on the other hand it is
the very experience of talking openly which is in itself potentially liberating. Thoughts and
feelings which have not previously been openly expressed can begin to be voiced and heard,
lifting a weight of silence. Caroline, in particular, recognized the therapeutic dimension of
talk, and was eager that her mother would break a longstanding pattern of suppressing her

own voice, and begin to talk about her feelings in the reception meeting.

Within the field of systemic practice a number of authors have commented upon the dangers
of the therapist engaging individual family members in conversation, especially if these
conversations occur in ‘secret’ from the rest of the family (Selvini Palazzoli & Prata 1982;
Carpenter & Treacher 1989). These secret conversations will inevitably have an influence
upon other patterns of communication within the system. Writing from the field of adult
psychiatry, Scott (1973; 1995) warns that conversations of this nature may exacerbate

processes of interpersonal ‘closure’ between the family and the service-user by reinforcing
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the view of the service-user as lacking in ‘insight” and unable to accept adult responsibilities
or participate in the discussion ‘appropriately’. Since one of the broad aims of the reception
meetings was to counter the process of ‘closure’ (Reed 1999), the views of Mrs. Conrad and
Caroline represent something of a challenge to one of the guiding principles for the
reception meetings; that is, that the discussions should occur openly with the members of the

‘system of significance’ present.

Gender may also have been an important factor influencing the ways to which the research
participants experienced the group context of the reception meetings. The participants who
expressed the greatest reservations regarding this aspect of the meetings were women who
appeared to be apprehensive about speaking openly in the presence of their male relatives.
Gender is crucial in shaping how power is distributed within families and other human
systems, and can be a significant factor influencing the extent to which individuals may feel
able to voice their inner dialogues in relationships with others (Brown & Gilligan 1992).
Our individuals ‘inner worlds’ and the conversations that we have privately, with ourselves,
are inevitably infused with and shaped by dominant societal narratives regarding gender.

Watkins (1999, p. 254-255) states:

“Yet in the most private of the dialogues in our dreams and fantasies, in the most intimate
portions of our conversations with ourselves, we come upon the metabolization of culture,
economics and politics. In the structure of power between ourselves and other voices of

1]

thought, we can see ... the imbalances arising from such things as racism and sexism....’

These gendered subjective experiences of self and others in turn impact upon our
experiences of voice and authority within social encounters. Brown and Gilligan (1992)
argue that learning to suppress one’s own voice is part of the developmental experience of
young women in Western societies. Because of the imbalances in power relationships
between men and women in our society, gender may therefore be an important factor
influencing how invitations to engage in open dialogue in a group setting such as the
reception meetings are experienced. If one has been socialized into not openly ‘speaking our

minds’, then the invitation to do so may be received with uneasiness.
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Stories about difference and potential conflict between staff and service-users

The experience of being invited to speak openly in the reception meetings with the service-
users and family members present may also have been inhibiting for some professionals,
since a professional culture of secrecy frequently prevails in psychiatry where staff tending
to discuss their opinions about the service-user behind closed office doors (Andrews et al.
2000; Furman & Ahola 1992). On a number of occasions professionals who participated in
reception meetings seemed to have doubts about the accuracy of comments made by
service-users, but felt it inappropriate to disagree by offering an alternative, contradictory
account in the group setting. This dilemma is discussed by Jane, a social worker, in relation

to the reception meeting she attended for Marion who had recently entered the Unit:

Jane. I think she (Marion) actually... I mean, I know that she was very distressed, but 1
think she actually likes meetings, she likes appointments, she... I know that it might sound an
awful thing to say, but she sometimes plays up to these meetings. I often accompany Marion
to out-patient appointments and she presents completely differently from sitting in the
waiting room with me to going in and talking to the consultant psychiatrist, it’s like... she’s
got to be looking and presenting as very, very ill, and crying a lot. And I think that people in
the room obviously didn’t know her, you weren't aware of that, you know, and also, some of
the things that she was saying, there was a little bit of a slant on them, and... I thought that
it’s not really the right time for me to step in and say, “Well actually, this sometimes
happens ", and 1 felt that there was a lot of background to it that yourself and some of the
nurses perhaps weren’t aware of, and I didn’t feel it was the right arena for me to step in
and contradict Marion in front of new people to her... and also, whether or not you had a
right to know, as well, you know? I think she was serious in what she told you, I didn’t think

that she was telling you the whole picture.

Marion is considered by Jane to be an unreliable narrator whose way of talking needs to be
managed by the professionals who are involved, if the “whole picture” is to be understood.
Jane’s reluctance to publicly contradict Marion in the reception meeting was presumably
based on feelings of protectiveness or a wish to avoid open disagreement. At the same time,
remaining quiet about this conflicted for Jane with her belief that the staff team had a “right

to know” the reality of the situation, as she perceived it.
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A similar example of professional concern about the veracity of the service-users account
was recorded in journal notes I made following a reception meeting for Hassina, a young
Bangladeshi woman admitted to the Unit under the Mental Health Act (1983). The
following people were present at this meeting: Hassina’s parents; Sharon, an adult education
teacher who had close involvement with Hassina and her family; an interpreter; a member of
the hospital nursing team; and also three members of the reception meeting team, (including
myself). Hassina herself had decided not to attend at the last moment, but it was agreed by
the others present that the meeting should proceed. Immediately after the reception meeting
I made the following note in my research diary regarding processes that I had observed in

the session

Sharon was writing notes during the reception meeting, (although this had not been
discussed or negotiated). These notes which were disagreeing with comments made by the
family were passed by Sharon to Glenda (a member of the reception meeting team) for her

to read in the meeting.

Rather than openly expressing disagreement with the comments made by the family, Sharon
communicates this in a more covert manner. In the meeting she was invited by a member of
the reception meeting team to voice her concerns more directly, but Sharon appeared to
experience this invitation as inappropriate, because she requested to speak to a member of
the reception meeting team outside of the presence of the family prior to a subsequent
meeting. For some professionals, the invitation to share their point of view openly in the
reception meeting might therefore be experienced as ‘too unusual’ (Andersen 1992), by
comparison with the professional practices that are more familiar to them. As well as the
relative strangeness of speaking openly about their views in a setting where the service-user
and family members are present, there are several other factors which may inhibit
professionals from participating in this way. Community-based professionals such as Jane
and Sharon might continue to meet with the service-user over a lengthy period of time, long
after discharge from the more custodial hospital environment has occurred. These
professionals may therefore be reluctant to openly express contentious views that might
jeopardise their ongoing relationships with the service-user and family. This is a dilemma
which parallels the inhibitions that relatives may feel about speaking freely in the presence

of the service-user, as discussed by Mrs Conrad earlier.
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A further factor which may inhibit professionals from voicing their ideas openly in a group
forum such as a reception meeting is the differing status of their narrative accounts, relative
to those of the service-user and family members. In a psychiatric context, professional
narratives are more likely to be regarded as authoritative statements of ‘truth’ while the
stories told by service-users and family members may be viewed as less reliable or
insightful. A professional who is asked what they think in a reception meeting may hear this
not so much as an invitation to express a point of view, one amongst many, but as a request
to describe the situation ‘as it really is’. When the professional holds a belief that is counter
to that of the service-user, this is not likely then to be experienced as a matter of voicing
difference in a postmodern realm of multiple realities, but rather as the professional
correcting the flawed perspective of the service-user. This dilemma may have been
experienced by Jane in the tension she described between not wishing to contradict Marion
openly, but also feeling that the rest of the professional team should know the “full

picture”.

Alternatively, professional discomfort with the process of speaking openly may have been
associated with a potential loss of authority. As Furman and Ahola (1992) have argued, the
conversations that traditionally occur between staff outside of the presence of the service-
user have the effect of maintaining the power differential between the two groups. Similarly,
Andrews et al. (2000} have referred to these staff discussions that occur behind closed doors
as a form of professional ‘gossip’ which maintain distance and hierarchy. Both Jane and
Sharon subsequently attempted to make contact with the other staff who had been involved
in the reception meetings to gather further information or to clarify the veracity of what had
been said. This may therefore have been a means by the professionals concerned of
regaining a sense of authority by restoring the more traditional conversational boundaries

that are operational in psychiatric settings.

At times the practice of speaking openly in the service-users presence might also have been
perceived as mitigating against staff fulfilling a key professional function: the assessment of
the service-user’s ‘mental state’. Service-users are frequently admitted to psychiatric
hospital to be ‘assessed’ in a safe environment, a procedure which entails staff developing
an account of the nature of the issues that the service-user presents with. This includes a
formulation of whether the person’s difficulties are ‘psychiatric’ in nature or not. There are

times when the formulation developed by staff may be a source of contention, for instance,
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when the staff view the service-user as ‘ill” and the service-user disagrees, or visa-versa.
Discussions between service-users, families and professionals around this topic can
therefore become complicated and fraught, as the formulation that is developed by staff has
consequences for the further treatment of the service-user (Scott 1973). Decisions about
whether a person remains in hospital or not, for instance, centre around an assessment of
whether or not they are ‘mentally ill’. Individual members of staff might be reticent about
sharing their view about this issue in open setting, if they feel that what they wish to say is
not likely to be well received by the others who are present. This dilemma is highlighted in

the following field notes that [ made subsequent to a reception meeting;:

Reception meeting attended by a male service-user in hospital for the first time, his partner,
their baby daughter, and his mother. The primary nurse was Julian, and Dennis (CPN and
member of the reception meeting team) and I hosted the meeting. The discussion in this
meeting was focused upon the extreme harassment that the service-user and his family have
Jaced as a consequence of involvement with local villains who he has crossed in some way.
The service-user was emphasizing that the situation would be easier if he was dead, and
also talked about feeling violent towards the people who were threatening his family. The

Jamily were very relieved that he was in hospital, and were keen for him to remain so.

After the meeting there was some discussion between Dennis, Julian and I Julian
commented that the service-user was being discharged tomorrow, but that he had not been
informed of this yet. We then had a lengthy discussion about whether or not the problem was
‘psychiatric’ in nature, and whether the client was ‘putting on an act’ in order to stay in

hospital away from trouble.

In this situation the medical and nursing team had reached the conclusion that the service-
user was not genuinely ‘ill” and shouldn’t be allowed to use the hospital as a refuge from
criminal activity. Dennis and I were, like the service-user and family, unaware that this
decision had been reached prior to the reception meeting commencing. Julian, who was
privy to the information, was perhaps understandably reluctant to reveal this in a context

where he might have to contend with the responses of an enraged service-user and family.

If a professional is unable to voice their views openly in a reception meeting, however, this

may undermine their confidence in the value of the discussion that occurred and the quality



of the information that is exchanged. Jane, for instance, expressed ambivalent feelings about
the reception meeting she attended in our research interview, commenting subsequently, “J
felt that afterwards, from my point of view, I hadn’t got the information that I needed”.
Similarly, Sharon’s actions in the reception meeting suggest that she held views about the
situation that were in marked contrast with those expressed by the family, but felt that it

would be inappropriate to air these differences in a group context.

Summary

This discussion in this chapter examined participants’ accounts of their experiences in the
reception meetings, particularly their experiences of voice and dialogue, that were central to
the overall aims of the study. Several participants spoke about the reception meetings as
providing an important opportunity for the service-user, family members and staff to meet
together at a time of enormous stress. Participants identified a number of potential benefits

associated with this process of meeting together:

» For some, the act of convening a meeting was in itself a way of staff providing
reassurance to families by signaling their interest and concern.

s The meetings brought together the otherwise fragmented network of conversations
which occur within the family and professional ‘system of concern’ which
surrounds a person at the point of hospitalization

e Opportunities were created for speaking about important issues which have been
previously been unsaid. From a social constructionist perspective, the processes of
communication through which ‘stories lived” become ‘stories told’ may in itself be
empowering for participants (Pearce & Pearce 1998).

o The distancing between relatives and hospital staff which occurs as a consequence

of individually-focused hospital procedures and culture may be bridged.

Data presented in this section also suggests that the invitation to speak openly and more
personally in a social network meeting may also be experienced as unusual and potentially
threatening, however. Several participants who spoke positively about their experiences in
the reception meetings also identified the group context as potentially inhibiting. Power

differentials between professionals, family members and service-users might generate
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inhibitions, for instance, as might latent conflicts within families. Similarly, gender is a
significant context which might influence the extent to which participants feel able to speak

authoritatively in such a setting.

The dimensions of the reception meetings that were identified within this chapter as
potentially stifling to dialogue carry important practice implications, since staff who are
hosting or facilitating network meetings in a psychiatric context will need to be mindful of
potential sources of constraint. Lack of sensitivity towards these potential areas of constraint
may result in a state of affairs where genuine dialogue doesn’t occur. Vuokila-Oikkonen,
Janhonen and Nikkonen (2002) have warned that the conversations within network meetings
may become over-focused upon the concerns of the professionals who are facilitating them
if the professionals concerned do not take particular care to attend to cues and signals from
participants regarding other potential areas of conversation that they may wish to pursue. In
the chapter that follows, data which carries direct practice implications for staff working in

this field will be presented and discussed.
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Chapter 10. Postmodern practice and the reception

meetings: the co-creation of opportunities for dialogue

Practice development is a primary focus within practitioner research (Reed & Procter
1995), and a key concern within this study was the exploration of practice issues with
the aim of highlighting possibilities for future development. At the same time,
aspirations towards developing rigidly prescriptive recommendations or a specific
template for ‘good practice’ would be inconsistent with a postmodern emphasis upon
diversity and the uniqueness of specific contexts and circumstances. In this section I
therefore focus on exploring data regarding the participation of the reception meeting
team in the meetings with the aim of ‘thickening descriptions’ of the kinds of activities
by team members that was perceived as helpful by participants. My aspiration is to
suggest and explore different practice possibilities that may be stimulating to others in
the mental health field who wish to work more collaboratively with service-users and
their social networks, rather than to extrapolate generalized principles and guidelines for

practitioners to adhere to.

The demise of the ‘Expert’ in postmodern practice

The Finnish Open Dialogue approach (Seikkula, Alakare & Aaltonen 2001) which
provided inspiration for the reception meeting team is strongly influenced by
postmodern thinking. It is therefore useful to briefly consider some of the issues and
tensions associated with postmodern approaches to mental health practice, prior to

presenting data from this study which explicitly addresses practice concerns.

A modernist understanding that there is a directly accessible objective reality which can
be predictably influenced or manipulated through technological means has been the
focus of critique by several practitioners influenced by postmodern ideas (Anderson
1997; Hoffman 2002). The conception of psychotherapy, for instance, as a hierarchical
relationship in which the service-user is treated by a professional ‘Expert” who skilfully
applies a range of techniques which remove the problem is replaced by the metaphor of
therapy as a collaborative conversation. This conversational metaphor implies
relationship patterns between professionals and families that are heterarchical, rather

than hierarchical in nature (Andersen 1993a). The service-user, family members and
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professional team each bring their own unique experiences and understandings, and it is
the service-user and family, rather than the professionals, who are viewed as the

‘Experts’ on their own lives and relationships (Anderson & Goolishian 1992).

In the field of systemic practice and therapy this postmodern idea of the therapist as
‘non-Expert’ has been controversial, however. Mason (2002), for instance, argues that
the idea of the non- Expert, ‘not knowing’ practitioner has been taken over literally by
some within the field, citing Derrida’s observation that “not knowing does not mean that
we know nothing” (in Mason 2002, p. 49). Mason instead argues for a position of
“authoritative doubt” in which the pursuit of premature certainty is laid aside, but in
which the practitioner participates skilfully in a collaborative conversation, drawing
upon their own professional and personal knowledge and abilities. Similarly, Harlene
Anderson, an author who is strongly identified with the development of the non-Expert

position in the family therapy field comments:

“The approach does not rely on preconceived knowledge such as commonalities of
problems or on across-the-board skills and techniques. This does not mean that
“anything goes” or that this conversational therapeutic process unfolds simply by
maintaining an atmosphere of nondirective and empathic conversation. ...Nor does it
mean that therapists do not know anything and enter the room as a tabula rasa; quite
naturally, they bring with them who they are and what that entails. It means the
therapist’s pre-experiences and pre-knowledges do not lead. In this process both the
therapist’s and the client’s expertise are engaged to dissolve the problem”. (Anderson

1993, p. 325).

Tensions between a collaborative postmodern approach as described by Anderson and a
modernist conception of the professional ‘Expert’ may be particularly apparent in
hospital settings such as the site for this study. People enter hospital to receive intensive
help that is not otherwise available to them, and expectations may therefore raised
regarding the specialist interventions that will be received. Staff working in these
contexts therefore frequently experience particular sets of expectations that position
them as ‘knowing’ professionals who hold specialist technical expertise with which they

can remove pathology (Reed 1999).

Practitioners in the reception meeting team attempted to find ways of relating to the
others who were present in the meetings which were collaborative and heterarchical

rather than monological and impositional, despite the potentials barriers to this which
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were associated with the organizational setting. One of the principles of systemic theory
is that there is not always congruence between our intentions in acting in a particular
way and how our actions are perceived by others, however (Tomm 1987). In other
words, it is possible for practitioners to act with the intent of facilitating dialogue and for
their actions to be experienced as impositional, (and, conceivably, visa versa). In the
discussion that follows the stories told by research participants regarding the practice of
the reception meeting team in the meetings will therefore be explored, to generate an
account of what kinds of participation were experienced as helpful or facilitative. The
practice of team members, as it was perceived and described by the research
participants, will also be discussed in relation to key themes from the postmodern

systemic practice literature.

Stories about team members presence and manner in the reception

meetings

The experience of attending a meeting where several people are present is potentially
anxiety provoking for service-users and families, as was highlighted by data presented in
the previous chapter. This may be particularly so when the professionals who are present
are unknown to the family. Under such circumstances, service-users and family
members might be wary of speaking openly, particularly if they are uncertain regarding
how their comments might be interpreted by the professionals who are present. Maria,
one of the family members in the research described being acutely aware of the actions
of the staff members who were present at the reception meeting she attended when her
mother entered hospital. In a research interview Maria discussed an assumption she
made that the staff were attempting to psychologically analyse the family in the meeting.
At this point in the reception meeting Maria therefore experienced the professionals who
were present as adopting a detached ‘observer position’, and so she in turn engaged in a

cyclical process of observation, in which she watched the staff watching her:

Maria: You see, while we were talking, I was watching everyone else. I was thinking,
“they re trying to suss me out!”. I was wondering if you were trying to see our reactions
or anything, which obviously you probably were, but it was, I dunno.... ... As soon as 1
was finished speaking I was looking at them, and that... I was thinking... (long pause). 1

was worried in case I said the wrong thing- for whatever reason, I don’t know.

174



Although Maria initially stated that that this feeling of being analysed didn’t stop her
from speaking her mind, she subsequently contradicted this when commenting on her
anxiety in the meeting about saying “the wrong thing”. Her experience of the staff as
detached observers suggests that the encounter was at that point monological in nature.
That is, Maria experiencing the staff concerned as relating to the family from an ‘[-It’
position rather than a dialogical ‘I-Thou’ position (Buber 2000). From this objectified
position, Maria experienced hesitancy about speaking openly. Over the course of the
reception meeting, however, this experience of inhibition appears to have softened for
Maria, as later in the research interview she spoke about having experienced

opportunities for more open speaking and hearing.

Maria’s description of experiencing staff within the reception meetings as detached
analytic observers differs from the other accounts within the data-set for this study. Most
participants spoke about the professionals who participated in the meetings as adopting a
more informal, conversational approach. Caroline, Maria’s mother, commented that the
members of the reception meeting team who participated in the meeting she attended
approached the conversation in a non-intrusive manner which helped her to feel more

relaxed about speaking:

Caroline: Sometimes it’s hard to talk. It is, I find it hard (pause). But I wasn’t uneasy.

Alex: Was there anything in particular that helped you to talk?

Caroline: 1 felt relaxed. I think just the people- the way that they were. Not... (pauses)
Not like I expected it to be with... (pauses) going at you- I expected loads of questions

that made me feel anxious and not know what to say at all.

Caroline anticipated that the team members who hosted the discussion might behave in a
rather persecutory manner and interrogate her with questions in the meeting. The
adoption of a more gentle pace for the conversation by the team appears to have
contributed to the creation of a sufficient sense of safety for her to give voice to her

inner thoughts.
Similarly, Marion, another of the service-users who participated in the study suggested

that the conversational manner of the staff allowed her to express her thoughts and

feelings in relation to a recent painful loss:
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Marion: I experienced it as, that they (the team) talked to me. You know, Iwas... I can’t

say it straight... I felt right there.

Alex: Did you, yes? You showed a lot of tears, and you were upset in the meeting...

Marion: I lost my Dad, you see. It gave me a chance to talk with someone and tell them

how 1 felt.

It appears that Marion experienced difficulty in articulating precisely what aspects of the
manner in which team members approached the conversation were helpful to her, but
identified a sense of experiencing herself as being in the “right” place at the reception
meeting to speak about her loss. According to Hill and Michael (1996), skilful mental
health practice is often ‘invisible’ in the sense that it is unobtrusive and has a quality of
‘ordinariness’. This is not to say, however, that craft or expertise is not required. The
situation is akin to that where an experienced musician performs a complex piece in a
way that gives an appearance of simplicity and effortlessness. Shotter (1993) identifies a
similar type of ability which he terms ‘knowing of the third kind’. This form of
knowledge relates to how to position oneself in relationships in order to open up
conversational opportunities rather than to academic knowledge or technical expertise.
As well as being ‘invisible’ in the sense of being unobtrusive, this ‘knowledge of the
third kind’ can also be difficult to describe very precisely or to teach in a conventional
way (Hoffman 1993). The promotion of postmodern practice approaches which may
evade precise description is a potentially difficult endeavour within a service-culture

where there is a preoccupation with standardization and audit.

A gentle and informal approach to the conversation was also identified by Mrs. Conrad
as characteristic of the way that staff participated in the reception meeting that occurred

when her son entered the Unit:

Mrs Conrad: “I also thought that the management gave the required information about
procedures in the hospital to the patient, but then once again in a nice quiet, informal

manner, and.... the parents can also ask questions about the hospital”

Experience of the professionals in the meeting as “quiet” and “informal” in manner
appears to have been important for Mrs. Conrad in creating a context where questions
could be asked and an exchange of information should occur. Interestingly, Mrs Conrad

herself employed a very formal style of communication in the research interview,
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adopting a more distant, third person position to express her views. Informality as a
quality that the reception meeting team brought to the meetings therefore appears to
have been valued by participants with diverse personal styles of communication, rather

than solely by those who were themselves informal in manner.

This emphasis on the value of professionals adopting a more ‘informal’; ‘relaxed’ ‘quiet’
approach as a means of creating conversational space for issues of importance to the
service-user and family members to be explored echoes themes which have been
developed within the postmodern family therapy literature. Hoffman (2002), for
instance, discusses the development of a more ‘subjective’ approach to practice which is
more conversational, more ‘ordinary’ and less instrumental in style. Similarly, Anderson
(2001) draws comparisons between postmodern family therapy and the person-centred
approach to counselling developed by Carl Rogers, which is characterized by a less
active or technological stance by the therapist. Within Rogerian counselling, the
emphasis is placed upon the quality of the relationship with the service-user, and upon

respectful listening by the counsellor’.

Stories about widening the circle of the expressed

Writing from a postmodern perspective, the family therapists Goolishian and
Winderman (1988) argue that the role of the therapist is to assist in elaborating new
narratives in relation to the dilemmas which have led to people seeking help. These
authors cite a phrase from Hans Lipps that any linguistic account carries with it a “circle
of the unexpressed” (Goolishian & Winderman 1988, p.141). Through conversation and

dialogue the previously unspoken about experiences find language and expression:

“...all linguistic communication carries within it an infinite resource of possible new
expression and meaning. Thus the content of all dialogue is open to change. Therapy is

an activity which expands and elaborates upon the unsaid”. (p. 141, original emphasis).

! While the emphasis that Rogers placed upon the personal qualities of the therapist and the
importance of the therapeutic relationship mirrors recent descriptions within the postmodern
therapy literature, there are also important differences between these approaches. The work of
Rogers was located primarily in a humanistic tradition and was focused upon working with
individuals, in contrast with a social constructionist orientation towards ‘persons in relationship’
(Anderson 2001).
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Seikkula and his colleagues similarly conceive of their Open Dialogue approach to
social network meetings as a process whereby experiences can be spoken about for

which previously there was no language (Seikkula, Alakare & Aaltonen 2001).

Several of the participants in this study commented on activities by members of the
reception meeting team which they experienced as having expanded the conversation.
As previously discussed, one of the ways that this was achieved by team members was
through adopting a gentle or ‘quiet’, non-intrusive stance in the meetings. For some
participants, the presence of the team members in itself appeared to have contributed
significantly to the creation of a context which felt sufficiently safe for the previously

unsaid to be openly expressed to others. Vicky commented:

Vicky: There was things that I wanted him (her husband) to know, but I could never tell

him. But with someone else being there I've been able to do that.

Vicky also felt that the meeting provided her with the opportunities and the emotional
strength to voice ideas and feelings to her father, ideas and feelings which had

previously been ‘untold stories’ (Pearce & Pearce 1998):

Vicky: ...the strength came from the meeting, because I had a lot of things to say to my
Sfather that I couldn’t say, and, I think the meeting was done in a way that it took away,
eh, what can I say.... If I had of faced my father on my own, there would have been a full
scale row. ... There would have been some nasty things said, there would have been a lot
of nastiness. We probably would have fell out. But because it was done in the meeting, I
was able to hear his point of view, and he was able to hear mine. Plus, there was other
people at the meeting who didn’t know my Dad, who were able to help- if need be
change the subject, or talk about it, do you know what I mean? That was very, very
helpful. There was no awkward silences with it being in the meeting, whereas there

would have been if it had been just me and my Dad.

After initially speaking in more general terms about “the meeting” providing her with
strength and support, Vicky went on to elaborate regarding particular qualities she
associated with the staff’s presence which created a context for a dialogical exchange to
occur. A process of mutual talking and being heard occurred between daughter and
father which was facilitated by the presence of people who she felt might intervene to
prevent the conversation from breaking down if it became over-heated. Vicky also

identified that the team’s not having a prior relationship with her father was useful,
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possibly because this allowed for a position of greater ‘neutrality’* or even handedness.
If the team members who were present had privileged the account of either Vicky or her
father by communicating a willingness to listen more fully to one perspective than
another, then opportunities for dialogue in which, as Vicky commented, she was “able to

hear his point of view, and he was able to hear mine” may not have occurred.
Creating a safe context

The presence of the reception meeting team members appears to have represented for
Vicky a kind of ‘safety-net’ for the conversation within the reception meeting. She
suggested that the in the meeting the team members might potentially exert a subtle
influence upon the conversation, steering it away from topics that felt unhelpful or over-
heated, but also at times encouraging participants to continue talking about topics
beyond a point where a particular issue or theme might previously have been avoided.
The team members would, Vicky suggested,” if need be change the subject, or talk
about it”. Systemic practitioners influenced by postmodern ideas have emphasized the
importance of facilitating the conversational process, of ‘keeping the conversation
going’, in order to promote dialogue and allow new meanings to emerge (Anderson
1993). Vicky’s account of the reception meeting team’s participation suggests that she
viewed them as attentive to the process of conversation to prevent polarization from
occurring or a re-emergence of the dominance of the ‘unsaid’, characterized by

“awkward silences”.

The role that the team played in creating a context which felt sufficiently ‘safe’ for new,
less heated conversations to occur between family members was also highlighted by
Christine, a service-user who participated in the study. In the research interview,
Christine spoke about the conflict that existed between herself and her family prior to
the reception meeting. Christine identified the presence of the staff as being particularly

significant in enabling a discussion to occur which was different and less fraught:

Christine: ...I had my dad there and my husband there, but then I'm glad that I had the

right support from the nurses, the doctors, my CPN there to sort of smooth all the

? The term ‘neutrality’ has become controversial within the systemic practice field. Originally
introduced by Palazzoli et al (1980) to refer to an interviewing approach in which the therapist
avoids ‘taking sides’ with any one person in the meeting, it became the focus of critique from
some practitioners who felt that it implied emotional detachment or avoidance of an ethically and
politically committed therapeutic stance. ‘Neutrality’ is used here to refer to a process of
multiple-engagement by the practitioner with the different people and perspectives who are
present.
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problems out, because if there'd just been the three of us in the room together it would
have been sheer hell- it would have been World War Three, really, so I'm glad I had the
right people around to help.

Christine did not differentiate here between the members of the reception meeting team
who were specifically responsible for ‘hosting’ the discussion, and the contributions of
the other professional participants who were not members of the team. This may be
because all but one of the staff who were present on this occasion were involved in the
reception meeting team, and so the role of facilitator to the conversation may not have
been attached to one or two of the professionals who were present to the same extent as
might ordinarily have been the case. Like Vicky, Christine also experienced the presence
of those professionals who took part as supportive in a way that helped reduce anxiety as

well as decreasing conflict:

Christine. ... It was just sort of getting confirmation that everything’s going to be OK.
Everything’s going to be all right. Because I'm just a complete worrier, and I've just
been worrying myself sick recently about a lot of things. And being in that meeting and
having the right support and the right people around me just sort of confirmed that

everything’s going to be alright.

The idea of the reception meeting itself, as well as the presence of the staff who were
involved appears to have evoked for several of the research participants feelings of
reassurance and safety. This is particularly striking as several of the participants,
including Christine, were detained in the Unit under Mental Health Act (1983)
legislation at the time that the meetings occurred. It might therefore be anticipated that
for those participants quite different, more authoritarian perceptions of the staff would
have been evoked. The reception meetings therefore appear to have been successful in
many instances in creating opportunities for more dialogical exchanges to occur even
though they occurred in a context which was extremely power-laden and frequently

characterized by asymmetrical relationship patterns.
Creating space for different perspectives
One of the factors identified as contributing to the development of a dialogical ethos in

the reception meeting for Christine by John, a consultant psychiatrist in the Unit and also

a member of the reception meeting team, was that the staff attended to Christine’s point
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of view in a respectful manner, rather than minimizing the significance of her account on

the basis of her psychiatric diagnosis and her status as a detained patient:

John: I think she’s (Christine) had an experience of being taken seriously by the
professional team.... I think there are circumstances where somebody who seems a bit
excitable and who is straying towards the boundaries of acceptable methods of
argument, when they start talking about making important and significant life changes,
you can see the staff, sort of trying to keep the situation on hold, rather than
encouraging it too much, I suppose, working on the principle that when everything dies
down then these plans will be dead in the water anyway, forgotten. And, I think perhaps
it was the willingness of the professional staff in the meeting to accept her ideas about
Sfuture plans as a valid point of view that was worthy of equal attention to anyone else’s
point of view, possibly, that could have been a thing that enabled her family to hear

these plans as having important and reasonable backing somewhere.

Whereas practitioners who were strongly influenced by medical narratives might have
attempted to ignore communications which were expressed in an unusual manner by
Christine, regarding such talk as symptomatic of an underlying illness process (Birch
1991), a social constructionist perspectives invites curiosity not only about multiple
narratives but also different approaches to the activity of telling one’s story (Pearce &
Pearce 1998). Respectful listening to the service-user’s account by the professionals in
the presence of the family may have the effect of ‘legitimizing’ the story told; in other
words, since mental health practitioners are ‘Experts’ in what areas of talk should be
categorized as ‘sane’ or otherwise (Andrews et al. 2000), their respectful engagement
with the service-users story conveyed to family members that what was being said had
important meaning, equal in validity to the ideas expressed by others taking part in the

reception meeting,.

Christine herself described the processes that occurred in the reception meeting in
similar terms. Prior to attending and in the early phase of the meeting, she felt trapped in

a problematic cycle of interaction in which her views were negated by her family:

Christine: It was moving quickly, yes. I was trying to get a message across, and my Dad
was talking about something completely different, you know, he was sort of swaying it in
a completely different direction, and it was getting a bit frustrating- kind of, “Listen to

me! You know! I'm here, listen to me! "’
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During this early phase the ethos of the meeting appears to have been extremely fraught,
unreflective and monological, with people talking over, rather than with one another.
Christine describes how Colin, a member of the reception meeting team, intervened in

what was potentially an escalating pattern of conflict between father and daughter:

Christine: Then somebody noticed, I don’t know if it was you, or somebody else noticed-
the guy sitting on my right, Colin- he noticed that I was getting a bit frustrated that my
Dad wasn’t listening to me, and then he butted in and said, “Hang on a minute, get back

to the point”, you know?

Although Christine describes Colin’s intervention in terms which imply that he adopted
a rather impositional style of intervention by ‘butting into’ the discussion to interrupt a
repetitive and unhelpful pattern of family interaction, the effect appears to have been to
create increased space in the meeting for her voice to be heard by the family, rather than

her words being ignored or talked over.

The importance of the team members attending to the multiple perspectives and needs of
the participants in the reception meeting was also highlighted from a family member’s
perspective by Brenda, who attended a reception meeting after her son Nick was
admitted to the Unit under the Mental Health Act (1983). Brenda, commented upon this

when discussing the contribution of Laura, a member of the reception meeting team:

Brenda: I like Laura’s point of view, because she can come out with something that’s
totally different. Because... I don’t know why, I feel safe with her, because she doesn’t
Just listen to the patient, who's the most important person, she’s also listening to you

and thinking, “you’ve got a problem as well, do you want to talk about them?”.

For Brenda, feeling “safe” equated with feeling listened to. Laura’s attention to the
differing, and occasionally conflicting, perspectives and needs of family members as
well as of the service-user created a context in which Brenda appeared to feel that her
position had been acknowledged, and therefore allowed for conversations in which the
“circle of the expressed’ was widened, and which were different in kind from those that
the family usually engaged in with one another, and also possibly with other
professionals. Tom Andersen, a family therapist influenced by postmodern ideas

comments:
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Conversations have to be different from what clients are used to bring about change, but
not too different or unusual. ...For therapeutic benefit it is important that the therapist
be sensitive to the flow of conversation, introducing change at a pace appropriate for

the individual client. (Andersen 1993a, pp. 306-307).

The experience of reception meeting team members influencing or gently ‘nudging’ the
conversation towards areas which have not previously been discussed openly is again
highlighted by Brenda when discussing an episode of interaction that occurred between

Okeke, a team member, and her son Nick:

Brenda: I found it very helpful when... I found it very interesting Okeke asking Nick,
“How would you feel if things didn’t go to plan?”. You've got to get on with life and
accept things, and that was very good. I found him very interesting, coming out with

things that haven’t been... (pauses).

Participants in the research identified a number of episodes within the reception
meetings when the team members who were hosting the discussion made contributions
of the sort described by Brenda, which had the effect of opening up space for new areas
of conversation. The contributions by team members which research participants
described as helpful tended to be facilitative in nature; that is, rather than providing
‘psychoeducational’ information to families regarding the diagnosis of the service-user
or discussing technical aspects of psychiatric treatments, the interventions made by team
members tended to be focused upon opening up conversation between participants. This
appears to have occurred in a number of ways: through participating in the meetings in a
relaxed and ‘quiet’ or unobtrusive manner, rather than dominating the conversation or
‘bombarding’ participants with questions; through relating to the others present in an
‘even-handed’ manner, respectfully listening to the different accounts of the people
present; and through occasionally ‘butting in’ or ‘nudging’ the conversation towards
areas which might previously have been avoided by family members. This interactional
style appears to have contributed to the development of an ethos of ‘safe uncertainty’
which is, according to Mason (1993), a necessary condition for dialogue. When relating
from positions of safe uncertainty, participants could therefore risk expressing to others

concerns that had previously remained unspoken.
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Stories about the reflective processes

Members of the reception meeting team also drew upon the idea of ‘reflective
processes’, as developed by Andersen (1990) in a further attempt to generate dialogue

within the meetings, (see chapter 3 for a discussion regarding the theoretical and

practice principles associated with this reflective approach). Because the reception
meetings occurred at what was often a particularly fraught time for families the ability to
speak confidently and to listen attentively to others might often have been impaired for
the individuals concerned. When emotions are running high, it is often particularly
difficult to attend carefully to the words of others, or to entertain different perspectives.
Maria, who attended a reception meeting after her mother Caroline entered the Unit,

described feeling this way:

Maria: It was like that many things was going on in my head anyway, and with the last
two months or something of being there with my Mam, it was like, I had loads and loads
of things still going on in my head, so it was like... to sit and listen all the time, I was like
looking out of the window at some points, because I was like totally full of everything

really.

Feeling overloaded in this way potentially mitigates against engagement in a dialogical
conversation, which entails interacting both with one’s own ‘inner’ voices as well as
with the ‘outer’ voices of the others who are present (Seikkula 1993). Maria suggested
that in the reception meeting she attended the reflective discussions that occurred
between staff were particularly helpful in allowing her to listen and participate in the
conversation differently. In particular, these reflective discussions provided Maria with
an opportunity to listen to the conversation of others without feeling pressurised to

participate directly:

Maria: But then when- was it Jack (reception meeting team member) that was sitting
there- and the other woman, when those two started speaking it was a lot easier. When
those two were- like you were able to pick up on things- because there’s questions that
you want to ask, but then you're forgetting all the time. I had loads of things that 1
wanted to ask but at the same time when it came to it I was, they were gone, you know?
But as soon as those two started talking about what they felt about what was happening,

it was easier to pick up on that.
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Andersen (1995) suggests that reflective processes allow participants in a meeting to
engage in this process of moving between ‘talking positions’, where they are engaged in
outer dialogue with others, to ‘listening positions’ when they are engaged in dialogue
with themselves, with their own inner voices. The style of the reflective conversation, in
which team members speak in tentative, speculative terms, and avoid making direct
statements or addressing questions directly to those who are listening allows for a less
pressurized form of listening; a form of listening which doesn’t require an immediate
reply from the listener. For Maria, the reflective conversation of the staff seemed to
provide a sense of relief. This may be in part because she felt that the staff demonstrated
through their comments that they, in turn, had listened to what Caroline and the family

had said:

Maria: Yeah, and they picked, I think, up on what was happening and that, and how my
Mam felt, I think. Yes.

Later in the interview, Maria reiterates that she found the reflective process a
particularly helpful aspect of the reception meeting. When asked if she had any
suggestions about how the reception meetings might be improved, she recommended,

“more of the sitting back and listening” .

Members of the reception meeting team engaged in these reflective conversations from
time to time in the meetings, rather than as a matter of routine. A number of factors seemed
to influence the decision about whether to use this approach in specific meetings. Because
reflecting team conversations involve a departure from ordinary social forms of interaction
in that the people who are reflecting in this way avoid making eye contact with those who
are listening, the members of the reception meeting team would attempt to exercise
judgment about whether this process might be over unusual for those present at a particular
time. Holly, a staff nurse in the research site, discussed her experiences of having
attended several reception meetings, some of which included reflective discussions
between members of the reception meeting team, and some which didn’t. Like Maria,
Holly identified the reflective conversations that team members engaged in as providing an
opportunity for the others involved in the reception meeting to listen in a reflective and non-

pressurized manner:
Holly. I quite liked it, because I thought that it gave..., you were sort of giving each

other eye-contact, therefore everybody else was... (pauses) the pressure was off them for

a little bit. And it sort of gave them time to reflect, while you were, well that’s what you

185



were doing, I suppose, but it gave them time to reflect and collect their thoughts, and
then perhaps you were sort of summarizing things for them, which I think sometimes
when you're in that sort of meeting is quite useful. So I think [ liked that better, when

that was going on. I think that was probably more useful.

While Maria and Holly both spoke about the team’s reflective discussions within
reception meetings in positive terms, some research participants expressed ambivalence
about this aspect of the meetings. Dan, a nurse on the Unit, discussed his experiences of
attending two reception meetings, one of which he felt was successful and the other
unsuccessful. In both instances the reflecting team conversations seem to have been

significant in shaping these responses:

Dan: [ think they've a good idea. I've seen it (the reflecting conversations) work and

I've seen it not work, I've seen both.

Alex: And the one that wasn 't such a success, what was it that made it unsuccessful?

Dan: The client felt it was very, eh, it was distant. At the point where the two people talk
by themselves, he couldn’t really see the significance of that. He felt a bit awkward
about it. He said he didn’t know why they did that, he didn 't see the relevance of it. And

1 could understand why that would seem a bit strange.

The team’s attempts to engage in reflective discussions seem to have evoked a feeling of
embarrassment for the service-user in this reception meeting, and to have created a
distancing effect. This may have occurred as a result of the rationale for the team’s
unorthodox conversational approach not being sufficiently well explained to the others
in the meeting, or because this style of discussion was simply experienced as too unusual
and therefore viewed as unhelpful. In the other reception meeting that Dan attended,
however, the teams reflections appear to have been a positive experience for the service-

user:

Alex: Did that happen in the other meeting, the one that was successful?

Dan: No, they said to me that that was a good part of it.
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Staff engaging in reflective conversations can therefore have a powerful influence on the
ethos of a meeting. Some participants in this study identified reflective conversations as
particularly beneficial in providing opportunities for participants to listen and think more
reflectively; opportunities to stand outside of the stressful feelings which are generated by
the crisis of hospital admission and the events leading up to it for a moment, and to attend
to what is being said by others more clearly. At other times, however, staff attempts to talk
reflectively in the meetings had an opposite effect, leaving the others who were present

feeling puzzled and excluded.

Potential indications for the use of reflective processes in network meetings

The importance of avoiding the use of reflective processes in a routine or ritualised
manner was highlighted by John, a member of the reception meeting team, who
suggested that when conversations are flowing quite freely the use of this method is
unnecessary. John felt that reflective discussions between staff can be particularly useful
in creating increased conversational fluidity in those situations where there is a rigid or

taut quality to the interactions that are occurring:

John: Yeah, I eh... I find myself drifting in and out of reflection being an important part
of the meeting or not. I suppose, my sense of that meeting was that it turned out to be a
kind of open meeting where things were getting discussed, where there was useful or
important movement of some sort, and, eh, I didn’t find myself thinking, “this is a time
when there should be some reflection, because things are too stuck, or whatever, or
because people need to hear a different story”. I can think of other reception meetings
where there’s this very tightly scripted story that’s.... it’s like, eh, do you know that
children’s toy that comes from South America, it’s kind of a woven basket-work tube,
and you stick your finger in it, and no matter how hard you pull- the harder you pull, the
harder it is to get your finger out, so you.... and it’s those sort of conversations- the
equivalent conversations, where [ think directly using the reflective process helps to take
the unhelpful or anchoring pressures out of the situation, and allows people to come

back into the situation kind of sideways, or from a different angle.

The metaphor of the South American children’s toy vividly evokes monological
interaction in which participants rigidly adhere to fixed positions in the discussion and in
which the ability to entertain alternative perspectives is absent. When participants find

themselves ‘stuck’ in this form of interaction, John proposes that reflecting processes
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can be a helpful means of generating difference. This is a view which has also been

expressed by Pearce and Littlejohn in relation to the field of conflict resolution:

“The purpose of reflecting is to give the participants pause, to stimulate their own

reflecting, and to open space for new action and forward movement” (1997, page 203).

When the conversation that occurs in reception meeting is less rigid and more open,
however, John suggested that it would be unnecessary for staff to structure their
conversations in this way, since movement and change is likely to occur anyway,
without requiring this. Similarly, Andersen (1993a), the originator of this style of
reflective process suggests that reflection is intrinsic to ‘ordinary’ conversation in which

participants engage with one another respectfully and attentively:

“I have come to believe that a normal conversation gives each person who takes part the
possibility of being in a personal reflecting process, that is, of shifting between inner

and outer dialogues with an interested Other present...” (page 311).

The idea of reflecting conversations by staff as a kind of ‘lubricant’ for stuck
conversations may be useful, but also requires sensitivity to the expectations and the
levels of anxiety that the people participating in the meeting might bring. Brenda, a
family member who had previous experience of a reflective process approach in family
therapy sessions prior to attending a reception meeting warned that although these
reflective conversations can be helpful, they might also be experienced as overwhelming

for families with a relative who has recently entered hospital for the first time:

Brenda: I don’t think they (the reflecting conversations) should occur straight away on
an introductory meeting. Maybe at a later stage, but not at first, because I think it would
be too much on other people. I mean, I'm okay with that, but somehow when [ picture

other people, it’s a bit horrendous. Especially the first time.

At times of great stress or anxiety, receptiveness to unusual occurrences may be reduced,
and families are already faced with a situation which is unfamiliar when a relative is
admitted to a psychiatric in-patient unit for the first time. Brenda warns that under such
circumstances, staff engaging in reflective conversations may be, in Brenda’s words,
“too heavy” for families. On the other hand, the account provided by Maria which was
discussed earlier suggests that reflective conversations by staff can in some instances

help to alleviate feelings of stress for family members.
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Careful ‘reading’ of the emotional climate of individual meetings and attention to
whether the conversation is monological or dialogical in nature is therefore required by
staff who are facilitating network meetings in this type of organizational context if
reflective formats are to be introduced successfully. Again, sensitivity to the nuances
and ‘moods’ of the meeting requires from staff a ‘knowledge of the third kind’ (Shotter
1993); that is, knowledge regarding how to position oneself within relationships to open
up opportunities for movement and accessing new perspectives by others. This type of

knowledge is described by Shotter in the following way:

“Such a form of knowledge cannot be formulated in terms of facts or theoretical
principles (“knowing that”), for it is a form of practical knowledge, relevant only to
particular concrete situations. But it is not practical knowledge in the technical sense of
a craft or skill (“knowing how”), for it is knowledge which only has its being in relation
to others. ...Indeed, unlike the other two kinds of knowledge, it is knowledge of a moral
kind, for it depends upon the judgment of others as to whether its expression or its use is
ethically proper or not.... It is the kind of knowledge one has only from within a social
situation, a group, or an institution, and which thus takes into account (and is
accountable to) the others in the situation from within which it is known”, (Shotter

1993, p.7).

Practitioners employing this form of knowledge are guided in their actions by the
specifics of the local, relational context they are acting into, rather than relying upon
generalized criteria or templates for good practice. This is not to say that such criteria
and guidelines have no value, but rather that they are regarded as provisional and
adapted the requirements of the situation at hand, rather than being applied routinely

across contexts.

Summary and discussion

In the process of undertaking multiple readings of the data generated for this study, as
recommended by Brown and Gilligan (1992) in their ‘listener’s guide’ for a relational
research approach, I was struck by the quiet presence of the reception meeting team.
While the team were frequently mentioned in the stories told by research participants,
they rarely seemed to occupy centre stage. This ‘background’ position didn’t, however,

mean that the team’s participation in the meetings was viewed by other participants as

189



unimportant. Many of the research participants spoke appreciatively about the presence
and contribution of team members, using terms such as “informal” and “relaxed” to
describe their approach. This rather quiet, unobtrusive practitioner style echoes several
accounts of the role of the therapist from within the postmodern family therapy
literature. White (1995), for instance, speaks of the “decentred” therapist who draws
upon the knowledge and abilities of the social network or community which surrounds a
person. The hierarchal relationship between professional and service-user that
characterized more traditional therapy approaches is deconstructed, with the resources
for change instead being regarded as located within the network. Similarly, in discussing
participation in dialogical patterns of human communication, Pearce & Littlejohn (1997,
p.214) suggest that, “To have a dialogical conversation is to value listening more than
speaking, to value understanding more than explaining, and to value respect more than
persuasion”. Data presented in this chapter suggests that there was parallels between
these descriptions of a postmodern, dialogical therapy style and the manner of

participation in reception meetings that team members engaged in.

Although team members avoided participating in the reception meetings as ‘knowing
Experts” who could ‘instruct’, ‘educate’ or ‘treat’ the service-user and family, this is not
to say that their presence and contributions was described by other participants as
lacking in authority or expertise. The presence and manner of team members frequently
appeared to contribute to an ethos of ‘safe uncertainty’ (Mason 1993) in which
participants could begin to voice stories that were previously untold or unheard, and in
which family members could talk about potentially contentious issues without the
discussion becoming overheated or polarized. To return to a point raised at the
beginning of this chapter, to adopt a ‘not-knowing position’ does not mean that the
practitioner does not have knowledge, abilities and experience that they bring to the
situation. Instead, it entails the sort of ‘knowledge of the third kind’ described by Shotter
(1993), an ability to position oneself sensitively in relationship to others within

particular contexts in order to open out conversational opportunities.

In addition, some degree of authority is inevitably invested in the team members as a
consequence of their professional position. This authority and expertise that is invested
in psychiatric professionals might often be experienced by service-users or family
members as distancing, inhibiting or oppressive, as when Maria spoke about feeling that
team members were quietly analyzing her in a reception meeting. Data presented in this
chapter also suggests, however, that there was several occasions when this professional

authority was employed in a manner which was experienced by participants as useful.
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Respectful listening by members of the reception meeting team to the account of a
service-user which had previously been dismissed by family members as ‘crazy talk’
might allow the story to be heard more positively within the family, for instance. As well
as creating an obstacle to dialogue under many circumstances, the authority associated
with the position of psychiatric professional may therefore also be employed in a manner
which is potentially empowering or liberating to others. Since this professional authority
can never be entirely ‘shaken off” (Andrews et al. 2000), an awareness of the power that
is invested in us as psychiatric staff is crucial if we are to position ourselves sensitively,
reflexively- ‘knowingly’- in our relationships with others who occupy less powerful

positions.
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Part four:

Discussion
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Chapter 11. Towards dialogical practice with families in

psychiatric settings

Postmodernism, for some, represents an ‘end to Theory’. Newman (2002), for instance,
has argued that the last thing that a postmodern, narrative approach to human
relationships needs is a generalized theory of narrative. Story, according to Newman, is
a non-explanatory way of attributing meaning to human life, to the domain of things
which is, at the end of the day, unknowable. Other postmodern and social constructionist
writers have called not so much for an end to theory as a bridging of the traditional
theory / practice divide. A key aim of studies undertaken by many researchers who adopt
a social constructionist framework, as well as of action research and practitioner
research, is therefore to generate ‘practical theory’; that is, theory which engages with
the dilemmas and tensions facing practitioners and which aspires to contribute to the
betterment of our social worlds (Shotter 1993). In ‘theorizing’ about the data presented
in previous chapters (chapters 7, 8, 9, and 10), the discussion that follows will be

grounded in, and attempt to maintain relevance to practice-based concerns.

Generalizability, validity and postmodern research

Since a postmodern orientation to research is primarily concerned with the specificities
of particular situations, it is important to preface the discussion that follows with a
consideration of the type of knowledge claims I am making for the research.
Postmodernism emphasizes the situated nature of knowledge and as such, is committed

to and constitutive of difference rather than generalities. Fox (1999, p. 177) writes:

“All knowledge must depend not only upon the setting, but also upon who is doing the
observation, and under what circumstances. ...there is little possibility of becoming
context-independent. Consequently, it is wunlikely that research findings can be

generalized beyond the setting in which they were gathered”.

While this position is valuable in challenging the idea of research ‘findings’ as
oppressive grand narratives that practitioners should unquestioningly incorporate into
their practice, it also poses enormous dilemmas for practitioners, managers, planners and
educators as well as for the research community. Practice that is informed by a social

constructionist understanding is ‘essentially’ improvisatory, in the sense that it entails
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responsive engagement with the specificities of a particular situation rather than
adherence to a template for action (McNamee 2003). At the same time, however, the
social world is relatively patterned; life is not so full of surprises that it we can make no
comparisons between situations and events. A postmodernism emphasis on
fragmentariness invites scepticism regarding the predictive value of theory derived from
previous research, but these theoretical accounts help us to remain alert to possible
patterns and act as indicators regarding what might be tried in similar circumstances
(Polkinghorne 1992). In considering the generalizability of narrative accounts developed
through qualitative research, Kennedy (discussed in Kvale 1996) develops an analogy
with case law. In case law a new principle is derived from a particular case. The
applicability of this principle to future cases is made through comparison and the
development of arguments for its application, based upon rich and detailed descriptions
of the specifics of each new situation. It is not generally expected that the principle will

be wholly accepted or refuted in future cases, but rather that it will develop through use.

This case law analogy is helpful in considering the applicability to other practice settings
of ‘principles’ or ‘themes’ extrapolated from stories generated through this research. If
utilised in some form, ideas developed in this study will inevitably be modified and so
transformed. Implications that are drawn are therefore presented tentatively as
possibilities that might have value in other organizational settings where broadly similar
circumstances are in place, nothing more. This position is congruent with
Polkinghorne’s (1992, p. 152) account of a ‘postmodern epistemology of practice’; that
is, knowledge which comprises a body of metaphors or tentatively held theoretical
principles which are derived from previous practice experiences, and which serve as
heuristic devices that can guide action in new situations. These metaphors and principles
are always unfinished and in need of revision as new ways of ‘going on’ in practice

situations are discovered.

Validity

Reed and Biott (1995) argue that different criteria need to be applied when evaluating
practitioner research from those which are commonly applied in relation to more
traditional research approaches. Because of the ‘insider’ perspective of the practitioner
researcher and the explicit commitment to practice development, for instance, criteria
regarding ‘objectivity’ or ‘neutrality’ are not relevant. In addition, if the term ‘validity’
is taken to refer to the extent to which the study has used correct methods and

procedures which allow for an accurate ‘representation of reality’ then this term is
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clearly problematic when applied to research which adheres to a constructionist
methodology. These authors propose that one of the most important criteria against
which the validity of practitioner research should be considered is its potential to
catalyse new practice developments. Similarly, Annells (1999, p.11) argues that the
when considering the validity of a particular study, practitioners should consider the
extent to which the product is understandable and useful. It is my contention that the
validity of this research should therefore be considered in relation to the extent to which
the themes or ‘findings’ presented in the chapters that follow are useful to practitioners
in guiding, illuminating or stimulating their work with families in similar organizational

settings.

A further criteria suggested by Annells relates ‘congruence’; that is, the extent to which
that the approach used in the research was congruent with the aims, purpose or desired
function of the study. Kerr and Fitzpatrick state that each research strategy, “stems from
a differing philosophical base which affects the aim and object of inquiry. The
researcher choosing one of these strategies is advised that the question asked must be
congruent with the underlying philosophy and research strategy chosen to answer the
question” (cited in Annells 1999, p. 12). In the present study, for instance, I was careful
to select and adapt interpretive procedure for analyzing the data which was congruent
with the postmodern methodological position I have adopted, and with the research aims
which were primarily concerned with enquiring about the participants experiences of

power and voice in the reception meetings.

One of my aspirations as a researcher has been to produce a text which is ‘multi-voiced’
in which the different voices of the research participants are included. Thorny questions
are raised, however, regarding the extent to which it is possible for a research text to
‘represent’ the voices of others, without the researcher imposing his or her own
perspective (Wilkinson & Kitzinger 1996). This question is particularly resonant within
the power saturated social field of psychiatry, because of the potential for members of a
dominant ‘professional’ group to appropriate or distort the voices of the marginalized
‘Others’ (the service-users) in the interests of maintaining the status quo. bell hooks

writes:

“Often this speech about the ‘Other’ annihilates, erases: ‘no need to hear your voice.
Only tell me about your pain. I want to know your story. And then I will tell it back to
you in a new way. Tell it back to you in such a way that it has become mine, my own. Re-

writing you, I write myself anew. I am still the author, authority. I am still the colonizer,
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the speaking subject, and you are now the centre of my talk”. (cited in Wilkinson &
Kitzinger 1996, p. 11).

For hooks, the ‘solution’ to this process of colonization is for those occupying positions
of dominance to cease from attempting to represent the voices of the marginalized

‘Others’, and allow those who are powerless to speak for themselves.

Alternative understandings of the problem of ‘re-presentation’ are offered within
postmodern writings. Postmodern research, with its focus on language is concerned with
the textual nature of life and with the interpretation of texts (Fox 1997, p.42). Texts may
be spoken, written or bodily practices. They are products of human activity, created
within the flow of time, and open to endless re-interpretation and with no single, fixed
meaning. As such, there is no original meaning that was intended and voiced by the
speaker that can be recaptured through processes of analysis. From this perspective, we
are engaged an endless interplay of texts with one another. It s impossible for any
reading to capture an essential meaning and there can always be other points of
reference for a text. Fox (1997, p.42-43) offers the following propositions which assert
the relevance of this idea of textuality for research into the social world: Firstly, he
argues that in the study of the social, the primary unit of analysis is the text. Secondly,
Fox contends that texts engage with each other productively. It is through this interplay
of texts that meaning is created, sustained, obscured or re-introduced. The capacity to
engage with the social world meaningfully, to understand and contribute to that world, is
necessarily inter-textual. Finally, Fox argues that since the ‘meaning’ of a text is never
intrinsic, meaning is constructed at the point where “where text’s collide”, at the
meeting, for instance, of the participants words and the act of interpretation by the
researcher. Since interpretation of a text is always an act of power, such interpretations

should also be necessarily be regarded as provisional and subject to challenge.

In creating this research text, I have drawn upon the principle of ‘juxtaposition’
(Chenail 1995)" to generate a ‘multi-voiced account, since, as Fox (1997) has
argued, marginalization occurs through the denial of inter-textuality which
might enable alternative discourses to express their own positions. The
dominance of particular texts is maintained by divesting others of the capacity to
speak ‘authoritatively’. Juxtaposition of the voices of research participants who

occupied different social positions within the research site (service-users, family

" As discussed in the ‘Summary’ section of Chapter 6.
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members and professionals) has therefore been used as a strategy in this text for
resisting the dominance of any one position or perspective within the research

narrative.

The research aims revisited

With aspirations towards the development of this practical theory in mind, in this
chapter I am principally returning to the practice issue which initially provoked my
curiosity and led me to embark on this research journey in the first place. That is, as a
systemically trained practitioner, 1 was interested in exploring the contribution that
systemic ideas might make in the development of services for people who enter
psychiatric hospital and their families. In attending to the multiple and diverse voices of
service-users, significant others and staff, a systemic perspective potentially offers
opportunities for less impositional forms of practice than does a more traditional,
individually-focused psychiatric approach which elevates a biological conception of
distress at the expense of contextually-sensitive understandings. In view of the
theoretical and ideological differences between systems thinking and the medico-
psychiatric framework which tends to inform professional practice in in-patient units, it
is unsurprising that there are relatively few examples from within the previous literature

regarding systemic family or network-based approaches in these settings.

In seeking examples within the literature of innovative family and network-based
practice in hospital settings, the writings of the Finnish psychologist and family therapist
Jaakko Seikkula and his colleagues served as an important source of inspiration to
myself and my systemically-orientated colleagues within the research site (Seikkula et al
1996). As previously discussed, this Finnish social network approach provided
something of a blueprint for the reception meetings that were developed in the research

site.

Inspirational as they were, I felt that the articles produced by Seikkula and his co-
workers left some important questions unanswered, and it was these questions that I
have attempted to explore in this study. One of the areas that had not previously been
explored in the literature was the question of what the service-users and family members
themselves felt about participating in the network meetings. Since the aim of the
meetings was to generate dialogue between families and staff and enhance collaboration,

this was a crucial omission. For this reason, the data generated in this research reflects
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the multiple perspectives of the service-users, family members and staff who
participated in the reception meetings. It has been my aspiration to (co)create a

polyphonic text in which multiple voices are ‘present’.

A second, and equally crucial, dimension of practice which was not addressed in the
Finnish literature concerns the tensions between a postmodern dialogical form of
practice and a modernist treatment context in which ‘correct’ understanding of the
nature of ‘mental illness’ is considered to be the specialist province of professional
experts (Andrews et al. 2000). Drawing upon Bakhtinian ideas about how realities are
linguistically constructed through dialogical encounters, Seikkula and his colleagues
conceive of the biological account of psychiatric disorder as another story, one amongst
many. There is relatively little discussion of the different status accorded to particular
narrative accounts within any cultural context, and how the medical / biological
narratives are deeply embedded within the social order of Western societies. Medical
psychiatry is an important instrument of social control, and so the biological narratives
that justify its methods comprise a powerful hegemony of knowledge (Geist and Dreyer
1993). Discussing the tensions associated with attempting to practice therapeutically in a

psychiatric secure unit, Vivian-Byrne (2001, p. 107) identifies similar tensions:

“Does this situation, by definition, make it impossible for the system, which detains
patients against their will, also to engage therapeutically with them? Is this a ‘both /
and’ too far? To what extent can a professional in this context carry out a useful and

ethical job both for the patient and the societal system they serve?”.

Although this author is discussing experiences of working in a forensic context where
there is necessarily a strong emphasis on custody, these questions are also pertinent for
less specialized in-patient units such as the research site, since coercion and custody are

‘realities’ which need to be grappled with in all psychiatric institutions.

Perhaps one of the reasons why these questions have not been examined in depth in the
Finnish literature is that there is a stronger tradition of psychological approaches running
alongside medical treatments within their public sector psychiatric services than is the
case in the UK (Reed 1998). Psychoanalytic and systems-based approaches to the
treatment of severe ‘psychotic’ disorders are represented in standard clinical practice in
many areas of Finland (Alanen 1997), whereas ‘talking treatments’ of these sorts are
something of a rarity within mainstream services in the UK. Questions about the

‘transportability’ of dialogically-based approaches from Scandinavian culture into
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mainstream UK psychiatry were therefore important to consider in this study. Anderson
(2002, p. 281) also raises this question of how the Finnish approach can successfully be
transferred to different settings, asking, “How can therapists translate the approach,
which evolved in such a unique cultural context near the icy tip of the world to other

cultural, organizational and political contexts? .

Discussing the tensions between postmodern systemic therapies and medical psychiatry,
Vivian-Byrne, (2001, p. 108), paraphrasing Flaskas, suggests that the culture of UK
psychiatry is typified by the modernist equation which can be outlined as, “external
reality-objective knowledge-certainty about that knowledge-claim to truth-expert status
given 1o the holder of the truth/knowledge”. Similarly, Good (2001) has also discussed
the challenges to the “objective’, ‘scientific’ language of traditional psychiatry presented
by a polyphonic practice which aspires to engage with the previously marginalized,
‘personal’ narratives of service-users. Geist and Dreyer (1993) have also emphasized the
contrast between a participatory, dialogical model of the ‘health care provider / service
user’ encounter and the more traditional relationship which centres around the ‘Expert’

professional and the passive recipient of treatment.

The issue of how power and authority might be addressed in the network meetings
occurring in hospital settings is therefore both complex but also of central importance.
Entering psychiatric hospital can result in a profound sense of disempowerment and loss
of voice, and it is therefore important that a context is created in which these subjugated
voices can find expression, where ‘stories lived’ can become ‘stories told’ and ‘stories
heard’ (Pearce & Pearce 1998). For many of the service-users who participated in this
research, the reception meetings they attended appear to have been an empowering

experience, in which they (re)gained, and found opportunities to use, their own voices.

In the discussion that follows 1 will explore in greater detail some practice issues
associated with these tensions that have been highlighted between a systemic and
dialogically orientated approach to practice and a psychiatric hospital setting which
carries both therapeutic and social control functions. A range of issues will therefore be
examined which are associated with this central dilemma regarding the feasibility of

generating genuine dialogue in a context where asymmetrical power relationships
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potentially pervade every interaction, and in which these power relationships remain

largely unacknowledged®. These themes and issues will include:

e Considerations regarding the composition of network meetings and the complex
implications arising from the process whereby this is negotiated and what is
agreed.

e The notion of different socially constructed ‘conversational domains’, each with
their own particular sets of expectations and criteria for action, as well as
specific opportunities and constraints (Lang, Little & Cronen 1990). I will
propose that this concept of ‘domains’ offers a useful framework around which
practitioners can negotiate relationships with participants in network meetings to
reduce the likelihood of expectations becoming confused and to establish clarity
regarding the ‘givens’ which are operational in this kind of agency setting.

e The issue of the degree of initial uncertainty experienced by participants in the
reception meetings will be revisited. I will suggest that Mason’s (1993) concept
of ‘safe uncertainty’ provides a useful framework for practitioners aspiring to
engage in dialogical conversations within the potentially fraught environment of
a psychiatric admissions Unit. I will go on to argue that staff facilitating network
meetings will need to consider the extent to which all who are present (staff, as
well as service-users their and ‘significant others’) experience a sufficient sense
of safe uncertainty so that they do not retreat into the more predictable and

monological patterns of communication associated with interpersonal ‘closure’.

Group composition, hierarchy and experiences of voice

Data generated for this study suggested that the participants were often extremely
sensitive to the group composition of the reception meetings. This was an important
factor influencing the opportunities for open talking; that is, which stories the
participants felt could and could not be discussed. Some degree of discomfort with the
experience of talking in a group setting is perhaps inevitable in view of the twin
contextual factors of a psychiatric culture which is strongly orientated towards the
individual as well as the individualistic value base of western liberal-humanist society

(Sampson 1989). The important principles of respect for privacy and confidentiality

* According to Foucault, the workings of power are largely ‘invisible’ in ordinary social
exchanges; these workings only become ‘visible’ at moments when there is some challenge or
struggle in relation to the maintenance of the usual distribution of power (Parker 1989).
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associated with these cultural influences may at times, inadvertently, mitigate against

more inclusive, family orientated psychiatric practice (Carpenter 2002).

For some participants the absence of a doctor in the reception meetings was particularly
significant in allowing them to feel sufficiently safe to speak more openly, since medical
staff are often invested with considerable authority in Western culture, (see chapter 8).
Vicky, for instance, described the meeting she attended in particularly positive terms as
providing an opportunity for the previously unsaid to be spoken about with her family.
The presence of a doctor would have stifled her voice, she felt, because of the
authoritative status of medicine, and what she perceived as the ‘formal’ nature of the
discussions that typify ‘doctor / patient’ relationships. If a doctor had been present, she
suggested, medical narratives regarding her difficulties would have prevailed, erasing
the more everyday, lifeworld concerns about relationships that were a source of tension
within the family; in other words, she commented, “there would be nothing said”.
Interestingly, this perception of doctors as authority figures who were exclusively
interested in a limited range of medical concerns such as diagnosis and drug treatment
was also shared by some of the professionals who participated in the study. It was
therefore suggested by these participants that it was preferable if the medical staff did

not attend the meetings, to avoid this stifling process occurring.

Bakhtin discusses the difficulties in allowing private, ‘inner’ speech to become ‘outer’
speech in social contexts where there is a wide distance between the ‘official’ and
‘unofficial’ languages, perspectives or ideologies: “whose words we can use in
expressing ourselves is not entirely up to us, for even as we speak, we must anticipate
the responses of our listeners to what we are saying” (cited in Shotter & Billig 1998, p.
19). If the voices of participants in social network meetings are stifled because they feel
that their comments will not be heard or taken seriously if they contrast with the
orthodox psychiatric perspective, then these voices are likely to remain incoherent or
undeveloped, as it is in the process of shifting between inner and outer conversations

that speech and particular ideas become formulated and develop clarity and rigour.

One way that practitioners might facilitate an experience of increased voice for service-
users is therefore to offer choices regarding who should be invited to attend a reception
meeting. Andersen (1990, p. 51) has argued that careful negotiation regarding who
should be asked to participate in a conversation at a particular time is crucial to the

process of dialogue:
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“...many therapists want to make a conversation with a group of people who are not
able to exchange ideas at that certain point in time. So one of the questions we find very
important to deal with is, “Who can talk to whom about this issue in which way at this

point in time”.

Attempts by staff who are convening network meetings to ‘force’ the issue by insisting
that all of those people who are participating in the ‘problem-determined system’ should
attend are therefore likely to be counter-productive in their effects if those concerned do

not yet feel ready to do so.

On the other hand, in attempting to create a context in which participants feel
sufficiently comfortable and safe to speak freely, there is a danger of simply sweeping
the issue of power under the carpet. While the non-inclusion of medical staff or others
who are perceived to occupy positions of greater power might in some instances allow
those participants who occupy less powerful positions within the system to speak more
openly, this process might also unintentionally serve to maintain the dominance of the
medical narrative along with stereotyped perceptions of the medical team. Admission to
psychiatric hospital is likely to result, in most instances, in the attribution of a diagnostic
category and the prescription of psychotropic drugs to ‘treat’ the ‘illness’ that has been
identified. These ‘realities’ must therefore be engaged with if the voices of the service-
users, family members and professionals who participate in the reception meetings are to
be heard in a way that matters, in the sense of having a voice in decisions about their

own future treatment.

The absence of medical staff in many of the reception meetings also potentially served
to maintain unhelpful cultural stereotypes of them as aloof ‘deity like’ figures who had
no interest in the everyday world of human problems and relationships. These rather
one-dimensional stereotypes were not only constraining for others, but were also
potentially stifling for the doctors themselves. One of the senior medical staff who
participated in this study spoke, for instance, about the frustrations associated with his
professional role and how this at times impeded his ability to practice reflectively with
families, (see chapter 7). Participating in a dialogical process in the reception meetings
might provide opportunities for all participants to enrich their understanding of the

situation and create new opportunities for relating differently with one another.

This tension between creating choice for service-users regarding who should attend a

reception meeting and ensuring that the meeting isn’t perceived as irrelevant to the
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overall treatment process because ‘key’ individuals are absent might have been avoided
if there had been greater capacity within the research site for subsequent meetings to
occur where this seemed appropriate. The rationale for the reception meetings being
‘one off> events was largely resource driven: it was often difficult enough in this setting
to gather people together for a single meeting, and so arranging subsequent meetings
would have provided a major organizational headache in most instances. However, in
the Finnish model that was an initial source of inspiration for the reception meetings,
network meetings were the primary form of treatment and so the meetings occurred as
frequently as was considered to be necessary (Seikkula et al. 1995). If this flexibility had
been available within the research site, it would have been possible for staff and service-
users to negotiate who should attend the meetings across time, with the potential for a
gradual widening of participation. Seikkula (2002, p.284) has argued differently, that it
is a “prerequisite ...in every case to include those nearest the patient (“social network”,
e.g family, friends, others who know and care about the patient) in the first meeting to
guarantee the beginning of a construction of joint language”. This inclusive position
enables the process of dialogue and shared understanding, but must be balanced against
the danger of negating the service-users wishes by imposing a professionally-determined

notion regarding the correct way to proceed.

Returning to the fundamental question regarding whether it is possible to create a forum
in which genuinely dialogical encounters can occur in an organizational context which is
strongly orientated towards custody and control, many of the participants spoke about
the reception meetings as providing opportunities for different voices to be heard and for
new, more connected relationship patterns to evolve. At the same time, there are
limitations on the degree of collaboration that can occur, and the ‘realities’ of power and
control inherent within this social field require acknowledgement. Failure to address
these aspects of the psychiatric system might result in the meaning or significance of the
conversations that occur in a reception meeting being diminished by subsequent
experiences within the service. Peter, a service-user who was detained in the Unit under
Mental Health Act (1983) legislation, highlighted this issue when interviewed for the
study. Peter spoke about the reception meeting in extremely positive terms, describing
the discussions that occurred there as “productive” and having “set some wheels in

motion”. Subsequently, however, this sense of progress was not maintained for him:

Peter: I don’t know, it seems like the past, there’s been water under the bridge, I've
moved on, or I've moved back since that time. Since then it’s reverted, there was some

progress made then there’s been a reversion.
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After the experience of having engaged in a productive discussion with others in the
reception meeting, the ‘reality’ of his detention in the Unit was underlined for Peter.
When asked if there was anything that might have helped him to maintain this sense of
progress subsequent to the reception meeting, he responded, “To have not stayed. ... The

others left and I stayed”.

Colgan McCarthy (1994, p.128) argues that postmodern approaches to practice which
aspire towards engagement with diversity and polyphony must also incorporate
awareness of power and privilege, that “stories stand in relation to other stories and that
some are privileged while others are not. ‘The haves’ and ‘the have nots’ do not meet
across equal thresholds”. Ethical postmodern practice requires the adoption of a stance
which both acknowledges that we live in social worlds which are constituted of multiple
and diverse voices and stories, but also that some stories have consequences and that
some of these stories have greater influence than others in organizing relationships. In
other words, a socially constructed reality is still a ‘reality’ which has to be engaged

with (McNamee 2003), and a locked hospital door is a text with a compelling message.

Navigating between conversational contexts or domains

In considering how practitioners might create space for dialogical practices in an overall
service context which is orientated towards social control as well as therapeutic
activities, the ideas of Lang, Little and Cronen (1990) are helpful. Drawing upon the
work of the Chilean biologist and constructivist philosopher Humberto Maturana, these
authors differentiate between what they term different socially constructed domains of
professional practice, which they describe as a ‘domain of production’ and a ‘domain of
explanation’. These authors suggest that participation in each of these domains requires
different moral commitments of the professional. The domain of production requires
engagement with the taken-for-granted assumptions of the wider social order; it is a
domain in which ideas of right and wrong, cause and effect, investigative procedures,
and so on, are operational. Within the domain of production, the criteria and procedures
for making judgements and for ‘correct’ action are often well established. In other
words, this is the domain in which psychiatric professionals most frequently operate
when discharging activities such as identifying pathology, assessing and managing risk;
and so on. McAdam & Hannah (1991, p. 221) describe this domain in the following

way:
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“Within the domain of production, society develops laws and conventions which
professionals are in the position of interpreting and enforcing... We become part of
society’s social conirollers. We have the curiosity of an investigator, trying to discover if
criteria for further action have been met or not. We do not have to have consent to work,
although it is obviously preferable. We operate as if there was objective reality and as if

truth exists”.

Domain of production concerns were extremely pressing within the culture of the
research site, with activities such as managing risk by undertaking ‘observations’ on
service-users being identified by members of nursing staff from the Unit as being of the

highest priority.

By contrast with the domain of production, in the domain of explanation multiple stories
can co-exist and be elaborated by participants. This is the domain usually associated

with the activity of psychotherapy. McAdam & Hannah again:

“In this domain we must have consent- if we act without it, we do violence. We operate
with multiple realities and take all views as valid. We have the curiosity of an explorer

or discoverer, creating a map for others and ourselves as we go...” (1991, p. 221).

It is this conversational domain which the reception meeting team aimed to create when
hosting the meetings, a domain where new meanings and understandings could be co-

produced by participants through dialogue.

In addition to the domains of production and explanation, Lang, Little and Cronen
(1990) also conceive of a third ‘domain of aesthetics®’, which is concerned with the
ethical dimension of practice and with how activities can be undertaken in a manner
which is aesthetic, elegant and moral, (for instance, in such a way that there is a
recursive relationship between theory, practice and ethics in any given situation). The
domain of aesthetics is overarching in the sense that it is this domain which informs the
actions of the systemic professional when practicing in both the domain of production

and the domain of explanation.

Amongst the criteria for acting aesthetically is the requirement to be very clear as a
professional regarding whether one is practicing in the domain of production or

explanation at any particular moment. McAdam and Hannah (1991) suggest that this
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clarity from professionals regarding which conversational domain they are operating in
is crucial since it significantly alters the definition of the relationship between the
service-user and professional. Failure to achieve clarity about this may therefore result in
the service-user feeling angry, dis-respected or even abused if it is subtly implied
through the actions and manner of the professional that a conversation is occurring in the
domain of explanation which is collaborative and heterarchical, when the professional is
actually approaching the encounter in a monological and evaluative manner, for instance
by drawing upon the content of the conversation to formulate an ‘assessment’ of the
person’s mental state. Applying this concept to the reception meetings highlights the
importance of the staff who are ‘facilitating’ or ‘hosting’ such meetings being specific
and ‘transparent’ with participants about power; about what issues can and can not be
decided in the meeting. By clarifying what aspects of a situation are a ‘given’, it also
becomes clearer about where space exists for negotiation, the expression of difference

and for dialogue.

Practicing aesthetically by clarifying which domain of action an episode of interaction is
occurring in is not a simple task, however. Data concerning participants experiences of
the early part of the reception meetings suggests that there was considerable uncertainty
regarding what kind of ‘language game’ they were entering into, and what the ‘rules’ for
participation were. Participants were initially unclear, for instance, whether the
conversations that would occur would be relatively straightforward with a focus on
people being introduced to one another; or if the reception meeting would be a planning
meeting similar in style to Care Programme Approach meetings or medical ward rounds;
or alternatively, whether the reception meetings would be a kind of psychotherapy

session in which relationships were explored in depth.

This degree of uncertainty may have been amplified by the kind of ‘opening remarks’
that the reception meeting team members tended to make when hosting the meetings,
which may not have sufficiently addressed the question of what kind of conversational
domain the reception meeting team aspired to create in the meeting, and what the
contextual constraints on this process were. These opening remarks from members of the
reception meeting team tended to be rather minimal, along the lines that the reception
meeting had no pre-arranged agenda, and it was an opportunity for those present to
discuss any concerns (Reed 1999). The rationale for this approach was that the team
wished to avoid being over-influential or impositional regarding the direction that the
discussion would take, as this might stifle dialogue by distracting from the immediate

concerns of the service-user and family members, whose voices might already be
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constrained in a meeting occurring on ‘professional territory’. However, as Burnham has
commented, it is as important to name what we wish to create as it is to name what we
wish to avoid creating in systemic meetings (John Burnham, personal communication
1998). Similarly, Andersen (1998), drawing upon Wittgenstein’s work, argues that
people encounter problems when they are unclear about ‘how to go on’ in a particular
set of circumstances. The early stages of reception meetings appear to have been
frequently experienced as a context where there was initial uncertainty about how those
present should ‘go on’ together, an uncertainty which appeared to relate to ‘what kind of
meeting this is’, or as Helen, one of the professionals who participated in the research

commented, “it’s a case of, em, “is this the right place for me to bring this up?”.

These experiences of uncertainty discussed by participants in the research might invite
the conclusion that members of the reception meeting were over vague or insufficiently
detailed in the form of words that they used to open the discussions in the reception
meetings, and that the aims of the meetings should have been stated in greater detail and
with more clarity. An alternative interpretation of this data, however, and a one perhaps
more congruent with a social constructionist practice, concerns the value of ‘slowing
down’ the conversations that occurred in the initial phase of the meetings, and creating
more space for careful negotiation of the purpose of the meeting, the different hopes,
fears and expectations of those present, and the possibilities for how the people
attending might ‘go on together’ in that context. In other words, rather than attempting
to address uncertainties by introducing a more tightly scripted narrative regarding how
the meetings should be used and thus risking a reduction in opportunities for different
forms of joint action (McNamee 2003), more detailed attention might be paid to how
participants might talk together and regarding the construction of a context where
‘clarity’ was an accomplishment of the group rather than being imposed by the
professionals who were present. Andrews et al. (2000, pp. 142-143) in their account of
power relationships in family therapy meetings raise a similar point about the
importance of engaging flexibly in careful negotiations with families about how the

meeting should be used:
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“We find that the form of our meetings has become diverse, just as the families we meet
are diverse. We have a sense now that these first negotiations about the structure of our
meeting is our work with a family, every bit as much as later talk about problems and
solutions. Indeed these first discussions seem to be a way of establishing the authority of
family members which enables later talk of problems and solutions to be owned in

partnership between staff and family .

Discourses of coercion and discourses of care often become blurred in psychiatric
settings (Szasz 2000) where ‘treatments’ such as medication can be forcibly
administered by staff on the grounds that a service-user is too ‘ill’ to understand the need
for ‘compliance’, for instance. In a context where such blurring of conversational
domains is fairly commonplace, participants might also be wary of taking at ‘face value’
the opening remarks made by members of the reception meeting team and might instead
choose to observe for themselves what kind of discussions unfold in the reception
meetings. Whatever the factors that were contributing to the high levels of uncertainty
experienced by participants, data from the study suggested to me as a practitioner that
closer attention to orientating and context setting remarks, and more particularly, to
engaging in careful negotiations regarding conversational domains, (including, for
instance, what kinds of decisions could be taken within the meeting, and what the limits
of this were), might serve to enhance the conditions for dialogue within network
meetings in a psychiatric context of this sort, for professionals as well as for service-

users and their relatives.

While it is ironic, it is not surprising that attempts by the reception meeting team to
avoid an impositional style of working in the hope of promoting dialogue appeared at
times to enhance feelings of uncertainty, potentially stifling the voices of participants.
Andrews et al. (2000, pp. 139-140) contend that it is a feature of our linguistically
constructed realities that our attempts to resolve a particular problem or dichotomy tend

to break down in this way:

“The general story of deconstruction is the attempt to erase an oppressive element of
discourse, only to discover that element reappearing in different dress to frustrate the
‘solution’. We will not be dismayed by this difficulty, but will regard it as constitutive of

language as a social event which can never encompass all-there-is”.

The challenge facing practitioners who aspire to postmodern, dialogical forms of

practice is therefore not so much to develop ways of working which bear no traces of
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oppression, where the ‘problem’ of power’ has finally been ‘cracked’, but to develop
strategies that enhance reflexivity. Or, as Vivian-Byrne (2001, p. 115) phrases the
matter, we should encourage ourselves as practitioners within psychiatric organizations
to “create a contextual space within which we have room for manoeuvre in our task and
can reflect on our motivations and actions”. This reflective space should also include
considerations of our own inevitable complicity with dominant narratives and associated

practices of power.

Constructing a context of safe uncertainty

Mason (1993) suggests that an ethos of ‘safe uncertainty’ is required for dialogue to
occur. According to this view it is important for practitioners to attend to factors which
create a sense of sufficient emotional safety or ‘containment’ in meetings so that
participants don’t move into a position of ‘unsafe certainty’ which might be
characterized by attempts to establish the ‘truth’ of one particular perspective and
attempt to impose over-simplistic ‘solutions’. Alternatively, a position of ‘unsafe
uncertainty’ may lead participants to spiral into confusion and panic. When relating from
positions of ‘safe certainty’ or ‘unsafe uncertainty’, it is unlikely that new learning will
occur for participants as their capacity for listening and speaking reflectively will be

impeded.

Data which were discussed earlier regarding participants experiences of uncertainty in
the early stages of the reception meetings therefore carry potential implications for the
meetings as forums in which dialogue could occur. If an experience of uncertainty
reaches a point where it is no longer tolerable to individuals, they might retreat into the
security of a monological, ‘safe certainty’ position. There are multiple factors which
potentially mitigated against the creation of a sense of ‘safe uncertainty’ being co-

created in the reception meetings:

¢ Hospitals are potentially intimidating places with customs and practices which
are often alien to service-users and families (Rose 1985).

e The power invested in staff may further exacerbate feelings of anxiety and
threat. Fears such as that the service-user might be “kept in for life”, as
discussed by one of the participants in this study, may have acted as powerful

inhibitors to open dialogue.
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o Interpersonal tensions and fears about conflict between family members might
also provoke feelings of anxiety, as described by some research participants.
e Differences in perspective between the service-user, family members and staff

may also be a source of potential conflict as well as of creativity.

In addition, because dialogical conversations are themselves unpredictable in nature, or
to use Bakhtin’s term, ‘unfinalizable’ (Trimble 2002), participants in the reception
meetings might at times be drawn towards the experience of certainty associated with
monological forms of communication. Discussing therapeutic conversations, Trimble

(2002, p. 276) comments:

“In therapeutic conversations, we ofien find people caught in a dilemma: Because they
have been wounded in some way, they are understandably fearful of the inherent
confusion and unpredictability of dialogue, and seek safety in the order and certainty of
monological constructions of themselves and their situations. Once established in
monological positions, however, they become cut off from emergent, not-yet-spoken
possibilities for action. Their relationships become thin as they engage only with others
who support their monological positions, resisting those who contradict them and

avoiding those who are open to seeing things in new and unexpected ways .

Monologue can therefore be characterized as a retreat from dialogue. Trimble’s account
of the impoverishing consequences for individuals of becoming fixed in monological
positions bears a strong resemblance to Scott’s account of the impact of interpersonal
‘closure’ on a person’s life and relationships (Scott 1973). According to Scott, it is when
traditional psychiatric narratives regarding ‘mental illness’ are invoked that the person’s

life becomes characterized by stasis:

‘Closure can be a point of no return. . A symptom.... represents a partial death of that
person as a social being. Being in the psychiatric space makes this death official’ (Scott

& Starr 1981, p. 183).

The task facing members of the reception meeting team in attempting to host meetings
in which participants experienced a sufficient degree of safety to speak openly and
engage in a dialogical conversation was therefore an extremely complex one. For
service-users and their significant others who are attempting to make sense of the
experience of hospitalization as well as the crisis which led to admission in the first

place, the certainties of a monological position in which there is a single, accurate
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account of the situation and in which the professionals are the ‘Experts’ to be deferred to
might be experienced as preferable to the uncertainties of a more exploratory, dialogical
position. In addition, the psychological and social hazards which Scott and Trimble have
argued are associated with adopting this monological position of ‘certainty’ may become

apparent over time, rather than being obvious from the outset.

Despite the difficulties involved in attempting to create space for dialogical encounters
in the fraught environment of a psychiatric hospital, the stories told by participants in
this research attest that a number of people experienced the meetings as a forum in
which they could speak and be heard. As previously noted, several of the participants
spoke about experiencing huge anxieties during the early stages of the reception
meetings, but it is important to emphasize that for most participants these anxieties

tended to subside during the course of the meeting.

Professionals experiences of safety and uncertainty

According to Bakhtin, dialogue is polyphonic in nature. The term ‘polyphonic’ was used
by Bakhtin to describe the novels of Dostoevsky, in which the author and the characters
within the story interact on equal terms (Morris 1994). Understanding is not located in
the author or narrator, it is always partial and develops through the dialogical interaction
between the different voices of those who people the novel, (including that of the
writer). Generating dialogue in network meetings therefore entails the creation of a
context in which the multiple voices and languages of participants who occupy different
social positions can engage with one another. For staff hosting the reception meetings
this required attending to the experiences and perspectives of other professionals in the
meetings, as well as considering the service-user and their relatives or significant others.
Tolerating the uncertainty associated with dialogue was potentially anxiety-provoking
for staff as well as service-users and families, of course, since this position conflicts with
professional discourses about being knowledgeable or demonstrating competence by
'having the answers' (Reed 1999). In the reception meetings professionals were in effect
being invited to shift away from a position in which their account of the situation was
elevated through the authority invested in their professional status and towards a potentially
more vulnerable position where they were accepting personal responsibility for the views

they expressed. Patterson (cited in Seikkula, 1995) states that vulnerability is associated
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with dialogue, in the sense that the participants in dialogical communication are open

and exposed to one another.

Data presented earlier regarding the participation of professionals in the reception
meetings suggests that the ethos of the reception meetings was at times experienced as
challenging, (see chapter 7). There was more than one occasion, for instance, in which
visiting professionals contacted members of the reception meeting team after a meeting
to question the reliability of the service-users contribution in the reception meeting. For
the professionals concerned, the absence of an opportunity to speak with the reception
meeting team outside of the meetings without the service-user present may have been
experienced as over-unusual, as compared to the professional practices that they were
accustomed to. In choosing to avoid engaging in professional discussions before or after
the reception meetings, the reception meeting team had been influenced by Seikkula’s
(1993) argument that this might impede the process of dialogue in the meetings
themselves (Reed, Stevenson & Wilson 1998). For some of the professionals who
attended, however, the rationale for approaching the meetings in this way may have been
unclear or puzzling, as several of the research participants who were mental health
professionals suggested they would have valued receiving more information prior to the

meeting.

Nurses from the team that staffed the research site also described difficulties and
tensions which were raised for them when participating in the reception meetings,
particularly on occasions when they were attending the meetings as a ‘ward
representative’. Engaging in a dialogical process may have been difficult for staff who
attended the meetings in this role for several reasons. A member of staff acting as ‘ward
representative’ may not have had any previous direct contact with the service-user and
their significant others, and might therefore have felt unable to offer a personal
perspective on the topics under discussion. Colin, a nurse, commented, “the
uncomfortable bits were when I thought [ shouldn’t have been there because I didn’t
know what’s going on, when I didn't have knowledge of the client”. Colin also spoke
about the frustrations and sense of restriction associated with “reciting” the views of
others rather than contributing a personal opinion. Staff acting as ‘ward representatives’
may therefore have felt caught at times between conflicting sets of expectations: the
expectations of the team that they were ‘representing’ that they would act as a conduit
for the views of others, as a vehicle for passing on and receiving information within the
meeting as against the expectations of the reception meeting team that they would

participate in a dialogical process. In addition, dialogical conversation is essentially
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spontaneous and unpredictable, and requires of participants that they tolerate a degree of
risk, of being taken by surprise. It is a process which is outside of the control of any one
participant. Staff acting as ‘ward representatives’ might therefore potentially feel rather

exposed in this situation.

For less experienced staff, anxieties associated with the differing expectations that were
at times in play within reception meetings might also have been amplified because they
were likely to have had little prior experience or training in family and network-based
approaches. Within the Finnish social network approach in Western Lapland, which
provided the inspiration for the reception meetings, considerable attention and resources
were committed to staff training during the early phase of implementing the network
meetings as a routine aspect of service delivery (Seikkula, Alakare and Aaltonen 2000).
By contrast, staff working in psychiatric in-patient settings in the UK tend to have
limited access to training opportunities (Mansell and Malik 2000). Those colleagues
working in the research site were therefore practicing in a context where training was
difficult to access, and were to some extent ‘thrown in at the deep end’ in the reception
meeting compared with their Finnish counterparts. This key issue of staff training and
preparation for working in social network meetings will be further discussed in chapter

12, which considers organizational development issues arising from the research.

In the face of the dilemmas that staff faced when participating in the reception meetings,
it would have been understandable if some had avoided attending them for fear of being
‘put on the spot’ or ‘losing face’ because of their lack of knowledge of the service-user’s
situation or of what might be expected of them in the meeting from the others who were
present. A lack of knowledge is more likely to be made public in a context where the
discussion is more spontaneous and unplanned than in the more scripted and task-
orientated planning meetings that more frequently occurred in the research site. Several
of the professionals who participated in the research commented that they would have
preferred a clearer ‘agenda’ for the meeting, suggesting that it is important for
practitioners who are hosting network meetings in this type of organizational context to
hold in mind the potential anxieties and expectations of all participants, (service-users,
their significant others, visiting professionals and members of the hospital team), and to
attempt balancing the degree of structure / lack of structure within the meeting against

these different concerns.

At the same time, it is important to hold in mind that facilitating a social network is a

complex task, since the different participants are likely to attend with their own
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individual expectations, hopes and concerns, and it may therefore not always be possible
to negotiate a position where everyone’s position and preferences are equally
accommodated. Anderson (2002, p. 280) comments on the challenges facing the

practitioner working in these forums:

“...a family or a social network system does not have an understanding or a language,
rather each member has their own. The therapist is always working within a
polyvocality. The challenge becomes how to invite and maintain room for each voice
and in a way that the descriptions and opinions develop into the joint process or in my

experience a joint storytelling process”.

Considering the notion of the ‘domain of aesthetics’ as a framework for shaping practice
(Lang, Little & Cronen 1990), in the face of a dilemma about how to attend to
conflicting expectations regarding what should occur in a network meeting, responding
more fully to the preferences of the service-user in favour of those of others present such
as members of the professional network seems a justifiable ethical stance for
practitioners to adopt. A hospitalized service-user occupies a relatively powerless
position within the system when contrasted with that of the others who are present, and
it is therefore crucial that opportunities are maximized for his or her voice to be heard.
The importance of attending carefully to the language and perspective of the service-
user has been underlined by a number of authors writing about the practice of facilitating

network meetings (Anderson 2002; Seikkula 2002; Trimble 2002).

Summary of key practice-based ‘findings’ or themes generated through

the research

In this thesis I have developed a range of narrative accounts which I hope will be of
interest to practitioners who also wish to adopt a systemic and social constructionist
informed approach to practice in similar settings. These different stories about practice
are presented with the aim of creating richer descriptions regarding practice possibilities
within these complex agency settings. The narratives are offered, then, in a spirit of
dialogue, as possibilities which practitioners might hold in mind and adapt, develop or

use selectively, according to the specificities of their own practice contexts.

The key practice-related narratives or “findings’ that have been developed through the

research are summarized below:
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Narratives regarding contextual factors

s Acute admissions units are characterized by a tension between therapeutic and
risk / crisis management control’ functions. There are multiple constraints,
associated with institutional, cultural and resource-based factors, which can be
dis-empowering and even, at times, de-humanizing for staff and service-users in
this kind of environment. In addition, the elevation of the ‘objective’ medical

voice in hospital settings represents a challenge to polyphony.

e Despite these asymmetries of power and cultural constraints, reception meetings
provided a vehicle in which opportunities were created for service-users, family
members and staff to engage in more collaborative and dialogical patterns of
communication. Such meetings therefore offer an opportunity to reduce the

potential for interpersonal ‘closure’ to occur (Scott & Ashworth 1967).

Narratives regarding experiences in the reception meetings

e While two family members expressed reservations about the group format of the
meetings which they experienced as inhibiting, the majority of participants felt
that this offered opportunities for enhancing relationships by ‘bringing people

together’, psychologically as well as physically.

e Bringing people together in this way also appeared to create a dialogical space
which offered the possibility of people talking together about potentially fraught

issues without conflict ensuing.

+ Initially, participants said that they had experienced high levels of uncertainty
regarding what to expect in the reception meetings. This uncertainty was
experienced by most participants, regardless of the different social positions
they occupied within the research site (service-users, family members or staff).
Confusion regarding the kind of language game that was occurring, and about
what the unspoken ‘rules of participation’ in the meeting were, frequently

ensued.
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e For some service-users this uncertainty was also, however, accompanied by a
sense of opportunity. The relatively unstructured style of the reception meetings
appeared to be particularly important in allowing opportunities for participants
to ‘find’ their voices and to speak of matters which were previously unsaid or

unheard by others.

Narratives regarding postmodern professional practice

o The presence of reception team members, and their style of participation in the
meetings was valued by several participants for qualities of “gentleness”,

“quietness” and “informality”.

o The manner in which team members attended to multiple points of view and
facilitated conversational flow within the meetings was also discussed in

positive terms by service-users and family members in the study.

e Reflective conversations of the type developed by Andersen (1990) were valued
by some participants as these conversations provided opportunities for family
members to be present in the discussion by listening without feeling pressurized.
At times, however, the reflecting discussions were also experienced as

distancing.

e Staff hosting reception meetings are reliant upon a sensitivity towards the
immediate relational context, or, what Shotter (1993) describes as ‘knowledge
of the third kind’, in guiding decisions regarding whether to utilize approaches

such as Andersen’s (1990) reflective discussions in reception meetings.

e When network meetings occur in hospital settings, the staff hosting them should
also be aware of the high levels of uncertainty which might initially be
experienced by participants. [f dialogue is to occur, an ethos of ‘safe
uncertainty’ (rather than ‘unsafe uncertainty’ or ‘safe certainty’) is required

(Mason 1993).

e Since a blurring of discourses of ‘care’ and discourses of ‘control’ often occurs
in psychiatric hospital settings, one of the ways that staff can facilitate an ethos

of safe uncertainty is by articulating the particular conversational domain that
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participants are operating within in a given moment, so that participants are
clear about what are the ‘givens’ or non-negotiable aspects of the situation (for
example, the ‘reality’ of detention under Mental Health Act (1983) legislation),
and which areas are open to exploration and re-negotiation (Lang, Little &

Cronen 1990).

e The dominance of the bio-medical discourse within psychiatry, and the
perceived allegiance of psychiatrists with this discourse, can contribute towards
stereotypical expectations from other, non-medical participants regarding the
contribution of doctors within reception meetings. Some participants in this
study, felt that the presence of doctors would lead to narrow, monological
discussions prevailing in the meetings and that it was preferable for medical
staff not to attend. One participant, however, felt that the meeting she attended
had little value because a doctor was not present, and medical issues were not
included in the discussion that occurred. This raises particular issues for
practitioners to consider in relation to the practice of convening network
meetings, and whether to attempt to convene all those who are participating in
the ‘problem-determined system’, as Seikkula {2002) recommends, or whether
to be primarily guided by the wishes and preferences of the service-users, in
view of the dis-empowered position they occupy within this particular social

field.

Personal responses to the ‘findings’

Since practitioner research offers an opportunity for the practitioner to re-view and
extend his or her own assumptions and prejudices (Andersen 1993), it is appropriate for
me to comment on some of my own responses to the themes summarized above. In
particular, I wish to discuss those ‘findings’ which created the most surprise for me,
since as Schon (1987) has commented, it is through the process of reflecting upon

surprising occurrences that our practice develops.

Much of the data generated through the research was very affirming to me in relation to
my beliefs about practice. The accounts provided by participants regarding their
experiences of voice, of feeling able to speak and feeling that they were listened to
within the reception meetings confirmed for me the value of developing this type of

service within hospital settings. Important conversations had occurred in the meetings
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for several people. I did, however, experience surprise in relation to the levels of
uncertainty experienced by the majority of participants during the early stages of the
meetings. | anticipated that people might feel unsure and uncomfortable to begin with,
but for some participants the experience seemed to be close to overwhelming. A number
of people suggested that they would have liked more information in advance of the
reception meetings, or more of an ‘agenda’ for the discussion. Hearing these comments
as a practitioner researcher I felt rather puzzled, as my own experiences within these
meetings was that members of the reception meeting team had given a brief but adequate
account of what the purpose of the meetings were, (these comments were deliberately
kept brief, to avoid being over prescriptive). The degree to which the unstructured
format of the reception meetings was experienced as frighteningly strange in a context
where more goal-orientated, instrumental or interventive approaches are more usual was
therefore an important ‘discovery’ for me, and stimulated many reflections regarding the
importance of taking time and care over the negotiations that occur during the early

phase of a network meeting.

I have also gained through the research process a richer understanding of the experiences
of professional colleagues, particularly those working specifically within the hospital.
Although I have worked in a range of mental health settings over the course of my
career, this has been primarily in community-based services or in specialist residential
settings that were well resourced by comparison with the circumstances that these staff
were facing. I was well aware that these colleagues were working under pressurized
circumstances, but hadn’t fully appreciated how challenging the prospect of participating
in a dialogically orientated network meeting might be. Colleagues attending these
meetings in the role of a “ward representative’ might have had no prior first hand contact
with the service-user, but felt that they were entering a situation where they would be
expected to offer an opinion or view of the situation. Other duties within the Unit such
as undertaking ‘observations’, which might require less personal participation, might
well have been viewed as a less threatening, and therefore preferable, type of activity to
engage in. Within the reception meeting team we tended to avoid engaging in
discussions prior to the meeting with the other professionals who were attending, to
discourage a professionally-determined focus or agenda being created in advance. The
themes developed through this research indicate to me, however, that this position is in
danger of underestimating the degree of anxiety that colleagues might be experiencing,
and that the option of providing an opportunity to talk about how they might contribute
to the meeting, (rather than about the service-users situation), might therefore be

facilitative.
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Identification of implications for practice development was a key aim of this research,
and the discussion in this chapter has therefore focused primarily upon the specific
‘micro-processes’ of practice. In the chapter that follows, the scope of the discussion
will be broadened by locating the practice implications arising from this study in relation
to a range of wider contexts. Connections will be drawn between the key messages
arising from this study and contemporary trends within the areas of government policy;
service development; professional training; and finally, with the field of practice-based

research

219



Chapter 12. ‘Bigger pictures’: Connecting the study with
broader trends in policy, service development,

professional training and practice-based research.

The discussion in this chapter shifts from being primarily concerned with direct practice-
based concerns by connecting the themes that have been highlighted in the study with a
range of broader contexts that hold relevance for the implementation of network-based
approaches in psychiatric settings. Firstly, I will consider the significance of recent
government policy initiatives, arguing that the general thrust of policy towards the
inclusion of families and carers in the planning, delivery and evaluation of mental health
services (Dept. of Health 1999a) provides a broadly supportive climate for the
implementation of family and network approaches. Despite these encouraging
developments at the level of policy, however, mental health practitioners attempting to
introduce new services for families in hospital settings may continue to encounter
significant organizational barriers, as data presented in previous chapters of this thesis
attests. I will therefore go on to explore some of the service development issues arising
from the study, including a consideration of the professional support and training
required by staff working in these contexts. Finally, [ will identify connections between
key themes arising from this study and the broader field of practice-based research,
highlighting areas of inquiry that were identified but not fully addressed in this study

because they fell outside of the scope and design of the research.

Connections with recent policy directives

Government policy over the past decade has increasingly emphasized the importance of
psychiatric service providers recognizing the contribution of families and carers in
supporting people who are identified as ‘mentally ill’. The Care Programme Approach
(Dept. of Health 1996) sought to improve the coordination of services by including
carers in the planning, monitoring and evaluation of care packages. The National Service
Framework (NSF) for mental health (Dept. of Health 1999a) further emphasized the
contribution of families and other carers by requiring service-providers to seek their
views, provide information on the help that is available to them, and also to explain to
carers their right to request an assessment of their own needs. The NSF also stresses the

value of involving carers in the planning and development of mental health services. In
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addition, the right to an assessment of carers needs came into force as part of the

Government’s national strategy for carers (Dept. of Health 19994d).

New developments in policy are not accompanied by immediate shifts in practice
however, and complex implementation issues need to be addressed within hard-pressed
mental health services which are struggling with limited resources as well as the
constraining legacies of reductionist thinking and institutional practices (Hunter 2002).
Increasingly, government attention has therefore been directed towards service
development and the promotion and implementation of ‘best practice’ (Dept. of Health

2002).

A literature review and consultation exercise regarding services for carers of people with
mental health difficulties that was commissioned by a Department of Health funded
body, the National Co-ordinating Centre for NHS Delivery and Organisation Research
and Development, concluded that effective services for carers should be underpinned by
four principles: that services should be positive and inclusive; flexible and
individualised; integrated and coordinated; and accessible and responsive (NCCSDO
2000). These principles were, according to the report’s authors, based on a consensus
view that emerged from the consultation process with carers. The aspirations, aims and
procedures associated with the reception meetings were highly congruent with the four

principles articulated by the NCCSDO:

e Positive and inclusive. The NCCSDO (2002, p.2) briefing paper which
summarizes the key ‘findings’ of the consultation process states “mental health
professionals should have a positive approach to carers, involve them in
decision making and recognize them as ‘partners’ or ‘co-experts’”. This
principle of inclusiveness resonates strongly with the primary aim of the
reception meetings regarding the creation of a forum in which collaborative,
dialogical conversations could occur between service-users, families and
professionals.

¢ Flexible and individualised. The principle that services should reflect the
diversity of carers rather than delivered in a standardised manner is also highly
congruent with the reception meeting team’s aspiration that the meetings should
be tailored to the concerns of those present, rather than becoming formulaic or

following a professionally-determined agenda.
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o Integrated and coordinated. The principle of well coordinated, ‘joined up’
services was also integral to the systemic ethos of the reception meetings, which
sought to bring together staff from different professional disciplines, as well as
from hospital and community-based settings, to join with the service-user and
family in open dialogue.

e Accessible and responsive. Again, this principle dovetails with the reception
meeting teams aspiration that meetings should occur as soon as possible
following a person entering hospital, so that a dialogical process could be
initiated from the outset and the processes of interpersonal ‘closure’ that can
ensue between the service-user and their family in these circumstances might be

minimized.

These principles regarding how mental health care should be delivered which were
articulated by the families and carers who participated in the NCCSDO consultation
process may appear rather uncontentious. However, data presented in previous chapters
of this thesis highlights the implementation difficulties associated with introducing into
routine psychiatric practice a new service which was highly congruent with these
principles. Attempts to establish the reception meetings as a responsive service that was
available to all service-users and occurred rapidly following admission were frequently
hampered by factors such as inadequate staffing levels and a cultural orientation towards
risk assessment rather than therapeutic engagement. Despite these obstacles, however,
practitioners who wish to introduce family and network-based approaches in
contemporary psychiatric settings can find broad support from recent policy initiatives,

which aim to steer services towards more inclusive and ‘family friendly’ practices.

The vocabulary of mental health policy

Prior to moving from a consideration of the current policy context towards discussing
the organizational development issues that were highlighted by this research, it is
important to add a word about the language and terminology employed in recent policy
documents. Johnstone (2001), a staunch critic of medical psychiatry, introduces a note of
caution regarding an over-enthusiastic welcoming of policy initiatives such as the NSF
(Dept. of Health 1999a). She argues that while there is much to recommend the NSF in
terms of its emphasis on principles such as inclusivity, the document is flawed by its
unquestioning assumption of a biomedical model of distress. The vocabulary of the

medical model permeates the NSF, according to Johnstone, and will therefore inevitably
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influence the planning and delivery of future services. She therefore predicts rather
gloomily that the centrality of these biomedical assumptions within the document will
result in a situation where, “all the faults of the old system will be carried through into
the new one” (2001, p. 2). Based upon such a reading of the NSF, one might conclude
that it carries mixed implications for the development of services such as the reception
meetings; while the principle of greater inclusivity might support the implementation of
family and network orientated practices, for instance, the reinforcement of unexamined
biomedical assumptions might create a less fertile context for systemic practice
approaches which embrace multiple voices and an appreciation of the socially and

culturally specific nature of knowledge and understanding.

Practitioners in the UK who aspire to implement family or network-based approaches
within adult psychiatric agencies will find broad support for their argument from recent
UK policy documents which emphasis service collaboration with families and carers.
The case for introducing these approaches can be specifically linked with themes within
the NSF, for instance, which requires user and carer involvement in services.
Developing a case for network meetings upon theoretical rather than pragmatic grounds
might prove to be a less successful strategy however, since the potential tensions
between a systemically-orientated approach and the reductionism that Johnstone (2001)
suggests is implicit in the NSF document may be foregrounded. In the discussion that
follows, organizational development issues will be explored in further detail and some

specific strategies for promoting family and network approaches will be considered.

Connections with service development agendas

One of the most frustrating, but also fascinating aspects of the practitioner research
process in this study related to the level of difficulty experienced by myself and my
colleagues in the reception meeting team in attempting to introduce this new service
development within the research site. In retrospect, there was a level of naivety
associated with the early team planning meetings which may have resulted in us being
less strategic and systematic in our thinking than we might have been if we had been
fully cognizant of the barriers that we would meet on the way. As noted previously, (see
chapter 2), these barriers were not specific to the local circumstances of the research site,
and implementation difficulties associated with introducing family-orientated
approaches into routine psychiatric practice have been highlighted in the previous

literature (Fadden 1997; Smith & Velleman 2002; Wright 1997). The nature of the
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organizational barriers that were encountered within the research site will now be re-
visited, and linkages will be developed with different service development strategies

which have been proposed in the relevant literature.

Cultural constraints upon engagement with families

Smith & Velleman (2002) have cited the orientation towards crisis management that is
characteristic of acute admissions units as a major barrier to the routine implementation
of services for families, and this was one of the major difficulties encountered in
introducing the reception meetings within the research site. Resource constraints and an
associated emphasis on crisis management at the expense of planned interventions
created for staff an orientation towards the immediate and a sense of fluctuating
priorities according to shifting circumstances. Under these service conditions, engaging
in more reflective forms of practice can present a major challenge for practitioners
(Hawkes, Hopkins & Reed 2001). Ironically, this emphasis on responding to immediate
crises and risk-management to the detriment of more conversational and contextually
sensitive approaches may create a set of conditions in which service-users feel that their
concerns are not heard as staff struggle to find the time and psychological ‘space’ to talk
with them, resulting in greater anxiety and therefore an increased likelihood of crises
erupting. A vicious cycle may therefore become operant in which, to draw upon a key
tenet of early systemic practice, the “attempted solution serves to maintain the problem’

(Dallos & Draper 2000).

A further barrier to the implementation of family and network approaches associated
with the crisis orientated culture of acute admissions units is that what Hudson (1995)
refers to as a ‘responsibility vacuum’ can develop. This phenomenon was exemplified in
the words of a member of the nursing team within the research site, who in relation to
arranging reception meetings commented, “It’s not my job, it’s the primary nurse’s job,
and she’s on holiday!” . If staff are focused primarily upon the immediate tasks which
need to be addressed during a particular shift, complex and time-consuming activities
such as convening network meetings which require advance negotiations and forward
planning are less likely to be undertaken. A crisis orientated culture does not invite staff
to maintain the kind of ‘relationally engaged’ approach associated with dialogical

practice (McNamee 2003).
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Attempts to link responsibility for convening the reception meetings with the primary
nursing role were not particularly successful in the research site, in part as a
consequence of the Unit being insufficiently resourced for the primary nursing system to
run effectively. ‘Fall back’ systems such as having identified ‘named nurses’ and ‘ward
representatives’ for the relatively frequent occasions when the primary nurse wasn’t
available also appeared to be unsuccessful in maintaining a sense of continuity across
different shifts. The Finnish Open Dialogue approach developed by Seikkula and his
colleagues (Seikkula et al. 1995) addresses this issue of responsibility for engaging the
wider social network at the beginning of the treatment process by adopting a principle
whereby the member of staff who receives the initial request for help carries subsequent
responsibility for convening the first meeting. What can be surmised from data
generated in this study, however, is that for such a system to be implemented
successfully in the UK, the staff concerned will require organizational support in finding
time and space within the day for potentially time consuming convening activities. In
addition, it is important to keep in mind that most staff will have had little or no prior
training in convening families and wider networks. The practicalities regarding how this
issue of responsibility for initiating the network process when a person enters hospital
can be most successfully addressed will inevitably vary in different agency contexts
according to local circumstances, but practitioners who intend to introduce a family or
network-based approach into a psychiatric hospital setting would be well advised to give
careful thought to convening issues. This includes not only where responsibility lies, but
also the provision of appropriate training to staff, an area that will be discussed in

greater detail later in this chapter.

Promoting family and network approaches within psychiatric agencies

A key strategy proposed by Smith and Velleman (2002) for supporting the introduction
of family-based services in adult psychiatry agencies is the identification of a ‘service
champion’ within the organization. These authors argue that the service champion
should occupy a senior role and report directly and regularly to the senior management
body within the organization. Smith and Velleman contend that a service champion at
this level can ensure that the implementation of these services is actively supported at all
levels of the organization. Training, clinical supervision and other support systems for

family-based approaches can then be prioritised and implemented across the service.
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Within the research site the reception meetings were viewed positively by senior
managers and clinicians, and there was a general sense of good will and a desire to see
this interesting new service prosper. This level of support was evident in secondary data
gathered for the study such as correspondence and minutes from Unit meetings, where
the reception meetings were frequently alluded to in positive terms. There was, however,
no formalized system for members of the reception meeting team to report to the senior
management group, and similarly, no formally recognized ‘service champion® who was
responsible for managing the process. Instead, the different members of the reception
meeting team attempted to act as ‘ambassadors’ for the new service in a relatively low
key manner, by providing information to colleagues in the different clinical teams
attached to the research site, organizing occasional training and information sharing
sessions, and so on. This more ‘grass roots’ approach to service development was
perhaps more consistent with the dialogical ethos of the reception meetings. In addition,
Smith and Velleman (2002) are specifically concerned with the introduction of the
medico-behavioural ‘family management’ approaches which are commonly regarded
within psychiatric services as having an established evidence-base, a key issue within
contemporary health care services (Muijen 2003). While there is some, albeit more
limited, outcome-based ‘evidence’ supporting the application of systemic approaches in
severe psychiatric disorder, this research is less widely known about and systemic
therapies are consequently regarded by many as more experimental and therefore
perhaps as less relevant (Johnstone 1999). The reception meeting team were therefore
necessarily more reliant on attempting to generate enthusiasm and interest incrementally
rather than adopting a more insistent or strident approach. To have done so may have

been to risk the evaporation of the good will and support that was offered initially.

A more systematic and multi-pronged approach to implementation may, however, have
achieved greater success in establishing the reception meetings as a routine feature
within the research site. It is unlikely that relying entirely on a ‘top down’ approach to
organizational change would be successful, as this may simply generate resentment
amongst staff in more junior roles who can easily resist the process covertly if they are
not persuaded of its value (Selvini Palazzoli 1984). At the same time, it is important that
support is gained from senior figures within the organizational hierarchy, so that it is
clear to staff that engaging in family and network meetings is a recognized and
important aspect of their role, rather than a peripheral activity. As Bowles (2002) has
noted, nursing staff on psychiatric awards are keenly aware of the organizational
requirement that they undertake risk management activities such as ‘special

observations’ as this aspect of their work is set out in organizational policy documents.
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The requirement to engage in more reflective or therapeutic activities is not specified in
the same way, however, and so hard-pressed staff will generally prioritise those
activities which are required of them in order to preserve job security. If engaging in
family—orientated practices such as the reception meetings are to be viewed as a ‘core
activity’ amongst staff, then this message must be reinforced by managers and senior
clinicians. Practitioners who are interested in developing abilities in working with

families and social networks will then feel supported in doing so.

Connections with the field of professional training

The success of the Finnish social network approach appears to have been built upon an
intensive and well resourced training programme which was accessed by all staff in the
Western Lapland service. Seikkula, Alakare and Aaltonen (2000) state that all of the
staff from the in-patient and outpatient teams attended either a three year family therapy
training or training in another psychotherapeutic approach, and that 75% achieved
qualification as psychotherapists under Finnish law. For practitioners in the UK, these
figures are staggering. Training opportunities for staff in statutory mental health services
in Britain tend to be modest, and practitioners in in-patient settings have tended to fare
particularly badly in this respect (Mansell and Malik 2000). Within the research site,
some members of the reception team had undertaken some post-qualifying training in
systemic family therapy, and two people were registered with the United Kingdom
Council for Psychotherapy (UKCP) as family psychotherapists'. The majority of staff
within the wider team in the Unit had minimal prior training in family work or in other
‘talking treatments’, however. Any training strategy which is developed to support the
implementation of network meetings in a UK psychiatric context must therefore take
account of the ‘realities’ of limited funding, staff shortages and a workforce who are
likely to have minimal prior knowledge of systemic or other psychotherapeutic treatment

approaches.

Training for ‘not knowing’: postmodern dilemmas

Postmodern approaches to practice such as those associated with ‘hosting’ or

“facilitating’ the reception meetings pose particularly complex dilemmas in relation to

' The UKCP is a central body which registers psychotherapists within the UK and sets standards
for training.
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education and training. A social constructionist-informed practice is characterized by a
philosophical orientation towards conversation, with the emphasis placed on responsive
forms of relational engagement with others, rather than a specific model or body of

techniques (McNamee 2003).

Within the family therapy field an increasing number of practitioners who are
sympathetic towards postmodern and social constructionist ideas have expressed
scepticism regarding a rejection of the importance of expertise and technique in working
with families and wider systems (Burnham 1993; Mason 2002). Placing too great an
emphasis on a ‘non-expert’, ‘not knowing’ conversational stance may, however, create a
paradoxically mystifying effect, leaving professionals who are new to this way of
working feeling confused, and suspecting that the knowledge and abilities that they
perceive to be possessed by more experienced staff are simply being withheld from
them. This dilemma was highlighted in comments by professionals who participated in
this study regarding their uncertainty about how to ‘go on’ in what they experienced as
the unfamiliar and unusual context of the reception meetings. Service-users and relatives
who participated in this research frequently spoke of their experiences of the reception
meetings in terms which suggested that the meetings had the quality of ‘ordinary’ social
conversation. Despite the apparent simplicity of the activity, conversing in a relaxed and
reflective manner within a social network meeting may be a daunting task for psychiatric
staff who may have had minimal prior training or experience in working with families,
and who may be more familiar with participating in fairly tightly-scripted and task
orientated meetings where roles and expectations are more clearly specified from the

outset.

User and carer perspectives in training

An important dimension to the general ethos of the reception meetings related to the
composition of the team of staff who hosted or facilitated them. As discussed in chapter
3, the reception meeting team comprised workers with a range of personal and
professional life experiences, including two staff members with direct family experience
of caring for relatives who had received psychiatric in-patient treatment. The
participation of these colleagues was an invaluable contribution to the range of
perspectives available to the team, and potentially helped team members to become
more sensitized and informed in relation to family members experiences of the

psychiatric hospital system.
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The contributions of people with direct experiences as users and relatives of psychiatric
systems is potentially helpful in countering the development of a hegemony of
professionally-based knowledge regarding how network meetings should operate. The
training and preparation that psychiatric staff will receive for participation in social
network approaches should therefore ideally include not only a focus on social
constructionist ideas and approaches associated with the family systems field, but also
contributions from service-users and family members. The inclusion of service-users and
family members in the design, delivery and evaluation of a training programme would
also be consistent with current trends in the qualifying-level training of mental health

professionals (Sainsbury Centre for Mental Health 1997).

The discussion regarding professional training in this section is necessarily rather
speculative and tentative, since the research was primarily concerned with the domain of
practice rather than with education. The issues and themes that are raised here are
therefore potentially fruitful topics for future research. In the section that follows, I will
highlight some further connections between themes arising from the study and the

broader field of practice-based research.

Connections with the wider field of practice-based research

Prior to exploring connections between themes raised in this study and trends in the field
of practice-based research, I will briefly discuss more generally the contribution of
research towards the development of practice-based disciplines, since there are multiple
other approaches to enquiry and learning that can potentially be employed to extend
knowledge in this area. Rolfe (2002), for instance, advocates literary fiction as a source
of knowledge and ‘truths’ regarding human life and relationships that can deepen
practitioners affective understanding of the dilemmas facing service-users. Eraut (1994)
also challenges the concept of knowledge creation that places the academic researcher
centre-stage, arguing that in professionally-based disciplines new knowledge is often
developed by practitioners themselves from experiences in the field. This practitioner-
developed knowledge is of a different sort to that created by researchers, Eraut contends,
in that it is generally knowledge which is useful in informing practice and which is often
fruitfully shared with colleagues, but which is not necessarily formalized, codified, and
disseminated in the same way as research-derived knowledge. In addition, Eraut
suggests that practitioners can help to extend and develop knowledge which is

developed in academic contexts in important ways. He argues that knowledge creation
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and knowledge use can not be clearly separated, since the use of a theory in a specific
practice context is in itself a small but potentially crucial contribution to the
development of that theory. In other words, the interpretive application of knowledge
inevitably changes that knowledge in some way. Eraut goes on to recommend
collaborative research projects between academics and practitioners which are focused

upon the acquisition and extension of professional knowledge and abilities.

There is currently an encouraging level of support for practice-focused research
approaches at government level, with the Department of Health’s Research and
Development Division expressing a commitment to the promotion of practice-based
research that will lead to the development of improved services, and particularly
recommending, “rigorous qualitative research that encompasses the experiences and
perspectives of carers, people with mental health problems and mental health
professionals” (NCCSDO 2002, p. 4). This increased regard for qualitative, practice-
based research approaches is timely in view of the levels of concern that have been
expressed in relation to adult acute psychiatric facilities, and the pressing need for
change (Dept. of Health 1999b). The organizational constraints to practice development
that were identified in this study, and which have also been highlighted in previous
literature regarding the implementation of family based approaches in adult psychiatric
settings, suggest that further collaborative and contextually-sensitive, practice-orientated
studies are strongly recommended. Further inquiry into the organizational mechanisms
that would sustain a family or network orientated service as a permanent feature of

everyday organizational activity is therefore crucial.

Finally, returning to the theme of collaborative research approaches, there is an
increasing appreciation within the mental health field of the value of studies that are
undertaken in partnership with service-users and with family members. In relation to the
evaluation of service delivery, Clark et al (1999, p. 961) have argued that when service-
users, “‘are not consulted about or involved in the design of satisfaction surveys,
instruments may not ask important questions and may be biased towards the
perspectives of the service provider”. Similarly, Townend and Braithwaite (2002) also
argue that service providers and service-users often have competing priorities, and call
for service-user participation at all stages in the conduct of mental health research. These
authors argue that service-users experience of distress and contact with services can
enrich research in a way that would not otherwise be achieved. Extending this argument,
Andrews et al (2000, p.144) have warned of the potential for research to function as a

“subjugation narrative” if inquiry into practice occurs at, “the expense of the right of



Jamily members to develop their own way of speaking of their lives”. Since the primary
aim of the reception meetings was to generate collaborative and dialogical
communication between staff, service-users and family-members, it would be congruent
with this aspiration if future research was developed on a partnership basis between

individuals who occupied these different social positions.

Summary

The direction of government policy in relation to mental health care within the UK over
the past decade has been broadly encouraging towards practice-approaches that are
inclusive of families and wider networks, as well as towards more integrated patterns of
inter-professional working (Dept. of Health 1999a). Services such as the reception
meetings, that aspire to promote collaborative relationships between families and
psychiatric staff as well as between different members of the relevant professional
networks, (for instance, members of the hospital and community teams) are congruent
with key themes that can be identified in policy documents such as the National Service
Framework for mental health (Dept. of Health 1999a). At the same time, however, the
biomedical vocabulary which Johnstone (2001) argues is uncritically employed in this
key policy document may reinforce a reductionist service culture in which

implementation difficulties persist in relation to family and network approaches.

Service development issues associated with the implementation of network approaches
have therefore been examined in this chapter, with linkages identified between themes
arising from this study and the previous literature in this area. Some potential service
development and professional training strategies for furthering family and network

approaches were explored and tentative proposals were offered.

In keeping with the postmodern methodological stance adopted for this research, I
conceive of the ideas and suggestions that are discussed in this chapter as narrative
accounts; as stories that might inform future practice and organizational development
strategies. In other words, these stories are offered in a spirit of dialogue, in the hope that
this might have practice utility for others working in broadly similar contexts, or that
they might inspire further conversations and connections to be developed which promote

practice and service development.



Chapter 13. Bringing it all back home.... Reflections on the

research process

In undermining realist notions of ‘objectivity’, postmodernism invites a focus on
reflexivity in the processes of knowledge creation. Koch and Harrington (1998) argue
that the researcher should aspire towards ‘transparency’ regarding the decisions made
along the way in designing, implementing and presenting a study. This openness allows
the reader to understand something of the way in which the research account was
constructed in a specific set of circumstances, so they can then make judgements about

the plausibility and relevance of the story told through the research.

In the interests of reflexivity, this final chapter therefore centres upon my own
reflections upon the research journey that I have undertaken to produce this thesis. This
process of re-view will include a discussion of the appropriateness of having embraced
postmodernism as a guiding methodological position for the activity of practitioner
research in the first place, as well as reflections upon the practitioner research design
itself and the opportunities and constraints that were afforded by it. This reflective
discussion regarding the research methodology and methods therefore provides a context
within which the nature and status of the narratives about practice that were developed

in the previous chapters can be located and considered.

The adequacy of a postmodern methodology

Postmodernism as a philosophical movement has been pronounced dead by Baggini
(2002), who argues that the scale of events when the World Trade Centre was destroyed
on 11" September 2001 render an anti-realist position unsustainable. According to
Baggini, the ‘real broke through’ at the moment of this attack in such a catastrophic way
that any subsequent attempts to maintain an ironic distance from the concept of an

objective reality would be both intellectually lazy and politically dangerous'.

'A different view is offered by Andersen (2002), however, who argues that in the wake of 11"
September, a pluralist approach is even more essential. Andersen argues that the destruction that
occurred on that date and from the subsequent military responses has been partially driven by a
certainty on both sides that their world view represents the ‘Truth’.



Returning to the less global, conflict-ridden arena of mental health practice, however,
the value is postmodern thinking is also open to question. Notions of ‘good practice’
which influence government policy and service development planning are increasingly
shaped by reference to the available ‘evidence base’, with large scale, random controlled
trials being hailed as the most persuasive ‘evidence’ of all (Muijen 2003). In addition,
the ‘realities’ of life in the UK can be harsh for users of mental health services, who are
often subject to intense prejudice and discrimination, including verbal and physical
harassment, reduced employment opportunities, and social marginalization (Sayce
1998). Minuchin (1991) has argued that the anti-realist position of postmodernist
practitioners does not allow for robust ethical engagement with these injustices.
Similarly, in relation to the field of physical health care it has been contended that
postmodernism is an option only for the healthy, not for the sick (Fox 1999). In the face
of extreme suffering or oppression the certainties of modernism might appear to
represent a more viable framework for intervention than that provided by a postmodern

preoccupation with language and story.

If postmodernism has died, however, then in the field of UK mental health care it was
stillborn, since it was only ‘truly present’ in terms of the possibilities it held. Since
postmodern theory is regarded, by some, as passé in philosophical circles, as largely
irrelevant by policy makers who are concerned with the ‘realities’ of measurable
performance outcomes, and as inadequate in addressing social injustice, then questions

are raised about its value as a methodological framework for practitioner research.

In relation to this study, it is my contention that drawing upon postmodern ideas has
conferred a range of important benefits and opportunities that a more positivist
orientation would not have allowed for. Firstly, The ‘incredulity towards metanarratives’
that characterizes postmodernism (Lyotard 1992) invited me to engage with the multiple
voices of service-users, family members and staff, rather than seeking a single,
monological account regarding the value of the reception meetings as a service
development. Positivism can be, as Bender (1998) comments, something of a
‘conversation stopper’, and a postmodern orientation facilitated engagement with a

multiplicity of voices, rather than attributing ‘Truth’ status to any single perspective.

Similarly, the rejection of the belief that “Truth’ is established through rigorous
application of appropriate method (Gergen 1985) allowed for an appreciation of the
value of employing multiple methods as appropriate to the specific context and

conditions of the research site (Denzin & Lincoln 1998). Utilizing multiple methods in
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this way helped to create a sense of ‘binocular vision’ (Bateson 1988), enhancing depth

of perception.

In addition, rather than viewing my dual ‘practitioner / researcher’ roles as
compromising the objectivity of the study, the postmodern emphasis on the socially
constructed nature of knowledge allowed me to consider these different roles as
enriching to the research process. This methodological position also brought into clearer
focus for me my own participation in the process of knowledge construction. Adopting a
postmodern position was facilitative in that it enabled me to stop worrying about the

‘purity’ of being a researcher who was also a practitioner in the research site.

Postmodern research in modernist contexts: Can a PhD be postmodern?

A central question examined in this research relates to the extent to which it is possible
to successfully implement a practice development which has a postmodern orientation
into an organizational setting with a strongly modernist culture. Similarly, in reflecting
upon the process of designing, implementing and writing up this study, a further, related
question is raised for me regarding the extent to which it has been, or might be, possible
to undertake ‘truly’ postmodern research’ when the context for the study is the
production of a PhD thesis. Richardson (1990) discusses the manner in which the
writing of an account is necessarily shaped by the particular audiences for whom the text
is intended. Different styles or genres of writing are appropriate for different
readerships, and the tale which is told therefore needs to be (re)cast accordingly. While
this might be regarded as a rather superficial, stylistic issue, a social constructionist
perspective requires us to recognize the relationship between the nature of a story told
and the process of storytelling (Pearce & Pearce 1998). In other words, the manner in
which the research is presented has implications for the content of the study, what

aspects are emphasized or de-emphasized, included or omitted, and so on.

In relation to the production of this research, amongst the most significant audiences
have been, of course, the wider academic community and those who would eventually
examine the thesis. Writing with the Northumbria University regulations for PhD awards
in mind has therefore inevitably fundamentally shaped both the structure and the content

of the research. The process of attempting to undertake a reflective, exploratory inquiry

% Pun intended, of course!



has occurred within a context of knowing that the work will eventually be evaluated
against particular criteria for acceptability. Undertaking this research has therefore
entailed shifting between different socially constructed domains for thought and action
(Lang, Little and Cronen 1990); that is, from a ‘domain of explanation’ in which there
are multiple equally valid perspectives and no single criteria for objective judgement,
and into the ‘domain of production’ in which judgements about soundness and worth are
evoked. Attempts to engage with these different domains ‘appropriately’ have led me,
for instance, to eschew positivist methodologies and attempt to incorporate multiple
voices in the text, but also to adhere to a fairly traditional structure for organizing and
presenting the dissertation, so that the writing can be evaluated against the standards and
traditions of the academic research community. This is not to say that it would not have
been possible for me to have produced a less orthodox dissertation which may have been
judged favourably by examiners. The increased openness to different forms of
qualitative research writing is evident from scanning the recently published literature,
where the influence of postmodernism has led to an increasing volume of material which
presents ‘data’ in less orthodox and linear ways, (see for instance, Stronach 2002).
Perhaps the reluctance to take risks which is characteristic of the contemporary mental
health field has also led me, as a practitioner researcher, to be less experimental in my

approach.

At the same time, it is important to reflect upon what has been gained and what has been
lost by adhering to a more traditional format for the presentation of the research.
Employing a less linear narrative form may also have served to further enhance the
multi-voiced texture of the thesis, and may also have provided a more striking and
therefore potentially more engaging format for readers. Stronach (2002) comments that a
more playful, postmodern style of writing about action research can help to undermine
the dominance of the ‘audit culture’ within public sector services which, he argues, has
had a stifling effect on practice. While | am sympathetic towards this incitement to
subvert the audit culture, it is also important to acknowledge that for me, as a novice
researcher, adherence to a more traditional presentational framework felt as much like an
invaluable support as it did a source of constraint. Producing a thesis has been a
challenge and struggle when writing fairly conventionally, and would, I think, have felt
even more daunting for me if I had also given myself an additional task of significantly
departing from this tradition. Having a broad structural framework to ‘write into’ made

the task manageable.
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In addition, one of my aspirations for the research is that it will be of interest to a wider
and more diverse audience than the academic research community alone. As a
practitioner researcher I hope that the study will also be considered relevant by other
practitioners, and also that the stories that have been told through the research do justice
to the work of my colleagues in the research site and to the service-users and families
members who participated in the study. While [ believe that postmodernism holds many
important ideas for practitioners and researchers who wish to develop innovative and
collaborative approaches, there is a great deal of postmodern literature which is
extremely mystifying and impenetrable to all but the most specialist readerships (Legg
& Stagaki 2002). It has, therefore, been my aspiration to discuss and apply postmodern
ideas and their potential implications to practice in a manner which is fairly
straightforward to read, but without removing complexity. There is a danger that an
unorthodox presentation might simply alienate all but those who are already bitten by
the postmodern bug. It is ironic that such exclusiveness is associated with a

philosophical position which emphasizes the relationship between language and power.

Practitioner research and the production of a PhD thesis

In the process of carrying out this study I also experienced a tension between
undertaking practitioner research and the production of a text that aims to satisfy the
requirements for a PhD award. This tension was primarily associated with the different
time-scales associated with the practice development dimension of the project and the
completion of this thesis. The period during which reception meetings occurred in the
research site did not extend far beyond the data-collection phase of the study: the
meetings were first implemented at the beginning of 1997, and continued to occur on a
fairly regular basis until late 1999. In 1999 there were several key service developments
within the organization, including the development of a 24-hour crisis service. A number
of the staff who had been involved in the reception meeting team moved across into the
new crisis service, and so the reception meetings consequently lost momentum and
subsequently occurred only infrequently. By the time I had commenced the most
intensive phase of the data-analysis process, the reception meetings had therefore
virtually ceased to occur. This meant that the research was no longer of direct relevance
to the practitioners who had formed the reception meeting team, as the majority were
occupying different roles in the organization. Since a key aim of practitioner research is
that it will act as a catalyst to practice developments in the research site, this was a rather

frustrating development. Although the research ‘findings’ were no longer of such
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immediate significance in informing practice within the local setting of the research site,
the study continues to hold relevance for the wider audience of mental health
practitioners who may be interested in working with families and social networks in
hospital settings. The increased emphasis in mental health care policy on the inclusion of
families and carers, as well as the greater focus on improving the quality of hospital
services (Dept. of Health 1999b) make the study particularly timely in relation to

broader, national trends.

Constructing & interpreting ‘data’ in practitioner research

In reflecting upon the opportunities and constraints afforded by a practitioner research
design for this study, it is also important to consider the ways in which my dual role
impacted upon the processes of data construction that occurred. From a social
constructionist perspective, knowledge is created communally, in the ‘space between’
people, rather than existing ‘inside’ the minds of individuals (Anderson 2002). Drawing
upon social constructionist ideas I therefore conceived of the data generated in this study
not as direct reports on an objective reality, but rather as texts which were co-produced
in the interactions between myself and the research participants (Kvale 1996). The
stories that participants told me as a practitioner researcher about their experiences in the
reception meetings were therefore shaped by different dimensions of social difference
(age, gender, class, ethnicity, culture) in the research relationship, as well as by the

specific physical and social locations in which the discussions occurred.

My professional identity as a practitioner within the research site appeared to be one of
the most significant factors influencing the conversations that occurred with participants,
but the implications of this were of course different for individual participants, according
to their own social positions within the research site (service-user, family member,
professional). For instance, within the data there were several examples of professionals
questioning the reliability of views expressed by service-users in the reception meetings,
but no similar examples of service-users questioning the veracity of the contributions of
professionals. While it is possible that service-users never entertained doubts about this,
it is equally possible that they simply chose not to communicate these doubts to me
because of my own relationships with the staff in the research site. Perceptions of my
professional identity within the research relationship therefore appears to have been a

significant factor in shaping the conversations that occurred.
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It is interesting to speculate regarding the different stories that might have emerged if 1
had been a researcher with a service-user background. For instance, this may have
allowed service-users to voice greater criticism towards professionals in the research
site. Even when discussing their experiences of the research site in a manner which
seemed to cast the actions of staff within the research site in a negative light, service-
users and families members frequently qualified their remarks with comments that the
professionals concerned were not at fault. This led me to reflect that these interviewees,
aware of my relatively senior role within the research site, were careful to avoid talking
in a way that might get the staff into trouble. Previous literature suggests that the
researcher’s identity is an important factor influencing data-collection in studies
evaluating users’ experiences of mental health studies. Clark et al (1999) undertook a
randomised controlled trial comparing interviewer effect when mental health service-
users were interviewed by service-provider interviewers and user-interviewers. These
authors suggest that there was no interviewer effect found in relation to positive
responses by interviewees, but that service-users interviewed by user-interviewers gave
a greater number of extremely negative responses than those interviewed by service-

providers.

The study by Clark et al (1999) might invite scepticism about the validity of data
gathered through a practitioner research approach. If users of services feel inhibited in
speaking frankly to professional researchers about their experiences, they may be even
more constrained when invited to comment on a service that was directly provided by
the practitioner who is undertaking the interview. It is important to remain cautious
about forming positivist assumptions that because mental health service-users may
express more critical views to other service-users, this is a more accurate reflection of
their ‘true’ feelings. As Cooperrider and Srivastva (1987) have argued, research
interviewing is constructive rather than simply elicitive in nature. The manner in which
we talk to specific audiences is often shaped in part by what we believe they wish to
hear from us, and this is as much the case in relation to the production of critical
accounts as positive accounts. The meaning attributed to the identity of the researcher is
also likely to be idiosyncratic, varying for different individual according to their own
unique beliefs, life experiences, and so on. While many service-users might therefore
feel more comfortable discussing their experiences of mental health service-users with
another user with whom they may feel a greater sense of shared experience and
understanding, others may prefer to talk with a professional interviewer, depending upon
their beliefs about, and previous experiences of, interacting with mental health

professionals.



In retrospect, however, discussions at an early stage regarding the overall aims and
design of the research with different key stakeholders such as service-users and their
families, and also other professional colleagues working within and outside of the
research site would have been congruent with my aspiration to engage in a dialogic
research process. Engaging in a consultative process of this sort may have created
opportunities to co-construct the questions that were asked through the research process
in such a way that the questions that were asked reflected the interests and concerns of
people occupying these different social positions. A partnership approach of this sort
would also have been in line with developments in the field of mental heath service-

evaluation, as discussed in the previous chapter of this thesis.

The semi-structured interview format: some opportunities and constraints

In re-visiting the process of data-generation within the research it is pertinent to
(re)consider the opportunities and constraints that were associated with the use of a
loosely-structured interview format. In recent years qualitative researchers have paid
considerable attention to power dimensions in interviews and the danger of ‘researching
down’ rather than engaging collaboratively with participants as co-investigators,
concerns that have also been foregrounded in the postmodern family therapy literature
(Hoffman 1993). In this research I therefore selected a less structured, more
conversational approach to interviewing as this was congruent with the dialogical
practice approach which was being explored in the research, as well as being consistent
with a qualitative study design in which [ was interested in gaining detailed, nuanced
accounts of participants experiences (Kvale 1996). Just as in the reception meetings
team members attempted to avoid imposing a pre-determined agenda, the use of a
loosely-structured format for the research interviews allowed for flexibility regarding the
areas that were discussed. In other words, the interview conversations were potentially
less ‘researcher led’, opening space for the participants to decide what issues they

wished to discuss.

The diversity of accounts that was generated through this more open conversational
interview method produced a very rich pool of data. At the same time, however, this
diversity was also potentially problematic in that some themes were not explored as fully
as they might have been if a more directed interviewing approach had been employed.
One important instance was of this was that there was minimal discussion of significant

areas of social difference such as gender, class, race and ethnicity in the interviews, and
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the ways in which these differences may have shaped peoples experiences of the
reception meetings, (and also their experiences of the research process). Within
contemporary systemic practice increasing attention has been paid to the ways in which
these discourses regarding social difference permeate our lives and relationships at every
level (Dwiveldi 1999). Similarly, within mental health services there is increasing
recognition of the historical complicity of psychiatry with the interests of racism
(Fernando 2000) and patriarchy (Parker et al. 1995), and the need to develop more

culturally sensitive and less oppressive services.

Exploration of the significance of social difference within interviews is, in most
instances, likely to require that the researcher is active in opening space for these
discussions and it cannot simply be assumed that because the research participants
haven’t directly discussed the influence of gender, for instance, that this was not
significant in patterning relationships within the reception meetings. The power of
discourses relating to gender, class and race in shaping our ‘taken for granted’
assumptions about the world and what is considered ‘appropriate’ and ‘relevant’ to
speak about is in part maintained by the relative invisibility of these discourses (Parker
et al 1995). A more directed interview procedure may therefore have provided greater
opportunity for raising and discussing these contextual factors. A useful area for future
research would therefore be to explore the ways in which participants experiences of
social difference shaped dialogical and monological processes in social network

meetings.

Experiences with the ‘voice centred relational method’ of data analysis

In the process of operationalizing Brown and Gilligan’s (1992) ‘voice-centred relational
method’ for analyzing the research data I became aware of some particular strengths
and weaknesses associated with it as a procedure for use by a ‘lone researcher’. Brown
and Gilligan developed the method in the context of a large-scale qualitative research
project which included a team of researchers involved in collecting and analysing the
data. The activity of undertaking multiple readings of the data from different
perspectives might flow very differently when more than one researcher is undertaking
these various readings and subsequently discussing their impressions. I imagine that the
presence of co-researchers might make the process of adopting different perspectives
and engaging with difference easier. As a single researcher involved in carrying out and

transcribing the interviews as well as the subsequent multiple readings of the interview
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texts, I found that my familiarity with the material at times reached a saturation point
where it was difficult to ‘see’ or ‘hear’ new things in the transcripts prior to completion
of all of the readings. Similarly, as previously noted, the different readings often
overlapped with one another. Despite feeling at times that the process of undertaking
these multiple readings of the data was repetitive and that the distinctions between
different reader positions were rather artificial, however, I also found it very helpful in
generating different ideas and connections. Multiple readings allowed for an intimate
acquaintance with the data, and attempting to read each time from a different angle
seemed to shine a spotlight on areas that I might otherwise have missed. This process of
multiple readings was also extremely helpful in providing a framework which invited
me to monitor my own responses to the data, and to pay attention to those instances
where there was incongruence between what the participants said any my own beliefs
and feelings (Brown & Gilligan 1992). Reading the data from multiple positions was
generative in relation to my own conversations with myself, with my own ‘internal co-

researchers’.

My organizational position(s) and the research process

For the individuals who form any system, its culture is more or less ‘invisible’, it can
>

often only be ‘seen’ from the ‘outside’. Stratton (1998, p. 155) comments,

“Everyone has things that they know strongly, unquestioningly and unreflectively.
Dominant cultural assumptions tend to be of this kind. The conviction that such beliefs

offer may powerfully guide and justify actions”.

As a practitioner within the research site 1 was inevitably influenced by some of the
dominant assumptions and beliefs associated with the organizational culture of the
research site, as well as stories derived from the broader context of the field of
psychiatry, and the field of systemic practice. In my own case these assumptions
included, for instance, stories about the potential benefits and risks to families associated
with engaging with psychiatry; stories about psychiatry as a means of helping people as
well as an instrument for regulating and controlling lives; stories about the
transformative potential of conversation, and about the value of inclusive, dialogical
forms of relationship. Some of these deeply held beliefs constitute what Rorty describes
as a ‘final vocabulary’, cherished beliefs without which I would no longer be who I am

(Andrews et al. 2000). Eagleton (2003, p. 36) comments:
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“Being a person means being constituted by certain basic convictions.... What you are,
in the end, is what you cannot walk away from. These beliefs do not need to be burning

’

or eye-catching or even true, they just need to go all the way down”.

The activity of practitioner research provided some important opportunities to
reflexively re-visit some of these beliefs by offering different ‘vantage points’ from
which I could position myself at particular moments to gain different perspectives on the
reception meetings and the research site. As a researcher I was, in a sense, situated at
times on the boundary between the ‘two worlds’ of the academic / research community
and the world of practice. When adopting a practitioner position I was immersed in the
familiar culture of the service, while a researcher position provided opportunities to
temporarily ‘stand outside’ of this organizational culture and view it differently. This
process of moving between ‘practitioner’ and ‘researcher’ positions, or shifting between
contexts, was facilitated by maintaining a research diary in which I could engage in
reflexive ‘conversations with my self’. Keeping a diary assisted me in orientating myself
in relation to which position I was standing in at particular moments. In discussing the
value of maintaining a research diary as a reflective tool within the practitioner research
process, Glaze (2002, p.161) comments that using a diary enabled her to be positioned,
“both within the data collection (as a researcher) and yet to remain outside of the data
as self. I found I had a deeper, richer picture of the clinical areas as a result of this
combination of approaches”. In relation to this study, conversations with others,
particularly my academic supervisors, provided further important opportunities for
reflexivity and for deconstructing my taken-for-granted assumptions regarding practice

and how it should be researched.

Of the different opportunities for reflection on practice provided by undertaking the
research, one of the most important was the interview conversations with the service-
users, family members and professionals that participated in the research. While some of
what was said in the interviews confirmed and reinforces for me ideas that I already
embraced, such as that the reception meetings provided a forum where ‘good quality’
conversations could occur, in that many participants expressed the view that they had
been listened to and taken seriously in the meetings, other views that were expressed
were less easy for me as a practitioner to hear and think about. The views expressed by
some relatives in the study that they would have liked to have had opportunities for

confidential talks with staff outside of the presence of the service-user or other family
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members, for instance, conflicted with my own beliefs about the value of bringing

people together to speak more openly about concerns.

Since a key aim of practitioner research is to act as a catalyst for practice development, it
is also important to consider how my own position within the organizational hierarchy of
the research site may have influenced the process of implementing the reception
meetings. While superficially it may seem that seniority confers influence and therefore
allows for greater leverage, the complexity of power relationships within any large
human system are such that a top down approach is likely to generate a degree of
resistance. In relation to the reception meetings, data presented in chapter 7 suggests that
they were regarded by some nursing staff in the research site as an elitist activity, a
perception that may have been related in part to my status as a senior nurse and my
strong association with this service development. If the meetings were perceived as
being ‘pushed from the top’, then this would be likely to deter some staff from active
and enthusiastic participation. This perception by some staff of elitism was ironic, since
an aspiration of the reception meeting team was that the meetings would be inclusive
and collaborative in nature. As a practitioner researcher occupying a relatively senior
position in the research site [ was therefore in danger of being perceived as attempting to
impose a more collaborative form of practice! Since there was no intentional use on my
part of my position in the hierarchy, this perception amongst some staff of elitism was
unanticipated and indicated to me, as a practitioner researcher, that I had somewhat
underestimated the extent to which my organizational position might influence staff

perceptions of this service development.

As well as considering how my ‘identity’ as a senior nurse may have influenced the
practitioner research process, it is also interesting to consider the ways in which my
‘researcher identity’ in turn reflexively influenced my role as a senior nurse. In the early
days of the study, for instance, I became aware that I was at times less directive in
approach than [ might otherwise have been in relation to the sometimes difficult process
of embedding the reception meetings into the organizational structure of the Unit. The
notion of acting in a more directive manner ran counter to my initial ideas regarding
what constituted an appropriate researcher stance. As my appreciation of the
complexities of an ‘insider’ practitioner research process developed, however, I realized
that there was no one ‘correct’ posture that I could adopt, because of the multi-levelled
nature of my relationship(s) with the research site. This realization was liberating in the
sense that I felt freer to move between different positions at different moments,

according to the activity [ was engaged in and my different responsibilities in relation to
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these activities. In other words, a wider repertoire for ‘responsive engagement with

others’ (McNamee 2003) became possible.

Summary

Lather (1991) argues that postmodern researchers should reflexively include themselves
‘in’ the texts they produce so that the research narrative can be read as a situated account
rather than an objective report on a fixed reality. In this chapter, and elsewhere in the
thesis, 1 have therefore attempted to make myself and my reflections regarding the
research process visible to the reader as I am in agreement with Koch and Harrington’s
(1998) contention that positioning myself within the text in this way enhances rather
than undermines the research narrative by assisting the reader to form their own

judgements about the relevance of the study.

Since postmodernism as a social and philosophical movement is characterised by an
‘incredulity towards meta-narratives’ (Lyotard 1992), then it is important that
postmodern ideas aren’t uncritically accepted as an alternative form of metanarratives, a
‘better’ alternative to modernism (Flaskas 2002). In this chapter [ have therefore
explored some of the implications of drawing upon postmodern ideas in the design of
the research, and the opportunities and constraints that were created through my
engagement with this epistemological position. In particular, the implications for
practitioner research within a mental health setting were considered. The process of
attempting to undertake research which has a postmodern orientation in a psychiatric
health care context where modernist assumptions prevail, and with the aim of producing
a written text which meets University criteria for A PhD but which also has more
immediate practice relevance has occasionally felt like attempting to meet very different
agendas. As McNamee (2003) has argued, however, the role of the postmodern
practitioner and researcher is to explore and bridge incommensurate discourses, rather

than to revert to a polarized ‘either / or’ position.
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Closing reflections

During the final months of writing up this research I have imagined many possible
endings for the thesis: a re-visiting of the research aims; a summary of the key themes;
some pointers towards possibilities for future research and practice.... Perhaps, 1
thought, I could end on a note of postmodern playfulness and write multiple endings,
allowing readers to select the one they preferred, as in John Fowles novel, ‘The French
Lieutenant’s Woman’? Finally, a more personal postscript, a kind of taking stock,
seemed to me the most appropriate way of ‘signing off’, one which was in keeping with
the reflexive spirit of the research and the dialogical practice I have attempted to explore

and illuminate through the research process.

Undertaking this research has been a long and complex journey, one that has been part
of, (and sometimes enveloped!), my life for the past seven years. Over that time there
has been many changes that have touched my professional and personal worlds. Some of
these changes have been wonderful: family growing and developing; meeting new
friends and colleagues; exciting conversations with these colleagues and friends about
research, practice and training; therapeutic encounters with service-users and families
who have shared with me their stories of struggle, resilience and ingenuity in the face of

extreme difficulties.

Other experiences have been more painful; the loss of two dear and much missed
friends- one of these, Jim Birch, was an inspirational colleague who helped to develop
the reception meetings and whose insightful, irreverent voice has fundamentally
influenced my thinking in so many ways. Struggles have also been shared with
colleagues in trying to develop innovative practices in over-stretched, fraught work
situations where it has sometimes felt that we are all running just to avoid slipping
backwards. Over this time the process of writing this thesis has been one of the
‘constants’ in my life, like a companion who I may not always have felt warmly
towards, but who has always been with me, sometimes standing in the background but

more often, right there in front of me!

The seven years that [ have been occupied with this research have also seen many
changes in my professional life. My connections with the research site has become
gradually more distant as I have taken on different roles and responsibilities over these

years, shifting increasingly into the field of education and into a different area of mental
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health practice. Despite this process of moving away from the research site, I have
retained a sense of connection with the Unit through the process of writing. This
juxtaposition has frequently prompted me to reflect upon the relationship between
practitioner research and ‘actual’ practice, and the possibilities and limitations of this
relationship. These ideas have been discussed earlier in this chapter and elsewhere in the
thesis, but there is one particular aspect of this relationship I would like to re-visit before
closing the discussion. Tom Andersen, a practitioner and writer who has been a powerful
influence on my own work, comments that the value of practitioner research is primarily
that it enables the researcher to re-view his or her own practice assumptions (Andersen
1993b). This research has been, for me, largely concerned with exploring the idea that
dialogue resides at the heart of psychiatric practice which is experienced as meaningful,
and even transformative. This idea, which was such an inspiration when I first
encountered it through the writings of Finnish psychologist Jaakko Seikkula (1993), has
evolved, but also been confirmed and reinforced for me through this seven year research
journey. The idea of dialogue remains a guiding principle in my work as a mental health
practitioner, researcher and educator. Or, to phrase the matter differently, in the words of

philosopher Martin Buber (2000, p. 26), “All real living is meeting” .
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AGENDA
ITEM

JOINT ETHICS COMMITTEE

Newcastle and North Tyneside Health Authority
University of Newcastle upon Tyne

Form of Application for Ethical Approval for Research Project

Notes

(i) This form must be typed or clearly printed in block capitals in black ink and, complete with associated paperwork,
must be received by the Secretary to the Joint Ethics Committee at least 17 days before the meeting held on 2nd Tuesday

of the month.
(ii) A 150 word summary of the research protocol must be included on page 4 of this form.

(iii) Applicants must answer all questions and ensure that the form is signed by the Project Supervisor and normally also
by the responsible Clinician on page 4, otherwise consideration of the application by the Ethics Committee will be

delayed.

(iv) Where applicable, the agreement to the proposed study of all medically qualified consultants and senior non-medical
health professionals with responsibility for patients, whose patients may be involved, must be recorded.

I. Title of Project:

Narrative study of family and staff network meetings in an adult psychiatric
admissions unit.

2. (a) Project Supervisor: Dr. Maureen Gillman

Appointment held: Principle Lecturer

and Institution where based University of Northumbria

®) Consultant/General Practitioner
Dr. Robin Farquharson, Consultant Psychiatrist

(©) Place where work will be carried out
Department of Psychiatry, North Tyneside General Hospital

(d) Names and appointments of Associated Research Workers (including
degree students where applicable):

3 3. A full commercial protocol, a full research protocol submitted to a financing organisation (e.g.
MRC) or a complete protocol for locally arranged research is required, as appropriate. If a
questionnaire is to be used as part of the research project, a copy must be included.

4. Please indicate the categories of subjects to be studied i.e. number, age, sex, and whether in-patient

or out-patient:
(a) Patients: Ten recently hospitalised patients [male & female], aged 16-65, and their families.

(b) Patient controls: ----

(c) Healthy volunteers: ----



5. In the case of healthy volunteers:

(a) How and from where will they be sought? The families of patients attending the
network meetings will be invited to participate in the study. The invitation will initially
be in writing, and subsequently by personal approach.

(b) Will the GP be informed and if so how? The GP’s will not be routinely informed, [see
question 15].

6. What significant discomfort (including psychological), inconvenience or danger will be
caused? None. Patients and their families will be informed that they can ask for the
interviews to be ended at any point if they find the discussion distressing. Similarly,

the researcher, who is an experienced mental health professional, will terminate the
interview if he observes signs that the patient is becoming too distressed or confused to

participate.
7. For commercially sponsored trials:-

(a) Has the appropriate clinical trial certificate or exemption been obtained? (Copy must be
enclosed) O

(b) Has the company given, in writing, its acceptance of the A.B.P.1. "Clinical Trial
Compensation Guidelines"? (Copy acceptance must be enclosed) OJ

8. Who will be responsible for the storage and dispensing of the Trial Drugs?

9. Administrative arrangements ( see Notes for Guidance):-

(a) Payment to healthy volunteers: Not applicable.

(b) Will patients/healthy volunteers out-of-pocket expenses be met? Not applicable.

(c) Is the Chief Executive of the Trust aware of the proposed study and in agreement with it
taking place on Trust premises? Access and approval have been negotiated with the

Service manager and Head of Clinical services for the clinical area.

(d) Have the financial arrangements including the potential cost of NHS Crown
Indemnity been agreed with the Chief Executive? Not applicable.

(e) Does any cost fall on the University? No.

(f) Has the project received approval through the appropriate University mechanism?
Yes. Approval to register for PhD gained July 1997.

(g) Details of payment from commercial sponsor to individual, department, hospital
and/or university: Not applicable.



10. Give anticipated dates of starting and finishing study.
Start December 1997

Finish 2002

11. How will the design of the study ensure scientific validity:

(a) define the qualitative methodology and/or

(b) define the statistical power e.g. 50% chance of detecting 10% variation.
(c) who have you consulted?

Please refer to the attached sheet for details of the qualitative methodology which will
be employed in the study, and the names and positions of the Supervision Team.

12. Will the results be of benefit to the patients involved in the study?
Not directly. The results will benefit future patients and their families.

13. How will a suitable indication be made in the patient/subjects records to safeguard
against repetitive research? A copy of the audio / video recording consent form used in
the study will be placed in the patients records.

14. Are there any nursing implications? The study is a nursing research project. Members
of the Unit Nursing Team will be interviewed in the research.

15. Communication with GP:-

(a) How will GP. be informed of participation in study? The GP will not be routinely
informed.

(b) If not before, what is the reason for this? The research does not involve any additional
treatments or procedures beyond those which are now routinely offered within the
Admissions Unit.

16. Does the research involve patients not the responsibility of clinicians in Newcastle and
North Tyneside? Ne.

17. What procedure is proposed for obtaining consent? (Copy of information and consent
forms must be enclosed. A routine hospital consent form is not normally appropriate for
research projects).

O Information leaflets regarding the study

O Audio / video recording consent form

18. What particular ethical problems do you think there are in the proposed study?

e Hospitalised psychiatric patients may feel a sense of powerlessness in their
lives, and particular care will need to be taken to ensure that patients do not
feel pressurised into participating in the study.

e Because of my dual role as researcher and senior nurse within the research
site, care will also need to be taken to ensure that nursing staff do not feel
pressurised into participating.
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Summary of research protocol, including details of drugs/treatment intended (maximum length 150

words)

The study will evaluate a new development in family work for hospitalised
psychiatric patients within North Tyneside. Following admission to the acute
unit, a network meeting is arranged which is attended by the patient and their
family; a member of the primary nursing team; any involved community staff;
and members of a family therapy team from the Unit who are responsible for
facilitating the discussion. Previous literature has suggested that network
meetings are an effective vehicle through which the development of more
collaborative relationships between staff and families occurs.

The study will examine the effectiveness of the network meetings as evidenced by
the views and experiences of the participants, [family and staff]. Data will be
collected using a range of qualitative methods including audio / visual recording
of the meetings; individual semi-structured interviews with participants, and
focus groups with the Unit staff team. Ten network meetings will be followed up
in total, leading to approximately 30 interviews with family members plus 20
interviews with staff.
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ALEX REED: SUBMISSION TO JOINT ETHICS COMMITTEE

Title of research programme:

Narrative study of family and staff network meetings in an adult psychiatric admissions unit.

Director of studies:

Dr. Maureen Anna Gillman

CQSW, Advanced Dip. Family Therapy, PhD.

Principle Lecturer, Div. of Adult & Community Care Studies, UN.N.

Second supervisors:

Dr. David Stanley

CRCCYP, [S]JCRCCYP, BPhil, PhD

Head of Division, Div. of Adult & Community Studies, UN.N.

Dr. Chris Stevenson
RMN, BSc [Hons], PhD.
Lecturer in Psychiatric Nursing Practice, University of Newcastle.

Summary of the proposed research:

The study will evaluate a new development in family work for hospitalised patients with serious
mental illness within North Tyneside. Following admission to the psychiatric in-patient umit, a
network meeting is arranged which is attended by the patient and their family; a member of the
primary nursing team; any community staff who are involved in the patients care, and members of
a family therapy team from the Unit who are responsible for facilitating the discussion. The
meetings are referred to as ‘reception meetings’ with aim of conveying hospitality and friendliness.
Previous literature describing similar models has suggested that network meetings are an effective
vehicle through which the development of more collaborative relationships between staff and
families occurs [Halevy-Martini et al 1984; Seikkula et al 1995]. This in tumn can enhance the
assessment process and generate further treatment options.

In the initial phase of the study the views and experiences of the participants, [family and staff],
regarding the meetings will be sought through individual semi-structured interviews. Ten network
meetings will be followed up in total, leading to approximately 30 interviews with family members
plus 20 interviews with staff. Video or audio recordings of the network meetings and research
interviews will be made with the written consent of participants, for the purposes of data analysis.

A second phase of the study will entail examining the impact of this new service on the
organisational culture of the unit, as evidenced by the accounts provided by members of the in-
patient staff team. Further data will be collected at this stage through focus group discussions.



Aims of the study:

¢ To examine the perceived value and helpfulness for participants of the network meetings

¢ To examine the impact of the network meetings on illness beliefs of participants, [families and
staff]

¢ To consider themes of power and authority within the meetings

e To examine the impact of the introduction of network meetings on the organisational culture of
the Unit

o To generate indicators for good practice in this area of work

Research site:

An acute psychiatric admissions unit within the Department of Psychiatry in North Tyneside. The
unit has 37 beds in total, [mixed sex].

Recruitment into the study:

The patient and his / her family initially receive a letter which invites them to attend the reception
meeting, and also refers to the research project. All family members receive a copy of this
invitation. The researcher will then approach family members personally prior to the network
meeting commencing to ask if they would be willing to participate in the study, and to provide
written information about the research. The meetings will be audio or video-recorded with the
written consent of participants, [Family therapy mestings are currently routinely video-recorded
within the service for clinical purposes, with the written consent of families]. Potential participants
who do not wish to be recorded will not be included in the research. A copy of the video consent
form that will be used in the study is attached.

Research Methodology:

Research site: The site for the study will be an acute psychiatric admissions unit serving a densely
populated urban area. The unit has 37 beds, and offers a service to adult men and women, [aged

16-65].

Access for the research has been negotiated through discussions with the Head of Clinical Services
and General Manager for the clinical area.

Research participants: The study will specifically target families in which the relative has been
admitted to hospital for the first time, as previous research has highlighted the profound impact of
this experience on families causal and treatment beliefs [Whittle 1996]. Contact with all
participants, [staff members, service-users and their families), will initially be made in writing,



which will be followed by a personal approach to those who express an interest in joining the
study.

Design: A qualitative research design will be used in the research. Qualitative methods are
particularly useful when studying smaller populations in depth, and in attempting to develop an
understanding of the multiple perspectives which are involved in a particular social setting
[Rubinstein 1994; Silverman 1997]. The primary aim of the study is to consider the perceived
value of the reception meetings for participants, and to consider the impact of the meetings on
relationships between those who take part in them. A range of qualitative methods will therefore be
used in order to gather detailed data about the micro-processes of communication which occur in
the meetings and the views and experiences of participants. These methods will include semi-
structured individual interviews; audio / video recording of reception meetings and interviews for
purposes of transcription and analysis; and focus group discussion with staff in the latter stages of
the study. Approximately ten reception meetings will be examined in total. Individual interviews
will be undertaken with all participants within a week of a particular meeting occurring.
Approximately 30 individual interviews with family members are therefore likely to occur in total,
plus 30 interviews with staff.

First level coding of the data into coherent ‘clusters’ or ‘chunks’ will initially be undertaken,
following which a more sophisticated process of second level or pattern-coding will take place in
which themes are identified in and across the transcripts [Miles & Huberman 1994].

Researcher bias: Since the site for this research is also my agency base, where I am employed as a
senior member of the nursing team, ideas and methods from the field of practitioner research [Reed
& Proctor 1995] will be utilised in order to clarify and facilitate the negotiation of social roles
between myself and the research participants. I will, for instance, keep diary / field notes
throughout the course of the research, which will provide a secondary data source in relation to my
evolving relationships with staff and families participating in the study [Burgess 1985].

Ethical issues: All potential research participants, [service-users, family members and staff] will
be informed in writing their participation is entirely voluntary, and that a decision not to become
involved in the study will not effect the clinical service that the service-user and their family
receives. Written consent will be sought for the audio-video recording of meetings and interviews,
and assurances provided regarding issues of storage and confidentiality. In order to preserve
confidentiality, names of participants will be altered at the writing up stage.
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o What is a reception meeting?

Entering hospital may be a stressful or
worrying experience, both for the person
coming in, and also possibly for any relatives
or friends who are close to them. For this
reason, we believe that it can be very useful
to arrange an informal meeting in which you
and your family or close friends can talk with

members of the staff team about your recent -

experiences; any worries you may have or
information you might need about our service;
and aiso any ideas or suggestions about what
might be most helpful.to you at this point in
time.

e Who will be invited to the meeting?

As well as you and your family or close
friends, a member of the nursing team from
the ward will also attend. If there are any
other professionals who have been working
with you before you came into hospital, it
may also be helpful to invite them, so that
they too can share their thoughts and ideas.

The meeting will be organised and :o_ﬁma by

members of a family team which is linked to
the Ward.

o When will the reception meeting take place?

We believe that these meetings are most
helpful when they occur within a short time
after entering hospital. A member of your
primary nursing team will arrange an
appointment time for you. The reception
meeting will only take place if you wish it to
do so.

The meetings take place here in the hospital.

e Research Project

A research project is currently being
undertaken into the reception meetings, ‘in
order to help us find out what aspects of the
meetings people find most useful. The results
of the research will help us to improve the
service that we offer. The researcher may be
contacting you before this meeting, to ask if
you would be willing to participate in the
research. You are under no obligation to do so
if you do not feel comfortable with this.

o Further Information

If you would like to meet with someone to
discuss arranging your reception meeting,

please approach your primary nurse, or ask to
speak with Alex Reed or Val Tippins.



Research project: reception meetings in an
acute psychiatric admissions unit

Alex Reed

Dear

I an writing to let you know about a research project that I am carrying out which is
supervised by Dr. Maureen Gillman from the University of Northumbria. The purpose
of the research is to find out more about what happens when people come along to
reception meetings on the Ward. In order to learn more about this I hope to talk with
members of staff, service-users and families about their experiences and views
regarding the meetings. The results of the research will be used to help shape the way
that reception meetings are organized and how this aspect of the service will develop
in the future, as well as to inform my own practice.

The research project will be ongoing over a number of years, and I will be gathering
data by carrying out interviews as well as through informal discussions and meetings,
so it is therefore very important that as a member of staff on the Ward you are aware
that it is taking place. If you have any questions, comments or concerns about the
project, I would be very happy to discuss these with you in confidence. The research
is at a very early stage at present, but I will circulate information periodically in order
to inform the Team about how it is developing, and again, I would be very pleased to
receive your responses and suggestions.

One of the things that I intend to do in order to gather information about the reception
meetings is interview members of the staff team, and I may approach you at some
point in order to ask whether you would be willing to share your views and
experiences with me in this way. I am very keen to find out the views of staff in detail
so that the planning and delivery of the reception meetings can be informed by your
ideas. Any discussions that occur will be confidential, but it is important for you to
know that you are not under any obligation to agree to being interviewed for the
study, and you can decline to participate in this way if you do not feel comfortable

with the idea.
Thank you for your kind assistance,

With regards

Alex Reed




Research project: reception meetings in an
acute psychiatric admissions unit

Alex Reed

Dear

I am currently undertaking a research project looking at the Reception Meetings
which occur on the Ward, and I would be grateful if you would consider assisting me
with this. In the first phase of the research, I am hoping to meet with members of the
Ward Team on a one-to-one basis, in order to find out about people’s ideas regarding
the meetings, [in the second phase I hope to interview service-users and relatives in
order to learn more about their views of the meetings]. The results of the research will
be used to help shape the way that reception meetings are organized and how this
aspect of the service will develop in the future, as well as to inform my own practice.

I would therefore like to meet with you for approximately 20 minutes, to talk about
any experiences you might have of reception meetings so far, and also any ideas and
suggestions about how this service might develop in the future. I would also like to
make an audio-recording of our meeting so that I can review it at a later date, if you
are comfortable with this. Any discussions that occur will be confidential, but it is
important for you to know that you are not under any obligation to agree to being
interviewed for the study, and you can decline to participate in this way if you do not
feel comfortable with the idea.

If you would like any further information about the research project, I would be
delighted to discuss this with you in more detail.

Thank you for your kind assistance,

With regards,

Alex Reed




Research project: reception meetings in an
acute psychiatric admissions unit

Alex Reed

Dear

Research project: Ward 21 Reception Meetings

I would like to invite you to take part in a research project that I am carrying out
which is supervised by Dr. Maureen Gillman from the University of Northumbria.
The purpose of the research is to find out more about what happens when people
come along to reception meetings at Ward X, and I would be very grateful if you
would be willing to assist me by sharing your views and experiences about this. The
results of the research will be used to help inform the practice of staff working in this

field.

I understand that there may be many demands upon your time, so it may be helpful if
I outline exactly what this participation would involve:

I will need to interview people who attend the reception meeting, in order to ask about
their experience of the discussion. This interview is likely to last approximately an
hour, and could take place either immediately after the reception meeting or at another
time that is more convenient for you.

I will also need your permission to make an audio or video recording of our interview
conversation, so that I can review the discussions at a later date. The highest standards
of confidentiality will be maintained- tapes will be stored securely and erased when
the research is completed. If you do not wish to be recorded, you are free to decline.
You are also free to decline to take part in the research.This will not in any way affect
the service you receive and the reception meeting will take place as planned.

If you have any questions about the research, feel free to contact me on the above
number and I will be happy to discuss these. If you wish to discuss the project with

your General Practitioner before deciding whether to take part, it may be useful to
show your Doctor a copy of this letter and the information leaflet about reception

meetings.

Thank you for your kind assistance,

Yours sincerely

Alex Reed




The content of this letter is confidential and may not be disclosed without the consent of the writer
| i

MENTAL HEALTH PROGRAMME

Suite 21/22, Albion House
Sidney Street

H E A TH North Shields
— Tyne and Wear

NHS Trust NE29 0DW

Tel: (0191) 219 5909
Fax: (0191) 219 5902

Research Project: Reception
Meetings in an Acute Psychiatric
Admissions Unit [Alex Reed]

Dear

Thank you for agreeing to be interviewed as part of the above research
project. It would be very helpful to me if our interview is audio-recorded, as
this allows me to review the discussion at a later date.

The tape will not be used for any other purpose other than the research
study, and the highest standards of confidentiality will be maintained. The
tape will be erased when the research is complete. You are also free to ask
for the tape to be erased at an earlier dated, and your wish in this matter

would be respected.

I have discussed the above, and 1 agree to the interview being
recorded:

Thank you for your kind assistance.

. Yours sincerely . _
Ol fin
o L J..

Alex Reed

Newcastle City Health Headquarters, Milvain Building, Newcastie General Hospital, Westgate Road, Newcastle upon Tyne NE4 6BE
Tel. (0191) 273 6666 Fax. (0191) 273 2340



Appendix 3:

Additional information regarding the research participants

d)

and data

A full interview transcript which includes the annotations made during
the process of data analysis to illustrate the reflective process.

Extracts from the research diary.

Extracts from observational notes made during the process of practitioner
observation.

Two case studies based on individual research participants, a service-user
and a professional, which weave in various sources of data.



Additional information regarding the research participants
and data

a) A full interview transcript which includes the annotations made during the
process of data analysis to illustrate the reflective process.

Please note that names have been erased in the text to preserve anonymity



Interview with Mg 22-7-98 [daughter] of

Copmiegyf.: interview occurred on Ward W

A: Before you came to the meeling. did you
have any information about what the meeling
was going to be abow?

M: 1 didn it know what to expec.

A So, none of the mirses... or you hadn’t seen
anything written down or anvthing like thar?

There is leaflets around, but you hadn't seen

anything like that”

A No. Well, it was just, more or less, said that
it was just for_a chat, kind af thing. [t wasn'i
anything formal or anything like that.

A: Oh right, so you were told that 1t was Just a
relaxed sort of chai? What did you feel about
going then? Were you nervous about going, or
did you feel OK about if?

M: No, | was just glad to get m there so that
maybe my Mam might... 10 see how my Mam was
more than anyihing else. | wasn 1 thinking about
anvthing... how 1 would feel, it was more like.

how mry Mam was gomng 10 take it and siuff. But,:

| thought she did brifliant.

A: Righi, Okay- because thal came oui In the
meeting, didn’t it? People said that she talked....
you were really impressed with that”?

Af: Yeah. | thought she would have been.... It
took a while for her to say anyithing, but I think
that once she realized that there wasn't gomng o
he questions hammered al her she felt a linile bit
more ai ease. '

A: Were you worried when you were going 1o the
meeting that questions wonld be hammered at
her. and she might be put on the spot”?

M: | tend not to think about amihing when ['m
going into anything, [ just keep an open mind- if
! don't like it I'll get up and walk out. Bui
you 've got 1o Iy i, haven 't you?

= = -
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A: If you hadn't liked the way it was gomg,
would you have said something”?

M: Yes. Maybe not in from of, where my Mam
was. | would have said. “Well look, I'm just

going (o pop ouiside” or something. and let 1t

carry on because, just because I'm not happy
about it doesn 't mean it's rubbish or anything.

A: Right. Was there any point when you were
tempied to do that?

M: Neo.

A: What was your overall impression or feeling
about the meeting?

M: It was mixed, | think.

A: Righe

M: It was good, and it wasn't. But it wasn't,

Jike. bad. I can't really explain it.

A: Mavbe | could ask you about both bits then”
What was good about it?

M- Because evervone else just sal and talked

about other situations and that, didn't they? And
what they felt that they were getting off ii. But
like you weren'i, you didn 't have to say anything

back. did it wasn't like put to her i any way. It

was like. “Well we 're talking, and 1f you want o
join in, join in". But, then, there wasn't any
direct questions to her, as well, which | way
expeciing.

A: Was there some direct questions thai your
were hoping wonld be asked that weren't ?

A [ don't really know, becanse evervihing was
Jike mixed anyway. | was hoping that everyone
would ask her questions, but nothing iog
personal, al thal pont anyway. But just like to
see if she would open up, even a little bit.

A You said at the beginmng that it was woid
that she wasn't getting questions thrown af her,
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but when you said that, I'm wondering if you
wished that...

M- I'm like contradicting 1t | flaughs/

A Well. we all do that- I'm pust wondering if
v wished that we had pushed a bit harder in

some ways”?
M: No.

A So it was good in that way, the conversation
was pretiy free for people, and vour Mam was
Jjoining in that. But there was some ways in
which the meeting was less good, or fess useful,
for you?

A It was like that many things was going on in

my head anyway. and with the last twe months

or something of being there with my Mam, i was .

like. 1 had loads and loads of things sull going { j ¢
on m my head, so it was like... to sif and listen

all the time, | was like looking out of the window

ai some Poinis, because [ was like torally full of
L"?UM;.

A: You were overloaded thel were you?

M- Yeah, But then when- was it Brian that was
sitting there- and the other woman, when those
rwo started speaking it was a lot easier. When
those two were- like you were able 10 pick up on
things- because there’s questions thal you want
10 ask. but then you 're forgetting all the nime. /
had loads of things that | wanted 1o ask hut ai |,
the same time when it came to it I was, they were. | &
gone, vou know? Bui as soon as those o
staried ialking about what they felt about what
was happerning, irwas easier to prek up on theat.

i
1
i
i
I

o

A: Oh right. So that helped you”

M: It's good. In the first place when they were
going to do it, I was thinking... but 1t was good,
the way that they done if.

A Yes. because it is a bit of a strange thing isn 7
it? But vou did find it helpful?
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M: Yeah. and they picked. I think, up on what
was happening and that, and how my Mam felt, |
think. Yes.

A: | thk that what you're describing is
probahly quite common for relanves, they come
and their minds are full of stuff- the situation
has probably been gomg on for some time back
at home before the person comes info hospital-
is there anything else that wonld have helped
you with that”?

M: 1 can't thmk at_the an__e__n&_L‘_m__{gm.*{r
over d me ' [Laughs |

A: It's a stressful sttwation- that’s why we
decided 1o have the meetings in the first place,
1o try and recognize that....

M- | think at the momeni, I'm more thinking

about what s going to happen now- like, I go 10

work at 6- 00pm in the mornng, and my Mam's
going 1o have so many hours on her own. It's .
that now, 1t's not what has happened, it's like'
that now that's on my mind [laughs/’

A: One of the things that we ve heen wondering
about is thai the meetings are "ole off' meetings
at the momeni- supposing that we'd said, “lets
all meet again next week””? » %
LAt l’ﬂ'z"f '

M: More of them, ves.
A: You would have been pleased about that?

M- Yeah. | think if that had even happened every
day, or even every other day. straight away in a
full week, or even if 11 was just for half an hanr
every day, | think that my Mam would have
opened up even more.

A It would be really nice to do it that way, |
ihink- to have meetings every day, or af least 1o
offer it every day like that, but it conld be, for a
visitor, quite stressful in another way, coming
every day for meetings- but do vou think it
would have been supportive for you?
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A | think it would have been more, yeah.
Better.

A: Some of the things that you're raising about
what happens next...

M: [ haven't been, no disrespect 1o anybody, bui
I haven't been told anything- I don't know
what's happening, | don’t know if anyhody s
going to come and see my Mam. It's like,
fiterally, to me now, it feels like- “yon look as
though you can cope now, off you go”. I'm
frightened in case she does gel back i feeling
e R

A: Should [ see, before you go- I'll see Margarel 1
[nurse] who's on tonight, and see if I can get
information about what the plan 17

M: Yes,

A: Your Mam doesn’t know either, then, does
she?

M: Two weeks. We've been iold just 1o come
back in two weeks.

A: Right- okay, we'll just check and see. When
we 're finished talking, 1l check and see what
information's available in the office. [

M: It's like just bemng, just today, like, = There
vou go”, sort of thing, and I know that fust I|I
before my Mam came i, she was at her worst
then. and 1 know how 1 felt then- [ think I wanted |
10 come in o the next bed with her [laughs]! So |
if it want back to that... ‘:

A: Okay. We'll see if we can find ont whai the |

plan is. |

i
M: I've already been on the phone for one of J 4
her friends 1o come round in the morming. But ﬂi s ]!(;l:, ubﬂaw
without letting my Mam know that. So that when ’ ;
I go to work, I know that in the morning iy WL~ W‘-(MA : TeA
Margaret will at some point at least phone her, )Q ; i’_ £ !
ar pey along., f)(,u | ] B



A: So you've been very thoughtful about that.
Did you have any conversation with your
hrother about the meeting after vou left”

M: He thought it was good. He was also, he
made more on the poini- like when my Mam said
that she had loads of friends and she sees them-
well she has got a lot of friends, but she was
always at work and she was ahways making sure
that she never went amywhere amyway. Not even
10 come and see us, really. Kevin was trying 10
say, "Well yes. you have got friends, but don’t
hide and say ok yes I do see them . when she
doesn 't sce them.

A4+ He was worried that she might give us a false
picture?

M- 1t°s hard to understand my Mam, because for
Jike sixteen vears she's had certain things -
hammered into her, so | don’t think she’s heen
100% honest, so | don't know if now when I say.
“how do you feel, are you OK? . and she says,
“Yeah". You {the siaff in the meetng/| picked up
on that as well, not saying what you actually
mean. Just saving what everyone else wants to
here.

A: Yes, Asante said that at the end, didn’t he?
He said. “You don't have to agree”. What did
vou think about that” '

M: | agree. He picked up on i, and | thought
that was good.

A: Was there anything from your poinl af view:
that you were hoping wonld be said that wasn't
said?

M: No, becanse [ didn’t really go into it with...

A4: Yes. I'm thinking as I asked you that, you 've
already told me that. What [ warnied 1o ask vou
instead is, were vou sitting with... I think one of
the things that I'm concerned about is that when
people come 1o meetings sometimes they can feel
a bit overwhelmed- especially when there B
loads of staff preseni.



M: That was dauntng ar first.

A: Was i1, ves? Then some people might respond
to that by having things that they want to say,
but not being able 1o find the words 1o say them,
or feeling too inhibited 1o say them. Was that the
case for vou? Was there things that vou wanted
1o say but it was difficull 1o do s

M: Yeah. and they were just going out of my
head. and when someone was asking a question,
then what | had wanted to_ask was Just, ke
gone. | had like forgotten’ It was weird, reaily.
Because | was listening 1o evervihing, and then |
was picking up. and I was Tike... Then when it
was fime fo talk, i was forgoiten. because I had
been like T sav. there was that much gomng on
inside of my head amyway.

A: Did you feel thai the meeting was long

enough? It was about an hour, wasn 1 1t ?

M- | could have carried on.

A: Do vou think it would have been better if

we 'd carried on then?

M: Just carried on. It like when you put a tine
limit on anything anyway, Hs...

A: | think an hours usually about the time that
we have for the meetings, hut do you think that if
it had run it’s course naturally, it might have
gone on for longer?

M: Yes. Probably have got more out of it from

s,

A: Have you any suggestions about if we were 1o

change anything about it? Because there's

others in the same kind of situation. and we have
meetings like this regularly. 1s there anything
that would improve it”?

M- More of the sitting back amed listening to
the... 1 don’t know, nurses- what do you call
vourselves?



A: Yeah, there are differemt staff at different
meetings at different times. | think thar all of the
staff who were al thal meefing were Nrses
thowgh.

M: Well if the nurses were more talking aboui..
like hoving things back ar cach other...

A You know that vou said that when Brian
explained it, you thought, “Oh, what's this? "
Any  suggestions about  how it could  be
explained? Because there is a difficult bat there,
isn't there, about tryving o explan something
which is quite unusual.

AL No, it didn 't threaten me in any way.
A: But then you seem 1o be a confident person.

M: If I don't like it then I'll just... [ 've watched

it 1've watched this happenng to, well just say -

it's not my Mum but somebody else. I've sat and
watched it happemng, so like | suppose anyone
whe tells me what to do, [ just look Jinaudible .
But I'm not saying, af the same Lme. that [

wouldn't go away and think about it. and if I

thought it was right, I'd say. “Well, fair
enough™.  Buf like when things are jusi
hammered at you, | just.... 1'd rather sit and
think about it first.

A It sounds as if what you needed, from what’

I'm hearing, is an opportumiy 1o be able 1o
hink about these things and talk about them, but
an opportunity lo sit back a bit as well.

Af: Sit back, ves.

A: And when Brian and Glynnis were falking.,
that gave you a chance both 10 listen and to sit
back a bhit as well?

M: | dummo, | thought for some reason when
evervbody was talking, | thought that my Mum
should have been joining in a litle maore, but
that's like pushing someone isn’t it” But for
some reason | thought my Mam night... even if
ot was just, “Oh hello, how do you do? ['ve been
doing this today ", or whatever.

',



A: Do vou think that it would have been helpful
if we'd mvited her in a bit more, by asking,
“What do yvou think about this? " and those kind
of questions”

M: Yeah. Yes.

A: Because ['ve got the impression that this was
guite a concern for you, about hiow much vour
Mum talks and participates in this way?

M: Yeah. But I think my Mam was, like, before
we came in, when we were outside, she was like,
the first thing she said o the nurse was, “l don’t

have to answer any questions” . So | think my

Mam was thinking that she was just going to be
bombarded with a lot of questions and she was
shocked, and at the end of it she said, ™ Thar was
all right ™.

A: So she was quite frightened as well that she '

might get hammered with questions?

M: Yes, she was terrified of what questions were
going to be asked of her.

A: Do vou think thai, 1 don’t know the full story
with your Mam because 1 haven't been directly
involved in working with her, but I picked up in
the meeting that she’s been m a difficult

relationship, and that was around m ihe .

discussion, but it was never ftalked about very
directly, and...

M: Yes. I was like slipping things in, and | was

trving to slip things in, bui it still didn 't wani fo

cone ol

A: Would vou have preferred it if one of us from
the staff side had said, “Lets talk abont this ", or
do vou think that it would have been...

A [ think it would have been too much for my
Mam.

A: 8o you think it was better 1o touch on it but
not really go into 1t?

l _
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M: Yes. It was, | think my brother was the same,
we were saying the odd thing, to say 1o my Mam.
“Well look, we're saying i and nothings
happening . You know. you can say what you
think and nobody's going 1o start getting up and
ranting and raving, and threatening you or
whatever. You can say what you want to say. She
did though, she did speak. bui to me 1t was the
same thing, it was like ves and no. but on the

terms of what she thought evervone efse wanied

(o hear. rather than- still- what she was wanting.
But it was still... she was surprised as well.

A: Yes, the meeting kind of ended then- Asanie

said that and then the meeting kind of ended |1

think that here 1 am not following what M is
saying|. Is that something that you would have
liked to have gone on alking aboul, or did vou
think it was good to end there, as kind of
something to think about?

M- Well, it left us to think aboui it, dichn 't 11?7

A: Sometimes [ think it's quite good when things
end at a point where.. it gives something to mull

over. Have vou talked with your Mum about the

meeting since it ended”’

M: Yes. she thought it was good. She enjoyed ii-
as much as you could [laughs]'

A: Yeah.

M: She didn’t expect it to be that, she honestly
thought that you were going lo come i and jusi

bombard her with questions, and like, it wasn'i,

" B

A+ So anything would be a relief! [1 amghs|

M: Yes.

A+ You know when vou spoke about your Mum
not talking so much, has that heen the same
berween all of vou, in a sense”’

Af: Well she's told me a lot, but still.. I mow.

know a lot more, a lot of things she kept 1o
herself. And becanse she kept those things 10



herself. I've been worried that with her being in
. here, she stll wouldn 't open up. But | think that
' she has 1o one of them. | think she's iold them
bits, but only... but even then. I think it’s only as
much as what my Mum feels she needs 10 say,
siof what she wants to say. But enough, what she
feels she needs fo say. There is another point
which, now I'm thinking, with these meelings. is
mavbe not mwo people who are close 1o the
family- because me and my brother wamt the
same thing, but we ve got different views a hit,
and 1 think that we could probably end up
arguing. Because what one sdays. the other one

might agree wiih a linle bit, but not totally, and 7 'r )

then you'd be... 1 was dying to say. “Well_hold
on... " and some of the things that | had said, /
Conld see that he wasn't happy abowt. So 1 think
that maybe. not fo many of the immediate

family- just one of the immediate family. but at -

different times. Well say is a person with three
kids. one time one of them go in, the mext time
another. the next time the next one. Because |
think also. vou tell people different things
amway, don 't you?

A: Yes. so there's the potential 1o hear different
perspectives, different angles.

M- I'm thinking that now. because after that and

other things that's happened, I've goi anmoyed

hecause my brother's said things and I've been
ai the sitwarion all the ume, but al the same

time. he s still got full right to say and think how

he feels, as well. You know, so ['ve been like

“No. no”. and walking away, but at the same:

time its mayhe- done separately.

A Did it leave any tension m the air between
you then’

M Mmhh,
A: A lirdle?

A Yeah, veah. | mean ai the end of the day we
both want the same thing, but everybody 's
different, evervbody s opimions., evervhody s way
of doing things is different, so 1 was crossing on
peoples toes, really.



A | was wondering, sometimes i these
situations men and women see things differenily,
as well?

M- well ['ve been listening to my Mum for the
last STxteen year, and ny " brother hasn i, and it’s

hard to explan to him ceriain things, because
like he doesn't know, like the other person
imvolved. He knows who he is, he knows what he
does. he knows that, but he s never any actually
sat down and had any conversation with him, so
it's like hard to day 1o him,
sod. but at the same time | can also see why my
Mam was like fond of him really”, because
nobody can be evil- you know their nice and
then they're evil, but then they're sorry. and

they re nice. So it was hard io sav 1o Kevin that

you can't just expect somebody 1o get up ancd
walk away, whereas my brother works away and
[inaudible .

A: You've got a more complex understanding of

the situation, in a way, because you ve..

M: ['ve been more imvolved in it. veah. He's
manipulated me, so I've heen undersianding
how my Mum's been feeling. and it must have
been shit really. They could have
hearthreaking to vou, but you 've stll spemt years
with them- you remember the good bits. And if
was hard 10, hard to... 1 mean. 1 still don't
understand whv. don’t get me wrong. 'l never
ever undersiand why somebody,
whether they're male or female, how someone
can stay with someone and get so much abuse.
1'll never ever understand it. bui you've got 1o
try and come 1o terms with it, haven i vou?

A People have their
complicated they might be.

FECINOS,

M: And it was hard 1o say that 1o my brother,
and 1 think that when we were in thal meeting.

some of the things that he was saving, | was

getting like, "Oh™' And [ conld see  thai
sometimes when | was saying things, | conld see
that hew wasn 't happy.

“Well ves, he is a -

been -

o matier

however’
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4. Now that you say that, it makes m think about
what we were talking about before, that if there
was more than one meeting, it would be... if you
come for just one meeling and these things et
raised it can be a litle bit tense, if there had of
been a meeting the next day...

M: The next day would have been a lot more
relaxved.

A You could have mavbe brought that out, i
wonld have been a chance to get i a little more
oul in the open”’

M: We would have killed each other Jaughs ('
No. it wouldn 't have been like that.

A No. | don't think so. | didn’t get that
impression at all, I was struck by how flexible
evervone was, actually. When you were coming
1o the meeting. did you... 1 know that you saned
hefore that vou didn’t give it a lot of thought in
advance. but 1'm just wondering if vou had any
worries that i might end up in a disagreement
orarow?

M- No. that never crossed my mind.

A: Because sometimes when it comes (o bringing
family's together, people do worry about is i
going to be like a powder keg or something like
that.

M- No. | didn’t worry about thai, | didn’t worry
crhont it

A: It's been very helpful getting your views so
far, but is there any questions that | haven't
asked yon that you were expecting 10 bhe
asked?

M: Like I say, [ never thought about what [ was
going to be asked. | don’t like to, because when
something is asked, 11's not something  that
you 've already gone over. [ just keep an open
mind.

A Well there's a lot fo be said for heing
SPORIGHEONS. :




M: flaughs] | do tend 10 go away and then
remember things, and think, “oh, | didn’t really
agree with that, why didn’t | say that " And
then the next day I forget about it amyway’

A: After the meeting on Monday, was there
amvthing where you went away afterwards and
then thought....

M: Well. | was still wondering whai the coloured
fellow was doing there, because he didn 't really
say mich,

A: One thing I'm hearing from what you're
saying is that you maybe weren't clear about
who we are? Because vou asked before aboui,
“dre you nurses, or.”?” Maybe we aicdn 't
explain that clearly enough?

M: You waork m the community”?

A- Well Asante works for the Commumty Mental

Health Team, he's a Community Psychiatric

Nurse. The reason we have someone from the
community team is so that when your Mam is
discharged from the Ward, the commumty leam
have got some information more than just a

letter from the Ward, so they ve gol a bit of a

better understanding.

M: You see. while we were talking, | was
watching everyone else. | was thinking. “they’re
trving 10 suss me out!”. 1 was wondermg if you

were [rying lo see our reactions or anything, -

which obviously you probably were, but it was, [
dunno.

A: ves, well 1 think we're frying 1o move away

from that a bit, you know. From thinking of the

sessions as a kind of therapy where we're
analysing people.

M: Yes flaughs).

M- T think that we 're irving o fet that go, and’

Just be more of a kind of.. to meet with people
and have a conversation and.... [tape ends].
[Other side]... would of been kind of watching




me, and watching what | was saving and
waiching what | was doing.

A: Was that an uncomjfortable feeling”
M: Well, it dadn’t stop me.
A: Yes, I'm pleased about that, but...

M: As soon as | was finished speaking | was
looking at them, and that... | was thinking... -
[long pause

A: Apart from the mumbers of staff. was there
anything else that people did thai made you feel
vom were being analyzed”?

M: | was worried in case [ said the wrong thing-
for whatever reasom, I'don’t know.

A: Did you ever say something and then think,
“Oh, I'm saving the wrong thing here”” Was
there ever a point when you feli that?

M: No, no. Apart from when | said, “Ay Mam
thinks she's in here for life. 1 thoughi, "OOPS. [
probably shouldn't have said that " because |-
think that she did think that. I was just saying il,

like in banter, but after I did say i, it was like....

my brother sori of looked at me.. [pause]. Mind

you, if my brother hadn't of looked ar me, |

probably wouldn't have thought anything of 1. .
But he gave me a funny look, and 1 sori of
Jooked and thought, “Mavbe [ shouldn’t have

said that ",

A: | thought that it was a really important thing
fo say myself, because it's such a common worry

that people are coming here. Do you think that

that worry got talked about enough’

M- Well even the next day she still wasn’t
convinced. She stll didn't believe that if she’
wanted 10 walk ot she conld.

A: So maybe there wasn't enough said  to
reassure her about that?



Af: No. because | think it took a couple of darys
really, and then she asked “Can I go for a
walk?”. and when they said “Yes", it was only
then that she actually believed... There was
shock on her face, "I can?”. I said, “Well that's
whai we ve been saving . She couldn’t take it in.

A: Going back 1o what you said before about the
number of people present, was there too many
people there for you, in a sense ?

M: No.

A: It felt okay? | think we do Iry 10 give some
thought to that. Sometimes the family come, and
there's only two or three of them, and there’s
three or four professionals there. '

Af: [ think that it would be too much if there was
o or three family there and then thai. | do.

A There was only three of you though, wase't -
there?

-

M- Well like, sav if there was.. her brother's |

about the same age as me, and Paul's been like
a son o my Mum, so | suppose €ven like if he .
came in on it. | think it would sull be... I think
there should only be one arl a rime.

s

A: Right.

M- It's like, how many brother's or sister’s have
vou got? Have you got any?

A: Yes, ['ve got a sister.

M: So there's only the two of you. there isnt
anyone else. Sa you conld say anvihing to your
sister couldn 't you?

A Well it's an inferesting question- we're nof
ihat close, actually. If we were o similor
situation, we would have different oprons.

M: Different opinions.

A Yes, so that's a good point you 're making.



M: So, if she was going 1o one house, and you
were going there, she could be ralking about
something totally different from what vou talk
aboul. Sometimes it geis crossed over and you
get different views of it. Then when you come
together, i1’s a bit awkward. It’s like now, am |
supposed 10 be cruel 10 be kind, or do I pamper
my Mam, or do I watch her” Do you knrow what
| mean? Am [ supposed to watch her twenty four
hours a day, do you know what | mean? Or
should my Mam like.. even cooking. should |
say, “It's OK. I'll do i if you don't wani to do .
it”. or say, which I've tried 1o sav before, “You
just cook for yourself and don't worry about
me ", should 1 go back to doing that” I haven't
got a clue. | know that’s gol nothing 1o do with
the meeting today.

4: No. but 1'd like to try and respond in some

way. A couple of thins about what yon re saving

come to mind for me- one is that if there’s an

arrangement for your Mam to meel with

someone from the Community Mental health -
Team, 1'm sure that you'd be welcome 10 join in

the discussion have some comaci, because

Vvou're raising some very practical things thai

people have to work out. But as a rule of thumb,

1 think thai- | can say this then 1'd be interested .
inn what you think about it- I think that if families

get too much into  treaiing the person like

they're ill, if they get too much imo Ireating

them like they're sick, when things are really

difficuit maybe it can be helpful. but if it goes on

t0o long | think it can hold the person back. [ '
think that vou'd be better off to assume that your

Mam's capable and that she’s gomg 10 do

things.

for herself.

M: Righi, yes. To me. she is, s0 if she does do
those things then that's great, because 1 s a
normal part of life, isn’t it?

A: Yes. obviously if you find that she’s...

M: 1 mean if she's sitting there really sick and
cheesed off... vou see, like, tomorrow Il goan
and she's had her tea, or she's made me
something, 1'll say, “Oh, well I'll do 1t tomorrow



| -

%

if vou want? ", then if she does carry on doing
that, then that Il be great, I'll think “She does
do the normal things, there's no need 1o push
her”. But the, if you've got to conlinuously say
“Come on, iron vour shirt” and so on, well she
can't be properly well. | mean, if she carries on
doing this, and then stops. well you're going 1o
get down days, I'd say, “Oh, don't worry- 11y
nothing, 1'll do it”, but if carried on all those
dowh days...

A Yes. well I think there's two things there-
there s the mitial thing when you're Mam comes
ont of hospital, well I don’t know a lot ahowt
your history, bul thal’s quite a new arrangemeni
isn't it? It will wake a bit of getting used 1o for
hoth of you.

M: ['ve lived on my own for twelve years!
[Laughs|

A Well that'll take a bit of getung used i for
both of vou, 1 would have thought. But if longer
term you have some concerns about how aclive
your Mum is and thing like that, then...

M: If she's happy, then that's fair enough. Fven
if she's not going out and things, but as long as
she's happy and looks OK.

A+ | wonder if this might be a good place to end
the discussion, and then I can check in the notes,
or ask Margaret [primary nurse| aboul what's
happening, then that might give you a clearer
idea. [1 go on (o explain about the CMH T intake
system, elc. .



Additional information regarding the research participants
and data

b) Extracts from the research diary.

Please note that names have been erased in the text to preserve anonymity



Additional information regarding the research participants
and data

c) Extracts from observational notes made during the process of practitioner
observation.

Please note that names have been altered in the text, and some details removed, to
preserve anonymity
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Notes from Reception Meeting for R S on this date. R admitted 24-1-97 2nd

admission], Section 2, Consultant D.

Present at meeting: Mr. & Mrs. S [H’s Parents]; S [Educational Worker];
Interpreter; G R [Primary Nurse]; G, S; C & myself reception meeting team.

Issues raised:

R chose not to attend

Clarification regarding names [R & Parent’s surnames]

Issue of families request for woman doctor, and R not to be examined by a male
Request for transfer to women'’s area

Friday is day of religious observance for Muslims

Agreed to meet again next week, with R again invited to attend.
Issues raised in discussion following meeting:
Team learning from family and interpreter about cultural issues

S writing notes during session, [this not negotiated]- also passing notes to G,

disagreeing with comments from family



2nd Reception Meeting for R S.

Present: Parents [Mother did not attend initially]; S; D [Ward representative in
place of G R]; Interpreter; C, G & myself. R again declined invitation to attend.

Issues raised:

S wished to share thoughts prior family arriving and asked not to

Mother and R not present initially, father went to get them and returned with
Mother

Long discussion within meeting about R being ‘angry’ or ‘frustrated’. This was
connected by S with issue of cultural tensions: wish to wear western clothes etc
vs. Being a ‘good Asian girl’. Parents said that this is not an issue. The
conversation continued to focus on this topic despite signs of discomfort shown
by Parents- talk becoming increasingly monological in nature

Mr. and Mrs. S asked about examination of R and medication, worried that R
might have a brain disease. This was again handled by me in a monological
manner, by explaining that H was not physically. G touched on the issue of the
trip to Bangladesh not happening-

Agreed to arrange a further meeting, in the Women’s Area lounge, in the hope
that R will attend if the meeting goes to her

Long discussion with Interpreter after the meeting, who advised the team about

cultural issues.



3Rd Reception Meeting

J T : Ist Admission, Sec.2, Consultant: B

Present: T; D[husband]; P S [primary nurse- arrived late due to handover &

incident on the Ward Team- myself & V [Reception meeting team]

Issues

Meeting is three weeks after admission- T & D emphasized that it would have
been much more useful on admission, which was particularly difficult. T was
sectioned because she was felt to be suicidal. Both D and T felt that this hadn’t
been discussed with them, they were informed of the situation by the GP in the
presence of their 14 year old son- D said, “It was like being shot”. T feared she
would never get out- the 3 day Section was converted to a 28 day Section.

T felt “betrayed” by the CPN who persuaded her to come to the Ward
informally

Couple have made a complaint. They were left waiting for a long period in the
Ward area on arrival, not approached by staff. PS was the first person who they
feel entered into conversation with them, after three days

Discussed discharge, effect on family relationships- D’s extra vigilance,
incident where he had said to T, “Are you OK, do you want to go back to
hospital?”

D and T spoke about how they have come to mistrust professionals because of
the admission experience- including at the Reception Meeting. T said that she

only wants minimal follow-up from services on discharge.

After the meeting V, PS and I met. The reception meeting was felt to have been
helpful, but that it would have been most helpful if it had occurred at, or shortly

after, admission.

D and T’s account of professional ‘deceit’ was almost shocking to listen to. PS

mentioned concerns about T’s possible suicidal thoughts, which he did not raise



in the meeting- issue of ‘secret’ professional talks about ‘sensitive’ issues- how

do we address this?



Additional information regarding the research participants
and data

d) Two case studies based on individual research participants, a service-user and
a professional, which weave in various sources of data.

Please note that names have been altered to preserve anonymity



Brief case studies of two research participants, a service-user and a professional, and
their respective experiences of the reception meetings they attended are provided below.
The purpose of these case studies is to add further contextual detail for the reader, by
providing examples of the kinds of life-situations, dilemmas and difficulties that the
research participants might typically have faced. The case studies are developed, and
particular issues highlighted, by weaving into the discussion data which were generated

from various sources.

Names, and some minor ‘factual’ details have been altered to protect the anonymity of the

actual participants.

Case study 1: Christine

Christine was a white woman in her early twenties who ran a printing and design business,
which she had established together with her husband, David. Christine and David had
been married for two years, and they had a baby son. The couple were living in a rented
flat, and felt dissatisfied with the standard of the accommodation and the area they were
living in. Money had been tight for them since starting the business. Christine’s parents,
Stanley and Jean, lived nearby, and helped out a lot with child care. Christine was
spending more and more time at her parents home, and David had concerns that their
marriage was drifting apart. Christine described some ambivalence about becoming a
mother. She loved her son, but felt that the family had very traditional expectations of her,
including a view that she should either stop working or reduce the hours she put into the
business to spend more time at home. For Christine, developing the business was an

important creative outlet, and she had dreams of becoming very successful with this.

Tensions were building between Christine and David not only about whether or not she
should work, but also about David’s view that they should spend more time together as a
couple in the evenings. Stanley and Jean tended to take David’s side in these disputes,
provoking even greater feelings of frustration and rage for Christine. She felt at times like
a prisoner, trapped by her family’s expectations of her, and also felt that nobody was
listening to her point of view. The more angry she became, the more her husband and
father would tend to view her behaviour as ‘irrational’ and therefore invalid. She described
herself as having to shout louder and louder to try and make herself heard. In the semi-
structured interview that was undertaken with Christine, she described this process as

follows:



Christine: I have a problem with my Dad and my Husband, getting the message across.
The pair of them seem very pally-pally, and it’s really difficult getting the message
across, saying, “Listen to this little woman here, I exist!” It’s very difficult getting that
message across. So I feel that I'm in a bit of a circle at the moment. If I want to say

something, I have to lose my temper a bit, and that causes even more problems.

Alex: So you’ve got to shout it rather than say it?

Christine: I've got to shout it rather than say it, because 1 feel that they don’t listen-
and then they complain that I shout, and say, “Yes we do listen!”, you know? It’s just

really hard, you know?

As the emotional temperature increased, Christine’s family became concerned that her
‘unreasonable’ behaviour might represent the early signs of some form of mental illness.
Stanley and Jean were aware that the arrival of a baby and the transition to motherhood
could be traumatic. After Christine was born Jean had herself been diagnosed as
experiencing psychiatric illness, and had been hospitalised for several months. In the

research interview Christine went on to discuss these concerns that her father held:

Christine: Yes, my Dad wanted to get me into hospital, because my Mum, she suffered
from really serious post-natal depression, and I think my Dad was thinking, “Deja vu-
Christine’s got exactly the same as what she had”. And that’s been some bad
experiences that my Dad’s had. He had to look after me single-handedly when I was a
baby, and my Mum was in hospital for a long period of time. She’s got rare blood, or
something. My Dad , I think, was thinking that I was going through the same sort of
problems as my Mum’s got, but I haven't, you know? I think I'm more like my Dad than

my Mum.

Alex: But that was his anxiety?

Christine: That was his anxiety- he was thinking, “Oh my God, she’s going through
exactly what my Wife’s been through, and I've got to get her into hospital, and I've got
to get her fixed”. That's what he was saying! [Laughs] So he’s fixed, and she’s better,

you know!



Stanley was afraid that history was repeating itself, and had therefore encouraged her to
seek help. Christine did eventually go to see her GP, who made a referral to the local
community mental health team. A psychiatrist and CPN from the team assessed Christine,
and recommended family therapy, with the intention of ‘de-medicalizing’ the situation and

helping the family resolve the tensions between them.

The situation came to a head one night when Christine became very excited and
distressed, and walked out into the streets near her home in her bare feet saying that she
was seeking somewhere to sleep. She also described hearing a voice speaking to her from
inside her head. Christine was admitted to the Unit under the Mental Health Act (1983)
for further assessment. The following extract from observational notes I made following a
reception meeting provides a brief account of the circumstances surrounding Christine’s
admission to hospital, and an indication of the degree of concern that her actions were

generating for those around her:

From the discussion in the meeting I gathered that Christine had been admitted to
hospital in a very excited state, and Dave [primary nurse] used the expression
“thought disordered”. She had also, I believe, said that she was hearing voices. She
had previously been in contact with the CMHT, and her Father had worked hard to get
her admitted to hospital, bringing her to the doctor or A & E Department five times in

the couple of weeks prior to admission.

The initial contact between the family and the community psychiatric team had clearly not
been successful in resolving the problems without recourse to hospital treatment.
Christine's father, Stanley had continued to feel very worried about his daughter and felt
strongly that she needed to be in hospital. Stanley was puzzled by the team’s emphasis on
relationship factors when he believed his daughter to be ill. Christine referred to her

Father’s confusion about this in this extract from her research interview:

Christine: He's saying, “Why are the doctors not wearing white coats now?”. He
expects it to be all the same as it was when my Mum was in hospital. He says, “I can’t
tell the difference between the doctors and the patients now!” “I can’t tell the

difference between the nurses and the patients!”.

Shortly after Christine entered hospital a reception meeting was arranged on the ward. The
following extracts made from observational notes immediately following the reception

meeting provide a flavour of the discussion that occurred in the meeting:



(As well as Christine), The meeting was also attended by her husband, father, Dave
[primary nurse], Karen [student nurse from CMHT], Carl [CPN], myself & John
[Psychiatrist]. The discussion in the meeting seemed particularly rich- the
professionals involved didn’t linger to share impressions afterwards, but Dave
commented to me in the corridor that it was “a good reception meeting”, and John

made a similar comment in passing....

In the meeting, Christine said that when she had come into hospital she was “blaming
everyone else for her problems”, particularly Father and Husband. She said that she
could now see that she was to blame, and that she had been childish and self-centred.
She added with a twist that her Father and Husband were very controlling, but they had
given her so much that if they wanted to control her, that was OK. She described her
Mother, who was at home looking after Christine’s child as very passive and
controlled. Much of the discussion centred around where Christine would live on
discharge, and she said she had decided to return to her Parents home for a while until

she and her husband could find a better house.

In the meeting Christine seemed to be oscillating between blaming herself for the
difficulties she was experiencing and blaming the men in her family. In a research
interview with John, her psychiatrist, he expressed concern that Christine might have

been “capitulating” to the family’s view of her as ‘ill” within the meeting:

John: Yes, the thing that sticks out most clearly is ... well I'll use the form of words
that first comes to mind, the sense of myself, but I heard Christine buying into the
Sfamily account for the first time. The family account of “she’s defective, and she needs
fixing in some way”. Because certainly at previous meetings- it’s impossible not to
refer back to previous meetings- at previous meetings- at previous meetings there’s
been this really quite lively interchange between Christine and Father in particular
about whether there’s something wrong, and what is there that’s wrong, and Christine
has argued her corner in more and more extreme terms..., ...80 there arguments begin
to spill over into unconventional ways of arguing, and there was no sense of, I didn’t
have that sense of her arguments spilling over into forbidden territory in the reception

meeting. Rather, this very strong contrast of her fitting in and doing a lot of agreeing.

Within the meeting people remained very polarized in their views, however, and the talk

was characterized by a series of conflicting monologues, rather than dialogue. Mechanistic



metaphors secemed to abound in the discussion, with talk of Christine's behaviour
becoming more "controlled", and even of her needing to be "fixed". Christine, in the
research interview, described her Father’s beliefs about her as follows, “he probably
would say, “Oh, I've been to the hospital, and she seems to be getting fixed”, that kind
of thing! I think that’s what he’d probably say! I feel like I'm a car, that I'm being
fixed! Christine continued to oscillate between the view that the problems were connected
with gender issues in the family on the one hand, or that the situation was her fault as she
had been "selfish". Her husband David, while expressing the view that Christine was “ill’
and needing hospital treatment, also agreed with Christine that there were tensions in their

relationship which needed to be discussed.

Staff in the meeting were careful not to further exacerbate this process this by confirming
a medicalized account of the situation. Instead, they proposed the idea that there was a
middle view between the position that the difficulties were all of Christine's making, or
that they were all the families fault. The staff also attempted to lend credence within the
meeting to Christine's view that gender issues within the family needed to be discussed by
attending to this aspect of the discussion. At the close of the reception meeting important
differences in perspective between the different participants remained, but it seemed that
the possibility of continuing to explore these had been kept open rather than closed off. A
‘middle ground’ position was agreed whereby Christine remained in hospital, but a further
family therapy meeting was also organized to focus upon relationship tensions and
conflicting ideas about the future. Karen, a student nurse who attended the reception
meeting commented in a research interview, that, “everyone seemed to have a lot to say,
so that one went well”. Christine herself described this ‘middle ground position that the
family achieved as follows, “Iwas glad, because I made... I reconciled with my Dad, I
gave him a big hug afterwards, you know?...And I knew that my husband and me need
to sort a lot of problems out as well, and I knew that we came to the right decision. It

helped a lot, you know?”.



Case study 2: Jane

Jane was a white social worker in her early thirties who had worked for a number of
years in a day centre for people with long-term mental health problems. She had been
in contact with Marion, one of the people who attended the centre, for some time,
mainly providing practical support, and periodically becoming more intensively
involved when crises occurred for Marion or her partner Jim, who also experienced
mental health problems. As a social worker, Jane was a warm, helpful and supportive

in manner and generally well liked by colleagues.

One Monday morning, Jane received a telephone call from a member of the Ward team
asking if she would be available to attend a reception meeting later that day. This was
Jane’s first day back at work after being on holiday, and she learned that Marion had
been admitted to the Unit at the weekend, following the sudden death of her Father.
The reception meeting took place on the Monday afternoon, and was attended by
Marion and Jim, June, Sue and Pete (nursing support workers on the Unit), and myself.
This was the first reception meeting that Jane had been to, and in a research interview

she said that she had been unclear about what to expect from the discussion:

Jane: (I was told) only that it might be too short notice, but they were holding a
meeting, and (pauses), just that Marion had been admitted on the Saturday, and it was
a lot to do with the death of her father, and that was it. No information about the
reception meeting. I think that I assumed it was going to be the same as a Care
Programme Approach meeting, and.... (pauses) but she didn't say anything about the

meeting itself.

In the absence of prior information about the reception meetings, Jane drew on her
previous experiences of other meetings within the service such as CPA meetings to
orientate herself. Because of the contrast between the goal-orientated and relatively-
structured style of ‘typical’ CPA meetings and the unstructured style of the reception
meeting, Jane went on to express her surprise regarding the direction that the
conversation did take. In particular, the extent to which the reception meeting was
primarily focused upon Marion’s feelings of grief about her Fathers death came as a
surprise. Jane herself was more preoccupied with what she described as

“practicalities” surrounding the admission, and was concerned that the absence of a



doctor at the meeting meant that medical treatment had not been discussed to the extent

that she had anticipated. This left Jane feeling rather frustrated:

Jane: Yes, I think that 1 did view it as an information giving and receiving session, that
was from my point of view, and I felt that afterwards, from my point of view, I hadn’t
got the information that I needed. We hadn’t gone through what had led up to the
admission, and Marion had mentioned that Dr. Price (consultant psychiatrist) had
changed one of her tablets prior to admission and she’d been hallucinating. I don’t
know if she was still on that tablet, that’s why I think she was asking about the
medication, and Jim (Marion’s partner) was quite concerned about that. I think the
pair of them had fixed... the way that Marion had gone was due to this tablet that she’d
been given two days earlier, and I don’t think that had been cleared up for her, for
them, you know? That seemed to be one of the issues that they had both come out with.
And there was no Medic there either, there was no notes there to say what she was on.

So, that was something we had to go afier the meeting and sort out a bit.

June’s perception that the reception meeting was over-focused upon Marion’s emotions
did not, however, appear to have been shared by Marion herself, who in a research

interview commented that she had valued the opportunity to speak of her grief:

Marion: I experienced it as, that they (the team) talked to me. You know, I'was... I can’t

say it straight... I felt vight there.

Alex: Did you, yes? You showed a lot of tears, and you were upset in the meeting...

Marion: 1 lost my Dad, you see. It gave me a chance to talk with someone and tell them

how I felt.

One of the reason’s why Jane experienced frustration with the meeting was her
scepticism about the ‘true’ value of the discussion that had occurred, as she felt that

Marion was a rather histrionic person who liked to ‘play to an audience’:

Jane: I think she (Marion) actually... I mean, I know that she was very distressed, but I
think she actually likes meetings, she likes appointments, she... I know that it might
sound an awful thing to say, but she sometimes plays up to these meetings. I often
accompany Marion to out-patient appointments and she presents completely differently

from sitting in the waiting room with me to going in and talking to the consultant



psychiatrist, it’s like... she’s got to be looking and presenting as very, very ill, and
crying a lot. And I think that people in the room obviously didn’t know her, you weren’t
aware of that, you know, and also, some of the things that she was saying, there was a
litrle bit of a slant on them, and... I thought that it’s not really the right time for me to
Step in and say, “Well actually, this sometimes happens”, and I felt that there was a lot
of background to it that yourself and some of the nurses perhaps weren 't aware of, and
I didn’t feel it was the right arena for me to step in and contradict Marion in front of
new people to her... and also, whether or not you had a right to know, as well, you
know? I think she was serious in what she told you, I didn’t think that she was telling

you the whole picture.

For Jane, there was a sense that Marion was performing a familiar routine in the
meeting, but that the other staff who were present would not appreciate this because
they didn’t have access to the “whole picture” regarding how she tended to conduct
herself before professional audiences. Jane’s orientation towards a modernist, medical
explanation for Marion’s recent crisis invited her to privilege talk about drug treatment
and ‘practicalities’ over emotionally focused conversation. Similarly, viewing Marion’s
behaviour through this modernist lens also invited her think of Marion’s behaviour as
being less than 100% genuine. The idea that there is one ‘true’ picture of a person that
can be achieved through skilful assessment or through familiarity is commonplace in
psychiatry, and runs counter to a postmodern emphasis on multiplicity. This issue was
highlighted for me as a practitioner researcher, during the process of data-analysis, as

the following extract from my research diary illustrates:

While transcribing the interview with Jane there is an issue which is brought into focus
for me which seems to be a familiar one: Jane had previous knowledge of Marion, and
from this previous relationship has an idea of her as someone who is perhaps prone to
dramatizing issues a little or enjoys having an audience- this idea introduces a slightly
sceptical note for Jane regarding the value of what is being discussed, and a sense that
if the other professionals present knew Marion’s history a little more, they might view
the conversation differently. This reminds me of situations for instance within the
CMHT where a member of the team might assess a client, then report back to the team.
The person who carried out the assessment might have been impressed by the potential
for change in the situation, and report back positively to the team. However, members
of the team might have had contact with the person from the past, or have received
other information which leads them to be more sceptical. This is usually seen as

introducing the reality of the situation and dispelling an over-optimistic account [the



person doing the assessment was somehow “taken in”]. Privileging this previous story
about the client may have the effect, however, of closing off the opportunity for the

development of a new story.

Returning to Jane’s experiences of the reception meeting that she attended, despite her
reservations, she did identify the meeting as having been beneficial in some respects for

Marion:

Jane: She (Marion) was certainly calmer after the meeting, she was able to, she’'d
opened up, from being sort of, from not looking at any one and not talking, not wanting
to speak. You know at the start of that meeting she didn’t want to speak, when the
meeting finished she looked me in the eye, which she hadn’t done and she started
telling me things that she wanted to happen for her. Maybe that meeting had enabled

her to do that afterwards?

Although the absence of a medical focus within the reception meeting was rather
puzzling for Jane, she was also able to identify an important qualitative change that
seemed to occur for Marion as a result of the discussion. Jane felt that the reception
meeting appeared to have been ‘enabling’ for Marion, helping her to find her voice.
The distribution of power in the relationship between Jane and Marion also appears t
have altered in that Marion, who previously appeared to be without voice, began to
look Jane in the eyes rather than averting her gaze, and expressed her wishes regarding

what should happen.
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ABSTRACT

The dominant socio-cultural discourses regarding psychiatric disorder within western societies
invite us to view mental health problems as located ‘within’ the individual, and people who are
defined in this way as lacking in insight, personal agency and responsibility (Scott, 1973). Ascribing
a diagnosis of mental illness to a person may therefore result in their problems becoming viewed as
unrelated to their social context. One consequence of this is that when a crisis situation is defined
as psychiatric in nature a form of interpersonal ‘closing off” may occur between the person in
difficulty and their family or significant system. This process of closure is frequently exacerbated
when hospital admission occurs (Scott & Ashworth, 1967; Whittle, 1996). Scott (1973) has used the
term ‘treatment barrier’ to describe the obstacles to providing a therapeutic response that are

created by this state of affairs.
In this paper the concept of interpersonal closure is examined in relation to psychiatric

hospitalization. The use of family/staff network meetings following admission is discussed as a
forum for addressing these problems of closure and the treatment barrier.

Introduction

The term ‘closure’ has been used by psychiatrist and family therapist R.D. Scott (Scott
& Ashworth, 1967) to describe the process in which a person in crisis may become
emotionally disconnected or closed off from his or her significant others and wider social
context. Closure is associated with the person’s problems becoming defined as a
consequence of an illness process which is located ‘within’ the individual, so that the
problems are seen as disconnected from the interpersonal, cultural, and political
contexts of their life.

Scott (1973) has suggested that the process of closure begins before any professionals
are called onto the scene, as one member of the family or social group in crisis has begun
to be regarded by the others as ‘ill’ or ‘mad’. The professional entering this situation is
often expected by those involved to confirm a view that is already becoming established
that the person is ill. According to Scott, the arrival of psychiatric professionals into a
crisis situation can exacerbate a process of closure by signaling confirmation that the
person is ill, particularly if the outcome of this professional intervention is admission to
a psychiatric hospital. If the difficulties which the person is faced with are confirmed by
the professional to be features of an illness over which the individual and their
significant others have no influence or control, responsibility for managing the situation
tends to be handed across to the professional system at this point. The manner in which
the professionals intervene during this crucial stage of flux will therefore play a major

© LFTRC & KCC Volume No. 10, issue 1, 1999, pp. 35-47
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part in shaping how the problem is subsequently viewed or defined (Dallos, Neale &

Strouthos, 1997; Haley, 1980; Reed, 1998).!

I will now outline some of the key societal, professional and familial discourses about
mental illness which may become operational when a person enters a situation of
extreme crisis and receives a psychiatric diagnosis. Relationships that are formed
between mental health service-users and professionals will be permeated with meanings
derived from these discourses, and so this is a key area to consider for practitioners who
are aspiring to work therapeutically in this context.?

Societal discourses about psychiatric disorder

Scott argues that the dominant cultural beliefs within western society about mental
illness include the following (Scott, 1973; Scott & Starr, 1981):

that psychiatric disorder occurs as a consequence of biochemical or genetic factors
e that the problems are located ‘inside’ of the individual

® that the person who is afflicted lacks ‘insight’ into his or her true situation

® that the person lacks responsibility or personal agency

The belief that people experiencing mental health difficulties pose a risk to the public
has also become prevalent in recent times, as a consequence of some notable tragedies
which have further fueled public anxieties about the failure of community care as a
project. Media coverage has tended to both reflect and provoke these anxieties by
portraying people with mental health problems as unpredictable, irresponsible and often
dangerous (Johnstone, 1994).3 In response, recent policy initiatives within the UK have
tended to strengthen the coercive aspects of psychiatry’s social function.

The consequences for a person in crisis of receiving a diagnosis of mental illness can
therefore be extreme. When an individual is defined as mentally ill in this way, ‘illness’
may come to define their identity as a social being. Gergen (cited in Gergen, Hoffman
& Anderson, 1996) has described this state of affairs as the “tyranny of diagnosis”, a

! The role of mental health professionals in the development of constraining illness narratives has, of course,
been a commonly discussed theme within the field of family therapy, but it was Scott’s contribution to apply
this concept within the field of psychiatric crisis intervention (Whittle, 1996).

2 The term ‘discourse’ is used in this article in the sense described by Parker (1999), referring to historically
contingent patterns of meaning which organize the different symbolic systems that people inhabit, and which
are crucial for us to make sense of each other. As such, discourse shapes and limits the ways in which it is
possible for us to act and think. For instance, a discourse about ‘family’ might describe relationships as
‘naturally’ revolving around a nuclear family structure, and as if all other patterns of living and relating must
be measured against it.

3 For instance, the government’s recent White Paper on mental health (Department of Health, 1998) declares
that community care has failed and places a central focus on the role of psychiatric services in managing risk
and protecting public safety. This emphasis on risk can be regarded as a political response to public anxieties
which have been inflamed by garish media coverage concerning people with psychiatric problems — a recent
analysis of Home Office statistics found that the number of homicides by people with a psychiatric disorder
have only shown very slight fluctuations between the years 19571995, While the overall number of homicides
within the UK has increased, the percentage committed by people with psychiatric problems has shown a
slight annual decline (Taylor & Gunn, 1999).
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situation in which every move the person makes in their life is dysfunctionalized.
Commenting on this process, Ron Coleman, a leading figure in the UK user movement,
says: :

“Yours are called hobbies, mine are seen as ‘obsessions’. If you don’t clean your
house for a week, you're a lazy sod. If I don’t clean my house for a week, I lack
daily living skills! A symptom of schizophrenia, I'm not a lazy bastard, I'm ill!
That's the way it works. That's the nature of power”. (Coleman, 1999, p. 66)

The person who is regarded as mentally ill may, for instance, come to be described as
a ‘schizophrenic’ or a ‘manic-depressive’ in such a way that no space exists between the
individual and the illness that has been ascribed to them. The traumatic events
associated with the crisis therefore come to define the person’s identity, rather than
being life experiences that he or she can relate to. As the Australian family therapist
Michael White has noted, this process of internalizing the dominant societal discourses
about mental illness has profound implications for the person’s life and relationships, as
these internalized discourses:

‘...have the effect of isolating persons from each other, and from the very
contexts of their own lives. These discourses have provided for a way of
speaking and thinking about life that erases context, that splits experience from
the politics of local relationship’. (White, 1993, p. 20) :

The term ‘closure’ describes this rift or distancing process through which a person in
crisis becomes disconnected from the network of intimate family and social relationships
in which they ordinarily live their lives, and which provides the context for the
difficulties that have occurred (Scott & Ashworth, 1967). Psychiatric practice which fails
to take account of the individuals social context may inadvertently exacerbate this rift,
and in the following section I will discuss some consequences of the dominance of
medical discourses within the mental health field.

Professional discourses

It is perhaps stating the obvious to say that medical discourses regarding psychiatric
disorder predominate within the professional world. The medical approach permeates
every aspect of contemporary psychiatric practice, shaping the pattern of services and
the type of care and treatment people receive (Johnstone, 1994). Discussing the
treatment of schizophrenia, Birch (1991) examines the instruction that psychiatrists
receive into this disorder through the professional journals. Birch carried out a brief
review of articles on schizophrenia in two leading British journals published between
1985-1986 [the British Journal of Psychiatry and Psychological Medicine]. From a total
of forty-one papers focusing on schizophrenia during this period, only one reported on
practices which might be directly useful in conducting an interview with is intended to
be therapeutic with a person identified as schizophrenic and/or their significant others.
All of the other papers addressed either issues of pharmacology or discrete pathology
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from a medical perspective. Birch (ibid., p. 23) goes on to argue that psychiatrists
reading papers on schizophrenia in the academic journals are implicitly instructed

that:

schizophrenia is a complex topic only understood by brain scientists

research into discrete pathology will eventually yield a cure

the clinical role of the psychiatrist is centred on intelligent prescribing

people troubled by schizophrenias are ‘“‘schizophrenics” whose speech can be
abstracted into utterances which in turn can be reduced to diagnostic markers

Social context comes to be regarded as, at best, of secondary importance, as for
instance, when relatives are viewed as helpful sources of additional information to help
the professional grasp the overall clinical picture, rather than being seen as invaluable
partners in the therapeutic process.

Similarly, in relation to the field of psychiatric nursing, the dominance of the
biological perspective is highlighted by research undertaken by the Sainsbury Centre for
Mental Health (Warner, Ford & Holmshaw, 1997). In this study a number of mental
health nurses working in different NHS Trusts in England were asked to identify the
specific skills that they felt were needed by nurses in their work with people with severe
psychiatric problems. All of the participants identified dealing with medication as a key
area of nursing practice, but few referred to the relevance of psychotherapeutic
interventions, and none mentioned family therapy.

The discourses that predominate within the professional world therefore specify the
importance of biological factors and minimize the significance of personal relationships
or social context. These professional discourses influence, and in turn are influenced by,
the dominant beliefs and discourses within wider society regarding mental health
problems. The assumptions that professionals hold when they enter a situation of crisis
may therefore be strongly influenced by these discourses, and may serve to amplify the
process of closure by inviting the professionals to view the crisis situation in terms of an
illness process which is located within one of the people involved.

The process of closure also makes itself felt in the lives of the professional concerned.

Scott (1995, p. 6) comments:

‘We become imprinted in the same manner that we have imprinted closure in
the patient. This shows up in psychiatric practice where we are almost
exclusively drawn to the negative, to what is wrong and commonly fail to
realize the primary importance of positive feeling. This is an imprint of the
closed attitude. It runs throughout psychiatry’.

Or, as Deegan (cited in Rosen, 1994) puts it, when mental health professionals stop
seeing patients as people, we become a bit less human ourselves.

Having considered the influence of these dominant discourses regarding psy-
chiatric disorder within the mental health field and within wider society, I will now
discuss some of the factors which may sensitize individual families to the experience of
closure.
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Familial discourses: the shadow of the ancestor

One example of a type of discourse which may be operational within families and which
may sensitize family members to the process of closure has been identified by Scott and
Ashworth (1967; 1969) through their work with people in schizophrenia. On the basis of
their clinical work and research with families, Scott and Ashworth described certain
historical factors which appeared to be a contributory factor in the formation of the
problems. In particular, their account focused on the impact on family expectations and
relationships when one of the parents has suffered a traumatic experience of losing
someone close to them. This loss might entail, for instance, someone close to the parent
becoming insane and never recovering; death, or a sudden separation from the person.
According to Scott and Ashworth, this loss experience came to profoundly shape the
way in which the parent viewed their schizophrenic son or daughter. The person
diagnosed as schizophrenic is, in such circumstances, “living under the shadow of their
ancestor”, in the words of Scott and Ashworth. The catastrophic expectations which are
evoked by this constellation of experiences and beliefs provide a context for closure to
occur, as the person is viewed as having entered a situation from which there is no
return.

An illustration of this process is provided in the following extract from an interview
with Christine,* who had been admitted to hospital under the Mental Health Act. In this
instance, it was Christine’s mother who had experienced psychiatric problems in the past
from which she was seen as never fully recovering, and this seemed to powerfully shape
the manner in which Christine’s father responded to his daughter’s difficulties:

Alex: Up until you came into hospital you'd been to see the doctor and so on, and your
Dad had been quite concerned to get you into hospital.

Christine: Yes, my Dad wanted to get me into hospital, because my Mum, she suffered
from really serious post-natal depression, and I think my Dad was thinking, *'Deja vu —
Christine’s got exactly the same as what she had”. And that's been some bad experiences
that my Dad'’s had. He had to look after me single-handedly when I was a baby, and my
Mum was in hospital for a long period of time. She's got rare blood, or something. My
Dad, I think, was thinking that I was going through the same sort of problems as my
Mum’s got, but I haven't, you know?...

Alex: But that was his anxiety?

Christine: That was his anxiety — he was thinking, “‘Oh my God, she’s going through
exactly what my wife's been through, and I've got to get her into hospital, and I've got to
get her fixed”. That's what he was saying! .....

....he was, I think he was just full of fear that I was going to end up like my Mother. Full
of fear, because like... my Mother’s dependent on tablets, she is. I don’t know what it is
that's really wrong with her, but she’s been taking them for years.

Christine’s pregnancy created a context for enormous fears within the family that
history would repeat itself. These fears were not only carried by Christine’s father, but
also her mother and her husband, David:

“ All names have been changed to protect confidentiality.
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Alex: I was interested in what you were saying earlier — if your Mum had a lot of
trouble, problems with post-natal depression....

Christine: Yes, she’s had post-natal depression, rare blood, I don’t know what other
problems she’s had as well.

Alex: Do you think there was a worry somewhere in the background for your Family, if
you have a baby, what will it be like for you? Will it be the same as for your Mum, will
history repeat itself?

~ Christine: Yeah, when I was pregnant, my Mum was worried sick! She was more worried
than I was, she was in absolute state, you know? She was shaking, she was completely
worried — whereas I was more relaxed about the whole thing. When I went through the
pregnancy even David was in a worse state than me! I said, “Hang on, just chill out! I'm
Jjust having a baby, I'm not going to die!”".

The fears that Christine would in some sense be lost to the family if she did not come
to be hospital to be “fixed”” were so great that attempts by the psychiatric community
team to help the family address their concerns outside of hospital through family
therapy meetings were unsuccessful. It as only when she entered hospital that these
anxieties became allayed.

The potential for hospital admission to exacerbate the process of closure by
encouraging and amplifying illness-related discourses is, of course, very great. This
relationship between hospitalization and the process of closure will now be considered
in more detail.

The impact of hospitalization

The significance of the idea of closure in relation to the experience of psychiatric
hospital admission is highlighted by research undertaken by Whittle (1996), which
considered the impact of entering hospital on the causal beliefs of the people who were
admitted, their families and the staff. Whittle’s study suggests that following admission
service-users and their relatives became more attached to biological theories of
causation, while psychosocial causal beliefs decrease significantly over the period of
hospitalization. Whittle suggests that that there was not a similar shift in the causal
beliefs of the staff, who in this study were less strongly orientated towards biological
beliefs to the exclusion of other factors.> He therefore suggests that this change in beliefs
for clients and their families may have been linked with wider cultural assumptions
about why people need to go into hospital, rather than occurring as a consequence of
ideas presented to families by the staff.

Whittle goes on to suggest a link between causal beliefs and treatment beliefs, in that
clients who held biological causal beliefs were more likely to regard medication as the
3 While the influence of medical narratives is strong throughout the field of psychiatry in the UK, the degree
to which particular teams are affiliated to this model will, of course, vary. Other researchers have suggested
a mismatch of views between psychiatric professionals and service-users in the opposite direction to that

described by Whittle, with professionals orientated towards biomedical perspectives and service-users
preferring psychosocial explanations (Johnstone, 1999; Rogers, Pilgrim & Lacey, 1993).
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most relevant treatment for their difficulties. The perceived relevance of psychothera-
peutic approaches generally, and family or systemically orientated approaches in
particular, seemed to diminish for these clients and their families. Hospital admission as
a response to a crisis situation may therefore be regarded as a particularly important
factor in facilitating a process of closure in relation to interpersonal factors, and in the
formation of a ‘treatment barrier’ where systemically-orientated therapy is concerned.

Within North Tyneside Adult Mental Health Services there has been an attempt to
address some of these processes of closure and disconnection through the development
of family/staff network meetings which take place shortly after admission. The
discussion will now turn towards a consideration of the key theoretical ideas and
practice principles assoctated with these meetings.

Reception Meetings

When a person enters the psychiatric unit within North Tyneside the possibility of
arranging a network meeting is discussed with them by a member of the ward nursing
team. The meeting will usually occur as soon as possible after admission, and will be
attended by the service-user, his or her relatives or significant others [partner, close
friends, neighbours], as well as involved professionals from the community and hospital
services. We believe that it is generally preferable that a meeting occurs at an early stage
during the service-user’s stay in hospital, as this is a time when feelings of stress and
upheaval may be at their highest. Scharfstein and Libbey (1982) have suggested that
during the first few days of admission high levels of anxiety may be experienced by all
concerned — the service-user, the family and also the hospital staff, and that this anxiety
may result in patterns of distancing or avoidance if not addressed.

The meetings are referred to within the unit as ‘reception meetings’ in the hope of
conveying friendliness to the family. The term ‘family therapy’ is not used as we wish to
avoid unintentionally sending the message to the family that we view them as
pathological or that we intend to ‘educate’ them into a medical understanding of the
problem without fully giving credence to their own perspectives and expertize in relation
to the situation (Reed, Stevenson & Wilson, 1998).¢ The idea of the meeting is raised
with the service-user by the admitting nurse, and information leaflets about the meeting
are provided to the person and their significant others. Having written information
available hopefully serves both to demystify the meeting for the people who are being
invited to attend, and also to simplify the potentially complex convening process for the
nursing staff. Convening family or network meetings in an agency setting where more
traditional, individually-orientated approaches predominate can be extremely difficult
(Burnham, 1986; Treacher & Carpenter, 1989). Staff might feel insufficiently trained or
experienced and service-users or relatives might greet the invitation with suspicion —

®The value of holding family/staff meetings at the point of admission has been discussed by several
commentators, who have identified benefits in terms of negotiating issues of responsibility (Bruggen &
O’Brian, 1984), developing treatment contracts (Treacher, 1984) and furthering the therapeutic dialogue
(Rakkolainen, V., Lehtinen, K. & Alanen, Y.O., 1991; Seikkula, 1994).



42 Human Systems ' ' Alex Reed

particularly if they have been in contact with psychiatric services over a period of time
and this is the first time that a meeting of this sort has been suggested. Within our service
it has been valuable to have a small group of staff who are particularly enthusiastic
about the idea of reception meetings who can take a lead role in initiating them, as well
as encouraging and supporting those staff who are more uncertain about becoming
involved.

The manner in which we conduct the reception meetings has been strongly influenced
by the work of the Jaakko Seikkula and his colleagues from the western Lapland area
of Finland (Seikkula, 1993; Seikkula, 1994; Seikkula et al., 1995). Theoretical influences
which have helped shape the network-orientated approach developed in Finland by
Seikkula and his colleagues include ideas about the constructionist nature of language
and the dialogical basis of mind, as developed by the Russian literary theorist and
philosopher Mikhail Bakhtin (Morris, 1994; Seikkula, 1993). According to this
perspective, our individual and social worlds are created in the flow of our outer
dialogues with others and our inner dialogues with ourselves. The purpose of the
meetings is therefore to shift from polarized or monological accounts of the situation by
generating open dialogue between all participants. This includes an attempt to avoid
imposing a professional ‘authorized account’ of the situation onto the family. It is
through the process of dialogue, the process of participants hearing and being heard
within the meetings, that new accounts and connections can be created.

Attempts to foster genuine dialogue between the different participants in the meetings
are, of course, plagued with difficulties in a hospital context where the staff hold great
power. This includes formal powers to hold people under the Mental Health Act and
forcibly administer medication and other physical ‘treatments’ as well as the more
informal authority or power of professional ‘experts’ (Andrews, Birch, Reed, Spriddell
& Stevenson, 1996). We can, however, aspire towards talking more openly with
service-users and those close to them about our ideas and perspectives on their situation,
and offer these ideas and perspectives for discussion.

In this endeavour we have found the ideas of Andersen (1990) about reflective
processes in therapy to be extremely helpful. Using this approach, some participants in
the meeting are invited to share their ideas and reflections about the situation while the
others present can listen and then, in turn, offer their own thoughts and reflections. The
conversations can move back and forth in this way several times during the meeting, so
that participants have the opportunity to be in both talking and listening positions.
Thus opportunities to reflect on the conversation are opened and a range of perspectives
and suggestions are generated over the course of the meeting.

Within the meetings the staff aim to create a sufficient sense of emotional safety so
that participants can share their views in this manner. This requires creating a context
in which a degree of uncertainty can be tolerated so that premature decision-making or
overly instrumental modes of thinking are minimized. Tolerating uncertainty within
meetings can be anxiety-provoking for staff as well as service-users and families, of
course, since this position may conflict with professional discourses about being
knowledgeable or demonstrating competence by ‘having the answers’ (Holden, 1990).



Psychiatric Hospital Admission and Interpersonal ‘Closure’ 43

These professional anxieties may run particularly high in a hospital setting where
service-users and relatives might look to staff to provide hard information about the
nature of the problem, the likely outcome, and so on. In order to avoid closing down
opportunities for dialogue by adopting an ‘Expert position’, staff aim to create a climate
of safe uncertainty within the meetings. Mason (1993) discusses the importance of
shifting from a position of ‘unsafe uncertainty’ within therapy to a position of ‘safe

uncertainty’:

“The position that I am suggesting... is one which I shall call safe uncertainty.
The position is not fixed. It is one which is always in a state of flow, and is
consistent with the notion of respectful, collaborative, evolving narrative, one
which allows a context to emerge whereby new explanations can be placed
alongside rather than instead of, or in competition with, the explanations that
clients and therapists bring”. (Page 194)

At the beginning of the meetings, the staff who are responsible for ‘hosting’ or
facilitating the conversation usually explain to those present that there is no pre-
constructed agenda for the discussion, and that the time can be used to discuss whatever
people feel it is important to talk about. We also explain that the meeting might last for
approximately an hour, but that we can end before that time if people wish to do so, so
that the people present hopefully feel some control over proceedings, and don’t feel that
they will be pressurized to continue if the meeting becomes particularly difficult or tense.

While there is no set formula or procedure for the meetings, the staff hosting the
meetings tend to keep in mind a very basic structure or series of phases for the

discussion:

® Inviting everyone present to introduce themselves, and to say if there is anything
in particular they wish to discuss in the meeting

® Discussing the issues that are brought up

® A brief final discussion which entails clarifying any practical issues that need to be
carried forward (for instance, issues about leave, medicaiton, or making contact
with other services are often raised at some point in the meetings, and it needs to
be clarified who will take responsibility for taking these forward after the meeting)

A brief clinical example will now be presented in order to highlight how the process of
closure associated with hospital admission was addressed within a reception meeting.

Clinical example

In this example we will return to the situation of Christine, the young woman discussed
earlier. Christine had been admitted to the Ward under the Mental Health Act,
following a crisis in which her behavior had become increasingly strange and incom-
prehensible to those around her. Just prior to entering hospital she had become very
excited and distressed, and had walked out into the streets near her home one night in
her bare feet saying that she was seeking somewhere to sleep. She also described hearing
a voice speaking to her from inside her head.
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As we have already seen, the initial contact between the family and the community
psychiatric team was not successful in resolving the problems without recourse to
hospital treatment. Christine’s father, Stanley had continued to feel very worried about
his daughter and felt strongly that she needed to be in hospital. Stanley was puzzled by
the team’s emphasis on relationship factors when he believed his daughter to be ill. As
a consequence, the situation escalated and there was a continued push for Christine to
be admitted, which eventually occurred. Shortly after she entered hospital a reception
meeting was arranged on the ward, which was attended by Christine, Stanley, her
husband David, the community team psychiatrist [who also acts as hospital doctor], and
nurses from the ward and from the community team.

Within the meeting people remained very polarized in their views, and the talk was
characterized by a series of conflicting monologues, rather than dialogue. Mechanistic
metaphors seemed to abound in the discussion, with talk of Christine’s behavior
becoming more “controlled”, and even of her needing to be “fixed”. Christine expressed
the view that the problems were strongly connected with gender issues in the family, in
particular, she regarded her husband and father as attempting to encourage her into
stereotypical roles as a wife and mother. Occasionally, however, Christine would seem
to capitulate in the reception meeting, and declare that the situation was her fault as she
had been “selfish”. David, while expressing the view that Christine was ill and needing
hospital treatment, also agreed with Christine that there were tensions in their
relationship which needed to be discussed.

Stanley’s view of his daughter’s situation seemed to be strongly influenced by his
experiences when his wife was labeled ‘ill’ after the birth of Christine. Similarly, his
expectations of psychiatric services were shaped by the encounters he had with
professionals twenty years previously. He seemed puzzled by the reluctance of the staff
to act in accordance with these expectations and provide a biological, illness-based
explanation for Christine’s actions. There was little sense of dialogue occurring between
Christine, her family, and the staff.

The danger of closure occurring and Christine beginning a career as a psychiatric
patient was obviously very great in this situation, as the perception that Christine’s
behavior was a consequence of mental illness rather than a response to a complex and
difficult interpersonal situation was reinforced by her admission to the Ward under the
Mental Health Act. This view was also likely to be further amplified because of the
patriarchal tendency within western culture to regard the expression of anger by women
as inappropriate or transgressive and label it as illness (Jones, 1994). Staff in the meeting
were therefore careful not to further exacerbate this process this by confirming a
medicalised account of the situation. Instead, they proposed the idea that there was a
middle view between the position that the difficulties were all of Christine’s making, or
that they were all the families fault. The staff also attempted to lend credence within the
meeting to Christine’s view that gender issues within the family needed to be discussed
by attending to this aspect of the discussion.

At the close of the reception meeting important differences in perspective between the
different participants remained, but it seemed that the possibility of continuing to
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explore these had been kept open rather than closed off. Some factors which seemed to
assist were:

® Christine felt that her views were listened to by the staff, rather than disregarded
as symptomatic of an illness process

® David and Christine received the message from the staff that they would receive
ongoing support if they wished to attend future meetings to discuss their
relationship

e Stanley was perhaps still puzzled by the position of the staff, but felt reassured that
Christine could remain on the Ward until she felt ready to return home. At the
same time, the psychiatrist negotiated with Christine that she could commence
taking regular leave from the Ward, so that the process of moving on was started

e The presence of the staff at the meeting seemed to create a situation where family
members felt able to begin discussing some of these anxieties and differences in a
more reflective manner, without the situation becoming heated as it had done

previously

In this instance the reception meeting provided a forum where the co-evolving
family-professional system could begin a process of dialogue in such a way that
possibilities were opened up for further exploration of difficulties. If the meeting had not
occurred it is easy to envisage a situation where the experience of entering hospital
would have cemented the belief that Christine was ‘ill’, and that her angry statements
about gender were merely symptomatic of this illness. Thus professional intervention
would have acted to support patriarchal relationships within the family, silencing
dissent and constraining opportunities to re-negotiate these relationship patterns.

Conclusion

When a crisis occurs in a person’s life the situation may come to be characterized as
psychiatric in nature. Key discourses regarding mental illness which are operational
within the broader socio-cultural field, the professional domain, and the interpersonal
world of the person in crisis may interact together in such a way as to facilitate a process
of closure. The person’s life and relationships can becoming increasingly shaped or
organized by stereotypical notions of the ‘psychiatric patient’ — stereotypical ideas, for
instance, that the person is lacking in insight, personal agency or responsibility.
Admission to hospital can further amplify this process of closing off which occurs.
Hospital admission remains a common professional response to situations of crisis,
and the majority of admissions to acute psychiatric units within the UK presently occur
on an unplanned crisis or emergency basis (Moore, 1998). When a person does enter
hospital, network meetings which include the person defined as ill, their significant
others and the staff can provide a useful forum to explore the meanings ascribed to
recent events, share ideas and suggestions about ways forward, and generate dialogue
between these different participants in the situation. Through this process, connections
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between people, ideas, events, memories experiences and so on may be maintained
rather than closed off and new connections and possibilities may be created.
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During the summer of 1998 | was lucky enough to spend a few
weeks in Finland, in order to learn about the family and social
network orientated approaches to mental health practice that have
been developed there .Over a couple of years | had become
increasingly fascinated by the work which is taking place in Finland,
after reading a series of articles by Jaakko Seikkula and his
colleagues from the Tornio area which describe both the principles,
and the remarkable effectiveness, of their approach (Seikkula, 1993;
Seikkula, 1994; Seikkula et a/.,1995).

The country has a tradition, dating back to the sixties, of treating
people with major psychiatric problems, such as schizophrenia,
using family-based approaches in community settings. A national
initiative, known as the API Project (Acute Psychosis Integration),
began in 1992, in which a number of services serving different
catchment areas across the country are developing systemically-
orientated treatment approaches for people experiencing psychotic
problems {Lehtinen et al.,1996). Psychiatric provision in the UK tends
to be individually focused, rely heavily on drugs and hospitalization,
and is plagued by problems around differing priorities and
perspectives between primary and secondary care professionals.|
was therefore very keen to observe at first hand what can be
achieved through the consistent application of a systemic approach.

The Tornio team which | visited has been particularly successful in
applying systemic principles both in their therapeutic work with
service-users, and also in the organization of their service, in order to
ensure that their responses are co-ordinated, consistent and
adapted to the needs of the person in crisis. The service consists of
slightly over 100 staff of different disciplines, serving a population of
approximately 70,000 people.The service is distinguished by a
number of special features, including the following:

Focus on families and social networks: the team provides a rapid
response in crisis situations, with a first meeting being arranged
within twenty-four hours of referral. Family members or others close
to the service-user are routinely included in discussions about
treatment, and the team has a policy of avoiding taking decisions
about the service-user outside of his or her presence. Discussion
takes place openly between all parties, with the aim of creating
collaborative working relationships in which dialogue can freely
occur. These network meetings are the primary form of treatment
used in this approach.

Emphasis on reflective practice: the team aims to maintain an
ethos for the meetings which is thoughtful and reflective. The work
of Norwegian family therapist Tom Andersen (Andersen, 1990)
regarding reflective processes in family meetings has strongly
influenced the team in Tornio. In this approach, participants in the
meeting are invited to share their ideas and reflections about what is
being discussed, while the others present can listen and in turn offer
their own thoughts and reflections.Thus a range of perspectives and
suggestions are generated over the course of the meeting. Because
the professionals who are present openly share their own ideas and
beliefs about the problem for discussion with the service-user and
his or her family, staff are less likely to become rigidly attached to
unhelpful or judgmental beliefs about the service-user, compared
with situations in which much of the discussion between staff and
decision-making takes place away from the persons presence.

Seamlessness between hospital and community: one of the
most impressive features of the service is the extent to which the
hospital and the community staff view themselves as part of the
same team. This allows for considerable consistency in situations
where a service-user needs to be admitted to hospital for a time.
Members of the hospital team participate in meetings which occur
in the service user’s home, and the community staff attend meetings
with the person in hospital. Once a treatment team has been formed
around the person seeking help, the membership of this group

tends to remain consistent across time. One of the benefits brought
about by this inter-weaving of hospital and community staff is that
people seem to require much shorter periods of hospital treatment
than is the case in the UK.

Minimal use of neuroleptic drugs: as with the other sites
participating in the APl Project, the team in Tornio use minimal
amounts of medication in their work. A two-year follow-up study of
people experiencing first episode psychosis has recently been
undertaken by the team, which demonstrates that only 22% of
service-users required ongoing medication. The majority of those
who were medication-free at follow-up had never received any drug
treatment. Over 70% of the service-users in the study had also
shown good social adjustment over the two-years, and were free
from relapse (Seikkula & Alakare, 1998).

Resources and training: the mental health services in Finland are
very well resourced by comparison with the UK: the service that |
work in, for instance, has approximately the same number of staff as
the Tornio team, but serves a population which is more than three
times larger. Approximately three-quarters of staff in the team have
completed a three year family therapy course,and many of the
remaining staff have trained in individual psychotherapy.

Implications for UK services
Which features of the above might successfully transfer to the UK
context? Remember that the Finns have not suffered the
consequences of a contract culture over recent years, and their
services are much better resourced. Many of the tensions that
currently exist between primary and secondary care in the UK
regarding service priorities etc. are, I think, linked to the fact that we
have been starved of cash for so long. There are also many cultural,
social and geographical differences between the two countries.
Systemic approaches to mental health care might provide practical
means to overcome many of the difficulties associated with the
more reductionist, individually-focused practices that predominate
in the UK. Readers of TF will be extremely familiar with the vicious
cycle that occurs when an individual is identified as mentally ill,
removed from their usual social context, treated in hospital, then
returned to similar social circumstances at a later date. Families and
carers also frequently complain about feeling ignored and excluded
by mental health professionals, and co-ordination between primary,
secondary and voluntary care staff is still frequently plagued by
problems of poor communication, despite the Care Programme
Approach.The systemically-orientated approach which has been
developed in Finland shows that social network meetings are an
ideal vehicle for developing new ideas, understandings and
solutions in a manner which is inclusive and collaborative.
Innovative practitioners here in the UK have also shown that crisis
intervention approaches which focus on involving the service-users
family or social network can reduce the need to bring people into
psychiatric hospital and help prevent chronicity (Scott,1980). Ata
time when there is such emphasis on ideas about evidence-based
practice it would seem irresponsible to ignore the potential
contribution of these systemic approaches that have been shown to
be so effective.
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Letter from Israel

Family medicine in israel has gone through a rapid process of
development in recent years (Weingarten & Lederer, 1995). The
introduction of a four-year vocational training program has created
many ‘specialists in family medicine) a title that, despite the apparent
contradiction in terms, distinguishes between trained specialists and
untrained GPs - the latter still being the majority of primary care
physicians in Israel. A fundamental part of the definition of this new
discipline is being not-only-a-bio-medical doctor. Accordingly, one of
the essential components of the training programme is introducing
GP trainees, who are socialised in the traditional bio-medical model
during their undergraduate studies, to a more humanistic approach.
This goal is approached by introducing them to the biopsychosocial
model, with courses on psycho-social issues in practice, co-tutoring
by social workers, offering Balint groups, and requiring a
presentation of one family intervention as part of the final
qualification examination.

Last year | was tremendously fortunate to spend time off my
practice and teaching duties in Israel and to attend the training
course for systemic general practice ('Working with families and
teams - introduction to systems-based approaches in general
practice’ taught by Drs Caroline Lindsey and John Launer at the
Tavistock Clinic (Launer and Lindsey, 1997). Earlier this year, Caroline
and John were kind enough to come to north Te! Aviv and to teach
the first ever workshop on systemic ideas for family doctors at the
Department of Family Medicine at the University. Not surprisingly for
those of us who know Caroline and John, the workshop was a huge
success. Participant feedback suggested that systemic ideas address
needs, maybe unidentified before, for better interviewing skills and
for a conceptual framework for the work of family doctors.

The seed of systemic ideas has fallen on favourable ground in Israel:
not a dry land of strict biomedical doctors, but the well-cultivated
soil of vocationally-trained doctors who were well aware of the
impact of familial and social factors on disease, but who also felt that
the biopsychosocial model may not have alt the answers. Doctors
seeking to enlarge their repertoire of working methods found the
method of asking circular questions very helpful and effective,
Doctors who are trainers and teachers discovered that the new
interviewing techniques were useful for working with trainees as
well as with patients. However, systemic training offers more than
teaching interviewing skills. During the Tavistock course, the
participants had started motivated to learn how to interview families,
but soon moved on to seeing wider implications of systemic ideas
{Launer & Lindsey, 1997).

So what does systemic thinking, and in particular social
constructionism, have to offer to israeli family doctors? Some of the
attractions of social constructionism to general practice are universal:
it offers us an opportunity to look at ourselves as therapists, and it
has the potential to liberate us from the constant urge to solve
problems (Launer, 1996; Launer, 1995).1 see some of the attractions
especially relevant for the Israeli scene as follows:

1.The concept of the family doctors role as an elicitor of alternative
patient stories (stories that make sense from the patients point of
view) is particularly appealing for doctors who live in a multi-cultura
society like Israel. The idea that these stories can exist side by side
with the bio-medical explanation helps doctors not to feel
threatened by these novel ideas.

2.The culture in Israel is less formal than in Britain and there is less
distance between doctors and patients. Patients may explicitly make
demands that might have stayed unspoken in similar consultations
in Britain (Launer, 1995). Some doctors see this behaviour as a threat
to their power (another central issue for social constructionists) and
many look for ways to deal with the stress that arises from these
situations. Looking at these consuitations via a social constructionist
lens may help by including the doctor’s views, medical beliefs and
background in the picture; the doctor's tension may decrease by
moving the focus to the interaction between the doctor’s beliefs
and those of the patient during the consultation.

What are the prospects for systemic training in Israel? in the future,
we need to identify and define better the specific needs of family
doctors in Israel, and to check out what aspects of systemic training
are most helpful for us. How are our needs different from the needs
of our British colleagues? Can we build a framework that will bring
together Israeli family doctors and family therapists? Should we offer
systemic training only for qualified specialists in family medicine, or
would it work as well at the vocational training level, where we can
offer courses in a structured setting which already exists. Currently
we are trying to keep up the systemic spirit and to explore some of
these questions in regular meetings of a group of interested family
doctors (co-lead by Amnon Toledano, a family therapist and yet
another Tavistock graduate).

Enthusiasm is epidemic.1 had caught the enthusiasm for systemic
ideas at the Tavistock, and was delighted to see it spreading in israel,
suggesting that borders do not restrict the relevance of systemic
ideas for general practice.

Let’s keep up the dialogue!

Anat Gaver
Department of Family Medicine, Tel Aviv University, The Sheba
Medical Center, Israel BLDG 130 (Tel: Hashomer 52621)
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counsellors have always had as part of their work..

Some people may think that all of this is far too complicated and
that much simpler one-to-one therapy or more direct approaches
will suffice. We agree. If you have a way of doing things which is
more traditional and it works then use it. If it ain’t broke - don‘t fix it.
We are proposing this way of working when the old ways do not
work. Nor is it meant to be a recipe. Everyone should start from
where they are, with the people they work with, and think how they
might just take one small step forward.

Jack Czauderna, GP in Sheffield, and
Sara Barratt, family therapist in London
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ntering psychiatric hospital

may have profound conse-

quences for the person con-

cerned as well as for their family
or friends.

The processes by which a person
loses their identity and becomes ‘the
patient’ when entering a psychiatric
hospital are well documented. Close
relationships may be strained, and op-
portunities for staff and families to col-
laborate may be lost.

Relatives may be left with a sense
that their opinions and needs are un-
acknowledged by staff, leading to feel-
ings of dissatisfaction and resentment.

Staff associated with the inpatient
unit in North Tyneside Mental Health
Services have attempted to address
these problems. Shortly after a person
enters hospital they arrange ‘social net-
work’ mectings.

Known within the unit as ‘reception
meetings’, they are attended by the
service-user, a member of the service-
user’s primary nursing team from the
ward and ‘significant others’ of the
patient’s choosing. As well as relatives
and/or close friends, this might in-
clude professionals from outside the
hospital team who are involved in the
person’s care.

The manner in which families are in-
vited to attend the meeting requires
carefu! thought and sensitivity on the
part of the staff hosting the meeting, so
that family members do not get the

impression that they are being asked
along because they are viewed as
pathological. Relatives will be deterred
from attending if they suspect that the
professionals subscribe to family-
blaming theories of psychiatric disor-
der, or that the staff wish to ‘educate’
them into a medical understanding of
the problem without fully giving cre-
dence to the family’s perspectives and
expertise in relation to the situation.

Rather than treating families as ob-
jects of change, reception meetings
empbhasise the contribution of families
as agents of change, whose ideas and
support are invaluable resources within
the therapeutic process.

Statf hosting the meetings try to en-
gender a friendly atmosphere. To en-
sure patients and their families are
active participants, the hosts pay par-
ticular attention to language, avoiding
professional-jargon. There is an accep-
tance that everyone present has a con-
tribution to make. The meetings do not
have an agenda so as to allow space for
the participants to determine the areas
they want to talk about.

Reception meetings at the ward pro-
vide a forum to:

M Tell the history of events leading up
to the admission;

B Express emotions;

M Talk of fears about the severity of the
problems and about their involvement
with psychiatry;

W Allow the family to inform and edu-

interpreter.

. diversity in admissions - -
| : gladeshi woman in her early twenties who was - -
admitted to the ward in a psychotic state. BRI

A reception meeting was arranged soon after admission, which was = .
attended by her parents, a community worker who had been closely involved
in helping her, a member of the inpatient primary nursing team, and an

The meeting was hosted by two members of the family team. The hospita!
team had very little experience or knowledge of Bangladeshi culture, and so
this reception meeting provided an opportunity for the family to inform and
educate the staff about Muslim family structure and traditions.

The information shared was crucial to Ms Khatun's stay in hospital, such as
the importance of examinations being carried out by a female doctor and not
arranging meetings on days of religious observance for Muslims.
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cate the staff about their culture;

W Explore myths about mental illness
and psychiatry;

W Find out from staff about the ward
and general aspects of the service such
as staff roles, how decisions are taken
in the unit, and so on;

M To ask questions, express concerns or
dissatisfactions with the service;

W Make plans;

W Raise difficult topics between family
members;

M Discuss actual or potential issues of
stigma or discrimination that the ser-
vice-user or family might encounter as
a consequence of the admission;

W Discuss practical arrangements.

The collaborative ethos of the meet-
ings is helped by an avoidance of any
diagnostic or agenda-setting discussion
among the professionals beforehand.
In more traditional care-planning or
therapy forums, the professionals often
meet together before the session to
generate opinions and theories about
the service-user. But the danger in this
arrangement is that the professional
may become too attached to a line of
questioning and fail to take on board
the different versions of events that
other people hold.

Staff hosting the reception meetings
take responsibility for encouraging dif-
ferent points of view, even though this
may be difficult for some participants.
For instance, professionals may be dis-
concerted by the invitation to share
their ideas and opinions openly in the
presence of the client if they work in
settings where this rarely happens.

The conversations that occur in the
meetings are often reflective in style
and a premature focus on problem-
solving or task-orientated discussion
tends to be avoided.

Telling one’s story can be validating
in its own right. When a diversity of
views is available, there is more oppor-
tunity for dialogue, rather than the im-
position of a single account. The aim of
staff is to structure the conversation so
that each of those involved has the
chance to talk about the situation from
his or her perspective, while at the
same time guiding the conversation so



Peter Lumby

¥

Thé Harpers find out abo(_lt hoSpi

Patrick Harper was admitted to the ward experiencing profound feelings
of depression. The reception meeting was attended by Mr Harper and
his partner, plus his primary nurse from the inpatient team and two
members of the family team who were responsible for hosting the event.

Mr Harper had never been in psychiatric hospital before and was very
nervous. His primary nurse said that she had noticed that during the
brief time he had been there he had tended to isolate himself, avoiding
other service-users and the staff.

Both Mr Harper and his partner were puzzled by the roles of the

tal culture

nursing and medical staff, and the processes by which decisions about
his care would be made while he was in hospital. The reception meeting
allowed stalf to explain their roles and the ward structure, while also
providing an important opportunity for the coupie to tell the story of the
events leading up to the admission in some detail.

As a result of the meeting, Mr Harper felt much more relaxed in the
unit, his partner felt more connected with the staff team, and both felt
clearer about the ways in which the staff could help them address the

difficulties that led to admission.

that everyone also listens and reflects
on what is being said.

Conclusion

The process of admission has tradition-
ally followed a set pattern which cen-
tred on the individual service-uscr.
Reception meetings are one way of in-
cluding the person’s family, carers or
close friends in this process.

These meetings have proved to be
particularly useful in helping to clarify
issues of concern at the initial stage of a
person’s stay in hospital, thus helping
to demystify those elements surround-

ing admission which are potentially
frightening or disempowering.

This early contact between the staff
team and the people who are close to
the service-user adds to the quality of
collaboration and enables meaningful
dialogue to develop in a manner which
can transform the nature of admission
and create a focus for change. NT
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