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Abst ract

Background:  Child and adolescent  m ental health team s have 

t radit ionally been const ructed using m ult idisciplinary team s of 

different  professions. Current  workforce policy in m ental health, 

however, st resses team  funct ion and the skills and competences 

required to fulfil that  funct ion which leads to a quest ioning of 

professional ident ity within those team s. 

Aim s:  This study aim s therefore to define how professional ident ity 

is const ructed in the policy discourse and am ongst  a sam ple of 

current  pract it ioners in m ental health team s.

Methodology:  This study uses a linguist ic m ethod, Crit ical 

Discourse Analysis, to quest ion whether funct ional approaches 

based on role theory are appropriate when ident ity work discourse 

has overtaken role theory as a way of thinking about  professional 

working. I t  uses elem ents of role theory and ident ity work thinking, 

inform ed by postmodernist  theorists such as Pierre Bourdieu, to 

look at  the need for the underlying conceptual frameworks that  

professional t raining and socialisat ion br ing.

Findings:  By analysing the current  policy discourse, and a sam ple 

of pract it ioner discourse on the subject , the study shows that there 

is a need for the professional ident ity of individuals to be bet ter 

addressed and understood. I t  exam ines the im portance of the 



“The discourse of professional ident ity in CAMHS.”

3

underlying conceptual fram eworks that  inform  the skills and 

com petences and what these frameworks br ing to team funct ioning. 

The study also quest ions the way in which policy uses linguist ic 

capital as a change agent  to br ing about  workforce modernisat ion in 

child and adolescent  m ental health team s.

Conclusions:  The study highlights the need for professional groups 

to m aintain their  professional ident ity by being bet ter able to 

art iculate the cont r ibut ion they m ake to team funct ioning by vir tue 

of their  conceptual fram eworks. These are shown to inform  the way 

in which individuals use their  skills and com petences to care for 

service users and their  carers.
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“There is no r ight  or  w rong in our  profession. The 

present  changes the past  from  m om ent  to m om ent . 

Only pray that  the future vindicates our  act ions.”

Helem  Cam aru, Master of Assassins. 

Warham m er 40,000 Sourcebook

 (Gam es Workshop 1989)
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Notes on t ranscr ipt ion convent ions:

 All direct  quotat ions in analysis chapters are given in boxes.

 Quotat ions from  docum ents are given in norm al type.

 All direct  quotat ions of respondent  speech are in italics.

 I nterpretat ions and editor ial clar ificat ions are given in [ square 

brackets] .

 Brief pauses (up to three seconds)  in speech are recorded 

as … 

 Longer pauses are given a t im ed period in norm al brackets 

i.e. ( four seconds) .

 Laughter and sighs are recorded as ( laughs)  or (sighs) . 

 Other speech sounds recorded phonet ically ( i.e. um , tch, tut)

 Strong accent ing or em phasis within spoken text  is 

underlined.

 For clar ity all quotat ions are given in single spacing as 

opposed to the more normal double-spacing required for 

thesis subm ission (and used for all other text) .
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Chapter  One –  I nt roduct ion

1 . Professional ident it y in w ork force policy

The existence of outpat ient Child and Adolescent  Mental Health 

Services (CAMHS)  is st ill a relat ively new phenom enon, and there 

exists lit t le docum entat ion and no widely understood rat ionale for 

the or iginal professional com posit ion of these teams. As such it  is a 

good exam ple of how m ental health team s have historically been 

created from a local perspect ive, with lit t le cent ral policy guidance 

unt il recent ly.  I t  can be used, however, to illust rate wider issues of 

team  working for m ental health team s. Whilst  this study, therefore, 

takes a wider perspect ive on the const ruct ion of mental health 

team s and how people within those team s think about  their 

professional ident ity, it  will refer to CAMHS constant ly as the m ain 

focus of the study.

The im portance of this study is that  professional ident ity m ay be 

perceived as having been sidelined in recent  years by workforce 

policies that  st ress roles rather than professions and put  em phasis 

on the skills and competences needed to fulfil those roles. This 

study will look at  the developm ent  both of services and of policy in 

react ion to those developm ents, in order to t race the significant  

changes in workforce policy with regard to m ental health team s and 

CAMHS. I t  will show the m ove in em phasis from  ‘m ult idisciplinary 

team s’ to ‘capable team s’. Mult idisciplinary team work, as the nam e 

im plies, holds cent ral the cont ribut ion of different  disciplines (such 
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as psychology, psychiat ry, nursing, social work and allied health 

professionals)  to a team  that  funct ions together to provide m ental 

health care. Within this m ult idisciplinary team  (MDT)  each discipline 

has a specific funct ion and cont r ibut ion to the work of the team. 

Over the years, as will be dem onstrated, these roles have becom e 

blurred to the extent  that  current  policy quest ions the needs for 

specific disciplines to provide dist inct  roles, and concent rates 

instead on what  skills and com petences are required to fulfil the 

overall team  funct ion. Whilst  the just ificat ion for this m ove is 

st rongly port rayed as being in the interests of service users 

(pat ients)  and their carers, this study will quest ion that  prem ise as 

being the pr im ary m ot ivator for change, and look at  the wider social 

and polit ical context .

Part  of the m ot ivat ion for exam ining this subject  ar ises from  the 

researcher’s own posit ion within CAMHS. As a Nurse Consultant  I  

hold a post  which is research based, and has a clear set  of 

guidelines as to dim ensions and funct ion of the role, and which is 

clearly based in the conceptual fram ework of the parent  discipline of 

nursing. This is in contrast  to the very blurred role and funct ion of 

m any of the other CAMHS staff I  meet  in clinical pract ice. Given the 

current  em phasis on creat ing capable team s, therefore, the issue of 

how professional ident ity is const ructed and enacted in daily 

pract ice is one of direct  relevance to service delivery.
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1 .2  Aim s and object ives of the study 

This study aim s  to define how professional ident ity is const ructed in 

the policy discourse and am ongst  a sam ple of current pract it ioners 

in m ental health team s. The const ruct ion of professional ident ity 

and the im portance at tached to it  is cont rasted with the dom inant  

policy discourse, which concent rates on skills and com petences 

rather than professional cont r ibut ions to team work.1

The specific object ives  of the study are:

1)  To exam ine in detail some of the most  im portant  policy 

docum ents which are current ly shaping the developm ent of 

workforce policy in m ental health team s and exam ine how this 

policy discourse relates to professional ident ity;

2)  To look at  how a selected sam ple of policy m akers, implem enters 

of policy and pract it ioners are react ing to this policy. A close 

exam inat ion of their  discourse on professional ident ity will give r ise 

to ideas of how people are current ly thinking about  their  ident ity at  

work;

                                                
1 NOTE:  The t erm s ‘com petences’ and ‘com petencies’ are com m only used 
interchangeably within the literature exam ined in this study. Where 
quoted, the term  used in the docum ent  or by the respondent  will  be used. 
Elsewhere in this study I  have largely used ‘com petences’ as that  is 
m arginally m ore com m only used. Technically ‘com petences’ im plies the 
m inim um  standard acceptable, whilst  ‘com petencies’ suggests higher levels 
of abilit ies within a given range, and was used in this sense in som e of the 
earlier literature.
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3)  To discuss how ident ity work is im portant  to individuals working 

in m ental health team s and CAMHS, and to discuss what  

im plicat ions this has for the developm ent  of services for children, 

young people and adults who have need of m ental health care;

4)  To m ake recom m endat ions for taking forward the debate on 

workforce policy within mental health services in England.

1 .3  St ructure of the study

I n order to achieve this, the study looks first  at  the current  

literature on policy development  within mental health services and 

CAMHS in England (Chapter 2) , and then at  specific literature 

relat ing to roles and professional ident ity in m ental health team s, 

using nursing and CAMHS as exem plars of current  changes (Chapter 

3) . I t  will then look at  the theoret ical debate around role theory and 

‘ident ity-work’ as a way of understanding how people talk about  

their  work, their  roles, and their  individual and professional ident ity 

(Chapter 4) . This is followed by an exam inat ion of methodology for 

conduct ing the study, and a rat ionale for the choice of Crit ical 

Discourse Analysis (CDA)  as a tool for analysing the discourse 

generated (Chapter 5) . The three m ain policy docum ents are 

subjected to a close analysis, using CDA ( in Chapter 6) , and the 

pract it ioner discourse is looked at  ( in Chapter 7) , using a them at ic 

analysis inform ed by CDA. The results of these analyses are 

discussed ( in Chapter 8) , with a thesis offered for understanding 

professional ident ity const ruct ion in current  m ental health team s 
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and CAMHS. Finally som e recom mendat ions are m ade for policy 

m akers and pract it ioners as a result  of this thesis (Chapter 9) .
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Chapter  Tw o –  Menta l Health and CAMHS policy develo pm ent  

in England

2 .1  I nt roduct ion

The purpose of this chapter is to set  the context  for the study in 

term s of contem porary policy and pract ice in m ental health team s in 

England, and specifically Child and Adolescent  Mental Health 

Services (CAMHS)  within that  context . I t  is im portant  to understand 

how individuals funct ion and const ruct  their  professional ident ity, in 

a t im e of rapid change within Nat ional Health Service provision.

The chapter begins by looking at  m ental health policy and the 

rapidly expanding workforce com ponent  of that  policy. I t  will then 

explore in m ore detail the m uch scanter but  developing literature 

that  pertains to children’s and young people’s m ental health.

2 .2  Current  m enta l health policy in England

I n order to try to make sense of how the current context  for 

workforce policy has developed, it  is im portant  to understand the 

overall polit ical and policy situat ion regarding mental health within 

the Nat ional Health Service (NHS)  of England. This study will 

confine itself to England because over the past  few years the 

polit ical agenda has been one of the devolut ion of certain funct ions 

of government  including healthcare provision. Thus, whilst  the NHS 

was originally set  up to cover the whole of the United Kingdom , 

there are now separate departments within the Welsh Assem bly, the 
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Northern I reland Assembly and the Scot t ish Parliam ent  dealing with 

healthcare provision. The Departm ent  of Health, which issues 

guidance and policy, now covers only the English part  of the NHS. 

I n pract ice, of course, there are st ill im portant  links between the 

different  parts of the UK, so influent ial reports such as the Carlile 

Report  for the Welsh Assem bly (Carlile 2002)  will affect  thinking in 

England, without  having direct  statutory authority. 

The Nat ional Service Fram ework (NSF)  for Mental Health shapes 

current  m ental health provision for working age adults within 

England (DoH 1999a) . This is a product  of the Governm ent ’s m ove 

to m odernise the Health Service and include m ental health as a key 

pr ior ity. The Health Service Circular, ‘Modernising Mental Health 

Services:  safe, sound and support ive’ (DoH 1998) , put  this within 

the context  of the st ructure of the Governm ent ’s vision, laid out  in 

‘Our Healthier Nat ion’ (DoH 1999b) . The NSF provides guidelines for 

care for ‘working age adults’, usually aged sixteen to sixty- five, with 

the m ental health care of older adults being dealt  with in a separate 

NSF for Older People, a wider docum ent  looking at  all aspects of 

older people’s healthcare, but including mental health (DoH 2001a) . 

Younger people are only considered within the Mental Health NSF 

where they are carers for parents and other relat ives with m ental 

health problem s. The system  of Nat ional Service Fram eworks and 

other guidance is now established as the Departm ent  of Health’s 

way of influencing service provision across a wide range of health 

related issues, with other NSFs covering, for example, coronary care 
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and diabetes (DoH 2001b;  DoH 2002a) . The m ental health of 

children and young people is now covered in Standard Nine of the 

NSF for Children, Young People and Midwifery Services (DoH 

2004a) , which will be exam ined in m ore detail later.

As a ten-year plan, the NSF for Mental Health set  several targets for 

provision. The seven underlying pr inciples of the mental health NSF 

were supported by the Governm ent ’s much broader vision of the 

NHS Plan (DoH 2000a) , and given substance by the detailed Policy 

I m plementat ion Guide, the ‘PI G’ (DoH 2001c) . This guide m akes 

specific reference to CAMHS services, not ing that  effect ive 

t ransit ions from  CAMHS to adult  services are part icular ly cr it ical 

t imes. As well as dealing with the st r ict  chronological age group of 

the NSF (16 – 65) , it  highlights the need for Early I ntervent ion for 

Psychosis services. This new brand of service covers the age group 

of 14-35. The overlap of services thus br ings CAMHS closer to adult  

services than before and m akes CAMHS include an age group where 

services for m ajor mental illness problem s becom e more prominent  

(DoH 2001c Sec. 5.2) .

2 .3  Policy re la t ing to Child and Adolescent  Menta l Health

Policy developm ents in CAMHS can be seen in two or three major 

phases, the first  being the m ove from  Child Guidance to health-

based provision. The second phase was character ised by the 

changes of the 1990s, based on the Health Advisory Service 

‘Together We Stand’ model (HAS 1995) . Most  current  are the 
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expansion of services and change of service m odels detailed in the 

Nat ional Service Framework for Children (DoH 2004a) .

2 .3 .1  Developm ent  of Child and Adolescent  Menta l He alth 

Services from  the Child Guidance m ovem ent

CAMHS developed from  the earlier Child Guidance m ovem ent. This 

started as early as 1927 in East  London, and had developed from an 

Am erican m odel. Child Guidance services were or iginally staffed by 

specially t rained social workers rather than m edical, nursing or 

other staff groups (Sampson 1980) . Bowlby (1987)  records the first  

int roduct ion of psychiat r ists and educat ional psychologists into a 

London (Canonbury)  Child Guidance clinic in 1936. By the 1970s an 

organizat ion called the Child Guidance Trust  had developed to 

prom ote the interests of the clinics and of their  client  group. As late 

as 1986 an art icle by Peter Wilson (1986)  st ill talks of the m ain 

staffing of child guidance clinics as ‘psychiat r ists, psychologists, 

social workers, psychotherapists and others’, which im plies that, 

even if nurses and allied health professionals were included 

am ongst  the ‘others’, they were not  a normal part  of child guidance 

clinics even at  this relat ively recent  date. Whilst  talking of the need 

for m ult idisciplinary co-operat ion, he also warns of ongoing 

professional polar isat ion within clinics and a lack of m anagerial 

coherence. The them e of m ult idisciplinary working was obviously 

taxing the child guidance m ovem ent  considerably at  this t im e, for in 

the following year there was a passionate plea for increased m ult i-

disciplinary working between Child Guidance and departm ents of 
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child psychiat ry (Orford 1987) . There seem s, therefore, to have 

been a period of overlap, when different ly focused services were 

providing broadly sim ilar services, with inevitable professional 

jealousies. Departments of child psychiat ry would have worked 

within a m edical m odel in contrast  to the social work based Child 

Guidance clinics. At  the t im e there seem ed to have been som e 

debate about this disparity and som e discussion of the benefits of 

children get t ing m ore than one point  of view on their  difficult ies 

(Orford 1987) . As the Child Guidance Trust  st ruggled with its future 

in the context  of developing services, it  reports (Orford 1988)  on a 

m eet ing at  which, for the first  t im e, Comm unity Psychiat r ic Nurses  

(CPNs)  are recorded as being present . From this m eet ing the Child 

Guidance Trust  dissolved and becam e Young Minds, a non-statutory 

charitable organisat ion that  st ill lobbies for the m ental health 

interests of children and young people. The st ructure of Young 

Minds was som ewhat  different  from  the Child Guidance Trust, 

including, as it  does, organisat ional representat ives from  a variety 

of bodies, and, from  the beginning, the Royal College of Nursing and 

other professional bodies were part  of that  st ructure (Bennathan 

1989) . Whilst  the exact  com posit ion of teams was changing at  that  

t ime it  rem ains clear that  CAMHS saw them selves as examples of 

m ult idisciplinary team  working. As new disciplines cam e into those 

team s, some way was needed to define the cont r ibut ion of those 

new disciplines. I n this respect  the int roduct ion of nurses into 

CAMHS is a useful exam ple of role blurr ing and lack of clar ity in 

their  int roduct ion.
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No literature was ident ified direct ly referr ing to the use of nurses in 

outpat ient  clinics before McMorrow’s art icle (McMorrow 1990) . He 

looked at  the confusion created by the use of different  t it les by 

nurses working in CAMHS. This proliferat ion of t it les m ay also reflect  

the uncertainty as to exact ly what  part  nurses were m eant  to play 

when those posts had been set  up. There remains no docum ented 

evidence as to the thought  processes behind the planning of those 

posts, and what  their  precise role and cont r ibut ion to the team  

would be.  I ts t im ing, however, coincides with the period in the 

1980s when adult  m ental health provision m oved very rapidly from  

an inst itut ionally-based m odel to the ‘Care in the Com m unity’ 

philosophy (Nolan 1993) , with its accom panying expansion of 

com m unity m ental health team s, and m uch larger num bers of CPNs 

dealing with adult  m ental health problem s. I n one of the very early 

art icles on the role of the CPN, Cheadle (1970)  spoke at length 

about  the overlap of ‘social work’ and nursing roles in the 

com m unity set t ing.

2 .3 .2  Policy in it iat ives pr ior  to 2 0 04

Whilst  there was a blueprint  issued in 1995 (HAS 1995) , it  was not  

prescript ive, with a four- t ier model open to very different  

interpretat ion across the count ry. Most  services did not , at  that  

t ime, have clear or detailed Service Level Agreem ents (SLAs)  with 

the com m issioning Health Authorit ies as to exact ly what  services 

they were to provide. Although m ore attent ion is being given to this 

now, the comm issioning Prim ary Care Trusts (PCTs)  often rem ain 
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very unclear about  exact ly what  services they require from  CAMHS 

(e.g. Chesterfield PCT 2003) . For example, where the Chesterfield 

PCT SLA at tem pts to pick up the guidelines in the HAS m odel (op 

cit ) , they st ick to a very broad definit ion of what  children and young 

people’s m ental health needs are, and are not  prescript ive about  

how they want  the provider services to address these needs. 

The HAS document  (op cit )  set  out  to be the com monly accepted 

blueprint  for the com missioning and organisat ion of CAMHS services 

in England. I ts main drawback was a lack of authority to com pel 

coherence of service provision, result ing in mult iple interpretat ions 

being m ade across the country as to how its four t ier model is 

applied (See Figure 1 below) . Since its inclusion in the NSF for 

Children (op cit ) , the m odel has com e to have m ore authority, but  it  

has been interpreted and im plem ented different ly across the 

count ry.
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Figure 1 Health Advisory Service model (HAS 1995)       

(after p63)

The HAS document  ident ified as one of its m ain themes the need to 

ident ify and st rengthen the ‘com ponents, roles, funct ioning, 

leadership, m anagement , and com m unicat ions’ of specialist  CAMHS. 

I t  did not  seek to do that  very accurately itself.  For exam ple when it  

com es to m aking recom m endat ions with regard to nursing it  sim ply 

states that :

“ I t  is im portant  to recognise that  disciplines other than 

psychiat ry, psychology, social work and child psychotherapists offer 

specific t raining in child and adolescent  m ental health work. This is 

part icular ly relevant  for nurses and occupat ional therapists.”

and goes on to point  out  that  skills learnt  in adult  m ental health or 

paediat r ic t rainings are not  always “ t ransferable or sufficient ”  for 

working with younger age groups (p.35) .  I t  takes up the 

recom m endat ion of Kurtz et  al. (Kurtz et  al. 1994)  that  t raining for 

nurses be increased, but  st ill does not  define what  role nurses (or 

O.T.'s)  are expected to fulfill,  though it  does list  core skills expected 
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This m odel does list  the core skills necessary for all professionals 

working in CAMHS, based on the research work of Kurtz et  al 

(1994) .  I m portant ly though, the HAS review model of service 

provision m akes an assum pt ion that  m ental health nurses and allied 

health professionals (such as Occupat ional Therapists)  will be part  

of CAMHS, though again without  a clear reason why. To be fair  to 

the docum ent , it  does not  seek to just ify the m em bership of other 

disciplines either.

Briefly Tier One consists of pr im ary care staff without  specialist  

m ental health t raining providing basic ident ificat ion and t reatm ent  

of m ental health problems. As such school nurses, paediat r ic nurses 

and health visitors are an im portant part  of the prim ary care 

workforce, alongside paediatr icians, GPs, school staff and social 

work staff. Tiers Two and Three are the domain in which specialist  

outpat ient  CAMH staff work. Tier Two is defined as staff with 

specialist  m ental health t raining, assessing and t reat ing children and 

young people working in a unidisciplinary m anner, though usually in 

the context  of a m ult i-disciplinary team . Tier Two would include all 

direct  work done by Prim ary Mental Health Workers (PMHWs) , a 

new type of worker suggested by the HAS m odel, which includes 

m uch liaison with, and consultat ion to, Tier One but  can include a 

substant ial am ount  of direct  face to face work with service users. 

PMHWs can come from  a variety of professional backgrounds, but  in 

pract ice m ost  com m only have either a nursing or a social work 

t raining. Tier Three includes all professionals working in specialist  
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CAMHS, from  whatever professional background, but  working in a 

m ult i-disciplinary fashion, i.e. m ore than one professional discipline 

is involved in providing care for each service user or their  fam ily. 

Tier Four is the provision of inpat ient  care to children and young 

people, or highly specialist  regional facilit ies. 

The HAS document  was largely based on an original survey by Kurtz 

et  al. (1994) . I t  is worth not ing the findings of that  survey, since so 

m uch of the consequent work in CAMHS developm ent has relied 

upon its findings. For exam ple, the wide ranging survey noted ‘with 

surprise’ that  two thirds of com m unity CAMHS were em ploying 

nurses. The authors described the int roduct ion of com munity 

psychiat r ic nurses as a “new phenomenon”  (p13) , despite the fact  

that  Comm unity Psychiat r ic Nurses in adult  m ental health services 

had been employed since the 1960s, and pointed out  that  

t radit ionally CAMH nurses had been em ployed on in-pat ient  units. 

Kurtz et  al (op cit)  saw the increase in com m unity nursing posts as 

a sign of an increased com m itm ent  to com m unity CAMHS. I t  is not  

clear whether this is actually so, or m erely their  interpretat ion of a 

widespread phenom enon towards the provision of com munity based 

care. I t  is possible, however, that  this was just  a m ove in locat ion of 

the sam e sort  of services. What  had been provided on an inpat ient  

basis was now provided in people’s own hom es;  locat ion had 

changed but  the underlying philosophy and m odel of care had not  

altered significant ly. The survey also pointed out , however, that  the 

t raining of nurses was very variable, few having the ENB 603 (Child, 
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Adolescent  and Fam ily Psychiat r ic Nursing)  qualificat ion, and m any 

relying on supplem enting their  or iginal t raining with ‘random  short  

courses’ (Kurtz et  al 1994 p59) . These would be often therapy-

specific courses, and not  necessarily designed for nurses, so not  

building on their  or iginal conceptual fram ework. The survey’s 

conclusions and recomm endat ions included encouraging the 

em ploym ent  of nurses, but  also developing the t raining of nurses, 

and the funding of such courses. Whilst  the survey had taken an 

interest  in the distr ibut ion and t raining of nurses they did not  

at tem pt  to define why nurses and allied health professionals (AHPs)  

were being em ployed, and what funct ion they were providing. I t  

does imply that  some bet ter form of t raining would be preferable to 

the variable quality of t raining that  had been uncovered in the case 

of the newly em ployed nurses. This lack of specificity seem s to 

reflect  the fact  that  the survey was originally set  up without  

expect ing to find so m any nursing staff in post , so it  had not  

or iginally considered this aspect  of service provision. 

The HAS document  (HAS 1995)  ident ified as one of its main them es 

the need to ident ify and st rengthen the ‘com ponents, roles, 

funct ioning, leadership, m anagem ent , and com m unicat ions’ of 

specialist  CAMHS. I t  did not  seek to do that  very accurately itself.  

For exam ple, when m aking recom m endat ions with regard to nursing 

and AHPs it  sim ply states that : “ I t  is im portant  to recognise that  

disciplines other than psychiat ry, psychology, social work and child 

psychotherapists offer specific t raining in child and adolescent  
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m ental health work. This is part icular ly relevant  for nurses and 

occupat ional therapists.”  (p 95 para 292) .   The document  also 

highlights that  skills learnt  in adult  m ental health or paediat r ic 

t rainings are not  always “ t ransferable or sufficient ”  for working with 

younger age groups (p.35) .  I t  takes up the recom mendat ion of 

Kurtz et  al  (1994) that  t raining for nurses be increased, but  st ill 

does not  define what  role nurses (or OTs)  are expected to fulfil, 

though it  does list  core skills expected of all professionals working in 

CAMHS.  I m portant ly though, the HAS review model of service 

provision m akes an assum pt ion that  m ental health nurses and AHPs 

will cont inue to be part  of CAMHS, though again without  indicat ing a 

clear reason for this. I t  is noteworthy that  the docum ent  also does 

not  seek to just ify the m em bership of any other disciplines either;  

rather it  cont inues an assum pt ion that  this will be so.

Kurtz et  al’s surprise at  the num ber of nurses in post  is in cont rast  

to the Health of the Nat ion Handbook on Child and Adolescent  

Mental Health (DoE 1995) , which was published only a year later. 

This document  explicit ly put  nursing in the core group of four 

professions which m ight  be expected to be found within a CAMHS 

m ult idisciplinary team  (Sec. 4.10) , alongside psychiat r ists, 

psychologists, and social workers. I t  goes on to list  other 

professions (Sec. 4.11) , which may be included, from  the various 

psychotherapies, including child psychotherapy and AHPs like 

Occupat ional Therapists. This difference in em phasis from  the Kurtz 

et  al report  and the HAS review actually reflected current  (and 
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contem porary)  nat ional pract ice m ore accurately. Again, within the 

Handbook, an im plicit  assum pt ion was m ade about  the existence 

and place of nurses within the team , but  without  any clear reason 

given for what  their different iated role m ight  be.

Also, in 1995, the Trent  Regional Health Gain I nvestment  

Programm e Lead Document  for Child and Adolescent  Mental Health 

(Pearce and Holm es 1995) , whilst  m aking few specific 

recom m endat ions regarding CAMHS staffing, does take up the 

com m ents about  nursing. I t  suggests that  purchasing authorit ies 

m ay wish to encourage the em ploym ent  of specially t rained nurses. 

Although again no rat ionale for this is developed within the 

docum ent . Pearce and Holm es (op cit )  again note the existence of 

the ENB 603 course, and com m ent that  while it  rem ained the m ost  

appropriate nursing course for CAMH nurses, there were relat ively 

few nurses in CAMHS who actually held this qualificat ion. Across 

England there were, however, only six or seven such courses being 

run at  any one t im e, each course being a year long, and graduat ing 

between six to ten students each year. Therefore the potent ial pool 

of specialist  nurses at  any t im e actually holding the ENB 603 

qualificat ion had always been sm all. With the change of regulat ing 

authority from  United Kingdom Cent ral Council for nursing and 

m idwifery (UKCC)  to Nursing and Midwifery Council (NMC) , the 

funct ions of the English Nat ional Board were lost  and not  replaced 

by an equivalent  body. There are now, therefore, no equivalent  

standardised and regulated courses such as the ENB603, rather a 
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series of diplom as and degrees (and even a few Masters level 

courses)  that are offered under University regulat ions. Often these 

are now mult idisciplinary courses, even if offered through a School 

of Nursing, which further erodes the attachment  to the underlying 

conceptual fram ework of nursing.

The Audit  Com m ission conducted a m ajor survey of CAMHS services 

across England in 1999, t it led ‘Children in Mind’ (Audit  Com m ission 

1999) , to which br ief reference has already been m ade. This 

covered 60%  of English CAMHS and noted a wide variat ion of 

staffing pat terns. Am ongst  their  findings, they noted that  nurses at 

that  t ime const ituted 26%  of the CAMHS workforce, and m ade up 

the largest  single professional group. They were present  in 

approximately 64%  of services, the third m ost  comm only present  

professional group after child psychiat r ists and clinical 

psychologists. This represents a change from the assumpt ions of the 

survey by Kurtz et  al (op cit ) . Kurtz et  al used a different  sam ple 

(based in London and the South East) , as opposed to the Audit  

Com m ission’s nat ional (English)  sam ple and they found social 

workers were the m ost prevalent  profession, perhaps reflect ing the 

Child Guidance origins of CAMHS. The ‘Children in Mind’ report  does 

not  address why nurses, AHPs, or other disciplines are in such 

team s, but  it  does m ake som e interest ing points about  the ways in 

which different  professions work, for exam ple, in frequency of 

contact . They noted that  nurses appear to have a sim ilar contact  

pat tern to CAMHS social workers. Both professional groups see 
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children and fam ilies m ore frequent ly than psychologists and 

psychiat r ists, but  less frequent ly than child psychotherapists. This 

seem s to reflect  different approaches to therapeut ic work. Most  

child psychotherapists see children on a weekly basis (or m ore 

often)  for the type of in-depth analyt ic psychotherapy that they 

provide, whilst  child psychiat r ists and psychologists m ight  be 

expected to adopt  an ‘expert ’ advisory approach to their work, m ake 

recom m endat ions and review on an extended t imescale. Nurses and 

social workers are often expected to pick up the m iddle ground of 

work within CAMHS that  includes behavioural intervent ions and 

em ot ional support  work, and comm only offer fortnight ly 

appointm ents. The Audit  Comm ission report  noted that Kurtz et  al. 

had pointed out  the way CAMHS seem ed to have been provided on 

the basis of histor ical service patterns rather than assessed need. 

That  observat ion had been t rue also within their  findings, and so 

had not  changed in the intervening five years. The effect  of the HAS 

report , then, in set t ing out  a clear four t ier m odel, had been only 

very lim ited in the intervening four years. They also com m ent  that  

only one third of the Trusts surveyed had writ ten operat ional 

policies which included the roles, professional relat ionships and 

responsibilit ies of the different  professionals within their  CAMHS.

The Audit  Com m ission ‘Children in Mind’ report  (op cit )  also m akes 

recom m endat ions that  Trusts should bet ter assess which staff they 

need to em ploy and be able to just ify their  choice of skill m ix. They 

note that  some professions are m ore able to just ify and explain 
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what  they can bring to the m ult i-disciplinary team and cite the Child 

Psychotherapy Trust  as a exam ple of a professional organisat ion 

which produces m aterial support ing the m ethods of working of their  

own staff group (Child Psychotherapy Trust  2001) . The report  also 

notes that  one Trust  in Liverpool had moved to a com pletely generic 

workforce of Mental Health Pract it ioners in recognit ion of the 

‘inevitable overlap of skills offered by CAMHS professionals’ (p.36) . 

This is an ext rem e exam ple, but is reflected in pract ice elsewhere in 

CAMHS across the count ry. As such this m arks the beginning of the 

m ove in workforce policy in CAMHS towards a bet ter understanding 

of the skill m ix of team s and what  different individuals and 

professions cont r ibute.

The erosion of professional dem arcat ion, and the recognit ion of the 

generic nature of m uch of CAMHS work led to m any ‘Mental Health 

Pract it ioners’, or sim ilar ly t it led generic workers being em ployed. I n 

part  this is about  professional groups such as nurses not  being able 

to just ify their  place (as a discipline)  rather than as individuals, but  

it  also reflects the withdrawal of social work staff from  CAMHS 

during the 1990s as Social Services Departm ents ret renched into 

their  own ‘core business’, and ceased paying for social work input  

into CAMHS. The teams st ill felt  the need for social care t rained staff 

and, because they were not  able to direct ly em ploy social workers 

( for legislat ive reasons prior to the establishm ent  of the General 

Social Care Council) , they offered these sort  of generic posts 

(Lim erick and Baldwin 2000) . The skills required to fill the gaps in 
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team s left  by the loss of social workers were ideally suited to staff 

with a wide range of skills in m ental health and eclect ic therapeut ic 

intervent ions, and were hence filled by either nurses or former 

social workers who had addit ional t raining and interest  in children’s 

m ental health issues. I n m any cases nursing posts were also 

withdrawn, as definable nursing posts, and replaced by the new 

Mental Health Pract it ioner posts. The com munity mental health 

nursing survey of 1998 (White and Brooker 2001) actually notes a 

drop in the num ber of nurses working in CAMHS during this period.

This tendency was noted in the House of Com mons Health 

Com m it tee report  in 1997 on its sit t ings regarding CAMHS (Health 

Select  Com mit tee, 1997) . The report  considered service provision 

and notes the withdrawal of educat ional psychology services and 

social workers within local authority provision and the lack of a 

corresponding increase in health service provision. I t  makes lit t le 

reference to the specific role of nurses or AHPs within CAMHS, but  

notes at  one point  (p.xxxvii)  that  there is a role for specialist  m ental 

health nurses to advise, support  and t rain health visitors and other 

pr im ary care professionals to intervene with child and adolescent  

m ental health problems. From  a nursing point  of view the Royal 

College of Nursing (RCN)  was invited to cont r ibute to the 

Com m it tee’s hearing. The RCN’s specialist  Children and Young 

Peoples Mental Health Forum  gave evidence to the Comm it tee and 

noted the existence of nurses within the four- t ier m odel. The 

evidence given was largely descript ive, and did not  seek to 
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different iate the cont r ibut ion of nurses from  that of other health 

professionals (Sym ington 1997) .

I nterest  in CAMHS was not  confined to Governm ent, however, and 

m ainst ream  m ental health charit ies started to look at  the difficult ies 

experienced by children and young people. ‘Br ight  Futures’, a report  

by the Mental Health Foundat ion (1999)  m ade reference to service 

provision within CAMHS, but  did not  include specific com m ents 

about  individual professional cont r ibut ions to those services. I t  did 

refer, however, to the need to assess and develop better t raining for 

pr im ary care staff and for CAMHS professionals.  I t  recom mended 

that  the Royal College of Nursing should be involved in a 

com prehensive audit  of needs and an analysis of present  and future 

staffing arrangem ents in all services (along with the Royal College 

of Psychiat r ists and the Brit ish Psychological Society)  which im plied 

that  it  saw nurses as part  of the ongoing provision. ‘Br ight  Futures’ 

has becom e an important  influence on policy, with its cent ral them e 

that  children’s m ental health is not  a specialist  funct ion, but 

‘everybody’s business’ being taken up in other publicat ions (Nat ional 

Assem bly of Wales 2001, RCN 2004) . Despite coming from  a 

voluntary organisat ion, which therefore has no authority to 

im plem ent  its findings in statutory services, it  recognises the role of 

nurses and other professional groups within those services, even if 

it  does not  explicit ly define the various roles that  those different  

professionals m ight play.
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Young Minds is another very im portant  charitable resource in the 

field of children and young people’s m ental health issues. I ts report , 

‘Whose Crisis?’ (St reet  2000) , had as one of the concluding 

recom m endat ions:  “CAMHS hum an resource issues m ust  be clearly 

ident ified and addressed within the NHS Workforce Planning 

st rategy.”   This recom m endat ion was in the context  of not ing the 

difficulty of recruit ing staff to som e CAMHS team s, and in part icular 

the problem s with Consultant  Psychiat r ist  recruitm ent  within this 

speciality. The report  is interest ing in that  it  does not  ment ion 

nurses at  all,  except  where it  reproduces the HAS four t ier m odel. 

This includes a lack of reference to inpat ient  staffing, as well as out  

pat ient  nurses.  I n contrast  to previous com m ents about  an 

assum pt ion of the presence of nurses in services, it  is a worrying 

indicat ion of the possible m arginalisat ion of nurses that  this study 

was conducted by interviewing Consultant Child Psychiat r ists and 

representat ives of other (non-CAMHS)  agencies. The absence of 

consultat ion with nurses from  the sample consulted m ay be 

indicat ive of low value placed on the nursing role in these team s. I n 

itself this is odd, given the nature of Young Minds, which includes on

its board representat ives from  sponsoring organizat ions, including 

the RCN.

Other documents, however, cont inue to m ake an assumpt ion that  

nurses and other professional groups will cont inue to be part  of 

outpat ient  CAMHS. The Health Care Needs Assessm ent  in CAMH, 

which was conducted by the Wessex I nst itute (Wallace et  al. 1997) , 
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m akes brief reference to t raining, stat ing that  nurses are an integral 

part  of inpat ient  units, but  that  addit ional t raining is required for 

working in this area (p42) . Again it  m akes this comm ent  in passing, 

with lit t le explanat ion. The sam e docum ent , in discussing the needs 

of a CAMHS for an ‘average’ health dist r ict  m akes reference to the 

im portance of mult idisciplinary working in both in and out -pat ient  

services, and includes ‘child psychiat r ic nurses’ in its list  of 

disciplines expected to be present  within such a service. I t  also 

(p59)  refers back to Kurtz et  al’s (1994)  survey of staffing as its 

source for numbers and variat ion of staffing. As with other 

docum ents there is no real at tem pt  to just ify why nurses or others 

m ight  be part  of this sort  of team . They are assum ed to be present  

in m any team s, but  there is no at tem pt  to discuss in detail the 

cont r ibut ion of any specific disciplines, so the nursing cont r ibut ion 

as such is not  discussed. The Wessex report  is sim ilar to HAS in 

going so far as to define a broad view of what  the service needs to 

provide, both in term s of services and the skills required. The 

assum pt ion is that  different disciplines will be able to provide all the 

listed skills between them. This im plies that  no one discipline can 

provide all of the skills on the list , and that  the different disciplines 

are able to com plem ent each other. Again there is no definit ion of 

the different  cont r ibut ions, and the literature does not  exam ine this 

area.

As another sign of the increase of interest  in the work of CAMHS, in 

1998 the Royal College of Psychiat r ists set  up a m ult idisciplinary 
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project  group (FOCUS)  to support  the evidence base of CAMHS, 

which was recognised as lim ited. Am ongst  their  several im portant  

pieces of work, they published an informat ion booklet  called ‘Who’s 

Who in CAMHS’ (Joughin et  al. 1999) . The booklet  specifically notes 

that  it :    “…acknowledges the uncertaint ies around roles, levels of 

service and individual professional preferences in CAMHS, but  in no 

way at tem pts to address them .”    I ts descript ion of the different  

disciplines within CAMHS is variable in length and detail,  and seem s 

to reflect  the am ount  of inform at ion subm it ted by the different  

associat ions and individuals consulted. I n the case of nursing, for 

exam ple, the report ’s authors consulted with the Royal College of 

Nursing, and at  least  one nurse educat ionalist  is acknowledged in 

the preface. I t  describes the t raining available to nurses and their  

statutory responsibilit y to keep themselves up to date in their  field 

of pract ice. I n describing the nursing role, it  includes three m ain 

areas:  direct  work;  consultat ion and liaison;  and teaching. However 

it  does note that  nurses may vary considerably in how they tackle 

their  work, and appears to include only one area that  may be 

specifically a nursing intervent ion, and this is the creat ion of a 

‘therapeut ic m ilieu’ on in-pat ient  units. Within the outpat ient 

context  its only nursing-specific suggest ion or contr ibut ion is that  

consultat ion from  CAMHS nurses to their  pr im ary care nursing 

colleagues m ay be im portant .
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2 .3 .3  The Nat ional Service Fram ew ork  for  Children, Young 

People and Midw ifery Services

I n recent  years then increasing policy at tent ion had been given to 

the m ental health needs of children and young people, and the 

services provided for them , following the policy vacuum  that  

preceded it .  The Audit  Comm ission (1999)  noted that  CAMHS 

provision had developed in an ad hoc fashion, with lim ited 

cent ralised planning. The im plicat ions of this were only just  

becom ing apparent, though it  was clear that  services across 

England were organised in very different  ways (Glover et  al. 2003) . 

The then Health Secretary, Frank Dobson, realising that  there was 

no coherent  policy for children and young people, com m issioned a 

Children’s Taskforce, with the aim  of working towards a Nat ional 

Service Fram ework for Children (Ainsley-Green 2001) . This led, 

after a lot  of effort  by external working groups (EWGs) , to the 

publicat ion of the ‘Em erging Findings’ docum ent  (DoH 2003a)  which 

laid out  the likely NSF for Children as a discussion document . Whilst  

offer ing m any challenges to service provision, it  held back from  

being prescript ive about how services are organised and 

com m issioned, and m ade few direct  recom m endat ions beyond a 

pointed com m ent  that  CAMHS should have ‘m ore robust  

m anagement ’.

The outcom e of this consultat ion was the publicat ion, in 2004, of a 

Nat ional Service Framework for Children, Young People and 

Midwifery Services (DoH 2004a) . The NSF covers all children’s and 
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young people’s services, plus m idwifery services. I t  is split  into 

Standards, of which Standard Nine covers the em ot ional wellbeing 

and m ental health of children and young people. One major change 

is that  CAMHS becom es the lead agency for m ental heath provision 

up to the age of eighteen (specifically to a young person’s 

eighteenth bir thday) . The previous norm  was up to sixteen, with 

then a dearth of services for the sixteen to eighteen age group 

(Audit  Com m ission 1999) . The sixteen to eighteen age group 

naturally includes m ore early episodes of psychosis (DoH 2001c) , 

but  also is covered by the NSF for Mental Health and the need to 

im plem ent  the Care Program m e Approach (CPA) , which is not  

applicable to young people under the age of sixteen (DoH 1999c) . 

All of these service changes bring CAMHS closer to mainst ream  

adult  services and inevitably force changes to bring them m ore in 

line with adult  service provision.

The NSF for Children is exam ined in m ore detail as one of the policy 

docum ents used for detailed analysis. At this point  it  is worth not ing 

that  it  followed in broad term s the direct ion of the HAS (1995)  

docum ent , specifically reproducing the four- t ier m odel, for exam ple. 

This seem s to reflect  the way in which the NSF was const ructed, to 

be less direct ive and m ore reflect ive of best  pract ice. The system  of 

external working groups for each standard of the NSF consisted of 

an expert  within each field of pract ice, and as such it  tended to 

reflect  best  pract ice rather than radically change it .  This is in 

cont rast  to the NSF for Mental Health (1999a) , which had issued 
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very specific policy guidance (DoH 2001c)  which reshaped provision 

of services by encouraging provider Trusts to establish new and 

separate services for areas such as assert ive out reach, cr isis 

resolut ion and early intervent ions in psychosis. What  the NSF for 

Children did was to add authority to the four- t ier system  and the 

new roles it  envisaged, such as Prim ary Mental Health Workers 

(PMHWs) . I t  did not  add m uch to the skill m ix debate, reflect ing 

what  was com m on pract ice in CAMHS at  the t ime, and repeat ing the 

core skills that  it  felt  ought  to be present  in a CAMHS team . The 

different iat ion of different  professional groups’ cont ribut ion to those 

core skills was not  addressed, but  the docum ent  does m ake 

reference to a generic term  ‘CAMHS professional’ as a hybrid term  

for the different  professional groups. This reflects an assum pt ion 

that  professions will cont inue to be present  in the team s rather than 

a purely generic worker, but  recognises the generic nature of som e 

of the work. This is exam ined in m ore detail in Chapter Six.  There 

are t raining and inter-agency implicat ions for service delivery 

throughout  the NSF, but in the sect ion on Tier Three 

m ult idisciplinary CAMHS team the NSF expands the range of people 

who have the ‘necessary skills and com petencies’ from  the 

previously cited lists to include:   ‘child psychiat r ists, clinical child 

psychologists, CAMHS t rained nurses, occupat ional therapists, and 

other allied health professionals, social workers, child and 

adolescent  m ental health workers, child psychotherapists, fam ily 

therapists, specialist  teachers and a range of creat ive therapists.’ 

This reflected the pract ice of diversificat ion to achieve a broader 
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skill m ix. Whilst  the NSF goes on to m ent ion a variety of therapeutic 

skills, it  does not  specify discipline specific st rengths. There is an 

assum pt ion, however, within the Training and Developm ent  sect ion 

of Standard 9 (p41)  that  the nursing role, for example, within 

CAMHS is well established. I n specifically m ent ioning the need to 

ident ify new or extended roles that  m ight be needed, it  takes for 

granted the fact  that  the nursing role exists and assum es that  it  

does not  need to be clar ified in the sam e way as the new ones do. 

I n cont rast  the sect ion on Prim ary Mental Health Workers, reference 

is made to a definit ion of PMHW role, again assuming that there 

m ay be a lack of clar ity, and point ing to a way of providing an 

explanat ion of the new role. Whilst  no m ent ion is made of the 

or iginal core groups of professions, psychiat r ists, psychologists, 

nurses and social workers or psychotherapists, it  must  be that  there 

is an assum pt ion by the authors of the NSF that  these roles do not  

require clar ificat ion and explanat ion in the sam e way as new and 

developing roles. What  it  does go on to com plete, in Appendix 2, is 

a statem ent that :  ‘The professional m ix within specialist  services 

and team s should be balanced to ensure the availability of an 

appropriate representat ion of skills, in part icular, professional and 

team  isolat ion should be avoided…’   Once m ore it  stops short  of 

defining which professions m ight  provide which elements of the 

service, and inherent ly assum es that  there are a range of skills that  

would be provided to a greater or lesser degree by the core 

professional groups.
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As part  of the preparat ion towards the NSF for Children the 

Departm ent  of Health also realised that  it  had very poor inform at ion 

on CAMHS service provision. Unt il recent ly they did not  have, for 

exam ple, a list  of service providers for CAMHS (Twitchet t  2001) . 

The Departm ent  of Health m oved to rect ify this by com m issioning a 

series of CAMHS m apping exercises, start ing in 2002 (Glover et  al. 

2003)  and this has been repeated and refined annually since then to 

t ry to capture m ore com plete inform at ion than the 2002 study was 

able to obtain. The previous at tem pt  by the Audit  Com m ission 

(Audit  Com m ission 1999)  to survey CAMHS managed to find 

inform at ion on only sixty percent  of the est im ated services. The 

init ial 2002 m apping exercise managed to capture bet ter results on 

the English CAMHS provision, get t ing inform at ion from  296 out of 

304 PCT areas, a m uch bet ter percentage, and therefore more 

reliable and current  inform at ion. I t  said that  nurses are the highest  

percentage of the CAMHS workforce (at  38%  a significant  increase 

from  the 1999 Audit  Com m ission figure of 26% 2) , though not  

present  in every service, but  the exercise was st ill f inding a lack of 

integrat ion in services, with clinical psychology often being provided 

separately (and therefore not  likely to have a nursing com ponent  to 

their  workforce) .  

                                                
2 Significant ly the m apping exercise requested inform at ion on original t raining 
rather than job t it le, so nurses em ployed as Mental Health Pract it ioners, for 
exam ple, would have been recorded as nurses, unlike the Audit  Com m ission 
m ethodology. This difference in approach would explain the difference in figures 
and reflect  bet ter the num bers of nurses working in CAMHS.
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2 .4  The r ise of w ork force policy in m enta l health a nd it s 

im pact  on CAMHS

Workforce policy in m ental health has been touched on in the 

previous sect ion on general mental health policy, but  as a separate 

body of work it  is relat ively recent , at  least  in the quant ity and 

specificity of docum ents produced. There are two m ain st rands to 

the work, those which have been provided as guidance, which 

reflect  the pressures of the service user m ovem ent  and the 

independent  sector ( largely in the shape of the Sainsbury Cent re) , 

and the more concrete statutory effect  of Agenda for Change (AfC) .

2 .4 .1  The im pact  of Agenda for  Change

Agenda for Change is the nam e of the pay system  in the NHS that  

covers alm ost  all staff (but  not  doctors, dent ists and chief execut ive 

grades of Trusts) . I t  was first  announced in 1999 as part  of the New 

Labour governm ent ’s st rategy for m odernising governm ent  and 

public services (Cabinet  Office 1999) .  I t  had the aim  of set t ing out  

a ‘reward st rategy’ for staff that  would:  

‘Enable staff to give their  best  for pat ients, working in new ways 

and breaking down tradit ional barr iers;

Pay fair ly and equitably for work done, with career progression 

based on responsibilit y, com petence and sat isfactory perform ance;

Sim plify and m odernise condit ions of service, with nat ional core 

condit ions and considerable local flexibilit y. ’
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(DoH Health Service Circular HSC1999/ 035) . After considerable 

negot iat ion with the employees’ representat ive bodies and a period 

of pilot ing, the Final Agreem ent  for AfC was issued at  the end of 

2004 (DoH 2004b)  and im plem ented across England in the following 

years. The im portance of this process is twofold. First ly it  had an 

im pact  on all staff, in a way which policy guidance som et im es does 

not  through the process of local im plem entat ion of policy guidance 

being at  t im es patchy and inconsistent . Secondly it  was based on a 

Knowledge and Skills Fram ework (DoH 2004c)  which included levels 

of form al t raining and qualificat ion, but  also set  out  skills and 

com petences as a cr it ical t ransferable m easure of worth, which 

t ranslated direct ly into the ‘reward st rategy’ of how m uch people 

got  paid. The im plem entat ion process affected all staff in the NHS 

(with the except ions ment ioned)  and was t rem endously disrupt ive 

as all j ob descript ions had to be reviewed and matched against  

agreed job profiles for job descript ions and m atched to the 

Knowledge and Skills Fram ework (KSF) . The King’s Fund review of 

the process (Buchan and Evans 2007)  found that im plementat ion 

had been ‘rushed and cost ly’ and quest ioned the ‘endurance’ of the 

KSF as a useful tool in the longer term , report ing (p22)  that  not  all 

staff had KSF profiles for their  jobs three years into the process. 

Nonetheless AfC rem ains the basis of pay and condit ions within the 

NHS, including m ost  mental health staff, and it  is exam ined in m ore 

detail in Chapter Six.
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2 .4 .2  W ork force policy and new  w ays of w ork ing for  

everyone

Within the CAMHS policy, as exem plified by the HAS (1995)  

‘Together We Stand’ guidance, there is a dual recognit ion of the 

ongoing involvement  of professional groups, but  also a descript ion 

of a generic set  of core skills which were needed within a team  or 

service, without  specifying how these were to be provided, or by 

whom . This has been replicated within mental health workforce 

policy generally. Led by the Sainsbury Cent re, which concent rated 

on generic skills and com petences, and the development  of  ‘The 

Capable Pract it ioner’ (Sainsbury Cent re 2001) , the work has been 

taken up by the Nat ional I nst itute of Mental Health in England 

(NI MHE) , which is now part  of the broader Care Service 

I m provem ent  Partnership (CSI P) . The publicat ion of the Ten 

Essent ial Shared Capabilit ies by NI MHE, in conjunct ion with the 

Sainsbury Cent re and the NHS University in August  of 2004 (Hope 

2004)  is significant  because it  moves the ideas of genericism  away 

from  the aspirat ions of an independent  body like the Sainsbury 

Cent re and m akes them into governm ent  policy guidance (NI MHE is 

funded by the Departm ent  of Health, and the report  was issued as 

‘Best  Pract ice Guidance’) . The Ten Essent ial Capabilit ies docum ent  

m akes it  clear in its foreword that  the work is heavily dependent  on 

the ‘Capable Pract it ioner’ report (Sainsbury Cent re 2001) , which 

itself had been com m issioned to address issues arising from  the NSF 

for Mental Health (DoH 1999a) . I t  also at tem pts to t ie up the shared 

capabilit ies with the KSF and the Nat ional Occupat ional Standards 



“The discourse of professional ident ity in CAMHS.”

48

for Mental Health (Skills for Health 2005) . Skills for Health had been 

com m issioned to produce these com petences as part  of its wider 

role as the Sector Skills Council for England. I ronically for an 

organisat ion that  has been so closely involved with the developm ent  

of m ental health workforce, the Sainsbury Cent re cont inues to 

cr it icise the progress made in workforce developm ent , not ing 

(Sainsbury Cent re 2003 p2-3)  that :  ‘There is a history of poor 

workforce planning in both the public and private sectors in the UK. 

Neither the NHS nor social services have shown great  expert ise or 

success in workforce planning.’  This perhaps reflects som e 

frust rat ion with a process that  they had independent ly init iated with 

the ‘Pulling Together’ review (Sainsbury Cent re 1997) .  That  review 

had first  highlighted the need to ident ify future roles of m ental 

health staff based on team  funct ion and the needs of service users 

and carers rather than by looking at  the t radit ional professional 

roles. I n fact  the m easure of their  success has been that  what  they

were suggest ing in that  early report  has now becom e mainst ream  

policy guidance in the form  of the new ways of working project .

New Ways of Working within m ental health or iginated from the need 

of psychiat r ists to look at  the pressures with which their  profession 

perceived itself to be st ruggling. Although psychiat r ists were 

exem pted from  Agenda for Change, they had been included in the 

renegot iat ion of the m edical consultant ’s cont ract, and this had 

brought  up quest ions of what  was their  proper funct ion, and 

whether they were perform ing at  opt imum  efficiency. From  the 
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beginning, however it  was recognised that  changing the way that  

psychiat r ists work would im pact  on other professionals within 

m ental health. The first  report  on New Ways of Working for 

Psychiat r ists (DoH 2004d front ispiece)  has a foreword that com es 

before even the t it le page stat ing that :  ‘This guidance has been 

produced to ensure that  all staff act ive in m ental health and social 

care are working m ost  effect ively…’  Although the Nat ional Steering 

Group was init ially set  up with aim s that  related init ially to the role 

of psychiat r ists (op cit   Sec. 1.4 p2) , it  soon widens out  the 

guidance to include m uch m ore than this, and the subsequent 

act ions were to include other professional groups much m ore 

closely. The act ions points of 2004 therefore were reported on in 

2005 with a degree of success in their   “Final report  ‘but not  the end 

of the story’. ’’ ( sic)  (DoH 2005a) . The effect  of br inging other 

professional groups into the New Ways of Working (NWW) project  

was a proliferat ion of working groups looking at  their  cont r ibut ion 

and how NWW m ight  affect  them, with the expanded and new roles 

that  it  was proposing. Groups were established for Allied Health 

Professionals and Occupat ional Therapists (who are AHPs but  

wanted a separate group to look at  their  needs) , Non-professionally 

Qualified Staff, Nursing, Pharmacy, Psychology, Social Work, 

Psychological Therapies, Prim ary Care and Service Users and 

Carers. Each of these reported back into the Progress Report  of April 

2007 (DoH 2007a)  which was t it led ‘Mental Health:  New ways of 

Working for Everyone:  Developing and sustaining a capable and 

flexible workforce.’ This progress report  sum m arises the project  in 
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its most  com plete form  and is used as the basis for analysis of NWW 

in Chapter Six. During the course of the NWW project  there have 

also been nine pilot  sites for NWW in CAMHS, which reported 

varying degrees of involvem ent . The feeling of m ost  of the project  

sites was that  CAMHS already involved many of the pr inciples of 

NWW but  that  further work could be done on implem ent ing the 

changes in response to further developm ents (DoH 2007b) . 

The final creat ion of the NWW project  has been a toolkit  for 

redesigning services, the Creat ing Capable Team s Approach (CCTA)  

(DoH 2007c) . This provides a tool for looking at  the funct ion of a 

m ental health team  and from  that  determ ining what  skills and 

com petences are required to fulfil that  funct ion. This toolkit :  ‘…helps 

a team  reflect  on their  funct ion, the needs of service users and 

carers, the current  workforce st ructure and the current  and required 

capabilit ies... ’  with the aim of creat ing a ‘needs- led workforce’.

New Ways of Working, then, represents the br inging together of all 

the elements of workforce policy in m ental health since the creat ion 

of the NSF for m ental health, and adapts that  to the subsequent 

NSFs ( for older people as well as for children and young people) .
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2 .5  Chapter  Sum m ary

The current  context  of mental health workforce, and the 

developments heralded by the Nat ional Service Fram eworks for 

Mental Health, Children, and Older People, m ean this is an 

im portant  t im e for the whole mental health workforce. The posit ion 

of the professional groups in the services has always assum ed, 

rather than well understood, and this lack of definit ion has m eant  

that  in the recent  past  there has been a m ovem ent  towards the use 

of m ental health pract it ioners and prim ary m ental health workers 

who m ay com e from  either nursing, social work, or other 

backgrounds. This genericisat ion of staff in m ental health, and 

NWW’s developm ent  of ‘New Roles’ (a concept  which int roduces 

m ore non-professionally qualified staff)  br ings with it  a threat  to the 

concept  of professional ident ity. This is t rue both for those within 

the exist ing professional groups, where the distance from  their 

professional group of or igin m ay be an issue, and for the 

development  of a professional ident ity for those in the New Roles, 

especially those without a professional qualificat ion.

I n the next  chapter a closer exam inat ion will be m ade of the 

im portance of these concepts for the ident ity of those who deliver 

services, and the im pact  that  this m ight  have on service delivery.
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Chapter  Three –  Roles, Conceptua l Fram ew orks and 

I dent it ies in Menta l Health team s and CAMHS –  Nursi ng as an 

exam ple

3 .1  Chapter  purpose

I n order to look at  the part  different  professional groups play in 

m ental health team s and CAMHS we need to go beyond the current 

polit ical context , and several areas need to be explored. There is, of 

course, a huge body of literature relat ing to the theory and 

conceptual fram eworks that  different  professions bring to the task 

of providing care or therapy. This often relates to the broader 

context  of the parent  profession for those groups who have wider 

professional allegiances;  so, for exam ple, the history and 

development  of physical health nursing is very different  to that  of 

m ental health nursing. So, whilst , for exam ple, m ental health 

nursing usually benefits from  the posit ive press that nursing enjoys 

(Parish 2004)  its evolut ion has differed in recent  years. Nolan’s 

(1993)  history shows how adult  m ental health nursing m oved from  

asylum -based care to its present  form at , and CAMHS nursing has 

followed on the back of those changes. 

I t  is im portant  to look at  what  const itutes a part icular intervent ion, 

part icular ly within m ental health team s, to see if there is anything 

dist inct ive about  those intervent ions that  can be seen to add value 

beyond the applicat ion of a set  of skills and com petences. There are 

several different  professional groups working within m ental health 
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team s and CAMHS as we have seen. For some the conceptual 

fram ework in which they work pertains purely to m ental health 

work. Psychology and the psychotherapies fall within this group, 

even where they are applied to physical healthcare, whilst  other 

professional groups come from  a wider um brella, form ing only a 

subgroup of the wider profession. These groups follow often quite 

divergent  paths from  their parent  professional body. The 

specialisat ion into mental health, and for this study into child m ental 

health, gives a degree of distance from  those parent  bodies. 

Psychiat r ists (and specialist  Child Psychiat r ists)  work in a way that  

is connected to, but  distant  from , the work of many other doctors. 

Allied Health Professionals in m ental health, such as Occupat ional 

Therapists, are also seen only as a subgroup of their  m ain 

profession. A diet ician in a m ental health t rust  will work with a very 

different  client  group to a diet ician in a physical healthcare set t ing. 

This dist inct ion can also be drawn for social workers and nurses. Yet  

all of these professional groups retain links to the parent  group and 

need to conform to the professional regulat ion and governance of 

those groups.

I n order to look at  the issue of professional ident ity and how it  is 

created in groups which are at  something of a distance from  their 

parent  organisat ion and discipline, it  is proposed within the 

const raints of this study to take one discipline as an exam ple and 

look in detail at  how these issues apply to that  one professional 

group in order to understand those issues as an exem plar for all 
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groups. The ident ity of ‘nurse’ com pared to ‘m ental health nurse’ is 

one of conflict , for arguably a m ental health nurse has m ore in 

com m on with other staff in m ental health services in term s of skills 

and com petences than they do with m ost  physical healthcare 

nurses, yet  they retain a nursing ident ity. Nursing, and nursing 

within CAMHS will therefore be used as an exam ple of how 

professional ident ity is created and to look at  what  underpins that  

ident ity as well as how it  is changed in different  set t ings.

3 .2  The developm ent  of adult  m enta l health nursing

Nolan (1993)  t races current  m ental health nursing pract ice pr im arily 

back to the asylums and the init ial role of at tendants who were 

largely subservient  to the m edical profession in the t reatm ent  of the 

insane. I n fact  there is a longer history of the m entally disturbed 

being hum anely t reated through the m ore enlightened m onast ic and 

religious houses, to which Nolan alludes in his references to Bethlem  

Hospital and its predecessors. This funct ion, along with the 

m ainst ream  healing and hospital facilit ies provided within religious 

organisat ions, failed, he contends, to cope with the expansion of 

populat ion that  the I ndust r ial Revolut ion brought  to this count ry. 

The expanded unm et  need led to the establishm ent  of asylum s. 

I ndeed there remains a link between the religious vocat ion and

secular caring through m ental health nursing and other caring 

professions (Crawford et  al. 1998) .
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I n the m odern era, however, Hildegard Peplau is largely credited 

with focussing psychiat r ic nursing on the therapeut ic relat ionship 

between the nurse and the person they are nursing. I n the early 

1960s (art icle reproduced in Peplau 1982)  she was looking at  this in 

relat ion to nursing people with schizophrenia, and m uch psychiat r ic 

and m ental health nursing theory has developed from this approach. 

I n the UK, Annie Altschul (Tilley 1999)  brought  m any of Peplau’s 

ideas across the At lant ic and t ranslated them  into a Brit ish context , 

adding her own dist inct ive elem ent by em phasizing the ‘com m on 

sense’ approach as being a part icular ly nursing cont r ibut ion.

I n the sam e t radit ion, Professor Phil Barker and others in Newcast le 

have explored ideas about  what  is the ‘proper focus’ of psychiat r ic 

nursing (explicit ly drawing on Peplau’s work) , and what  people 

m ight  need psychiatr ic nurses for (Barker et  al. 1995 and 1999) . 

Barker’s m ain thesis is that , while 'car ing' is often seen within wider 

nursing as a core elem ent , there does not  exist  an adequate 

definit ion of ‘car ing’. He feels that, whilst  there is no harm in nurses 

ident ifying what  caring m eans to them , this could not , however, 

becom e the 'raison d'ét re' of nursing.  Barker points out  that  if 

car ing is the essence of nursing, not  only m ust  all nursing involve 

caring, but  that  caring m ust  only occur in nursing, or occur in som e 

unique way. This is clearly not  the case. He concludes that  if nursing 

is to be defined, globally, by any one thing, it  is the social 

const ruct ion of the nurse's role. The nurse's role changes m ore as a 

funct ion of societal shifts than as a result  of any actualisat ion of the 

'essent ial' nature of the profession. Barker has been scathing about  
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the 'nursing theology' of nursing as caring, and religious overtones 

of nursing apologists like Watson (1985) . Professor Barker (1999)  

notes that  many of Watson's defining features of nursing can also 

be found in psychotherapy literature, when the nature and role of 

psychotherapy are described. Barker concludes with the im portant  

point  that :  ‘As long as nursing is defined in term s of what  nurses 

do, rather than what  nursing is m eant  to achieve, an evaluat ion of 

its worth will be im possible, however its “ core”  is defined. ’

This is an im portant  point , as m uch of the literature relat ing to ‘role’ 

within nursing does rest r ict  it self to a descript ion of funct ion. Duffy 

and Lee (1998) , for exam ple, make good points about  role 

am biguity, but  essent ially describe the way that  nurses work, rather 

than analysing that  work in the context  of a theoret ical or 

conceptual fram ework. This phenom enon also occurs in one of the 

few pieces of work on CAMHS nursing (Leighton et  al. 2001) .

Repper (2000)  sees the difficulty in defining m ental health nursing 

as springing from  the variety of roles inherent  in this field of 

nursing. She notes the essent ial difficulty of m easuring the nature 

of nursing, com pared to the m ove towards quant ifiable evidence-

based approaches to service delivery as espoused by Gournay 

(1995) . Her solut ion is to recognise the m ult iplicity and diversity of 

nursing roles, whilst  reinforcing that  service users value nurses for 

their  ‘ordinariness’. I n part icular, she recognises that  each nurse will 

br ing individual skills that  will be used in different  ways with 

different  situat ions and relat ing different ly to a variety of service 
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user needs. A study of the general public by Walker et  al. (1998)

em phasised that  those m em bers of the public who had any 

knowledge or opinion on the role of m ental health nurses valued 

them  prim arily for caring, talking and listening. 

Pilgr im and Rogers (1994)  had also found that  service users valued 

‘ordinariness’ and the basic listening skills dem onst rated by nurses. 

They also found that  having enough t ime to em ploy these skills was 

direct ly related to the grade of the staff, so non-qualified staff and 

student  nurses were the m ost  valued, at  least  in a ward set t ing. 

There is also an implicat ion that  this ‘ordinariness’ relates to either a 

lack of expert ise, or consciously adopt ing a non-expert  stance, in 

cont rast  to other professionals. The ext rem e conclusion of this 

would be that  rather than t raining people, the solut ion is sim ply to 

recruit  the r ight  sort  of intuit ive staff in the first  place. Others have 

at tem pted to quant ify which hum an qualit ies can be recognised and 

enhanced in order to understand the process that allows good 

nursing. Graham  (2001) , for exam ple cited holism , partnership and 

em powerm ent  alongside relat ionship-building, as essent ial elem ents 

of the m eaning of nursing. The conscious em ploym ent  of skills, and 

an act ive use of self-awareness, rather than relying on intuit ive or 

innate qualit ies, seem s, therefore, to cont r ibute towards an 

understanding of the essence of mental health nursing.

I n ‘Working in Partnership’ (DoH 1994)  it  was suggested that  

psychiat r ic nursing ‘…should play a cent ral role in the provision of 

high quality m ental health care.’  Yet  defining what  nursing has to 
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offer, and what  nurses actually do, or ought  to be doing, rem ains a 

content ious and difficult  area, even in adult  m ental health set t ings. 

The recent  Chief Nursing Officer ’s review of mental health nursing 

specifically asked for views on the core values and roles of m ental 

health nursing (DoH 2005b) , yet  when that  review was published 

(DoH 2006a) , it  held back from defining which values underpinned 

m ental health nursing specifically. I t  referred instead to m ore 

generic pr inciples such as the Recovery Approach and the need to 

(p 13) :  ‘…m ove away from  a tradit ional m odel of care to a 

biopsychosocial and values-based approach.’  The review was called 

‘From  Values to Act ions’ yet  the values are not  specifically nursing 

values;  they are based on the wider pr inciples of service user need. 

This is in itself laudable, but  does not help in defining the 

perspect ive of nursing in any way that  m ight  different iate it  from  

other m ental health professions who also aspire to ut ilise these 

general pr inciples. I n defining a conceptual fram ework, or even an 

underlying set  of specifically nursing values, the review is therefore 

unhelpful. I t  concent rates instead on the act ions, with only 

recom m endat ion 5 (of 17)  being suggest ive of a specifically nursing 

approach to the task. Recom m endat ion 5 (p 29)  is that:   ”All MHNs 

will be able to develop st rong therapeut ic relat ionships with service 

users and carers.”  Again the influence of Peplau and her followers is 

evident here. Other recom m endat ions, such as the importance of 

holist ic assessm ents (Recom mendat ion 6)  m ight  be indicat ive of a 

values based approach, but  are harder to define as specifically 

nursing approaches as many other professional groups espouse 
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holism  as im portant  (whilst  none have the sam e em phasis on 

therapeut ic relat ionship building as cent ral to their  approach) .

Duffy and Lee (1998)  suggested there rem ains a dilem m a for m any 

nurses in pract ice between the ‘clinical support  role’, of running the 

ward, adm inister ing m edicat ion and com plet ing necessary 

paperwork, and the developm ent  of ‘specialist  clinician’ roles. They 

suggest  that nurses are often tolerant  of role am biguity, and would 

be happy to develop either or both direct ions for the future role of 

nursing. However they also warn that  m any of the ‘clinical support ’ 

roles could be fulfilled by people who are not  t rained nurses. The 

previous Departm ent of Health (1994)  review of mental health 

nursing ‘Working in Partnership’ st ruggled with precisely defining 

the unique role of mental health nurses. The m ovement  towards 

looking at  what  you actually need nurses for, and which of their  

funct ions could be fulfilled by others, is also prevalent  in som e 

influent ial areas of policy m aking. The Sainsbury Cent re (1997)

published ideas about  the increased use of  ‘generic workers’ with 

relevant  experience, and was based on skill m ix concepts. Their 

report  focused primarily on the needs of those with m ore severe 

and enduring m ental health problem s (and does not  ment ion 

CAMHS) . They note, however, that  the role of nurses is often 

different iated from  other disciplines as ‘caring, rehabilitat ion and 

m edicat ion supervision skills’.  However the report , whilst  addressing 

the t raining needs of the various professionals within the mult i-

disciplinary team s who current ly provide adult  m ental health care, 

suggest  a focus on establishing core com petences and standards for 
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all workers. The report  affirms the genericism  of m ental health 

work, with each specialist  discipline having a specific cont r ibut ion to 

m ake on top of the generic elem ent  of the work. What  it  fails to 

suggest  is what  those specialist  cont r ibut ions m ight  be, beyond 

nursing being a ‘caring’ profession. Other professions would claim  

‘caring’ as a useful addit ion ( though somet im es with a warning 

about  professional boundaries) , but  not  put  it  at  the cent re of their  

philosophy.  The Sainsbury Cent re has led in this with the Capable 

Pract it ioner docum ent  (Sainsbury Cent re 2001) . The recent  

publicat ion of Nat ional Occupat ional Standards (NOS)  in Mental 

Health (Skills for Health 2003)  has increased this dr ive towards 

com petency based measurem ent  of pract it ioners worth. I t  is, of 

course, possible to separate out  from  within the generic 

com petences which m ight  be m ore likely to be found amongst  a 

part icular staff group, by virtue of their  t raining and likely 

experience. From  within the NOS it  would be possible to ident ify 

areas of nursing st rength, areas of m edical st rength and areas in 

which clinical psychologists or Occupat ional Therapists, for exam ple, 

m ight  have m ore to offer. No-one has at tempted to do this in a 

detailed m anner though.

The Sainsbury Cent re also published a report on the working of 

Com m unity Mental Health Team s (Onyet t  1995) , which looked at 

the roles, relat ionships and job sat isfact ion of team  m em bers in 

term s of core profession. I t  also specifically excluded from its study 

team s for older people, alcohol and drugs m isuse and learning 

difficult ies. I t  does not  seem  to recognise the existence of CAMHS 
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(neither excluding or including them , simply om it t ing reference to 

them ) . Many of the issues they report  (p.21) , however, are very 

fam iliar to professionals in CAMHS, part icular ly the ‘special dilem m a’ 

of being m em bers of, and having loyalty to, both discipline and 

team . These difficult ies are defined as being torn between the 

egalitar ianism  inherent  in the aim s of the com m unity m ental health 

m ovem ent , with its associated role blurr ing, and the desire to 

m aintain t radit ional, socially valued role definit ions and pract ices. 

They felt  that  ideal condit ions would be for each discipline to have a 

clear and valued role within the team , and that  the team  as a whole 

has a clear role. With regard to nurses, the report  makes som e 

curiously conflict ing conclusions. Nurses are seen as an essent ial 

elem ent  of Com m unity Mental Health Team s, being present  in 93%  

of them , but  are am ongst  the m ost exhausted, with the least  

sat isfact ion about their  work relat ionships. However they are also 

reported to be the m em bers of the team  with the highest  team  

ident ificat ion and professional ident ificat ion. They are described as 

having a high degree of clar ity about  the role of the team  and their 

own role within the team , which was previously noted as ‘ideal 

condit ions’ for working in such a team . The report  does not  expand 

on what  these nurses saw as being their  role, or how it  differed 

from  that  of the other disciplines.

What  this dem onst rates, then, is the difficulty of nurses in m ental 

health in art iculat ing what  they br ing by vir tue of their  professional 

background and t raining, to the task. This in turn opens up the 
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quest ion of whether that  is im portant , or if,  as the Sainsbury Cent re 

reports suggest , this is no longer relevant , as long as the task is 

com pleted.

3 .3  The evolut ion of CAMH nursing

This lack of definit ion is m ore acute in those specialit ies of m ental 

health nursing, such as CAMHS, which have acquired even more 

distance from  their parent  organisat ion, and from  mainst ream 

m ental health nursing. Within CAMHS  there is very poor 

docum entat ion and very lit t le published about  the development  of 

services. Whilst  there are m any academ ic papers on child 

development  and specific syndrom es, and a large body of literature 

on the individual therapies used, the developm ent  of services and 

the cont r ibut ion of different  disciplines to service delivery has not  

been extensively recorded. CAMH nursing has always seen itself as 

a ‘Cinderella service’, being a speciality within a speciality, and 

falling between two camps, i.e. neither t ruly belonging to m ental 

health nor to paediat r ics. 

Nurses have been involved in caring for children and young people 

with m ental health problem s since the 1960s, but  have only in the 

last  twenty- five years been involved in their  outpat ient  care. The 

use of nurses on inpat ient  units is easier to understand in term s of 

t radit ional nursing skills. Direct  care on wards was a natural place 

for nurses to have input  as child psychiat ry units developed in the 

early 1960s. Whilst  not  st r ict ly within the rem it  of this study, as a 
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context  for the developm ent  of outpat ient  nurses it  is im portant  to 

at  least  be aware of the development  of in-pat ient  CAMH services, 

because that  is where out -pat ient  CAMH nurses or iginally began. 

Nolan’s (1993)  history of m ental health nursing overlooks any role 

for nurses at  all in child m ental health, perhaps because his book is 

pr im arily about  asylum -based nursing.

Child and adolescent  psychiat r ic inpat ient  units were developed in 

the 1960s and 1970s following a Minist ry of Health Mem orandum of 

1964 (cited in Horrocks 1986) . Haldane (1963)  first  looked at  the 

‘funct ions’ of a nurse on such a unit , from  a m edical point  of view. 

This art icle concent rated on what  would now be called ‘m ilieu 

therapy’, the establishing of an environm ent  conducive to change, 

and the development  of therapeut ic relat ionships between children 

and the nurses ( i.e. Geanellos 1999a) . Much of what  Haldane (op 

cit )  describes could be seen as a parent ing funct ion for children 

whose parents were not  present  on the wards. Even at  this stage, 

however, a need for flexibilit y am ongst  the nursing staff is st ressed, 

and he made a point  of saying that  the nurses required on these 

units needed slight ly different  qualit ies to those em ployed on adult  

wards. I t  is worth not ing that  this is a m edical point  of view and 

there is no credit  for any nursing input  into the preparat ion of the 

art icle. When Haldane (1971)  later revisited this subject  he laid 

m ore st ress on the part  played by nurses in the psychotherapeut ic 

work of the unit . The way nurses were involved in running 

therapeut ic group work was becom ing m uch m ore established, 
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whilst  the intensity and depth of the relat ionships developed 

between nursing staff and the young people was also felt  to be very 

im portant . Although not  specifically m ent ioned, this seem s to reflect  

the influence of Peplau and Altschul on psychiat r ic nursing in this 

period, as noted before. Haldane at  this point  attem pted to define 

the levels of nursing skills. He defined ‘basic nursing skills’ in this 

context  as a parental caring funct ion. ‘Special nursing skills’ are 

seen as m ore sophist icated self-awareness, with greater technical 

skills, and an understanding of psychodynam ic processes. This 

would equate with m ental health skills in other areas. He then goes 

on to define ‘advanced nursing skills’ as m ore in-depth analyt ical 

understanding, and ‘consultant  nursing skills’ which include t raining 

(of others)  and independent  pract ice developm ent . Haldane just ifies 

the use of nurses instead of a proposed ‘generic care worker’ on the 

grounds of nurses’ knowledge of organic and psychosom at ic illness, 

psychopharmacology, and ‘technical nursing procedures’. This is an 

early at tem pt  to different iate nursing skills from  those of other 

workers, and it  is im portant  to note that  as these are not  twenty-

four hour care skills, they are t ransferable to out -pat ient  set t ings. I t  

is also the first  instance of the m edical m odel of nurse t raining being 

highlighted as a valuable (at  least  to m edical staff)  asset  not  

available from  other staff groups. At  that  point  in t im e, however, 

Haldane did not  see a role for nurses working outside of an 

inst itut ional set t ing.  His analysis of nursing skills in CAMH seem s to 

rely for a conceptual fram ework on physical caring, m ental health 
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skills and the therapeut ic use of self in the developm ent  of 

therapeut ic relat ionships.

Subsequent ly what  was writ ten in the 1980s and 1990s about  the 

overall theory and pract ice of child and adolescent  mental health 

nursing (e.g. Delaney 1992, Puskar et  al. 1990, and Hogarth 1991) , 

cont inued to see the work of CAMH nurses as pr im arily 

inst itut ionally based.  Wilkinson (1983)  noted that  it  was ‘rare’ to 

find nursing totally in the com m unity, whilst  Bhoyrub and Morton 

(1983)  state that  nurses are not  integral to the out -pat ient  child 

psychiat ry clinic, and described the nursing task in outpat ient  

set t ings which seem ed to consist  of greet ing the pat ients and 

preparing them  to meet  their  ‘therapist ’.  

Whilst  no literature relat ing to service developments in the 1970s 

has been found, by the m id 1980s the report  ‘Br idges Over Troubled 

Waters’ (Horrocks 1986)  was published, looking at  the specific 

needs of adolescents. This had an effect  m ost ly on the provision of 

adolescent  inpat ient  services, but  it  does m ake some com ments 

about  nursing roles. I ts recom m endations (p68)  include the idea 

that :    ‘…each profession should define its own role in the 

m anagem ent  of disturbance in adolescence, and state what  it  can 

cont r ibute to the work of others.’  Earlier the report  had looked at  

the differ ing roles within the t reatm ent of adolescents. I t  

em phasized the broader recom m endat ion by stat ing (p61) :  ‘The 

nursing profession needs to define the specialist  cont r ibut ion which 
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nurses can m ake to the care and t reatm ent  of adolescents with 

specific psychiat r ic disorder.’  I t  also noted that nurses m ust work 

increasingly in com m unity set t ings, either as specialist  Com m unity 

Psychiat r ic Nurses (CPNs) , or in an out reach funct ion from  inpat ient  

units. The definit ion of what  specialist  cont r ibut ion nurses m ade 

which was different  from  other professions was not  made explicit  in 

the report . Role definit ion was, however, touched on in a sect ion 

discussing levels of staffing and t raining needs (p12-14) . Here 

m ent ion is m ade of nurses’ increasing work with fam ilies rather than 

individual pat ients on units, and of nurses’ developing abilit y to offer 

specific intervent ions for specific problem s. I t  also notes the 

increasing num ber of nurses working in child guidance clinics. I n 

this sect ion it  ident ifies the specific abilit y of nurses to offer:   

‘…close and cont inuing support  and therapy, enhanced by 

knowledge of the pat ient .”  I n the com munity, nurses are seen as 

offer ing support , advice and consultat ion to a variety of agencies, 

but  again this would also reflect  what  other team  mem bers in 

CAMHS would be able to provide. Given that  the histor ical evidence

for nurses moving out  of in-pat ient  units is very poorly docum ented 

(Baldwin 2002) , this is one of the few clues evident  about  the 

reason for nursing staff joining out -pat ient  team s, which were often 

init ially at tached to in-pat ient  units to provide cont inuity of care. 

Usually the Consultant  Child Psychiat r ist  running the unit  would also 

have responsibilit y for outpat ient  care, and could see som e benefit  

of using experienced nursing staff in that  area of work too. The 

m ost  experienced nurses, who had developed fam ily work skills 



“The discourse of professional ident ity in CAMHS.”

67

from  within their  in-pat ient  work, were seconded to the out -pat ient  

team s, where their jobs later becam e perm anent , and the nursing 

workforce later expanded (Goodm an and Mat thews 1989) .

I n the sam e year as ‘Bridges Over Troubled Waters’ (op cit )  was 

published Professor Rut ter, the leading UK child psychiat r ist  at  the 

t ime, m ade a series of predict ions for the next  thir ty years in child 

psychiat ry (Rut ter 1986) . He suggested that  there was likely to be 

an increase in the developm ent  of a course to produce nurses who 

could act  as independent  clinicians. This m ove for nurses towards 

independent  pract ice within the com munity he saw as based on the 

social work m odel, with a need to change the salary and status 

hierarchy to reward clinical nurses. He also st ressed the need for 

clinical research and teaching to be integrated within the care 

funct ions of nursing, as is now explicit ly the case for Consultant  

Nurses, and increasingly for Clinical Nurse Specialists. This 

illustrates som e concurrence at  the t im e in the thinking of how 

nursing roles m ight  be developed. He did not , however, cover the 

issue of what  the profession actually brought  by way of underlying 

conceptual fram ework.

3 .4  Roles in Child and Adolescent  Menta l Health nur sing

Within the Brit ish literature, the earliest  reference to nursing roles in 

com m unity CAMHS is McMorrow (1990) . He noted the proliferat ion 

of job t it les in CAMHS and suggested that  this reflects the 

uncertainty as to exact ly what  role nurses were m eant  to perform  
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when those posts had been set  up. A clearer role, he felt ,  m ight  

have brought  with it  m ore uniform ity of job t it le across different  

services. Lim erick and Baldwin (2000)  later discussed som e of these 

issues in term s of generic workers and core skills for CAMHS staff. 

They m ade the point  that  professional accountability is important  in 

an era when the m ove towards generic workers tends to emphasize 

capabilit ies over t raining. 

Other writers have m ade efforts to define the nursing cont r ibut ion 

but  these are often incidental to the cent ral thesis of their  

argum ent . Lacey (1999) , for exam ple, refers to child m ental health 

nurses as m aking good Prim ary Mental Health Workers (PMHWs)  

because of their  holist ic approach, good interpersonal skills and 

com m unicat ion skills. She noted that in her survey, a high 

proport ion of PMHWs at that  t im e had a nursing background, and 

the holism  of nurse t raining led to an integrat ive approach to their  

work. Sim ilar ly Leighton et  al (2001) , whilst  aim ing to provide a 

‘…detailed profile of the nursing contr ibut ion within … outpat ient  

CAMHS’ do not  address areas of difference from their non-nursing 

colleagues. A good descript ion of funct ion and skills likely to be 

em ployed are offered, with em phasis on therapeut ic relat ionships, 

assessm ent  and t reatm ent  m odalit ies, and a discussion of the 

lim itat ions im posed on CAMH nurses. They conclude that  nurses’ 

lack of specialism , whilst  in m any ways a st rength, also prevented 

CAMH nurses from  prom ot ing the work they did.  This links to the 

concept  that  nurses make good generic workers within CAMHS, in 
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this case described as eclect icism , rather than having areas of 

dist inct ive expert ise or st rength.

I n m ore general art icles about  children’s m ental health needs, the 

applicabilit y of nursing skills are also ment ioned. Townley (2002) , 

for example, com ments on a wide range of areas where nurses have 

an opportunity to prom ote good m ental health, but  does not  specify 

how nursing skills would be used. He implies, for example, that  

nurses’ com m unicat ion skills would enable them  to engage with 

children and young people but  he does not  spell this out . Likewise 

Davies et  al (2002)  com m ent ing on the CAMH service in South 

Wales make passing reference to nurses em ployed as therapists, 

rather than with a nursing job t it le, but  do not  enlarge or com ment  

on this. The im plicat ion is that  nurses m ay be under- represented in 

the workforce calculat ions because they are not  all em ployed in a 

specific nursing capacity, but  rather for their  generic skills, with a 

generic job t it le.

One of the few pieces of work that  m ade a concerted effort  to define 

the nursing role in the developing CAMHS agenda remains 

unpublished. Sue Croom ’s secondm ent  to the Department  of Health 

led to a draft  report  which was never widely circulated (Croom  

2001) . Her key point  was that :   “Skilled nursing involves working 

closely with children and fam ilies to ant icipate needs, to support , to 

nurture and to provide key therapeutic intervent ions. Yet  because it  

is sustained as a cont inuous and seam less process its com plexity 
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can be invisible to som e observers who assum e that  it  is a less 

sophist icated act ivity than it  actually is. Skilled nursing is crucial to 

a m odern CAMH service and needs to be st rengthened and 

developed.”  (para 6.)  Much of the rest  of her report  was taken up in 

the preparatory work ahead of the publicat ion of the NSF for 

Children (2004a) . This included suggest ions for st rengthening nurse 

educat ion and the need to recognise the cont r ibut ion of pr imary 

care nurses in the cont inuum  of CAMH nursing (Baldwin 2005) .

As nursing has established itself within CAMHS there have also been 

two further at tem pts to provide up to date textbooks on CAMHS 

care in the com m unity. The first  of these (Dhogra et  al 2001)  

concent rated on prim ary care and the range of intervent ions 

available. I n addressing pr im ary care there was an overview of 

t reatm ent  approaches available and no real at tem pt to relate these 

to underlying conceptual fram eworks of different  professional 

groups. The second book (MacDougall 2006)  did address specifically 

nursing approaches, at  least  in the t it le, though this is not  evident  in 

all the chapters of the book itself. There is again an at tem pt  to 

describe the range of different  approaches and t reatm ents in which 

CAMHS nurses are current ly involved. These chapters are largely 

descript ive, however, and there is lit t le at tem pt  to look at  what  

conceptual fram eworks underpin the nursing applicat ion of these 

approaches.
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Two internat ional studies have m ade efforts to look at  aspects of in-

pat ient  CAMH nursing. These are im portant  in that  they relate to the 

nursing role in com m unity CAMHS.  Scharer (1999)  took a grounded 

theory approach to uncover ideas about  relat ionship building by 

nurses, and did relate these skills to core nursing skills. She noted 

that  nurses were in the best  posit ion to develop relat ionships with 

parents of young people accom m odated on the in-pat ient  unit . She 

focussed on this because nurses often saw the parents at  t im es of 

st ress, i.e. when collect ing or returning their  children to the unit . 

Scharer felt  the intensity of this experience led to m uch quicker and 

m ore accurate relat ionships between nurses and the parents than 

they m ight  have with other staff mem bers who saw them  at  

different , m ore set t led, t im es. Geanellos, in an Aust ralian context , 

put  em phasis on the nurses abilit y to create a therapeut ic m ilieu 

within the CAMH in pat ient  unit  (Geanellos 1999a) . Her study 

concent rates on the nursing skills used during t im e spent  with 

young people on the unit , and the hum an qualit ies used by nurses 

over the lengthy periods of t ime they spend on shift .  She does, 

however, point  out  that  despite the fact  that  nurses are m ost  likely 

to be the ones using m ilieu theory, nurses are rarely generat ing 

nurse based theory to support  their  work.

I n the arena of out -pat ient  or com munity CAMHS in England there 

rem ains lit t le published that  is specific. Only one previous study 

at tem pts to address this issue in any depth (Baldwin 2002) . This 

study covered six different  English CAHMS, and did m ake at tem pts 
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to look at  percept ions of nursing roles within these team s. When 

respondents were asked what  they knew of the history of the 

int roduct ion of nurses into these team s there was an overall 

recognit ion that  the nursing posts were never clearly planned. 

Within this study there was, however, a percept ion (proposed by 

disciplines other than nurses and doctors)  that  nurses were in the 

team s because they are m ore com pliant to doctors orders than 

other disciplinary groups, being more used to working within a 

m edical hierarchical m odel. The study developed a detailed series of 

them es within the interviews that  were carr ied out :   

The first  them e was of team  com posit ion and history. Although each 

team  visited had a generally sim ilar task their composit ion varied 

quite considerably;

The st rength of clinical autonom y within CAMHS. All the nurses 

interviewed fulfilled the cr iter ia for autonom ous pract ice suggested 

by Leddy and Pepper (1993) ;

Clar ity of specific roles of non-nursing staff in CAMHS. Most  of the 

interviewees were able to ident ify clear different iated roles and 

m ethods of working for the non-nursing disciplines within the 

team s. I t  was also recognised that  all mem bers of CAHMS ( including 

the nurses)  had a generic core funct ion which overlapped and in 

which differences of pract ice were m uch less marked;  
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Difficulty in defining the nursing role. I nterviewees found it  m uch 

m ore difficult  to define what  was the core, defining role of the 

nursing staff. Although several nursing skills were m ent ioned by 

different  interviewees, there was no consensus at  all as to what  

nurses brought  to the team  by vir tue of their  nurse t raining and 

experience. Perhaps the m ost  worrying aspect  was that  nurses were 

taken ‘for granted’. Their role was assum ed, although not  well 

defined;

Personality versus professional t raining. I n team s where there was 

m ore than one nurse, it  was acknowledged that  the different  nurses 

did their jobs in often very different  ways, largely dependent  on 

their  character;

The generic funct ion and role overlaps. I t  was clear that  the generic 

funct ion, which all team  m em bers fulfilled in addit ion to any 

specialist  funct ion that  they have, was a funct ion perform ed well by 

nurses.

Whilst  this study rem ains the only detailed published exam inat ion of 

roles in CAMH nursing, it  has a num ber of m ethodological 

lim itat ions. I t  was lim ited to a sm all convenient  sam ple, and lacked 

a sound academ ic theory or philosophical underpinning on which to 

base its analysis.
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3 .5  Sum m ary

This chapter has looked at  the way CAMH nursing has developed out

of a broader t radit ion of m ental health nursing, as a way of 

understanding underlying conceptual fram eworks and their  

cont r ibut ion to professional ident ity. Whilst  there is a literature 

regarding m ental health nursing in m ult i-professional team s, and 

som e discussion of the role of nurses in CAMHS, there is no 

consistency in the methodology used by writers to discuss this 

phenom enon. Despite this lack of m ethodological consistency, a 

variety of them es em erge which m ight  give leads in exam ining what  

it  is that  nurses br ing, or what  are the st rengths of nursing pract ice 

that  lead to them  being m em bers of m ult idisciplinary teams (MDTs)  

in m ental health set t ings, and in CAMHS.

The principle them es are those of relat ionship-building, ‘car ing’, 

‘ordinariness’, an holist ic approach and knowledge of the m edical 

m odel of psychiat ry. There is recognit ion of the overlap of skills and 

approaches that  occurs in m ental health MDTs m uch more than in 

physical healthcare team s.  This is part icular ly important  in the 

‘generic’ elem ent  of CAMHS work, which const itutes a higher 

proport ion of the overall task.  There is also som e understanding 

that  the individual personalit ies and other personal qualit ies of the 

people who take on nursing and other roles in som e ways shape 

their  approach to the work.
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These them es, however, rem ain inadequate in providing us with a 

com prehensive understanding of the conceptual fram ework 

underlying the cont r ibut ion of nursing to m ental health team s and 

to CAMHS, and how this affects individual professional ident ity. 

Although there are hints of com m onality with other m ental health 

professions and with the wider professional groupings, there is a 

clear lack of definit ion. This illust rates the difficult ies in defining, for 

each professional group, what  is the exact  cont r ibut ion of different  

professions to a m ental health or CAMHS team  (and indeed whether 

this is actually im portant ) . This is in cont rast  to other organisat ional 

m odels that  seek to define how to achieve a desired skill m ix within 

a team  ( i.e. in business m odels and in physical healthcare m odels) . 

Nursing and other professional groups cont inue to st ruggle with 

these issues, though increasingly there is a recognit ion that  this is 

about  ‘ident ity’ and the way in which this affects service delivery. As 

Lynch and Trethowen (2008 p6)  note:  “Mental health nursing needs 

to develop its definite ident ity as a profession, and with this 

illust rate to service users what  cont r ibut ion it  can m ake to delivering 

the sort  of quality-assured and com passionate care they want .”

I n the next  chapter methodologies and theoret ical models that  

m ight  help to exam ine these them es in m ore detail will be 

exam ined.
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Chapter  Four  –  A Theoret ica l Fram ew ork  –  From  Role Theory 

to ‘I dent it y- W ork ’

4 .1  Overview

I n order to make sense of the general lack of inform at ion about  the 

part icular subject  of this study, it  is im portant  to pursue a 

theoret ical fram ework in which to place the study. Without  a 

fram ework, it  is difficult  to m ake sense of the subject  m at ter or to 

understand the issues in their  broader context .

Throughout  the previous chapters there has been an at tempt , not  

ent irely successful, to avoid using the word ‘role’. Although this 

study is essent ially about  roles and ident it ies in m ental health team s 

and CAMHS, the term ‘role’ is generally used in healthcare literature 

in such loose term s as to be m eaningless. Shewan and Read (1999)

point  out  in their  review of nursing developm ents that  few writers 

on the subject  of nursing roles define what  they m ean by the term , 

and often use the word ‘role’ in its m ost  general meaning of ‘tasks’ 

or ‘funct ion’. Role clearly has a m uch wider meaning than just  this. 

How are we to best  approach the way in which individuals and 

professional groups work and create their  professional ident ity 

within the m ult idisciplinary arrangem ents that  unt il now have been 

taken for granted? How m uch will this change and how will it  adapt  

to the changes current ly proposed in workforce policy? Much has 

been writ ten about  m ult idisciplinary team  working, though very 
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lit t le, as we have seen, about  CAMHS teams specifically. Som e have 

chosen to look at  effect iveness from  a managerial angle (Onyet t  

2003) , and whilst  considering role in passing do not  use it  as a 

cent ral basis for their  analysis of the working of the team . Others 

(McCallin 2001)  have looked at  teams and concluded that  there 

really is not  a need to worry about  what  individuals within team s do, 

so long as the team funct ions effect ively. This way of thinking has 

been relat ively prevalent  over the last  decade, being the basis of 

the Sainsbury Cent re reviews of com m unity m ental health teams 

(Onyet t  1995) , and the m ove towards genericism  that  was 

discussed earlier. The concept  of genericism  sounds very at t ract ive 

in theory but  has som e important  pract ical downfalls. I t  ignores pay 

different ials, for exam ple, which are based on the im portance 

at t r ibuted by m anagem ent  to the cont r ibut ion offered by different  

professional groups to the team . The move towards genericism  can 

also be seen in polit ical term s as a m ove towards the lowest  

com m on denominator in terms of pay. The NHS Plan (DoH 2000a) , 

for example, proposed graduate counsellors for pr imary care 

( including CAMHS) , as a way of filling the skills gap, but did not  

define what  t raining they needed beyond graduate level psychology 

skills, which does not  usually include any therapeut ic t raining. This 

goes against  the experience of those working in the field, which 

suggests that this level of work requires a great  deal of experience 

( i.e. Lacey 1999) . This level of experience and t raining does not  

com e cheaply, however. The generic m odel can also lead to som e 

com placency. Hayes (2005) , for exam ple, suggested a new skill m ix 
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for acute mental health wards, stat ing that  a new generic worker 

could “… respond to pat ient  need rather than be confined by job 

descript ions.”  This statem ent  suggests in itself that  lit t le thought  

has been given to incorporat ing a skill m ix which is enshrined in the 

job descript ions of exist ing team m em bers.

The concept  of team work as a generic model, regardless of the 

individual cont r ibut ion of team  mem bers, is also not  reflected in 

other areas of work, where team  com posit ion and clar ity of 

individual cont r ibut ion is often valued highly. Managem ent  gurus 

like Handy (1993) , and Adair (1998)  st ress the im portance of 

balanced team s within a m odel of organisat ional theory, but  also 

st ress the im portance of individual cont r ibut ion and balance within 

those team s. The composit ion of business team s is m ore often 

based not  on professional groups, but  on personality types and their  

likely contr ibut ion to the team ’s effect iveness. I t  m ay be, therefore, 

that  this type of m anagem ent  thinking is influencing healthcare 

workforce planning. Other managem ent  techniques, such as the use 

of force field analysis (Lewin 1951)  have also had an im pact  on 

current  thinking about  workforce planning in the NHS ( I les and 

Sutherland 2000) . The use of personality typing to determ ine team  

com posit ion within business is now quite com mon, the main m odels 

in use being Belbin (1995) , which concent rates m ore on the likely 

cont r ibut ion of individuals ( i.e. as ‘com pleter- finisher’ or ‘creator ’) , 

and the Jungian-based Myers-Brigg Type I ndicator ( i.e. Bayne 

1997) . Even Aldous Huxley’s novel ‘Brave New World’ (1976)  noted 
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that , within the social st rat ificat ion proposed in his vision, a m ixture 

of types (and abilit ies in Huxley’s case) , were needed in any team , 

using team s with all “Alphas”  did not  work.

The study of organisat ional and role behaviour within the caring and 

healthcare professions has a dist inct  place, however, and St rauss’s

early work (St rauss et  al. 1963) , from  which the grounded theory 

approach developed, took place within a psychiat r ic hospital set t ing. 

The study of roles, in part icular the interplay between the medical 

and nursing staff in inst itut ional set t ings also has a long history 

(Stein 1967 & Snelgrove 1999) . These studies, however, took very 

different  views of things and do not  state the theoret ical background 

they are using to contextualise their  observat ions.

4 .2  Theoret ica l background to the discussion on rol es in 

m enta l health team s

Within the literature there is relat ively lit t le writ ten about  roles in 

CAMHS, as we have seen. For exam ple, in the USA, which has a 

very different  system to England, there exists an Associat ion for 

nurses in the speciality ( the Journal of Child and Adolescent  

Psychiat r ic Nursing) , unlike in England where the speciality is too 

sm all to sustain journals for separate professional groups. Even 

within that  journal though, the actual role definit ion and 

different iat ion issue has only been addressed in passing. Bishop 

(1989)  noted that  there are several difficult ies inherent  in the 

speciality. She pointed out  that  nursing students have lit t le or no 
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m ent ion of CAMH in their  basic training, or even reference m ade to 

the speciality as a possible career path. This would also be t rue in 

the English set t ing (Croom  2001) . Those specialists who do 

experience working in child and adolescent  services in the course of 

their  basic t raining often cite this experience as a reason for 

select ing the speciality for a career (Goodm an and Mat thews 1989) . 

There was also a percept ion in Bishop’s paper that  other fields of 

pract ice are m ore at t ract ive, and she pointed out  that  at  the t im e 

there were only a thousand child psychiat r ic nurses in the US with 

Masters and Doctoral preparat ion, and only twelve inst itut ions 

offer ing advanced CAMH nursing courses. This would equate to the 

situat ion in England, where, unt il recent ly very few specialists were 

t rained to degree level in a nursing subject , though there are a 

num ber of CAMHS specialists holding Masters level qualificat ions in 

therapeut ic subjects. Bishop also pointed out  that  CAMH nurses 

often work in isolat ion from  other nurses and therefore do not  build 

st rong collaborat ive networks, and that  there is a lack of consensus 

regarding the boundaries and focus for child psychiat r ic nursing 

research. Bishop concluded by quot ing the US I nst itute of Medicine  

( I oM 1989)  report  saying nurses had a 'unique perspect ive' on 

CAMH, part icular ly due to a 'holist ic preparat ion'. That  report  

includes nurses ( from  a US perspect ive)  having a cent ral role 

alongside other professions. The special area that  the report  

ident ifies as a possible area for nurses to contr ibute research is 

delivery of clinical services as well as early detect ion system s for 

various disorders. Whilst  this is clearly a research report , it  infers 
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that  these part icular areas m ight  be of interest  to nurses because of 

their  closeness to the client  group.

At  around the sam e t im e as this concern was being raised about  

nursing, there were also worr ies being expressed about  the dangers 

of role diffusion in child m ental health work.  Koldjeski (1990)  saw 

this as rooted in deliberate (Am erican)  long- term  policy. She felt  it  

v ital to reconceptualise psychiat r ic and m ental health nursing to 

show unique and different  aspects. Koldjeski argued that the 

uniqueness of m ental health nursing lay in its holist ic nature and 

system ic interconnectedness, although she failed to define these in 

any detail.  She also thought  that  those elem ents of therapeut ic 

intervent ions that  nurses use ought  to be adapted to develop a 

unique nursing paradigm , although again she offers no direct  

thoughts as to how this ought  to be developed.  Killeen (1990)

m akes a sim ilar plea, but  notes that nurses are not  seen as ‘experts’ 

in child m ental health care, and are not  good at  publicising their  

research and pract ice successes in order to raise the profile of the 

profession. Whilst  these writers concent rated on nursing, the sam e 

could be said of other disciplines who fail to define clearly their  own 

conceptual fram eworks or the unique cont r ibut ion they are able to 

m ake to the broader task of mental health work and CAMHS.

I f a theoret ical or conceptual fram ework exists am ongst  these 

Am erican writers on nursing it  is probably that  of system ic thinking. 

System ic inter- relatedness and interact ion between system s 
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perm eates the thinking and descript ions of these art icles. The 

influence of system s thinking on Am erican nurse writers in CAMHS 

is highlighted by Shir ley Smoyak (1969, 1975)  an early advocate of 

the use of fam ily system s thinking in nursing pract ice.  The 

at t ract iveness of fam ily therapy, which is based on system ic 

pr inciples, has also been dem onst rated by Wright and Leahey’s 

(2000)  Calgary m odel of ‘fam ily system s nursing’, which has been 

adopted in both child m ental health and paediat r ic set t ings. 

On a wider scale, when Onyet t  (2003)  returned to his descript ions 

of adult  m ult idisciplinary m ental health team s, he m ade im portant  

observat ions about  the com plex nature of these teams in the 

context  of changing policy im perat ives. His pr im ary interest  is in

m easuring (and enhancing)  the effect iveness of these team s from  a 

m anagement  perspect ive. He chooses to see the effect iveness of 

team s also in system ic terms, exam ining the interplay of ideas and 

professional needs from that  standpoint . Using system ic concepts 

(Senge et  al. 1999)  and his work on learning organisat ions as a 

basis for his analysis of team  working Onyet t  inevitably draws on 

Senge’s (1990)  earlier work. This early organisat ional theory again 

used a systemic basis for the interpretat ion of business team s.

I n cont rast  Geanellos (1999a & 1999b)  in conduct ing a study of 

therapeut ic relat ionship building within an adolescent  m ental health 

unit  in Western Aust ralia, used a phenom enological fram ework for 

her study, rather than the system ic fram eworks described above. 
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Whilst  this study effect ively looked at  the nursing role, it  

concent rated on the individual cont r ibut ion of nurses on an in-

pat ient  unit , and did not  seek to act ively different iate the nursing 

cont r ibut ion from that  of other staff m em bers. The use of 

phenom enology gives useful insights into one cent ral aspect  of that     

role, and covers som e of the skills which nurses would be expected 

to display. As a m ethod, however, it  lends itself to a close 

understanding of the individual relat ionship building experience 

rather than the context  of differ ing roles within team s.

There are other writers whose theory base is also implicit  but  not  

stated. Crawford et  al (2001) , for exam ple, use terms from  role 

theory like ‘role-blurr ing’ without  m aking explicit  how they are using 

those term s. The language of role theory, of which this is an 

exam ple, has becom e so em bedded in sociological thinking that  its 

term inology is widely used without  reference to the or iginal body of 

thought . Koldjeski’s (1990)  use of ‘role diffusion’, for exam ple, also 

explicit ly uses a role theory term  without  explaining the background 

to its use, presupposing som e knowledge of the theory base in the 

reader. 

Other writers have explored the broad concept  of roles without  

referr ing to an explicit  theory base at  all,  preferr ing to use role as a 

descript ion of tasks or ways of working without  defining their  

presupposit ions. Am ongst  these writers are a number who have 

looked at  m ental health care, using a variety of qualitat ive m ethods 
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such as grounded theory (St rauss et  al. 1963;  Forrest  et  al 1996;  

Barker et  al 1999;  Bam ford and Gibson 2000) , phenomenology 

(Bousfield 1997) , and pract it ioner-cent red research (Spilsbury and 

Meyer 2001) . Shewan and Read’s (1999)  review of m ethodologies in 

nursing role research, however, is highly cr it ical of the poorly 

designed studies they had reviewed.

4 .3  Role Theory as a m odel

I n the previous chapters, I  have established that  the role of 

different  healthcare professionals in m ental health team s and in 

CAMHS teams can be indist inct . I t  is current ly difficult  to establish a 

clear rat ionale for dist inct ive cont r ibut ions to m ental health team s 

and  CAMHS, in part icular for what  each group do that  dist inguishes 

them  from other workers. Studying their  cont r ibut ion within an 

established framework would allow a m ore r igorous dem onst rat ion 

of their  usefulness (or otherwise)  within the team s, and would help 

clar ify what  other team  m em bers contr ibute by way of their  

professional background. I n order to do this a theoret ical fram ework 

is needed which is clearly ident ified and explicit ly used to 

understand the roles that  each professional group perform , and how 

this im pacts on their professional ident ity. 

As I  have noted the word ‘role’ cont inues to appear in any 

descript ion of team  funct ioning. Within sociological, psychological 

and anthropological writ ing, a broad theory of role has developed 

which allows a m uch t ighter definit ion of the area of this study. 
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Whilst  there are variat ions in em phasis put  by the differ ing elem ents 

of role theory, the concept  allows a m ore refined definit ion of role to 

act  as the background for this study, and gives a m easure against 

which it  will be possible to exam ine the data which this study 

generates. I t  is important , however, to define which elements of 

role theory are appropriate to this study and to be clear about  the 

definit ions which can be used for helping to understand the 

cont r ibut ion of different  m em bers to m ental health team s and 

CAMHS and the im pact  of their  cont r ibut ion for service users.

Clifford (1996)  notes three m ain schools of role theory, based on 

the work of Mead, Moreno and Linton. Biddle and Thom as (1966)  

ident ify these as or iginat ing in the sociological, psychological and 

anthropological t radit ions respect ively. The concept  of role, and the 

roles played by individuals according to their  circumstance is not  

new. William  Shakespeare fam ously noted, in ‘As You Like I t ’ that :  

‘All the world’s a stage, and all the m en and wom en in it  m erely 

players’ (Shakespeare 1599) , im plying that  everyone has a role or 

roles in life that  they adopt. The scient ific study of this phenom enon 

is relat ively recent , however. 

The sociological perspect ive developed from  Mead’s early work 

(Mead, 1934)  that  cent red on the need to understand socialisat ion 

and how people understand their  place in society. Mead developed 

the concept  of taking a ‘role’ by which he described how the 
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individual within that  role was influenced by the expectat ions of 

others around them . 

This was taken forward, in a psychiat r ic and psychological set t ing, 

by Moreno (1962)  who developed psychodram a techniques based 

on the concept  of a two stage genesis of roles, i.e. role-percept ion 

followed by role enactm ent . His subsequent  development  of and use 

of role-play has been widely used in educat ional set t ings, including 

in m ental health training. The theoret ical understanding of role 

taking, according to Moreno, would be preceded by the role-playing, 

which m akes it  such a useful teaching instrum ent  in mental health. 

The final influence on the basis of role theory was Linton, who cam e 

from  an anthropological background. His pr im ary cont r ibut ion was 

to m ake a dist inct ion between the status and role, status being the 

collect ions of r ights and dut ies, and role being the dynam ic 

enactm ent  of those r ights and dut ies. By doing so he m ade the 

dist inct ion between the st ructure and the individual, an aspect  

which is im portant  for this study which has a thread of 

dist inguishing between the expectat ions of team  m embers in m ental 

health team s and in CAMHS, and the individual enactm ent  of the job 

by different  individuals across the count ry. Linton’s work was 

refined by Biddle and Thom as (1966) , who suggested that each 

individual interpretat ion of a role could be seen as ‘role 

perform ance’. 
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Role theory, however, is not  without  its cr it ics. Coulson (1972)

suggested that  there was insufficient  clar ity within the theoret ical 

m odel for it  to be useful. Her react ion to the building up of role 

theory as a m ajor plank of sociological theory in the 1960s was to 

suggest  that the differ ing definit ions given by theorists seeking to 

refine the m odel actually led to a fragm entat ion of the underlying 

m odel. Undoubtedly som e of the earlier writ ing did give the 

im pression that  the individual was subjugated by the role they took 

on, but  this had also been addressed within the literature by way of 

looking at  agency and cont rol. Biddle and Thom as (1966)  in 

part icular m ake an effort  to look at  this and explicit ly state that  

their  aim  is to:   ‘…encom pass the num erous and subt le ways in 

which persons m ay be associated with behaviours. To handle 

system at ically these relat ionships, we shall define and discuss a 

person – behaviour mat r ix that  deals with the interface between 

persons and behaviour. ’  (p29)

Coulson’s argum ent  is that  Biddle and Thom as then go into an 

overly elaborate character isat ion of different  forms of ‘person-

behaviour m at r ix’, which eventually becom es so complicated as to 

be unhelpful. Whilst  Coulson has a valid point  about  the relat ive 

unhelpfulness of overly com plicated character isat ions of behaviour, 

it  does not  logically follow on (as she suggests)  that  because of this 

we should throw out  the rest  of role theory. There are m any 

concepts within the overarching theory of role that  can be useful 

within this study. I t  is possible to use these elements of role theory 
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to address the issues that  have began to em erge in this study, and 

to provide a fram ework for test ing further developments as the data 

em erges. What cannot be claim ed is that there is a ‘grand theory’ of 

role, any m ore than there is a ‘grand theory’ of nursing, or som e of 

the other disciplines (social work or occupat ional therapy, for 

exam ple) . There is, however, a body of knowledge that  is known as 

role theory, and usually referred to in that  way (Hardy 1978) . I n 

this respect  it  may be m ore technically correct  to follow Clifford’s 

(1996)  view that rather than having a fully form ed theory, what  we 

are actually dealing with is a series of const ructs relat ing to role.

Clifford (op cit )  defines theory as an abst ract  not ion which may be 

speculat ion, a guess or an idea to explain reality. She quotes Field 

and Morse (1985)  as suggest ing that  this m ental const ruct  will 

always rem ain just  that  unt il such t im e as it  can be tested and 

dem onst rated to be the ‘t ruth’. Leaving aside post -m odern 

interpretat ions of what  ‘t ruth’ m ight  consist  of, we can say that  this 

m ay be achieved in one of two ways. First ly it  could be achieved by 

a scient ific paradigm within the physical sciences. Alternat ively a 

theory becom es accepted with social sciences in a slight ly different  

way, when there is no em pir ical t ruth that  can be established. I n 

this context  a theory, after much debate and academ ic test ing, 

seem s to be the m ost  plausible explanat ion for a phenom enon. 

Given that  role theory has yet  to com plete that  process to a point  

where it  is generally accepted as a hom ogenous body of thinking we 

are left  with the level below fully form ed theory, that  of const ructs. 
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Theory would consist of a variety of const ructs that  can be tested 

and then eventually com e together to form  a theory. Concepts are 

the building blocks for const ructs, and we need, therefore to define 

both in order to understand what  lies in the way of role theory 

achieving its final state ( if indeed it  ever does) . 

Concepts m ay be concrete or abst ract , Clifford suggests, and consist  

of a term to which m eaning has been ascribed by definit ion or 

com m on usage. A concrete concept  would be observable (such as 

teaching, a process which can be witnessed) , whilst  an abst ract 

concept  m ay not  be direct ly observed, but  has a comm only held 

m eaning (such as learning) . Concepts may be com bined to form  a 

const ruct , so that  the combinat ion or juxtaposit ion of the two 

concepts form s a new m eaning. I n this context  ‘role’ and ‘blurr ing’ 

as separate concepts com bine to form  a new const ruct  which m ay 

require som e explanat ion, but  carr ies a new m eaning if the 

proposit ion of the new term  makes sense and has validity for those 

who encounter it .  I t  is also im portant  to understand that  const ructs 

can, and usually are, joined by a preposit ional statem ent  that 

im plies a relat ionship between the two const ructs. Role blurr ing, for 

exam ple, suggests that  the role is inadequately well defined to 

actually be a viable role, which m ay be a good or bad thing. The 

juxtaposit ion of the two const ructs, however, allows a theoret ical 

proposit ion to be tested for validity, and debated unt il the const ruct  

becom es accepted into com m on usage, or is discarded as an 

inadequate descriptor of the phenom enon it  seeks to define, and 
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falls out  of favour, whilst  another const ruct  to explain the sam e 

phenom enon is explored instead. Eventually the const ruct  would 

com plete the test ing process and become a fully form ed theory, and 

accepted as a body of knowledge which m ight  cont inue to be 

explored, but  would be rarely challenged at  a fundamental level 

because of its previous period of establishing itself.

Whilst  Clifford (op cit )  has already applied these ideas to nursing 

educat ion in som e detail,  it  would be useful for this study to 

exam ine which role const ructs have som e usefulness in relat ion to 

m ental health workforce. 

4 .4  Cont ructs w ith in role theory

Briefly som e of the possible const ructs are out lined below as an aid 

to understanding how these are enacted and tackled in the policy 

discourse and pract it ioner discourse that  is exam ined later.

4 .4 .1  Role st ra in and role st ress

Whilst  it  is possible to see this as a negat ive start ing point , it  is 

nonetheless a useful point  because of the appropriateness of this 

const ruct  for the study.  Due to the inter- relatedness of the two 

const ructs, they will also be handled together. Hardy (1978)

ident ifies role st ress as being located in the social st ructure, and 

prim arily external to the individual. The related const ruct  of role 

st rain describes the subject ive feelings of frust rat ion, tension or 

anxiety experienced by an individual or group who are expected to 
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perform  a role character ised by its role st ress. Hardy ident ifies 

possible ways for individuals to avoid role st rain, pr im arily by 

closing down lines of com m unicat ion with any person or agency who 

m ight  quest ion the role, or by deliberately bargaining in order to 

clar ify the role. She sees healthcare (and the sam e is t rue of social 

care set t ings)  as being part icular ly prone to situat ions where these 

circumstances m ight  occur. 

4 .4 .2  Role Am biguity

Role ambiguity is character ised by disagreem ent  on what  is the 

accepted norm  for any posit ion, by vir tue of their  being vague, ill 

defined or unclear. I n such circum stances, individuals have a 

tendency to interpret  the role in an idiosyncrat ic m anner. Given 

what  we know of how CAMHS in part icular have been set  up (with 

less direct  guidance than other areas of m ental health pract ice) , this 

seem s to be an im portant  const ruct . The HAS m odel (HAS 1995)

described overall team  funct ions but not  what  individual cont r ibut ion 

m ight  be to that  funct ion, leaving services across the count ry to 

decide in different  ways what  role different  staff m em bers m ight  

perform . I f services have defined what  they expect  from individual 

professional groups, then this ought  to be discussed in either the 

services’ operat ional policy docum ents, or clearly stated within 

individual job descript ions.



“The discourse of professional ident ity in CAMHS.”

92

4 .4 .3  Role Conflict

Role conflict  is a condit ion in which role expectat ions are either 

cont radictory or mutually exclusive. I n this condit ion there m ight be 

different  parts of either writ ten or unwrit ten job descript ions or 

policy im plem entat ion that  make it  difficult  to complete all the 

expectat ions sat isfactorily. React ions to these condit ions vary 

according to individual or group processes. Current ly within CAMHS, 

as elsewhere, there is high im portance put  on reducing wait ing list  

t imes in order to achieve governm ent targets. Whilst  staff m ay 

agree in pr inciple that  service users need to be seen quickly in order 

to prevent  their  difficult ies becom ing worse, they m ay object  to 

m anagerially im posed m ethods of achieving these targets if they 

feel that  these m ethods reduce the quality of service they are able 

to offer ( i.e. by reducing the num ber of appointm ents offered per 

case) .

4 .4 .4  Role I ncongruit y

Role incongruity is usually m ore personal than role conflict , which is 

largely an inst itut ionally based difficulty. Role incongruity occurs 

when the expectat ions of the role occupied by an individual are at  

odds with their  personal beliefs about  how best  to achieve that  role. 

This m ay occur when roles are changed, even subt ly, in the context  

of a changing healthcare environm ent . For example, a social worker 

who has been in post  for som e t im e m ay find that  their or iginal job 

descript ion allowed t im e for the alt ruist ic and therapeut ic elem ents 

of their  job to be at  the front  of their  pract ice. I n t ime the pressures 
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of work, either short  or long term , m ay lead to their  necessarily 

having to spend m ost  of their  t im e in statutory ( i.e. child protect ion)  

dut ies. This const ruct  will also have resonance with how individuals 

const ruct  their  own professional ident ity within the changing 

expectat ions, over t im e, of their  em ployers.

4 .4 .5  Role Over load

Fam iliar to m ost  health and social care professionals is the 

excessive dem ands on their  t im e m ade by the system for which 

they work. Whilst  the individual m ay be able to carry out each part 

of their  role adequately, being able to do all that  is asked, or 

expected, of them  in the lim ited am ount  of t ime available proves 

im possible. This may be m anifested in the volum e of work, or the 

different  variety of tasks expected of one individual. Hardy (op cit )  

ident ified this as being part icular ly prevalent  in high level posts 

where a wide variety of expectat ions and responsibilit ies are put  on 

one individual. For the purposes of this study, therefore, it  would be 

useful to look for a correlat ion between role overload and 

professional grading. I n doing this, allowance would need to be 

m ade for the fact  that  alm ost  all CAMHS staff are em ployed at  a 

relat ively high grade in recognit ion of their  degree of professional 

autonom y.

4 .4 .6  Role I ncom petence and Role Overqualif ica t ion

As the name suggests role incom petence exists whenever a role 

occupant ’s resources are inadequate for the dem ands of the job 
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asked of them . Sound m anagem ent  processes, and a clear 

understanding of what  skills are required for the performance of the 

job, ought  to m ake this a rare occurrence in CAMHS. For the 

purposes of this study the out -pat ient  posts normally att ract , by 

vir tue of their  banding, the best  qualified of the available CAMH  

workforce in the count ry, but  it  is possible that  services would 

accept  lower levels of qualificat ion in order to fill posts as the 

workforce expands. By cont rast , role overqualificat ion is created by 

tasks being sim plified, or expectat ions changed and downgraded 

from  what  was previously expected. I n m ental health teams and 

CAMHS, the tasks are neither rout ine nor sim ple, but CAMHS largely 

has staff who tend to cont inue to ensure that  their own professional 

development  needs are m et , part icular ly in the area of therapeut ic 

intervent ions. Without  a r igorous program m e to monitor personal 

development , it  is possible for staff to develop them selves into 

som ething that  they were not  recruited to be, and for which the 

service does not  have a robust  plan. Nurses and social workers, for 

exam ple, often t rain in part icular therapies, fam ily therapy, 

cognit ive behavioural therapy or child psychotherapy, and becom e 

fully qualified in those therapies. They m ay seek to change their  job 

descript ion or post  designat ion because of this, and becom e 

frust rated if this is not  accom m odated by the service. A previous 

study (Baldwin 2002)  ident ified nurses who no longer saw 

them selves as nurses, but  ident ified instead with their  new 

professional or ientat ion as a qualified psychotherapist . Likewise 
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Crawford et  al (2008)  uncovered the concept  of ‘growing out  of role’ 

am ongst  comm unity m ental health nurses in adult  teams.

Addit ionally for mental health staff and CAMHS staff the 

opportunit ies for career progression beyond outpat ient  or 

com m unity based CAMHS are very lim ited. For m ost  CAMHS nurses, 

on high pay bands ( i.e. AfC Bands 6 and 7)  there are few 

opportunit ies for financial advancem ent  beyond this level. Current ly, 

within nursing for exam ple, there are less than thir ty Nurse 

Consultant  posts in CAMHS across England (on AfC Band 8) , and a 

handful of nurse teaching posts devoted exclusively to CAMHS. 

Other opt ions would include m anagem ent  or m ixed teaching posts 

that  would take staff away from  direct  contact  with service users, 

which is what  staff have t rained to do. 

4 .4 .7  Role dif fusion, Role confusion and Role blurr ing

The blurr ing of roles within m ental health m ult idisciplinary team s is 

com m onplace, in cont rast  to physical health inter-disciplinary team s 

that  m ore com m only have clearer definit ions for healthcare 

professions. Physiotherapists, radiologists, nursing and m edical staff 

m ay know in pr inciple what  each other’s role is but  they would 

rarely have the degree of overlap in role that  is com m on in m ental 

health team s, and part icular ly present  in CAMHS team s. Where 

there are exceptions to this clar ity, then problem s of hierarchy 

becom e apparent , if often disguised ( i.e. Long et  al 2008) . The 

m ove to com munity based team s in m ental health, where the 
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im mediate availability of other team m em bers is severely ham pered 

by geography, has led to even more pronounced blurr ing of roles, 

which m ay not  be a bad thing according to som e of the staff who 

work in those team s (Crawford et  al. 2001) . But whilst  some 

resistance to this role blurr ing m ay be seen as ‘professional 

defensiveness’, there is also an elem ent  of preservat ion of 

professional ident ity which may be seen as in the service user’s best  

interests, part icular ly where clear lines of responsibilit y are being 

lost .  Brown et  al (2000)  pointed out  that  the generic route was 

leading to an increase in boundaries between disciplines rather than 

a dim inut ion of them  in the com munity mental health team s they 

studied. Within CAMHS this experience is replicated, and it  is not  

surprising that  one of the recom mendat ions of the ‘Emerging 

Findings’ (DoH 2003a)  was that  all CAMHS should have more robust  

m anagement  st ructures. 

The issue of working across the boundaries and role blurr ing seems 

a com m on one in the English-speaking world, with comm unity 

m ental health pract it ioners working in broadly sim ilar ways despite 

essent ially disparate healthcare system s (Ashforth et  al. 2000;  

Grigg 2001;  Cowm an et  al. 2001)  all com ing to sim ilar conclusions 

from  differ ing backgrounds.
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4 .4 .8  Professional Socia lisat ion

Although it  fails to include the concept  of role in the const ruct , it  is 

im portant  to also bear in m ind that  professional socializat ion is a 

const ruct  of role theory, with the emphasis m ore squarely in the 

sociological aspects of how individuals adapt  to a societally imposed 

role. Hurley (1978)  noted that  the nature of socializat ion, from  the 

role theorist ’s perspect ive, has largely been defined in term s of the 

learning of social roles. Such role prescript ions m ight  com e explicit ly 

or implicit ly from  a variety of sources. I n this area there is a 

difference between the schools of role theory, in that  followers of 

Mead would define the socializat ion effect  as prescript ive, but  are 

learnt in an interact ive m anner in a two way process by which the 

learner of the role and the teacher of the role learn from  each other 

and are m odified by the experience ( though to what  degree in each 

case is not  clear) . Linton sees the process m ore as a one-way 

st reet , by which the learner either conform s to the expected social 

role or is excluded from  the group. Within nursing, for example, it  

can be seen that  conform ity to the norm  is expected to a large 

degree and rules are laid out  at a nat ional level by the Nursing and 

Midwifery Council (NMC) , professional expectat ions of learning and 

understanding are im parted by the local Schools of Nursing within a 

University fram ework, and local cultural expectat ions are passed on 

by experienced staff in clinical placem ents. Conform ity to the laid 

down regulat ions are tested form ally and clinical com petences or 

proficiencies m easured by clinical staff. Public expectat ions and 

early socializat ion as to what  m ight  const itute the behaviour and 
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expectat ions of a good nurse will also play a part . The individual 

m ust  learn to becom e part  of this way of thinking, or they will not  

com plete their  t raining and become part  of the workforce. During 

the process they im bue their  own definit ion of the role with part  of 

them selves as they adapt  their  personal ident ity to incorporate the 

conceptual fram ework they are learning. Within m ental health the 

use of self is generally encouraged rather than a st r ict  conform ity to 

a stereotypical nursing ideal, based on Peplau’s (op cit )  m odel of 

therapeut ic use of self. 

Each professional t raining, however, has its own dist inct ive 

em phasis and the socializat ion to this professional norm  leads to 

som e of the differences within service delivery in m ental health 

team s and in CAMHS. Defining this professional element , which is a 

very powerful influence, often at  a subconscious level, on individuals 

is very difficult  to achieve without resort ing to stereotypes. The 

level to which it  affects people can also be alm ost  im possible to 

m easure. CAMHS team  m em bers in part icular will often have been 

exposed to m ore than one socializat ion process, their  or iginal 

professional one, and a supplem entary one which derives from  a 

qualifying t raining in a part icular therapeut ic or ientat ion. I t  m ay also 

be that  the personality and inclinat ions of individuals are likely to 

m ake them  inherent ly m ore at t racted to one profession or 

therapeut ic or ientat ion anyway, so separat ing out  personality and 

socializat ion elem ents will be an ext rem ely com plex process.
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4 .5  Use of role theory in th is study

The const ructs out lined above give one basis for examining the 

qualitat ive m aterial gathered from  this study. Whilst  accept ing that  

role theory is not  fully developed as ‘grand theory’ it  does allow a 

series of const ructs that are sufficient ly developed and understood 

in sociological writ ing to be useful for us.

The literature review has highlighted the difficulty of different iat ing 

between profession specific and generic or other-discipline specific 

areas of work in m ental health team s and in CAMHS. Given the aim  

of the study is to exam ine the professional ident ity of team  

m em bers, it  is also im portant  that  we have som e device for 

at tem pt ing to m ake sense of this different iat ion. Biddle and Thom as 

(1966)  developed a const ruct  that  is applicable to this as it  focuses 

on the degree of specializat ion within any given role. They devised a 

categorizat ion of the am ount  and type of specializat ion that  can be 

applied to the work of mental health team  and CAMHS pract it ioners. 

Their categorizat ion is illust rated below (adapted from  p34 ibid)
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Figure 2  –  Biddle &  Thom as –  Different ia ted Behavio urs

Different iat ion in a Given Dom ain of BehaviourAm ount  of 
Behaviour 
Engaged in.

Many Diffent iated 
Behaviours

A Few 
Different iated 
Behaviours

Mainly 
Undifferent iated 
Behaviour

ALL I
Exclusivist
Generalist

I I
Exclusive 
Mult ispecialist

I I I
Exclusive
Specialist

SOME I V
Nonexclusive
Generalist

V
Nonexclusive
Mult ispecialist

VI
Nonexclusive
Specialist

NONE VI I
Nonpart icipant

The ‘Undifferent iated Behaviours’ are those that  only that  a 

professional group (or in som e cases an individual by vir tue of their  

specialized t raining or experience)  m ight  perform . As an exam ple, 

the dom ain of som e psychom etr ic test ing is licensed only to clinical 

psychologists, so psychom etr ic test ing would be an ‘Undifferent iated 

Behaviour’. I n the unlikely event  of a clinical psychologist  within 

CAMHS claim ing only to ever do such tests, and take no other part  

in the service, their  cont r ibut ion would be as a Type I I I  Exclusive 

Specialist . More likely is that  they would claim  to do som e 

psychom etr ic test ing and a larger am ount  of work which would be 

shared with other team  mem bers ( i.e. fam ily assessments and 

t reatm ent ) , put t ing them  into a Type VI  Nonexclusive Specialist .



“The discourse of professional ident ity in CAMHS.”

101

What  we are looking to define for each professional group is 

whether there is anything com m on that  would just ify their being 

included in Type V Nonexclusive Mult ispecialist , rather than having 

no defining features, which would place them  in Type I V 

Nonexclusive Generalist . This is against  the polit ical background 

discussed earlier, which suggested that  staffing CAMHS prim arily 

with Type I V Nonexclusive Generalists m ight  be a good idea. 

For each professional group we are also expect ing to find where 

they fit  within this spect rum  of definit ion, if indeed professional 

groups fit  neat ly into such categorizat ion. I f there is a spread of 

individuals from  each discipline fit t ing into different  categories this 

will,  in itself,  inform  us about  the range of individuality being 

expressed in m ental health teams and in CAMHS com pared to a 

m odel where cent ral planning and an effect ive understanding of skill 

m ix is being im plem ented.

Unfortunately Biddle and Thom as’ m odel is rem arkably lax in their  

const ruct  defining what  ‘All’ ,  ‘Som e’ and ‘None’ const itute. I n 

absolute term s it  is unlikely that  m any CAMHS staff will claim  to be 

doing 100%  or 0%  of any act ivity. 

Role theory, although not  fully developed, and often used loosely, 

does have const ructs which are useful for looking at  how different  

professional groups perform within m ental health and CAMHS 

team s, as in our case exam ple. The part icular const ructs out lined 
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above can be used to develop ideas about  the level of different iated 

and undifferent iated work that  is specialist  and generic elements 

within m ental health team s and in CAMHS. However there is a need 

for a more r igorous academ ic understanding if we are to fully 

understand professional ident ity creat ion and maintenance. 
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4 .6  From  Role Theory to ‘I dent it y-W ork ’

Whilst  role theory has m any uses it  also has flaws and 

shortcom ings. Principal am ongst  these, as we noted, is the way in 

which role appears subjugated to the individual. The concept  of 

ident ity as a useful way of exam ining how individuals perform  a 

role, or understand their  place within a team , has becom e m uch 

m ore im portant  in recent  literature on work. Within the rem it  of this 

study this can be refined to look at  ‘professional ident ity’ and how 

individuals understand their  cont r ibut ion to the overall work of 

m ental health team s and CAMHS.

4 .6 .1 Genera l concepts of ident it y

At  its m ost  basic, ‘Who am  I ?’ is a cent ral philosophical and 

theological concept  with which humans have st ruggled since early 

t imes in an at tempt  to m ake meaning of life. The const ruct ion of 

personal ident ity, however, has becom e separated into facets of 

that  st ruggle, and each elem ent has been studied in isolat ion or in 

context  to a greater or lesser degree. The m ost  com m only 

researched areas in sociology, are:

1)  Gender based (either as a basis for fem inist  research or in term s 

of t rans-gendered persons) ;

2)  ‘racially ’ based, describing the experiences of different  ethnic 

groups;
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3)  social class based ( including research on const ructed ident it ies 

dependent  on educat ional at tainm ent )  and;

4)  age group based.

But  ident ity is also a social preoccupat ion itself now, especially in 

recent  t im es with the advent  of internet  blogs (weblogs) , social 

networking sites like Facebook, Bebo and MySpace, and the m assive 

popular ity of reality television, whose essent ial focus is to lay bare 

the const ructed ident ity of the part icipants (Richards 2006) . Craib 

(1998 p.2)  writes:  “The cent ral feature of the self in m odern society 

is its reflexivity, a constant  quest ioning and reconst ruct ion of the 

self in a lifet im e project . We are constant ly const ruct ing and 

revising our personal stories and so reconstruct ing ourselves.”  

I n looking at  professional ident ity, however, we need to recognise 

that  a person’s professional ident ity is no longer likely to be their  

only, or even their  m ain ident ity. I n the past  it  was possible to find 

people who would pr im arily construct  them selves in this way:   ‘I  am  

a m iner’;  or ‘I  am  a teacher’. Society, however has m oved a long 

way from  this and it  is no longer likely that  any person will stay with 

the sam e employer for the whole of their  working life, even if they 

stay within a certain type of work.  Whilst  Taylor (1989)  could argue 

that  the em pir icists had developed a rom ant ic concept  of self which 

was linked to a responsibilit y to fulfil one’s own dest iny he is also 

clear that  the developm ent  of psychoanalyt ic and postm odern ways 
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of thinking in the twentieth century have helped popular thought  to 

m ove beyond this concept . No longer does everyone have a place 

within the natural order of things, but  Freud, Jung and Lacan have 

studied the developm ent  of the unconscious and the at tem pt  to 

m ake sense of individual ident ity. Lacan located this within social 

context  as well as individual consciousness and entered the arena of 

discursive interact ion. Most  recent ly Nikolas Rose has at tem pted to 

cr it ique this as an internal reproduct ion of m eaning rather than any 

product ion of inner t ruths of themselves (Rose 1990) .

4 .6 .2 Other ing –  ‘w hat  I  am  not ’

Davies (2003)  sees the developm ent  of the power relat ionships 

within ident ity in term s of ‘othering’, in what  she term s classic 

professional ident ity theory. Davies sees m uch of the ident ity theory 

(especially that  used in healthcare writ ing)  as related to com parison 

between one’s own ident ity and those around one. This is m ost  

classically seen in the early writ ings on the ‘Doctor-Nurse Gam e’ 

(Stein 1967, 1990) , where the interact ion between key clinical 

partners is com pared and cont rasted and the way that  power is 

used within the relat ionship defines the roles that  the different  

professional groups take. Even very recent ly the Mental Health 

Nursing Advisor at  the Departm ent of Health used the relat ionship 

between psychiat r ists and nurses as a way of describing nursing 

pract ice (Brim blecom be 2005) .  Davies (2002a)  also describes the 

way in which this tendency to com pare and cont rast  with other 

professional groups can be divisive and unhelpful. By concent rat ing 
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on difference and at tem pt ing to find uniqueness, Davies claim s, 

there m ust  be an elem ent  of devaluing the ‘other’, which dem eans 

the cont r ibut ion of the ‘other’ in order to value the cont r ibut ion of 

the self. This classical approach to self definit ion, therefore, 

although usually not  conscious, is unhelpful by overly st ressing 

posit ive at t r ibutes and negat ive ones too. Masculinity, for exam ple, 

has been defined as rat ional and detached, com pared to 

stereotypical fem inine t raits of empathy and intuit ion. The extrem e 

character isat ion of each, whilst  m aintaining insights into elements of 

their  character ist ics, disallows the interact ion that  each m ay bring 

by using parts of the ‘other’. This has som e resonance with the role 

theory const ruct  of Biddle and Thom as (op cit ) , that  som e 

behaviours can be different iated and held as the exclusive dom ain 

of one professional group or another.

I n order to define the ‘other’ it  is, of course, necessary, to have 

som e concept  of the qualit ies which are to be valued. The elem ents 

which professional groups have t radit ionally valued have also been 

those for which they are most  likely to be cr it icised, in a m uch less 

deferent ial society. The classic possession of expert ise and 

knowledge (often held in an exclusive m anner) , leads to a sense of 

t rustworthiness, and ult im ately to the possession of professional 

autonom y. The three go together because the exclusive possession 

of a body of knowledge m eans that  others have to have a sense of 

t rust  in that  knowledge, and consequently, if that  knowledge cannot  

be quest ioned by those who do not  possess it ,  then autonom y is 
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generated. There has also, in the past , been a sense that  this 

knowledge is held in an alt ruist ic way (at  least  within the UK health 

sector) . This independence and personal responsibility has been 

rewarded by the public by the status accorded to healthcare 

professionals and the t rust  put  in them . Recent ly, however, this has 

been m ore vigorously quest ioned, in the sam e way that  other 

professional groups (such as lawyers, social workers and teachers)  

have com e to be quest ioned as not  always holding the public 

interest  as their  highest  ideal (Foster and Wilding 2004, Aldr idge 

1994) .

Davies (2002b)  later went  onto out line different  elem ents of the 

tendency to contrast  and com pare between professional groups as a 

way of defining uniqueness, in looking at  three specific ‘others’:

 the I ncom petent  other;

 the I nvisible other;

 and the Unnecessary other.

I n order to maintain an expert  posit ion, for exam ple, it  is im portant  

that  others are ‘incom petent ’ and do not  have the expert  knowledge 

that  one professional group is said to hold by vir tue of t raining, 

socialisat ion or research development , and key elements of 

professional ident ificat ion. This devalues the other by underplaying 

what  they m ay be able to br ing to the healthcare interact ion. A 

doctor, for exam ple, m ay be an expert  in pain relief, but the pat ient , 

who is not  t rained in m edicine, will have insights into their  own 
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unique experience of the pain suffered, which are vital in defining

the outcom e of a consultat ion. The creat ion of an expert  posit ion 

can also be seen in the developm ent  of psychotherapeut ic pract ice, 

where individual psychotherapies seek to define their  expert ise in a 

part icular m ode of therapy to the exclusion of others who have not  

had ‘sufficient ’ t raining. Early writ ing on fam ily therapy, for 

exam ple, st resses its ut ility for all types of worker ( i.e. Sm oyak 

1975) , but  as the profession has developed it  has becom e more 

exclusive and now defines itself as ‘system ic and fam ily 

psychotherapy’ with only those t rained to Masters degree level 

ent it led to call them selves ‘system ic psychotherapists’ and register 

with the United Kingdom  Council for Psychotherapists (c.f. editor ial 

com m ent  in Baldwin and Jones 2000) . The use of language is 

im portant  here, as ‘fam ily therapy’ as it  was originally called, 

becom es referred to as ‘system ic psychotherapy’ in order to 

em phasize the special knowledge and qualificat ions needed in order 

to pract ice in that  field.

The concept  of ‘invisible other’ is also devaluing in term s of sim ply 

ignoring the cont r ibut ion of colleagues and workers whose own work 

is valued by the service user or client . Most  often this is used in 

term s of ‘support  staff’,  who bring skills and cont ribut ions which are 

not  valued because they are not  the result  of professional t raining, 

or an evidence, or research base. NI CE guidelines, for exam ple, use 

a definit ion of the value of different  types of research which is 

scient ifically based and values anecdotal or pract ice based evidence 
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very lowly com pared to r igorous scient ific m ethods like random ised 

cont rol t r ials (c.f.  NI CE 2005 p.22) . Those support  staff who do not  

subscribe to the m ethods of the professional group, therefore are 

devalued as incompetent  because they do not  use the correct  

m ethods, and the cont ribut ion they do bring, often em pathic, 

grounded, relat ionship skills, are not  recognised as being as 

im portant . Clearly there are also links through to the difference in 

gendered values and the importance at tached to those qualit ies 

here (see Boschm a et  al 2005) . Clough (1998) , for exam ple looked 

at  the role of hom e carers in relat ion to personal care, observat ion 

of day to day sym ptom s and change, mobilit y, washing and feeding. 

These act ivit ies and behaviours include st rong elements of nursing 

care, yet  they are at  the bot tom  of the social care hierarchy, and 

the opinions of such workers are often ignored by bet ter t rained 

staff and their  low levels of rem unerat ion reflects their  poor status 

and the value at t r ibuted to them .

I n term s of the ‘unnecessary other’, Davies (2003)  character ises the 

relat ionship between professional groups and healthcare 

m anagement  in this way. The change in polit ical clim ate has seen 

the int roduct ion of com m ercial values into healthcare provision. This 

change det racts from  the powerful posit ions of clinical autonom y 

and self- regulat ion which m ost  professional groups had managed to 

establish in the m id twent ieth century. Foster and Wilding (2000)  

character ised this as a ‘golden age’ for professional groups, at  a 

t ime when they had a professional m andate to exercise their  



“The discourse of professional ident ity in CAMHS.”

110

discret ion in defining and m eet ing need. This ‘golden age’, they 

suggest , started to decline with the elect ion of a Conservat ive 

Governm ent  in the UK which installed a new kind of m anager, 

drawing on the com m ercial skills which had been used to good 

effect  in the wider econom y (Du Gay 1996) , and this has cont inued 

with the New Labour Governm ent ’s em phasis on performance 

m anagement , m easurem ent  of outcom es (which implies a lack of 

t rust  in ‘professional judgem ent ’) , and the overall project  of 

‘m odernisat ion’ ( i.e. DoH 2000b) . This project  also uses elem ents of 

‘othering’ in cont rast ing professionalism  which it  sees as:  

‘paternalist ic, m yst ique r idden, standard or iented and self-

regulat ing’,  with a m anagem ent task which is instead:  ‘custom er 

cent red, t ransparent , results-or iented and m arket  tested’.   

Elsewhere sim ilar polit ical m ovem ents have seen a dim inut ion of 

professional autonom y, for exam ple in the United States, where 

‘Managed Care’ has had repercussions for pract it ioners, albeit  in a 

very different  healthcare system  (Sullivan 1999) . A polit ical analysis 

of this m ove from  respect  for professional groupings towards a m ore 

flexible method has been character ised by Clark and Newm an 

(1997)  as the ’vilif icat ion of the old and idealisat ion of the new’, in a 

new form  of ‘othering’ that  sees the two approaches as m utually 

exclusive.
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4 .6 .3 Role blurr ing in ident it y w ork

Davies (2002b)  sees the way forward from these antagonist ic 

posit ions (whether taken consciously or unconsciously)  as ‘bothering 

about  othering’,  and points to a m ore com plex way of looking at  

professional ident ity than the t radit ional antagonism of ‘othering’. 

Hall (1996 p4) , has argued that ident it ies are never unified, but  are 

increasingly fragmented and fractured, mult iply const ructed across 

different  and often intersect ing, even antagonist ic, discourses, 

pract ices and posit ions.

As noted in the literature review, policy direct ion within m ental 

health has been towards the use of more generic working in 

m ult idisciplinary m ental health teams and in CAMHS ( i.e. Onyet t  et  

al 1995) .  This has been resisted by some, using classic role theory 

as an exam ple of how role st rain and role confusion can be 

det r imental to the individual’s self ident ity and self worth. Others 

have seen ‘role blurr ing’ as a posit ive thing. Brown et  al (2000)  

refer to the ‘creeping genericism’ of such teams and looked in som e 

detail at  the issues of professional ident ity and role boundaries. I n 

the context  of effect ive team  working it  was considered that  an 

overly rest r ict ive sense of professional ident ity could prevent the 

development  of new ways of working. The study found that  opinions 

were divided as to the value of the blurr ing of roles, with som e 

respondents ascribing more value to their  professional ident ity than 

others, who were m ore likely to em brace the concept  of increasingly 

generic work patterns. The final conclusion of the study was that  
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increased role blurr ing actually m ade people think m ore about  their  

professional role, and to act  in a m anner that  was likely to 

accentuate the dem arcat ion.

4 .6 .4 Organisat ional Cont rol and I dent it y Regulat ion

Whilst  role blurr ing m ay be the way forward in terms of 

understanding how professionals const ruct  their  own ident ity, there 

is also a body of work that  seeks to look at  how cont rol is exercised 

by organisat ions, including governments, over this const ruct ion. 

Whilst  we have touched on this before it  is im portant  to be explicit  

about  the way power is used to influence the ways in which different  

individuals and professional groups seek to define their  own 

ident ity. Fairclough (1992)  contended that  changes in organisat ional 

cultures, and the implicat ions for this on const ruct ion of ident ity, 

were pr im arily changes in discourse pract ice. This follows on from  

the work of Foucault  (1977)  in defining the difference between what  

an individual m ight  define as t rue knowledge, and what  the 

predom inant  discourse allows that  individual to art iculate;  

predom inant  discourse is shaped by the organisat ion that  has the 

power to define it .  Parker (1989) , therefore, argues that  to use this 

in breaking free of the organisat ional cont rol we need to embrace 

uncertainty and relinquish the expert ise that  allows the organisat ion 

to channel our thinking. Alvesson and Willm ot t  (2002)  pick up Du 

Gay’s (1997)  point  that  the m erger of econom ic and cultural 

elem ents of work actually allow m ore cont rol rather than liberate 

em ployees from  the const raints of work ident ity. They argue that  
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the:  ‘…language of liberat ion and self-actualisat ion m ay be 

prom ulgated as a seduct ive m eans of engineering consent  and 

com m itm ent  to corporate goals.’ (Alvesson and Willm ot t  2002 

p624) . The process of increasing flexibilit y and ‘mult iskilling’ of staff 

allows the quest ioning of t radit ional hierarchies and pract ices. 

However it  is not  that  workers are m erely passive recipients of the 

dom inant  discourse, and by their  own discourse on the dom inant  

culture they m ay create their  own ‘resistance discourse’ with an 

alternat ive out look on what  is occurr ing around them . Avis (2006) , 

and Bathm aker (2006)  give exam ples of the way teaching staff 

have resisted ‘corporate professionalism ’ where they see the values 

that  they pr ize being underm ined by the policy changes around 

them . Alvesson and Willm ot t  (op cit )  note the twin discourses of 

‘self- ident ity’,  which individuals create for them selves in the m idst  

of the surrounding pressures, and the ‘ident ity-work’ of interpret ive 

work which occurs through discourse to reproduce and t ransform 

that  self- ident ity. Each of these are affected by the more dom inant  

organisat ional pressure of ‘ident ity regulat ion’. They claim  that  in 

order for the dom inant  discourse to effect  change it  m ust  be linked 

to the discourse of the workers them selves, and their  own processes 

of ident ity work and self- ident ity. They define several ways in which 

the organisat ion cont rols the discourse and shapes, therefore, the 

individual process of self- ident ity and ident ity-work (whilst  

recognising that  individuals and groups may resist  these pressures) . 

Although Alvesson and Willm ot t  (op cit )  do not  explicit ly m ent ion it ,  
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this use of power also has links to the concept  of ‘linguist ic capital’ 

which will be exam ined in m ore detail in the next  chapter.

4 .6 .5 Defin ing the person direct ly

This is the m ost  explicit  form  of cont rol, in specifically nam ing the 

role or job. The job descript ion or t it le m ay explicit ly set  out  the 

expectat ions and status of the job holder, and the clearer the 

definit ion, the clearer the degree of cont rol. The way in which this is 

shaped m ay also be a form  of cont rol in enhancing or defining 

status. A ‘m iddle m anager’ is st ill a m anager, but  is in the m iddle, 

and therefore subject  to considerable cont rol from  ‘above’ in the 

hierarchical st ructure, for example. The use of generic job t it les with 

no relat ion to a professional background and t raining will also reflect  

the intent ion to cont rol a role more direct ly and concent rate on role 

perform ance rather than allowing the creat ion of a professional 

ident ity. The definit ion, by the organisat ion, of the role as different  

from  another group (either within or outside the organisat ion)  is a 

powerful way of establishing a m odus operandi for the job. Jobs 

defined as being specifically masculine, for exam ple, m ay im ply a 

‘tough’ approach that  prevents incum bents from  object ing to things 

they m ight  otherwise have done, for fear of being seen as ‘weak’.

4 .6 .6 Providing a specif ic vocabulary of m ot ives ( an d

explicat ing m ora ls and values)

Alvesson and Willmot t  (op cit )  also note that  this is used to achieve 

an aim , by the organisat ion set t ing out  a series of cultural issues to 
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which the organisat ion is said to subscribe, and then encouraging 

adherence to this philosophical underpinning of corporate values. By 

establishing a series of values and m ot ives for the work being done, 

a culture is established where adherence to those values is put  

above ‘selfish’ mot ives of self-need, whether in term s of pay or 

personal advancem ent. Healthcare workers could see a part icular 

resonance to this const ruct ion, in the policy im perat ive of always 

put t ing the pat ient at  the cent re of everything they do, for exam ple.

Prom ot ing part icular values and narrat ives is a way of or ient ing 

ident ity in a certain direct ion. This m ay involve a hierarchy of

values, and specifically m ilitates against  any resistance discourse by 

put t ing act ive resistors in a category of im m oralists. By resist ing the 

dom inant  discourse, part icular ly where it  is fram ed in this m oral 

context  and backed up by a st rong team  adherence to a cent ral 

(m oral)  fram ework, the individual who seeks to create an 

alternat ive self- ident ity is m ade to feel som ehow infer ior set  against  

the dom inant  discourse.

4 .6 .7 Know ledge and Sk ills

This is part icular ly im portant  in a field where, as we have seen, one 

of the claim s to professional ident ity is the possession of exclusive 

knowledge. By fram ing knowledge and skills in a m ore generic 

set t ing, as interchangeable building blocks, rather than as separate 

blocks of knowledge exclusive to part icular professionals, it  is 

possible to deconst ruct  some of the power base from  which 

professional groups m ay work. The Knowledge and Skills Framework 
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for the NHS (DoH 2004c)  and the Nat ional Occupat ional Skills for 

Mental Health (Skills for Health 2005)  could be seen as examples of 

this kind of explicit  at tem pt  to refram e professional knowledge in a 

m anner which ext racts the power from  the professional groups, 

whilst  at  the sam e t im e having used those professional groups to 

develop the standards.

4 .6 .8 Group categor isat ion and aff iliat ion

This m ethod is described as generat ing alternat ive social categories 

to which the individual is ascribed. By engendering a sense of 

belonging and com m unity within a group of workers, and by 

im plicat ion set t ing a difference between ‘us’ and ‘them ’, a group 

coherence can be created which m ay cause tension with previous 

affiliat ions. This new grouping may not  have a part icular values 

base, and therefore may not  be in direct  conflict  with previous 

elem ents of affiliat ion and ident ity, but  can be direct ly m anaged 

through managem ent  of shared feelings.

4 .6 .9 Hierarchica l locat ion

I n m ost  organisat ions there is an explicit  or im plicit  hierarchy that  is 

supported by sym bolism  and rem unerat ion. I ndividual ident ity 

within the organisat ion is defined therefore by relat ive posit ions of 

superior ity or subservience to other m em bers of the organisat ion. 

Even in organisat ions where there is a nom inally ‘flat ’ organisat ional 

st ructure there will be inform al hierarchies of experience, influence 

or personal charism a. Som e progressive companies m ay downplay 
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the hierarchical structures that  inevitably exist , or m ay shape the 

whole company as being ‘elite’ and therefore hierarchically superior 

to com pet itors. The way in which this hierarchical st ructure plays 

out  within m ult idisciplinary team s can be m ult ifaceted and related to 

im plicit  rather than explicit  power factors. Long et  al (2008)  pointed 

out  the underlying tensions within a nom inally democrat ic team 

where actually professional ident ity cont inues to have a powerful

influence on team  funct ioning and hierarchy. Even where these 

professional ident it ies can change to adapt to a team  funct ion they 

st ruggle within a wider set t ing that cont inues to reinforce 

hierarchies based on status.

4 .6 .1 0 Establishing and clar ify ing a clear  set  of ru les of 

the gam e

Within organisat ional culture (as described by Alvesson and 

Willmot t , op cit )  this is the expectat ion of ‘how things are done’.  

The naturalisat ion of rules and standards calls for individuals to 

adapt  to a part icular way of doing things. Often this will be a form  of 

professional socialisat ion, but  there m ay also be organisat ional 

differences that  establish different  ways of doing things and 

therefore cont r ibute to ident ity form at ion. As an exam ple it  used to 

be that  different  hospitals would have their  own view about  how 

beds were m ade up and this group ident ity of how things were done 

‘here’ served to m ark nurses as ‘belonging’ to their  part icular 

inst itut ion, as opposed to the one across town. The learning of, 

adaptat ion to, and natural adopt ion of part icular sets of rules and 
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m ores m arks the way in which ident ity may be forged, sm oothing 

the daily operat ions of a part icular organisat ion.

4 .6 .1 1 Defin ing the context

By describing a part icular context  for operat ing, individual ident ity 

can be defined. This wider contextualisat ion of an individual’s or an 

organisat ion’s situat ion invites em ployees, for example, to define 

their  own ident ity in the context  as described by the organisat ion, 

but  using the context  as the organisat ion chooses to describe it .  An 

organisat ional ‘Mission statem ent ’, for exam ple, sets a context  

within which all staff are expected to locate their own purpose. 

These different  form s of ident ity regulat ion m ay occur 

sim ultaneously and m ay cont radict  each other as well as 

com plement ing their  own internal m essages. I n those cases it  is for 

the individuals to m ake what  sense they can of the dominant  

discourse. The potency of these m essages is, of course, always 

condit ional upon the individuals’ recept iveness to those m essages, 

but  then again the staff m em bers m ay have been recruited, in part , 

according to whether they fit  in with the m essages being 

dissem inated by the organisat ion.
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4 .7 I dent it y W ork  and the creat ion of professional i dent it y

Having looked at  the way in which organisat ions can shape the 

ident ity of their  employees, it  is also necessary to look at  the 

response of those individuals. Clearly, as Alvesson and Wilmot t  (op 

cit )  have pointed out , the concepts are closely related, and 

interact ive. Sveningsson and Alvesson (2003)  point  out  that  ident ity 

work occurs in social and discursive contexts. I t  is assum ed that 

these contexts are constant ly shift ing and uncertain, so that  the 

ident ity work is also an ongoing project  in response to the changing 

situat ion in which the individual or group find themselves. I n som e 

ways the groups we are part icular ly concerned with, in 

m ult idisciplinary m ental health teams, are m ore coherent  than 

others. Alvesson (2001) , for exam ple, looks at  developing work 

groups where the comm onality of the group has far more am biguity, 

and cont rasts this with professional organisat ions that , he claim s, 

are character ised by the relat ive hom ogeneity of the professional 

group. I dent ity work in relat ively stable professional groups m ay 

lead to uncertainty, but  that  would derive m ore from  there being 

com pet ing discourses as to how to const ruct  a current  ident ity that  

fit s with personal self ident ity. By use of a case exam ple Alvesson 

(op cit )  seeks to place ident ity work as a constant  st ruggle, but  a 

product ive one. He argues that  individuals seek stable ident it ies, 

which assum e that individuals st r ive for com fort , meaning and 

integrat ion as well as som e coherence between self-definit ion and 

the work situat ion. These insights, from  an organisat ional 

perspect ive can be seen to have resonance in healthcare set t ings. 
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But ler (1990 and 1993)  felt  that  ident it ies were largely 

perform ative, and that  those ident ity performances are broadly 

shaped by social sanct ion and taboo. Within healthcare the social 

context  of what  m akes a ‘good pat ient ’ or a ‘car ing nurse’ is 

part icular ly powerfully loaded (Brown et  al 2006) . For healthcare 

professionals then this social context and the value at t r ibuted to 

professional ident ity by individuals, and by those for whom  they 

care, should not  be underest im ated.

Lem ke (2008)  notes that  there are different  elements to this 

com plex perform ance of ident ity. He suggests that  there is a 

difference between longer term  ident ity, which const itutes a pat tern 

across t im e and situat ion, and those shorter term  ident it ies which 

play out in relat ion to part icular events. I n this he links ident ity 

creat ion to the ideas of Pierre Bourdieu (which will be exam ined in 

the next  chapter)  about the creat ion of a ‘habitus’ that  shapes long 

term  ident ity format ion. 

Crucially this concept  of ‘ident ity-work’ needs to be related to the 

healthcare professions and specifically to m ental health care teams 

( including CAMHS) . I n the literature review it  was noted that  this is 

now start ing to happen (part icular ly Brown et  al 2000 and 2003) , 

but  that it  is part icular ly difficult  for staff in com munity set t ings 

where role blurr ing is m ore prevalent  than in hospital set t ings.  

Whilst  there are many exam ples of role descript ions within 

healthcare team s, the num ber of at tem pts to describe what  Tracy 
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and Naughton (2000)  describe as ‘ident ity-work’ are st ill very 

lim ited, probably because of the difficulty in defining that  work. 

Tracy and Naughton (op cit )  suggest  that  m uch of what  can be 

learnt from  pract it ioners com es from  their ‘small talk’, the ways in 

which they describe their  work in conversat ion. This em phasis on 

‘sm all talk’ and the use of language will be exam ined m ore closely in 

the next  chapter as the choice of m ethodology is explained.
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Chapter  Five -  Methodology

5 .1  Genera l Qualita t ive background

The argum ents for purely quant itat ive research and the benefits of 

qualitat ive research have been well rehearsed over the years ( i.e. 

Polit  and Hungler 1993, Morse and Field 1996, Robson 1993, and 

Brown et  al 2003) . Prim arily research looks now to what  is the m ost  

appropriate m ethod for the research aim , and to establish a good fit  

between the intended outcome of enquiry and the m ethod best  

suited to achieve that  aim  (Robson 1993) . This study is looking at  

establishing new knowledge about  the nature of how people 

const ruct  their  professional ident ity. The following pages therefore 

m ake an argument  for the use of one part icular form  of qualitat ive 

enquiry, Crit ical Discourse Analysis as the best  fit  of m ethod to the 

aims and object ives of the enquiry.

5 .1 .2  Qualita t ive m ethods

The nature of the knowledge to be uncovered within this study is 

not  seen in a posit iv ist  m anner. The philosophical posit ion from 

which I  start  is an interpret ivist  one, based on the idea that  the 

world is separately and uniquely const ructed by each individual on 

the basis of their  experience. There will naturally be areas of 

com m onality that  will be highlighted, but  essent ially the argum ent  

will not  be one of establishing a single answer, or series of answers 

that  will be generalisable. The validity of the arguments developed 

will be in the resonance, or otherwise, that  they generate within the 
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people affected by these issues, and the thesis is designed to be a 

cont r ibut ion to the debates on professional ident ity within m ental 

health workforce and CAMHS. This developm ent  of ideas and the 

inherent validity of those ideas can only com e from a qualitat ive 

approach that  seeks to gather the views of the people affected and 

set  it  in the context  of the const ructed world in which they operate. 

This social const ruct ion, within the health service, is guided by the 

policy context  which establishes and regulates the operat ion of the 

health service, and which provides the com monality of context  

within which pract it ioners operate.  The arguments for the use of 

qualitat ive research within health set t ings, despite their  lack of 

generalisabilit y, have been well m ade over the years ( i.e. Silverm an 

2000, Denzil and Lincoln 1994, and Miles and Huberman 1984) .

The rest  of the chapter will focus on the philosophical underpinnings 

of this approach, and the choice of a specific m ethod for this 

part icular enquiry. 

5 .2  Philosophica l underpinnings

Having alluded to the need for a social const ruct ionist  view of the 

world order to m ake sense of how people const ruct their own 

personal and professional ident ity it  is im portant  to put  these ideas 

in context .  Social const ruct ionism is a broad term  used to describe 

the twent ieth century philosophical m ove towards relat ing all hum an 

experience to what   individuals can m ake sense of for themselves. 

I n this respect  it  assum es that  these realit ies will not  all be the 
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sam e for each individual because each person is different  and 

shaped by a variety of experiences and social contexts.

Philosophy worked its way from  a purely em pir icist  and posit iv ist  

posit ion which derives from  the Renaissance, through the history of 

western philosophy, to current ‘postm odern’ posit ions. The 

beginning of the twentieth century was m arked by social upheaval 

caused by a num ber of stucturalist  m ovem ents, most  notably 

Marxism and the accom panying com m unist  polit ical system s. 

Marxism, alongside other st ructuralist  philosophies cr it icised the use 

of science and posit iv ist  thinking, through its claim  that  science was 

the m ost  authoritat ive, even the only, source of knowledge. The 

relat ionship between exclusive claim s of knowledge and its use as a 

form  of power over the people was given a personal and 

individualist ic twist , though expressed in polit ical term s (Benton and 

Craib 2001) .  At  the sam e t im e Freud’s thinking about  how the 

current  experience affects and changes the past  within a 

psychoanalyt ic fram ework was of great influence in the st ructuralist

m ovem ent  (Lechte 1994) . The relat ion between personal experience 

and how we perceive the world and react  to it  was further 

developed by Lacan, who st ressed the im portance of language 

within Freud’s work. Lacan st ressed that  language has the capacity 

to say som ething other than what  it  says, that  language speaks 

through hum an beings as m uch as they speak through it   (Lechte 

1994) . Whilst  Lacan sits within the st ructuralist  t radit ion his 
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cont r ibut ion to the developm ent  of this thought  is to em phasise the 

effect  of language on hum an behaviour (Brockelm an 2001) .

Within postm odernist thought  the influence of Michel Foucault  has 

been cr it ical in the interpretat ion of history, power, and the 

individual’s place within society. Foucault  t ied together the them es 

m ent ioned already in ‘The Order of Things’ (1966) , in which he 

posited that , if the present  is in a state of re-evaluat ion in the light  

of our experience, then the past  m ust  also be cont inually revisited, 

and that  to write a history of the past  is to see it  anew in the light  of 

contem porary experience. This thinking developed into Foucault ’s 

link between the exercise of knowledge as power. Foucault ’s central 

preoccupat ion with the ways in which power is exercised within 

society have been of great  influence since he first  wrote them . I n 

‘Power/ Knowledge’ (Foucault  1977)  he created a difference between 

st ructuralist  interpretat ions of power, where a single block of power 

interests create a situat ion with a single intent  ( i.e. the Marxist  

theory that  capitalists cont rol the m eans of product ion)  and a 

posit ion where power emerges as the result  of a number of 

individual or group interests and intent ions, which m ay be either 

convergent  or divergent . Thus, in order to understand what  is going 

on in any given situat ion it  is necessary to understand the 

m ot ivat ions and interests of a num ber of different  part ies and how 

these lead to the current  situat ion. Thus the em phasis changes from  

m onolithic social cont rol to a situat ion in which social order in the 

m odern world relies m ore upon the internal disciplining of the 
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individual. We are not  m ade to behave in a certain way, Foucault  

argues, but  we m ake ourselves behave in that  way. The very ideas 

of choice and freedom that  we hold so dear thus ensure that  we 

actually act  in a way that  is subordinate to the created norm  or 

ident ity. The use of purely Foucauldian thought  processes in studies 

of ident ity and organisat ional theory, whilst  hugely influent ial, has 

been cr it icised for not  adequately addressing issues of individual 

agency. I mplicit  in Foucault ’s argum ents is the not ion that  

resistance to power is st ill part  of the sam e system, that  resistance 

is never in a posit ion of exter ior ity to the power that  is present . 

Since Foucault ’s death the increased interest  in ‘ident ity-work’ has 

led to m ore thinking about  the possibilit ies for autonom y, resistance 

discourse, and individual st ruggles against  systems of power (Brown 

et  al 2006) . As we will see below in m ore detail Fairclough (2005)  

looked at  the need, part icular ly when Crit ical Discourse Analysis is 

used in organisat ional studies, to adopt  a m ore ‘realist ’ stand 

towards the world that  is being invest igated, recognising the 

existence of power st ructures within their  social context . 

Pierre Bourdieu’s cont r ibut ion to health care com m unicat ion and to 

the understanding of ident ity creat ion within professions is also 

im portant . His work creates an understanding of the symbolic 

st ructures around us and how they affect  an individual or collect ive 

understanding of the social world. As a sociologist  rather than a 

pure philosopher Bourdieu also adopts a realist  stance towards the 

the invest igat ion of social phenom ena. He proposed, for example, 
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that  research m ethodology is a process through which one 

const ructs ‘objects of research’ (Bourdieu and Wacquant  1992) . I n 

this respect  the em phasis is on yielding coherent  objects of 

research, and the process of const ruct ing those objects involves 

select ing theoret ical fram eworks, perspect ives and categories to 

br ing to bear on the research topic, and which can m ake sense of it .

Specifically Bourdieu focussed on language, categorizat ion and 

labels, with their  system s of reproduct ion and t ransform at ion. 

Bourdieu posited that  an individual’s m ental schem a is an 

em bodim ent  of social divisions, dist inct ions and categorizat ions, 

thus linking the social and cognit ive. He also saw this as serving an 

im portant  polit ical funct ion, that  sym bolic system s were not  only 

inst rum ents of knowledge, but  of (polit ical)  dom inat ion. The medical 

em phasis on diagnosis, for exam ple, gives the power (as well as the 

knowledge)  to the medical profession by dr iving a wedge between 

the professionals and those whom  they ostensibly seek to ‘serve’, 

and thus reinforces the social order. From  this Bourdieu also posited 

that  essent ially these system s of classificat ion are sites of a social 

st ruggle for power between groups and individuals, so that  the 

prom ot ion of very fixed groupings such as professions, ethnic 

groups and t reatm ent groups ( those affected by part icular m edical 

condit ions)  leads to divisiveness and difference in power 

relat ionships. The essence of how language is used to enforce these 

power im balances was cent ral to Bourdieu’s understanding of the 

way in which social power is used (Bourdieu 1992) . The 
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understanding of how ‘sym bolic power’ and ‘sym bolic capital’ (often 

called linguist ic capital)  are used depends on the social value 

at t r ibuted to certain things, such as knowledge, pract ice, econom ic 

resources or polit ical power. Each of these m ight  be given different  

weight ing by decision m akers, for example, in determ ining how 

health care is provided (depending on the prevailing polit ical 

clim ate)  and thus affects things like team  com posit ions and 

workforce planning.

Bourdieu further elaborated on this by developing three concepts 

which direct ly affect  this study. He looked at  ‘fields’, defined as 

“…the networks of social relat ions, st ructured system s of social 

posit ions within which st ruggles or m anoeuvres take place over 

resources, stakes and access.”  For the purposes of this study this 

relates to the different  fields that  different  professionals m ight  

occupy depending on how m uch capital they have acquired through 

the am ount of prest igious language and social pract ice they are able 

to perform . The tensions between different  professionals (as 

individuals or groups)  m ay therefore be direct ly related to their  use 

of language to defend or reinforce their  status (social capital)  and 

posit ion within the healthcare system. Bourdieu, however, 

recognised that  these fields are constant ly changing dynam ic social 

m icrocosms that  adapt  to their  circum stances and their  relat ionships 

with other field groupings. Drum mond (1998)  suggested that  this 

can be applied specifically within healthcare to different  

organisat ions (and professional groups)  as ‘subfields’, within a 
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larger field. Thus each group creates a space in which the social 

gam e takes place as each group (or individual)  jost les for posit ion.

This is further refined by Bourdieu to relate to individuals by vir tue 

of their  own ‘habitus’ as em bodied by individual social actors within 

the larger field. This concept  relates to individual react ions to the 

wider social gam e according to their  ( individual)  feel for the rules of 

the gam e. Habitus can exist  as m ental schem ata, as a m at r ix of 

percept ion, appreciat ion and act ion, and crucially is usually so 

deeply im bued within an individual that  their  ways of react ing to the 

social gam e are deeply subconscious rather than overt :  it  is sim ply 

what  they see as a ‘com mon sense’ react ion to a situat ion. This 

habitus, as with other areas, is not  a stat ic creat ion, but  is a 

dynam ic react ion to a whole array of different  influences, and will 

change according to experiences that  m ay reinforce or m odify an 

individual response. Clearly there are st rong links between field and 

habitus, the one having a st rong influence on the other, but  there 

can also be a reflexive changing of the field based on the 

individual’s influence on it .  The individuals m ay act  as social agents 

to change the field either consciously or due to their  act ions that  

m ay be unconscious.

Finally Bourdieu developed a com plem entary concept , that  of ‘doxa’, 

which relates to how com mit ted an individual is to the ‘rules of the 

gam e’, and thus how easily they will go along with those socially 

const ructed rules. This can also relate to polit ical use of the rules to 
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exercise power and influence the outcom e of collect ive decision 

m aking and will be im portant  for this study when looking at  the 

explicit  use of part icular phrases and ways of thinking, in order to 

further the aim s of a part icular direct ion of policy. By ut ilising the 

‘doxa’ of public thinking or vocat ional professions, for example, it  is 

possible to underm ine opposit ion to a direct ion of t ravel. 

5 .3  Linguist ic m ethods of analysis

Having focussed on language as a way of analysing the m eaning 

inherent in what  people say, think about  and write on their  ident ity, 

it  is necessary to be clear about  which m ethods are m ost  useful for 

this part icular study. Qualitat ive m ethodology, as applied within 

health research, has t radit ionally focussed on the lived experience, 

rather than the language used to express that  experience. Studies 

using phenom enology, for exam ple, use the philosophical and 

herm eneut ic m ethods to find meaning in the experience ( i.e. Crot ty 

1996, Walsh 1999, & Geanellos 1998) , and ethnom ethodology has 

also been used to t ry to com prehend the hum an understanding of 

situat ions ( i.e. St rauss 1963, Taylor 2003) .  These m ethods have 

their  place within health research, and grounded theory, in 

part icular, is a popular m ethod (St rauss and Corbin 1998) . These 

m ethods, however, have lit t le scope for including external reference 

points, such as the relat ion of policy to pract ice, which is cent ral to 

this study.
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The field of linguist ic studies offers m ore variety in techniques in the 

study of discourse, and is closely related to philosophically based 

techniques of invest igat ion. Whilst  philosophical invest igat ion, such 

as Ricouer’s exam inat ion of the herm eneut ics of narrat ive (Ricouer  

1984,1985,1988) , has m uch to offer, it  is essent ially an abst ract  

m ethod, which does not  focus on individual narrat ives and research 

techniques in a manner which m akes it  usable in health research 

term s. Linguist ic analysis of specific discourse, both writ ten and 

spoken, offers tools for health research that  can be m ore readily 

applied to this quest ion.

Within linguist ics, and specifically applied linguist ics, there are a 

variety of tools that have been developed with research in m ind. 

They include quant itat ive tools, such as corpus linguist ics (see 

Reppen and Sim pson 2002, Baker 2006) , as well as m ore 

qualitat ively focussed m ethods. Some m ethods, such as 

conversat ion analysis (e.g. Woofit t  2005)  focus very closely on 

spoken language, and as such would be useful for analysing the 

spoken, though not  the writ ten policy elem ent  of this study. I n 

addit ion conversat ion analysis has been cr it icised for focussing too 

closely on the content  of individual spoken discourse, and failing to 

give enough at tent ion to the social and polit ical context  of that  

spoken discourse (Titscher et  al. 2000) .

Recent ly there has been an increase in interest  in using linguist ic 

m ethods for analysing health com m unicat ion, and an understanding 
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is being developed that  there is a place for this use of linguist ic 

m ethodology within the health dom ain.  Crawford et  al (1998)  set  

out  the pract ical basis for the use of linguist ic methods, and have 

defended that  thesis (Crawford & Brown 1999)  against  those who 

contest  its place in the pragm at ic world of nursing, for example 

(Clark 1999) , and em phasizing the need for ‘evidence-based 

com m unicat ion’ (Brown et  al 2006) . 

5 .4  Cr it ical Discourse Analysis

5 .4 .1  The inf luence of Norm an Fairclough

Having looked at  the background to the use of linguist ic m ethods in 

health set t ings it  is im portant  to m ove onto the m ethod that  seem s 

m ost  appropriate for this study. Jaworski & Coupland (1999)  note 

that  all form s of discourse analysis adopt  a ‘cr it ical perspect ive in 

language’,  but  that  not  all such writ ing would call it self cr it ical 

discourse analysis.

I t  is, of course, t rue that  m any m ethods of qualitat ive research are 

ult im ately dependent on a form  of textual analysis for their  final 

conclusions. This m ay, for example, be a them at ic analysis of notes 

collected for an ethnom ethodological or grounded theory study, or 

of t ranscripts of st ructured interviews. Titscher et  al (2000) , for 

exam ple, ident ify these approaches am ongst  a wider group for 

which they see applied linguist ic approaches as appropriate. They 

also ident ify other specific approaches to linguist ic analysis as 
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sociolinguist ic analysis and funct ional pragm at ics. The applicat ion of 

such linguist ic approaches, and part icular ly the use of conversat ion 

analysis, has been cr it icised within social sciences as put t ing too 

m uch em phasis on the language elem ents of the discourse. Whilst  

we have argued that language is an inst rum ent  of change and a 

m ethod of exert ing power and influence the social context  in which 

this is done is also vital to fully understand the way in which 

language is used. Conversat ion analysis, for exam ple, puts 

em phasis purely on the words presented in conversat ion and avoids 

looking for contextual m arkers which m ight  inform  that  analysis. 

Whilst  som e authors (e.g. Woofit t  2005)  have argued that  

conversat ion analysis m ight  be used to look at how power is 

exercised, for example, within verbal exchanges, they fall short  of 

applying the tools that  a cr it ical approach to discourse analysis 

allows for the wider sociological interpretat ion of discourse. 

Whilst  Fowler (1981)  m ay be seen as the likely or iginator of this 

style of work, it  is undoubtedly the work of Norm an Fairclough that  

has led to a dist inct body of m ethodological work known as Crit ical 

Discourse Analysis (CDA) . Fairclough (1995)  theorised that  

‘ideological discursive form at ions’ ( I DFs)  were form ed in a social 

context , usually by the dom inant  social group, and that  these I DFs 

then becam e subsumed into what  society takes for granted as 

‘com m on sense’. I n this way social structures determ ine propert ies 

of discourse, and discourse in turn determ ines social structures. The 

goal of cr it ical discourse analysis is therefore a polit ically based one 
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because to see through the predom inant  I DF is to ‘denaturalise’ it  

from  its social and polit ical context . The processes of naturalisat ion 

and the crit ical denaturalisat ion of discourse, however, are dynam ic, 

im plying a st ruggle between social arrangem ents and acts of 

im posit ion and resistance to that  im posit ion. Fairclough’s use of 

language analysis is deeply rooted in postm odernism, and is closely 

related to the Foucauldian interest  in inst itut ional power. As his 

m ethods developed, however, he was keen to distance him self from  

purely Foucauldian m ethods. I n his later work ( i.e. Fairclough 2005)  

he argued for a more ‘cr it ical realist ’ stance, and suggested that  

m ethods of discourse analysis which fail to em bed them selves in the 

very real world of social and polit ical structures cannot  hope to do 

full j ust ice to a cr it ical analysis of discourse. Whilst  retaining an 

interest  in close textual analysis the realism  inherent  in Fairclough’s 

approach is dem onst rated through this at tent ion to im m ediate social 

context  and broader polit ical concerns.

I n ‘Language and Power’ (Second Edit ion 2001)  he is explicit  in his 

polit ical analysis, and his illust rat ions of CDA in pract ice are often 

rooted in explicit  cr it iques of polit ical report ing ( i.e. ibid Chapter 7 

Creat ivity and st ruggle in discourse:  the discourse of Thatcherism .)  

However it  is not  necessary to share Fairclough’s polit ical views in 

order to use the m ethod that  he proposes, because inherent in the 

system  is the thorough explanat ion of how conclusions are drawn, 

which leaves the reader to then const ruct  their  own reality around 

what  is writ ten.  Whilst  Fairclough is keen to avoid reducing CDA to 
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a t ickbox system  for analysis, he is st rongly in favour of its use as 

an interdisciplinary m ethod rather than rest r ict ing it  to a purely 

linguist ic endeavour. Thus he has been clear in looking at  its 

applicat ion to all form s of social research, for exam ple in ‘Analysing 

Discourse’ (2003)  he produces a ‘m anifesto’ for the use of CDA in 

social research, which consists of what  he considers to be the m ost  

significant  areas of analysis that  should be applied to texts. Phillips 

and Jorgensen (2002)  ident ify three key concepts in Fairclough’s 

work:  the text ;  the discursive pract ice;  and the social pract ice. 

Analysis therefore should concent rate on the linguist ic features of 

the text  ( text ) , the processes relat ing to the pract ice and 

consum pt ion of the text  (discursive pract ice) , and the wider social 

pract ice to which the com m unicat ive event  belongs ( the social 

pract ice) .

5 .4 .2  Other  CDA authors and uses

Fairclough is not  the only person to have applied CDA to social 

analysis or to healthcare set t ings. I ts applicat ion has been seen as a 

way of developing an awareness of the facilit y for linguist ic analysis 

to be used across a wide variety of disciplinary set t ings. Teun van 

Dij k (2001)  has argued passionately for CDA to rem ain a flexible 

tool which can be applied by non linguists and integrate the 

influences of different  authors and approaches. Both Wodak (2001)  

and Meyer (2001)  separate out  the possible ways of applying CDA 

to an analysis of socially relevant  m aterial which takes into account 

the context  from  m icro to m acro levels, and even Fairclough him self 
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allows different  interpretat ions of his style of using CDA at  different  

stages of his published work on the subject , giving different  levels 

of detail as being useful in different  form s of analyt ical work.

5 .4 .3  The Pract ica l Use of CDA 

Whilst  Fairclough and others have wanted to avoid a t ickbox 

approach to CDA he did, as we have seen, produce a sum m ary 

‘Manifesto’ which highlights the key areas for analysis of text  and 

spoken discourse (Fairclough 2003) . This is within the context  of his 

desire to see CDA as an interdisciplinary exercise, not  just  one for 

applied linguists, and he cont inues to stress the social aspects of the 

analysis as well as the m ore technical linguist ic approaches.

5 .4 .3 .1  Socia l Events

Within a postm odern context  all discourse within CDA is seen as 

part  of a social event. Whilst  there m ay be a greater or lesser 

degree of social interact ion involved, the key element  is that  

discourse cannot  be separated from the social event  by which it  

gains m eaning. A book that  is never read loses m uch of its 

connect ion to its social context , but  it  has st ill been produced and 

deposited in a social context . The product ion of discourse therefore 

takes place socially, produced by agents who are socially 

const rained (but  not totally socially determ ined) , and received or 

consum ed by others who are also socially contextualised. The social 

st ructures in which discourse is produced also st rongly influence 

how discourse is shaped, and how it  influences those for whom  it  is 
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produced (or those it  reaches, even if not  or iginally produced for 

them ) . Fairclough also refers to this concept  as ‘orders of discourse’ 

and sees this as a way of exert ing cont rol, through discourse, in a 

linguist ic way through the product ion of text  and spoken discourse.

5 .4 .3 .2  Genre

The concept  of genre describes the form at in which a part icular text  

is created, although it  is recognised that  there are not  always st r ict  

rules or convent ions by which to judge the genre. Texts often have 

a st r ict , alm ost  r itualised style and genre, against  which they are 

judged, as in the case of form al academ ic scient ific writ ing. 

Departure from  the recognised style would only be contem plated in 

order to m ake a point , whilst  norm ally editor ial style would ensure 

consistency of style and presentat ion. Most  other genres are less 

form alised, although there would also be a recognisable genre 

feature of newspaper report ing, for exam ple, with slight  differences 

of style between newspapers designed to reflect  their  perceived 

readership. There are two m ain parts of the analysis of genre within 

CDA. The first  concent rates on genre st ructure (of ‘genre chains’ 

and ‘genre mixtures’) , whilst  the second part  draws on m ore 

detailed textual analysis to look at  the relat ionship between textual 

elem ents and the way they incorporate intertextuality.

I n term s of genre act ivity the concent rat ion is on the intent ion of 

the textual creator within the genre. What is the intent ion of the 

writer (or speaker)  when they choose a part icular genre of 
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discourse? The intent ion therefore is to look at  what  is the purpose 

of the discoursal act ivity. There is also the possibilit y of hierarchy of 

purposes within the textual act ivity;  that  there exists a pr im ary 

purpose to the creat ion of the discourse and a secondary (or 

tert iary)  purpose also.

I t  is worth not ing at this point  that  for the purposes of this thesis 

there will be two m ain genres to exam ine, the policy docum ent  and 

the research interview, so the concent rat ion will be on aspects of 

discourse creat ion within these two genres and how they relate 

specifically to professional ident ity discourse.

5 .4 .3 .3  Difference

Prim arily this category of analysis is in respect  of the discourse’s 

apparent  openness to recognit ion of, and acceptance of, difference. 

Hence the need to examine the discoursal reference to alternat ive 

ways of approaching the subject  m at ter, an understanding of 

alternat ive ways of approaching the subject  and dialogue with this 

alternate paradigm. The absence of reference to alternate ways of 

understanding a subject , for exam ple, m ight  betray a lack of 

analyt ical r igour on behalf of the creator of the discourse. 

Alternat ively it  may be that  the discourse creator is deliberately 

at tem pt ing to port ray their  own version of events as the only 

possible interpretat ion. Failing to countenance different  ways of 

relat ing to the subject m at ter serves the purpose of dism issing 

those ways of thinking, and is again an exercise of power. By 
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m aking overt  the assum pt ions inherent  in the text  in relat ion to 

difference, the analyst  can draw conclusions as to the intent ion of 

the discourse creator.

5 .4 .3 .4  I nter tex tua lit y

Closely allied to the exam inat ion of difference, but  specific to the 

use of text  within the discourse is the issue of intertextuality. The 

exam inat ion of the discourse’s use of other textual, cultural or social 

references shows an orientat ion towards the or iginal text . The ways 

in which other texts are used can be exam ined and crit iqued. The

use of direct  or indirect  quotat ions and referencing of source 

m aterial m ay be a feature of genre (as noted above, and inevitably 

there is overlap in each of these categorisat ions of analysis) , so the 

way in which source material is used in academ ic papers is very 

different  from  the pract ice of journalists, for exam ple. I n part icular 

it  is important  to dist inguish between direct  report ing which would  

be very explicit ,  including direct  at t r ibuted and referenced 

quotat ions, and indirect  report ing which m ight  summarise the 

content  of a previous docum ent  or speech act  rather than giving an 

exact  report  of the words and phrases used. Clearly it  is often easier 

and quicker to do the lat ter, though it  does rely on a level of t rust  

that  the sum m ariser accurately reflects the intent ion of the or iginal 

discourse, as there will inevitably be a level of interpretat ion in the 

indirect  report  which does not  allow the recipient  to draw their  own 

conclusions from  the m ore direct  report ing style. Som et im es this 
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indirect  report ing may add to the discourse, for exam ple by 

report ing ironic or sarcast ic intonat ion in a speech act  which m ay 

not  be easily determ ined from  a direct  report  ( i.e. ‘That ’s nice, isn’t  

it…’) . I ndirect  and unat t r ibuted report ing, however, m ay also be 

interpret ive without  allowing the recipient  to decide for them selves 

what  the actual intent  of the or iginal author was. Journalists 

report ing on m edical breakthroughs, for example, have an intent ion 

of creat ing an interest ing story for the readers of their  newspaper, 

website or other m edium , and would look for an at tent ion grabbing 

elem ent  of a m edical report  without  necessarily report ing the m ore 

caut ious conclusions and intent  of the academ ic authors. I t  is even 

possible to use intertextuality as a way of m isleading people, for 

exam ple the habit  of theat res to quote very select ively (using a 

word or phrase out  of context )  from  crit ics’ reviews when 

advert ising their  product ions.

5 .4 .3 .5  Assum pt ions

Assum pt ions within discourse can take one of three main forms. 

There is, within such assum pt ions both the inherent  need of social 

cohesiveness and the capacity to exercise social power by the 

dissem inat ion and propagat ion of what  is assum ed to be good and 

desirable, for exam ple. Fairclough ident ifies the three m ain 

assum pt ions to be:
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 Existent ial assum pt ions – assumpt ions about what  exists;

 Proposit ional assum pt ions – about  what  is or can be, or will 

be the case;

 Value assum pt ions – about  what  is good or desirable.

To a certain degree there is a need to make assum pt ions within text  

and discourse, for explaining each of the underlying assum pt ions of 

every discourse m ay be an unnecessarily lengthy process. I t  is a 

reasonable expectat ion that  readers of certain types of texts, or 

consum ers of different  form s of m edia m ight  have som e 

understanding of the stance of the producers. The producers of 

journalist ic text  on Fox News or CNN will m ake different  

assum pt ions about  the polit ical and philosophical worldview of their  

consum ers than those report ing for Al-Jazeera, for example. 

Likewise readers of scient ific papers will be expected to have a 

posit iv ist  view of western science and som e understanding of the 

pr inciples and assum pt ions of that  discourse.

5 .4 .3 .6  Sem ant ic and gram m at ica l re la t ionships

The concent rat ion on sem ant ic and gram m atical relat ionships m ay 

appear esoteric for social research, but  it  has its basis in the issue of 

social exercise of power. This is part icular ly important  for this thesis 

in term s of policy discourse, as the cent ral discussion is of the use

of language in legit im ising the text , or establishing its authority. 

Part icular ly as this thesis looks at  how change processes are 

int roduced, and how the subjects of the proposed change react  to it ,  

then the way in which the changes are ‘sold’ to them  through use of 
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language becom es cent ral to the analysis part icularly of the policy 

discourse, but  also in exam ining whether the subjects respond on a 

conscious level to the language used to ‘sell’ the changes. 

Within this part  of the analysis the em phasis is on how sem ant ic 

relat ionships are established, through causal, condit ional, temporal 

and other sem ant ic relat ionships ( i.e. addit ive, elaborat ive and 

cont rast ive or concessional statements) . The way in which the text  

is const ructed is therefore used to exam ine how the authors of 

policy docum ents m ight  generate, for exam ple, a plausible 

argum ent  for the changes they propose, or use the language to 

forestall ant icipated obstacles or challenges to the proposed change 

process.

5 .4 .3 .7  Exchanges, speech funct ions and gram m at ica l  m ood

The use of this category of analysis is less obvious within this thesis 

given the nature of the two m ain form s of discourse being 

exam ined, but  it  does relate to the research interview sect ion in 

that  the part icipants of research interviews are aware of the 

funct ion of the exchange ( for the researcher to ascertain the 

interviewee’s views on a certain subject ) . I n this respect  the 

funct ionality is clear, but  given that  am ongst  the interviewees in the 

study were a num ber of the authors of policy docum ents, it  could be 

expected that what  Fairclough calls ‘promot ional culture’ m ight  

occur, that the authors would seek to prom ote the ideas inherent  in 

the docum ents which they had helped to create, and seek to play 
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down cr it icism s of those docum ents, again to legit im ise the ideas 

they promote.

5 .4 .3 .8  Discourses

Although the whole exercise is about  discourse in its broadest  

sense, there remains a cent ral need to ident ify and character ise the 

discourses used within the subject  m at ter. The part icular use of 

m etaphor as well as vocabulary is im portant , in the ways that 

m etaphor can produce an em ot ive response, for exam ple, or build 

up an atm osphere of m easured reasonableness as a way of 

persuading the reader or consum er of discourse of the validity of 

the argument  presented. Fairclough again emphasises this as an 

im portant  elem ent  within the polit ical analysis of discourse, for 

exam ple in the way in which polit ical persuasion is dressed in 

em ot ive m etaphor as a way of t rying to generate an argument  that  

is hard to dispute. Given that  m uch of the policy discourse 

exam ined in this thesis is set  within the context  of a change process 

within governm ent  funded public services, then, this elem ent  of 

analysis again becom es im portant.

5 .4 .3 .9  Representat ion of socia l events

This elem ent  of analysis concent rates on the representat ion of how 

social act ivity is created or act ioned. The focus is pr im arily on 

agency and process, again very im portant  for the change processes 

and react ions of the ‘social actors’ that  form s the basis of this study. 

The em phasis is on how language is used to create an im pression of 
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st ructures, and react ions to policy change. For the purposes of this 

study, for example, there needs to be an exam inat ion of the way in 

which policy docum ents explain the need to change and possible 

react ions to it .  I f,  for exam ple, a m onolithic st ructure is created 

whereby there is only one possible react ion offered, then the 

react ion of the social actors affected by this change might  be one of 

resentm ent  that  they do not  have an opt ion (given that  in a 

postm odern world m ost  people like to have a sense that  they have 

sufficient  agency to enact  elem ents of choice within their  lives) . The 

way in which social st ructures relat ing to government  provision of

m ental health care, and the staffing of those team s, in our case, can 

be exam ined within the context of the way in which policy 

docum ents set  out proposals for the use of such team s, and the 

st ructures that  are set  up to enact  and ‘deliver ’ services.

5 .4 .3 .10  Styles

Fairclough defines styles as “ the discoursal aspects of ways of 

being, ident it ies.”  (Fairclough, 2003, p159) . This is cent ral to the 

thesis, but  can be seen through textual m ethods, in part icular the 

words used to describe self- ident ity. As we have seen, const ruct ion 

of ident ity is a complex area com bining personal and socially 

const ructed elem ents. I t  is important  to look, however, at  part icular 

gram m at ical st ructures and the vocabulary used to describe ident ity 

as levels of abst ract ion. 
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5 .4 .4 Reason for  choice -  sum m ary

To sum m arise then, there are a wide variety of qualitat ive methods 

that  could have been used to exam ine the docum ents and 

responses that  form  the cent ral research quest ion of this thesis. 

Crit ical Discourse Analysis has been chosen as it  provides the best  

fit  of method to the m aterial that  is being exam ined. I t  takes into 

account  a wide variety of tools for the exam inat ion of the texts 

produced by governm ent and the words used by policy m akers, 

im plem enters of policy and those affected by the policy. I t  allows an 

exam inat ion not  just  of the words used, but  also of the social and 

polit ical context  in which the policy change has been created and 

consum ed, and gives tools for exam ining in detail the ident ity issues 

which ar ise for those social actors who are ult im ately affected by 

the change.



“The discourse of professional ident ity in CAMHS.”

146

5 .5  Method and process

Having set t led on a m ethodology that  suits the aim  of the study, it  

was necessary to select  texts that  best  represented the policy 

discourse on workforce policy within mental health and CAMHS, and 

to seek the react ion of pract it ioners and others involved in the 

creat ion and im plem entat ion of that  policy. 

5 .5 .1  Sam pling

The init ial aim  of the sam pling was to get  an idea of the areas that 

would be im portant  to the groups involved in creat ing and 

im plem ent ing workforce policy as well as those who are affected by 

it .  The init ial phase was to create an email quest ionnaire which 

would inform  a later interview phase, and which would allow an 

indicat ion of which docum ents would be m ost  im portant  to analyse 

using a Crit ical Discourse Analysis m ethod. The interview phase was 

designed to allow a free discussion of the issues with a nat ional 

sam ple, in order to gather a wide range of views.

5 .5 .1 .1  Em ail contact

Given that  the policy shift  is current , a Delphi m ethod was used to 

establish contact  with policy m akers, im plem enters, and 

pract it ioners in this field within England. The init ial sam ple of people 

who were em ailed ( the policy m akers)  was taken by reviewing 

literature, as above, and using the nam es ment ioned as authors of 

docum ents, or nam ed in public sources as authors. For exam ple, 

whilst  in preparat ion and consultat ion, the National Service 

Fram ework for Children had a series of External Working Groups, so 
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the m em bership of the group working on children and young 

people’s em ot ional well-being (which eventually produced Standard 

Nine of the NSF)  was publicly known. During the consultat ion period 

em ail addresses of the External Working Group m embers had been 

published as a way of views being gathered. Where docum ent  

authors were known and the inst itut ions for whom  they worked 

were available, the websites for their  inst itut ions were consulted 

and the publicly available em ail addresses used. Other inst itut ions 

and public bodies, such as the Nat ional I nst itute for Mental Health in 

England, the Cent re for Clinical and Academ ic Workforce I nnovat ion 

and the Nat ional CAMHS Support  Service also had publicly available 

websites which contained the em ail addresses of staff. The Nat ional 

CAMHS Support  Service had been set  up to oversee and help with 

the implem entat ion of the NSF for Children, Young People and 

Maternity Services, so this provided the source for the 

‘im plem enters’, pr im arily Regional Developm ent  Workers for 

CAMHS.

These init ial contacts were sent  an email asking them  three things 

(see Appendix 1 for exact  text ) :

1) what  they thought  were the key texts on m ental health 

workforce developm ent within the NHS current ly and 

recent ly;

2) who else did they think I  should be asking this of;
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3) and whether they would be interested in partaking in an 

interview in m ore depth in the issues of professional ident ity 

in m ult idisciplinary m ental health team s.

I n total 125 em ails were sent , of which twenty- three received 

autom ated ‘Unable to deliver’ m essages, despite best  efforts being 

m ade to ensure these email addresses were as up to date as 

possible. Of the rem aining 102 there were ten full replies, fifteen 

short  replies saying people were unable to help, and seventy seven 

went  unanswered com pletely. 

The responses from  this init ial em ail were then used to determ ine 

the texts for analysis and to gather the expert  sam ple for interview. 

As the response from  the em ail survey was so lim ited a note was 

kept  from the interview responses in order to further refine the 

policy texts to be used, based on frequency of m ent ion of specific 

docum ents.

5 .5 .1 .2  I nterview  sam pling

From  the above it  was possible to ident ify a group of expert  policy 

m akers and current im plementers of policy for m ore in depth 

interview. However it  was also im portant  to gather current  

pract it ioners in order to get  a view of how policy was being 

im plem ented on a day- to-day basis. Som e of the policy m aking and 

im plem ent ing group were also pract it ioners, having day- to-day 

clinical pract ice as part  of their  job. For the rest  of the sample a 



“The discourse of professional ident ity in CAMHS.”

149

group of pract it ioners was used as a purposive sam ple, as they had 

previously expressed an interest  in this area for a sim ilar piece of 

research. They were contacted by email and let ter and asked if they 

would be interested in taking part  in this project , and arrangem ents 

m ade to visit  them  in order to interview them  at  a t im e and place 

convenient to them selves.

5 .5 .2  Sam ple size and interview  st ructure

The purpose of the interview cohort  was to generate a variety of 

discourses on the current  operat ion of the policy and how it  was 

affect ing the professional ident ity of staff working in 

m ult idisciplinary m ental health care (part icular ly relat ing to child 

and adolescent  m ental health care) . The balance between policy 

m akers and im plem enters and current  pract it ioners was im portant , 

as was the avoidance of ‘group thinking’ that  m ight  distort  the 

r ichness of the discourse generated. I t  was also important  to allow 

as m uch free expression as possible. I n order to gather a wide 

range of views a sam ple size of thir ty was the init ial aim , with a 

geographical spread across England.

With this in m ind an open interview form at  was used, but  with som e 

const raints. A fram ework was generated which followed interview 

principles of easing the respondents into the interview by asking 

m ore factually based quest ions init ially and then invit ing them  to 

m ove the discussion forward within the area set  out . The interview 

schedule did, therefore, follow a very loose format  which st ill keeps 
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it  within the descript ion of an open interview rather than a sem i-

st ructured one (see Appendix 2 for schedule used) . Each interview 

therefore began by establishing the respondents’ professional 

background and their  current  job t it le, as dem ographic background. 

They were then asked what  they knew of current  workforce 

development  within m ental health in England and what  they thought  

were the m ost  im portant  docum ents current ly and recent ly shaping 

those changes. These responses were used, alongside the em ail 

responses, to validate the choice of docum ents for analysis. The 

responses to this sect ion were quite varied, which allowed a m uch 

m ore free flowing open interview for the bulk of the interview t im e. 

The interviewer m ade a deliberate policy of m inim al intervent ion 

during the interviews, allowing each respondent  as m uch t im e as 

they liked to discuss the current  situat ion. The interviewer did pick 

up on things that  the respondents said, however, and invited them  

to expand on certain points, or clar ify issues, but  again did so in a 

m inim alist  way, in order to get  the maxim um  richness and diversity 

from  the discourse of the respondents. As a result  the interviews 

lasted very different am ounts of t im e, depending on the focus of the 

respondents, varying from  thir ty- five m inutes to sixty- five m inutes.  

As a way of rounding off the interviews, and ensuring that  the 

respondents had the opportunity to express them selves freely the 

last  two quest ions tended to be sim ilar for all cases. The 

penult im ate quest ion was norm ally to invite the respondent  to 

speculate where m ental health workforce issues would be in ‘five to 
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ten years’. The last  quest ion was always to see if there were any 

quest ions the respondent  had expected to be asked, but  which had 

not  com e up so far in the interview. This was designed to ensure 

that  areas of interest  to them  were available for discussion and to 

avoid the interviewer having subconsciously shaped the content  of 

the interview to the exclusion of potent ially useful areas of 

discourse. The interview was piloted on one person (an employee of 

the Cent re for Clinical and Academic Workforce I nnovat ion) , and 

m inor refinem ents m ade as a result  of this interview, pr im arily the 

addit ion of the last quest ion allowing respondents to cover areas 

they thought  m ight  have been covered, but  which had not  been.

5 .5 .3  Recording and t ranscr ipt ion

All interviews were recorded both on audio tape and on video tape, 

with an explanat ion given to respondents of the need to ensure 

backup recordings of each interview. I t  was also explained that  

under the m ethodology being used it  was the words recorded that 

were of im portance and that  no form al analysis would be m ade of 

the video tapes for body language or visual cues. After interview the 

audio tapes were t ranscribed and the video tape used as a backup 

source for clar ificat ion of any indist inct  words. A sim ple t ranscript ion 

m ethod was used which recorded em phasis and t im ed pauses for 

reflect ion and thought  (see ‘Note on t ranscript ion convent ions’ 

p.12) . The t ranscript ions were analysed using N’Vivo 1.3 software 

as a m edium  for sort ing and coding the texts. The document  texts 
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selected for analysis were also used in elect ronic form at  to allow 

sort ing and coding with the sam e program me.

5 .6  Lim ita t ions of the m ethodology chosen

Whilst  this study has sought  out  leaders in the field and a 

representat ive sam ple of pract it ioners from  a part icular pract ice 

area, the findings of this research can never hope to be fully 

representat ive of opinion within a complex and rapidly developing 

field. Within the postm odern philosophy in which this research is 

conducted there is recognit ion that  the conclusions drawn are 

inherent ly interpret ivist ic, and alternat ive interpretat ions are 

possible. The m ethodology, whilst  seeking to address this, can 

never fully overcom e the argument  that  a different  sam ple would 

have given different results, and can only seek to be as explicit  as 

possible about  the interpretat ions given throughout  the analysis and 

the reasoning that  leads to the conclusions drawn.

A further lim itat ion on the use of CDA was the size of the corpus 

generated for this study. The methodology generated a consensus 

around three large policy docum ents as the pr im ary policy 

discourse, and led to thir ty- two interviews. Following t ranscript ion 

the interview corpus cam e to over 180,000 words. Applying the full 

r igour of CDA to the whole of this corpus would have extended the 

scope of this project  several t im es over. The insights of CDA have 

therefore been applied to the policy discourse, whilst  being used to 
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inform  and deepen the them at ic analysis of the pract it ioner 

discourse.

There is also the lim itat ion that  this research has not  sought to 

direct ly address the views and opinions of service users and carers, 

other than in ways that  can be uncovered in the policy discourse.

5 .7  Ethica l issues

Given that  this research sought  only to address the concerns of 

pract it ioners and policy m akers within the public sector there were 

lim ited ethical const raints. The int rusion into the t ime of publicly 

paid staff needed to be negot iated with managers to ensure that  

this was seen as a valuable use of their t im e. The potent ial that  

respondents m ight  be upset  or need to reflect  upon their  pract ice as 

a result  of the interviews was addressed in the inform at ion sheet  

which was given to all respondents (see Appendix 2) . I n pr inciple 

m ost  m ental health pract it ioners are expected to seek professional 

supervision and to be reflect ive about  their  pract ice. The interview 

process would enable them  to focus on one area of their  pract ice 

and was unlikely to provoke an em ot ional response. Any 

professional issues upon which they reflected could be taken up in 

the course of their  norm al professional supervision. Nevertheless 

contact  details of the academ ic supervisor were provided as a 

backup to this.
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Ethical clearance, however, was st ill required because of the 

involvem ent  of NHS staff. This was obtained from  the Trent  NHS 

Mult i-site Research Ethics Com m it tee under the normal procedures 

relat ing to NHS-based research. This was adm inistered at  the t im e 

by the Cent ral Office for Research Ethics Comm it tees3 which 

provided a peer review service and  ensured the quality of research 

applicat ions as well as their  ethical integrity. The approval for this 

study specified that  arrangem ents had to be m ade with local 

em ploying Trusts for NHS staff to sat isfy local research governance 

requirem ents. I n pract ice these varied from  Trust  to Trust , but  care 

was taken to ensure full consent  from respondents and 

authorisat ion from local em ploying Trusts where appropriate, 

including an honorary cont ract  in one case (See Appendix 3 for 

Consent  Form ) .

                                                
3 This has now been replaced by the I ntegrat ed Research Applicat ion 
System  of the Nat ional Research Ethics Service.
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Chapter  Six  –  Analysis of Policy Docum ents

6 .1 .1  I nt roduct ion

This chapter looks at  three published docum ents that current ly 

im pact  on m ental health team s and CAMHS in part icular. I t  j ust ifies 

the select ion of the group of three documents given closest  scrut iny 

from  the m uch larger group of other docum ents which respondents 

feel have been influent ial. The aim is to establish the actual 

guidance given to workforce planning and how this m ight  im pact  on 

the professional ident ity of workers in these team s before going on, 

in the next  chapter, to look at the response to that  guidance and 

influence by the interview respondents. 

6 .1 .2  Select ion of Docum ents

I nit ially it  was ant icipated that  the em ail responses would provide a 

sufficient  num ber of responses to determine which were the key 

docum ents for analysis. As there were only ten full responses to the 

quest ions it  was decided that  to ensure r igour in the select ion of the 

docum ents that  addit ionally the frequency with which docum ents 

were m ent ioned in the interviews would also be used to select  key 

policy texts for analysis. The aim  of this is to avoid bias in select ing 

those texts that  seemed m ost  pert inent  without  reference to 

external verificat ion. 

Each docum ent is counted if m ent ioned by the em ail or interview 

respondent , as an indicat ion that  they are thinking about  the 
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docum ent . This does not allow for a weight ing by the num ber of 

m ent ions each docum ent gets. Whilst  this m ight  have allowed an 

indicat ion of the importance at tached to it ,  there would then have 

been a dist inct  bias towards those m ent ioned in interviews (which 

inevitably get  m ent ioned several t im es in the course of 

conversat ion)  rather than the sim ple list ing requested in the em ail 

quest ionnaire. The figure below shows the number of m ent ions each 

docum ent  received in the em ail responses, and during the 

interviews. I f a docum ent was m entioned m ore than once in an 

interview it  was counted as a single m ent ion;  the relat ive weight  

applied to individual docum ents is explored more in the analysis of 

the interview responses.
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Figure 3  –  Docum ent  m ent ions

Docum ent  nam e Em ail 
m ent ions

I nterview  
Ment ions

Tota l

Nat ional Service Fram ework for Children, 
Young People and Midwifery Services (DoH 
2004a)

5 18 23

New Ways of Working ( for Psychiat r ists DoH 
2004d)  /  ( for Everyone NI MHE 2007a)*

1 17 18

Agenda for Change (DoH 2004b) 2 14 16

Nat ional Service Framework for Mental 
Health (DoH 1999a)

4 6 10

Every Child Mat ters (DfES 2004) 3 7 10

From  Values to Act ion:  The Chief Nursing 
Officer ’s Review of Mental Health Nursing 
(DoH 2006b)

1 8 9

The NHS Plan:  a plan for investm ent , a plan 
for reform (DoH 2000a)

2 6 8

Together We Stand:  Child & Adolescent  
Mental Health Services. (Health Advisory 
Service 1995)

1 7 8

The Ten Essent ial Shared Capabilit ies 
(NI MHE 2004e)  

2 5 7

NHS Knowledge and Skills Fram ework (DoH 
2004b)

2 4 6

Nat ional Occupat ional Standards for Mental 
Health (Skills for Health 2003)  

2 3 5

‘Children in Mind’ (Audit  Com m ission 1999) 1 3 4

Creat ing Capable Team s Approach (DoH 
2007c)

1 3 4

NI CE guidelines (m ent ioned generically) 1 3 4

‘Bright Futures’ (Mental Health Foundat ion 
1999)

3 1 4
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Building and Sustaining Specialist  CAMHS:  A 
consultat ion paper on workforce, capacity 
and funct ions of Tiers 2,3&4 CAMHS. York, A 
& Lam b, C (Royal College of Psychiat r ists 
2005)

2 1 3

Making a Difference:  St rengthening the 
Nursing, Midwifery and Health Visit ing 
Cont r ibut ion to Health and Healthcare. (DoH 
1999d)

1 2 3

CAMHS Grant  Guidance (NHS Circular 2003) 0 3 3

NSF Standard Nine I m plementat ion Review 
(DoH2006b)

0 2 2

Mental Health NSF (and the NHS Plan)  
Workforce Planning, Educat ion and Training 
Underpinning Program m e:  Adult  Mental 
Health Services:  Final Report  by the 
Workforce Act ion Team  Main Report  August  
2001 (DoH 2001d)

1 0 1

Nat ional Service Framework for Mental 
Health:  Policy I m plem entat ion Guide (2001c)

0 1 1

Our health, our care, our say:  a new 
direct ion for com m unity services. (DoH 
2006c)

1 0 1

Valuing People:  A new st rategy for learning 
disabilit y for the 21st century. A really useful 
guide to the Governm ent ’s ideas on how to 
get  services r ight  for all people with learning 
difficult ies. (DoH 2001e)

1 0 1

Role Design Directory of Tools – Changing 
Workforce Plan (DoH 2004f)

1 0 1

The Future of Mental Health:  A Vision for 
2015 (Sainsbury Cent re 2006)

1 0 1

The Choice and Partnership Approach 
(CAPA) .
(www.camhsnetwork.co.uk Accessed 
Septem ber 2007)

1 0 1

Nat ional Child and Adolescent  Mental Health 
Service Mapping Exercise 
2004. (www.camhsm apping.org Accessed 
Septem ber 2007)

1 0 1



“The discourse of professional ident ity in CAMHS.”

159

The Com petency and Capabilit y Framework 
for Primary Mental Health Workers in 
CAMHS. (www.camhs.org.uk accessed 
Septem ber 2007)

1 0 1

Child and Adolescent  Mental Health Services:  
Everybody’s Business. (Nat ional Assem bly for 
Wales 2001)

1 0 1

The Post -Regist rat ion Educat ion and Training 
Needs of Nurses Working With Children and 
Young People with Mental Health Problem s in 
the UK. Jones, J. (RCN 2004)

1 0 1

Guidance for the Com m issioners and CAMHS 
Providers on the Developm ent of the Role of 
the Primary Child Mental Health Worker in 
CAMHS:  Com m issioning, Service Provision 
and Training the workforce. Nat ional 
Com m it tee of Prim ary Mental Health Workers 
(CAMHS) , for Scot land, Wales, Northern 
I reland and England (Gale, F, Sebuliba, D & 
Dover, S. 2004)

1 0 1

The NHS I m provem ent  Plan:  Put t ing people 
at  the heart  of public services. (DoH 2004g)

1 0 1

Choosing Health:  Making healthy choices 
easier. (D0H 2004h)

1 0 1

Saving Lives:  Our Healthier Nat ion. (DoH 
1999b)

1 0 1

Com m on Core of Skills and Knowledge for 
the Children’s Workforce. (DfES 2005)

1 0 1

Delivering race equality in m ental health 
care:  An act ion plan for reform  inside and 
outside services and the Governm ent ’s 
response to the I ndependent inquiry into the 
death of David Bennet t . (DoH 2005c)

1 0 1

Breaking the Circles of Fear (Sainsbury 
Cent re, 2004)

1 0 1

Reaching Out :  An Act ion Plan on Social 
Exclusion  (Cabinet  Office 2006)

1 0 1

The Capable Pract it ioner (Sainsbury Cent re 
2000)

1 0 1
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Mental Health Workforce St rategy (DoH 
2004i)

1 0 1

Prim ary Care and Graduate Workers (DoH 
2003b)

1 0 1

Developing the Workforce (Northern Cent re 
for Mental Health March 2003)

1 0 1

Workforce developm ent  and design a 
care group approach (DoH 2004j )

1 0 1

Mental Health Workforce Design and 
Developm ent  Outcom es study (DoH 2006c)

1 0 1

A health service of all the talents (DoH 2000)  1 0 1

Em erging Findings of the Children’s Nat ional 
Service Fram ework (DoH 2003a)

1 0 1

The Mental Health of Children and 
Adolescents in Great  Britain (Meltzer et  al 
2001)

1 0 1

‘Turning CAMHS into learning organisat ions’ 
(Bir leson 1999)

1 0 1

Tota l Num ber of dif ferent  docum ents 
cited:         4 8

* New Ways of Working is usually m ent ioned generically by 
respondents rather than specifying one of the documents. ‘New 
Ways of Working for Everyone’ was published in April 2007, just  
after the interviews were com pleted, though m any of the 
respondents who m ent ioned it  were aware that  it  was due. As the 
later docum ent  summ arises the ‘project ’ of NWW, it  will be used as 
the docum ent  for analysis.
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6 .1 .3  Docum ent  Select ion – rat iona le

The figure above illust rates the wide range of documents m ent ioned 

by different  respondents as being pert inent  or im portant to current  

changes in workforce in m ental health and CAMHS. There is a wider 

range m entioned by the em ail correspondents, despite there being 

only ten em ail correspondents com pared to thir ty- two interviewees. 

This reflects the difference in t ime allowed for a response to the 

quest ion, in that  the interview respondents were able to quote only 

those that  they could rem em ber in an interview set t ing, whilst  the 

em ail form at  allows t im e to reflect  and look for references (and 

som e of the respondents gave quite extensive lists) . This is 

part icular ly highlighted in the fact  that  the interview respondents 

averaged 3.75 documents m ent ioned in the interview, and ranged 

from  m ent ioning no docum ents at  all (even when gent ly prom pted)  

to a m axim um  of nine docum ents ment ioned in interview ( from  a 

respondent  who had been direct ly involved in policy writ ing, and 

m ight  be expected to know about the breadth of available 

docum ents) .

The docum ents ment ioned can be divided into four broad groups:

1. A group of three that  are m ent ioned m ost  and by a clear 

m argin ( the NSF for Children, New Ways of Working and 

Agenda for Change) ;
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2. A group of eight  documents that  are m ent ioned between five 

and eleven t im es but  which have an even spread of ment ions 

across em ail and interview respondents (Every Child Matters, 

the NSF for Mental Health, the latest  CNO review of m ental 

health nursing, Together We Stand, the NHS Plan, Ten 

Essent ial Shared Capabilit ies, Knowledge and Skills 

Fram ework, and the Nat ional Occupat ional Skills for Mental 

Health) ;

3. A group of docum ents that  are m ent ioned m ore than once, 

but  with an uneven spread across the respondents, making it  

harder to judge their  relevance. This group, however, are all 

m ent ioned by at  least  one interview respondent , giving the 

im pression that  they are on the m ind of people involved in 

this area of work, and sufficient ly im portant  that  they can 

discuss them  ‘off the top of their  head’ in an interview 

set t ing. This group includes:  Children I n Mind, Bright  

Futures, NI CE guidelines, Building and Sustaining Specialist  

CAMHS, the previous CNO review of nursing and m idwifery, 

CAMHS grant  guidance, the NSF implem entat ion review and 

the Em erging Findings (a precursor to the Children’s NSF) .

4. Finally there is a large group of docum ents m ent ioned only 

once, and alm ost  exclusively only by em ail correspondents 

as being relevant  to the current  study. 
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There is, therefore, a fair ly broad spect rum of docum ents which this 

sam ple of respondents regard as relevant  to this study. The sheer 

num ber of possibly relevant  docum ents illust rates the range of 

different  influences on those who are planning, implem ent ing and 

liv ing the experience of being a m ental health worker (or CAMHS 

specialist)  at  the mom ent . Of significance, however, is that  whilst  

there are potent ially forty-eight  different  docum ents that  m ight  

(according to these respondents)  affect  the professional ident ity of a 

m ental health worker or CAMHS specialist , m ost  respondents can 

m ent ion only three or four in an interview situat ion. These appear to 

be the ones which im pact  m ost  on their  working lives, and of the 

respondents who could ment ion fewer than that, not  surprisingly it  

is the actual pract it ioners who are less able to nam e even the m ost  

influent ial docum ents.

I n select ing docum ents for a closer analysis, therefore, it  is 

im portant  to look at  the different categories of docum ent  

m ent ioned. The three m ost  popular docum ents represent  children’s 

policy, m ental health workforce and overall workforce policy ( though 

arguably Agenda for Change was not  workforce policy at  all) .  

Further categorisat ion of the docum ents m ent ioned would include 

m ental health policy ( including m ental health nursing)  and specialist  

CAMHS policy, both of which are st rongly represented in the second 

group. The thread of specialist  CAMHS policy becom es m ore 

st rongly represented within the third group, although within this 
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group the num bers of m ent ions are quite low, and are affected by 

the preponderance of CAMHS specialists who were interviewed.

Select ion of docum ents for a closer analysis than already perform ed 

in the literature review needs therefore to capture the three m ain 

categories of policy relat ing to:

 Workforce;

 Mental health policy and

 Children’s health policy.

However it  is also im portant  to recognise the relat ive im portance 

at tached to the different  st rands of policy as defined by the num ber 

of m ent ions. This in turn needs to be balanced against  represent ing 

a fair  coverage of the different  policy init iat ives. A sim ple use of the 

three m ost  ment ioned docum ents might  fail to reach this, despite 

the fact  that  they are clearly the m ost  im portant  in the m inds of 

respondents as defined by num ber of ment ions.

The three m ost  ment ioned docum ents, however, in some ways do 

represent  these three m ain areas:

 The NSF for Children (and respondents use this phrase 

prim arily as shorthand to represent  Standard 9 within the 

NSF, which deals with CAMHS work)  clearly is seen as the 

pr im ary influence on the development  of CAMH services in 

England, and was writ ten in a well- inform ed way with 
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reference to an External Working Group which included 

leaders within all the professional and interest  groups;

 New Ways of Working incorporates the most  influent ial 

elem ents of changing professional pract ice within mental 

health and has spread from  its or iginal intent ion to deal with 

part icular issues within the pract ice of psychiat r ists to 

encom pass a workforce m odernisat ion program m e for the 

whole of the m ental health workforce;

 Agenda for Change has been of enormous influence in 

sim plifying the term s and condit ions of a m ult iplicity of 

disparate professional groups across the whole of the health 

service, and did so by focussing on what  skills and 

com petencies different  jobs were being asked to perform  and 

assessing those against  a points schem e to provide a m uch 

sim plified pay and condit ions st ructure.

For the policy sect ion of this thesis, therefore, these three 

docum ents will be analysed prim arily, but  with reference to the 

other docum ents m ent ioned by respondents.
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6 .1 .4  Docum ent  se lect ion in it ia l discussion

Whilst  a rat ionale has been out lined for the select ion of key 

docum ents for a Crit ical Discourse Analysis, there are som e init ial 

reflect ions that  need to be m ade in the context  of this select ion.

The first  im portant  point  is the sheer num ber of policy docum ents 

that  were m ent ioned by respondents as being influent ial on how 

m ental health team s and CAMHS in part icular are operat ing 

current ly. I n the literature review it  was pointed out  that  for CAMHS 

there had histor ically been very lit t le literature unt il the HAS 

‘Together We Stand’ docum ent  in 1995. Yet  in the last  few years 

there has been an explosion of policy guidance that  potent ially 

relates to CAMHS teams and how they are m ade up. Of the forty-

eight  docum ents ment ioned by respondents ‘Together We Stand’ is 

the oldest , writ ten in 1995, followed by the NSF for Mental Health 

(which specifically excluded CAMHS)  in 1999, and the earlier CNO 

review of nursing and m idwifery in the sam e year. That  year also 

saw the publicat ion of two docum ents important  for CAMHS ‘Bright  

Futures’ and ‘Children in Mind’. The m ajority of the rest  of the 

docum ents have been writ ten in the last  four years, dat ing from  

around the t im e of the NSF for Children. Whilst  it  is t rue that  a 

num ber of these docum ents were ment ioned only once (and often in 

the em ail responses, where respondents had t im e to consider the 

policy which had influenced how they think about  the work of 

creat ing and const ruct ing CAMHS)  it  remains t rue that this is a 

great  deal of m aterial for those working in the field to absorb and 
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consider. The fact  that  in interview the m ean average num ber of 

docum ents ment ioned is only 3.75 reflects an inabilit y to effect ively 

absorb all this policy input . Those three or four docum ents that  

interview respondents could m ent ion ‘off the top of their  heads’ 

therefore would seem  to be the ones that they consider the most  

influent ial. 

Yet  there is no consistency in the documents that  are ment ioned by 

respondents. Even New Ways of Working, which is the most  current  

init iat ive, was not  m entioned by all respondents by a long way (only 

eighteen out  of thir ty- two) . I n this case those who failed to m ent ion 

it  were prim arily act ive pract it ioners with no specific rem it  for the 

im plem entat ion of policy, so it  is possible that  they had not  yet  been 

influenced by the developm ent of this policy init iat ive. The lack of 

consistency, however, extended across the other docum ents, in that  

not  everyone ment ioned the well established NSF for Children. 

Again not  everyone who was interviewed was direct ly involved in 

CAMHS work, but  most  had som e knowledge of it  as an adjunct  to 

the m ain discussion of m ental health workforce, and were aware of 

the subject  of the research through the process of set t ing up the 

interview and the need to sign a release form  at  the beginning of 

the interview which bore the nam e of the study.

The influence of Agenda for Change (AfC)  on the respondents’ views 

of what  was changing workforce pract ice within the broader health 

service set t ing was a surprise. AfC is a different  type of docum ent  to 
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m any of the others ment ioned, as will be exam ined in m ore detail 

below, but  is not  a policy direct ive in the way that  m any of the other 

docum ents ment ioned by respondents are. However its int roduct ion 

affected pract it ioners, and their ident ity, in a m uch more direct  way 

than m any of the other docum ents or policy init iat ives could, by 

direct ly affect ing the pay and condit ions of those pract it ioners.  I t  

also system at ically rated the relat ive value at t r ibuted to different  

skills and com petences in a way which had never been done before 

across such a broad group of health workers.

I f the inclusion of AfC so highly am ongst  the influent ial documents 

was a surprise then so also was the relat ive absence of The Capable 

Pract it ioner. At  its publicat ion in 2000 the docum ent  was seen as 

hugely influent ial, because it  reflected Sainsbury Cent re research 

into what  users of m ental health services wanted from  those who 

provided services. I n the docum ent  analysis below it  will be noted 

that  the im portance at tached to service user needs and wants in 

term s of workforce is given a high pr ior ity as a driver for changing 

the workforce com posit ion, yet  this docum ent , which in m any ways 

sum m arises the research into what  service users need from 

professionals, is hardly m ent ioned anym ore. The only respondent  to 

do so was an em ail respondent , so The Capable Pract it ioner was not  

m ent ioned at  all during the course of thirty- two face to face 

interviews. There was m ent ion, as will be docum ented in the next  

chapter, of the needs and desires of service users, but  this was not  

couched in term s of this part icular docum ent .



“The discourse of professional ident ity in CAMHS.”

169

What  this init ially suggests for the professional ident ity of mental 

health workers in both m ainst ream  m ental health and in CAMHS is 

that  the docum entary influences on both how team s are form ed and 

how individuals create their  ident ity is m ult ifaceted and com plex.
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6 .2  Cr it ical Discourse Analysis of the Nat ional Ser vice 

Fram ew ork  for  Children, Young People ’s and Maternit y 

Services ( Standard N ine)

6 .2 .1 Standard N ine of the Children’s NSF

Respondents throughout  the em ail correspondence and during the 

interviews referred to ‘the Children’s NSF’ in fair ly generic term s. 

The NSF is itself a lengthy docum ent , covering, as it  does, all 

children’s, young people’s and maternity services. I t  contains ten 

standards or chapters in all,  of which the one dealing with “The 

Mental Health and Psychological Well-being of Children and Young 

People”  is Standard Nine. This standard will be used as the basis for 

the analysis, though the general pr inciples of care out lined 

elsewhere in the NSF also apply to the provision of care in mental 

health. This analysis will obviously be concent rat ing on what  the 

docum ent  has to say about  professional ident ity rather than 

at tem pt ing a full analysis of the discourse.

6 .2 .2  Textua l content  of the NSF

6 .2 .2 .1  ‘CAMHS professionals’

This document  is the only one that  uses the phrase ‘CAMHS 

professionals’ as a generic reference to all workers in CAMHS. The 

phrase occurs five t im es in this form at , with a further two 

references to professionals defined as ‘(CAMHS)  professionals’. This 

is in the context  of a total of twenty seven references to 
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‘professionals’ in general. The generic reference to ‘professionals’ 

occurs with sufficient  frequency that  it  becom es character ist ic of the 

docum ent .

Exam ples:

When children and young people are unavoidably placed on 
paediat r ic or adult  psychiatr ic wards, there is collaborat ion and joint  
working between the child health, adult  m ental health and CAMHS 
professionals. There is a shared aim  to ensure a t im ely and 
appropriate placem ent , if required, in a child or adolescent  inpat ient  
unit .

NSF for Children Standard 9 Sect ion 9.11

Psychological/ behavioural intervent ions have received relat ively 
lit t le research at tent ion and yet  they const itute the main work of 
CAMHS professionals. 

NSF for Children Standard 9 Sect ion 9.16

6 .2 .2 .2  I dent it y in the NSF for  Children

Give that  this study concent rates on how people const ruct  their  

professional ident ity, it  is im portant  to note that  the word ‘ident ity’ 

does not  occur in the NSF for Children. As we have seen above, the 

docum ent  concent rates on ‘professionals’ and ‘CAMHS 

professionals’, and m ent ions individual professional groups like 

nurses, psychiat r ists and psychologists, with an assumpt ion that  

ident ity is const ructed through mem bership of one of these 

professional groups. I n this way it  cont inues its intertextuality of 

using the HAS ‘Together We Stand’ docum ent ’s way of looking at  
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the groups of professions likely to be em ployed in a m ult idisciplinary 

CAMHS team or in support  services.

Staff who work direct ly with children are able to access support  and 
advice from  specialist  CAMHS. I n addit ion to specialist  CAMHS, 
there are a range of staff from  children’s services who can work in 
collaborat ion with front  line staff to aid early ident ificat ion and 
support  of children with mental health difficult ies. These include 
social workers, behaviour specialists, educat ional psychologists and 
specialist  support  staff.

NSF for Children Standard 9 Sect ion 4.1

6 .2 .2 .3  Sk ills and Com petencies in the NSF for  Chil dren

The NSF m ent ions ‘skills’ twenty three t im es, and ‘com petencies’ 

ten t im es. Whenever com petencies are m ent ioned it  is often in the 

context  of ‘skills and com petencies’ ( four occurrences)  and the 

im portance at tached to this is illust rated by it ’s posit ioning in the 

vision statem ent  at  the beginning of the Standard:

Vision 
We want  to see:  
An improvem ent  in the m ental health of all children and young 
people. 
That  m ult i-agency services, working in partnership, prom ote the 
m ental health of all children and young people, provide early 
intervent ion and also meet  the needs of children and young people 
with established or com plex problems. 
That  all children, young people and their  fam ilies have access to 
m ental health care based upon the best  available evidence and 
provided by staff with an appropriate range of skills and 
com petencies.

NSF for Children Standard 9 Sect ion 1.3

However there are a variety of phrases which the NSF uses in 

talking about  the skills and com petencies needed to deliver services, 
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and it  does not  confine itself to just  this one way of talking about  

the subject . Later in the sam e sect ion it  sets out  m arkers of good 

pract ice which refer to the sam e issues in rather different  term s:

Markers of Good Pract ice 
1. All staff working direct ly with children and young people have 
sufficient  knowledge, t raining and support  to prom ote the 
psychological well-being of children, young people and their  fam ilies 
and to ident ify early indicators of difficulty.
… 
8. Arrangem ents are in place to ensure that  specialist  m ult i-
disciplinary team s are of sufficient  size and have an appropriate 
skill-m ix, t raining and support  to funct ion effect ively.

NSF for Children Standard 9 Sect ion 1.3

Here the NSF uses different  phrases ‘knowledge, t raining and 

support ’ and ‘skill-m ix, t raining and support ’ as the phrases 

indicat ing what  is needed for effect ive working. Whilst  these are 

slight ly different  to the concept  of ‘skills and com petencies’, it  is 

another illust rat ion of the authors’ intent  not  to be drawn into 

hom ogeneity of language use with other governm ent  policy. 

Significant ly they also resist  the com binat ion of ‘Knowledge and 

Skills’ which is an im portant  phrase within Agenda for Change, as 

will be seen below.

6 .2 .2 .4  Roles and extended roles in the NSF for  Chi ldren

The NSF for Children talks pr im arily about  the different roles of 

professionals (and agencies)  rather than extending current  roles 

and developing new roles, as is character ist ic of New Ways of 

Working (as we will dem onst rate below) .
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Partnership working across agencies working with children and 
young people with mental health problem s can be a challenging 
task. The lack of understanding of the respect ive roles, dut ies, 
responsibilit ies and organisat ion of the different  agencies and 
professionals and of their  different language, m ay lead to poor 
com m unicat ion, m isunderstandings and frust rat ion.

NSF for Children Standard 9 Sect ion 8.2

I n talking about  ‘role’ generally the document  has eight  specific 

m ent ions of the word, several of them  generically used, rather than 

referr ing to job roles. The only new role that  they discuss in any 

detail is that  of the CAMHS Prim ary Mental Health Worker, a concept  

developed in the HAS ‘Together We Stand’ docum ent , and as such 

fam iliar terr itory for CAMHS professionals as this had been 

published several years previously.

The Nat ional Comm it tee for Prim ary Mental Health Workers in 
CAMHS has prepared a descript ion of the role of the CAMHS Prim ary 
Mental Health Worker. Whilst  there are core com ponents of the 
skills and knowledge base and role that  are universal, each area will 
also need to develop the detail of these posts with their own local 
needs in m ind.

NSF for Children Standard 9 Sect ion 4.3

Late on in Standard 9, however, there is reference in the t raining 

and developm ent  sect ion to new and extended roles in language 

that  is curiously sim ilar to New Ways of Working. Given the 

piecem eal way in which the NSF seem s to have been constructed it  

is interest ing to note this as a possible addendum  to the general 

way of thinking demonst rated elsewhere in Standard 9:
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As part  of the developm ent  of the workforce, it  is im portant  to 
ident ify any new or extended roles that  m ight be appropriate to help 
deliver the expanded services, for example:  
-  CAMHS Workers in Prim ary Care to act  as a key link between 
prim ary care and specialist  CAMHS services;  
-  New types of child and adolescent  m ental health workers;  
-  Extended roles for professionals act ing as first  on call in    
em ergency and out -of-hours services;  
-  New support  roles, and 
-  Paediat r icians and general pract it ioners with a special interest  in 
child m ental health.

NSF for Children Standard 9 Sect ion 11.2

The phrase ‘extended roles’, for example, occurs only twice in 

Standard 9, and both are included in the above sect ion. The sect ion 

seem s rather vague as to the exact  nature of these new roles. Of 

the five sect ions ment ioned one is an established ‘new role’, that  of 

PMHW developed from  ‘Together We Stand’. The third suggested 

one is direct ly related to New Ways of Working for Psychiat r ists 

(DoH 2004)  looking at  ways of relieving the pressure on 

psychiat r ists who had hitherto been almost  exclusively responsible 

for providing em ergency and out  of hours cover for young people’s 

m ental health. The final point  ‘ … [ doctors]  with a special interest  

in…’ seem s to be lifted from  the NI CE Technical Appraisal on use of 

Methylphenidate ( for the t reatment  of ADHD)  (NI CE 2000) , where it  

is st rongly suggested that  prescript ion of m ethylphenidate be 

lim ited to Child Psychiat r ists and Paediat r icians ‘…with a special 

interest  in child m ental health’.
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The other two points, for ‘new support  roles’ and ‘new types of child 

and adolescent  m ental health worker’ are relat ively vague, given 

that  the authors of the docum ent  would have had knowledge of 

graduate m ental health workers (as described in the NHS Plan, 

specifically including work with young people) , and the m ovem ent 

towards non-medical prescribing and other roles like nurse 

consultants in CAMHS. The rat ionale for ment ioning some of the 

known new developm ents and not  others suggests som e hesitat ion 

in endorsing those new roles, all of which were, at  the t im e, 

relat ively untested, in cont rast  to the PMHW role, which had been 

given t ime to establish itself and begin som e evaluat ion studies ( i.e. 

Gale and Vostanis 2003) .

6 .2 .2 .5  Service User  needs in the NSF for  Children

The NSF for Children st resses the need for service user involvem ent  

in the same way that  all governm ent  policy for health does in recent  

t imes. Standard 9 does not  headline it  in the way that  som e parts of 

policy do, but  recognises the difficult ies inherent  in effect ively 

represent ing the rapidly changing needs of developing children. 

Whilst  it  is clear that children’s policy has in some way led on 

put t ing the needs of the child as paramount  ( i.e. in the 1999 

Children’s Act  and in Safeguarding Children policies since the 

Clim bie report  of 2003) , there has been som e difficulty in engaging 

service users involvem ent  in CAMHS.
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I t  has been challenging for CAMHS to ensure the part icipat ion of 
children and young people and their  fam ilies at  all levels of service 
provision. I t  is clear that  a variety of creat ive approaches are 
needed to im prove part icipat ion and user involvement . Ways in 
which children and young people can part icipate can be found in 
Building a Culture of Part icipat ion 4.     See Standards 3 and 4. 

NSF for Children Standard 9 Sect ion 5.1

Needs of service users, then, are m ent ioned as a cent ral dr iver for 

the developm ent  of policy. The overall policy is one of inclusion, as 

evidenced by the use of the phrase ‘Every Child Mat ters’, in the 

sam e way that  the MHF report  ‘Br ight  Futures’ (1999)  had coined 

the phrase that  children’s m ental health is ‘everybody’s business’. 

There seem s to be no im pact  of this part icular ly on the professional 

ident ity of the workforce, other than to em phasize the need to have 

this rem em bered at  the cent re of service delivery. 

One feature of the service user voice does com e out  in this 

docum ent , however, that  is character ist ic of governm ent  policy. I n 

the sect ion on access the service user voice is direct ly quoted:

6.   Access and Locat ion of Services 
“We want  a choice where we get  help, for instance in school 
and outside school in a place that  isn’t  m edical.”  
(A user of child and adolescent  m ental health services)  

6.1 Children and young people and their  carers want  to be able to 
access services easily.

NSF for Children Standard 9 Sect ion 6
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This tendency to use a direct  quote from  a service user to just ify a 

generalised statem ent  goes against  all research pr inciples, but  is a 

com m only used convent ion within policy docum ents. Silverm an 

(2004)  for example, warns of generalising from  lim ited statem ents 

that  can only be said to apply to the one person who m ade the 

statem ent  at  that  part icular t im e. However the service user voice 

often has the ‘r ing of t ruth’ about  it ,  and m akes it  hard to quest ion 

the statem ent that  follows it .  The locat ion and origin of the 

statem ent  is not  given, and whilst  confident iality and anonym ity of 

research subjects is an im portant  factor, the study from which this 

statem ent  is drawn is not  referenced in a way that  would allow the 

reader to draw their  own conclusions as to the level of importance 

to at tach to the statement . 

This tendency to use the service user voice to just ify broad ranging 

statem ents does also com e across within the interviews, m ost  

clearly in the Pilot  interview (with a policy m aker at NI MHE) , again 

broadly quot ing the needs of service users, without  specifying 

exact ly whence this statem ent  m ight  be derived:

You know, that ’s the m essage we have received in developing som e 
of our care act ivit ies is in significant  service user consultat ion and 
carer consultat ion, the clear m essage, yeah,  that , they are not , you 
know…  and yet , professionals have their  worth and it ’s not about  
the agenda, it ’s about  saying it ’s about  saying we don’t  need them 
…

Pilot  I nterview, Nurse, Policym aker



“The discourse of professional ident ity in CAMHS.”

179

6 .2 .2 .6  Need for  Flex ibilit y in the NSF for  Childre n

The them e of flexibilit y is cent ral to workforce policy, but  appears 

only fleet ingly in the NSF for Children. The word ‘flexible’ appears 

five t imes, and ‘flexibilit y ’ only four t im es in the Standard. Of the 

lat ter only one refers to workforce, the others applying to service 

delivery:

Flexibilit y of recruitm ent  so that  people m ove between posts across
organisat ions;

NSF for Children Standard 9 Sect ion 8.2

This is the sect ion on what  factors m ake for effect ive working 

between CAMHS and schools, so is hardly afforded a high pr ior ity as 

an issue, and is not  m ent ioned in the workforce sect ion later on in

the docum ent .

Likewise the word ‘flexible’ is pr im arily related to access and service 

delivery, although it  does also occur in relat ion to engagem ent of 

young people. This obviously has an indirect  relat ionship to the 

workforce, in that  flexibilit y in being able to apply their skills and 

com petences is necessary, but  the phrase is never direct ly applied 

to workforce in a way that  will be dem onst rated to be im portant  

elsewhere in the policy discourse.

A flexible approach to the engagement  of young people in their  own 
m ental health care is often necessary and the relat ionship with their  
m ental health worker is crucial.

NSF for Children Standard 9 Sect ion 6.5
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This is also the only place where the phrase ‘mental health worker’ 

is used in preference to ‘CAMHS professional’,  other than as part  of 

the t it le ‘Pr im ary Mental Health Worker’.

6 .2 .3 .1 . Socia l Events providing the context  for  th e NSF for  

Children

CDA defines the context  of a document ’s developm ent  in term s of 

‘social events’ and the NSF for Children Standard 9 sits in a context 

that  needs to be understood in order to understand how it  

discourses about  professional ident ity. The NSF for Children is one 

of a range of Nat ional Service Fram eworks dealing with a wide 

range of topic areas, som e very well defined ( i.e. the NSF for 

Coronary Heart  Disease (DoH 2001b)  ) , and others with a m uch 

broader remit , like this one. When the Governm ent  developed the 

NSF for Mental Health (DoH 1999a)  it  had specifically excluded 

children and young people’s m ental health, as well as that  of older 

people, concent rat ing instead on ‘working age adults’. This age 

range was taken to be age 16 to 65 as a general guide, but  there 

was lit t le at tent ion given to the specific needs of 16 and 17 year 

olds, whose needs are explicit ly recognised as different  and 

addressed in Standard 9. Likewise the NSF for Children was 

developed to address a lack of coherent  st rategy for children and 

young people’s health services. I n developing series of NSFs the 

Governm ent  thinking seem s to have changed in the way in which it  

sought  to im plem ent  these fram eworks. Whilst  it  was at  pains to 

avoid looking prescript ive with the NSF for m ental health, for 
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exam ple, the DoH issued a Policy I m plem entat ion Guide (PI G)  

following its publicat ion. The PI G (DoH 2001c)  was quickly seen as a 

handbook for reorganising services, and for account ing to 

com m issioners on service delivery within m ental health. I t  has 

separate chapters on Assert ive Out reach, Crisis Resolut ion and Early 

I ntervent ion in Psychosis team s, for exam ple, which led to m any 

m ental health services across the count ry reorganising their  

services with new team s to address these different  aspects of 

service, where previously all aspects of com munity care, for 

exam ple, would have been dealt  with by generic Com munity Mental 

Health Team s. I n the intervening years between this and the 

int roduct ion of the NSF for Children there seem s to have been a 

recognit ion that  the way to do im plem entat ion should be less 

prescript ive and m ore consultat ive. When the NSF for Children was 

proposed a series of External Working Groups were set  up for the 

different  Standards of the proposed NSF. These were intended to be 

representat ive of expert  opinion in the various specialist  areas of 

pract ice, so were const ituted to include different  disciplines and 

bodies. The External Working Groups published their proposals for 

consultat ion pr ior to the finalisat ion of the NSF, and there is som e 

evidence of their  responding to that  consultat ion process. For 

exam ple:
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Est imat ing the numbers of staff required to populate viable 
m ult idisciplinary team s and services at  Tier 3, that  can m eet  all the 
dem ands and provide a sustainable service, is not  st raight forward. 
Much depends upon the local dem ography and the range and types 
of service needed and offered. Nonetheless guidance has frequent ly 
been requested. An analysis of a num ber of at tem pts to est im ate 
staffing need has suggested the following: …

NSF for Children Standard 9 Sect ion 9.1

However, instead of m aking relat ively firm  proposals about  how 

Standard Nine should be im plem ented, and publishing a Policy 

I m plementat ion Guidance docum ent , the External Working Group 

proposed a National CAMHS Support  Service consist ing of Regional 

Developm ent  Workers who could assist  local im plem entat ion and

interpretat ion of the NSF. I ronically this service was established in 

2003, pr ior to the publicat ion of the NSF, though after the 

publicat ion of the EWG’s report  ‘Em erging Findings’ (DoH 2003a) . 

This change in em phasis from a prescript ive to a collaborat ive 

m ethod of developing services has cont r ibuted to a lack of 

standardisat ion within service delivery across the country within 

CAMHS, com pared to adult  m ental health services. Part  of that  lack 

of standardisat ion is in how different  services have developed 

workforce plans and looked at  workforce m odernisat ion, which 

inevitably im pacts on how professionals see them selves and 

const ruct  their  own ident ity. I t  does com ply with the Governm ent ’s 

often stated policy, however, of im plem ent ing local solut ions to 

service delivery, rather than having a ‘one size fits all’ approach, 

which is how the NSF for Mental Health PI G was interpreted, despite 

the already noted protestat ions in that  docum ent.
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6 .2 .4      Genre in the NSF for  Children

Fairclough (2003)  notes that  texts rarely conform  to a single genre, 

despite the clear place of the NSF for Children as Governm ent  

policy, published form ally as a docum ent  that  is intended to heavily 

influence service delivery across England. We have already seen the 

way in which the NSF for Children was developed, through a series 

of External Working Groups, effect ively expert  reference groups. 

This has influenced the way in which each Standard reads and 

reflects that  influence, despite an overall editor ial hand from  the 

Departm ent  of Health. The EWG for Mental Health and Psychological 

Well-Being of Children and Young People was prim arily responsible 

for the developm ent of Standard 9, and we will see below the direct  

intertextuality evidence that  shows the influence of CAMHS policy. 

The editor ial influence and fram ework elem ent  of the docum ent  can 

be illust rated by the int roductory wording, which seeks to put the 

rest  of the Standard in context :

I nt roduct ion 

1.1 The Nat ional Service Framework for Children, Young People and 
Maternity Services establishes clear standards for promot ing the 
health and well-being of children and young people and for 
providing high quality services which m eet  their  needs. 
1.2 There are eleven standards of which this is the ninth. They 
cover the following areas:  ….[ goes on to list  the eleven standards]

NSF for Children Standard 9 Sect ion 1

This is also apparent  when, in Appendix 2, the docum ent  reproduces 

the text  of the Health Service Circular that  set  out  the need to 

int roduce ‘com prehensive CAMHS’ across count ry. The Circular (DoH 
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2002)  sets out  an ‘expectat ion’ that  this will occur, a m ore direct ive 

term  than stat ing aim s and guidance:

A Com prehensive CAMHS 

I m provem ent , Expansion and Reform has set  the expectat ion that  a 
com prehensive child and adolescent  m ental health service (CAMHS)  
will be available in all areas by 2006.

NSF for Children Standard 9 Appendix 2

Elsewhere there is less form al language, and the vision of the NSF 

sets out  what ‘we’ want . I t  is not  ent irely clear who ‘we’ are, when 

the docum ent  itself purports to be Governm ent  guidance. ‘We’ is 

presum ably the government , but actually the Standard does include 

a list  of those whose voices are heard in the document .

Vision 
We want  to see:  
An improvem ent  in the m ental health of all children and young 
people.
…[ Cont inues]

NSF for Children Standard 9 Sect ion 1.3

The list  includes a list  of those involved in the EWG, giving their  

professional t it les and their  employer or affiliat ion ( if academ ic or of 

a professional organisat ion) . I t  also includes a list  of DfES/ DoH 

officials who were involved, but  then goes on to thank the EWG in 

the following terms:
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We would like to thank the m embers of this External Working Group 
for their  invaluable cont r ibut ion to the developm ent  of this standard
of the Children’s Nat ional Service Framework.

NSF for Children Standard 9 endpiece

This both explicit ly acknowledges the cont r ibut ion of the EWG in 

const ruct ing the shape of the Standard, but  also takes ownership of 

the ‘we’ back to the DfES/ DoH who published the docum ent . 

6 .2 .5 Difference in the NSF for  Children

Difference in textual analysis is seen as an important  marker of any 

text ’s openness to understanding the social world in which it  

operates (Fairclough 2003) . On a superficial level the NSF does 

explicit ly recognise elem ents of difference and the need to supply a 

wide variety of services for a variety of needs, for example:

Concepts of mental illness and the understanding of the or igins of 
children’s em ot ional and behavioural difficult ies vary across 
cultures. Services need to be sensit ive to these differences and 
ensure that  staff are equipped with the knowledge to work 
effect ively with the different  groups represented within the 
com m unity they serve.

NSF for Children Standard 9 Sect ion 5.3

What  the docum ent  fails to do, however, is recognise any of the 

difficult ies in providing for different needs that  m ight  be inherent  in 

power relat ionships between individuals, professionals or agencies. 

This is alluded to in the interviews as will be demonst rated in the 
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next  chapter, but  there is no explicit  reference to this in the 

guidance given here. 

6 .2 .6 I nter tex tua lit y in the NSF for  Children

We noted above the use of the phrase ‘CAMHS professionals’ which 

does not  occur elsewhere in the m ain three docum ents or in the 

interviews as a com m on generic reference for the range of different  

people working within CAMHS. The phrase, however, is not  unique, 

and is taken from the HAS ‘Together We Stand’ document , as is 

m ade clear later in the NSF when it  reproduces the Four Tier model 

of service provision. The Four Tier Model of CAMHS provision itself 

or iginates within the ‘Together We Stand’ docum ent  (HAS 1995) , 

and whilst  it  had been used as a way of explaining service delivery it  

was not  a well-known m odel outside of CAMHS unt il it  was 

‘m ainst ream ed’ by its inclusion in the NSF for Children.

Tier 4 
Essent ial tert iary level services such as day units, highly specialised 
out -pat ient  team s and in-pat ient  units 

CAMHS at  this level are provided by professionals working in 
universal services who are in a posit ion to:  
•  I dent ify m ental health problem s early in their  development  
•  Offer general advice 
•  Pursue opportunit ies for m ental health prom ot ion and prevent ion 

CAMHS professionals should be able to offer:  
•  Training and consultat ion to other professionals (who m ight  be 
within T1)  
•  Consultat ion to professionals and fam ilies 
•  Out reach 
•  Assessm ent  

NSF for Children Standard 9 Appendix 1 Box 4
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By alluding back to a specifically CAMHS related docum ent , one 

which will not  be very fam iliar to those in wider children’s services 

or in m ental health services, the authors of this sect ion seem  to be 

aim ing at  establishing their  credent ials as ‘CAMHS professionals’ 

them selves. They alm ost  exclude other groups and seek to establish 

a specific ident ity, that  of ‘CAMHS professional’ which is actually not  

echoed elsewhere in the discourse on this. Even more curious in this 

respect  is the fact  that  three of the authors of this sect ion of the 

NSF were included in the interview cohort , and they did not  use the 

phrase in their  interviews either. 
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6 .3  Cr it ica l Discourse Analysis of New  W ays of W ork ing for  

Everyone 

6 .3 .1  The New  W ays of W ork ing Project

As out lined in the rat ionale for select ion of documents, New Ways of 

Working (NWW) is a phrase used generally to refer to a body of 

work or project  of m ental health workforce m odernisat ion that 

started by looking at  the role of Consultant  Psychiat r ists, but  now 

encom passes the roles of all staff working in mental health. The 

docum ent  that  will be used as the basis for this analysis is New 

Ways of Working for Everyone:  Progress Report  published in April 

2007 with a nat ional launch event  held in Leeds. This docum ent  

sum m arises the work done for psychiat r ists as well as looking at the 

work of the separate groups for different  disciplines. There is also a 

separate im plem entat ion report  that  will be referred to, but  NWW 

for Everyone (NI MHE 2007a)  is the key source in this discourse.

6 .3 .2  Textua l them es in New  W ays of W ork ing

The following sect ions look at  the key textual themes in NWW, as 

well as the key elem ents of cr it ical discourse elements as they apply 

to this project .
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6 .3 .2 .1  Character ist ic features in New  W ays of W ork ing –

Mot ivat ions for  Change

NWW st r ives to look at  the reasons for the need for change in the 

workforce, and m akes it  clear from  the beginning that  it  puts service 

user needs at  the cent re of its m ot ivat ions for looking at  ‘new ways 

of working’. This awareness of the need to forestall arguments 

against  the project  is m uch m ore overt in NWW than it  is in Agenda 

for Change, as we will see below, but  is noteworthy because of the 

effort  put into the change m anagement  process. I n each of these 

docum ents you would expect  to see some explanat ion of the need 

for change, as part of m anaging the process, but  there are 

differences in the way in which this is put  across. 

I n the sect ion below it  is clear that  ‘service user needs’ are one 

just ificat ion for change, but  it  is also clear that  there are other 

m ot ivat ions that  are less overt , though alluded to within the 

docum ent . Other m otivat ions are usually preceded by allusion to 

service user need, alm ost  as though they (any other mot ivat ions)  

are an afterthought:

I t  is clear from  the way the Ten Essent ial Shared Capabilit ies 
evolved that  service users and carers felt  that  m ental health 
services were not  delivering a holist ic m odel of care in the way they 
wanted;  so we all need to seize this opportunity to m ake the best  
use of all our staff, part icular ly given that  we ant icipate a slower 
growth in num bers, com bined with an ageing workforce.

NWW for Everyone 2007, Foreword by Louis Appleby
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This m ixing of m ot ivat ions cont inues throughout  the body of the 

report , as the docum ent t r ies to forestall object ions and em phasize 

the them e that  what is being done here is pr im arily about  get t ing a 

bet ter service for service users:

NWW is about  m aking the best  use of the current  workforce, 
providing job sat isfact ion and career developm ent  for staff, and 
providing services that  m eet  the needs of service users and their  
carers and m ake efficient  use of resources.

NWW for Everyone, Sect ion 3.1.2

The above sect ion seeks to address the needs of staff, but  also 

includes a sect ion on service user needs, and again adds a 

m anagement  im perat ive ‘efficient use of resources’ alm ost  as an 

afterthought . Each of these alternat ive imperat ives are valid 

reasons for looking at  the need for change within workforce of 

whatever kind. However there develops a pat tern of defensive 

language which aims to just ify these other m ot ivat ions as part  of 

the wider m ovement  to develop the kind of m ental health service 

that  service users need and want :

NWW is not about  underm ining the role of professionals, nor about  
‘dum bing down’ the workforce. I t  does recognise, though, that  with 
an ageing workforce and populat ion, we need to concent rate on how 
we develop all our staff, in order to ensure we provide the m ix of 
capabilit ies required to m eet  the needs of service users and carers.

NWW for Everyone, Sect ion 3.1.4

The danger of this tendency to always relate m ot ivat ions to service 

user need rather than being com pletely honest  about  the alternat ive 
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m ot ivat ions for workforce redesign is that  it  leads to scept icism, and 

within the interview analysis it  will becom e apparent  that  there is 

som e suspicion about  the m ot ivat ions behind the developm ent  of 

new roles and new ways of working. The above sect ion is actually 

honest  about  the need to put  these considerat ions in context, but  

the sentence st ructure is fair ly abrupt , giving a statem ent  of what  

the project  ‘is not  about ’. The recognit ion of external dem ographic 

factors that  follows is then couched in term s of a m ore posit ive 

statem ent  about  developing staff, which is again just ified in term s 

of what  service users and carers need from  that  workforce.

6 .3 .2 .2  I dent it y in New  W ays of W ork ing

Whilst  NWW does talk about  ident ity it  does so in an inconsistent  

m anner. The only t im e the phrase ‘professional ident ity’ occurs is in 

the sect ion on leadership, a part  of the sect ion on ‘cross-cut t ing 

them es’:

Professional leadership:  No agreed definit ion. I ncludes the 
development  of professional ident ity and standards in a professional 
group dispersed throughout  m any different  types of team , 
represent ing the profession and developing its cont r ibut ion to the 
overall object ives of the organisat ion. Further work needs to be 
done on this.

NWW for Everyone Sect ion 4.4.2

Whilst  we are told that  a leadership sub-group had been form ed and 

done som e work on this, the sect ion quoted above indicates that  

this is an area which that  group seeks to recognise, but  which has 

not  actually done a great  deal of work on. The form  of the prose is 



“The discourse of professional ident ity in CAMHS.”

192

in notes form , with incom plete sentence st ructure, in cont rast  to 

other parts of the document  that  flow m uch bet ter. This sect ion of 

the docum ent  cont inues in a fragm ented way, alm ost  as though the 

thoughts of the group were st ill at  an early stage and evidenced in 

bullet  points rather than fully formed elem ents of the st rategy:

2. While recognising that  there will always be som e need for uni-
professional leadership developm ent , the overall emphasis of the 
sub-group’s work will be m ult i-professional, because 
m ult idisciplinary team s deliver services to service users and carers, 
and groups of team s deliver organisat ional and system  goals.

NWW for Everyone Sect ion 4.4.2

This cont rasts with the extensive work put in by different 

professional groups and explained at  length elsewhere in the 

docum ent . These separate sect ions reflect  differ ing emphases 

according to the various current  needs of different  groups, and the 

writ ing style as well as content  differs from  one sect ion to another. 

Most  of the other references to ‘identity’ com e in the social work 

sect ion. Of the nine occurrences of the word in this docum ent, it  

occurs as ‘professional ident ity’ once, but  as ‘social work ident ity’ 

four t imes.

Social Workers involved in this project , therefore, saw the issue of 

ident ity as an im portant  one, in a way that  is not  reflected 

elsewhere in the docum ent , nam ing it  first  in their list  of pr ior it ies:



“The discourse of professional ident ity in CAMHS.”

193

Following both the discussion paper and the nat ional conference, 
four key areas for developm ent  emerged around social work 
ident ity;  social work research;  career pathway/ progression;  and 
leadership to include educat ion and t raining. 

NWW for Everyone Sect ion 7.10.3

The feelings of threat  to social work ident ity were felt  to be 

im portant  for social workers seconded or direct ly em ployed by NHS 

Trusts (and therefore away from  the normal direct  m anagerial 

st ructures of local governm ent  in which social workers have 

t radit ionally pract iced) :

Although they may be part  of a part icular m ental health team , they 
often feel that  they are professionally isolated, that  their 
cont r ibut ion is not valued, that  they are not  receiving effect ive,
professional supervision, and that  they are under enormous 
pressure, etc.

NWW for Everyone Sect ion 7.10.5

The issue then is of their  dist inct ive cont r ibut ion as social care staff 

being valued by others and receiving profession specific supervision 

(which would reinforce their  professional ident ity, by im plicat ion) .

The other m ain threat  to professional ident ity that  this group 

reflects within the docum ent  is the legal change that  was proposed 

to develop alternat ives to the role of Approved Social Worker:
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I n term s of social work ident ity, one of the future challenges is 
around the proposed int roduct ion of the Approved Mental Health 
Professional (AMHP)  under the Mental Health Bill.  Although the 
form al designat ion of the ASW will be replaced, social workers will 
have a crit ical influence in ensuring that  the pract ice com petence of 
AMHPs em braces and act ively prom otes the independent  nature of 
the role.

NWW for Everyone Sect ion 7.10.9

This fear reflects the key elem ent  that social workers had valued in

them selves, that  they are not  part  of the m edical system  in a way 

which other disciplines are perceived to be. The independence of 

ASWs to prevent  the medical system  from  incarcerat ing service 

users in psychiatr ic facilit ies has long been held to be an im portant  

check and balance on the power of the psychiat r ic system, and the 

threat  that  this m ight  be opened up to other disciplines is clearly 

keenly felt  by this group. The fear that  nurses, for example, rem ain 

the doctor ’s handm aiden and would not  be able to exercise the 

elem ent  of independence associated with t radit ional ASWs (who are 

them selves quite different  from  many other social work 

pract it ioners) , appears also in the interviews sect ion in the next  

chapter.

The social work sect ion of NWW for Everyone concludes with a 

sum m ary that  again puts social work ident ity as first  on the list  of 

pr ior it ies:
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This report  from  the NWW4SW sub-group, taken together with the 
Port folio of Evidence, clearly sets out the need:  
-  to m aintain and nurture the social work ident ity to help with 
recruitm ent ;  
-  to prom ote the leadership expectat ions of social workers;  
-  to encourage the expectat ion am ong both staff and em ployers that  
research will form  an integral part  of future em ploym ent  
arrangements for social workers;  
-  For em ployers to put in place a career pathway or progression not  
only to help raise the profile of the social worker profession, but  also 
to help with retent ion;  and 
-  to act ively em brace new opportunit ies.

NWW for Everyone Sect ion 7.10.20

Elsewhere in the docum ent  the concept  of ident ity occurs only one 

other t im e in the professional sect ions, am ongst  the cont r ibut ion of 

Occupat ional Therapists (who, incidentally, had decided to report  

separately from  their ‘parent  group’ of Allied Health Professionals) .

As the profession em braces both program m es, occupat ional 
therapists will be enabled to work towards achieving the vision for 
occupat ional therapy:  ‘By 2017, m ental health service provision in 
the United Kingdom  will be bet ter for the act ive role and 
inspirat ional leadership provided by the cultural heritage and 
ident ity of occupat ional therapy, which at  its core is social in nature 
and belief and, therefore, will deliver the kind of care that service 
users want , need and dem and’ (COT, 2006) .

NWW for Everyone Sect ion 7.3.4

Again the tone of this statem ent , although defiant , is that  the 

ident ity of this group needs to be reasserted as though they feel 

that  ident ity is under threat . I n stat ing the need for an assert ion of 

OT ident ity the statem ent , itself a quote from  a vision statem ent , 

takes care to state exact ly what  it  feels that  ident ity is, rather than 

leaving it  in doubt  (COT 2006) .
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The only other place where ident ity is m ent ioned is in the sect ion 

that  seeks to reinforce the vision of how the new ways of working 

will look in the future, “Diary of a ‘New Ways of Working’ Consultant  

Psychiat r ist ”  Appendix D. I n this rather whim sical sect ion, which is 

set  in the future ( it  is writ ten as a diary ent ry dated November 4 th

2007, whilst  the docum ent  was published in April 2007) , ident ity is 

seen in term s of team  ident ity rather than professional ident ity, as 

the workforce starts to relate to its purpose and team funct ion 

rather than older not ions of professional ident ity:

I  am  aware that  I  am  not  anxious about  going to work tomorrow. I  
don’t  expect  to walk in and find a service anxiously wait ing for m e 
to turn up. I  do expect  to find a team  with a sense of ident ity and 
com m on purpose, increasingly proud of its effect iveness, that sees 
m e as a valued specialist  m ember.

NWW for Everyone Appendix D

Whilst  the fabricated diary does cont inue to refer to individual team  

m em bers by their  profession (CPNs and Social Workers)  the purpose 

of the ‘diary’ sect ion is to present  an idealised view of how team s 

will funct ion if the NWW project  is put  in place. This is again related 

to team  ident ity and to reinforcing the posit ive benefits of the 

project :

…and I  believe that  can be direct ly related to the sense of ownership 
and to a coherent  ident ity developing within the services.

NWW for Everyone Appendix D
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6 .3 .2 .3  Sk ills and Com petences in New  W ays of W ork i ng

The lack of cent ral at tent ion to personal or professional ident ity in 

NWW is in sharp cont rast to the em phasis put  on skills and 

com petences (and ult im ately how these link to role definit ion) .

As we saw earlier the definit ion of what  NWW means includes the 

need to:  

…to share knowledge, skills and com petences across professional 
and pract it ioner boundaries;

NWW for Everyone Sect ion 1.3.2

And as this definit ion is stated very early, the emphasis put  on it  is 

a heavy one.

The phrase ‘skills and com petences’ actually only occurs four t im es 

in the document  (and once as ‘com petences and skills’)  but  the use 

of the word ‘skills’ and ‘com petences’ is frequent  within the 

docum ent . ‘Skills’ occurs eighty- five t im es, and ‘com petences’ 

occurs thir ty-one t im es. This is not  ent irely unexpected in a 

docum ent  which is talking essent ially about  changing workforce, but  

does em phasize the im portance put  on the concept  compared to 

reference to individual professional groups. The word ‘nurse’, for 

exam ple, occurs, twenty-nine t im es. 

I n addit ion the docum ent  uses the word ‘capabilit ies’ in the context  

of skills and com petences alm ost  interchangeably. This phrase picks 

up from the NI MHE sponsored docum ent  ‘Ten Essential Shared 
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Capabilit ies’ and the previously discussed ‘Capable Pract it ioner’ 

published by the Sainsbury Cent re. The phrase is also used in 

conjunct ion with skills, som et im es with a very explicit  intent ion of 

cont rast ing it  with a professional background or ident ity, that  there 

is an intent ion to em phasize these elements over the t radit ional 

recruit ing of som eone with a professional background. Appendix C 

describes indicators of ‘success’  that  would show NWW is working, 

including:

-  Job adverts described in terms of com petence/ capabilit ies, not  
profession.

NWW for Everyone Appendix C 

The em phasis on skills and com petences is apparent in the sect ion 

on developing new team s, the Creat ing Capable Team s Approach. 

This is highlighted as the approved way of designing m ental health 

team s for the future, and a separate docum ent  or ‘toolkit ’ was 

launched at  the April 2007 conference that  accom panied the 

publicat ion of NWW for Everyone.

-  Team s describe skill m ix in term s of com petences and capabilit ies
…
- The process helps a team reflect  on their  funct ion, the needs of 
service users and carers, the current  workforce st ructure and the 
current  and required capabilit ies.

NWW for Everyone Sect ion 4.3.4

These sect ions also bet ray som e m ixed thinking about  the use of 

skills, com petences and capabilit ies against  a t radit ional model of 
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const ruct ing a team  with a variety of professions (who are assumed 

to have these skills, com petences and capabilit ies) . Whilst  the 

sect ion above seem s to indicate that  the im portant  thing is that  

each team  has the correct  range of abilit ies rather than a specific 

group of professions the whole exercise has necessarily had to 

engage the exist ing professional groups in developing the new way 

forward. As such the docum ent  at one point  is point ing towards the 

development  of ‘capable pract it ioners’ who do not  actually need the 

apparatus of a professional t raining and all that  com es with it .  Yet  

at  the same t im e there is a recognit ion that  this m ay be a step too 

far, and that  engaging the professional groups in looking at  what  

are the ways forward for each professional group, the ‘new ways of 

working’ for each group, is an essent ial step in the change 

m anagement  process. 

6 .3 .2 .4  Roles and extended roles in New  W ays of W or k ing

The em phasis on skills, com petences and capabilit ies naturally leads 

on to discussion of new roles and extended roles. As we have seen, 

the whole project  hinges around three m ain changes:  working 

different ly with the exist ing workforce;  extending exist ing roles and 

developing new roles. The changes to exist ing workforce start  from  

the needs of the consultant  psychiatr ists, but  have developed into 

looking at  the whole m ental health workforce. Role, as we have 

seen within the literature review, applies m ost ly to funct ion rather 

than the wider concept  of ident ity, which takes it  away from  

professional ident it ies into a funct ional process of m eet ing needs. 
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This way of meet ing needs, which NWW sees as being achieved 

through the new process of creat ing capable teams assum es that  

exist ing team s are not current ly able to do this in their  current  

configurat ion. I t  seeks to change the exist ing workforce, which 

includes developing som e changes in how they work. This fits with 

the discussion within the literature, part icular ly around the 

‘expanded role’ of nurses to fill in as m edics seek to offload som e 

parts of their  role and funct ion which they are no longer able to, or 

willing to do ( i.e. Cast ledine 1995) . As the literature shows, this 

expanded role is som ething which som e parts of the non-m edical 

professions are keen to do, whilst  others have their reservat ions 

about  whether this is a product ive direct ion of t ravel. The final 

elem ent  is sim ilar, in developing new roles, but  assum es there are 

gaps in the workforce which exist ing pract it ioners cannot  or will not  

be able to expand into. These are described in various ways, 

Support  Tim e Recovery (STR)  Workers, graduate m ental health 

workers, child pr imary m ental health workers and m any m ore.
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6 .3 .2 .5  Service User  needs in New  W ays of W ork ing

Service user needs are rated very highly in NWW. I n st ructural 

term s the docum ent  begins with a com mendat ion of service user 

sat isfact ion on the way in which NWW is working:

Service user sat isfact ion with New Ways of Working 

Service users in Wiltshire were asked to complete a user sat isfact ion 
quest ionnaire after at tending a new style of m ult idisciplinary 
assessm ent  clinic. Som e 97%  were sat isfied or very sat isfied at  
being seen by two people;  with the length of the interview (45 
m inutes)  and with the quest ions asked. Som e 83%  were sat isfied 
with the outcom e of the assessm ent , and 82%  planned to m ake use 
of advice they had been given.

NWW for Everyone, Page 3

This recom mendat ion of the project  com es imm ediately after the 

t it le page, and before the execut ive sum m ary or the forewords to 

the m ain docum ent . I n put t ing such a recom mendat ion so 

prom inent ly at  the beginning of the docum ent  the authors set  out  

their  intent ion to put  the needs of service users and carers at  the 

heart  of the change agenda. Everything within the docum ent , as we 

will see, is just ified as being in the interests of service users and 

their  carers. The quotat ion above, however, is not  referred to 

elsewhere in the docum ent , and does not  actually relate to the 

planned operat ion of NWW -  it  is not , for exam ple, a key elem ent  of 

NWW that  service users would autom at ically be seen by two people.

This em phasis is imm ediately followed up by the fact  that  NWW has 

no less than three forewords, the first  two writ ten by, and for, 
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service users and carers, followed by a third foreword by the 

Nat ional Director for Mental Health Louis Appleby. The im portance 

at tached to this is clear, that  all professionals presum ably cam e into 

the health service and the m ental health arena because they had a 

belief in doing what  they could to alleviate dist ress am ongst  what  

we now call service users. This underlies what  professionals do, and 

the need for that  is stated clearly by the service user foreword 

author:

Will you see what  I  see in this report? Nam ely the utter and total 
belief and com m itment  to the cause on the part  of everybody, 
including all the professions involved, the cause being to improve 
the lives of service users, carers and the workforce by increasing 
the skill m ix, the flexibilit y, and the com petences of the workforce, 
alongside the clear intent  to be collaborat ive in delivering the kind 
of services that  service users want  in their  lives.

NWW for Everyone, Foreword for Service Users

This m akes it  hard to argue against  what  follows, because a 

statem ent  is m ade which all m ental health professionals would 

agree with, that  service user need is cent ral to what  we do, they are 

the reason that  we deliver services, and as individual workers our 

intent ion is to im prove their  m ental health. The difficulty is in the 

way that  this is used throughout  the docum ent  to just ify things that  

are not  direct ly related to the preceding statem ents. Once a 

statem ent  is m ade that  ‘this is in service user’s interests, this is 

what  they want ’ then it  is hard to quest ion what  follows. But what  

NWW is not good at  doing is just ifying in what  way the changes it  

proposes are in service users interests. I t  does propose a system of 

organising change which puts service user need at its cent re, and 



“The discourse of professional ident ity in CAMHS.”

203

incorporates their  feedback ( the Creat ing Capable Team s 

Approach) , but  at  other t im es the linkage between an evidence 

based approach to understanding service user need and the 

subsequent  developm ents is not iceably weak.

After m aking such an im passioned plea for putt ing service user need 

at  the cent re of change, for example, the service user foreword 

goes on im m ediately afterwards to suggest  that  this means:

-  Giving a st rong, solid plat form, with m ass exposure to the three 
professions (Dietet ics, Social Work and Occupat ional Therapy)  that 
will,  I  hope, in the lifet im e of this docum ent , becom e widely 
accepted as the m ost  significant  in aiding and m aintaining service 
users’ recovery.

NWW for Everyone, Foreword for Service Users

There is no linkage to the work done by the social work group or the 

allied health professionals or separate occupat ional therapists group 

as to why these m ight  be the ‘m ost  significant ’ in helping recovery. 

Dietet ics, for exam ple, only occurs in two other places, in a 

reference to the Brit ish Dietet ics Associat ion, and to a sm all project  

used as an exam ple of good pract ice. Diet icians are m ent ioned twice 

in the Allied Health Professionals sect ion of the docum ent . There is 

no denying that  diet icians have an im portant  part  to play in the 

delivery of m ental health care, and im proving the physical health of 

service users with m ental health needs, but  they are not , from  the 

evidence base as presented in the accom panying docum ent , one of 

three professions which are cent ral to the provision of this care. The 

im portance at tached to this group and to the OTs and social workers 
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m ay be valid, and m ay reflect  the experience of the individual 

service user who wrote the foreword, but  it  is not  related to any 

evidence based or generalisable piece of research. The work 

accom panying the developm ent  of the Ten Essent ial Shared 

Capabilit ies, for exam ple, m ay contain som e evidence that  would 

back up this claim , but  again it  is not  referenced. This leads to a 

suspicion that  the use of service user endorsem ent  is a way of 

forestalling cr it icism  or a cr it ical reading of what  follows. By saying 

that  “ service users want…”  som ething, a cr it ical reading of what  

follows is m ade uncom fortable for health care professionals who are 

t rained to put  service users needs at  the top of their  own prior ity 

list . By quest ioning the words of the service user who wrote that  

foreword, for exam ple, I  am  m yself made uncom fortable in that  I  

quest ion his experience. I t  is clear from the words that this 

individual does believe in the im portance of the three groups he 

m ent ions and has received a good service from  individuals in those 

professional groups, and m aybe by im plicat ion less so from  other 

disciplines. I t  is also interest ing to note that  he also highlights 

professional groupings rather than specifying a set  of skills and 

com petences that  were valuable to him . The issue, however, is not  

in quest ioning the individual experience, which would m ake m ost  

m ental healthcare professionals uncom fortable, but  is about  

quest ioning whether this necessarily m eans that individual 

experience can be generalisable to m ean that  all service delivery 

ought  to take account  of that  m ore personal experience. I n research 

m ethodology m uch is m ade of the need to be careful about  what  is 
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generalised from  qualitat ive statem ents, yet  that  pr inciple is widely 

ignored within NWW.
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6 .3 .2 .6  Need for  Flex ibilit y in the New  W ays of W or k ing

A constant  textual them e within NWW is the need for staff to be 

flexible, a them e that  im plies that  in the past  they have been r igid 

in their  pract ice. The word ‘flexible’ occurs twenty one t im es and 

‘flexibility ’ a further seven t im es. I t  is a prom inent  them e, occurr ing 

first  in the subt it le to the docum ent , whose full t it le is:

Mental Health:  New Ways of Working for Everyone
Developing and sustaining a capable and flexible workforce

Progress Report  April 2007

NWW for Everyone, t it le page.

The use of the term  is not  rest r icted just  to staff but  to service 

delivery and teams, all of whom  apparent ly need to be flexible in 

how they meet  service user need. Given that  it  is staff who deliver 

services and that  team s are com posed of staff then the im plicat ion 

is that  it  is essent ially people who have to change, either their  role 

or their  thinking about  service delivery:

NWW challenges exist ing senior clinical roles to review their  pract ice 
and work in new and m ore flexible ways to respond to the needs of 
service users and carers.

NWW for Everyone, Sect ion 4.7.2

And:
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Som e of the general guidance from  com plexity theorists is useful,  
for example, the emphasis on a whole-system s approach, keeping 
rules m inim al, sim ple and flexible, and good com m unicat ion through 
the easy flow of inform at ion and the opportunity for cont inuous 
feedback.

NWW for Everyone, Sect ion 4.12.12

This em phasis on the need for flexibilit y, and the im plicat ion that  

staff do not  current ly operate flexibly enough, is m ade clearer when 

the approach of NHS staff is specifically cont rasted with that  of staff 

working in the voluntary and independent  sectors:

Work in 2006/ 07 has concent rated on the im plicat ions of NWW for 
professionals working across m ental health, but  usually in the NHS. 
This workforce is also em ployed, however, in the voluntary and 
independent  sectors:  in the form er often in different  roles, and in 
the lat ter usually in their  t radit ional roles, but  on different  term s 
and condit ions. The voluntary sector has a t im e-honoured 
reputat ion for providing person-cent red, flexible services.

NWW for Everyone, Sect ion 4.15.1

Whilst  there m ay be som e just ificat ion for the lack of flexibilit y 

being port rayed in NWW there is also som e cont rast  with the 

percept ions of those staff when interviewed, as we will see in the 

next  chapter. Exact ly what  this source of content ion is ( the lack of 

flexibilit y)  is not  spelt  out  in the docum ent ;  it  is assum ed that  the 

readers will understand this is a problem  and take it  for granted. 

Som e clues are given in the issues which NWW seeks to address, 

m any of them  com ing from  the or iginal NWW for Psychiat r ists. This 

is part icular ly so when discussing the issue of responsibilit y in which 

the t radit ional not ions of m edical responsibilit y are loosened to allow 
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m ore flexibilit y. I n part icular the idea that  psychiat r ists are 

‘m edically responsible’ for all their  team ’s clients is replaced by the 

concept  of ‘dist r ibuted responsibilit y ’ which gives m uch m ore 

responsibilit y to other clinicians:

This sect ion provides a summ ary of the guidance available to 
support  those professionals who are being asked to carry out new 
roles at the interface, and enable them  to complete these roles in a 
high-quality, safe and defensible way. The sub-group responsible for 
this piece of work included representat ion from  different  
professions, unions, defence bodies, the Departm ent  of Health and 
Royal Colleges. As t radit ional boundaries between professionals, and 
between prim ary and specialist  care, are broken down, the not ion of 
m edical responsibility is t ransformed into sharing 
responsibilit ies between pract it ioners and pat ients or service users.

NWW for Everyone, Sect ion 7.8.7

The concept  of distr ibuted responsibilit y is seen as a challenging 

one, but  essent ial for the implem entat ion of the project :

This 'dist r ibuted responsibilit y ' m odel, across and between team s, 
represents a challenge -  not  just  about  how m em bers of the 
workforce operate as a team , but  also to those individual m em bers 
of staff who are current ly not  working to their  full potent ial or 
capabilit ies. I t  m ay m ean som e of them  having to 'up their  gam e' if 
they are to take their proper place in a m ore fully funct ioning team .

NWW for Everyone Sect ion 3.1.3

Again the concept  is presented as one which suggests som e people 

are not  funct ioning at  the newly required standard, and is 

confrontat ional in suggest ing that  those who are failing to do this  

need to “up their  gam e” . The use of m anagem ent  theory based 

term s in this sect ion is character ist ic of the need to im plem ent  the 



“The discourse of professional ident ity in CAMHS.”

209

required change, and the im plicat ion of the sect ion is that  those 

who are unable to change will have no place in the new team s. 

Again the or igins of this need for flexibilit y are shown, for although 

all the professional groups have been consulted about  the 

docum ent , this issue of responsibilit y has specifically been accepted 

by the psychiat r ists’ representat ives as an essent ial precursor for 

acceptance m ore widely across the professional groups:

-  the m odel of 'dist r ibuted responsibilit y ',  consulted upon by the 
Royal College of Psychiat r ists, had been accepted by the General 
Medical Council and was reflected in its updated guidance;  

NWW for Everyone, Sect ion 3.6.1

The fact  that  this is m ore im portant  for the pract ice of psychiat r ists, 

but  which im pacts on the need for others to act  m ore flexibly is that  

the phrase occurs only elsewhere in the document  on a sect ion 

regarding the t raining of psychiat r ists:

-  A paper was produced ident ifying where the requirem ents for data 
collect ion were at  odds with NWW and dist r ibuted responsibilit y, and 
anom alies are being rect ified. 

NWW for Everyone, Sect ion 7.9.10

The im plicat ion that  flexibilit y gives ext ra responsibilit ies to other 

team  m embers m ay be a liberat ing one for som e pract it ioners, but  

there is also an im plicat ion elsewhere in the document  that they 

haven’t  been pulling their  weight and need to ‘up their  gam e’ in a 

way which they haven’t  been so far, reflected in the diary of the 

ideal team  working:
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My working week has becom e m uch m ore flexible and the 
com m unity team  is now so competent  that they are quite happy 
when I  disappear off to other parts of the count ry.

NWW for Everyone, Appendix D

6 .3 .3 .1 . Socia l Events providing the context  for  th e New  

W ays of W ork ing

The social context  of NWW is com plex, but  has been alluded to in 

the literature review. As the preceding sect ion shows, the m ain 

dr iver init ially was a need to address issues arising from  the role of 

psychiat r ists.

5. Why is NWW necessary? 

Back in 2003, NWW was necessary to help tackle the difficult ies 
being faced by the psychiat r ists. Together with other levers for 
change, including the new consultant  cont ract , NWW has 
cont r ibuted to a significant  im provem ent  in vacancy rates and the 
development  of fulfilling, sustainable jobs providing effect ive care. 
However, reform  and regulat ion, the dr ive towards Foundat ion Trust  
status, and the r ising expectat ions of service users, carers and the 
general public have all focused larger lenses on m ental health 
services now than ever before, and have dem onst rated that , in 
order to be sustainable, services need to be more flexible and 
person cent red, at  the sam e t im e as providing dem onst rable value 
for m oney.

NWW for Everyone, Appendix B Frequent ly Asked Quest ions

This sect ion includes reference to the needs of service users, but is 

clearer about  the need to address a variety of dem ographic, social 

and polit ical changes. The im portance at tached to the new 

consultant  cont ract  is m atched by the way in which the respondents 
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give precedence to Agenda for Change, which addressed the pay, 

term s and condit ions in the sam e way as the new consultant  

cont ract  did for psychiatr ists. Whilst  Agenda for Change, however, is 

based on a system  of assessing roles and job descript ions on the 

basis of the Knowledge and Skills Fram ework, there is no sim ilar 

fram ework to apply to doctors (or dent ists) . Agenda for Change, as 

will be seen below, was intended to apply to the whole of the NHS, 

with the except ion of doctors, dent ists and som e very senior 

m anagement  posts (effect ively Chief Execut ives of Trusts) .

6 .3 .3 .2  Genre in New  W ays of W ork ing

Genre is im portant  in NWW because it  explains som e of the 

inconsistencies within the document . There exists within the 

docum ent  a variety of cont r ibutors, and a variety of genres as a 

result . Each sect ion has been const ructed by different  groups, and 

this is dem onst rated in different styles of writ ing and intent ions. The 

whole of the docum ent  is intended as ‘Best  Pract ice Guidance’, as 

specified on the I nformat ion Reader Box which all Department  of 

Health publicat ions now carry set t ing out  such inform at ion along 

with intended readership and details of any docum ents which are to 

be superseded by the current  one:

Descript ion:  This Best  Pract ice guidance sets out  what New 
Ways of Working (NWW) m eans for everyone, how to make it  
happen, and what  it  looks like. I t  also updates progress on NWW for 
all the individual staff groups in m ental health.  

NWW for Everyone, I nform at ion Reader Box



“The discourse of professional ident ity in CAMHS.”

212

The intent ion of Best  Pract ice guidance is always to set  out what  the 

‘received wisdom ’ of best  evidence is. The m ost  comm only issued 

best  pract ice guidance is the series of NI CE guidelines and technical 

appraisals. These cover a huge range of subjects, and em ploy a 

series of evidence-based appraisals to com e to conclusions about  

how best  to treat  service users. NI CE guidelines always em ploy a 

clear definit ion of the type of evidence they use, based on research 

pr inciples ( i.e NI CE 2004) . NI CE guidelines are also clear about  the 

financial im plicat ions of the advice they offer and follow a clear 

st ructure which is consistent , but  will,  as with this docum ent , 

represent  the thinking of the authors in a way which is recognised 

to be subject ive in som e ways. 

Within the docum ent , however, there are passages that  seem  less 

certain than others, and while cont r ibut ing to the whole are not  

always consistent ly ‘on message’. We have already seen that  the 

service user foreword, for example, is given high im portance, but  

refers to ways of working which are not  direct ly based on evidence, 

and refers to part icular professional groups as im portant  over 

others. I ndividual professional groups have different  sect ions within 

NWW for Everyone, and they represent  the views of those groups 

with no real at tem pt  to provide a consistent  fram ework for the 

different  chapters. The social workers group, as we have noted, 

takes a part icular interest  in ident ity form at ion and social workers’ 

ident ity within the healthcare set t ings they find them selves in, 

whilst  other sect ions do not  m ent ion ident ity at all.  The sect ion for 
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Applied Psychologists concent rates on developing new roles and 

career st ructures for psychologists, whilst  the nursing sect ion (NWW 

for Everyone, Chapter 6)  has received less dedicated t im e from  the 

group, and largely references the work of the Chief Nursing Officer ’s 

report  on Mental Health Nursing as the direct ion of t ravel for m ental 

health nursing.

6 .3 .3 .3  Difference in New  W ays of W ork ing

I n the next  sect ion we will look at  the assum pt ion that  NWW is a 

project  that  will be com pleted, and in this respect  the document  is 

quite clearly not  open to different ways of doing things. However 

elsewhere in NWW the authors work hard to dem onst rate an open-

ness to alternat ive ways of thinking. This openness to alternat ive 

paradigm s is one of the elem ents that  Fairclough (2003)  st resses as 

im portant  for judging the value of a text . This is underm ined within 

the docum ent , however, because there is a tendency when 

discussing different  and innovat ive approaches to steer these back 

to the ‘approved’ m ethod ( in the case below to CCTA) , as prescribed 

by the project , which leads the reader to quest ion just  how open to 

alternat ive discourses the authors really want  to be:
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…to ident ify and explore different  and innovat ive approaches to 

staffing levels, skill m ix and ward team  com posit ion, capabilit y and 

capacity within acute in-pat ient care, which can be t ranslated into 

pract ical guidance. I t  was agreed to ut ilise the CCTA as m uch as 

possible;  

NWW for Everyone, Sect ion 4.16.1

Likewise where NWW has set  up pilot  projects to look at  different  

ways of im plem ent ing specific elements there is open-ness to this 

difference, but  an insistence that  this st ill falls within the overall 

project  of NWW:

Further replicat ion sites and sm all m edicines m anagement  

innovat ions. Although the pr imary aim  of Phase 3 was to im prove 

m edicines m anagem ent  in mental health, providers were 

encouraged to develop alternat ive ways of working 

and to int roduce sm all innovat ions that  im proved care and 

dem onst rated NWW.

 NWW for Everyone, Sect ion 7.7.4
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6 .3 .3 .4  Assum pt ions in New  W ays of W ork ing

The clearest  assum pt ion within the text  of NWW is the assum pt ion 

that  this project  is going to happen. Naturally there should always 

be an assumpt ion of success within a change m anagement  project 

such as this, but  this dem onst rat ion of the ‘iron fist  within the velvet  

glove’ can at  t im es be quite overt within a docum ent  which seeks 

pr im arily to use persuasion of the validity of its argum ents in order 

to effect  change. There is even an elem ent of exasperat ion that  

people haven’t  quite ‘got  it ’:

Despite earlier guidance and the conferences, workshops, 
correspondence and m eet ings som e confusion st ill rem ains about 
NWW and the new and extended roles. This report  aims 
to clar ify beyond doubt  what  is meant  by these terms (see Sect ion 
1)  and in Sect ion 3 we look at  what ’s in it  for you, how we m ake it  
happen, and what  it  looks like when we have got  there.

NWW for Everyone, Execut ive Sum m ary

This assumpt ion is further clar ified by the explicit  obviat ion of other 

ways of interpret ing alternat ive possibilit ies for change. I n the 

sect ion on intertextuality below I  will look at  the use of the phrase 

‘New Ways of Working’, but  again the docum ent  is very explicit  that  

it  sees the project  going in a very specific direct ion:

NWW is now a term  in com m on usage in m ental health circles. I t  
has com e to mean different  things to different  people, so r ight at  
the outset  we should m ake it  clear what  we m ean:  ….

NWW for Everyone, Sect ion 1.3.1



“The discourse of professional ident ity in CAMHS.”

216

The sect ion then cont inues to set  out  the aim s of the project  in a 

bullet  pointed form at  to highlight  the direct ion of t ravel. 

The use of language in these sect ions is quite em phat ic, ‘…so r ight  

at  the outset…’ and ‘…clar ify beyond doubt .. ’ are both phrases which 

almost  defy the reader to challenge this way of thinking. Policy 

writers will often state facts and make an assum pt ion that  the policy 

set  out  will be followed, but  these phrases seem  to go beyond a 

sim ple statem ent  of fact  to an alm ost  confrontat ional stance. I f 

these statem ents were made in a verbal form , it  would be possible 

to interpret  them as bullying depending on the tone in which they 

were delivered.

6 .3 .3 .5  I nter tex tua lit y in New  W ays of W ork ing

A confrontat ional stance is taken on by the use of the phrase ‘New 

Ways of Working’ itself.  As we noted above it  is possible to interpret  

the phrase in m ore than one way, but  the authors of NWW for 

Everyone do not  want  the readership to think in that  way, they want  

us to understand the phrase in the way that  they understand it :

NWW is now a term  in com m on usage in m ental health circles. I t  
has com e to mean different  things to different  people, so r ight at  
the outset  we should m ake it  clear what  we m ean:  ….

NWW for Everyone, Sect ion 1.3.1

The authors then go on to clearly enunciate the ‘correct ’ way to 

understand new ways of working. This is reproduced in full as it  is 

key to the interview discussions later:
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1.3.2    Working with the current  workforce:  

-  to m atch the knowledge and skills of pract it ioners to the needs of 
the individual service user ( the m ore com plex the needs, the m ore 
experienced and skilled the worker) ;  
-  to think in term s of com petence, not  profession;  
-  to think in term s of dispersed leadership;  
-  to share knowledge, skills and com petences across professional 
and pract it ioner boundaries;  and 
-  to adopt  a team  approach to NWW, rather than an individual 
pract ice or pract it ioner focus, thus making bet ter, m ore effect ive 
use of exist ing resources. 

1.3.3   Extending roles and scope of pract ice of exist ing professions, 
including:  
-  non-m edical, independent  and supplem entary prescribing;  
-  the proposed Responsible Clinician and Approved Mental Health 
Professional, as set  out  in the Mental Health Bill;  
-  advanced and consultant  pract it ioner roles;  and 
-delivery of psychological therapies. 

1.3.4  Brand new assistant  and pract it ioner roles to br ing new 
people into the workforce, including:  
-  Support , Tim e and Recovery workers;  
-  graduate Prim ary Care Mental Health Workers;  
-  case m anagers 
-  Associate Mental Health Pract it ioners 
-  com m unity developm ent  workers in black and m inority ethnic 
com m unit ies (non-clinical role) ;  
-  psychology associates;  and 
-  Peer Supporters.

New Ways of Working for Everyone Sect ions 1.3.2-1.3.4

New Ways of Working, then, m ust  m ean these three things:

working with the current  workforce, extended roles, and

new roles. So by definit ion it  cannot  m ean anything else. This 

sect ion also sets out  the difference between roles and professions, 

and the need to ‘…think in term s of com petence, not  profession.’ I t  

also, as noted before, just ifies the policy in terms of service user 

need, in order to reinforce the previous thinking, although again 

without  just ifying it  explicit ly (having previously m ade the case) .
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The use of the phrase ‘new ways of working’ to m ean this project  

becom es cem ented by the capitalisat ion of the phrase into ‘New 

Ways of Working’ or NWW. The use of capitalisat ion for key phrases 

is taken further within the docum ent when the phrase ‘new roles’ 

becom es ‘New Roles’ or NR. Whilst  it  is com m on to use acronym s as 

shorthand within the healthcare professions, and within docum ents 

where it  prevents lengthy use of cumbersom e phrases, this usage 

seem s to go beyond sim ple acronym ic use. By capitalising these two 

phrases the difficulty in using alternat ives becom es greater. I t  is 

actually not  necessary to have NR as an acronym because it  is a 

short  phrase and easy to reproduce as a concept . By capitalising it ,  

and then using the acronym , the phrase is no longer a free float ing 

concept :  it  m ust  refer to the definit ion of New Roles already set  out  

in the document . Likewise New Ways of Working (NWW) cem ents 

the usage of the phrase as defined by the docum ent  authors rather 

than allowing alternat ive thinking about  ‘different ways of 

organising service delivery’ or even of developing ‘capable 

pract it ioners’.

Whilst  earlier I  expressed surprise at  the em phasis put  on Agenda 

for Change as a document  having influence in this workforce, it  

should be noted that  in term s of intertextuality the phrase ‘new 

ways of working’ (uncapitalised)  actually occurs within that  

docum ent , published slight ly before NWW was begun:
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The signatories to this agreem ent  will accordingly work together to 
m eet  the reasonable aspirat ions of all the part ies to:  
•  Ensure that  the new pay system  leads to m ore pat ients being 
t reated, more quickly and being given higher quality care;  
•  Assist  new ways of working which best  deliver the range and 
quality of services required, in as efficient  and effect ive a way as 
possible, and organised to best  m eet  the needs of pat ients;

Agenda for Change, I nt roduct ion.

This is part icular ly apposite in that  Agenda for Change does not  

apply to the Consultant  Psychiat r ists for whom  New Ways of 

Working was originally envisaged, before its expansion to include 

everyone. The link between the two documents is clear in term s of 

this part icular phrase, when previously the work on developing 

m ental health pract it ioners who had the appropriate skills and 

com petences to m eet  the needs of service users had been couched 

in term s of ‘capable pract it ioners’. The Sainsbury Cent re’s ‘Capable 

Pract it ioner’ docum ent  had, as we have seen, been the pr im ary 

dr iver for developing service-user led workforce, based on an 

extensive survey of service user opinion which is well docum ented 

in that  report . This is further com pounded by the fact  that  there is 

actually no reference to ‘The Capable Pract it ioner’ in NWW for 

Everyone or in the I m plem entat ion Guide (NI MHE 2007b) , despite 

there being representat ives of the Sainsbury Cent re on the group 

which wrote it .

This m ay be ent irely innocent , as the reference back to service user 

involvem ent  usually quotes the ‘Ten Essent ial Shared Capabilit ies’ 

that  NI MHE developed in conjunct ion with the Sainsbury Cent re, 
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again based on service user need. The Ten Essent ial Shared 

Capabilit ies docum ent  (2004)  does reference the Capable 

Pract it ioner docum ent , but  the influence of the earlier docum ent  

seem s to have been subsum ed ent irely into the NI MHE sponsored 

Ten Essent ial Shared Capabilit ies. The keystone developm ent  (of 

Capable Pract it ioner Fram ework)  can, therefore, be t raced in NWW, 

but  only indirect ly, and what  had been a useful phrase, (and 

arguably one which was equally direct ive)  is com pletely lost  in 

favour of the new phrase of NWW.

This new phrase then, m ust  have a ut ilit y that  the old one did not . 

The phrase ‘capable pract it ioner’ could itself be the key, in that by 

using a generic term  so prom inent ly, as the t it le and key phrase, an 

em phasis is put  on a loss of professional ident ity, that  individual 

professions will be subsum ed into one generic ‘pract it ioner’. This is 

not  what  the Capable Pract it ioner Fram ework suggests, of course:

Previous com petency projects em phasised the not ion of ‘core’ or 
‘com m on’ competencies or skills that  were shared by all 
pract it ioners. This thinking is cont inued in this fram ework but  also 
included, is the recognit ion that  profession specific skills and 
expert ise are needed to im plem ent  the NSF in m odern service 
configurat ions.

The Capable Pract it ioner, Execut ive Briefing, Sect ion 7

The phrase used without  explanat ion, however, does reinforce a 

percept ion of loss of ident ity, despite the fact  that  the docum ent  

does not  actually say this. The fact  that  several of the pract it ioners 

interviewed, as we will see, were not  able to nam e a single 
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docum ent  which had im pact  on workforce planning and professional 

ident ity (see next  chapter)  suggests that  the im pact  of documents 

can be lim ited. The naming of the docum ent  m ay actually be the 

only part  of the thought  process that  extends to, and pervades the 

level of clinician.  For exam ple the quotat ion below is of a clinician 

referr ing to a presentat ion on New Ways of Working:

I  have got  to say that  when that  presentat ion was int roduced to the 
service by the um .. the psychiat r ist , the penny didn’t  drop for m e, 
in term s of how that  was going to im pact  or not  on what  everyone 
else was t rying to do, or is doing.   

Respondent  28 -  Social Worker – Pract it ioner

I n this respect  then ‘New Ways of Working’ is less threatening to 

professional ident ity than a perception, however incorrect , that  the 

new ways involve everyone becom ing ‘capable pract it ioners’ rather 

than being nurses, doctors, psychologists, social workers or 

therapists.

As we have traced the pulling back from  the use of the phrase 

‘capable pract it ioner’, through the use of the ‘Ten Essent ial Shared 

Capabilit ies’ docum ent , to ‘New Ways of Working’ presented as the 

only possible way forward, there begins to be an element  of careful 

planning about  how this m ovem ent  is ‘sold’ to its intended audience 

as a non- threatening change. The use of language is crucial in this 

respect  because it  ant icipates the object ions of professional bodies 

and individuals who m ight  fear a loss of personal or professional 

ident ity into a generic worker role. Although the quest ion was never 
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asked in interview I  did em ail the pr incipal authors of NWW during 

the analysis phase of this project  and asked if there was a direct  

correlat ion, or where the phrase had com e from . Their answer was 

sim ply that  it  had com e from  the Modernisat ion Agency. As we have 

noted before, the Modernisat ion Agency does use the phrase in 

other contexts within health.

I n cont rast  to this is the way in which the toolkit  for changing team s 

is nam ed. Much em phasis is put  on the use of this toolkit ,  which 

starts from  service user need and then looks at  what  skills and 

com petences are needed to m eet  that  need, and then looks at  how 

to gather together those skills and com petences. The toolkit  is 

called ‘Creat ing Capable Team s Approach’, which does again echo 

the ‘capable pract it ioner’ phraseology. Within the NWW for Everyone 

docum ent  the word ‘capable’ occurs thir ty-nine t imes, and is co-

located with ‘team s’ on thir ty-six of these occasions. Elsewhere it  

occurs twice, in the subt it les of the docum ent  itself and in passing, 

in a sect ion describing a voluntary sector project :

Operat ing in Northam ptonshire, the project  has two main 
object ives:  

to develop a third sector workforce capable of deliver ing services 
that  prom ote recovery and social inclusion;

NWW for Everyone 4.15.3

This suggests that  the word was carefully chosen to echo the 

‘capable pract it ioner’ language, rather than being random ly chosen. 

They could, after all,  be ‘effect ive team s’, ‘purposeful team s’ or 
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‘proficient  team s’. I n using this language then, the m ove towards 

team s that  are not  dependent  on the professional ident it ies of their  

const ituent team  mem bers, but  rather are a funct ional unit , is 

further sealed.
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6 .4  Cr it ica l Discourse Analysis of Agenda for  Chang e

6 .4 .1  The Agenda for  Change Project

As noted above, Agenda for Change (AfC)  was not  one of the 

docum ents or iginally ant icipated as being m ent ioned as frequent ly 

as it  was in the course of this research. I t  is different  from  the other 

two docum ents in that  it  is the result  of some very lengthy 

negot iat ions between the m anagem ent  of the NHS and the t rade 

unions and professional bodies that  represent  the ‘staff side’ of the 

workforce. I n m any ways when people refer to Agenda for Change 

they seem  to refer not  to the docum ent , but  to the intent ion and 

effect  of Agenda for Change. I n analysing the document , then, I  will 

m aintain a t ight  focus on the im plicat ions within the docum ent  for 

professional ident ity ( rather than a full exegesis of the effects of the 

exercise) . For the purpose of analysis the text  used is the AfC Final 

Agreem ent  published in Decem ber 2004 (DoH 2004b) .

6 .4 .2  Textua l them es in Agenda for  Change

6 .4 .2 .1  Character ist ic features in Agenda for  Chang e

The m ost  character ist ic feature in AfC is the fact  that  it  does not  shy 

away from  discussing pay and rem unerat ion in the way that  the 

previous two docum ents do, because this is the m ain focus of the 

docum ent . Whilst  the other two documents talk of skills and 

com petences as ways of looking at skill m ix and effect ive service 

delivery, the opposite is t rue of AfC, which necessarily has to tackle 
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the issue of how the skills and knowledge bases of a wide variety of 

professional groups can be put  into a fram ework which can then be 

used as a basis for working out  a grading schem e on which staff can 

be re-graded and paid.

The character ist ic features of AfC would relate to the technical 

m at ters of how changes are m ade to the pay grading of individuals, 

how these changes are im plem ented and what  provisions are made 

for except ions negot iated to term s and condit ions, i.e. inner city 

paym ents.

6 .4 .2 .2  I dent it y in Agenda for  Change

The word ‘ident ity’ does not  occur in AfC. This seem s to be because 

it  is one of the assum ptions of AfC that  the professional ident ity of 

each staff group is t ied up in their professional grouping. The word 

‘professional’ occurs fifteen t imes, of which five t im es it  collocates 

with role, to refer to ‘professional role(s) ’.  This high usage of 

‘professional’,  as well as the reliance throughout  the process on 

professional bodies, means that  in this part icular docum ent, despite 

its relevance in the m inds of those quest ioned for the research, 

there is actually no need to discuss ident ity because it  is taken for 

granted.

6 .4 .2 .3  Sk ills and Com petences in Agenda for  Change

By cont rast  skills and com petences are m ent ioned in AfC, and very 

frequent ly, for they provide the basis of the eventual set t lem ent . 
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However the phraseology used in AfC is very different , for the word 

‘com petences’ again does not  occur in the document , although 

‘skills’ are m ent ioned twenty- three t im es. The word ‘com petencies’ 

occurs only once, in the context  of the Knowledge and Skills 

Fram ework:

The KSF will cont inue to be developed so that  it :  
-  is simple, easy to explain and understand;  
-  is operat ionally feasible to im plem ent ;  
-  can use current  and emerging UK or nat ional externally quality 
assured standards or competencies;  

AfC, Sect ion 7.3

This em phasis instead is on the Knowledge and Skills Fram ework 

(KSF)  and is im portant  because it  is the basis for career 

development  within AfC, but  it  is a different  em phasis from  that  in 

NWW, for exam ple, where team work is the m ore important  feature. 

The AfC necessarily has to focus on the individual staff mem ber, 

because this is where it  relates direct ly to the pay and condit ions of 

that  staff m em ber.

Both frameworks value the skills which staff br ing, but  AfC largely 

subst itutes ‘knowledge’ for com petence. The word ‘knowledge’ 

occurs twenty one t imes in AfC. I n NWW it  occurs m ore frequent ly 

( twenty eight  t im es)  but  in the context of a m uch larger docum ent , 

so the significance is lower. The reasons for this are based in the 

purpose of the documents, in that  AfC uses form al (academ ically 

acquired)  knowledge, as defined by level of educat ion, as one of its 
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key points for determ ining grading. The assum pt ion is that  the 

levels of form al educat ion equate to sim ilar levels of knowledge, so:

The NHS Job Evaluat ion Schem e recognises that  all health care 
professionals who have, as a base level, graduate qualificat ion 
evaluate at  a sim ilar level. Whilst  there m ay be differences these 
are unlikely to be sufficient  to just ify a different  pay band. This 
m eans that it  is very likely that  they will be placed on pay band 5.  

AfC, Annex K1

6 .4 .2 .4  Service User  needs in Agenda for  Change

I t  is perhaps not  surprising that  ‘service users’ are not  m ent ioned at  

all in AfC. The phrase ‘service users’ is characterist ic of m ental 

health services rather than the broader NHS, which st ill generally 

uses ‘pat ients’ to refer to those who use services. The word ‘pat ient ’ 

occurs five t im es, and ‘pat ients’ fifteen t im es, but  these are alm ost  

incidental to the descript ion of what  staff are doing, rather than 

being used as the just ificat ion for all that  follows, in the way we 

have seen in the NSF and NWW. Again this seem s to be a funct ion 

of the nature of the docum ent . ‘Psychiat r ic pat ient ’ does occur once 

in the document , in relat ion to the absorpt ion of psychiat r ic lead (a 

special paym ent  under the old term s and condit ions)  into the 

m ainst ream  of grading. The system , however, is said to have the 

needs of pat ients at  its heart .
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6 .4 .2 .5  Need for  Flex ibilit y in the Agenda for  Chan ge

Given the em phasis put  on the need for more flexibilit y in NWW it  is 

perhaps more surprising to find that  when flexibilit y is m ent ioned in 

AfC it  is usually in a very different  context , that  of offer ing m ore 

flexible working arrangem ents for staff, i.e.:

I m prove all aspects of equal opportunity and diversity, especially in 
the areas of career and t raining opportunit ies and working pat terns 
that  are flexible and responsive to fam ily com m itm ents;

AfC, I nt roduct ion

The em phasis in this document , then, is very m uch on staff needs, 

with only a passing thought  to service user needs. The feeling 

appears to be that  in order to provide a bet ter service the needs of 

staff are to be taken into account :

A series of I m proving Working Lives toolkits have been produced to 
provide guidance to both m anagers and staff covering the whole 
range of issues within I m proving Working Lives, including flexible 
working.

AfC, Annex 4C

This m ay, of course, reflect  the or igins of the docum ent  and 

part icular ly the negot iat ions with t rade unions who see their  service 

users as their  m em bers, the staff m em bers, and thus st ress their  

needs.
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6 .4 .3 .1 . Socia l Events providing the context  for  th e Agenda 

for  Change

Whilst  the NSF for Children and NWW for Everyone both have a 

polit ical elem ent , they have less im pact  because each affects only a 

part  of the workforce, either the children’s workforce, or the m ental 

health workforce, though for CAMHS there have been elem ents of 

im pact  from  each one. AfC has been polit ical in a much wider scale 

because it  affected alm ost  the whole NHS workforce, and the NHS is 

one of the largest  em ployers in Europe. The process of negot iat ion 

to change the term s and condit ions of a wide range of staff whose 

pay, term s and condit ions had evolved over a very long period of 

t ime, took som e considerable t im e and was polit ically very sensit ive. 

The New Labour governm ent  was aware of the need for 

m odernisat ion, indeed had been elected with m odernisat ion as part  

of its agenda, but  t radit ionally has a st rong support  amongst  public 

servants such as healthcare workers. The process of m odernisat ion, 

therefore, needed to be one that  took these things into account . 

The process, despite being a long one in term s of t ime spent  on 

negot iat ion, was accused of being released at the t ime it  was for 

polit ical reasons because the government  was facing indust r ial 

act ion by another group of well regarded public servants, the 

firefighters. The final agreem ent  of AfC was launched in 2002 

( though only im plem ented in 2004)  at  the height  of the indust r ial 

dispute with the Fire Brigades Union and was presented as a 

reasoned example of a group of staff (within the NHS)  who accepted 
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m odernisat ion and were being rewarded for it ,  in cont rast  to the 

firefighters who were seen as being reluctant  to m odernise (BBC 

News 2002a, BBC News 2002b) . I t  was also used as an exam ple to 

the m edical profession who were negot iat ing their  own separate 

cont ract  at  the sam e t im e (BBC News 2002c) , and which was 

finalised a couple of m onths later (BBC News 2003) .

6 .4 .3 .2  Genre in Agenda for  Change

Genre is easier to define within AfC. The Departm ent  of Health 

I nform at ion box defines this document  as ‘Policy’, which m eans it  is 

agreed and should be im plem ented as writ ten. The agreem ent  is 

just  that , an agreement  that  was m ade between the em ployers and 

representat ives of the staff who would have agreed each area in 

som e detail after prolonged negot iat ions, which leaves lit t le or no 

room  for divergence from  that  agreem ent . Divergence from the 

prescribed agreem ent  could open up either side to potent ially legally 

enforceable proceedings or indust r ial act ion, so the language used is 

dogm at ic and precise, unlike the other two documents exam ined 

above which seek to be m ore persuasive (with the except ions 

noted) .

6 .4 .3 .3  Assum pt ions in Agenda for  Change

The assum pt ions inherent  within the AfC agreem ent  are likewise 

st raight forward. As with the NWW document  there is an assum pt ion 

that  this will go ahead, but  this assum pt ion is based on a m uch 

firm er basis because of the detailed negot iat ion process with 
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professional bodies and t rade unions. Whilst  NWW ment ions that  it  

has been consulted on with som e of those bodies, pr incipally the 

professional bodies, rather than actual t rade unions, and is specific 

on som e issues ( i.e. dist r ibuted responsibilit y, as above) , it  cannot  

be as certain as AfC because NWW is only guidance, not  policy. 

There is no com pulsion to im plem ent  NWW in the way that  there is 

for AfC.

What  AfC does establish, however, is the pr inciple that  skills and 

knowledge can be broken down into a fram ework that  can be used 

to determ ine the role of individuals em ployed by the NHS. This 

pr inciple has been agreed by the t rade unions and professional 

bodies as representat ives of the individuals, in the form  of the KSF 

and the Job Evaluat ion schem e. This is im portant as it  form s the 

basis for m oving on to the flexibilit y that  NWW seeks and which the 

KSF assum es will happen. By accept ing that  a job evaluat ion is 

m ade up of a series of different  skills, com petences and knowledge, 

the scene is set  for reviewing roles as they becom e available either 

individually or as part  of a team review (as envisaged in the 

Creat ing Capable Teams Approach) . The assumpt ion that  skills are 

t ransferable from  one professional group to another is im portant  in 

m ental health team s where there is, as we have seen, an 

understanding that  there is considerable overlap of skills. What  this

does is to m ove away from  the concept  that  an assessm ent  done by 

an OT, for exam ple, is necessarily different  from  that  done by a 

social worker. So long as the assessm ent  format  defines what  is 
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being assessed ( in a standardised way, like the Care Programm e 

Approach)  then the assum pt ion is that  either person could do it .  The 

need for specialist  assessm ents, therefore, needs to be bet ter 

defined if professional groups are going to suggest  that  their  skills 

are different  from  other groups. An OT, therefore, would have to 

define how they are going to assess the act ivit ies of daily liv ing and 

em ploym ent  or occupat ional potent ial of a service user in a way that  

is different  from  how a social worker or nurse would make that  

assessm ent . This links in with the findings of Crawford et  al (2000)  

that  role blurr ing actually tends to heighten the difference between 

professional groups in that  they are forced by this process to bet ter 

define what  it  is they br ing that  is different  or unique to a team . The 

process of ‘selling’ the value of that  difference or uniqueness to the 

service users who are now effect ively buying those skills ( through 

the CCTA and com m issioning process)  becom es more important . 

Actually defining what  it  is about  how nurses, or social workers, or 

psychologists br ing an elem ent  of difference of approach becomes 

m ore im portant  for professional ident ity if indeed that  ident ity is 

im portant  to individual staff mem bers. 

The King’s Fund assessment  of the im plem entat ion of AfC, ‘Realising 

the Benefits’ (Buchan and Evans, 2007)  sum m arised the aim s of the 

project  as:
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The goals were nothing if not  ambit ious. Agenda for Change was 
designed to develop new roles and new ways of working. I t  was 
intended to im prove recruitment  and retent ion;  pay fair ly and 
equitably for work done;  and create a system  in which career 
progression was based on responsibilit y, com petence and 
sat isfactory perform ance. Agenda for Change was also created to 
sim plify and m odernise condit ions of service and, if all that  were not  
enough, its advocates also claim ed that  it  would lead to bet ter care 
for pat ients. 

Realising the Benefits, I nt roduct ion

As noted above there is a realist ic appraisal of the fact  that  pat ient  

benefit  was a bonus, rather than the cent ral intent ion of the 

process. ‘Realising the Benefits’ also described the previous 

arrangements as a ’mess’, a system  that  needed sort ing out , but  

concluded that  the KSF process is ‘cumbersom e and cost ly to 

im plem ent .’  

The final assum pt ion that  com es across clearly in AfC is that  

professional ident ity is not  inconsistent  with the KSF skills and 

com petences fram ework. I t  does not  talk specifically about ident ity 

as we have seen, but  does talk a lot  about professional groups and 

professional skills in the context  of the KSF. Although the King’s 

Fund report  ( ibid)  sees this as cum bersom e, it  does provide a 

fram ework to begin to provide a way of clar ifying what  each job 

profile (developed through the Job Evaluat ion scheme)  br ings to the 

team  funct ioning. The assum pt ion, therefore, is that  each 

professional group can provide itself with a profile that  will describe 

its own funct ion in term s of skills and com petences. Whether this is 

an adequate descript ion of professional ident ity is not  seen as 
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im portant , because it  is not  addressed in AfC, m erely assumed that  

these ident it ies will cont inue.

6 .4 .3 .4  I nter tex tua lit y in Agenda for  Change

I t  is also interest ing to note the use of the phrases ‘new roles’ and 

‘new ways of working’ in the quote above, as ‘Realising the Benefits’ 

is a review of the whole of the AfC process, but  clearly picks up on 

the phraseology as used in AfC and increasingly across the NHS 

Modernisat ion Agency (DoH 2002) . The NHS Modernisat ion Agency 

also has programm es of ‘new ways of working’ for other areas, 

pr incipally surgery and cr it ical care, though these are not  direct ly 

m ent ioned as not  being relevant  in this context .

6 .5  Policy discourse sum m ary

There are a huge num ber of policy docum ents available to inform  

the developm ent  of CAMHS and m ental health services, but  only a 

few of these are m aking an im pact  as pract it ioners appear to be 

overwhelmed by the num ber and variety of docum ents.

There is no consistency am ongst  respondents about  which 

docum ents are seen as m ost  im portant . Even the m ost  current  one, 

New Ways of Working, was not  m ent ioned by name by all the 

respondents.
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There is evidence within the policy docum ents that  the intended 

direct ion of t ravel is towards developing a generic workforce of 

‘capable pract it ioners’ but  this intent ion is not  made clear, and the 

reliance on working with established professional groups may be 

seen as part  of a change m anagem ent  process towards that  

eventual goal. The m ot ives for this proposed change are always 

given as being what  service users want , but  other, m ore pragm at ic, 

m ot ives for change are also ment ioned.

The way in which service user need is quoted as cent ral to the 

process of change m anagem ent  is laudable, but  is done in a way 

that  allows doubt  as to the intent ion of the authors. By failing to 

ensure that  a r igorous m ethod is at tached to the use of service user 

and carer experience the authors allow doubt  as to whether this is 

their  t rue intent ion or whether this is being used as a just ificat ion 

for other mot ivat ions which are given but which are presented as 

very m uch secondary.

The ident ity of individual workers is not  given m uch em phasis, in 

com parison to the role that is required. This em phasis on funct ion, 

skills, com petences and capabilit ies is within the fram ework of an 

exist ing professional st ructure that does take more account  of the 

need for an individual ident ity that  encom passes something bigger 

than m ere funct ion.
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Chapter  Seven –  Analysis of Pract it ioner  Discourse

7 .1  I nt roduct ion

Having looked at  the docum entary guidance on how m ental health 

team s, and part icular ly CAMHS, are envisaged by governm ent  

policy, this sect ion exam ines the response of a group of thir ty- two 

people from  across the count ry who have been involved with this 

process in a direct  way. The discourse of their  responses will be 

related to the documentary guidance where appropriate, with a 

focus on how they consider they and others around them  are 

const ruct ing their  professional ident ity in the face of the 

docum entary and policy discourse. This will lead onto a final chapter 

of analysis that  pulls together the discussion of both areas of 

discourse (policy and interview respondents) , and develops a thesis 

on the place of professional ident ity in m ental health team s and 

CAMHS.

7 .1 .1  Dem ographics of the interview  group

As set  out  in the m ethodology chapter, the intent ion was to capture 

a spread of people who have been affected by policy as well as 

those who have been influencing the developm ent  of that  policy. As 

such it  was an intent ionally purposive sam ple and claim s only to be 

representat ive of the thoughts of the respondents on the day that  

they were interviewed. Whilst  no at tem pt  is being made to claim  

that  the thoughts of the respondents can be generalised across the 

whole workforce of CAMHS and m ental health workers, it  is st ill 
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im portant  to dem onst rate that  this is not  a hom ogenous group, but  

one which represents a variety of opinion and dem ographic spread.

7 .1 .2  Gender

Of the thir ty- two interview respondents seventeen were fem ale, and 

fifteen were m ale.

7 .1 .3  Ethnic Or igin

This was not  specifically asked;  however all but  one of the 

respondents appeared to be White Brit ish in or igin.

7 .1 .4 Geographic Spread

The intent ion was to cover the whole of England. Of the thir ty- two 

interviews conducted there were two clusters, geographically, and 

the rest  were spread across the count ry. The two clusters were in 

London, home of the Departm ent  of Health, and the East  Midlands, 

which is hom e to both the Nat ional CAMHS Support  Service ( in 

Leicester)  and the University of Lincoln’s Cent re for Clinical and 

Academ ic Workforce Innovat ion (CCAWI )  in Pleasley Vale, 

Not t ingham shire4.  The cluster ing occurred, therefore, not  from  

design, but  because the snowballing m ethod of gathering potent ial 

respondents m eant  that  a proport ion of these would be affiliated to 

one of those three inst itut ions. The rest  of the sample cam e from  

across the count ry, ranging from  Southampton in the south of the 

                                                
4 CCAWI  has since relocated to the Brayford Pool cam pus in Lincoln.
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count ry, to Som erset  in the west , and as far north as Newcast le-

upon-Tyne.

7 .1 .5 Or igina l Profession

Given that  this study is concent rat ing on professional ident ity, it  

seem ed important  to be clear on what  was the original professional 

t raining of respondents in order to determ ine whether this had an 

effect  on their  views of current  policy as well as how they cont inued 

to fram e their  own professional ident ity. Of the thir ty- two 

respondents, their  own descript ion of or iginal /  core profession was:

Figure 4 Original profession of interview  respondents

Psychiat r ist 5

Clinical Psychologist 4

Nurse 16

Social Worker 4

Occupat ional Therapist 2

Civil Servant 1

This spread of professions does largely represent  the types of 

different  or iginal t raining that  m ight  be found in m ental health 

team s and CAMHS. The civil servant  had been involved in the 

development  of policy and had been included for that  reason. The 

obvious om ission is of psychotherapists, but  as has been noted in 

the literature review m ost  psychotherapists have an original core 

professional t raining pr ior to postgraduate t raining in a part icular 

psychotherapy, and whilst  this addit ional t raining will undoubtedly 
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affect  their  professional ident ity this categorisat ion chose to 

concent rate on ‘core professions’ as defined by the HAS ‘Together 

We Stand’ (1995)  docum ent . Of those interviewed several were fully 

t rained in psychotherapy, but  were not  using that  in their  job t it le.

The other clear thing to note is the high preponderance of those 

with a nursing background. This m ay reflect  a bias towards the 

researcher as the invitat ions to part icipate clearly cam e from  a 

researcher who was based in a School of Nursing (although the 

researcher’s professional or igins were not  made explicit ) . This m ay, 

however, have m ade those of a nursing background m ore 

sym pathet ic and therefore m ore likely to respond. There are 

instances within the text  where this is not  an issue, as the 

respondent  had clearly not  been taking this into account  unt il they 

felt  the need to clar ify it :

Res:  But  where do you com e from , what ’s your profession?
I nt :  Nurse.
Res: … nurse… so um .. um .. I  . .  so you find that  the ident ity.. the    
professional ident ity varies, I  think, even within the professionals.

Respondent  25 -  Psychiat r ist  – Policym aker

I t  is also clear that nurses form  the highest  proport ion of the 

CAMHS workforce at  approxim ately forty per cent  of that  workforce 

(CAMHS Mapping 2004) . The num bers above are clearly over a 

representat ive forty per cent . The other area of influence that  

appears to have pushed this percentage up is the current  role of 
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those interviewed, as described below. Part icular ly there were

several CAMHS Regional Developm ent  Workers (RDWs)  included in 

the interview cohort , and these were all from  a nursing background 

( though nat ionally not  all RDWs are nurses) . This reflects the overall 

com posit ion of that workforce, which was advert ised and recruited 

to at  a salary level which was at t ract ive to highly qualified nurses 

(or social workers and AHPs) , but  below that  which would 

necessarily at t ract  equally experienced clinical psychologists or 

psychiat r ists.

7 .1 .6 Current  role of interview  respondents

I n order to be clear about  the current role of respondents it  was 

also asked at  the beginning of each interview what  was their  current  

job funct ion. These were then broadly categorised as below:

Figure 5  Current  role of interview  respondents

Policym akers 5

Policym akers /  Pract it ioners 3

I m plementers 9

I m plementers /  Pract it ioners 4

Pract it ioners 11

For the purposes of defining mem bership of each group the 

following definit ions were used:

 Policym akers  included those whose only current role was as 

a full t im e em ployee of an academic inst itut ion or 
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governm ent  departm ent ( including NI MHE/ CSI P) , and whose 

role did not  include any elem ent  of pract ice. Though this 

group were also involved in im plem entat ion to a degree, this 

was not  their  pr imary role.

 Policym akers /  Pract it ioners included those who had been 

heavily influent ial in the development  of policy, but  who had 

done so in a part - t im e role, and retained an act ive pract ice 

role in day- to-day clinical set t ings.

 I m plem enters were those whose prim ary role was to help 

clinicians and services to im plem ent  current  policy. This 

group included som e of the Regional Developm ent  Workers 

from  the Nat ional CAMHS Support  Service, for exam ple. This 

group did not  have act ive clinical roles, but  all of them  had an 

extensive clinical background in m ental health teams or 

CAMHS.

 I m plem enter  /  Pract it ioners included som e people who 

had a part - t im e role as an im plem enter but  who retained an 

act ive clinical pract ice for the rest  of the week.

 Pract it ioners included those who were in day- to-day clinical 

pract ice within a mental health team  or a CAMHS.

Of the thir ty- two interviewed, therefore, eighteen were current ly in 

som e form  of current  clinical pract ice. Only one respondent (as 

noted before)  had no direct  experience of working in a m ental 

health team  or CAMHS.
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7 .1 .7 Direct  exper ience in m enta l health team s or  CA MHS

Respondents were also asked about their length of experience in 

m ental health work, or direct ly in CAMHS. 

Figure 6       Length of m ental health /  CAMHS experience
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Whilst  this represents a m ixed picture for a m ixed sam ple the range 

of responses for m ental health experience was between 0 (n= 1)  and 

38 years (n= 2)  with a m ean of 21.7 years, and a total m ental 

health experience am ongst  the respondents of 705 years. The 

sam ple, therefore, represents a very experienced cohort  in respect  

of m ental health pract ice. Those with CAMHS experience tended to 

count  CAMHS experience within their  m ental health total:
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I n m ental health, I  qualified in March [ year] .  I  worked
for 18 m onths in adult  m ental health... um ... and then, in
Septem ber [ year] , I  went  to work at  in-pat ient  CAMHS for two
and a half years before com ing to com m unity CAMHS, here,
um .. that ’d be April [ year] , I  think it  was.  So nearly, gosh,
nearly six years.

I nterview 09 -  Nurse -  I m plem enter/ Pract it ioner

For CAMHS there was a sim ilar m ixed level of experience, with a 

range of responses between 0 (n= 2)  and 38 years (n= 1)  giving a 

m ean of 12.4 years and a total of 409 years CAMHS experience. 

This figure is, however, skewed by the num ber of people 

interviewed for their  overall experience of mental health policy who 

had only very lim ited CAMHS experience. 

7 .1 .8 Tim e fram e of interview s

The interviews were conducted between October 2006 and March 

2007. This is im portant  because the policy discourse was st ill 

developing rapidly at  the t ime of the interviews, and this is alluded 

to by som e of the respondents. New Ways of Working for Everyone, 

which included the sum maries of different  disciplinary working 

groups, was launched and published in April 2007, just  after the 

interviews had been com pleted. Many of the pract it ioners were also 

involved in the third wave of NHS provider Trusts preparing to m ove 

towards Foundat ion status, and this is reflected in som e of the 

m anagement  preoccupat ions in their  clinical set t ings.
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7 .2  Textua l them es in the Pract it ioner  Discourse

As noted in the m ethodology sect ion the interviews were conducted 

in an open form at  with only a sm all degree of fram ing of the 

discourse by the researcher (see I nterview Schedule, Appendix 4) . 

As such the interviews covered a wide range of areas relat ing to 

how policy is being enacted and shaping the professional ident ity of 

the workforce current ly em ployed in m ental health and CAMHS. The 

analysis which follows therefore will naturally concent rate on those 

issues which direct ly relate to professional ident ity rather than 

at tem pt ing a fuller analysis of m any of the wider issues discussed. 

As noted in the m ethodology chapter, this sect ion is a them at ic 

analysis inform ed by CDA, rather than a st r ict  applicat ion of CDA 

m ethods.

7 .2 .1  Character ist ic features in the Pract it ioner  D iscourse

Within the discourse it  is im portant  to restate that  alm ost  all of the 

respondents were able to discuss the issues at  length, with very 

lit t le prompt ing. Without  replicat ing long pieces of text  here it  is 

character ist ic of m ost  of the interviews that  respondent  replies often 

cover several pages of t ranscript ion without  any intervent ion from  

the interviewer. This reflects the length of experience of the 

respondents, and their  willingness to be interviewed on the subject  

m at ter in hand, but  there are also specific references to professional 

ident ity as being im portant , even if not  som ething they had 

specifically art iculated before:
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I n term s of m y own professional ident ity, I  take great  pr ide in being 
a nurse.  And, haven't  really kind of thought  that  through what  that  
actually is.. actually about .

Respondent  23 – Nurse – Pract it ioner /  I m plem enter

And:

Um ... well . .  that 's ..  I  think that 's an interest ing.. I  think that 's a 
sort  of .. a big part  of it .   But  I  think how people get  that  
professional ident ity is also really interest ing.

Respondent  10 – Occupat ional Therapist  – Pract it ioner

7 .2 .2  I dent it y in the Pract it ioner  Discourse

As the study and interviews focus on ident ity the init ial explorat ion 

will focus on very specific reference to ident ity within the 

pract it ioner discourse, and then widen out to look at issues that  

relate to ident ity or which have been ident ified in the policy 

discourse (above)  as being im portant .

7 .2 .2 .1  Personal ident it y

As ident ified in the literature review it  is clear that  the concept of 

personal ident ity was on the minds of respondents, who did not  

describe professional ident ity in hom ogenous terms. Specifically, 

although different  individuals are expected to perform  a sim ilar role 

and funct ion within team s, there was reference to the individual 

differences which personal experience and personality br ing which 

will affect  how that funct ion will be delivered:
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Um , I  think that ’s, that ’s really powerful.  I  m ean, it ’s really 
frust rat ing because I ’ve, obviously over twenty plus years worked 
with people that , I  would say, were “ ideal”  for working in the 
profession.  And I ’ve worked with som e that  are not  “ ideal”  at  all 
and I  think som e of m y frust rat ion often um , when I  worked with, 
looking at  when I  m oved into a st rategic role and looking at what  it ,  
why did som e team s work bet ter than others and it ,  you know, it  is 
all about people’s at t itudes, values and visions really.  And, and it  
would be really great wouldn’t  it ,  if you could bot t le that  and m ake 
the other team  work in that  way.

Respondent  01 – Nurse – I m plem enter

How important  the personal aspects of the individual worker are in 

service delivery was an area where there was considerable 

uncertainty expressed by som e:

Um … [ 4 seconds pause]  there’s obviously a st rength in having 
professional…. a profession or whatever it  is.  And there’s obviously 
st rengths in having personal skills.  Where that  balance com es into 
play … I ’m  not  sure…   r ight at  this m om ent , I ’m  not  able to say 
where that  balance lies.. um … there’s st rength in both I  think.  Not  
one is bad and not  one is good either, I  don’t  think.  

Respondent  04 – Civil Servant  – Policymaker

Others, perhaps com ing from  a m ore inform ed therapeutic model, 

were m uch more certain of the way in which individual and personal 

qualit ies are im portant  in therapeut ic relat ionships:
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…som e of the things that  have been m ost  not iced by the fam ilies 
are the things that we are com m ent ing about  the personal im pact  of 
what  people are saying.  Or you are m aking som e links with … er… 
how you see it  as a person, as opposed to a doctor.   Um .. um ..[ 7 
seconds pause]  and er…. it  m akes the work m ore difficult  at  t im es, 
because you are m ore em ot ionally ident ifying with your pat ient  and 
you… you.. it ’s er.. it  can st ir  things up far m ore, but  it . .  it  also feels 
a far m ore powerful way of working than purely a very detached 
professional model.  Um .. so I  think you have to kind of rein 
yourself within lim itat ions and with safety nets.

Respondent  08 – Psychiat r ist  – Pract it ioner

There was also a recognit ion that  the underlying m ot ivat ion to com e 

into a certain profession was a personal one, and that  underlying 

m ot ivat ion cont r ibuted powerfully to the creat ion of a complete 

personal ident ity which involves both the personal and professional:

[ Long Pause -  15 seconds] . I ’d… don’t  know …… I  think, som et im es, 
there’s that  underlying thing… want ing to help people and want ing 
to kind of m ake people’s lives happier and caring and those kind of 
basic, sort  of nursing things I  suppose.  And I  think about  nursing, I  
think about  m yself, it ’s that  want ing to m ake things OK..  and 
people bet ter… um .. and sort  of… but .. I  m ean.. the sort  of curiosity 
about  how people m inds work and this fascinat ion when it  all goes 
wrong and… the psychology of it ..    I  don’t  know, som e people are 
just  really fascinated by that kind of thing, aren’t  they?

Respondent  09 – Nurse – Pract it ioner

I n this respect  there was also recognit ion that  personal apt itude 

would be an im portant  part  of recognising people who would m ake 

good workers within different  professions, or at  least  a com m on 

need for basic personal qualit ies:
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So, I  do think um .. and m aybe people with part icular views on life 
are at t racted to part icular professions or even.. not  part icular ly 
professions but  sort  of the “helping profession”  as a whole.  Um .. 
but  I  think you do have.. part icular ly in m ental health, I  don’t  think 
you can work with people without  it  being you that ’s actually facing 
that  person.  I t ’s not  … it ’s not  a nurse.. you just  happen to be a 
nurse.. it ’s you that ’s having the interact ion with that  person.  So I  
think it ’s a big elem ent of you as a person but  I  do think your 
t raining shapes that  som ehow.  

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner

Whilst  this them e is com m on am ongst  nurses, who m ay well have in 

m ind Peplau’s concept  of the ‘therapeut ic use of self’ ( i.e. Peplau op 

cit ) , there is a wide acknowledgement  of this within the 

psychotherapeut ic literature.  This was best  summ arised:

Um .. tch.. the.. the personality qualit ies will obviously be the m ost  
im portant , I  think, because it  doesn’t   m at ter what  professional 
t raining you get  in the end..  The personal qualit ies to actually enact  
them , then, you know, will . . have a therapeut ic benefit . .  

Respondent  32 – Nurse – Pract it ioner

7 .2 .2 .2  Role blurr ing and gener icism

As was discussed in the literature review there is a st rong sense 

within m ental health workers that  the sort  of m ult idisciplinary team  

working carr ied out  in CMHTs and CAMHS is different from  that  

which exists in physical healthcare MDTs. This is character ised by 

m ore blurred roles, and an overlap of skills that  m ight  not  be 

expected elsewhere in healthcare provision.
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Um , I ’ve always worked in team s that have been …. I  would say 
properly m ult i-disciplinary… so the consultant  m ight have a … kind 
of have a key role or other cent ral role, but  often… um .. it ’s not  a 
clear.. in a sense of a hierarchy or leadership role…so it ’s quite 
different  from  the standard m edical m odel that  you’d find… or I  
have found when I  have worked in other m edical specialism s, such 
as paediatr ics or m edicine,…

Respondent  08 – Psychiat r ist  – Pract it ioner

With som e reservat ions staff acknowledged the overlap of skills and 

abilit y for different  people or professionals to offer a broadly sim ilar 

service.

Yeah, and nine t im es out  of ten, if som ebody’s accepted, it ’s like, 
we have a lit t le sect ion where it ’s like well “who would be the best  
person for this case?” .  And, nine t im es out  of ten, it  will be .. 
there’s a t ick box for “anyone” .  So.. it ’s … “anyone can do that  
assessm ent ”  and it  should be pret ty m uch the same kind of 
assessm ent  that they would get .   I  m ean, in reality, I  don’t  know if 
it  is. I ’m  sure everyone puts their  own certain slant  on it ,  
individually, let  alone if you’re from  different  disciplines.

Respondent  09 – Nurse – Pract it ioner

Within this acknowledgem ent  of mult i-disciplinary team working, 

however, there was som e quest ioning of whether this was actually 

m ult i-disciplinary work, or sim ply a tendency for everyone to do the 

sam e thing. Roles therefore becom e blurred so m uch as to be 

indivisible, and a com m on generic role overtakes the individual 

professional cont r ibut ions.
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I  think though, for m e, things like CAMHS nursing has becom e m ore 
blurred as there’s been a m ove to … it ’s alm ost  a move towards 
m ult i-disciplinary team  but, actually, everybody does the same 
thing. Um .. and I ’ve seen this happen in a num ber of different  
services I ’ve worked in.. We’ve had a range of professionals there, 
with a range of skills and qualificat ions, but  m ost  of the people are 
doing the sam e work, including like consultant psychiat rists, which 
kind of m akes a hash of it  all.

Respondent  19 – Nurse – I m plem enter

This same respondent , however, pointed out  one of the perils of 

m aking, not  a m ult idisciplinary team, but  one where everyone did 

the sam e thing. This relates to power and ult im ately to how 

different  team  m embers are rem unerated, which will be exam ined 

in detail later:

But  do you analyse what  everyone in the team s doing and work out 
how it  can be m ost  effect ive… whilst  st ill feeding in som e of the 
evidence around the profession. Or do you all j ust  do the sam e 
thing, you know, ( laughs)  and pick out  those who get  paid loads 
( laughs) !

Respondent  19 – Nurse – I m plem enter

For others the them e of sim ilar ity of approach leads inevitably to a 

quest ioning of whether there needs to be sharp, or even soft  

professional differences between team  m em bers, when the funct ion 

of the team, as a whole, is to provide a defined service:
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I ’ve worked in m ult i-disciplinary team s where.. it  becam e quite 
difficult  to rem em ber or ident ify people’s or iginal profession.  
Because people were doing so m any sim ilar things.  Everybody was 
in a posit ion where they could offer som e psychological intervent ion 
of som e sort .   I t  m ight  be a bit  m ore psychodynam ic, or it  m ight  be 
a bit  behavioural, but  everyone was working with people and 
offer ing that  kind of intervent ion………

We m ay see;  and I  have.. it ’s rum bled around for a long t im e, but  
we m ay see a single professional ent ity which is no longer 
nurse/ social worker er.. or er.. other specialist  sub-sets of 
professions but  som ebody working in m ental health, a person, and I  
can sense, in a way I  think never sensed before, the sense.. this 
possibilit y of a m ental health worker profession, which m ay be less 
about  social work and nursing;  and occupat ional therapy, than it  is 
about  service delivery.  So that .. that ’s an interest ing thing I  think.  
To see the system  change.  

Respondent  22 – Nurse – Policym aker

I n this sense the respondent is more at  hom e with the concept  of a 

single ‘capable pract it ioner’ than are m ost  of the interviewees. 

Within this respondent ’s com ments there were recognit ions that  this 

‘capable pract it ioner’ or ‘m ental health worker profession’ would 

take a long t im e to develop and m eet  acceptance, perhaps as long 

as a generat ion.

Others m ight  accept  a move towards a m ore generic const ruct ion, 

but  st ill had reservat ions about  the m ove, including those that  

reflect  im balances of power and remunerat ion.
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Um .. like.. like you know, I ’ve thought  long and hard about this 
subject  and discussed it  with colleagues.  Um .. I  have less anxiety 
about  m oving to a generic profession, um .. or a generic workforce.  
Um .. I  am  less um .. concerned about  um .. preserving the 
professional ident ity within that .  Because I  think the professional 
ident ity is m any things.  Um .. I  don’t  um .. think, however, that  we 
should all have generic t it les and do the sam e thing and be paid 
different  am ounts to do it .  

Respondent  24 – Nurse – I m plem enter /  Pract it ioner

7 .2 .2 .3  The im portance of professional ident it y

From  this overall reluctance to accept  a m ove towards a ‘generic’ 

style of working it  was possible to detect  som e sense of what  

professional ident ity m eant  to those who were interviewed. I n m any 

cases they st ruggled to art iculate this without  appearing defensive 

about  their  own professional group, and seem ed a lit t le ashamed 

about  this, but  there was a st rong sense that  there was som ething 

worth preserving about  the current professional set  up.

I n this sense the tendency was to look to art iculate what  it  is about  

m ult i-disciplinary work that  makes it  valuable, pr incipally that  it  is 

just  that , m ult i-disciplinary, drawing on the st rengths of different  

disciplines and perspect ives, rather than a core of skills and 

com petences:
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I  think there is an im portance in actually having, I  m ean.. the.. the 
st rength of having a m ult i disciplinary approach is  br inging different  
fram e works in the way of thinking.  From  research bases, different  
clinical skills, um .. different  world views, if you like, have com e out  
if professional discourse is to bear on one part icular issue.  You m ay 
be looking at.. um .. if people are not  thinking the sam e way, we 
lose that  potent ial r ich.. r ich m ix of er.. er.. different views and 
possibilit ies I  suppose.   Um .. er.. alm ost  thinking about  a issue, 
with a fam ily, um .. I  do think it  is im portant  that… that  disciplines 
do retain their  other t raining, a sense of their  own ident ity, 
basically.  

Respondent  12 – Nurse – Policym aker /  Pract it ioner

There was, within this, a realisat ion that  the differences that  

different  professional t rainings br ing m ight  be quite overt , or they 

m ay be quite subt le:

Um … and.. but , that ’s the difference, tha… that ’s the danger, um .. 
people…. it ’s, it ’s about…. it ’s about  having a lot  of the knowledge 
that  you acquire as a professional.  You don’t  necessarily use, at .. 
the… the.. t . .  at  a part icular t im e in a part icular role.  You use only a 
sm all bit  in an overt  way.   But  your approach to that  role is 
governed by that  sort  of global knowledge that  m ight  respect  in the 
culture you are in… That  perfects… as… as I  said… with the.. with 
the … I  realised this on the enquir ies.. um … that .. that  I  com e to 
things from  a slight ly different  perspect ive.  Because I  am  a social 
worker, not  a doctor or a nurse.   And it  is subt le … because 
basically we are all in the sam e business.

Respondent  06 – Social Worker – Pract it ioner

This difference of approach to essent ially the sam e task was 

m ent ioned by different  respondents at  different  t imes, and afforded 

a different  am ount of weight.
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Som e, for exam ple, were happy to m inim ise the im portance they 

gave to different  t rainings, or understate this:

The only difference between m yself and a psychiat r ist  really…. And 
m ost  psychiat r ists would probably shoot  m e for saying this...   is that  
they, they, um ,… they prescribe and I  could easily do a nurse 
prescribing course.

Respondent  02 – Nurse – I m plem enter

Other respondents felt  that  the task of different iat ing between 

disciplines and professions was so com plex as to be alm ost  

im possible, again harking back to the overlap of skills and 

com petences as well as role. This com m ent , however, does accept  

that  professions have different  things to offer, but  find them , again, 

difficult  to art iculate in a m anner which does not  com e across as 

overly defensive:

And I  think.. in fact , we produced som ething called a m at r ix.. um .. 
where we t r ied to describe the individual professions… um   What is 
it  that  only they can do.. um , what is it  that  give away.. um  and 
what  is it  that  they would like to do, if they had got  the capacity to 
do it?   And we found that , in fact , there is a lot  of com m onality.  
But , when people looked at  it , they hated it ,  because they said it  
was so reduct ionist .  You know. .. and it  is a com plex thing to t ry 
and capture..  And I  think one of the things is not  so m uch about  
who can do what  kind of intervent ion or …., but  I  think one of the 
things is about  the conceptual fram ework that  people com e with. 

Respondent  14 – Psychologist  – Policym aker

The conclusion of this respondent, then, was that  the conceptual 

fram ework that  each professional group brings is the thing that  

different iates them . 
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I n the following sect ions, therefore, the conceptual fram eworks of 

different  professional groups are sought  as well as looking for what  

individual respondents think is dist inct ive and unique about  their  

own and other professional t rainings. 

7 .2 .2 .4  Professional ident it y of psychiat r ists

Although the interview cohort  included five psychiat r ists, it  is 

obviously im portant to reflect  the percept ions of the other 

professionals interviewed, as is done through all the following 

sect ions on individual professional groups. Not  surprisingly in each 

case how the psychiat r ists (and others)  see them selves is often 

quite at  odds with how others perceive them . Whilst  som e 

stereotypical views were recorded, it  should be remem bered that  

the respondents are a very experienced group, so som e of the 

stereotypical behaviour m ust  have been witnessed in their  pract ice 

in order to reinforce those stereotypes.

7 .2 .2 .4 .1  Psychia t r ists follow ing a m edica l m odel

As noted above we need to concent rate on what  conceptual models 

different  disciplines follow, or are perceived to follow.

Whilst  psychiat r ists m ay have addit ional t raining in specific 

therapeut ic m odalit ies their  core t raining is in what  is usually 

referred to as the ‘m edical m odel’.  There is an assum pt ion within 

healthcare that  if a m edical m odel is referred to then everyone 

knows what is m eant. One respondent  did, however, elaborate 

slight ly on this assum pt ion:
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And that  what  you will get , and the m odel that they work, is a.. is a 
very m edical model, the sam e as their er.. their  m edical colleagues.   
So it ’s out -pat ient clinics, er m edicat ion and er.. ward rounds in in-
pat ient  units.

Respondent  21 – Nurse – Policym aker

This same respondent  went on to clar ify further that  the medical 

m odel in psychiat ry m ight  well be rather m ore complex than a 

m echanical m odel of body funct ion, and that  the t raining of 

consultant  psychiat r ists (and specialist  child psychiat r ists)  was a 

long and very thorough one:

I  think psychiat ry is very sim ilar although within.. you know it ’s 
inform ed by a different  m odel.  I t ’s very m uch led by a m edical 
m odel.   But  you do get  opportunit ies to learn.. to work with other 
m odels as well.  And I  think as m odels, they are excellent .  And um .. 
up to .. up to consultant grade… um  their posts are considered 
t raining posts, so there’s a clear progression as well.

Respondent  21 – Nurse – Policym aker

Describing this m odel, and a m ore rounded approach to the 

psychiat r ist  role in m ental health, has been problemat ic. As the 

following quote illust rates, psychiat r ists clearly see their  role as 

m uch larger than having a m edical m odel available to a team, whilst  

others disagree.
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…it  was decided  that  there should be um .. um .. a short  descript ion 
of the dist inct ive cont r ibut ion for psychiat rists.  The first  version was 
produced by [ anonym ised]  ……
But  what he produced, when we circulated all the professions, 
part icular ly psychologists, was howled down because they thought it  
claim ed too m uch for the psychiat r ists, because, basically, what  it  
was saying was that  they were the only profession that  can take a 
health, social and psychological overview of the pat ient .
…
Um ..  And so um .. the BPS and .. and.. the other groups were 
asked, “Well OK you produce it ,  let ’s see what you can com e up 
with.”   So they produced som ething which was “ that  the doctor’s 
role was to im plem ent  the m edical m odel” .  And so we shared that  
with the psychiat r ists, and they hated it .

Respondent  14 – Psychologist  – Policym aker

This polar isat ion of thinking about  the ‘m edical m odel’ and what  it  

stands for is part icular ly difficult  in CAMHS, where there is a 

widespread belief that  the m edical m odel is not  the best  approach 

for dealing with the m ental health of children and young people 

whose physical and em ot ional developm ent  are st ill progressing 

rapidly rather than being fully formed as is largely the case in 

adults. This is part icular ly the case where a CAMHS service sits 

within an NHS m ental health Trust  whose m ain services are for 

adults, and for whom  that  m edical m odel m ay, appropriately, have 

dom inance:

We’re a very m edical m odel service… um .. I  wouldn’t  say it ’s a 
constant  batt le but  I  think there’s a constant  tension within CAMHS, 
between er the..  the needs of the severely m entally ill and then the 
m ajority of cases that  get  referred.   Um .. the Trust  listens to .. er.. 
the needs of the m edics.   I t ’s very im portant  that  they are.. um .. 
catered for and looked after.  So..   um .. there will always be som e 
of those decisions that  are very m uch driven by the m edical m odel.  
And I  don’t  think for CAMHS that ’s a part icular ly healthy place to be.

Respondent  11 – OT– I m plementer /  Pract it ioner
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7 .2 .2 .4 .2  Psychia t r ists as prescr ibers of m edicat io n

Unt il recent ly it  was also clear that  one of the dist inct ive elem ents of 

psychiat r ist  pract ice was their  role in the prescript ion of m edicat ion 

(and certain funct ions out lined in the Mental Health Act ) .

Er… um .. so I  guess in term s of m edics, it  seem s that  they can do 
what  no-one else can do, which is pres.. prescribing and sect ion 12 
assessing and all that sort  of thing.  

Respondent  16 – Nurse – I m plem enter

Prescribing, however, is st ill relat ively rare within CAMHS, com pared 

to adult  m ental health, so there are elem ents of reluctance from  

psychiat r ists and others, to see this as a core funct ion, even though 

it  has been a dist inct ive and unique funct ion unt il recent ly. One 

respondent  described this change in pract ice:

Yeah, I  think so and I  think that ’s because they’ve been pushed into 
prescribing.   Whereas, if you look at  40 years ago, they hardly 
prescribed anything...  the child psychiat r ists.  They didn’t .. . so and 
what ’s happened is that you’ve had a t reatm ent  that’s um … been
available... there’s been m edicine, so therefore, they’ve been 
backed into it .   Though som e, I  think, there’ve been m ixed views.  
Som e have just  said, “We won’t  do it , we don’t  believe in it ” ,  and so 
on and so forth, so you get  that sort  of cont rast  and then you get  
others who say, “Well actually it  does work, it  does seem  to help 
som e of these kids, so we don’t  know what  to do, so we will 
prescribe” .  But  when they’ve said that , then they’ve been 
bom barded because they will prescribe.  And I  think they’ve lost  
som e of their  actual what  I  would call actual therapeut ic skills 
actually… they’ve gone into m edicine.  

Respondent  13 – Nurse – Pract it ioner

This leads to a posit ion where it  is difficult  now to see prescribing as 

a dist inct ive or unique posit ion to take up, either because it  
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potent ially rest r icts the pract ice of psychiat r ists excessively, or 

because with the advent  of non-m edical and independent  

prescribing other professionals can becom e prescribers. Although 

this is current ly rest r icted to nurses and pharm acists (as of 2008) , 

the plan is to extend those privileges to other professional groups.

But  what’s quite clear is, in fact , um . . as you begin to whit t le it  
down, there are very few.. you know.. you get  down to a very … 
silly sort  of dist inct ions;  and which er.. with non-m edical 
prescribing, for exam ple, um .. it  becom es um  less clear.

Respondent  14 – Psychologist  – Policym aker

A rest r ict ive view of psychiat r ists as prescribers also tends to 

underest im ate their dist inct ive cont ribut ion, and one respondent  at  

least  was prepared to suggest  that such a narrow definit ion alm ost  

m ade them redundant  (as previously cited on p254) :

The only difference between m yself and a psychiat r ist  really…. And 
m ost  psychiat r ists would probably shoot  m e for saying this...   is that  
they, they, um ,… they prescribe and I  could easily do a nurse 
prescribing course.

Respondent  02 – Nurse – I m plem enter

7 .2 .2 .4 .3  Psychia t r ists having the m ost  com plex cas es

One of the essent ial elem ents of NWW is the axiom  that  service 

users should be seen by the person with the m ost  appropriate 

com petences and skill levels. This usually m eans that  the most  

com plex cases should be seen by the staff m em ber with the m ost  

t raining and experience, which m any take to be the consultant  

psychiat r ist , whose t raining is the most  exhaust ive and lengthy of 
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any of the m ental health professionals. This was summ arised by one 

respondent , though with the caveat  that  other professionals at  

consultant  level would also qualify to deal with such complex cases:

Um .. so it  m eans that .. er. I ’m  talking part icular ly about  people of 
consultant  level, and this is t rue, not  just  of psychiat r ists but  of all 
professions.  I f you are working to consultant  level, you should be 
seeing, clinically, those people with the m ost  com plex needs.  Um .. 
because you have the m ost  experience and the m ost  skills etc., and 
then you should be seeing.. you.. and therefore, in parenthesis, you 
should not  be seeing people who don’t  need that .

Respondent  14 – Psychologist  -  Policym aker  

This em phasis within NWW, which started with NWW for 

Psychiat r ists, is seen as core to a more effect ive workforce, but  also 

as a way of reducing the burden on psychiatr ists who t radit ionally 

held large caseloads of com plex (and not  so com plex)  cases.

What  we are t rying to do, for exam ple, take consultant  
psychiat r ists, is that  there’s a great  feeling am ongst  a num ber of 
them  that  they’re totally overburdened, overwhelm ed with 
dem ands, service re-organisat ion, and so on.   And the job is not  
becom ing doable and it  is their  words not  ours.

Respondent  04  -  Civil Servant  – Policymaker

Certainly there is a feeling of being the person of last resort  when it  

com es to the most  com plex cases, which m ay hark back to the 

concept  of m edical responsibilit y that  NWW is t rying to replace with 

the ‘dist r ibuted responsibilit y’ m odel:
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… psychiatry has a role to play and I  certainly know that  when there 
is anything serious, then… there are footsteps running down the 
corr idor and “Can you please see this case?”…

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner 

7 .2 .2 .4 .4  Being a ‘doctor ’

So far the discussion has been prim arily about  being a psychiat r ist  

(or child psychiatr ist ) . Whilst  the m edical m odel was discussed it  

was in the context  of psychiat r ic pract ice. However psychiat r ists 

t rain as m edical doctors first , and there is an elem ent  of cont inued 

connectedness with that  or iginal t raining and wider profession (as is 

the case with som e of the other mental health professions, of 

course) , even if they have som e distance from  that  group. I n term s 

of professional ident ity it  is clear that  for som e, if not  all,  of the 

respondents that  this ‘core t raining’ and socialisat ion is deeply 

ingrained:

Well everyone tells m e that  I ’m  a doctor to m y fingert ips.  Um .. so.. 
I  suppose I  was put  on that  conveyor belt  and processed and.. um .. 
that  won’t  ever go away.  

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner

Whilst  the sort  of doctor who is likely to m ove into psychiat ry, and 

even m ore to child psychiat ry, is unlikely to be the m ost  hung up on 

the status of doctors com pared to other professions, it  is 

nonetheless st ill an elem ent  recognised by som e:
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I ’ve always like working with local authorit ies, working with 
educat ion and so on.  And I  seem  a bit  peculiar, because I  am  
com fortable with that .  Whereas others would see them selves, 
doctor first , and com e with a posit ion of, you know by prescript ion 
pad, and by authority and so on is the key.

Respondent  25 – Psychiat r ist  – Policym aker

As with other professional groups there is also an element  where 

this com m onality of or iginal t raining is felt  to be of use in 

networking or working with other doctors. The com mon 

understanding that  develops from  a core t raining, and the respect  

that  goes with it  seem  to be at  the core of this:

But  I  think working with com plex whole system s, I  expect doctor to 
doctor understanding, part icular ly when prim ary health care, … and 
across the com m unity /  in-pat ient  breach... it  can be quite an 
im portant  role.

Respondent  17 – Psychologist  – I m plementer

7 .2 .2 .4 .5   Psychia t r ists as the m ost  pow erful profe ssional 

group

The final area of com m ent  has been alluded to in the previous 

quotes, that  of the inherent  authority and power of the m edical 

profession. Whilst  NWW sees the t radit ional concept  of medical 

responsibilit y being replaced with the ‘dist r ibuted responsibilit y ’ 

m odel, there is an elem ent  of that  rem aining as the basis for 

m edical authority. As this changes, so the basis of psychiat r ists’ 
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power also seem s to be changing, although there are elements of it  

rem aining.

And also, to be fair  you know, I  think shifts in the role of the 
m edical profession as well,  from  a situat ion where, although you st ill 
encounter it , it ’s m ore rare now for the senior m ember of the team  
to think that  they’re m ore responsible for the work of other 
m em bers of the team  in the m anner of a .. officer in the arm y, you 
know, they’ve been responsible for the.. the welfare of their  t roops, 
you know, and their behaviour.  

Respondent  17 – Psychologist  -  I m plem enter 

For m ost  respondents the differences in power and the hierarchies 

inherent within the NHS are accepted as a de facto of the system  

and one that  would be very difficult  to challenge.

Um .. I  guess there’s a fair ly well recognised hierarchy of power 
around the m edical profession.  Psychology being the sort  of 
pretenders to the throne really.  Um .. you know um .. in wait ing 
( laughs)  you know.  Maybe seeking out the sam e types of um .. tch.. 
sorry..  er.. power I  guess.  Um ..  The influence and prest ige that  
the m edical professions always had.  Um .. that ’s the way out .  And I  
guess because we’re all in a m edical hier.. hierarchy in the NHS, I  
guess we’re all posit ioned by that ..  in various ways.  

Respondent  27 – Social Worker – Pract it ioner

The need to have the psychiat r ists ‘on board’ with changes that 

m ight  be seen as threatening to their  power and authority was 

clearly seen within the NWW project . The project  started ( in m ental 

health)  in response to the needs of psychiat r ists, and only later 

opened out  to be ‘NWW for Everyone’ when the im pact  of changes 

on other groups was obvious.
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Well the reports that  we’ve published .. er.. part icularly the inter im  
report  on new ways of working, which focuses very heavily on 
psychiat ry… Um .. because what  we want  to do is to recognise that 
they are … um … not  the biggest  num bers, but perhaps a very 
im portant  player in delivering services,  leading of team s, and so 
on.  So, our focus init ially was on them .

Respondent  04  -  Civil Servant  -  Policym aker 

The final elem ent  of the power wielded by psychiat r ists and doctors 

is evidenced by the way in which they are rem unerated. Agenda for 

Change, as we saw in the previous chapter, has been seen to have 

a huge impact  on professional ident ity and how individuals see 

them selves. Yet  the m edical profession alone out  of all health 

service employees (with the exception of Trust  Chief Execut ives, 

who also wield considerable power)  is the only group that  was not  

included in Agenda for Change.

Tch..so.. there’s that  agenda and I  think there’s also the im pact  of 
um .. the financial im pact  of Agenda for Change and the high cost  of 
consultant  psychologists and psychiat r ists and, “Do we need them ?”  
and the Com m issioners saying, “Well, what  are we get t ing for our 
m oney now?

Respondent  07 – Nurse – I m plem enter /  Pract it ioner
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7 .2 .2 .5  Professional ident it y of psychologists

For lay people the difference between a psychiat r ist  and a 

psychologist  can often be a confusing one, but  psychology has 

m anaged, in a way which m any other m ental health professions 

have not , to develop an ident ity of its own which it  defends quite 

robust ly.

And I  think in m any ways clinical psychologists, um .. this may be 
um .. unfair , but  in som e sense, you got  a sense that  they had …. a 
quite considerable clar ity about  their professional role and ident ity.   
Um . . which is som et imes irr itat ing to others ( laughs) .

Respondent  25 – Psychiat r ist  -  Policym aker 

7 .2 .2 .5 .1  Psychologist , Clin ical Psychologist  or  Ap plied 

Psychologist?

One of the r isks of nam ing a profession after an approach is that  its 

essence can be diffused by others claim ing to be able to use that  

approach. Nurses and others, after all,  are taught  psychology and 

use psychological approaches in the way they t reat  their  pat ients 

and service users. As one respondent  put  it :

So, in m y own background, as a psychologist , … there’s a thing in 
California, where if you ask som eone if they are…. they are in show 
business, they’ll say “sort  of”… And, er, there will be all sorts of 
people, who, if you ask them  whether they’re a psychologist , they’ll 
say “sort  of” . 

Respondent  05 – Psychologist  – Pract it ioner
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I n order to refine and define what  it  is that  m akes psychologists 

different  ( from  others who use psychology)  therefore a st r ict  

rest r ict ion is applied in England to who can properly use the t it le.

The applied psychologies include clinical, counselling, health, 
forensic, educat ional and child, occupat ional, sport  and exercise 
psychology and neuropsychology. I n order to becom e a chartered 
m em ber of the Brit ish Psychological Society (BPS) , 
…psychologists m ust  first  have com pleted an undergraduate degree 
in psychology (or equivalent ) , which ent it les them  to register as a 
graduate. Following this first  degree, m ost  psychology graduates 
gain som e addit ional work experience before going on to register for 
a three-year program m e of work and academ ic experience that  
leads to chartered m em bership. 

NWW for Applied Psychologists (2007)

The path to pract ising as a clinical psychologist  within a m ental 

health team  or CAMHS is not  an easy one, therefore, and it  is one of 

the issues raised by respondents that  actually whilst  psychology is 

very popular in Brit ish universit ies as a first  degree, it  is very 

difficult  to then progress into clinical psychology.

Er.. um ..  I  have recent ly been m ade aware that  som ething like 
13,000 psychology graduates graduated last  year, com pared with 
600 clinical psychology placem ents.  So 12,000, or som ewhere 
around that  num ber, are not  going into CAMHS.

Respondent  18 – Nurse – I m plem enter

I n addit ion to this refining of who can be a clinical psychologist  

there is, within this area, a further definit ion of those who specialise 

in working with children and young people, again sim ilar to other 

professions where the sub speciality is important  as a dist inguishing 
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m ark (CAMHS nurses, as opposed to psychiat r ic /  m ental health 

nurses, for exam ple) .

…m ost  of m y colleagues who are psychologists I  think see 
them selves as child psychologists.  They would not  say they’re 
psychologists…..

Respondent  30 – Psychiat r ist  – Policym aker /  Pract it ioner

7 .2 .2 .5 .2  Psychologists as w ell- t ra ined academ ics

Maureen Lipm an fam ously said in a 1970s Brit ish Telecom  advert  ‘I f 

you’ve got  an ’ology’ you’re a scient ist ’, and psychology m ore than 

any other professional group, apart  from m edicine, claim s a 

scient ific foundat ion or evidence base. This elem ent  came out  in 

som e of the discourse, as a dist inguishing factor of psychologist  

ident ity:

And a psychology degree requires you.. [ to have]  a, you know, a 
pret ty philosophical take on things .. you have to be able to argue 
stuff at that  sort  of theoret ical level of.. of discussing that way.  
You’ve got  to have that scient ific … a.. abilit y, you know.  You’ve got  
to be able to argue the stuff in the sam e way as any of the other 
sciences.   But  you’ve also got  to have … this abilit y to be able to 
write essays, to be able to analyse text  and everything else.  And so 
it ’s..  I  think, if you take that  academ ic background, …. that  that  
produce… there’s a certain group of people who go into that  .. and it  
used to be very sm all.  

Respondent  23 – Psychologist  – I m plementer /  Pract it ioner

Or, more succinct ly put :

You’ve got  to be very clever to get  into psychology.  

Respondent  30 – Psychiat r ist  – Policym aker /  Pract it ioner 
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The quality, quant ity and type of t raining, therefore com es through 

as being essent ial to what  gives psychologists their  professional 

ident ity. Cont rast ing the basic conceptual m odel with the m edical 

m odel of looking for illness, one psychologist  character ised it  as 

start ing from  a norm al developm ental model:

Whereas I  think for psychology, our fundam ental t raining isn’t  about  
that  at  all,  it ’s about how people are and how children develop and 
how… fam ilies and groups and everything else funct ion.  So that  
then, when we com e to work with groups of people, for whom  we 
have ident ified problem s, it ’s always on the back of that… that  
knowledge base and that  way of thinking… and I  think that  is 
probably one of the differences. 

Respondent  23 – Psychologist  – I m plementer /  Pract it ioner  

With clinical psychologists now being t rained to doctorate level (a 

taught  DClinPsych, previously qualifying at  Masters level)  the idea 

that  psychologists are very well t rained seem s ingrained in what  

respondents said about  them :

The t raining is excellent , the t raining is very good.   I t ’s um .. it ’s on 
the job t raining.  I t ’s very m uch an apprent iceship m odel.  Um  .. 
and people who com e into CAMHS as psychologists are very br ight  
and have a sound psychology background.. a good psychology 
degree.  They are all very br ight  people and they er.. they will learn 
how to use at least  two .. often different  therapeut ic intervent ions 
during their  t raining.  So um .. technically, they are very good. 

Respondent  21 – Nurse – Policym aker

7 .2 .2 .5 .3  Psychologists as an expensive resource

One result  of this high level of t raining and funct ion is that  under 

Agenda for Change, psychologists have often done very well.  The 

level of academ ic qualificat ions required for the job (as opposed to 
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those held, but  not  specified in a job profile)  at t racts a high score 

under AfC banding cr iter ia and therefore leads to higher salar ies. 

Given the awareness and sensit iv ity of m ost  respondents to the 

relat ively recent  AfC process, it  did not  pass unm ent ioned that  

psychologists were therefore now seen as ‘expensive’.

And with Agenda for Change, psychologists have m anaged to do 
really well and they’ve gone up a couple of bands, whereas nurses 
and social workers seem  to be quite equally paid and the jobs that  
are advert ised are banded around that  level.  

Respondent  09 – Nurse – Pract it ioner

This, however, seem s to have its downside in a climate where NWW 

is looking at  having the r ight  level of skills for the individual need 

(as discussed previously) . The r isk, as pointed out  here, is that  

psychologists will be pr icing them selves out  of a job:

Er.. clinical psychology seems to be expanding.  On the other hand, 
they are quite expensive and I  know colleagues are now saying .. 
there’s a quest ion about  whether they should be recruited.  

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner 

This in turn fits with the concept  developed within the NWW for 

Applied Psychologists ( in NWW for Everyone, DoH 2007a)  that  new 

roles be developed for less well-qualified psychology staff.
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You just  look and think this is a m uch bet ter job, I  want  to do that  
and the rates of pay are bet ter and.. we’ve been able to at t ract  a lot  
of experienced staff.. BUT.. I  think we are reaching the end of ..  of 
being able to do that  in large num bers.  So providing we are able to 
increase our staffing level.. we’re going to have to be in.. er.. 
at t ract ing staff with far less experience, possibly staff who are 
com ing out  of er.. college with psychology degrees, or say.. applied 
psychology in som e form  or another;

Respondent  20 – Social Worker – I m plem enter

7 .2 .2 .5 .4  Psychom et r ic test ing as a unique sk ill

At  the beginning of this chapter it  was noted that  som e stereotypes 

do persist  within views of certain professions, and whilst  there is an 

understanding by respondents that  the discipline of psychology is 

m uch m ore than an abilit y to do psychom etr ic test ing it  does come 

up in the discourse when respondents are st ruggling to ascribe 

elem ents of uniqueness to certain professional groups:

And they do have a fram ework, they have … and I  hate to use the 
word but  they have a unique cont r ibut ion to.. to.. m ake to the team  
and that  is around psychom etr ic test ing…   to som e extent .

Respondent  18 – Nurse -  I mplem enter 

However, there was generally m ore talk about  psychologists being 

skilled providers of therapeut ic input , and one respondent  was able 

to illust rate how the view of psychologists as psychom etric testers 

was outdated (but  which provides the basis for the stereotype) :
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So clinical psychology at  that  t im e, you know, and there was back in 
those days… just , you know, m oving into, into the NHS.. not  to do 
therapy, it  was .. I  m ean therapy really only really started to 
develop in the sort  of m id 1970s as a role that  psychologists 
undertook.  I  m ean, we were pr im arily, at  one t im e, sort  of 
psychom etr ic testers.  You know, providing inform at ion to 
psychiat r ists.

Respondent  23 – Psychologist  – I m plementer /  Pract it ioner 

The fact  that  certain psychom etr ic tests are licensed for use only by 

qualified psychologists, however, could be given as one way that  the 

psychology profession has m anaged to m aintain a st rong ident ity 

separate to other m ental health professions.

7 .2 .2 .5 .5  St rength of psychologists’ professional i dent it y

This theme, of psychologists having and m aintaining a clear 

professional ident ity, cam e though quite robust ly, as is hinted in the 

quotes already cited.

And clinical psychology, very interest ingly, I  think has… has .. has 
actually a very strong ident ity in som e um .. 
…where you find that 50%  of them  saw them selves as clinical 
psychologists allied to m ult i-disciplinary team s;  and 50%  saw 
them selves as sort of clinical psychologists, want ing to be m anaged 
separately with clinical psychology team s.  So, in a sense, you had 
two different  sorts of ident ity… in clinical psychology.

Respondent  25 – Psychiat r ist  -  Policym aker 

This sense of professional ident ity, as psychologists rather than 

m ental health team  m em bers, seem s to have been deliberately 

reinforced in the past , as one respondent  explained:



“The discourse of professional ident ity in CAMHS.”

272

There was then a report  in 1975 called the Trethowan Report .. a 
Governm ent  Report  on what  should happen, you know how clinical 
psychology  (which was a pret ty new profession, you know even at 
that  point  in the NHS)  should be organised.
…
So the Trethowan report  said that psychology should be organised 
as a…. on a uni-disciplinary bases, it  should have specialism s in it  
for the different  clinical groupings.  And that .. was actually drove 
the developm ents of the psychology departm ents… probably for the 
next  20 years.. that  was the basic m odel.  

Respondent  23 – Psychologist  – I m plementer /  Pract it ioner 
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7 .2 .2 .6  Professional ident it y of nurses

From  a professional group with a st rong ident ity the cont rast  with 

nursing is a sharp one, for it  is alm ost  a them e in itself that  nursing 

ident ity in m ental health, but  part icular ly in CAMHS, is weak:

I  don’t  think that  nurses should … give up their  own future, but  
m aybe there er… professional base is less clearly defined, um  than 
m aybe m ore so that  in others working in this field, which basically 
m akes it  m ore difficult  to argue for what  they want  at  t im es.   

Respondent  12 – Nurse – Policym aker /  Pract it ioner

And:

Um .. tch.. I  j ust  think we can becom e faceless. um … nonent it ies of 
people if we don’t  help others understand what  nursing is and what  
we offer.  I t ’s very hard to say what  a nurse is ( laughs) ... I ’ve just 
realised!

Respondent  09 – Nurse – Pract it ioner

7 .2 .2 .6 .1  Diff icult y in ar t icula t ing nursing ident i t y

I f there was one thing that  the respondents were agreed about  with 

regard to nursing ident ity within m ental health team s, and CAMHS 

in part icular, it  was that  it  was difficult  to art iculate exact ly what 

they did. Unlike psychiat r ists and psychologists it  was harder for 

people to clearly say what  was different  about  nursing skills.

…nursing, not  just  in CAMHS, but  nursing generally, has always 
st ruggled I  think to art iculate its ..  it s part icular identity, and I  think 
.. I  think .. you know, the research definitely shows, research tends 
to indicate that  a lot  of nursing, um .. a lot  of nursing knowledge is 
tacit . .  that  it ’s experient ial.  And, within our research culture.. um .. 
and our professional culture, that ’s often devalued.

Respondent  32 – Nurse – Pract it ioner
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Whilst  it  is t rue that nursing as a whole st ruggles with its ident ity at  

t imes, as described in the literature review, mental health nursing 

ident ity is even harder to pin down, and very lit t le has been writ ten 

about  CAMHS nursing ident ity. This lack of evidence base to refer 

back to is m ent ioned by som e of the respondents:

I  think that  psychology has m uch m ore of a t radit ional view about  
their  t raining and their  com petencies and their  skills.  Um , and I  
don’t  think, you know, nursing is...  is way behind in term s of looking 
at , um , research and evidence based pract ice, com pared to 
psychology and psychiat ry, as well.    I  think that  m akes a 
difference.    

Respondent  02 – Nurse – I m plem enter

And

And I  think it ’s.. it ’s.. I  think there’s a lack of academ ics ( laughs) .. 
that  look at  that .. um .. that look at  those skills in nursing and 
actually looks at  decision m aking and how you m ake those.  How 
you com e to m ake a decision and I  think as nurses we take for 
granted.. we don’t  recognise our skills and we don’t  publish enough 
our skills and outcom es and certainly there’s been a lack of 
research.  I  think that  actually shows up….

Respondent  13 – Nurse -  Pract it ioner 

7 .2 .2 .6 .2  Flex ibilit y as a  key at t r ibute in nursing

Whilst  flexibilit y of role is a theme within the policy docum ents, and 

one to which separate reference will be m ade later, it  also cam e 

across in a part icular way within the discourse on nursing ident ity. 

This, however, could be character ised as either a posit ive or a 

negat ive at t r ibute. Generally it  was seen as posit ive, and som ething 

to be proud of, a dist inct ive elem ent  of nursing pract ice, over and 
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above the potent ial flexibilit y of other disciplines, or in direct  

cont rast  to the perceived inflexibilit y of others:

And er.. there’s som ething… nurses find it  incredibly.. I  think 
ext rem ely difficult  to er say what they do, that  nobody else does.  
And.. they’re flexible in er.. a way that  alm ost  no other professional 
group is.  And they provide … support  for people 24 hours a day.

Respondent  21 – Nurse -  Policymaker 

This flexibilit y, however, can det ract  from  professional ident ity 

because taking a very broad view of what  one does as a 

professional m eans that  it  is harder to pin down the specific things 

that  are unique to a discipline.

… because nursing um .. in the t radit ional sense, has involved som e 
degree of “m ucking in” , and som et im es in the m uck, in order to 
help people, other workers, it  wasn’t  as t ight ly contained in um .. 
er.. a r igid sort  of task, actually perhaps… I  don’t  like the word.. 
because I  think it  gets over used, but in som e sense, in the care of 
a pat ient in a hospital ward for instance, nurses would have to take 
quite a broad view about  what  they need to do to help som ebody.  

Respondent  25 – Psychiat r ist  -  Policym aker 

This breadth of approach, and flexibilit y about  what  m ethods are 

used to get  the job done can, however, also contain negat ive 

connotat ions concerning pract ice. One nurse referred to it  within 

nursing:

…you know, nurses being ‘jack of all t rades and m aster of none’.   I  
actually think it  is a m aster of m any ways of thinking and working, 
and actually it ’s er.. one of it ’s about sort  of key capabilit ies in a 
way.. um ..

Respondent  09 – Nurse -  Pract it ioner 
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Elsewhere it  is clear that  this can be dam aging to professional 

ident ity, as in this sect ion (actually referr ing to the process of junior 

doctors t raining) :

…well certainly watching when the junior doctors com e through … 
um .. they um .. have to do som e individual psychotherapy.  They 
have to do som e fam ily therapy and they end up feeling totally de-
skilled.. ‘j acks of all t rade and m asters of none’.   

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner 

7 .2 .2 .6 .3  Relat ionship building and car ing w ith in n ursing 

ident it y

I n the literature review the im portance of Hildegaard Peplau in 

providing a focus for m ental health nurses was discussed, as was 

the concept , more com mon in adult  nursing than in mental health, 

of ‘car ing’ as a cent ral quality of nursing. This does com e across in 

som e of the responses, though no-one m ent ioned Peplau by nam e.

I  think it  is that  ..  that  the.. capacity to be, what ’s the word? “up 
close and personal”  with people in a professional way, and in quite 
creat ive ways at  t im es perhaps.   And in places, across boundaries, 
and um .. working.. working sort  of.. working both with people’s 
m inds in term s of m ental health, in psychology and their  em ot ional 
well-being, but  equally their  bodies as well.    I t  is a sort  of, um ..  I  
always thought  … I ’d like to be able to sort  of art iculate this a bit  
m ore theoret ically, um .. in a way.   But  it  is a m ingling of m inds and 
bodies, that  is what the focus of nursing is and seem s to be for m e, 
that  aspect  of nurturing, you know,  the relat ionship between the 
two, whether it  is in a fam ily or the individual and.. and I  think um .. 
nursing is a .. is a .. um  way of doing that  in quite creat ive ways 
that  you don’t  necessarily find in other disciplines.

Respondent  12 – Nurse – Policym aker /  Pract it ioner 
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Another respondent  ( ironically not  a nurse by profession)  did 

m ent ion by nam e a nursing academ ic who has acknowledged the 

st rong influence of Peplau on his understanding of nursing pract ice:

Um .. nurses um .. I  tend to agree with people like Phil Barker on this 
one.. you know, I  think that  the um .. soft  stuff of kind of 
com passion and building relat ionships and good listening skills are 
incredibly im portant  and tend to becom e over-devalued in the.. in 
the effort  to professionalise nursing even more.

Respondent  17 – Psychologist  -  I m plem enter 

Whilst  we have acknowledged the difficulty of claim ing ‘caring’ as a 

cent ral feature of nursing pract ice, it  does rem ain an influence on 

how people think about  nursing, even if they acknowledge the 

inherent difficult ies of claim ing for oneself an at t r ibute which one 

would hope all clinicians would possess in som e degree:

But  it ’s a m ixture of the essence of ..  of.. and.. and the .. the 
hum anity of caring for children and young people, which is a kind of 
nursing const ruct , but it ’s also .. um .. about  doing things such as 
m onitor ing m edicat ion and.. um .. and I  use that  as an exam ple 
because it ’s a task that  has previously been um .. associated with 
nursing, as in giving … depots [ inject ions]   as a sort  of task 
or ientated funct ion.  Um .. but  to t ry  to describe our role in those 
task term s would be problem at ic for a num ber of reasons.   One.. is 
you end up with a load of, of.. a list  of things that  m any people 
could do.

Respondent  24 – Nurse – I m plem enter /  Pract it ioner

There is, also, within this discourse, som e at tem pt  to different iate 

the nature of nursing relat ionships from  those that  other healthcare 

professionals make with their  service users or pat ients. One clear 

elem ent  of this is the way in which nurses work with people, on a 
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longer and m ore intensive basis. These relat ionships m ay have a 

basis in caring, but  are also steeped in the ‘being there’ nature of 

nursing, that  nurses m ay com e and go in order to perform  specific 

intervent ions, but  on a ward are also the only ones who are always 

there, around the clock:

Um … I  think that  nursing is very m uch associated with caring, 
t radit ionally, and.. um .. in ..  society term s then that  isn’t  valued… 
Um .. and yet  I  think that , you know, what  tends to different iate 
nursing from  the other professionals is their  abilit y to care, in a 24 
hour or.. or across a 24 hour live space.
…
I  think it ’s always been the nursing role to actually synthesise and 
integrate those different .. com ponents to.. help children or fam ilies 
or pat ients to actually be able to funct ion in a 24 hour set t ing, to 
help children or fam ilies or pat ients to actually funct ion in a 24 hour 
work set t ing.  Which I  think is a different  rem it  to a therapist  who 
works in a… on a sessional basis.

Respondent  32 – Nurse -  Pract it ioner 

And

And er.. there’s som ething… nurses find it  incredibly.. I  think 
ext rem ely difficult  to er say what they do, that  nobody else does.  
And.. they’re flexible in er.. a way that  alm ost  no other professional 
group is.  And they provide … support  for people 24 hours a day.   
They’re responsive, very responsive usually to people, er.. to 
people’s needs, and I  think that there are lots that  nursing could 
celebrate.

Respondent  21 – Nurse -  Policymaker 

This longer and more intense style of relat ionship building was also 

m ent ioned by nurses as a part  of what  they do, at  least  in 

resident ial or in-pat ient  set t ings, by creat ing the atm osphere and 

condit ions for people to get  bet ter, a concept Night ingale herself 
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would have recognised but  which is generally called ‘m ilieu therapy’ 

in the mental heath literature:

I n an in-pat ient  environm ent  like that ;  in acute care, which is ..  it  is 
in decline in som e places;  as one has to say, sadly.  But  I  always 
felt  that that  was part  of our responsibilit y to create that  therapeut ic 
environm ent .  And by that  I  don’t  m ean therapeut ic environm ent , I  
j ust  m ean creat ing a .. a .. an environm ent  where care and 
intervent ions could be taking place.   And it  was safe and people 
were cared for in that  er kind of broad way, at  t im es of acute need, 
I  think.

Respondent  22 – Nurse – Policym aker

Having focussed on an elem ent  of nursing care which is easier to 

define within in-pat ient  set t ings there was also a recognit ion that  it  

wasn’t  ent irely clear how this affected the pract ice of nurses 

working in com m unity m ental health team s of CAMHS, and that  

although it  seem ed to be im portant  it  was st ill a bit  vague:

So, I  think er.. the er.. argum ent  for nursing in NHS in-pat ients 
units is m ade.. but  just  not  dealt  with.   Um .. but  the um … 
argum ent  for nursing in the com m unity is one which has to be… st ill 
has to be … um .. m ade.. but  it  has to be m ade preferably from  
within the nursing com m unity.  And then, you’re clear what  nurses 
need to be t rained on.

Respondent  20 – Social Worker -  I m plem enter 

7 .2 .2 .6 .4  Nurses as therapists

I ncreasingly within m ental health team s and CAMHS there seems to 

be a feeling that  being a nurse is not  enough, and that  t raining in a 

therapeut ic m odel is essent ial in order to define bet ter what is the 

nurse’s cont r ibut ion but  this also leads to som e confusion of role:
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I  m ean, I  am  aware of their  t raining, that  they have to do basic 
nursing first  and then they go on to specialise but, in term s of 
nursing therapy, I  im agine that there are som e sim ilar conflicts, 
“Am  I  a nurse, or am  I  a therapist?”  “Can I  be both?”

Respondent  28 – Social Worker – Pract it ioner

One respondent  was able to reflect  on this from  a histor ical 

perspect ive, that  as the psychotherapies have developed their  own 

ident it ies they have also sought  to defend those areas with 

increased regulat ion and a sense of boundary around who m ay or 

m ay not use a part icular intervent ion:

And, I  think the other thing is that  therapeut ic qualificat ions are the 
currency in the health service.  I f you don’t ,… if you’re not qualified 
to do som ething, you’re not  allowed to do it .    [ laughs]  25, 30 years 
ago, we did the things we weren’t  qualified to do but  then nobody 
else was…. You, you know.. you did them !   You did group work, you 
did psychotherapy, you did, you know, every new therapy that ..  
you what , what ..  because there are fashions in these things.

Respondent  06 – Social Worker – Pract it ioner

Long gone, then, are the days when Shir ley Sm oyak (1975)  could 

write a book ent it led ‘The psychiat r ic nurse as a fam ily therapist . ’ 

There is also, however, the feeling that  taking on the new 

conceptual fram ework which a psychotherapy gives its t rainees, 

m ight  m ean an individual m oves on from  being a nurse (or social 

worker, or other professional) , and becom e a ‘therapist ’ instead.

Um .. so there is.. there is kind of a lot…. and social workers take 
fam ily therapy, and som e people change being individual therapists 
and give up their  core ident ity and take on fam ily therapy or 
individual therapy ident ity.. So, it ’s not  easy.

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner
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This m ove from  one key ident ity to another is seen by som e as 

being in relat ion to power or status, that  the psychotherapist  is seen 

as a bet ter paid, or m ore respected, profession:

Um .. a funct ion of the system  is that  um .. once you becom e 
som ething that ’s clearly ident ified, like a therapist , you tend to be 
rewarded bet ter… To have m ore prest ige, to have m ore m oney 
and.. therefore, nurses can st r ive towards.. those roles um .. I  think 
that  nurses, as individuals are usually quite proud of their  role as a 
nurse.  But  also perceive that  it ’s not  as well rewarded, or as well 
respected as som e other profession.

Respondent  32 – Nurse – Pract it ioner

Whilst  it  m ight  be convenient  to draw a direct  correlat ion between 

the perceived prest ige and status of psychotherapy and use this as 

the answer for why some nurses (and social workers and others)  

choose to ‘escape’ from  nursing into a new professional ident ity, this 

is not  a sim ple correlat ion, as som e nurses engage in these form s of 

t raining yet  cont inue to see them selves as nurses:

Som e t im es people will t rain as psychotherapist , if they have been 
nurses and they have gone off and becom e a child psychotherapist , 
and that  then becom es their  sort  of leading professional, um  .. 
ident ificat ion, if you like.  Um .. because they have m oved out  they.. 
they, you know, they have developed and they want  to do 
som ething a bit  different  and, sim ilar ly, even som e, fam ily 
therapists at  t im es. Because there are also, of course, rewards to 
changing and m oving with the t im es as well,  in terms of kudos, 
um .. polit ical power I  suppose at  t im es.. in a .. with a sm all “p”  as 
well as m oney.  But .. um .. I  also know from  the field of nursing, 
nurses have actually stayed, er.. on in their  role as a nurse with a 
fam ily therapy t raining or, indeed with a child psychotherapy 
t raining.  Um . um .. so it  is not  im possible for them  to do that  and to 
apply that  to their  field of interest .  

Respondent  12 – Nurse – Policym aker /  Pract it ioner
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For som e this desire to hang on to the or iginal professional ident ity 

seem s st range, for the new conceptual fram ework has a powerful 

draw. This cam e across most  st rongly from  a social worker who had 

just  com pleted system ic fam ily therapy t raining:

I  know that  som e of the nurses, I  m ean, I ’ve not iced that  som e of 
the nurses are m uch keener to m aintain their  um .. ident ity as 
nurses.  And said consistent ly throughout  the t raining that ,  you 
know, um .. when they’ve finished they will st ill be.. they will st ill 
choose to be called nurse.  …. “ I  am  a nurse” .  And that  ..  was 
surprising to m e.

Respondent  27 – Social Worker -  Pract it ioner 

7 .2 .2 .6 .5  I m pact  of the ENB6 0 3  on CAMHS nursing ide nt it y

Before m oving on to look at other professional ident it ies it  is 

im portant  to note that  one final them e did com e up in relat ion to 

the ident ity of CAMHS nurses in part icular, which was the affect ion 

in which the old specialist  course in CAMH nursing was generally 

held. The ENB603 was for several years the ident ifying badge of a 

CAMHS nurse, the standard against  which a CAMHS nurse was 

m easured;  you either had it ,  or you didn’t . Having it  m eant  you 

were a proper CAMHS nurse, and not  having it  m eant  you weren’t  

really in the speciality. I t  was simple and clear, but  under a 

reorganisat ion of regulatory authorit ies ( from  UKCC to NMC)  the 

English Nat ional Board that  standardised such courses for nursing 

was lost  and not  replaced.
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And .. and you know, one.. one of the things I  heard a lot  about  was 
the.. the old 603 and how that  was the be all and end all and… I .. 
I . .  I . .  it  was clear to m e that  people were proud of that  qualificat ion;  
that  was som ething that  they had done and it  m eant  that  they 
were.. were.. you know wor.. that ’s..  working with children with 
psychological problem s was their  core business, it  was what  they 
were..   
…
What  I  think what  I  was experiencing wasn’t  so m uch the issue of 
what  603 contained, but  what  it  didn’t  do in term s of preparat ion.   
But  it  was about  this issue of holding onto professional identity.  
Because, if that  went, then would the professional ident ity go with 
it?

Respondent  24 – Nurse – I m plem enter /  Pract it ioner

This lack of standardisat ion is also an issue for other specialist  areas 

of nursing, of course, for the ENB covered more than mental health 

nursing courses, but  the diffusion of courses on child and adolescent  

m ental health into m ult idisciplinary style courses seem s to have had 

a part icular im pact  on the ident ity of CAMHS nurses:

And that .. that .. er both… the.. I  wonder if the death of that  was 
what  seem ed the m ost  sensible thing at  the t im e.  Which was to 
m ake it  a m ult i-disciplinary … to allow people other than nurses to 
take the cert ificate and to widen the scope.   I  can.. I  absolutely 
accede and at  the t ime som e would alm ost  certainly have agreed 
that  that  was a sensible way forward. I n hindsight , that  m ay have 
caused its dem ise, and um .. that .. but  in the .. in ..  if you look at  
the 603 and what  it ’s t rying to achieve, as it  expanded, then you 
can also see that  m ight be bet ter than by a m odular approach, in 
which case there’s a .. there’s som ething specifically for nurses… in 
that  context.  

Respondent  20 – Social Worker -  I m plem enter 
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7 .2 .2 .7  Professional ident it y of social w orkers

I f the professional ident ity of nurses could be considered as 

relat ively weak, com pared to psychiat r ists and psychologists, then 

other groups have sim ilar, or worse, problem s in defining their  

unique professional cont r ibut ion, and therefore m aintaining a 

dist inct  professional ident ity:

Social Workers, I  think are a bit  m ore like nurses, perhaps in term s 
of describing.. I  think they could describe their  role but  I  think their  
role is very sim ilar in some ways.  There’s a lot  more overlap.. um .. 
and also.. I  think.. I  think there are issues around career 
progression for Social Workers and nurses that  are very sim ilar..  
that .. that  aren’t  around for.. certainly for m edics and psychologists.
.

Respondent  16 – Nurse -  I mplem enter 

7 .2 .2 .7 .1 W hat ’s in a  nam e? Not  w ant ing to be a soci a l 

w orker

One of the elem ents of CAMHS, which dist inguishes it  from  adult  

m ental health team s is that  although there are a lot  of people in 

CAMHS who were t rained as a social worker, there are relat ively few 

that  have a job t it le that  describes them  in that  way. There are 

histor ical reasons for this, as we saw in the literature review, but  

also a lack of clear definit ion for the task. For som e people with 

social work t raining there is also a reluctance to be ident ified with 

the perceived negat ive elem ents of social work:
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Do I  see m yself as a social worker .. I  t ry hard not  to I  guess!   Er.. 
and um .. and I  guess there’s all sorts of cultural and er polit ical 
reasons why .. um .. I  would have had enough of social work er.. 
and um … it ’s a very hard environm ent  to work in.  And the.. they 
expect  a huge am ount  from  their staff.  They don’t  pay them  
part icular ly well,  they certainly don’t  support  them  very well,  and 
there you are, you’re asked the earth from  them .  
…
So it ’s hard, I  think, to be.. to ident ify as a social worker and be.. or 
to want  to ident ify as a social worker, and to sort  of be proud of 
your profession and that  sort  of thing.

Respondent  27 – Social Worker -  Pract it ioner

And:

…but  thinking about  it ,  it  m ight  have been easier for m e because, 
even though I  worked as a field social worker, I  was very clear that  
I  was not  com ing to CAMHS to be a social worker.

Respondent  28 – Social Worker -  Pract it ioner 

From  a more therapeut ic or ientat ion there was also a percept ion 

that  the term  ‘social worker’ was no longer seen by the public to 

port ray a sym pathet ic and helpful im age (unlike nursing, for 

exam ple) . As such the t it le m ight  actually get  in the way of 

establishing an init ial rapport  and developing a helping relat ionship 

as the basis for the m ore therapeut ic elem ent  of CAMHS work:

Yeah.. definitely, yeah… power and cont rol.  So I  don’t  feel.. and 
that ’s one of the reasons why I  wanted to leave social work… 
because I  don’t  feel that fam ilies generally perceive.. I  think social 
work has changed dram at ically.   I t  has had a m assive cultural shift  
and I  think that  the fam ilies perceive the social work agency as a 
policing agency .. and not  as a support ive, helping agency.   And 
that ’s one of the reasons why I  left .

Respondent  28 – Social Worker -  Pract it ioner 
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7 .2 .2 .7 .2  Socia l W orker  or  Psychia t r ic Social W orke r?

This concept  of social workers as social police leads onto the issue 

of where social workers get  their  ident ity. Staff com ing into CAMHS 

seem  to be able to ident ify with one of two m odels of social work 

t raining, as Psychiat r ic Social Workers or as ‘field’ social workers, 

effect ively officers of the local authority Social Services departm ent . 

The two were seen as very different  t raining and experience routes.

And, um .. it  always st ruck m e there that  there was a period of t im e 
in the old PSW… psychiat r ic social worker.. if you like, had som e 
sort  of professional ident ity.   
… 
Now of course things have changed and they’ve took on m uch m ore 
in the way of child protect ion focus… which is fine…  Um .. but  I  
never, I  never felt  that  social workers, as a breed, had that  ..  had 
actually been able to rely on som e sense of what  their  job was 
actually about… what  their  profession was about .

Respondent  25 – Psychiat r ist  -  Policym aker 

Psychiat r ic Social Worker t raining, as we have seen, was a m uch 

m ore therapeut ically and independent ly m inded t raining than that  

offered for social work staff now, and because of that  had m ore of a 

professional ident ity than is perceived to be the case for local 

authority social workers:
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I f that  m eans that  social work becom es m ore like… [ laughs]  the 
NHS professions, it  means, it  m eans that  social workers have to go 
back to the way of thinking like the PSWs and the MSWs… because 
they had all that… in their  own way they had all that .  You couldn’t  
m ess around with a PSW.   They.. they defined their own condit ions 
… Um , basically, we have got  to go back to all that… er.. in som e… 
not  necessarily a sort  of elit ist , or a m ilitary elit ist , very 
conservat ive way of those values.  But , nevertheless, they have got  
to have those kind of… they’ve got  to have certain param eters 
which define, define their  role, which dist inguish… er a clear view as 
to what  their  pr im ary values … their cont r ibut ion… and that  has got  
to be developed.  

Respondent  06 – Social Worker -  Pract it ioner 

I n cont rast  to this the local authority social workers were seen to 

necessarily focus on statutory responsibilit ies, and to get  their  

authority from  the status bestowed on them  as officers of the local 

authority. This is also im portant  for our understanding of role as the 

direct  relat ionship between the direct  em ploym ent  of social workers 

by an em ployer with a very specific and changing task at  hand, and 

a relat ively weak professional st ructure allows for a much m ore 

role- focussed approach:

Um .. from  the back end of the 80s through the 90s, children and 
social work said local authorit ies social workers weren’t  focused 
exclusively on child protect ion. As we said it  increasingly focuses on 
. .  the determ ined cr iter ia.. determ ining the cr iter ia of children in 
need, which increasingly becom es children specifically in need of 
protect ion, children in need of being looked after, children with 
som e severe com plex difficult ies.  And the.. a broader ‘in need’ term  
gets far.. far less response and the .. you also see the …  task 
focused social work short  term  run out .  So you.. social work 
ret reats from  a broader comm unity social work perspect ive in the 
early 70s and 80s.

Respondent  20 – Social Worker -  I m plem enter 
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The dangers of this were seen by at  least  one respondent;  that  

t raining is very focussed to the task in hand, a task which m ay 

change, and leaves pract it ioners without  a broader fram ework from  

which to pract ice:

There’s no, no bars involved in local governm ent  in the way that  
there are in the Health Service.  Um  and people are basically… you, 
you.. basically you t rain people for the job you want  them  to do.  
Er…, there’s no interest  in, in, in people having professional 
qualificat ions .. because that  m eans you having to spend m oney 
t raining them  to do things that  the authority doesn’t  need doing.  
Um , so, social work has been const rained by that , um ,…  I n m ental 
health what  needs doing is the ASW roles and that ’s where the 
t raining m oney goes.  Um , er, doing psychotherapy …it ’s not .. not , 
you know, the local authority has no corporate interest  in that….Um , 
so you are not  going to get  seconded to do  CBT or whatever, 
because that  isn’t  part  of the local authority’s role.  What  you will be 
seconded to do is to learn about  care m anagem ent , com m issioning 
and purchasing …. And the… the whole, er, that, that ’s… because 
that ..  that ’s the statutory role, that ’s the local authority’s pr im e 
concern is to, has been in the last  few years to develop care 
m anagem ent… and that ’s the danger that .. that .. you don’t  get  a 
rounded professional anim al.  You get  the person that  has the skills 
that  you need at  that  part icular m om ent .  

Respondent  06 – Social Worker -  Pract it ioner 

There was, however, a role within local authority social work which 

direct ly im pacted on m ental health, and had been developed as an 

independent  check against  perceived m edical power, that  of 

Approved Social Worker (ASW). Developed from  the m edical social 

work m odel, the role was in sect ioning pat ients under the Mental 

Health Act  ( i.e. detaining them  against  their  wishes because of their  

m ental state) . The role of the ASW was to t ry and ensure that  the 

pat ients’ wishes were taken into account , and the ASW was seen as 

independent  even of the norm al local authority power st ructures in 

this respect , using very personal judgem ent  in a difficult  situat ion:
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The ASW is unique … there is no other role in local governm ent , 
where an offic… where an officer holds personal power… there’s.. 
there are two very, very specialised exceptions.   But , as a general 
rule, that ’s the case.  Tradit ionally, in local governm ent , the only 
officers that did hold personal power were the Medical Officers of 
Health.   And of course they st ill hold that  power, although 
technically they now work for the PCT, they are st ill officers of the 
Local Authority.   Otherwise, everybody is an im personal individual 
in act ing on behalf of the Director of Social Services.

Respondent  06 – Social Worker -  Pract it ioner 

I ronically, of course, the exclusivity of this role is being taken away 

from  social workers under the current revision of mental health 

legislat ion. As we noted in the exam inat ion of New Ways of 

Working, the social work sect ion was the only one to have a m ajor 

sect ion on ident ity, and the concerns about  losing the exclusive 

‘Approved’ status, and it  m oving to an ‘Approved Mental Health 

Pract it ioner’ were forem ost  in the thoughts of the group who wrote 

that  sect ion:

I n term s of social work ident ity, one of the future challenges is 
around the proposed int roduct ion of the Approved Mental Health 
Professional (AMHP)  under the Mental Health Bill.  Although the 
form al designat ion of the ASW will be replaced, social workers will 
have a crit ical influence in ensuring that  the pract ice com petence of 
AMHPs em braces and act ively prom otes the independent  nature of 
the role.

NWW for Everyone 7.10.9

7 .2 .2 .7 .3  A new  professional st ructure

One of the results of social work being so closely t ied to the local 

authority is that  it  t radit ionally hasn’t  needed those professional 

st ructures that  other professional groups have developed over a 
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very long period of t im e. This will be covered in more detail later, 

but  it  is part icular ly highlighted in the social work discourse because 

it  is so new, with the General Social Care Council only being finally 

established in 2001. The role of such a regulatory authority in 

establishing a dist inct ive professional ident ity is also recognised as 

im portant  in this respect :

Um .. we have to think about  building professional st ructure and 
professional defences. Er…which the old professions have got , er 
and which social work doesn’t  have, they never needed them .   And, 
equally we have got  to be m uch m ore clear about  what  it  is that , 
social work..  m akes social work unique what  it  is that  social work 
cont r ibutes and m ake sure that  those things are actually built  on.  
Um .. er.. that  is again, not  been necessary up t ill now. But  it ’s 
becom ing very urgent ly necessary.

Respondent  06 – Social Worker -  Pract it ioner 

7 .2 .2 .7 .4  Com m unity focus as a conceptua l fram ew ork

What  is clearer in the social work discourse, is the basis of 

difference in the conceptual framework in which social workers are 

t rained. I n part  this com es from  their role within local authorit ies, 

but  it  is also sufficient ly different from  the medical and psychological 

m odels discussed previously that  it  rem ains fair ly easy for 

pract it ioners and others to ident ify.

… social work ret reats from  a broader com m unity social work 
perspect ive in the early 70s and 80s. 

Respondent  20 – Social Worker - I m plem enter  
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And:

…you are a local governm ent  officer … you are, er responsible to the 
com m unity.   Er.. you cannot  focus on your individual exclusively  … 
your individual client .. because that ’s not  what  you’re paid to do.   
You’re paid to do… to deliver a service, but you are also paid to look 
after the com m unity’s interests as well as the individual client ’s 
needs.. especially in Child Care, very often…so there are som e 
m ajor conflicts which health professionals approach different ly … 
because they are m uch m ore focused on their  individual pat ient.  
So, that ’s one way, I  think which.. that  sort  of tends to perm eate 
within the way you see things.  

Respondent  06 – Social Worker -  Pract it ioner 

This com munity focus is som et im es character ised instead as a 

sociological m odel:

Um .. I  think personally, when I  com pare m yself to others, I  think 
m aybe, the training… the kind of m odel, the way of thinking .. it  is 
very sociological, rather than purely m edical.  Well it  is not  m edical 
at  all, as you know, it  isn’t  at  all. .  so it  is very sociological, but  you 
are talking to som eone who has gone on to do the m edical training, 
so I  have changed, I  have changed as well.    But, or iginally, it  is a 
very sociological perspect ive to looking at, um , children’s problem s.

Respondent  28 – Social Worker -  Pract it ioner 

7 .2 .2 .7 .5 Socia l W orkers as therapists

Social workers shared with nurses the feeling that  their core t raining 

was som ehow not enough, and that  to validate their  posit ion within 

team s they needed to have a specific therapeut ic t raining to 

enhance what they are able to offer:
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How do I  think of m yself?  I  think of m yself as somebody .. um .. I  
use the word therapist  in m y head, but  I . .  I  don’t ..  I  don’t  like to 
add that  I  am  a lit t le uncom fortable with saying that, because I  am  
not  t rained as a therapist , so to be respect ful to people who are 
t rained as therapists, but  at  the sam e t im e and this is where the 
confusion com es from , I  am  em ployed to do therapy, so I  do feel 
that  there som e confusion som et im es…

Respondent  28 – Social Worker – Pract it ioner

This m ove towards doing a therapy task has its own perils in term s 

of professional ident ity, as we noted in the nursing sect ion, and the 

dom inance of a new conceptual fram ework m ay lead to a change of 

ident ity to that  of therapist  m ore com pletely:

Um .. so there is.. there is kind of a lot…. and social workers take 
fam ily therapy, and som e people change being individual therapists 
and give up their  core ident ity and take on fam ily therapy or 
individual therapy ident ity.. So, it ’s not  easy.

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner 

There was a hint  though that  a relat ively weak core professional 

ident ity, such as social work, m ight  be m ore likely to be at tracted to 

a new professional ident ity which was t ied up in the bet ter defined 

conceptual fram ework of a psychotherapy such as fam ily (system ic)  

psychotherapy:



“The discourse of professional ident ity in CAMHS.”

293

…there is this whole issue of fam ily therapy is a discipline or not .. 
that ’s a silly discussion, but  it  illust rates your point .  So … there are 
a lot  of people like psychologists and psychiat r ists, who have good 
status at  [ I nst itut ion] , were quite happy to cont inue to be in the 
psychology or psychiat ry discipline, as well as being a fam ily 
therapist .  But  the group of people who wanted to form  a fam ily 
therapy discipline, were the social workers.  You could have guessed 
that .. couldn’t  you?

Respondent  32 – Nurse -  Pract it ioner 

I t  m ay be worth point ing out  by way of conclusion, that  the 

influence of social work on the development  of the policy interest  in 

children’s m ental health has been vital, if arguably indirect . As we 

noted in the literature review, and was noted by som e of the 

pract it ioners interviewed, the em phasis on at tending to what  had 

previously been seen as a neglected area init ially cam e from  the 

Conservat ive Minister Virginia Bot tom ley:

. . .  the changes go back to 1992, Virginia Bot tom ley, Secretary of 
State…
… And in there [ Care in the Com m unity]  there’s that  line about  um .. 
er Children’s Mental Health and she was a Psychiat r ic Social Worker 
um .. and so she first  kicked off the…. um .. it  was off the Ham pton 
Policy.  So you put  a line in.. it ’s a lit t le wedge and it  widens and it  
widens and, by 1995, what  you then have is the Health Act ..  the 
Health Advisory Services them at ic review, “Together we Stand”
.

Respondent  20 – Social Worker -  I m plem enter  
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7 .2 .2 .8  Professional ident it y of occupat ional thera pists

I deally a wider range of Allied Health Professionals would have been 

included, but  the sam ple actually only included two occupat ional 

therapists. Whilst  OTs do form  part  of the wider Allied Health 

Professional grouping they do tend to see them selves as different  

from  m any of the others included in that  overarching term , as is 

witnessed by their insistence that  they have a separate sect ion 

within New Ways of Working, in addit ion to the AHP sect ion. I n 

reality whilst  the other AHP disciplines, such as diet icians and 

speech and language therapists do m ake a cont r ibut ion to mental 

health and CAMHS team s it  is OTs who are m ost  likely to be 

involved within them . As with the other sect ions it  is not  only the 

voice of those who belong to the profession that  is im portant , but  

the percept ions of the other respondents, who have experience of 

working with OTs and other AHPs.

7 .2 .2 .8 .1  OTs as underva lued or  em batt led

There was a percept ion within the respondents that  OTs in m ental 

health and CAMHS had been overlooked in the past , either by 

design or because they had not  advocated for their  role assert ively 

enough. There was also a percept ion that  this was finally changing:
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…they were just  desperate to actually get  som e help in thinking 
about  how they were going to define them selves in the future.  
Where their  place is? They didn’t  really feel at  that  point , as a 
nat ional group of professionals, that  they’d got  a sense of .. where 
they were posit ioned well within the system , and how they could… 
um .. be a st ronger group and act as advocates of them selves.   

Respondent  25 – Psychiat r ist  -  Policym aker 

I n part  this m ay be a funct ion of the separateness of OTs within 

m ental health. As with other disciplines the role of OTs in physical 

health m ult idisciplinary team s is easier to define, but  m ental health 

OT has adopted a more flexible approach which has marked them  

out  from  their or iginal discipline:

And the professional ident ity of OTs is quite weak.  ……um ….. that ’s 
the evidence.. And um .. and I  think that ’s why the OT profession 
has been st ruggling a bit . . . in the role of m ental health because OTs 
really… You know, they’d rather be doing som ething else.  You 
know, because also the OT professional body hasn’t  necessarily 
been aware of what  has been going on.. up unt il now. 

Respondent  10 – OT – Pract it ioner

Part  of this difficulty in establishing them selves as a dist inct ive 

professional group m ay be in the lack of a st rong academ ic t radit ion 

which can provide an evidence base for professional developm ent . 

I n this respect  OTs have the sam e problem as nurses and social 

workers, where the depth of academic backing to the profession (at  

least  within CAMHS work)  is very lim ited:



“The discourse of professional ident ity in CAMHS.”

296

Er.. I  think everybody should have a good m ixture of … generic 
skills, shared skills and som e specific things that  they offer as well.   
Tch.. um .. the culture of the profession,  well I  m ean.. I  it ’s a very 
long.. long held belief, I  think, that  we, not  Occupat ional Therapists, 
would never um .. would have that enquir ing and sort  of scient ific 
background. I  think it  is seeing itself very m uch as an art  rather 
than a science.  So, it  doesn’t  . . people don’t  come into the 
profession because they are interested in research, they com e in 
because they’re interested in engaging in act ivity with other people.

Respondent  11 – OT – I m plem enter /  Pract it ioner 

7 .2 .2 .8 .2  Purposeful act iv it y and re la t ionships

As noted in the quote above the concept of act ivity is core to OT 

ident ity as the one thing that  they use in order to engage people. 

This act ivity focus also extends to the underlying concept  of act ivity 

being an essent ial part  of the hum an experience and thus helping 

people back into purposeful act ivity is part  of a norm alising and 

healing process. This m anifests itself m ore in work related act ivity 

within the adult  field:

Um .. will er.. work with people’s daily liv ing skills, social skills, 
personal relat ionships…. um .. er with… and em ploym ent , I  think is 
one of the big things that  .. and vocat ion, which I  think is som ething 
that  OTs are really get t ing back into.  I  think they’ve m issed out  on 
it  a bit  and they’ve been t rying to do.
…
  Very m uch more kind of involved in that  sort  of work now;  which is 
what  I  think the bread of but ter of what  an OT always did in the 
beginning.

Respondent  10 – OT -  Pract it ioner 

And:
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Um .. we always hold that  the core belief of the profession … the 
doing som ething.. 99.9%  of the t im e is always bet ter than doing 
nothing.  I nact ivity will not  get .. will not  m ove you from  where you 
are to where you want  to be.   

Respondent  11 – OT – I m plem enter /  Pract it ioner 

The purposefulness of act ivity in establishing therapeut ic 

relat ionships is also given a high im portance in a way that  is 

dist inct ively different  from  other relat ionship building techniques 

(such as in nursing or creat ive therapies) :

Why am  I  spending t im e with you?  You’re spending t im e with m e 
because there is a relat ionship with m e, you and an act ivity.  
There’s a third elem ent  in it .   And it ’s not  using that  third elem ent  in 
the way that  a psycho- therapist  or an art - therapist  m ight  use it ,  it ’s 
using that  third elem ent  in a very different  way…  alm ost  as an 
external reference point  that  you can both have a relat ionship with, 
and at  t im es you can turn that relat ionship onto the person or with 
the person you are with.  And then that ’s a very powerful way to 
m ake a relat ionship .. I t ’s a sort  of.. it ’s..  it  goes r ight  back to 
parallel play and things from  very early childhood.  

Respondent  11 – OT – I m plem enter /  Pract it ioner 

Although there was som e difficulty in art iculat ing the concept  there 

was also a feeling that  the social skills required to enable act ivity 

m ade OTs good at  systemic approaches to mental health working, 

and necessarily had to engage in com m unity work:
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…daily liv ing obviously but  also things like support ing com m unity 
links and working with the third sector for exam ple… I  think 
occupat ional therapists…  I  am  not  sure why occupat ional therapists 
are good at  that ;  whether it ’s the people that  the profession att racts 
or it ’s som ething inherent  in the m odels that  they use in their  
t raining.  That ’s just  m y.. it ’s just  m y ignorance being reflected 
there. But .. every OT I ’ve every worked with has been a fantast ic 
networker um .. 

Respondent  17 – Psychologist  -  I m plem enter 
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7 .2 .2 .9 . Professional ident it y of psychotherapists

I n earlier sect ions we ident ified the process of individuals ‘becom ing’ 

psychotherapists and m odifying or changing their  professional 

ident ity as a result  of their  new t raining. I n som e ways the 

ident ificat ion of the professional ident ity of the various 

psychotherapies is easier than for the t radit ional professional groups 

we have already exam ined. Training in, and adherence to, the 

conceptual fram ework inherent  in the different  psychotherapies are 

what  m ark you out  as a psychotherapist. Essent ially the t raining 

gives you a conceptual fram ework (as well as a dist inct ive set  of 

skills)  which m ark you out  as a part icular type of therapist :

I f you’re a fam ily therapist… then you’re a fam ily therapist  and 
everyone knows.  And if you’re a psychotherapist  then everybody 
knows it .   But  if you’re a nurse … look at  the range of nursing, so 
you could be anything.. and I  think that ’s what .. that ’s what  
happens.

Respondent  13 – Nurse -  Pract it ioner 

. .  if you’re an art  therapist  or a play therapist  or whatever.. you, I  
think you could describe m ore easily what  it  is you do.  Because it ’s 
specific isn’t  it?  You m ight  work with lots of different  children or 
young people, and lots of different .. you m ight  use a different  
theoret ical fram ework.. .but .. er.. but  it ’s st ill within a part icular, 
larger fram ework in som e way. 
  

Respondent  16 – Nurse -  I mplem enter 

The difficulty is the degree to which people m ake this leap of 

conceptual fram ework, either m oving wholly from  one way of 

thinking to another, or being able to incorporate one into another. 
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Certainly som e people see that  the psychotherapies t ry very hard to 

form  professional ident ity based on their  conceptual fram ework:

I t ’s the m entality of the Jesuits, if you go into child and adolescent  
psychotherapy t raining and give up everything you have done 
before.

Respondent  12 – Nurse – Policym aker /  Pract it ioner 

This certainly reflects the st rength of certainty with which som e 

psychotherapies seem  to ‘preach’ their  underlying philosophies, as 

taken up in the theological reference below (cp John 14.6) :

And the individual therapists have the way, the t ruth and the light , 
the fam ily therapists have this.. very often think they also have the 
way, the t ruth and the light… and.. and.. that .. um ..  nurses and 
social workers and doctors are the kind of jobbing people that  pick 
up the rest , really.

Respondent  15 – Psychiat r ist  – Policym aker /  Pract it ioner 

Others saw the tendency to adopt  new ident it ies as a funct ion of 

perceived power and status rather than as a react ion to a bet ter 

defined conceptual fram ework (as cited before) :

So … there are a lot  of people like psychologists and psychiat r ists, 
who have good status at  [ I nst itut ion] , were quite happy to cont inue 
to be in the psychology or psychiatry discipline, as well as being a 
fam ily therapist .  But  the group of people who wanted to form  a 
fam ily therapy discipline, were the social workers.  You could have 
guessed that .. couldn’t  you?

Respondent  32 – Nurse -  Pract it ioner 
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7 .2 .2 .10  The funct ion of governance and accountabil it y

Having looked at  dist inct ive elements relat ing to specific 

professional groups there rem ains a couple of cross cutt ing them es 

within the pract it ioner discourse, in how all professional groups 

talked about  professional ident ity, to pick up before relat ing this 

discourse to the them es present  in the policy discourse. 

Across the professional groups represented in the sam ple there was 

a consensus that one of the things professional st ructures offered 

were governance arrangem ents that  held pract it ioners accountable 

for their  act ions. The importance of this was prim arily seen as one 

of public protect ion, or as one respondent  put  it ,  a ‘safety net ’:

I f you are, like, diagnosing, um ... offer ing t reatm ent  plans, thinking 
about  discharge plans and there needs to be som e kind of 
governance and som e kind of .. .  um … professional safety net  
around that  really.   

Respondent  02 – Nurse -  I mplem enter 

I n this thinking the role of the different  regulatory authorit ies as 

pr im arily providing the public with protect ion from poor pract ice by 

healthcare professionals is in the forefront  of people’s thinking:
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So, I  do think there’s som e… som e good in being a mem ber of som e 
part icular profession and within som e regulat ion… I  think it ’s around 
protect ing pat ients as well and not  being … just  going off and doing 
anything that .. that  you feel like doing but  actually there are som e 
param eters to that  pract ice put  down and, if you want  to extend 
that  pract ice, then you’ve either got  to be t rained for it  or there’s 
you know.. there’s got to be reasons for it ;  and it ’s got  to be looked 
at  closely.  And perm ission sought , rather than an individual 
thinking.. oh.. I  fancy doing a bit  of CBT.. or som ething, when 
they’re not  t rained for it . .

Respondent  16 – Nurse -  I mplem enter 

The way in which this public protect ion is enacted by the various 

regulatory authorit ies is seen as being in standard set t ing, and in 

holding professionally registered clinicians to account  by ensuring 

that  these standards of pract ice are upheld (and those who do not  

m aintain these standards are subject  to disciplinary act ion, including 

the opt ion to prevent them  working) :

…in this count ry, we run on professional, you know, on our 
professional bodies.   And… and I  don’t  know another way around 
that  in term s of, um … governance arrangem ents and kind of, um , 
keeping people up to date and ensuring that  they’re working at  a 
correct  standard, without  having it  form alised... in som e kind of 
professional capacity
.

Respondent  02 – Nurse -  I mplem enter 

Whilst  this system  is fam iliar within the NHS, and m ost  Trusts now 

insist  on all their  clinicians being registered with a core professional 

body for the reasons of accountabilit y, there was also a recognit ion 

that  this was different  from  the local authority m odel under which 

m ost  social workers had previously been employed. The m ove 

towards direct  em ploym ent  of social workers by NHS Trusts under 
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partnership arrangem ents has thrown this difference of governance 

into sharp relief, and had only really been resolved by the 

establishm ent  of the General Social Care Council as an equivalent  

body for social workers:

There was no point  in having a registered body, where, you know 
people could be subject  to disciplinary act ion in a local authority 
that  was perfect ly adequate..  Um , er it ’s different now, um .. I . .  I ’m , 
perfect ly happy with the way things have gone since.  Because 
things have changed… because there are lots of people like me.. 
who are now working outside the local governm ent  system . Er… I t ’s 
st ill. .  it ’s st ill social, social work is st ill predom inately a.. local 
authority act ivity, but  it  is m uch less so.  And, of course, what ’s now 
happening is that  people, the people are beginning to work … to 
work for ….um .. people, er.. are now beginning to be em ployed 
again in large num bers by ….. um , people are now beginning to be 
em ployed by in large num bers by Trusts.   And that  raises a whole 
new series of issues.

Respondent  06 – Social Worker -  Pract it ioner 

This highlights som e of the issues that  respondents could see with 

the developm ent  of new roles within services. Whilst  the concept  of 

developing new roles was not  dism issed out  of hand, the difficulty 

was raised of em ploying people who did not  hold a state registered 

qualificat ion, and therefore were not  perceived as being accountable 

for their  pract ice in the sam e way. Clearly there were instances

where this was already happening, and specific instances were cited 

as having raised the issue in pract ice:

. .  it ’s good for people to say they’re part  of a profession, rather than 
som ebody who’s decided to do a bit  of ..  . .  counselling or 
som ething.  That  really worr ies m e, when you’re going to schools 
and they’ve got  counsellors that  just .. nobody’s necessarily checked 
their  qualificat ions… or done anything like that .

Respondent  16 – Nurse -  I mplem enter
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Whilst  this worry (about accountabilit y and governance)  seem s real, 

it  also seem s to be a potent ial hindrance to the development  of new 

roles and how professional ident ity m ight  be const ructed. I n some 

ways the regist rat ion seals the professional ident ity of an individual. 

Very few people are registered with m ore than one body (although 

it  is not  unknown for people to hold dual regist rat ion, i.e. with the 

NMC and GSCC) . This is enshrined in the variat ions of Code of 

Conduct  (which m ost  register ing authorit ies have)  and the 

conceptual fram eworks of different professional groups are often 

clear through a close reading of those codes of conduct :

There are OT regist rat ion rules, you know, so who is going to look 
after those.. if they don’t  know what  they are.   And OTs code of 
conduct  and pract ice… there has to be som eone to m ake sure 
they’re working to those and not .. on the nurse ones, ‘cos actually 
their  not  nurses they’re OTs…  ( laughs) .

Respondent  10 – OT -  Pract it ioner 

I n developing new roles this worry then has been seen as an issue, 

if not  an obstacle. For som e the new roles could potent ially be seen 

as becom ing new professional groups with their  own governance 

and regulatory system s;  indeed that  in order to be effect ive they 

would eventually need these st ructures:

And then there’s other jobs, like pr im ary m ental health work, like 
m ental health pract it ioners, which I ’ve seen a lot  of in the paper 
recent ly advert ised… that  I  think there needs to be a lot  of work 
done around them  really.. in term s of where they fit ,  how they go 
about  the regulat ions… that  sort  of thing…

Respondent  19 – Nurse – I m plem enter
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For one respondent  the way around the issue, and that  of the 

differences in the way various professional bodies actually enact  

their  professional and state regulat ion, would be to eventually have 

a single governing body:

We’ve had Councils and Regulat ions for each profession in great  
num ber and in great  special-ness.  And it ’s becom ing m uch m ore 
generic… I t  think the requirem ent  for com petence and safety is ..  
quite .. er fair ly singular.  I t  doesn’t  need twenty ways of 
reinterpret ing it .    So.. er.. re- licensing is a single issue for me.  
Um .. so you’re seeing, I  think, society changes.  This need for.. er.. 
very individual approaches for each profession is becom ing a bit  
m ore into that
.

Respondent  22 – Nurse -  Policymaker 

Having said that , the sam e respondent  went  on to describe the 

im plicat ions for this in term s of a single mental health worker 

ident ity which obviated the professional differences, but  saw ident ity 

in term s of being a ‘m ental health worker’ rather than a m em ber of 

one of the exist ing professional groups. This was the closest  any of 

the respondents cam e to describing a full m ove towards a single 

generic m ental health worker or ‘capable pract it ioner’ in m ental 

health:
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What  professional ident ity br ings is all the infrast ructure that  
supports it .  So.. regulat ion, safety, um … um .. adequate 
perform ance, evidence based, research understanding, those kind of 
things that  perhaps is norm ally provided by all those professions I  
guess…
…
Well there m ight  be.. um .. You could see a Royal College of Mental 
Health Workers springing up, or ..  now people do need those points 
of reference, and professional support  to m ake it  work well.    You 
know, in order to advance your pract ice.. you need that  kind of 
infrast ructure support.  Um .. . the advantage is it  wouldn’t  be quite 
so burdened by history perhaps, that  you could actually say, “Well, 
here’s a place to start , now.”   And it  could be quite creat ive and 
interest ing.  I  think.  I t ’s quite heret ical.. I  think.
.

Respondent  22 – Nurse – Policym aker

7 .2 .2 .11  Pract it ioner  defensiveness and reservat ion s about  

change

From  this ‘heret ical’ v iew of a m ove towards genericism, it  is 

salutary, at  least  for policym akers who m ight  want  to m ove in that  

direct ion as a long- term  aim , to note that  there was naturally an 

elem ent  of defensiveness am ongst  respondents, and considerable 

resistance to som e of the changes proposed. This defensiveness was 

understood, and in m any ways ant icipated by those involved in 

set t ing the agenda and im plem ent ing it :

Part ly of course it ’s a defence m echanism  as well.   You know, 
people are very busy, highly pressurised, dem and is increasing.. 
um , and so, by having these boundaries to your job role or t it le, 
there’s a form  of defence m echanism  to a certain extent .   Also, 
that ’s a way of course that  m any professionals are brought  up and 
t rained way back, som et im es m any, m any years ago..

Respondent  04  -  Civil Servant  -  Policym aker 
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I ndeed, despite the previous sect ion on accountability there was 

som e scept icism  as to whether the regulatory bodies were actually 

able to ensure the level of standards that  m ost  respondents felt  was 

a pr imary funct ion of the different regulators:

…you know, part  of the problem  is having to tackle professional 
bodies and som et im es this sort  of you know… arrogance about , 
that , that  having a professional qualificat ion som ehow m eans your 
com petent  to do that  job and challenge that  and underpin it  … and 
look at  what  it  m eans and how we do educate people, um ,…

Respondent  01 – Nurse – I m plem enter

There was also a recognit ion that  any sort  of change is likely to be 

st ressful, but  part icular ly change that  involves re-exam ining issues 

of professional ident ity which are essent ially a very personal aspect  

of an individual’s self percept ion. This was a widespread worry, but  

best  sum m arised by this part icular respondent :

Of course, it  seem s very difficult  to get  change in professionalism .  
Because professionals defend their own… and they have these 
const ructs which are hard to change….. and this is the pat tern of 
society generally. 
…
They’re defending their  ident ity.   And what  they’ve got  used to.  
And, er I  think, you know, people talk about  change as excit ing, but  
m ost  people find it  bloody st ressful.   I  think, you know the idea of 
change being bloody great… and whenever you change… m ake any 
m ajor change … even m ake it ,  there are always casualt ies.  There 
are people that  were perfect ly effect ive workers …. So even if you 
only go from  A to B, where B is definitely bet ter.. the process can be 
very … stressful.  I t ’s like m oving house.  People are going into 
denial about  all this.  But , actually,..  m ost  people are st ressed by it .   
That ’s the top and  bottom  of it .

Respondent  05 – Psychologist  – Pract it ioner
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7 .2 .3  Sk ills and Com petences in the Pract it ioner  Di scourse

Picking up on the pr incipal them es of the policy discourse, the 

respondents talked about  the concept  of skills and com petences in a 

variety of ways. Clearly there was an awareness that  this was a 

cent ral policy direct ion:

Well I  think Mental Health Workforce Policy is.. um .. is, I  suppose, a 
sub-set  to the overall Nat ional Policy, in that  there is a dr ive to 
m ove away from , professionally determ ined … um .. skill m ix, if you 
like and towards a “com petence slash capabilit y”   approach.   And, 
um .. you m ight  call that  um .. New Ways of Working.

Respondent  14 – Psychologist  -  Policym aker 

From  those who had been involved there was also recognit ion that  

this was a very direct  polit ical pressure, if at  t im es a somewhat  

confused one:

And the other thing we were t rying to do was that  we were t rying to 
get  people away from  saying, well we need forty-one nurses (what  
do we need forty nurses for?) .  Er.. why do you need this num ber of 
m edics?  You know, what  is it  that  you get  from .. what  are the skills 
and com petencies that you need?  What  are the needs er ..  in your 
populat ion, that ’s saying this is what  we need?  And that  was with 
the full support  of er.. governm ent , and m inisters were very keen 
on that .  But , however, when you go through the workforce review 
process nat ionally, then they do that .. they cut  that  by discipline.  
So, on the one hand, Ministers will be saying, “Well, this is exact ly 
the route we should be going down, you know, we should be looking 
at  skills and com petencies” , and on the other hand, they were 
saying, “but  how m any m ore nurses do you need?”   When actually 
you m ight  not  need any. You know, we m ight  not  need any m ore 
psychiat r ists, we m ight  not  need any m ore psychologists, what  we 
want  is people who have got  these com petencies.  

Respondent  21 – Nurse -  Policymaker 
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I n general the concept  that  there are a lot  of things that  are done 

by different  professionals that  are essent ially sim ilar was not  

dism issed:

I n an ideal world, where would we be in ten years.. is.. is ..  we’d 
have service that .. that  were.. that  planned on the basis of the 
needs of the whole com m unity.  That ’s where we’d be.  We’d have 
services that  understood the needs of the whole comm unity.  We’d 
have workers in there and, in that  t im e, who had the skills and 
com petencies which were able to m ean those things.  Um .. but.. 
we’d also have the resource to be able to help people to develop 
those skills and com petencies as those moves changed.   And we’d 
have ways, we’d have ways of um .. m apping the changing needs.  

Respondent  21 – Nurse – Policym aker

And:

Again I  think the policy, as it  is with all the other policies, there’s 
nothing wrong with that .  You know.. I  think it  should be based on 
skills and com petencies.  However, what  I  do have som e concern 
about  is som ebody’s professional accountabilit y for those skills and 
com petencies

Respondent  07 – Nurse – I m plem enter /  Pract it ioner 

The issue came through, however, of the difficulty in defining what  

those skills and com petences m ight  be:
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…there was a debate I  was in yesterday about , isn’t  there a sort  of 
core set  of standards  I  think that  is what  everybody is agreeing, 
there is a core set  of standards, that  anybody working the field of 
Mental Health ought  to have.   Um , now one of the quest ions is does 
professional educat ional t raining, pre- regist rat ion give you that?   I  
think som e of it  does and som e of it  doesn’t  but I  think that  it ,  at  
the m om ent   it ’s a real assum pt ion that  if you’ve got a professional 
qualificat ion, therefore som ewhere in your Pre-Med, you have done 
that  set  of cr iter ia.  I  think we just  need to be very, we need to 
t ighten what  we understand in that  box.  Things like listening skills, 
um , assessment  skills, um , we need to t ighten what  we m ean, what  
sort  of com petencies  so break it  down into sort  of bite size chunks, 
about  well what .. how do you m easure whether som ebody is able to 
do that   and is that  m ore about  direct  observat ion of pract ising that  
skill?

Respondent  01 – Nurse -  I mplem enter 

The com plexity of establishing what  exact ly these skills and 

com petences might be was not  underest im ated by those who had 

started to look at  what  they m ight  entail in detail:

…‘cos there’s a lot  of work going on which I  just  didn’t  m ent ion with 
Nat ional Occupat ional Standards and Skills for Health and they’re 
t rying to put  together a fram ework for CAMHS.  So that ’s about  
com petencies… and I  think they st ruggle ( laughs)  a bit  with it .   
Because, obviously, once you start  to look at  all the range of 
provision and professionals and different  roles in CAMHS, it  gets 
very com plicated.  

Respondent  19 – Nurse – I m plem enter 

There was also an elem ent  of reservat ion about  whether it  is 

actually possible to capture the com plexity of what  pract it ioners see 

them selves as doing on a daily basis in term s of ‘skills and 

com petences’:
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No.. I  think.. I  think that  skills and com petencies are obviously 
im portant  in term s.. in policy term s, that .. in term s of m aking sure 
that  pat ients and clients are safe and are dealt  with by pract it ioners, 
who have, you know, a certain.. um .. level of skill.   But  obviously 
they’re too sim plist ic to be able to capture the com plexity of 
experienced, advanced expert  pract ice.. whatever you want  to call 
it .

Respondent  32 – Nurse -  Pract it ioner 

There was also an elem ent , alluded to above, of seeing a difference 

between core skills, which everyone should have, and those 

addit ional skills that  only som e people (or professional groups)  

m ight  have:

I  would see it  is that  there is a very large area of core knowledge 
and pract ice skills.   And, er…. um  you know, it ’s about… it ’s about  
there being a core, it ’s about  the individual professionals having a 
dist inct  cont ribut ion around the periphery of that  core.

Respondent  06 – Social Worker -  Pract it ioner  

And:

Um … yes.   I  m ean, there’s always been this debate between, um … 
“do we all have the sam e skills?”  versus “Do we have different  
skills?”    Um ...  I  think I  fall m ore on the grounds of… we very 
clearly have different  skills we bring, but  we need to have sufficient  
core skills to be able to funct ion together as a team .   

Respondent  08 – Psychiat r ist  – Pract it ioner

For m ental health it  m ight  be easier to see that  these could be 

enum erated within the Skills for Health Nat ional Occupat ional Skills 

for Mental Health, but , as so often happens in CAMHS, there is m ore 

than one camp that  children’s m ental health falls into. The concept  
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of core skills, for exam ple, is also present  in the children’s workforce 

agenda, and the DfES has published a document  set t ing out  the 

Core Skills for the Children’s Workforce (DfES 2005) .

I m portant ly for this study was the fact  that  there was som e 

quest ioning of the concept  that  skills and com petences would be 

applied in the sam e way by different  people. The respondent  below, 

for example, used the concept  of a lens to explain that  what  

appears superficially to be a sim ple applicat ion of a task, or an 

explanat ion of a skill or com petence, might  be applied in different 

ways by different  pract it ioners. Whilst  this respondent  uses ‘lens’ to 

explain this, it  does seem  that  what  is m eant  is that  tasks m ight  be 

done different ly according to the underlying conceptual fram ework 

in which the pract it ioner has t rained:

Yes, because I  think there’s um .. just  focusing on skill,  I  think it ’s 
um ..  a sort  of reduct ionist ,  it  suggests that  you can break 
som ething down into such sm all bits that  anyone can pick it  up.  But  
actually it ’s also about the lens that  you look through.. at  the bits..

Respondent  10 – OT -  Pract it ioner 

This was m ent ioned elsewhere, albeit  indirect ly, in term s of sim ilar 

assessm ents being done by different  clinicians. Whilst  this m ay be 

seen as an efficiency, there is also an argum ent  to be m ade for 

there being a different  understanding elicited by different  clinicians 

using different  conceptual fram eworks:
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I  was doing an awful lot  of sort  of cold assessments.. and, basically 
what  I  realised was that  I  was covering exact ly the sam e ground as 
the … of the SHO covers a few hours later.   [ laughs]    Asking very 
m uch the sam e quest ions, elicit ing very m uch the sam e kind of 
inform at ion, but  in a totally different  way..

Respondent  06 – Social Worker -  Pract it ioner 

This was explained m ore in term s of flexibilit y by another 

respondent , but  the essent ial point  is sim ilar, of the need to have a 

wider understanding of the whole, a need for a conceptual 

fram ework in which to situate the skills and com petences. This 

respondent  shaped this in terms of understanding several different  

conceptual fram eworks and being able to m ove between them  

according to the need of the individual or fam ily present ing in front  

of the clinician, a high level skill by m ost  standards. I n this respect  

the respondent  is perhaps restat ing the tradit ional concept  of a 

m ult idisciplinary team  which contains people who can at  least  

understand the framework within which their  colleagues work, even 

if they them selves do not  have those skills (or share the conceptual 

fram ework)  them selves:
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…  but  it ’s about  the flexibilit y so you don’t  get  caught  up with 
seeing what  you expect  to see, you’re able to have a fram ework 
that  you can record the fact  that  this doesn’t  fit  with what  you 
expected and to be able to shift  fram eworks in thinking well,  m aybe 
this, this part icular way of thinking about this case doesn’t  apply 
best  at  this m om ent  in t im e.  Um , so when this child is present ing 
with difficult  behaviour, um  to be able to move away from , why his 
ADHD m edicine needs adjust ing, to wonder what else is going on.  
But  not  to go... solely down that  route, to the exclusion of m issing 
the fact  that  you probably could do a bit  m ore m ethylphenidate.   
I t ’s that  kind of skill, it ’s that  kind of flexibilit y.  And you see people 
who’ve got  the part icular skills in one dom ain, but  lack the 
flexibilit y… people who’ve got  the flexibilit y but  need to get their  
individual skills built  up.  

Respondent  08 – Psychiat r ist  – Pract it ioner

7 .2 .4  New  roles and extended roles in the Pract it io ner  

Discourse

Naturally there was som e discussion within the pract it ioner 

discourse about  the creat ion of new and extended roles in m ental 

health and CAMHS. Som e of this cent red around how those new 

roles which had been created or proposed were impact ing on 

current  services, but  again for the purposes of this thesis the 

concent rat ion will be on how this im pacts on professional ident ity. 

Som e of the new roles are clearly within exist ing professional 

groupings, and predate the New Ways of Working init iat ives, whilst  

others are more clearly seen to be within the current  project  of 

m odernisat ion. The role of Nurse Consultant , for exam ple, was 

prom oted as a research-based init iat ive from  within the nursing 

discipline, whilst  Prim ary Mental Health Workers in CAMHS stem  
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from  the 1995 HAS ‘Together We Stand’ document . I n current  

workforce policy, as we have seen, new roles such as graduate 

m ental health workers stem  from  the NHS Plan, whilst  Support Tim e 

Recovery Workers and Comm unity Developm ent  Workers com e 

from  adult  init iat ives. There is a final category, the developm ent  of 

extended roles for non-m edical or independent  prescribers ( in all 

areas of healthcare) , which has been given a boost  in m ental health 

by their perceived ut ilit y for moving forward the NWW agenda.

7 .2 .4 .1  Nurse Consultants

Nurse Consultant  posts (and PMHW posts)  are som ewhat different  

from  som e of the newer roles in that  there was init ially much m ore 

of a st ructure around the establishm ent  of such posts. The first  

cohort  of Nurse Consultant  posts had to be individually vet ted by 

the Department  of Health, for exam ple, and even now establishing a 

new Nurse Consultant  post  requires clearance from  the Execut ive 

Nurse at  St rategic Health Authority level. Based on the or iginal 

research by Kim  Manley (RCN 2000) , there was clear guidance on 

what  these posts should entail,  and they were intended to be 

at t ract ive to senior and experienced nursing staff, keeping them  in 

clinical pract ice. Nonetheless there has been considerable variat ion 

in the operat ionalisat ion of the posts, and there rem ain only lim ited 

posts in CAMHS ( less than thir ty posts in England) :
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I  suppose, obviously, not  everyone’s the sam e, so you’re going to 
get  different  m ot ivat ions and drives within people.  Um .. and I  think 
that  som et im es the identity around the role can have an im pact  on 
that .  So, in the nursing role, we don’t  have a lot .. I  don’t  think we 
have a lot  of people who are dr iving forces.  We do have a lot .. 
som e st rong people in nursing consultants sort  of roles.  But  we’ve 
not  got  that  m any research posts... so that ’s the difficulty.  . .  
because that  doesn’t  really support that .. that… feeling st rong within 
your role um ..  

Respondent  19 – Nurse – I m plem enter 

The use of nurses in extended roles at  a very senior level seem s to 

have som e effect  in breaking deeply ent renched stereotypes about 

the dependency relat ionship that  nursing has with the m edical 

profession. This im pacts on the establishing of a separate ident ity 

which is not  dependent  on that  relat ionship but  which then requires 

m ore certainty about  difference that  can be m ade by that  profession 

in its own r ight :

Because of things like extended roles, New Ways of Working, Nurse 
Consultants… they’re no longer that  like.. I  think.. when I  first  went  
into nursing, nurses were seen as like the help… the helpers for 
doctors and .. and they’re no longer that  anym ore, they have their  
own.. they hold their  own am ong a m ult i-disciplinary team  now.  

Respondent  19 – Nurse – I m plem enter 

As a m odel it  was seen as a useful one, possibly even one that  could 

be used for other professions. Technically it  is possible to have 

consultant  level AHPs and psychotherapists, but  these posts in 

actuality are rare:
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I  think the nurse consultant  role… st ill. .  st ill is an im portant role.  I t  
could be m uch m ore useful.  Som e Trusts are using them … m ost 
Trusts are using them  in very different  ways.  But  if there was that  
consultant  grade there for m ost  people to aim  for… I ’m  not  saying 
that  everybody should do that .  But  um … then all other posts could 
be considered “ training”  posts, accept ing obviously som e people 
who use profession;  som e people don’t  want  to go that  far, som e 
people don’t  have the abilit y to go that  far.  But  the im portant  thing 
is that  even nurse consultants continue to see service users.  I n the 
past , nursing was part icular ly difficult ,  because if you wanted to 
progress in any way at  all,  you had to be working in pat ient  contact , 
there was no other way of doing it .   And I  think the nurse consultant  
level, again, gets round that  quite well.   So that ’s the route you 
could go down.  Not  just  for nursing, but  for other professions as 
well.

Respondent  21 – Nurse -  Policymaker 

There was even a warning from  one respondent that , from  a Trust  

and service point  of view, they were seen as too useful and their  

expert ise was often wanted outside of the service area which was 

paying their  salar ies:

I  think they are going to be a lit t le like nurse consultants if we don’t  
watch them .   When we have supported them  to be nurse 
consultants, we have bedded them  in, we have supported them  to 
be put  in.. um .. in their  organisat ions but  suddenly they becom e 
very m uch wanted by everybody outside the organisat ion, including 
the Departm ent  of Health;  and they disappear.   You know, they are 
st ill in the Trust , but , you know, if you want  them  to com e to a 
m eet ing, it  is.. “Well, I  have got  a very im portant  m eet ing sit t ing at  
the DoH” ;  and that ’s obviously where they should be, that ’s 
obviously fine;  but  I  think we need to m ake sure that we are get t ing 
our m oneys worth from  them  as well.

Respondent  29 – Nurse – I m plem enter
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7 .2 .4 .2  Pr im ary Menta l Health W orkers in CAMHS

Nurse consultants seem  to be fair ly certain in their  professional 

ident ity;  they have to be a nurse by t raining, and the t it le reinforces 

their  professional background, but  this is less clear within Prim ary 

Mental Health Work. Although the role is fair ly clear, it  was 

established in response to a researched deficit  in service provision 

( from  Kurtz et  al 1994) , and set  out  in the 1995 HAS guidance (op 

cit ) , there was less clar ity about  who would fulfil the role. The posts 

were sporadically adopted across the country unt il their  ut ilit y was 

reinforced by the NSF for Children, and specific r ing- fenced funding 

given under the CAMHS grant  init ial rounds:

And um … it  has been, it  seem s to m e, to m y experience, a lot  of 
appointm ents of staff to t ier 2 services, part icularly Prim ary Mental 
Health Workers, following the …. 2000 and 2003 funding guidance, 
who aren’t  equipped to do the tasks they’re asked to do. And it ’s… 
they certainly don’t  meet  the… don’t  m eet  the requirem ents of the 
job descript ions that  were or iginally set  up by the Prim ary Mental 
Health Worker’s Associat ion for that  post .

Respondent  12 – Nurse – Policym aker /  Pract it ioner 

Because there has been t ime since their  init ial proposal in 1995 the 

role of PMHW has begun to at t ract  som e evaluat ion (Gale and 

Vostanis 2003)  but has also highlighted the difference between role 

and professional ident ity. There were cr iter ia (and a salary band)  

which would shape who was likely to apply for these posts, but  no 

definit ion of exact ly which profession was being sought , so long as 

the set  of skills and com petences could be m et :
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But  um … yeah.. um .. I  m ean, there’s kind of som e firm  cr iter ia 
around at the m om ent , that you have to have so m any years
experience within CAMHS … and so m any years qualified.  But  it  
does.. it  generally seem s to be either nurses or social workers that  
com e into posts because they usually see them  advert ised at  a 
specific grade.

Respondent  09 – Nurse -  Pract it ioner 

For som e there appears to be, again, the idea that  this may be an 

‘escape’ from a discipline to which they are not  part icular ly well 

at tached, whilst  for others there is not  this desire, and a desire to 

see it  more as a role which a variety of professions m ay be able to 

perform :

For those.. those who want  to escape being a nurse, an 
occupat ional therapist , a social worker or whatever, then being a 
Prim ary Mental Health Worker and want ing a “disciplinary”… a 
discipline in their  own r ight  is extrem ely im portant .  Um .. I ’m  not  
sure that  that  is going to happen… but  um  er… for those who are 
actually confident  in their  disciplinary role and see this as a role 
they have taken on in their .. . in their  nursing, social work, or 
occupat ional therapy role, they.. they’re less concerned about  it .     
I t  depends on where, I  suppose, it  depends on how .. on how 
passionate they are in want ing to escape….  how passionate they 
are about  pr im ary m ental health care work as it  is, or want ing to 
escape the discipline they are in
.

Respondent  12 – Nurse – Policym aker /  Pract it ioner 

I n som e ways the PMHW is a perfect  exam ple of a new role that  

didn’t  specify a professional regist rat ion and t raining ( though most  

em ployers insisted that  em ployees had one, for governance 

reasons)  but  instead developed a role based in a set  of skills and 

com petences:
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I . . .  I . ..  um  was a Service Manager for a Prim ary Mental Health 
Worker Team .   And again… it  was m ore about  people’s skills and 
com petencies.  I  m ean, they had to be professionally qualified, but  
actually it  didn’t  m at ter whether you were an occupat ional therapist  
or a fam ily therapist, or… it  was m ore about um  what  you could 
actually br ing…  in term s of, um ... working in an... early 
intervent ion preventat ive way, and skills around consultat ion, liaison 
and t raining and that ’s m uch m ore what  I  was interested in.

Respondent  02 – Nurse -  I mplem enter   

I n this respect  then it  illust rates the difference between role and 

professional ident ity, and echoes the previous suggest ion that , 

eventually, there m ight  be a m ove towards an ident ity that  is about  

being a ‘m ental health worker’ rather than being som eone from  a 

part icular discipline doing a job that  overlaps with other people, but 

which has an element  of dist inct iveness. For som e it  was clear that  

the aspirat ion towards PMHW becom ing a separate profession, with 

a dist inct ive professional ident ity separate from  the core 

professions, was going to be very difficult :

And now we’ve got  the other com plicat ion of people who are in a 
role that  doesn’t  have a professional ident ity but  they have a 
professional background, like pr im ary m ental health work which is 
alm ost  like, “where do I  sit?” .  Um .. and a lot  of them , when I  …. 
when I  talk to them , would say that  their  alliance would go with 
their  professional background and not  their  pr im ary m ental health 
work.  
…
…I  think it ’s a role or a discipline of work, I  don’t  think it ’s a 
profession.  And then, of course, if it ’s going to be a profession, 
there will be a lot  of things like how do you accredit  a t raining, is 
there a regulatory body, um .. you know, looking at  the different  
levels of autonom y and responsibility.  

Respondent  19 – Nurse – I m plem enter 
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Again the issue of governance as a defining elem ent  of professional 

ident ity is raised. This does not  stop the aspirat ions of som e who 

would definitely want  to see PMHWs developing a rounded ident ity 

and professional structure of its own:

I  m ean, what  we are hoping to develop is a professional pr im ary 
m ental health worker group.   So that  actually that  would becom e a 
profession in its own r ight .

Respondent  02 – Nurse -  I mplem enter    

7 .2 .4 .3  Graduate m enta l health w orkers, STR w orkers  and 

Com m unity Developm ent  W orkers

I t  is im portant , of course, to recognise that  som e of the new roles 

being developed are not  intended to replace professional posts as 

they current ly exist , but  are building on perceived gaps in service 

and opening up opportunit ies for the sort  of people who m ight  not  

want  to have a professional career path st ructure and the level of 

qualificat ions that  go with that . NWW is very clear about  this, as 

were the respondents closest  to that  policy development :

I  think if you look at the total num bers at  the m om ent .   I  mean, 
you know.. the.. the new workers and so on um ...  are m iniscule in 
total.  They really are um …. OK., we’ve got , you know, two and a 
half thousand STR workers, we’ve got  a few hundred CDWs but , you 
know, in term s of the num bers of nurses and so on that are in 
place, it  is absolutely m iniscule.   So there… whilst  I  think there will 
be a shift  in the... in the balance if you like… um .. it ’s not  going to 
turn on it ’s head even in the longer term , I  don’t  think.  Um .. it ’s 
just  t rying to capture those who can com e into the workforce, do a 
very good job at  that  level, but at  the sam e t im e not  to dum b down 
or dram at ically reduce the num ber of nurses or psychiat r ists and so 
on.   

Respondent  04  -  Civil Servant  -  Policym aker 
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There is also a clear recognit ion that  the dem ographic problem s that  

NWW acknowledges have an impact  on policy design, that  the 

current  system  would not  be able, in the long term , to provide 

enough staff with full professional t raining to m eet  the need that  is 

ant icipated:

I t  has, well I ’ve suggested there should be new kinds of workers 
( laughs) .   Um .. like the star [ STR]  workers, full t im e recovery 
workers, gateway workers….. and prim ary care workers.. er.. 
they’re all kind of m ooted as being very good.   And part ly 
because… um .. of, when the NSF was published, it  was … where I  
used to work in the [ organisat ion] , they ident ified that there were 
10,000 people were... m issing from  the m ental health workforce to 
achieve just  the adult  NSF.  And suddenly, well it  would be nice but  
where are we going to get  the people from  there.. you know, do we 
live in a society that ’s interested enough to recruit  10,000 people.

Respondent  10 – OT -  Pract it ioner 

There rem ains som e confusion within the thinking about  who will 

com e into these posts, at  som e t im es it  being referred to as a 

‘lower’ level of post . For som e posts, a relat ively high level of 

qualificat ion is required, i.e. graduate status, which is higher than 

the diplom a level at which som e professional groups t rain ( i.e. 

nurses and som e social workers) . Again this is seen as a response 

to the dem ographic, in this case of the surplus of psychology 

graduates being produced:
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So that  is a great  advantage because we can recruit  from  quite a 
wide pool.  The slight  disadvantage obviously, is t rying to fram e 
som e sort  of educat ional t raining program m e for these people, 
because they all com e from  all sorts of backgrounds, ages, 
knowledge skills, etc.  Um .. so again… it ’s like t rying to tap into, not  
just  an exist ing type of person will do this but  look at  the wider 
pool.  Which indeed that ’s already happened…. graduate pr im ary 
care workers for exam ple, a lot  of them  are psychology graduates 
but  couldn’t  get  clinical  psychology posts.   They can actually do 
that  graduate pr im ary care role and therefore increase the num bers 
in the workforce.

Respondent  04  -  Civil Servant  -  Policym aker 

Whilst  it  would be easy, therefore, to write off the new support roles 

as not  relevant  to this discussion, it  did com e through in som e 

responses that  there was a concern on behalf of these workers that  

they suffered from  a lack of ident ity, and that  this would ult im ately 

m ake the role unsustainable. I n part icular the t ransferabilit y of their  

skills and com petences m ight  be difficult  if there was no way of 

verifying the level at  which they were act ing:

Because they wouldn’t  have that  … that .. you.. they wouldn’t  have 
that  you know university t raining and those kinds of things actually 
to provide them  with st ructure of support… that ’s who you are, and 
their  ident ity … would… can get  quite m essy.   Because, er.. they 
haven’t  got  anyone else to ident ify with… in the workplace.  
…
And they wouldn’t  be recognised as a .. that  role wouldn’t  be 
recognised anywhere else in the count ry, they’re not  recognised as 
a professional body, they wouldn’t  be registered.. you know.  Who 
would reinforce who they are and what  they could do. I  don’t  know.. 
I t ’s quite a concern of m ine, that .. people will cont.. who have great  
ident ificat ion do t raining but  com e from  university  when it ’s 
finished .. that  there wasn’t  really anything else to validate who 
they were.  

Respondent  10 – OT -  Pract it ioner  
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This lack of ident ity was also explicit ly seen as a difficulty in 

sustaining the workforce who m ight  be tem pted to m ove from  this 

role into one with a bet ter defined professional ident ity:

.  well I  think that ’s been half the problem , especially with graduate 
pr im ary m ental health workers..   Anecdotally, I ’ve heard that 
they’re tending to m ove on very quickly from  their role … because it  
doesn’t  really feel like they’re in a career st ructure:  they don’t  have 
that  professional ident ity;  they don’t  have that  abilit y to share 
pract ice… evidence based pract ice.. which you would have, if you 
were involved in a professional body and you had that  kind of 
ident ity..

Respondent  19 – Nurse – I m plem enter 

7 .2 .4 .4  Non- m edica l and I ndependent  Prescr ibers

The final sect ion touches briefly on another developm ent  of 

expanded role which has no direct  aspirat ion to develop a separate 

professional ident ity, but  which, as we have seen, erodes the 

dist inct ive dom ain of m edically trained professionals as the only 

ones with prescribing r ights. The role is seen as an enhancem ent  by 

m ost , and sm oothing the way in which other roles can be 

perform ed. Even though it  could be said to be a threat to the 

m edical profession, it  is clear that  the role enhancem ent  has been 

designed to be as inclusive as possible, and has broadly m et  with a 

support ive response from doctors:
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The m edics, I  have to say, um .. and this has been our m ant ra in all 
the conferences that  we have presented, have been ext rem ely 
support ive.  We have had no problem  at  all in get t ing m entors for 
nurse prescribing.   I ndependent  nurse prescribing, I  think they’re a 
lit t le bit  worr ied.  So we are having to constant ly reassure them  
that , you know, these people that  are being.. are t rained, that  they 
are being supported properly, and that  they’re going to be OK.

Respondent  29 – Nurse – I m plem enter

7 .2 .5  Service User  needs in the Pract it ioner  Discou rse

Service user need is m ent ioned throughout  the pract it ioner 

discourse, but  not  in the sam e way as in the policy discourse. I n 

policy, as we have seen, there is a tendency to use service user 

need as the mot ivat ion for change, and the just ificat ion for it .  I n the 

pract it ioner discourse there is a ‘taken for granted’ aspect  towards

the needs of those who use the service:

Um , som ebody asked, som ebody in the room  asked why we should 
have service user involvement .  Now, … I , I ,  at  that  point , I  m ean, I  
suppose part  of m e was really gobsm acked to think that  we’re in the 
year 2000+  and we are st ill having this debate.  And actually the 
only reason why this debate is because now we’ve got  to do it ,  
rather than whether we would like to do it…. it  is now our statutory 
responsibilit y, you have to do it .

Respondent  01 – Nurse -  I mplem enter 

Given the reservat ions expressed about  the way in which service 

user need is used to just ify change it  com es over that  m ost  

respondents felt  that  it  was the m ost  im portant  mot ivat ion for 

change, and did not  quest ion where the voice was com ing from:



“The discourse of professional ident ity in CAMHS.”

326

Well, I  guess the advantage, if we can evidence that  it  is in the best  
interests of the pat ients, well then so be it .    That  speaks for itself.  

Respondent  29 – Nurse -  I mplem enter  

Opinion, however, was som ewhat  divided on what service users 

actually wanted from  professionals, which rather underm ines the 

idea that  there is a unified need which can be easily quant ified. For 

exam ple from  the experience of one respondent :

Policy doesn’t  suggest  it ,  but  I  think that  there’s enough evidence 
you know ( laugh)… from  m y personal experience, and also from  
evidence that  I  have read, and.. and people that  I ’ve spoken to, 
that  people want  to know who they are and have a sense of 
belonging.  Um m … especially when, er.. you know, service users 
just  want  to know who you are, where you com e from , what  your 
background is…er.. not .. not .. not  in an in depth way, but  so that  
they know what  sort  of thing that  they m ight  expect .. although that  
can be various as well.   You know, they want  to know if you’re a 
nurse or an OT or a social worker perhaps.  

Respondent  10 – OT -  Pract it ioner 

Whilst  another, equally experienced pract it ioner cam e up with a 

rather different  view:

And.. and… you.. and that  I ,  I  know how that  sounds but  I  think 
often, um .. som e of the com m ents back to m e from  the people who 
have used services , “all I  wanted people to say, was, “hello, how 
are you?”  not  ask m e three hundred and one assessm ent  quest ions.   
Um … and do it  in a m anner that, you know reflects m y values and 
m y opinions.  And I ..   it ’s woeful, it  is woeful and I , you know, I  
don’t  know how you do that .  I  think all you can do or I ,  or I  would 
hope is lead by exam ple.

Respondent  01 – Nurse -  I mplem enter 
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A balanced view m ight  be sum m arised as being so broad as to be 

not  very helpful for workforce planning, or an exam inat ion of 

professional ident ity, which is that  different  service users have very 

different  needs and ult im ately just  want  the person who is going to 

be m ost  helpful to them  (which m ay be a part icular professional, or 

just  a good listener) :

I  think it ..  it  m at ters m uch less to them  who they see.   What .. what  
… what  they want to see is um .. som ebody who is going to um …  
understand them , support  them  and to be helpful to them .  I  would 
say this is their  pr im e aim .. um .. But  they will st ill,  I  think because 
they’re socialised into a part icular society, they will st ill com e along 
with pre.. you know, preconceived views of um … “ it  m ay or not  be 
bet ter to see a psychiat r ist ” , they m ay be perceived as the expert  or 
they m ay be perceived the person who cont rols things.   Um .. it  
m ay or m ay not  be bet ter to see a nurse.. they m ay be perceived as 
m ore caring but not  as experts.   So.. um .. I . .  I  think it ’s quite 
com plex to.. it ’s quite a com plex issue and it  will depend on what .. 
you know, what  service users actually br ing along with them , and 
what  som e of their  … aim s and needs are.  But , ult im ately, I  think, 
once they get  over that  init ial who am  I  seeing, whoever I  am  
seeing, whatever profession, I  think ult im ately what  they want  is 
som eone who actually is going to m eet  their  needs.  

Respondent  32 – Nurse -  Pract it ioner 

7 .2 .6  Need for  Flex ibilit y in the Pract it ioner  Disc ourse

I n the policy discourse the them e of a need for increased flexibilit y 

am ongst  the m ental health workforce came across st rongly.  Within 

the pract it ioner discourse there was som e recognit ion of this, and 

som e resistance to the not ion that  the workforce wasn’t  already 

flexible in how it  delivered service:
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I  think we’re already flexible.  But  it ’s just  not  acknowledged how 
flexible we are because I  don’t  think anybody’s actually asking 
specialist  CAMHS staff what  they do and don’t  do.  I  don’t  think 
they’re asking other people what  they can offer and then perhaps 
that ’s a cheaper version of ..  or perhaps it ’s a m ore accessible 
version of what  they want , or people are saying, “Yes, we can offer 
that ” .

Respondent  07 – Nurse – I m plem enter /  Pract it ioner 

Others saw flexibilit y as im portant , especially, as has already been 

noted, in being able to shift  between different  ways of seeing things, 

a flexibilit y of conceptual fram ework and understanding:

…but  it ’s about  the flexibilit y so you don’t  get  caught  up with seeing 
what  you expect  to see, you’re able to have a fram ework that  you 
can record the fact  that  this doesn’t  fit  with what  you expected and 
to be able to shift  fram eworks in thinking well, m aybe this, this 
part icular way of thinking about  this case doesn’t  apply best  at  this 
m om ent  in t im e.  

Respondent  08 – Psychiat r ist  – Pract it ioner

Whilst  highlight ing the difference in perceived flexibilit y of different  

disciplines, the issue of having an underlying conceptual fram ework 

that  allows a flexible approach to different  roles and styles of 

working was highlighted.
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Psychology for instance doesn’t  operate flexible service like that .  
Psychologists don’t  usually pract ice as case m anagers, because 
that ’s not  how they’re t rained.  I t ’s not  what  they have the skills to 
do, as nurses do.   Tch.. um .. psychology doesn’t  provide usually an 
off-site service, a dom iciliary service, whereas nursing does.  So 
nursing will take intervent ion to other people’s hom es, it  will take 
them  to other places.  I t  will offer that  sort of flexibilit y, so I  think it  
has a very valuable role.  The bit  that  worr ies m e is the skills and
com petencies.  That  if you’ve got  all that  flexibilit y, then I  think 
that , if you have a m odel, a therapeut ic m odel that  underpins your 
work, regardless of what  that  therapeut ic m odel is, I  think, m akes it  
m uch easier to operate with that  sort  of flexibilit y.   

Respondent  21 – Nurse -  Policymaker 

This very m uch foregrounds a dilem ma within the workforce policy, 

at  least  in this respondent ’s understanding. Rather than seeking 

som eone who has the skills and com petences for a single role, in 

order to get  the flexibilit y that  is also being sought , a wider 

understanding, and crucially, a ‘therapeut ic m odel’ or conceptual 

fram ework is necessary.

7 .2 .7  I ssues of pow er and m oney in the Pract it ioner  

Discourse

As we have seen in the literature review, and has already been 

m ent ioned in relat ion to specific professional groups, the issue of 

power is cent ral to any understanding of how systems work. This 

applies, of course, to the way in which influence is exerted by policy 

m akers, as seen in the New Ways of Working docum ent , but  also 

applies within team s and im pacts on how team  m em bers see their  

own professional ident ity:
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I t ’s power dynam ics, there’s… we can’t  deny that  there are power 
dynam ics within m ult i agency, m ult i-disciplinary team s.  There are 
.. so, som et im es your profession, or your professional background 
m eans that  you’re of a higher social status than som eone else in the 
sam e team .  So som et im es you can use that, you know, to get  your 
point  across and som et im es.. not .

Respondent  16 – Nurse -  I mplem enter  

There was recognit ion that  this power different ial can play itself out  

in m ult idisciplinary team s, either in personal or professional r ivalr ies 

and the gam es that people play:

Um .. you have to have that  degree of t rust  that  you are exposing 
yourself by talking about  things as they im pact  on you personally, 
rather than this rather detached professional relat ionship which 
m ight  be m isused.   Um .. that  people aren't  out playing power 
gam es ...  or they're out  to m ake them selves feel better at  the 
expense of others.  Um .. , you know, which does happen in team s.

Respondent  08 – Psychiat r ist  – Pract it ioner

The sam e respondent  felt  that the t radit ional m odel of m edical 

hierarchies was not  enacted in the normal way within m ental health 

m ult idisciplinary team s (and CAMHS) , where a flat ter hierarchy is 

m ore norm al due to the type of work:

I t 's m ore influence than power.  Um ... and... and... er...  so it 's 
not ...  it 's not  a com pletely flat  hierarchy... it 's not  um ... it 's not  sort  
of .. . so far down in that  direct ion.   I t 's a... I  guess the wide 
ext rem e would be the kind of therapeut ic com m unity m odel.  Um ... 
it 's...  it 's a kind of hybrid of som e elements of, you know, 
hierarchy... and... um ... um ... power, but not ...  not  a posit ion of 
power, a bit  m ore role or knowledge power.

Respondent  08 – Psychiat r ist  -  Pract it ioner 
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The power ascribed to different  professional groups was recognised 

by those who had been involved in policy developm ent , but  there 

was a feeling of resignat ion that  som e things were almost  too 

difficult  to change. The power of societal values, and the inherent  

power base of som e professions, was therefore taken for granted, 

and unlikely to be changed by current  workforce policy:

Yeah, I  think there's a lot  of how the role is.. yeah.. yeah, the power 
and the prest ige that 's socially ascribed is very different between 
nurses and.. . .  tch.. psychologists and psychiat r ists for exam ple.  
But  I . .  I  don't  think that 's im m utable .. . I  think it 's som ething that  
we have to acknowledge as a team .. um .. or, you know, as.. as a 
profession, and it  has to be acknowledged in policy term s.  Um .. 
and I  think history shows that  people don't  give up.. um .. their  
power and their  prest ige unless there is som ething in it . . for 
them selves.  I  think we have a suggest ion that 's not  im m utable but  
is very easily stuck in the status quo..

Respondent  30 – Psychiat r ist  – Policym aker /  Pract it ioner 

I n term s of professional ident ity there was also som e recognit ion 

that  the perceived power or status of different  professional groups 

m ight  be a factor in determ ining how people see them selves, or how 

they choose to ident ify m ore with one group than another. 

Previously it  was highlighted, for exam ple, that  som e groups are 

m ore likely to m aintain their or iginal professional ident ity (as 

psychiat r ist  or psychologist )  despite doing further therapeut ic 

t raining, whilst  others (social workers were m ent ioned)  m ight  

choose to ident ify m ore with their  new psychotherapy ident ity. This 

was explicit ly m ent ioned by one respondent  as a power issue 

(although hinted at  in the previous quote) :
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I  think.. I . .  I  know people who have m anaged to be both.  Som e 
t im es people will t rain as psychotherapist , if they have been nurses 
and they have gone off and becom e a child psychotherapist , and 
that  then becom es their  sort  of leading professional, um  .. 
ident ificat ion, if you like.  Um .. because they have m oved out  they.. 
they, you know, they have developed and they want  to do 
som ething a bit  different  and, sim ilar ly, even som e, fam ily 
therapists at  t im es. Because there are also, of course, rewards to 
changing and m oving with the t im es as well,  in terms of kudos, 
um .. polit ical power I  suppose at  t im es.. in a .. with a sm all "p"  as 
well as m oney.  But .. um .. I  also know from  the field of nursing, 
nurses have actually stayed, er.. on in their  role as a nurse with a 
fam ily therapy t raining or, indeed with a child psychotherapy 
t raining.  Um . um .. so it  is not  im possible for them  to do that  and to 
apply that  to their  field of interest .

Respondent  12 – Nurse – Policym aker /  Pract it ioner 

This quote also highlights an issue that  is not  m entioned in the 

workforce policy discourse of New Ways of Working, though it  is 

clearly one of the cent ral concerns of Agenda for Change, that  of 

how individuals are rem unerated for the skills and com petences 

they br ing. I ssues of m oney and different grades of pay did com e 

up a great  deal within the pract it ioner discourse, with Agenda for 

Change having been a relat ively recent  process, forcing all 

pract it ioners into a very personal exam inat ion of how their skills 

were valued by their  em ployers. The way in which m oney and pay is 

used as an exam ple of how people feel valued can be illust rated 

with just  a couple of respondent  com m ents:
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Um .. I  think that .. that ’s a funct ion of.. the system  rather than the 
profession.  Um .. a funct ion of the system  is that  um .. once you 
becom e som ething that ’s clearly ident ified, like a therapist , you tend 
to be rewarded bet ter… To have m ore prest ige, to have m ore 
m oney and.. therefore, nurses can st r ive towards.. those roles um .. 
I  think that  nurses, as individuals are usually quite proud of their  
role as a nurse.  But also perceive that it ’s not  as well rewarded, or 
as well respected as some other profession.

Respondent  32 – Nurse -  Pract it ioner 

The awareness of this was not  sim ply from  those who were paid 

less, but  was clearly also an issue for those on bet ter pay scales 

who saw som e unfairness in the system :

I  m ean, I ’ve always felt  that  I ’m  not  going to be apologet ic for m y 
salary, but  I  get  pret ty angry about  other people’s salar ies.  I  m ean 
that ’s the way I ..  I  take it .   Um .. and in term s of actually where I  
cam e from  with all the t raining and experience and all the jobs I  
did, you know, I  personally don’t  feel guilty but , actually, I  feel 
cross about  those social work colleagues down the road.

Respondent  25 – Psychiat r ist  -  Policym aker 

7 .3 Cr it ica l Discourse Analysis of the Pract it ioner

Discourse

Having looked at  the pr incipal textual them es within the pract it ioner 

discourse, it  is im portant  to revisit  som e of the analyt ical them es 

from  the CDA perspect ive (although the textual analysis has been 

inform ed by this) . There is no attem pt  to com plete a fine grained 

analysis on account  of the size of the corpus, which com es to 

180,000 words for all the interviews;  instead the com m on aspects 

of the texts will be reviewed.
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7 .3 .1  Socia l Events providing the context  for  the P ract it ioner  

Discourse

The social context  of the interviews has been set  out , but in order to 

highlight  this it  is worth reviewing the cr it ical points. The polit ical 

background was character ised by a series of changes being 

int roduced into the NHS in England over the period leading up to 

the interviews taking place. As som e of the respondents noted, this 

was largely a polit ical agenda of the New Labour Government  that  

cam e into power in 1997 with a m odernising agenda, set t ing up the 

NHS Modernisat ion Agency. The m ovem ent  in children’s services, 

however, has been t raced back pr ior to the change of polit ical party 

in power, and was init iated by the previous adm inist rat ion under 

Virginia Bot tom ley, a Conservat ive m inister.

The changes had affected roles in the widest  sense, and the Agenda 

for Change process had been cent ral to this in put t ing a focus on 

the Knowledge and Skills Fram ework. This had been a t raum at ic 

process for m any in the NHS as it  put  emphasis on methods of 

m easuring com petence in a way that  was new and challenging. 

Despite the process being designed to be swift  there was 

considerable t im e taken in com plet ing it  and som e appeals dragged 

on into 2007, m aking it  very fresh in people’s m inds as the 

interviews were being conducted. The New Ways of Working process 

was st ill ongoing at  the t im e the interviews were being conducted 
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and the publicat ion of New Ways of Working for Everyone actually 

took place just  after the com plet ion of the interviews.

7 .3 .2  Genre in the Pract it ioner  Discourse

The issue of genre is also sim ilar across the different  interviews. All 

of the respondents had been recruited in a system with which they 

would have been fam iliar, a health m odel of research st ructured and 

regulated by the health service Cent ral Office for Research Ethics 

Com m it tees. With com prehensive inform at ion sheets and consent  

form s (see Appendices 2 and 3)  the respondents were assured that  

the research interviews were being conducted in a way that  ensured 

that  the data would not  be m isused. The actual interviews were 

m ost ly conducted at people’s places of work, although for a couple 

of cases these were held at  their  hom es, as the m ost  convenient 

place for them . I n either case it  is clear from  the responses that  

people were relaxed and able to talk freely. The open form at  of the 

interview, with the interviewer making a conscious effort  not  to 

interrupt , allowed the respondents to say what  they felt  about  the 

issues of professional ident ity without  it  being shaped by the 

interviewer’s preconceptions. The respondents also seem ed 

genuinely interested in what  the research would find:

Well, I  am  intr igued, I  am  int r igued about  your hypothesis.   I  am  
int r igued about… about  what ’s m ot ivated you to pursue this but I  
will not  find that  out  for a while….  Until I  read the results

Respondent  28 – Social Worker -  Pract it ioner 
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I n this respect  then, the inform al and conversat ional quality of the 

language in the interviews as well as the prom ise that  anonym ity 

would be m aintained encouraged a very frank discussion of the 

subject  in a way that  is different from  the carefully crafted text  of 

published docum ents. This occasionally cam e out  in specific 

references:

Res:  One was actually looking at  clar ifying what  m edical 
responsibilit y m eans for the m ult i-disciplinary team s, which is 
obviously core to it ,  because people of all professionals have been 
very exercised by that.. and it ’s caused a lot  of ill feeling, I  think, 
too.  And, indeed, I  was.. I ’m  not  sure I  want  to be quoted on this 
or.. it  m ight .. inadvertent ly.. 

I nt :  I t  will all be anonym ised!

Res:  Yeah, um .. I  have .. I  was in a m eet ing, I  rem em ber, within a 
few m onths of that ,…..

Respondent  14 – Psychologist  -  Policym aker 

7 .3 .3  Difference in the Pract it ioner  Discourse

Fairclough insisted that  one elem ent in checking the nature of text  

was to look at  the openness to difference within texts, as we have 

already discussed. Within the pract it ioner discourse there are 

expressed a great  variety of opinions on different  subjects, but  

there is very lit t le that  is expressed in a dogm at ic or unthinking 

way. This probably reflects the nature of the field of work in which 

the pract it ioners were used to working. Psychiatry and m ental 

health has very lit t le by way of certainty in it ,  and pract it ioners are 

used to m aking judgem ents based on an accumulat ion of 

probabilit y. This is not  an exclusive at t itude, of course, we saw 
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m ent ion earlier of som e psychotherapists thinking they had ‘the 

way, the t ruth and the life’, a part icular ly evocat ive way of 

expressing the certainty that  some conceptual frameworks seem  to 

port ray. For m ost  of the pract it ioners in this sam ple, though, they 

were careful to give opinions as just  that , their  opinions, including 

som e that  would not  be accepted as mainst ream  thinking:

I  m ean Mrs Thatcher even said that  she was adopt ing this Maoist  
thing.   But  these people were intellectuals… who studied Mao and 
had a sort of r ight wing agenda.  They said that  he had som e good 
ideas.

Respondent  05 – Psychologist  – Pract it ioner 

This theme of a variety of personal conceptual frameworks also 

cam e across in the ways in which som e ideas were expressed, for 

exam ple in the following ideas (about  nurses)  being from  a working 

class background, which includes a socialist  class perspect ive:

Um .. I  personally see .. the people I  am  talking about  are people 
who have erm .. m aybe they’ve got  more um .. m aybe they have 
m ore powerful working class stor ies.  Er… and er.. have st ruggled 
and, you know er.. m aking.. get t ing out  of the working class 
posit ion;  whilst ..  whilst  also m aintaining allegiance to this idea of 
them  being working class.

Respondent  27 – Social Worker -  Pract it ioner 

The sam e respondent , short ly after, also expresses som e 

uncertainty about  this posit ion, so was far from  dogm at ic in his 

approach, but  clar ified this as thoughts on the subject  based purely 

in recent  experience:
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I  don’t  think I ’d be as bold as to .. to er m ake that  claim .  But  er.. 
I ’m  just  aware that  that ’s m y um .. that ’s som ething that  I ’ve 
not iced, but  I  wouldn’t  like to claim  that  that ’s the case across the 
board at all.   I t ’s just  the group that  I ’ve been with that m y 
experience has m ade m e wonder about  that .  Um .. having said that , 
I  prob.. I  probably feel as though there is som ething in that .  But  to 
what  extent , I  don’t  know.

Respondent  27 – Social Worker -  Pract it ioner 

7 .3 .4  Assum pt ions in the Pract it ioner  Discourse

Quest ioning the assum pt ions m ade by respondents is also 

im portant , though m ore difficult  to ascertain in m any ways. I n this 

respect  the pract it ioners share the background of the researcher in 

that  all of the sample were (or had been unt il recent ly)  ult im ately 

em ployed by the governm ent  in one capacity or another, as 

academ ics, civil servants direct ly or indirect ly employed by the 

Departm ent  of Health, or as healthcare pract it ioners who were 

em ployed by local provider Trusts. I n general, then, they would 

share an ethos of public service rather than a purely com mercial 

m odel of understanding the healthcare system . None of the 

respondents, for exam ple, offered radical changes to the exist ing 

healthcare provider m odel, only looking at what  m ight  be 

considered m inor changes to workforce policy in terms of how 

people were em ployed. Even the m ost  radical suggest ion (of m oving 

to a generic m ental health worker)  was surrounded by caveats that  

it  would be difficult  to achieve and would take a ‘generat ion’ to pass 

through the exist ing system .
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Another im portant assum pt ion that  is clear within the discourse is 

m ore im plicit ,  cent red around the use of the word ‘worker’. Whilst  

this follows policy there are also echoes of the values around the 

use of the phrase ‘worker’ within the descript ions of role. Most  

com m only the word collocates with phrases (and m ost  often in job 

t it les)  such as ‘social worker’, ‘support  t ime recovery worker’, 

‘pr imary m ental health worker’ and ‘com m unity developm ent  

worker’. Each of these are role descriptors, and each imply low 

status work, in a way which the job t it les of professional groups do 

not . A nurse, psychologist , or doctor ’s job t it le speaks of a part icular 

type of training, based on a conceptual fram ework, and gives the 

person who receives a service from  that  person an idea (albeit  one 

which m ay be subject  to a stereotyped vision)  of the expert ise they 

m ay expert  from  the part icular person. When som eone is referred to 

as a worker, there is m ore of an im plicat ion that  they are part  of a 

larger m ore im personal workforce, with less individual expert ise, but  

a role and funct ion which fits in with the purpose of the larger 

organisat ional need. Exam ples of this would be factory workers or 

shipyard workers, who m ay have skills and expert ise, but  referr ing 

to them  as workers ( instead of welders, or elect r icians, or 

carpenters)  lowers the value at t r ibuted to the cont ribut ion of those 

individuals to the whole.

The only professional group for whom  the phrase is com m only used 

is the social worker group, and this, as we have seen, m ay reflect  

their  relat ively recent  adopt ion of a professional status that  is 
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separate from  their funct ion as part  of a local authority apparatus. 

I n that  respect  they again fit  the concept  that  ‘worker’ describes a 

role and funct ion rather than a professional status. I ndeed the new 

regulatory body for social work is called the General Social Care 

Council, which reflects a m ove towards the use of the phrase ‘social 

care’ to describe the broader funct ion of that  group. 

Within the sam ple there are other exam ples of the phrase ‘worker’ 

being used generically, as ‘CAMHS worker’, for example, but these 

are rare compared to the use of ‘CAMHS professional’ that  is evident  

in the NSF for Children. There are exam ples across the count ry, as 

we have seen, of generic workers within CAMHS having a variety of 

job t it les, but  the t it le ‘Clinic Worker’ would be seen as lower status 

than ‘Mental Health Pract it ioner’ within the healthcare professions 

(Singhatey 2007) . The only exam ple of the word being used in a 

relat ively high status role is for the group of CAMHS Regional 

Developm ent  Workers, who had a high profile funct ion in 

im plem ent ing Standard Nine of the NSF for Children. Again this job 

t it le reflects a role and funct ion in a way that  is designed to be 

explanatory of that  role and funct ion, and, given that  the role was 

undertaken by people from  a variety of professional backgrounds, it  

was felt  appropriate in that  circum stance. For m ost  professional 

groups the im portance at tached to m aintaining the professional 

status is relat ively high. This clearly has som e importance in 

m aintaining personally im portant areas such as how m uch pay is 

given for a certain job, but  also reflects the need to m aintain 
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ident ity. That  ident ity can be enhanced by at taching other signifiers 

to the professional t it le to ident ify the level of experience or role. 

The increased use of ‘Consultant ’ am ongst nurses and 

psychologists, for exam ple, m aintains a high profile for certain 

professional groups, though use of this t it le is usually circum scribed 

by t ight  definit ions of who can, and cannot  use the t it le, reflect ing 

(and protect ing)  a high level of expert ise. This is in cont rast  to the 

‘worker’ concept in which m ost  of the new roles are described, 

where the em phasis is on the role and funct ion that  will be 

perform ed rather than the need for any conceptual fram ework as a 

basis for this role. Clearly this fit s in with the underlying idea that  

skills and com petences are what are needed to fulfil that  role 

without  necessarily having a conceptual fram ework in which to place 

those skills and com petences.

7 .3 .5  I nter tex tua lit y in the Pract it ioner  Discourse

I n the sect ion on intertextuality in New Ways of Working the 

im portance of the use of ‘capable’ as a descriptor of team s was 

highlighted. Obviously as the NWW team  chose to use the ‘Creat ing 

Capable Teams Approach’ as a descript ion of the process for 

im plem ent ing team  reviews and redesign, the phrase crops up in 

the pract it ioner discourse, m ost  often as part  of that  phrase. One of 

the policym akers, however, used the phrase in m ore general term s 

to describe team  funct ioning:
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Um .. tch.. but  the comm on direct ion of t ravel is for um .. every.. 
every profession to work together in a team  to m ake sure that  that  
team  is a capable one.  And so what  we’re producing in er.. a couple 
of m onths t im e is not  only a report  about  what  all the professions 
say about  what  New Ways of Working should be in order to reduce 
barr iers for people on the ground or resistance to change, but  also 
an.. what  we’ve called a Capable Team s Approach; …

Respondent  14 – Psychologist  -  Policym aker 

This again cem ents the m ove away from  professional ident ity 

towards ‘capable pract it ioners’, although in this case both are used 

as a way of describing the ‘direct ion of t ravel’,  which is presum ably 

away from  professional ident ificat ion towards team  ident ificat ion. 

Elsewhere in the pract it ioner discourse the word ‘capable’ occurs 

only ten t im es, four of them  in term s of ‘capable team s’ but  m ore 

usually as a com m onplace descriptor, for exam ple:

So I  do.. I  do feel quite st rongly about  that .. that  what  m akes a 
very capable, com petent, skilled CAMHS professional has very lit t le 
to do with their  educat ion and training.  

Respondent  24 – Nurse – I m plem enter /  Pract it ioner 

Elsewhere the use of the phrase ‘new ways of working’ created 

som e confusion, not  least  in the t ranscript ion of the interviews, 

where it  was som et im es difficult  to different iate between t im es 

when respondents were referr ing to the project  of New Ways of 

Working and capitalising it ,  or if they were using the phrase ‘new 

ways of working’ as a descript ion of different  ways of doing things. 

As an example of this, one respondent referred to a discussion 
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which had been held the day previously at  a conference. I n this case 

the reference is clearly to a capitalised NWW:

…I  think um .. New Ways of Working is very current  at  the m inute.   
There’s a lot  of work going on.   

Respondent  11 – OT – I m plem enter /  Pract it ioner 

Later in the sam e interview the respondent  expresses som e 

m isgivings about  the pace of change. I n this case the phrase, 

although echoing the nam e of the project , is clearly used as an 

or iginal phrase. I n this respect  the repeated use of the same phrase 

to m ake it  the natural way of talking about  m ental health workforce 

change, and obviate thinking about  alternat ive ways forward that  

m ight  not  be part  of NWW, appears to have been successful:

And we ... we keep blundering into the new ways of working, 
without  necessarily thinking, “What  are we losing, what ’s gone from  
our… what we used to do and is that .. do we want  to lose that?”

Respondent  11 – OT – I m plem enter /  Pract it ioner 

7 .4   Sem ant ic and Gram m at ica l e lem ents in the Pract it ioner  

Discourse

Fairclough noted the im portance of specific language use in 

discourse, as we have seen. Although it  was also st rongly present  in 

the policy discourse there are, within the pract it ioner discourse, also 

elem ents of gramm at ical usage worth not ing. Principal am ongst  

these is the use of the phrase ‘skills and com petences’ (or 
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com petencies) . This phrase occurs repeatedly throughout  the 

pract it ioner discourse when referr ing to the abilit ies and knowledge 

that  individuals br ing to team  working. Each word does appear 

separately elsewhere in the discourse, most  com monly in context  

with other words, i.e. ‘professional skills’,  but  is most  com m only 

linked together in the one phrase ‘skills and com petences’. Crawford 

et  al (1999)  noted this tendency, in a healthcare set t ing, to use 

binom ial expressions as a way of em phasizing a point . This 

em phasis of a part icular point  becom es a ‘fixed expression’ when it  

achieves com m on usage as it  clearly does in both the policy and 

pract it ioner discourse. The fixed expression ‘skills and com petences’ 

in this context  therefore det racts from  any debate as to whether the 

phrase is an unnecessary doubling of two synonyms (as a way of 

em phasizing the funct ional elem ents) , or whether there is any 

difference im plied in the two parts of the phrase. As we have seen 

( in Footnote 1)  the technical difference between ‘com petences’ and 

‘com petencies’ is not  recognised in com mon usage, the two being 

used interchangeably. The fixed use of this phrase also erodes the 

technical difference between ‘skills’ and 

‘com petences/ com petencies’ and m akes this debate less likely by its 

repeated usage as synonym s.
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7 .5  Sum m ary of the Pract it ioner  Discourse

Across a quite diverse range of different  responses to the policy 

init iat ives som e clear m ajor them es appear which pertain to this 

thesis:

Professions br ing not  just  a range of skills and com petences, but  a 

conceptual fram ework which binds together those abilit ies and 

pract ices. Those conceptual frameworks inform  the way that  

funct ion and role is performed, and the difference in the ways in 

which different  professionals enact  a generic role and funct ion needs 

to be valued.

Different  professions have a greater or lesser degree of difficulty in 

art iculat ing the conceptual fram eworks that  bind them to their  

parent  professional group, especially when the group is distanced 

from  that  or iginal group by way of specialisat ion. The overlap of 

generic skills and com petences between m ental health professionals 

is quite large, but  each professional group has ways of retaining its 

ident ity by reference back to the parent  group, however difficult  

that  becom es to art iculate.

A m ult idisciplinary team is const ructed to value the differences in 

conceptual fram eworks and even to play off the creat ive differences 

which can arise from  the tensions inherent  in different  ways of 

approaching issues. A reduct ionist  tendency to br ing this down to a 
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toolkit  of different  skills and com petences m ay eventually lose this 

elem ent  of difference.

The next  chapter will draw together the discourse from  both the 

policy and pract it ioner sam ple, and propose a thesis around the 

im portance of professional ident ity and the underlying conceptual 

fram eworks which underpin that  ident ity.
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Chapter  Eight  –  Discussion and Conclusions 

This chapter will br ing together the results of the policy and 

pract it ioner discourse to exam ine what  are the current  pressures on 

professional ident ity from  policy, as a representat ive of the current  

needs of em ployers and service users. I t  will look at  how 

professional ident ity is created, modified and protected in m ental 

health team s and present  a m odel for understanding this. Finally it  

will quest ion the im portance of professional ident ity for the 

individuals who provide services within mental health team s and 

CAMHS. I n the following chapter this is sum m arised and 

recom m endat ions for future act ion m ade.

8 .1  I s current  w ork force policy a threat  to profess ional 

ident it y?

8 .1 .1  Role and funct ion versus professional ident it y

I n the policy discourse it  was dem onst rated that  that  the pr imary 

aim  of policy is to achieve the aim  of m eet ing current  service need. 

I n this respect  the policy concent rates on the role and funct ion of 

team s and the com ponent parts of team s, and puts them  in the 

context  of meet ing the needs of service users. The assumpt ion of 

this role and funct ion dr iven approach is that  what  is needed to 

perform  the current ly needed funct ion is a series of skills and 

com petences which m ight  be fulfilled by people who have these, 

without  at tem pt ing to define who these people m ight  be, or how 

they cam e to have this part icular knowledge and skill set . This 
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approach is in cont rast  to the previous m ant ra of mult idisciplinary 

team  working, which had the separate assum pt ion that  the skills 

and com petences needed to perform the role and funct ion of a 

m ental health team , or CAMHS, would be contained in the persons 

of part icular disciplines. I t  was a ‘taken for granted’ elem ent of the 

m ult idisciplinary m odel that  different  funct ions within the team  

would be performed by different  professional persons. The m odel in 

m ental health and CAMHS, however, overlooked the need to define 

what  these different  roles m ight  be, and in cont rast  to physical 

healthcare team s, where the different  roles of physiotherapist , 

m edical physician and social worker, for example, were much easier 

to define. Mental health team s and CAMHS have a m uch greater 

area of overlap or generic working, where the different  roles and 

funct ion of team  m embers can be harder to define. This role 

blurr ing m ay be of advantage, or m ay be unim portant  to service 

users, so long as their  needs are m et , but  has led to the current  

quest ioning of the role and funct ion of different  professional groups. 

Whilst  individuals may see them selves as flexible in their  

approaches, there is also a view that  m ult idisciplinary team s are 

inflexible and defensive about  their  pract ice (see below on 

professional ‘apparatus’) .

8 .1 .2  Linguist ic capital as an agent  of change

Current  mental health workforce policy, as sum m ed up in the New 

Ways of Working project , is dr iven to achieve the aim  of m eet ing 

the needs of service provision, using a m odel that  focuses on the 
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role and funct ion of team s. As we have seen, it  uses service user 

need and preferred m ethods of accessing services as the 

just ificat ion for this concent rat ion on role and funct ion. I t  also, 

however, is aware that  it  does not  wish to appear to be too direct ive 

in describing how services ought  to be provided because the ethos 

of government  is not  about  telling people what  to do, but  about  

providing ‘local solut ions to local problem s’. Nonetheless it  seeks to 

guide those local solut ions along its preferred path. I n perform ing 

this change m anagem ent  funct ion it  actually uses a lot  of power,  

using linguist ic capital, to ensure (or at tem pt  to ensure)  that  the 

local solut ions are along the lines that  the policy m akers prefer. I n 

this respect  Bourdieu’s concept of sym bolic or linguist ic capital is a 

useful one to dem onst rate the process. This is dem onst rated by 

using CDA to illust rate Fairclough’s (1992)  point  that  organizat ional 

changes are pr imarily discourse changes. One of the reasons for this  

use of linguist ic capital in the policy discourse is that  the reasons for 

the need to change are not  ent irely honest ly port rayed. As we have 

seen, service user need is frequent ly presented as the just ificat ion 

for the need to change, though often presented in a m anner that  

would not  m eet  the cr iter ia of evidence-based pract ice, another 

cent ral em phasis of governm ent  policy. I n som e places other 

m ot ivat ions for change are discussed, although always as a 

secondary considerat ion to the pr im ary m ot ivator of service user 

need. These mot ivators for change are not  necessarily issues which 

are either insurmountable or which could not  be presented logically 

to professional groups as a reasonable basis for change. Presented 
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with a logical presentat ion of the change in dem ographics of the 

populat ion, and the need to tailor workforce in the future to m eet  

the changing needs and capacity of the general populat ion, it  is 

possible that  the case could be m ade for that  change, without  

resort ing to the use of linguist ic capital in this way. The expedience 

of fulfilling funct ions in an econom ic way by using lower paid and 

less qualified staff in new roles, for example, could be explained and 

presented within a current  context  of changing service provision. 

The possible object ions of exist ing professional staff should be m et  

with a coherent  addressing of the worr ies about  governance and 

accountabilit y that  often crop up in the pract it ioner discourse.

8 .1 .3  The buck stops here –  accountabilit y and gove rnance

This issue of governance and accountabilit y also highlights a 

cont radict ion in current  policy discourse. The need for increased 

new roles and expanded roles, for m ore flexibilit y within workforce, 

goes counter to the pressures put  on providers of service to ensure 

they provide a safe service in an increasingly decent ralized health 

service in England. Foundat ion Trusts, as the m ain providers of 

m ental health care in England, are acutely aware of the r isk they 

carry in em ploying staff, and seek to m it igate this r isk by having 

st r ict  governance arrangem ents around the staff they em ploy. I n 

health care this has always been through the professional bodies 

that  hold individual nurse, doctors and allied healthcare 

professionals accountable for their  pract ice. This is in cont rast  to the 

local authority m odel under which m any social workers have 
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t radit ionally pract iced where accountabilit y has been held by the 

local authority itself. So whilst  provider Trusts are seeking 

assurance that  there is an external system  for account ing for their

staff’s pract ice, the workforce policy is suggest ing the employm ent  

of a range of staff in new roles who m ight not  fit  within this 

st ructure ( though fit  well into the local authority m odel) .

8 .1 .4  Flex ibilit y or  built - in obsolescence?

Whilst  policy is concentrated on responding to current  need by 

concent rat ing on the role and funct ion of m ental health team s and 

CAMHS, there rem ains an inherent  danger in this approach. As we 

have seen with the local authority model there is a danger that  

when the perceived need changes the system  has to respond by 

having a different  set  of skills and com petences available. Although 

the policy does st ress the need for flexibilit y it  actually does not  

encourage this in term s of service provision, but  port rays this need 

for flexibilit y purely in cont rast  to the perceived inflexibilit y of the 

exist ing st ructures. Whilst  there is econom ic sense in giving people 

only the skills and com petences they need to perform their current  

role and funct ion, the ability to react  quickly and flexibly if the 

situat ion changes can be ham pered if there isn’t  the wider 

understanding of context  and range of abilit ies to do that . Policy in 

this respect  m ay choose to follow an indust r ial m odel that  suggests 

a flexible workforce m ay be able to m ult itask in cont rast  to the older 

m odel of clear demarcat ion between professional and t rade groups 

that  cr ippled heavy indust ry in the m iddle of the twent ieth century. 
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I n this respect  the local authority m odel has its difficult ies in that  

outm oded ways of working m ean that  workers who can only 

perform  the funct ion to which they have been t rained would then 

need ret raining to a new funct ion. A person with the skills and 

com petences for being a bus conductor, for example, would find 

difficulty in finding employm ent  nowadays, and m ight  require a 

t raining schem e to be able to actually dr ive the bus.

8 .2  Professional ident it y in m enta l health team s an d CAMHS

8 .2 .1  How  professional ident it y is created  

I t  seem s from  what  we have seen in preceding sect ions that  

professional ident ity is init ially created through the t raining and 

socializat ion process that  occurs in init ial t raining. I t  is at  this point  

that  students are int roduced to the conceptual frameworks which 

provide the basis for their  ongoing professional ident ity and at  which 

point  they are inducted into the culture and way of thinking which is 

character ist ic of that  profession. The way in which people get  into 

this part icular profession, and stay in it ,  is down to a num ber of 

factors. Their own personality and personal ident ity will clearly 

affect  which profession they choose to apply to, although there are 

also const raining factors at  this early point  that will act upon the 

desire to enter som e professions. Educat ional qualificat ions will 

provide a bar for som e from  entering the m edical profession, for 
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exam ple, and fierce compet it ion for places will put  som e people off 

at tem pt ing this route. Within the psychology profession we have 

seen there are far m ore people at taining a first  degree in 

psychology at  university than there are opportunit ies for ent ry to 

clinical psychology t raining. Som e psychology graduates m ay 

therefore enter other professional t rainings, and this group has been 

part icular ly targeted in the policy discourse.

I t  is difficult  to define the conceptual fram eworks underlying each 

professional group, and a detailed at tem pt  at  defining the 

conceptual fram ework for each professional group is outside the 

rem it of this study. Within the pract it ioner discourse we have seen 

at tem pts to define these varying conceptual fram eworks, with only 

lim ited success. We can at tem pt broad definit ions, using phrases 

like ‘m edical m odel’ for the psychiat r ists, a sociological perspect ive 

for social workers or the scient ific basis to psychology, whilst  other 

disciplines, like nursing, rem ain a lit t le m ore elusive. I t  is also fair  to 

say that, within disciplines, there would be considerable difference 

of opinion as to the conceptual fram ework underlying professional 

groups. I n the respondent  sam ple, for exam ple, we had reference to 

a ‘social psychiat ry’ m odel in addit ion to the m edical one, and 

theorists of m ental health /  psychiatr ic nursing would not  

necessarily all agree with Peplau’s concept of therapeut ic 

relat ionships as the basis for nursing, let  alone its wider posit ion 

within the broader discipline of nursing.
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Nonetheless it  does seem  to be a defining feature of professional 

groups that  they have (however ill-defined at  t imes)  an underlying 

conceptual fram ework. These m ay have num erous variat ions, but  

retain a dist inct iveness that  different iates them  from  other t raining 

m odels. The easiest  way to relate to som eone else is that  they think 

in a sim ilar way to you, and you don’t  have to explain your way of 

thinking to them , that  you have a shared conceptual fram ework. 

This becom es very reduct ionist  when exam ined in detail, and 

perhaps explains why respondents were reluctant  to pursue it  with 

too m uch detail.  I t  results in very broad definit ions, such as the 

Royal College of Nursing’s definit ion of nursing (RCN 2003) :

Nursing is the use of clinical judgem ent  in the provision of care to 

enable people to im prove, m aintain, or recover health, to cope with 

health problem s, and to achieve the best  possible quality of life, 

whatever their  disease or disabilit y, unt il death.

Nursing is.. (RCN 2003)

This is followed by six defining character ist ics of:

 Purpose

 Mode of intervent ion

 Dom ain

 Focus

 Value Base

 Com m itm ent  to partnership
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Whilst  this can be seen as a broad definit ion of what  nurses do, in 

acute physical, learning disabilit y, elderly care and mental health, it  

has elements that  could be applied to other disciplines. This has 

been a difficulty in previous at tem pts to br ing uniqueness to the 

professional cont r ibut ions to m ental health team s and CAMHS (see 

Baldwin 2002) . Whilst  you would expect  a nurse, for exam ple, to 

care, and develop a good therapeut ic relat ionship with service 

users, other disciplines m ight  also do this as part of their  

intervent ion. They m ight  see it  as part  of their  way of achieving a 

different  goal, however, or in the context  of a different way of 

thinking, rather than as being cent ral to what  they are t rying to 

achieve. I n the sam e way, many disciplines m ight  at tem pt  to ensure 

that  service users engage in purposeful act ivity as part  of an overall 

t reatm ent  package, but  they m ight  not  see it  as cent ral to the 

recovery of the individual in the way that  an Occupat ional Therapist  

m ight . I nstead of unique approaches which are not  shared with 

other disciplines, in an age where there is considerable overlap of 

skills and com petences, the idea of a central conceptual fram ework 

which places em phasis on an aspect  of t reatm ent , and seeks to fit  

skills and com petences within that  cent ral context  or conceptual 

fram ework, is important . This conceptual fram ework m ay be 

explicit ly stated at  the beginning of t raining, but  m ay also becom e 

such second nature to the m em bers of that  professional group that  

they apply it  without  thinking about  it ,  it  becom es ‘taken for 

granted’ because it  is so deeply ingrained. There is a link here with 

what  Bourdieu has said about  the creat ion of ‘habitus’, a normal 
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way of thinking that  is not  quest ioned, because it  is the norm al way 

of thinking. I n nursing, for example, the concept  of caring is deeply 

ingrained in all that nurses do. I t  cannot  be said that other 

disciplines do not  care for the service users they see, but  they do 

not  see it  as cent ral to what  they do. I t  helps, but  the m ost  

im portant  thing would be seeing the service user in the context  of 

their  fam ily or com m unity, as a biological being who m ight  have a 

physical or organic component  to their  current  difficult ies, or who 

has m oved away from  a norm al developm ental path because of 

som ething that  has occurred in their  life. For a nurse, the caring 

path, the therapeut ic relat ionship, m ay be a way of understanding 

what  is going on for that  person;  it  m ay also be the way in which 

that  is changed and the condit ions created for the person to get  

bet ter, so the relat ionship and creat ion of certain condit ions that  

prom ote healing becom e the cent ral part  of their  role in working 

with the service user. I t  will be that , in the course of doing this, the 

nurse will use a num ber of skills and com petences which cont r ibute 

to that  process. They m ay be skills and com petences that  other 

disciplines or professions also possess, but  they are used in a 

certain way, with a certain aim  in m ind, and that  is what  is different  

from  other cont r ibut ions. Others m ight  work in essent ially sim ilar 

ways, but  with a different  cluster of skills and com petences, and 

with a different  conceptual fram ework around what  they are t rying 

to achieve and how they will go about  it .  An Occupat ional Therapist , 

for example, will go about  their work in a caring way, and engage in 

a therapeutic relat ionship with the sam e service user, but with the 
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intent ion of using purposeful act ivity to m ove the service user along 

the road to recovery. The approach m ay look sim ilar, but  the 

conceptual fram ework underlying the intent  of the act ions, and the 

way in which the skills and com petences are used is very different , 

even if the end result  m ay also look very sim ilar. What  appears to 

be happening in m ental health team s is that  whilst  there are 

com pet ing conceptual fram eworks they are actually quite sim ilar in 

m any respects, m aybe even sharing core values of com passion. 

Again Bourdieu’s ideas are com pelling here for this would be 

categorized in his way of thinking as a ‘field’ in which very sim ilar 

‘habitus’ exist . The overall ‘f ield’ of a caring approach to m ental 

health, even the underlying concepts have been formalized in the 

recovery approach or the ‘Ten Essent ial Shared Capabilit ies’. The 

differences that  the varying habitus of professional conceptual 

fram eworks hold as im portant  becom e subsum ed into the wider field 

of skills and com petences, of shared capabilit ies. This is im portant  

because Bourdieu does not  see the two as m utually incom pat ible in 

the way which current  policy seem s to suggest . Habitus exists 

within the field, and can be valued and different iated from other 

habitus within that  field, in the sam e way that  different  conceptual 

fram eworks of professional groups can cont r ibute to a wider and 

m ore diverse approach to service delivery. Current  policy then, 

powerfully suggests the ‘field’ in which m ental health team s and 

CAMHS should be operat ing.I ndividuals within those services are 

unlikely to have serious object ions to the underlying pr inciples 

which that  field sets out  via docum ents like the Ten Essent ial 
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Shared Capabilit ies, to which professional groups, after all,  

cont r ibuted. The method of deliver ing those shared capabilit ies 

seem s to be at  issue. The policy does not  adequately value the 

current  variat ion of habitus or conceptual framework available, as 

illustrated by the fact  that  whilst  it  allows for expanded roles (within 

exist ing conceptual fram eworks)  it  also seeks to establish new roles 

which do not  have a conceptual fram ework or habitus available to 

them . Clearly this is im portant  as the m ore established of the new 

roles seem  to be edging towards establishing professional ident it ies 

of their  own, as can be dem onst rated by the case of PMHWs in 

CAMHS. Whether there is a valid habitus to be had in these roles, or 

whether they are actually roles that  can best  be perform ed by a 

range of professionals with exist ing conceptual frameworks is a 

m at ter of content ion. Lem ke (2008)  has explicit ly linked this 

creat ion of habitus to the changing perform ance of ident ity work in 

the course of an individual’s career.

From  the pract it ioner discourse we can ident ify elem ents of the 

conceptual fram eworks that  cont r ibute to the creat ion of init ial 

professional ident ity, as well as the wide range of other factors that  

are current ly act ing upon individuals as they st ruggle to const ruct  a 

personal professional ident ity in the m idst  of compet ing pressures. 

Tracey and Naughton (2000)  dem onstrated how this could be 

detected in the sm all talk of pract it ioners and within the pract it ioner 

discourse this has also been seen clearly.  These different  pressures 

act ing on each person will inevitably lead to individual 
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interpretat ions of professional ident ity, which helps to explain why 

that  professional ident ity can be difficult  to art iculate, and m ay be 

different  for two nurses in the sam e CAMHS team , for example. No 

two individuals will share exact ly the sam e interpretat ion of their  

professional ident ity because they will have experienced and 

interpreted the pressures in different  ways. 

I n this respect  a visual representat ion of the range of pressures 

act ing on individual creat ion of professional ident ity, at  any given 

t ime, seem s helpful. As the pressures cont inue to act  in different  

ways this will inevitably change, perhaps even on an hourly basis as 

varying tasks or the individual needs of service users require a 

range of responses from clinicians. These staff require the flexibilit y 

to pull on different  elem ents of their  t raining or conceptual 

fram eworks in order to respond to individual needs.

This can be illust rated in Figure 7, overleaf:
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Figure 7 A m odel for  understanding professional iden t it y 

in m enta l health team s and CAMHS:
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8 .2 .2  How  professional ident it y changes or  is m odif ied

I f professionals have an underlying conceptual framework that is 

im portant  to their  understanding of what  they do, and how they 

apply their  skills and com petences to the work they do with service 

users, then how is it  that  the professional ident ity of som e people 

will change over t ime? I n the figure above the different  pressures at 

work in ident ity form at ion are illust rated, but  in the pract it ioner 

discourse there were exam ples of people want ing to develop new 

professional ident it ies, as fam ily /  system ic psychotherapists, or as 

pr im ary m ental health workers, as well as of individuals perform ing 

those roles without losing their  or iginal professional ident ity as 

psychologist  or nurse, for exam ple. The new professional ident ity 

that  is sought  m ay be a funct ion of perceived status or power for 

the individual, and there can be no denying that  personal 

rem unerat ion will always be a factor in this.

The apparent  fact  that  som e groups are m ore likely to lose their  

or iginal ident ity m ay be t ied up in the perceived financial advantage 

of being seen, and paid, as a psychotherapist  rather than a social 

worker (as opposed to a psychologist  who would probably gain no 

financial advantage from  this change of job descript ion) . This would 

not , however, explain other areas where role definit ion does not  

autom at ically lead to financial gain. Prim ary Mental Health Workers 

in CAMHS, for example, are paid at  the sam e banding level as 

nurses and social workers in CAMHS (and largely come from  those 

disciplines)  yet  there is an aspirat ion am ongst  some to achieve a 
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separate professional ident ity. For som e who move their  personal  

ident ity from  a core professional ident ity to a psychotherapist  

ident ity there is also no actual financial gain, and possibly even a 

loss of career st ructure ( i.e. for nurses)  by seeking to narrow their  

ident ity to that  of psychotherapist . For these individuals it  seem s 

that  the new conceptual fram ework that  their  new training gives 

them  overtakes their  or iginal conceptual fram ework, and they relate 

m ore st rongly to the new ident ity, let t ing go of the or iginal 

fram ework to a greater or lesser degree. Som e psychotherapy 

t rainings encourage this with the ‘m entality of the Jesuits’ as one 

respondent  put  it ,  encouraging students to leave behind what they 

had formerly depended upon as their  conceptual framework. For 

som e, however, the original conceptual fram ework rem ains 

im portant  to them , and they find a way of using the concepts of 

both (or m ult iple)  t rainings or conceptual fram eworks to give a 

broader palet te from  which to apply different approaches to their  

work. I n som e places the policy discourse does recognize this, for 

exam ple when talking about  consultant  level posts being able to use 

a range of approaches ( i.e. Skills for Health 2007) . I n this case a 

nurse who com pletes fam ily therapy /  system ic psychotherapy 

t raining, for exam ple, m ay retain their  job descript ion and 

professional regist rat ion as a nurse whilst  incorporat ing fam ily 

therapy and system ic ideas into their  pract ice. I t  may be that  they 

perceive som e advantage in m aintaining professional regist rat ion as 

a nurse and this effects their decision, but  it  is also likely that  they 

have adapted the new conceptual fram ework which system ic 
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thinking offers them into their overall conceptual fram ework and 

st ill,  therefore, ‘think like a nurse’. There are areas where 

conceptual fram eworks are relat ively close, and which explain why it

is more at t ract ive for som e professional groups to m ove towards a 

sim ilar style of conceptual framework. Exam ples of this would be 

the holist ic underpinning of nursing and the sociological 

perspect ives of social work being quite close to the system ic and 

narrat ive thinking which underpins fam ily therapy and system ic 

psychotherapy. Nurse and social workers are often at t racted to this 

way of thinking, therefore, because it  m akes sense in the context of 

their  underlying conceptual fram ework. That , for som e, it  overtakes 

the or iginal conceptual fram ework seems to be related to the 

st rength and certainty with which that  fram ework is taught  

com pared to the relat ive uncertainty about  the underlying concepts 

of nursing and social work. On the other hand Cognit ive Behavioural

Therapy has a st ronger evidence base behind it ,  and seeks to 

port ray itself as more scient ific in the way it  alters cognit ions and

behaviour, and as such is often m ore at t ract ive to psychologists, for 

whom  som e clinical psychology t rainings are beginning to specialise

in this form  of therapeut ic intervent ion.

I t  is natural that  these changes in professional ident ity will occur 

over the course of an individual’s career (Lem ke 2008) . I n 

understanding how professional ident ity is developed and changed, 

then, it  m ay be best  to see ident ity as subject  to a wide range of 

different  pressures which will act  different ly on each individual (and 
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which will change over t im e)  to create the professional ident ity that  

they ascribe to them selves as at  any given point  in their  career. I n 

the earlier discussion it  was noted that  Mats Alvesson, am ongst  

others, character ized the st ruggle for professional ident ity as a 

constant ly shift ing one. I t  is subject  to a wide range of pressures or 

forces which m ean that  professional ident ity for any given individual 

is constant ly changing, according to a personal react ion to those 

external forces (and internal changes to conceptual fram eworks) . 

This could be illust rated visually using the framework of Lewin’s 

force field analysis (Lewin 1951) . Usually Lewin’s model is used to 

understand change m anagem ent  processes, but  in this case it  

illustrates a longer term  process, over the life of an individual whose 

professional ident ity m ight  change as a result  of a number of 

factors, but  m ost  especially influenced by their conceptual 

fram eworks:

Figure 8          The creat ion of individual profess ional ident it y
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8 .2 .3  The apparatus m ainta in ing professional ident i t y

I n the figure above reference has been m ade to the ‘professional 

apparatus’ im pact ing on professional ident ity. This includes a variety 

of aspects touched on by the respondents and by the policy 

discourse. I t  includes the concepts of governance and accountabilit y 

which com e through as strongly im portant  for professionals, but  it  

m ust  also include the concepts of power and influence which we 

have seen are at tached to som e professional groups, and which are 

the subject  of some professional defensiveness. I t  is also clear that  

for those who are t rying to change the workforce that  the apparatus 

is seen as an obstacle to progress, and one which has to be got ten 

around. This leads, in part , to the discourse around flexibilit y and 

the need for new roles to fulfill the new needs.

A difficulty ar ises, however, in the different  needs of the state as 

represented in this discourse. The state regist rat ion of professional 

groups ( though not  all groups are subject  to state regulat ion)  is 

seen as an act  of public protect ion, ensuring good standards of 

behaviour and t raining am ongst  healthcare professionals. This is 

part icular ly t rue of the ‘older’ professional groups, nursing and the 

m edical profession, although the creat ion of the Health Professions 

Council and the General Social Care Council has st rengthened the 

public safety requirem ent  to regulate social care staff and allied 

health professionals. The changing face of healthcare provision in 

England, with the increased autonom y afforded to Foundat ion 

Trusts, has also meant  that  providers of mental health care have 
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looked to em ploy staff that  are accountable through these state 

register ing bodies. Psychologists and som e other groups ( including 

m any psychotherapists)  rem ain outside of this state registrat ion 

process, as regist rat ion through the Brit ish Psychological Society 

and the United Kingdom  Council of Pyschotherapists has different 

status to that  of the state regulatory authorit ies. This does have 

som e impact  on professional ident ity if an em ploying Trust , for 

exam ple, insists on fam ily therapists also m aintaining a social care 

or nursing regist rat ion with the GSCC or NMC.

At  the same t ime as this, however, policy in the form  of New Ways 

of Working, backed up ult im ately by Agenda for Change, with its 

em phasis on skills and com petences, is looking to develop new roles 

which m ay lie outside of the t radit ional professional ident it ies. I t  

m ay not be essent ial for these roles to be outside of a professional 

ident ity, but  we have ident ified within the policy a m ove towards the 

concept  of ‘capable pract it ioner’ or ‘m ental health worker’. For som e 

of those driving the policy there is recognit ion that  this will not  be 

an easy path to follow, that  the resistance to it  is likely to be st rong, 

given the threat  it  poses to the power and status of som e 

professional groups. I t  is therefore ‘sold’ in rather different  terms, 

as a good thing for service users. I n this respect  it  is easy to use 

Bourdieu’s ideas of the use of linguist ic capital as a way of ensuring 

that  the overall end is m et . The use of language to t ry and obviate 

object ions to the policy direct ion is clearly an appeal to the bet ter 

nature of professionals who have chosen to follow a healthcare 
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career. The em phasis on service user need as the m ot ivator for 

change, whilst  m ent ioning only in passing the other factors which 

im pact  on the need for workforce change, would fit  well with 

Bourdieu’s concepts of linguist ic capital as a way of ensuring change 

is enacted. Likewise the m ove away from  the direct  policy init iat ives 

( like the NSF for Mental Health’s Policy I m plem entat ion Guide)  to a 

m ore persuasive m odel enacted around the Children’s NSF. NWW 

and the Creat ing Capable Team s Approach model make it  clear that  

there really is no opt ion in adopt ing this approach;  they create, 

through the use of language, a clim ate in which the desired change 

is seen as inevitable, and which steers the change into only one 

possible direct ion. Bourdieu’s concept  of linguist ic capital, and its 

use here as a m ethod of effect ing change in a certain direct ion 

whilst  seeking to obviate object ions, sits within the wider concepts 

of using knowledge as a way of wielding power. The use of this 

within policy and the way in which it  has changed in a relat ively 

short  t im e (between the NSF for Mental Health in 1999, and the NSF 

for Children in 2004)  m ay be reflect ive of a governm ent  policy 

which seeks to persuade rather than enforce, but  which is st ill 

widely cr it icised as being cent rally cont rolled. This cent ral cont rol is 

at  odds with the stated intent  of ‘local solut ions for local problem s’. 

Again students of organizat ional change  (Alvesson and Willm ot t  

2002, Fairclough 1992)  have noted that  policy m akers and 

em ployers are likely to use linguist ic capital as a way of effect ing 

change. I n order to be effect ive, however, the use of power in this 
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way needs to overcom e som e of the inherent  cont radict ions in 

governm ent  policy. I n order to effect  a change towards a skills-

based workforce, which seem s to be a clear intent , som e of the 

governance and public safety issues need to be integrated into the 

dom inant  discourse. Current ly the need for state regulat ion as a 

public safety issue runs cont rary to the workforce policy which 

em phasizes flexibilit y and new roles which m ay include non-

professionally qualified (or regulated)  staff.

8 .2 .4  Conceptua l fram ew orks underpinning profession al 

ident it y

I f one m easure of professional ident ity (perhaps the m ost  

im portant , or defining m easure)  is the possession of a conceptual 

fram ework, where does this leave a skills and com petences m odel, 

or a Knowledge and Skills Fram ework? There are also ment ioned, 

within the policy discourse,  ‘com petency fram eworks’, so the 

im portance of a fram ework within which to hold those skills and 

com petences is recognized. The nature of the fram ework, however, 

is what  is contested at  this point . A conceptual fram ework, as 

defined by the sect ions above, is different  from  a ‘com petency 

fram ework’, or a ‘Knowledge and Skills Fram ework’ in that  it  

provides a coherent  approach to understanding the skills and 

com petences which m ay be shared by different  professional groups, 

but  understood different ly by them . I n m ult idisciplinary team s the 

creat ive tension between different  approaches is som et im es 

highlighted as a posit ive factor that  encourages different  team  
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m em bers to think outside of their  normal fram e of reference in 

order to achieve what  is best  for the individual service user.  I f a 

conceptual fram ework provides a point  of reference for holding 

together the different  skills and com petences, what  is m issing in a 

policy context  that  does not  value the need for such an overview? 

Policy seem s focused ent irely on delivery of a role or funct ion. The 

reduct ion of the mental health team  to perform ance of a series of 

tasks without  a wider conceptual fram ework from  which to work, or 

several com pet ing conceptual fram eworks, may hold som e dangers. 

The use of com pet ing conceptual fram es of reference within a single 

team  allows a wider view of the range of potent ial problem s that  a 

typical team  m ight  encounter in the course of its work with a wide 

range of service users. I ndividual service users m ight  respond 

bet ter to different  approaches or viewpoints, have different  needs 

that  can be addressed by different  conceptual fram eworks (as 

em bodied by team  m em bers) . The reduct ion of team s to a task 

or iented approach will lead to a lack of flexibility in the longer run, 

as has been seen in the local authority m odel. The possession of a 

conceptual fram ework allows a greater flexibilit y for understanding 

the uses to which skills and com petences might  be put .
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8 .3  I s professional ident it y im portant  in m enta l he alth team s 

and CAMHS?

I n the literature review it  was established that  ident ity is a 

m ult ifaceted aspect  of an individual’s life. I n professional term s it  

m ay be that  the policy direct ion is towards a skills and competences

based workforce that  takes into account  the current  professional 

st ructures, but  which has aspirat ions towards reducing the power of 

those professional st ructures. The m ove within m ental health 

workforce policy is towards a role and funct ion dr iven m odel. Whilst  

som e considerat ion is given to how people will see them selves 

within this new m odel it  seem s inadequate for the st rength of 

feeling that  rem ains within the pract it ioner discourse that  there is 

im portance to professional ident ity. Even the m ost  enthusiast ic 

advocate of generic m ental health work saw that  there was value in 

professional ident ity, which m ight  even lead to a form alised new 

professional ident ity, even a ‘Royal College of Mental Health 

Workers’:

Well there m ight  be.. um .. You could see a Royal College of Mental 
Health Workers springing up, or ..  now people do need those points 
of reference, and professional support  to m ake it  work well.    You 
know, in order to advance your pract ice.. you need that  kind of 
infrast ructure support.  Um .. . the advantage is it  wouldn’t  be quite 
so burdened by history perhaps, that  you could actually say, “Well, 
here’s a place to start , now.”   And it  could be quite creat ive and 
interest ing.  

Respondent  22 – Nurse – Policym aker

Given that  professional ident ity is im portant , and is likely to be 

created by new roles, even if the intent ion is to avoid some of the 

hindrances to flexibilit y which professional apparatus is perceived as 
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creat ing, it  would be best  not  to ignore it  as a factor within 

workforce planning.  The guidance issued for developing 

organisat ional change within the NHS ( I les and Sutherland 2000)  

itself recognises that  in order to effect  change the most  important  

factor is not  to establish the reasons and m ot ivat ing factors for 

change, but  to find ways of overcom ing the resist ing factors. 

Lewin’s (op cit )  model of force field analysis is quoted in that 

docum ent  as a way of illust rat ing this. The r isk that  workforce policy 

development  takes in m inim ising the im portance of professional 

ident ity is that  it  will fail to achieve the goal of workforce change by 

underest im at ing that  as a factor. Figure 9, overleaf, illust rates the 

place of professional ident ity within a force field analysis of the 

change process in workforce development . The basis of a force field 

analysis is to achieve change by sufficient ly taking into account  the 

st rengths of the different  forces, and balancing them  in order to 

m ove forward. I f the st rength of one or m ore of the ‘resist ing 

factors’ is not  sufficient ly addressed then the change, according to 

this m odel, will not  take place. 
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Figure 9                  Force Fie ld Analysis of w o rk force change 

in m enta l health and CAMHS
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8 .4  Sum m ary of theoret ica l change in the view ing of  

professional ident it y

What  has been proposed in this thesis uses elem ents of both role 

theory and ident ity-work to understand the current  posit ion of 

individuals in m ental health team s and CAMHS. The difference from 

previous writ ing on the subject  is the em phasis on conceptual 

fram eworks as underlying a professional ident ity that  will inevitably 

change over the course of an individual’s life, dependent  on a 

num ber of factors that  are out lined above. By using Bourdieu’s 

concepts of ‘habitus’, ‘f ield’ and ‘doxa’, I  have sought to explain why 

it  has previously been difficult  for professions to art iculate the 

im portance of professional ident ity for the delivery of high quality 

m ental health services to service-users and their carers. This 

difficulty has been exploited by a workforce policy that  at  t im es sees 

the apparatus around professional groups as a hindrance to the 

delivery of efficient  service provision, and uses linguist ic capital as a 

tool to dr ive down costs without  taking into account  sufficient ly the 

other elements of governm ent  policy in the area of public safety and 

regulat ion of healthcare. The use of linguist ic analysis in the form  of 

Crit ical Discourse Analysis has served to highlight the assumpt ions 

underlying the policy discourse, and to quest ion the way in which 

this is being conducted.



“The discourse of professional ident ity in CAMHS.”

374

8 .4 .1  Role theory e lem ents

There are elem ents within the discourse that relate very direct ly to 

role theory const ructs. The policy discourse part icular ly relies on 

role theory because it  is largely funct ional in content ;  it  has the 

specific aim  of im proving service delivery, and concentrates on 

creat ing capable team s or pract it ioners, rather than on what  

individuals cont r ibute by vir tue of their  wider t raining. The effect  of 

the policy discourse can be illust rated by referring back to Biddle 

and Thom as’ concept  of different iated behaviours (see Figure 2 

p100) . The am ount  of ‘behaviours’ which are seen to be exclusively 

the dom ain of one professional group are being reduced by policy, 

whilst  the num ber of ‘nonexclusive generalist ’ behaviours are being 

increased, through the use of a skills and competence based 

agenda. For exam ple, independent  prescribing will allow other staff 

to perform  tasks that  were previously only available from m edically 

qualified staff. Likewise the role of the Approved Social Worker is 

replaced under new legislat ion by the ‘Approved Mental Health 

Worker’, rem oving the exclusive dom ain of social care t rained staff. 

What  Biddle and Thom as’ model cannot  do, however, is provide an 

explanat ion for the im portance of retaining som e of the conceptual 

fram eworks inherent  in those parts of the work that m ight  benefit  

from  being ‘exclusivist ’.  By concent rat ing on behaviours rather than 

the conceptual fram eworks that  inform  the performance of those 

behaviours, role theory shows som e of its lim itat ions and explains 

why theory has m oved on from that  posit ion.
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Other const ructs within role theory have been seen within the 

discourse as increasing overlap of roles within m ental health team s 

and CAMHS have becom e more generically focussed (or m ore 

‘nonexclusive generalist ’) .  What can be seen as flexibilit y in som e 

term s m ay also be seen as a developing role am biguity. The 

const ructs of role overlap and role blurr ing can be used to inform  

som e of the discontent  that  individuals have expressed about  the 

direct ion of team  com posit ion. This role confusion m ay be welcom ed 

by som e as a way of expanding roles that  have previously been 

const rained. I n this respect  the long standing and m utually 

beneficial relat ionship between nursing and m edical doctors serves 

as an illust rat ion. New Ways of Working began as an exercise in 

reviewing doctors’ roles, and opened up to encompass the roles of 

other staff, suggest ing they take on new roles and accept  

‘dist r ibuted responsibilit y ’ for the care they offered in a m uch 

greater way than had been the case before. This is pract ically 

enacted in an increase in independent  prescribing and in non-

m edical staff accept ing Care Co-ordinator roles under the Care 

Programm e Approach. Within nursing, however, there is a 

longstanding debate about  expanded roles ( i.e. Cast ledine 1995, 

Bryant -Lukosius 2004, Baid 2006)  and whether this is actually 

enhancing nursing as a profession, or just  m aking som e nurses into 

‘m ini-doctors’.

Given the em phasis within the policy on ‘flexibility ’,  it  is also 

im portant  to highlight  the concept  of ‘role preparat ion’ in the way 
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New Roles are envisaged. The model of developing new roles 

specific to im m ediate needs was cr it icised by at  least  one of the 

pract it ioners as being less flexible than the approach of t raining 

professionals who have a sufficient ly robust  underlying conceptual 

fram ework to adapt  their  training, skills and com petences to a new 

set  of circum stances when new roles are developed. Too narrow a 

role preparat ion leads to a difficulty in adapt ing to change when it  

inevitably com es. An illust rat ion of this would be the development  of 

Prim ary Mental Health Workers in CAMHS. When the role was 

proposed it  was gradually adopted across the count ry, but  largely 

staffed by individuals who had the r ight  set  of skills and 

com petences by vir tue of their  previous t raining. They brought  

( largely nursing and social care)  conceptual fram eworks with them  

and adapted them  to the new role. I f there had been a need to t rain 

individuals specifically for this new role, the developm ent  of the new 

role would have been m uch slower, as the developm ent  of courses 

which have labelled them selves as specific to Prim ary Mental Health 

Work has only occurred in the last  few years, and have so far 

t rained only very sm all num bers of individuals. 

8 .4 .2  I dent it y- w ork  e lem ents

Role theory helps to explain some elem ents of the current  situat ion, 

then, but  as we have seen theory has m oved into a broader 

exam inat ion of how individuals create their  professional ident ity  

(and other form s of ident ity) . Som e of these elem ents can also be 

direct ly applied to an understanding of the professional ident ity of 
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staff in m ental health team s and CAMHS. Davies’ (2003)  concept  of 

‘othering’, for example, is illust rated in the pract it ioner discourse, 

when individuals direct ly cont rast  their  own ident ity with that  of 

other team  m em bers. Som et imes this is done in a ‘devaluing’ way, 

and other t im es it  is done with m ore respect  and understanding of 

the cont r ibut ion of other professional groups and individuals. Within 

this const ruct  the possession of sufficient skills, com petences or 

knowledge to define one’s own expert ise ( in cont rast  to others)  is 

im portant , but  is generally more im portant  as a way of 

different iat ing oneself from  the ‘others’. What  this const ruct  cannot  

sufficient ly explain is the way in which an underlying conceptual

fram ework is im portant  in its own r ight  as an ident ifying feature, as 

opposed to a way of creat ing ‘otherness’. The difficulty we have 

seen in the art iculat ion of different  expert  posit ions by way of 

having a coherent  underlying conceptual fram ework is not  fully 

explained by this const ruct . There are elem ents of it  in the at tem pts 

that  individuals m ake, but  to explain a nursing fram ework, for 

exam ple, as purely being ‘not  a m edical or psychology’ framework is 

an inadequate basis for professional pract ice. Those fram eworks 

that  are less well defined, however, do seem  to rely m ore on 

‘othering’ than on defining their  own uniqueness.

The insights of ‘organisat ional cont rol’ and ‘ident ity regulat ion’ have 

also been useful in looking at  how policy allows an elem ent of 

creat ion of ident ity. Fairclough (1992)  and Alvesson and Willm ot t  

(2002)  have shown how the dominant  discourse of policy allows 
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som e elem ents of discourse to cont inue, whilst  other areas are shut  

down and not  perm itted. I n this respect  the discussion with the 

policy discourse analysis on the use of phrases like ‘New Ways of 

Working’ and ‘New Roles’ is im portant . The phrases channel 

thinking, as we saw, into seeing this as now the only way of doing 

things different ly. They explicit ly link this to Bourdieu’s concept  of 

linguist ic capital, and as such provide a key into the ways in which 

language is used as a powerful tool to cont rol the ident ity of 

individuals. What  organisat ional cont rol cannot  do is explain the 

difficult ies in art iculat ing the value of professional cont r ibut ions. I t  

can look at  the ways in which ‘resistance discourse’ occurs, but  is 

inadequate to describe the part icular difficult ies of healthcare 

professionals in m ental health team s and CAMHS.

8 .4 .3  Bourdieu’s concepts applied

What  this study has sought  to do, therefore, is to develop these 

ideas using som e of Bourdieu’s concepts, specifically those of 

‘habitus’, ‘f ield ‘ and ‘doxa’. The difficult ies that  som e professional 

groups have in art iculat ing their  part icular cont r ibut ion is pr im arily 

one of ‘habitus’, that they are so accustom ed to thinking and 

behaving like a nurse, for exam ple, that  it  is ingrained into their  

personal ident ity in a way which they take for granted. I t  becom es 

such a deeply ingrained way of thinking that  it  is hard to separate 

out  the personal and professional ident ity, for some people, and 

therefore hard to art iculate the professional from  the personal. The 

st rength of this will vary, as we have seen, and may change over 
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t ime, as people adapt  to new ways of thinking, new conceptual 

fram eworks, and depending on how firm ly at tached they are to their  

or iginal conceptual fram ework. This ‘habitus’, however, includes 

elem ents of ‘doxa’ that  m ake it  hard to resist  the linguist ic capital 

that  is used against professional groups. For exam ple, one of the 

‘rules of the gam e’ that  is t rained into healthcare staff is that  the 

needs of the pat ient are param ount . When this is then used as a 

pr im ary reason for change in workforce policy (however flawed that  

argum ent  m ay be)  it  is very disarm ing, because to argue against  

the proposed change is seen as arguing against  the needs of the 

pat ients and therefore being selfish (which is also against  the rules 

of the game in vocat ional professions! ) . All of this, according to 

Bourdieu, takes place in the ‘field’ of healthcare generally which has 

its histor ically const ructed social rules and power dynam ics which 

are enacted in m icrocosm  within team s, and at  higher levels 

between services and professional groups. Likewise whilst  the 

different  conceptual fram eworks of professional groups overlap in 

one ‘field’ (which is helpfully summ arised in the Ten Essent ial 

Shared Capabilit ies) , they each cont r ibute separate and im portant  

‘habitus’ perspect ives on the work.

8 .5  Sum m ary of thesis

The primary argument  of this thesis is that  current  workforce policy 

is funct ional in its approach to what  is needed to create team s 

capable of adequately providing for the needs of m ental heath 

service users and their  carers. I t  em phasizes role, and the skills and 
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com petencies required to fulfil that  role. As such it  underest im ates 

the need for individuals to establish and m aintain a professional 

ident ity that  inform s the way in which they perform  that  role. 

Crucially this professional ident ity is underpinned by conceptual 

fram eworks that  professional t raining and socialisat ion provide, and 

which are essent ial to m aintain the flexibilit y of approach which 

workforce policy is t rying to ensure. The at tempt  to underm ine 

professional ident ity is m isguided as it  underest imates the 

im portance of the underlying conceptual fram eworks for the 

perform ance of constant ly changing roles. Whilst  the apparatus of 

professional regulat ion which serves to reinforce ident ity m ay be 

seen as inflexible at  t im es, it  also perform s a public safety funct ion 

that  remains im portant .

The difficulty in explaining som e of the conceptual frameworks 

underlying professional ident ity can be best  understood by using 

Bourdieu’s concepts of ‘habitus’, ‘doxa’ and ‘field’ but  this does not  

excuse us from the at tempt  to bet ter art iculate them . The failure of 

professional groups to art iculate the value of their  conceptual 

fram eworks in providing high quality m ental health care has allowed 

policy m akers to infer that  they are not  im portant , and develop 

policy that  m arginalizes those im portant  differences of approach.
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Chapter  N ine –  I m plicat ions for  Pract ice and 

Recom m endat ions.

This study has looked at  how the concept of professional ident ity is 

im portant  to individual staff working in m ental health team s and in 

CAMHS in part icular. I t  has explored this both from  a view of how 

ident ity is described in the current  leading policy, and how 

individuals have responded to that  policy discourse. The study also 

looks at  which (of several areas which underpin professional 

ident ity)  have m ost  value to service users as well as to those who 

provide services. I n this final chapter the im plicat ions for different  

groups are enunciated and suggest ions m ade for pract ical changes 

which would enhance service delivery.

9 .1  Overa ll

The cr it ical discourse analysis of the three prim ary policy docum ents 

suggests that current  policy is role dr iven, it  at tem pts to create a 

workforce of people who can fulfil a role ( through a fram ework of 

skills and com petences for that  role) . I t  is the content ion of this 

thesis that  this underest im ates the need for a fuller ident ity that  is 

brought  by a professional t raining which encom passes an underlying 

conceptual fram ework.

This research st rongly suggests that for staff working in m ental 

health services and CAMHS a role is not  enough. At  all levels, not  

just  am ongst  professionally t rained staff, this thesis suggests that  
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people need an ident ity which encompasses their  role, but  which is 

subt ler than that , m ore com plex, and which encom passes their  

whole experience. The work which has been done in recent  years on 

development  of ident ity in various set t ings suggests that  the 

sociological concepts which are based on role theory are no longer 

useful without  taking into account  wider issues of ‘ident ity-work’ for 

the individuals who enact  or perform those roles. Likewise roles can 

be enacted in different  ways depending on the professional ident ity 

that  an individual br ings to that  role. The underling conceptual 

fram eworks which different  professional groups by vir tue of their  

or iginal and subsequent t raining, as well as by the individual 

experience of staff, lead to a variety of ways of enact ing roles in 

m ental health. This variety of approach, and the insights which 

different  professional t rainings br ing to sim ilar roles br ings a 

vibrancy and freshness to role perform ance which is not  current ly 

well recognised by those who have the task of developing policy. 

For those who are tasked with im plem ent ing policy it  needs to be 

taken into account  as they seek to foster the process of change 

m anagement  within the NHS in England.

Professional t rainings br ing the flexibilit y ( in theory)  that  an 

underlying conceptual fram ework provides, and which a sim ple role 

preparat ion m odel cannot  provide. The conceptual fram ework of 

different  disciplines and their  value in enhancing service delivery  

needs in the future to be art iculated in a posit ive m anner rather 

than appearing to be defensive or protect ionist . For exam ple, nurse 
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t raining prepares people with a conceptual fram ework and a range 

of skills and com petences which m eans they can perform  the role of 

PMHW,  in-pat ient  nurse, com m unity clinical nurse specialist  or 

advanced new roles such as Nurse Consultant , and they m ay m ove 

between roles during their  career.

9 .2  For  policy m akers

I n order to progress change towards ‘capable team s’ m ore at tent ion 

needs to be paid to the difference between defining role and 

funct ion of the team , and ident ifying the way different  professional 

groups bring valuable differences of conceptual fram ework to 

perform ing that  role. Professional ident ity rem ains a powerful 

m ot ivator for individual staff, who need to be sure in their  ident ity in 

order to perform  efficient ly their  current  role. The use of self within 

m ental heath workforce, in therapeut ic interact ions between 

individual staff and service users, is at  the heart  of the work in a 

way that  is not  the sam e in m ore ‘indust r ial’ applicat ions of role 

theory. A force field analysis of the resist ing forces to change would 

include the powerful apparatus which m aintains professional 

ident ity, but  which is not  im m une to change. This apparatus is often 

seen as a hindrance rather than a posit ive force, but  if the 

apparatus or the individual need for an ident ity which is broader 

than simple role definit ion is underest im ated then the change 

process will not  succeed.
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The m ain funct ion of the regulatory apparatus around professions is 

to ensure public safety, and this needs to be bet ter understood as 

new roles are developed in the context  of workforce developm ent . 

The issue of governance and accountabilit y cam e through the 

analysis very st rongly as an area of public protect ion which in som e 

ways helps to bolster professional ident ity, but  which is viewed with 

som e suspicion by policy m akers. New roles need to be seen in the 

context  of wider governm ent  in term s of public protect ion, and ways 

of ensuring public protect ion need to be addressed for non-

professionally qualified staff who m ight  fill the new roles. Current ly 

it  appears that  the governance and accountabilit y for new roles in 

health which are not  state registered will fall to the employing Trust , 

along the local governm ent  m odel. This does not  fit  easily with the 

Foundat ion Trust  ethos which prefers to m anage r isk through the 

em ploym ent  of state registered accountable staff. Without  this issue 

being addressed within the health service it  is hard to see how 

consistent  growth in these new roles will be m anaged.

The use of linguist ic capital to t ry and channel change along one 

route is clearly detectable in the policy discourse. The analysis 

dem onst rates ways in which it  is clearly detectable that  there are 

several m ot ivators for change, for exam ple, but  service user need is 

t rum peted as the pr im ary reason for change. The use of service 

user test im ony to validate and just ify the need for change does not  

m eet  the standards for evidence-based pract ice which are required 

in other areas of health service service delivery. A more 
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sophist icated understanding and presentat ion of the variety of 

potent ial service user need would lessen the amount  of dist rust  felt  

am ongst  pract it ioners as to the real need for change. Likewise 

giving m ore weight  to the dem ographics of the potent ial workforce 

would allow pract it ioners to understand that  their  own ident ity is not  

necessarily under threat , but  that they will be required in the future 

to work as part  of a m ore diverse workforce.

9 .3  For  m enta l health professionals

Whilst  acknowledging that  there are issues of power and self-

interest  at  play in the apparatus that  surrounds professional 

ident ity, healthcare professionals need to acknowledge the need for 

their  ident it ies to evolve and change in response to the changing 

needs of the world and the variety of needs of the people who use 

their  services.

This need not  be a threat  to professional ident ity as long as the 

different  groups can respond to those changes whilst  st ill 

m aintaining the elem ents of their  ident ity that  are st ill valuable. The 

professional apparatus which surrounds ident ity can be seen as 

defensive, and those professional bodies which can be seen as 

protect ionist  need to have the confidence in their own value to be 

able to respond to change in a const ruct ive m anner. Finding the 
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place for each professional group or discipline within a wider, m ore 

diverse workforce need not  m ean that  the im portance, status or 

even power of disciplines will be eroded. New roles, for exam ple, do 

not  necessarily m ean a dim inut ion of the ‘old roles’ which 

professional groups have pract iced. An approach which values 

professional cont r ibut ions (with the underlying conceptual 

fram eworks that  come with them )  and seeks to m ore carefully 

evaluate how they can cont r ibute to the creat ion of a m ore diverse 

workforce will be m ore product ive. For exam ple, the idea that  

nurses m ay have part icular st rengths within the overall skill set  that  

is required for delivery of mental health services. These have been 

ident ified in the thesis as understanding of what  Bourdieu calls 

‘habitus’ within the broader ‘field’ of m ental health skills. The most  

im portant  thing in m aintaining a professional ident ity is the 

conceptual fram ework on which that  ident ity is built .  This conceptual 

fram ework is a powerful cont r ibutor to the development of ‘habitus’, 

a way of thinking. The different  groups have different  levels of 

certainty as to the conceptual fram eworks on which their  ident it ies 

are built ,  and som e need to be m ore certain of those fram eworks 

and be bet ter able to art iculate their  value. I n the thesis the 

st rength of this in developing individual ‘habitus’ com pared to other 

factors of personality, experience and subsequent  t raining ( in 

psychotherapies, for exam ple)  has been exam ined. What  cannot  be 

overlooked is that  each individual worker does have a way of 

looking at  things ( their  individual ‘habitus’)  which affects the way in 

which they perform  their role.
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With certainty com es dogm a and this can lead to inflexibility. The 

need for increased flexibilit y com es across st rongly in the policy 

discourse, despite som e interviewees thinking they already 

pract iced in a flexible way.  All groups need to recognise that  within 

m ental health there is m ore flexibilit y required in order to perform  

the roles and funct ions current ly needed. I n accept ing that  there are 

‘generic’ funct ions which different  groups can perform , they can st ill 

highlight  the st rengths of conceptual fram eworks which different  

groups bring to the sam e task. I ncreased flexibility in service 

delivery does not  necessarily im ply a loss of ident ity, m erely a 

response to changing circumstances and service user need as 

broader societal expectat ions change. Professional groups which are 

unable to respond to the changing needs and expectat ion of society 

will not  survive, but each group needs to have confidence in 

defining and art iculat ing the cont r ibut ion of their different  

conceptual fram eworks. 
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9 .4  For  researchers:

Whilst  there exists for each professional group a body of literature 

on the conceptual fram eworks that underpin each profession in a 

theoret ical sense, there has been only a lim ited at tem pt  to relate 

this to the concept  of ‘ident ity-work’. This thesis suggests that for 

healthcare professionals within mental health team s such as CAMHS 

this is a crucial elem ent in defining the cont r ibut ion of different  

professions to the overall team  funct ion. More work needs to be 

done on clar ifying professional cont r ibut ions to team  funct ion in a 

way which st rengthens the progress towards teams which m ost  

effect ively m eet  the needs of those who use the services. This 

needs to be art iculated within the concept  of the ‘habitus’ of 

individual workers. The contr ibut ion of each professional t raining to 

this individual developm ent  of ident ity and the value of the ‘habitus’ 

to service delivery has not  been examined in detail.  Whilst  there is 

som e understanding of the need to meet  a wide range of service 

user need no work could be found which at tem pted to m atch 

individual service user need to the skill sets available within m ental 

health team s. The developm ent  of a bet ter understanding of ways in 

which to m atch the skills available to the expressed needs of service 

users would enhance service delivery in a wide variety of m ental 

health team s.

This thesis expresses a concern that  service user need is being 

m isused in policy documents to just ify changes that  m ay well be in 

service users’ interest , but  those needs are not  represented in a 
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m anner that  is credible to a research-aware audience. I t  highlights 

the way in which this is done in som e policy docum ents, without  

just ifying the way in which service user test imony or evidence is 

gathered. Further work needs to be carr ied out  to present  a m ore 

com plex picture of the broad range of service user need in a way 

that  bet ter reflects different  local pat terns of service use. When 

used to just ify service change it  m ust  be clearer on what basis 

service user need is being quoted. Service user need is not   

m onolithic and individual service user needs will change over t im e 

or according to circum stances, yet  in the policy discourse it  is often 

represented as a simple ent ity around which services, or capable 

team s, can be const ructed. Developing a research-based 

understanding of how service users react  to their  circum stances and 

what  the different  needs are over a period of t im e would allow 

bet ter planning of future services which can respond to those 

changing needs sensit ively.

I n order to preserve the professional ident ity that  is im portant  to 

them , it  is likely that  professionals will resort  to ‘resistance 

discourse’. Further studies on the way in which professions resist  

changes with which they are not  com fortable m ay help to sm ooth 

the ways in which future changes are introduced, reducing the 

am ount  of anxiety generated am ongst  the workforce. This would 

allow a bet ter understanding of how professional ident ity can evolve 

to adapt  to new circumstances and needs within a changing 

healthcare system .
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Finally it  would be of use to bet ter understand the views of service 

users with regard to professional ident ity and how they regard 

healthcare professionals. I t  seem s likely that  there will not  be a 

sim ple answer to this, given the variety of service user need, as 

out lined above. The degree to which it  is im portant  to have different  

aspects of professional skills and competences available will depend 

on each service user’s need at  any given t im e. I t  would be useful for 

healthcare professionals as well as policy m akers to understand this 

bet ter in being able to prepare the future workforce to best  serve 

the needs of children, young people and adults who have need of 

m ental health services.  

Finis
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Appendix 1 Em ail Quest ionnaire

Dear…..

I  would be very grateful if you could spare a m om ent  to part icipate in this 
study on workforce issues.

I  am  current ly conduct ing a study on workforce issues within m ental health 
m ult idisciplinary team s in the NHS in England. The study will concent rat e 
on the discourse of professional ident ity and is part  of a PhD study within 
the School of Nursing and Midwifery at  the University of Not t ingham .

The init ial phase of this study is to gain the opinion of experts within the 
field as to which are the key docum ents on workforce developm ent  within 
m ental health over the last  few years. Within m y m ethodology this allows 
m e to dem onst rate an expert  consensus as to the m ost  influent ial 
docum ents, from  which I  can the m ake a cr it ical discourse analysis. Crit ical 
Discourse Analysis is pr incipally a linguist ic analyt ical m ethod, but  has 
been applied recent ly to writ ten and spoken healthcare com m unicat ion and 
policy studies. My study will  be using Child and Adolescent  Mental Health 
(CAMHS)  as a case study, but  this needs to be in the context  of wider 
workforce docum ents in the NHS and m ental health. I  am  at tem pt ing to 
ident ify the ten m ost  im portant  docum ents of recent  years in relat ion to 
m ental health workforce developm ent . These m ay be from  Governm ent , or 
other influent ial, non- governm ental sources ( i.e. Sainsbury Cent re, Mental 
Health Foundat ion, Young Minds etc) .

The second phase of the study is to conduct  a series of short  interviews 
with experts like yourself, and with current  pract it ioners across the 
count ry, to add detail to the background of the policy review. This will 
obviously be inform ed by the init ial stage result s, but  it  is ant icipated that  
it  will focus on the discourse of professional ident ity in the context  of 
current  workforce developm ents. The data generated from  these interviews 
will also be subjected to analysis and com pared with the policy review. The 
result s of m y study will  be published and will hopefully cont r ibute to the 
debate on current  workforce developm ents. I  will also feedback direct ly to 
part icipants in the form  of a research report .  I f you would be available for 
interview I  would be happy to t ravel to a locat ion convenient  to yourself, 
and will  be clearly ensuring that  all ethical com m it t ee needs are m et . I  
would ant icipate that  t his would involve a 45 m inute interview, and for 
convenience I  will t ry to cluster interviews if there are m ore than one 
potent ial interviewee in one area.

I  would like to ask you, therefore:

1) What  do you consider to be the ten m ost  im portant  or influent ial 
docum ents on the last  few years for the developm ent  of m ental 
health workforce in the NHS in England? (Please include on-
Governm ent  sources and both docum ents which are specific to 
CAMHS, and those m ore general ones which provide context ) .

2) Who are the m ost  im portant  people current ly working in 
workforce developm ent  within m ental health at  the mom ent? 
Apart  from  yourself I  am  at tem pt ing to contact  cur rent  leaders 
within the field in order to get  the m ost  com prehensive response 
to this quest ion. I f you have thoughts as to who else could be 
included or ought  to be included then I  would be grateful for 
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leads and I  will contact  them  to ask if they can be included in 
this study.

3) Would you be prepared t o be involved in the short  interview for 
the second phase of this research? The interviews are likely to 
take place in the autum n of 2006, and will be at  a t im e and 
place convenient  to yourself. I f you are unable to part icipate I  
would st ill be int erested in your answers to the first  two 
quest ions.

Many thanks for taking the t im e to reply, I  look forward to hearing from  
you. I f you do not  wish to be involved then feel free to ignore this 
em ail. I  will  also, however, be sending a rem inder in three weeks t im e, 
but  you can delete that  too if you are unable to part icipat e.

Best  Wishes

Laurence Baldwin
Postgraduate Student .
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Appendix 2   I nform at ion Sheet  
(on University headed paper)

I NFORMATI ON SHEET FOR PARTI CI PANTS

"The discourse of professional ident ity in m ental health m ult idisciplinary 
team s, in the context  of  a com petency and skills-based m ental health 
workforce. Child and Adolescent  Mental Health Services as a case 
exam ple."

You have been invited to take part  in a  research study. Before you 
take part  it  is im portant  for  you to understand w hy the  research is 
being done  and w hat  it  w ill involve. Please take t im e  to read the  
follow ing inform at ion .

 Part  1 tells you the purpose of this study and what  will happen if 
you take part .

 Part  2 gives m ore detailed inform at ion about  the conduct  of the 
study.

Please take t im e to decide and ask if there is anyt hing that  is not  
clear, or  if you w ould like  m ore inform at ion.

W hat  is the purpose of the study?
This study aim s to look at  how people understand their  professional 
ident ity as a m em ber of  a m ult i-disciplinary m ental health team . Child and 
Adolescent  Mental Healt h Services (CAMHS)  are being used as a case 
study, but  other people are also being interviewed to provide the context  
of the overall m ental health workforce. This study will lead to subm ission 
of a PhD thesis.

W hy have I  been chosen?
You have been asked to be involved either because you have writ t en or 
been involved in policy m aking, or because you are a clinician who has 
expressed an interest  in these issues in t he past . The interviews aim  to 
cover the whole of England, with a variety of different  professions and 
backgrounds. There will be approxim at ely thir ty interviews in total.

Do I  have to take par t?
No. I t  is up to you whether or not  to take part . I f you do you will  be given 
this inform at ion sheet  t o keep and be asked to sign a consent  form . You 
are st ill  free to withdraw at  any point  without  giving a reason. 

W hat  w ill happen to m e if  I  take  par t?
The interview will last  approxim ately 45 m inutes. There is no further 
obligat ion beyond this, though you will be sent  a copy of the research 
report  when the study is com pleted. The interview is an open one,  and it  
will be audiotaped, with your consent . This will  enable a writ ten 
t ranscript ion to be m ade and th is t ranscript ion will  be kept  for seven years 
( to follow University guidelines) . The audiotape will be dest royed when the 
writ ten t ranscript ion has been com pleted and checked.

W hat  do I  have to do?
For this study you need to be available for an undisturbed 45 m inute 
interview. I f the researcher is com ing to your place of work you m ay be 
asked to m ake ar rangem ents for a room  t o be booked,  and you will  need 
to get  perm ission from  your  m anager to part icipat e in the interview.
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Are there any possible advantages or  disadvant ages to tak ing par t?
Most  people who work in m ental health now expect  to spend som e t im e 
reflect ing on their  pract ice, and it  is hoped that  this research int erview m ay 
be seen as part  of your norm al reflect ive pract ice. I t  is possible that  the 
interview will cause you to reflect  on issues that  you have not  considered 
before, and you m ay want  to take those thoughts with you to your next  
supervision session.

W hat  happens if  there is a  problem ?
I f you are unhappy wit h any part  of  the process you can contact  the 
study’s research supervisor, Dr Paul Crawford on:  [ Phone num ber deleted]

W ill m y tak ing par t  in  the study be  kept  confident i a l?
Your m anager will know you are part icipat ing, as you need to ensure their  
perm ission, but  they will  not  have access to what  you say. All  data 
collected from  the study will be anonym ised, so that  no-one reading the 
research reports, or any subsequent  publicat ions can tell who said what . 
Direct  quotat ions m ay be used in these writ e-ups, but  again they will only 
be reported anonym ously.

Contact  Deta ils:
This study is being conducted by Laurence Baldwin. I f you have any further 
queries you can contact  him  on:  [ Phone num ber deleted] . I f you have any 
queries or concerns that  you would prefer to discuss with the research 
supervisor you can contact  Dr Paul Crawford on:  [ Phone num ber deleted]

This com pletes Par t  1  of t he I nform at ion Sheet .
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"The discourse of professional ident it y in m ent a l h ealth 
m ult idisciplinary team s, in the  context  of  a  com pet ency and sk i lls-
based m ent a l health  w ork force . Child and Adolescent  Menta l Health 
Services as a case ex am ple."

I NFORMATI ON SHEET FOR PARTI CI PANTS

Part  2.

W hat  happens if  I  don’t  w ant  to car ry on w ith the s tudy?
This is a single int erview, but  if at  any t im e you decide to wit hdraw you 
can do so, without  the need to give an explanat ion. I f you do so then the 
recording of the interview will be dest royed and not  used. Likewise if you 
decide after the interview that  you would rather not  have your views used 
in the research study then you m ay contact  m e and I  will dest roy all data 
and not  include it  in the study. Obviously this will not  be possible after the 
research has been fully writ ten up, which will be by the end of 2007.

W hat  if  there  is a  problem ?
I f you are unhappy wit h any part  of  the process then you should contact  Dr 
Crawford as out lined above.

W ill m y tak ing par t  in  th is study be kept  confident ia l?
Your m anager will need to give perm ission for you to spend the t im e 
involved for the interview, so they will  know that  you are involved, but  
they will  not  be given access to what  you say . The interview will  be audio 
and videotaped and then t ranscribed either by the researcher, or by  a 
secretary. When it  is being t ranscribed all personal inform at ion will be 
rem oved, and each t ranscript ion will then be given a num ber,  and any 
quotat ion or reference to the data will  be referred to by the num ber. For 
the purposes of this study it  is also im portant  to know the professional 
background of each part icipant , so data will be referred t o in this form at ;  
‘Part icipant  26 – Clinical Psychologist ’ ( for exam ple) . The University of 
Not t ingham  regulat ions for collect ion of qualitat ive data then require that  
all tapes are dest royed following t ranscript ion, but  that  the t ranscript ions 
them selves are stored in a secure University locat ion for a seven year 
period following t he com plet ion of the study. I n this case they would then 
be dest royed ( in January 2015) . For the purposes of supervision and 
exam inat ion the data would also be available to the Universit y supervisors, 
Dr Paul Crawford, and Professor Sara Owen, (now at  the University of 
Lincoln) , although they would not  have access t o data that  could ident ify 
you individually. Likewise when the PhD study is com pleted and writ ten up 
it  will be lodged in the University library, and will be available for academ ic 
use. This and any publicat ions which ar ise from  the study will  not  have any 
data in it  which will enable you to be ident ified individually.

During the study your details will  be held on universit y and NHS com puters 
to allow us to send you a copy of the research report  when it  is com pleted, 
but  this database will  be dest royed on com plet ion of the study, and will 
only be accessible to the researcher and his secretar ial support , which are 
bound by norm al NHS rules of confident iality. As there is no clinical 
com ponent  to this study there will  not  be contact  with anyone else or 
access to these details.
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W ho is organ ising and funding the research?
As this is a study which is being done for a PhD study it  is funded by the 
researcher’s host  Trust  (Derbyshire Mental Health Services NHS Trust ) . 
The Trust  is paying for the academ ic fees and all postage and t ravel 
expenses. You will not  be offered any rem unerat ion for taking part  in this 
study, but  you will  get  a copy of the research report , which I  hope you will 
find interest ing.

W ho has review ed the study?
This study is supervised by Dr Crawford and Professor Owen as part  of the 
University supervision of m y PhD study.

I f you choose t o part icipate in this study you will be given a copy of this 
sheet  to keep, and asked to sign a consent  form , of which you will  also 
keep a copy.

Many thanks for taking the t im e to read this and considering taking part  in 
this study.

Laurence Baldwin
Version 1 -  June 2006
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Appendix 3 Consent  form  ( on University headed paper)

CONSENT FORM

"The discourse of professional ident ity in m ental health m ult idisciplinary 
team s, in the context  of  a com petency and skills-based m ental health 
workforce. Child and Adolescent  Mental Health Services as a case 
exam ple."

Please circle or delete as appropriat e

Have you read and understood the inform at ion and Yes /  No
had the opportunit y to ask quest ions and discuss 
the study?

Have all the quest ions been answered sat isfactor ily? Yes /  No

Do you understand that  you are free to withdraw from  Yes /  No
the study at  any  t im e, w ithout  having to give a reason?

Do you agree t o your interview being audio and videotaped? Yes /  No

Do you understand that  the recording will be dest royed Yes /  No
after the interview has been t ranscribed?

Do you understand that  the t ranscript ion will be kept  by Yes /  No
the university for seven years, and will then be dest royed?

Do you understand that  direct  quotat ions from  what  you Yes /  No
say m ay be used in the research write-up and subsequent
publicat ions, but  that  it  will be anonym ised so t hat  no-one can
tell that  it  was you who said it?

Do you agree t o take part  in the study? Yes /  No 

Signature: Date:

Nam e ( in block capitals) :

Researcher’s signature: Date:

Nam e: LAURENCE BALDWI N

Version 1 – June 2006 
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Appendix 4 – I nterview Schedule 
(as prepared for Ethics clearance)

"The discourse of professional ident it y in m enta l h ealth 
m ult idisciplinary team s, in the context  of a  com pet ency and 
sk ills- based m enta l health w ork force. Child and Ado lescent  
Menta l Health Services as a case example."

Note:  This interview is planned to be an open interview, rather than 
sem i-st ructured, so the areas out lined below are generic areas 
which the researcher aim s to cover within the course of a free-
flowing interview. I t  is not  intended that  each area will be asked in 
turn, or in the form at  out lined below, rather that  these are 
guidelines for areas of interest  to be covered.

Dem ographics:
 Profession of the interviewee
 Current  posit ion /  job t it le
 Length of t im e working in m ental health /  CAMHS
 Previous experience of working in m ental health /  CAMHS

Current  thoughts on w ork force developm ents:
 General overview of policy developm ents in m ental health /  

CAMHS
 Specific thoughts on workforce changes over the last  few 

years
 Any knowledge or m ent ion of specific workforce policy 

docum ents

Professional ident it y:
 I deas on own professional role within m ult i-disciplinary team
 I deas of difference between disciplines and their  cont r ibut ion 

to m ental health /  CAMHS
 Personal ident ity const ructs as defined by self as opposed to 

profession
 Levels of im portance at tached to professional and personal 

ident ity
 Thoughts on future developm ents within m ental health /  

CAMHS

Closing
 Sum m arising and thanks
 Restatem ent  of procedure for research report  
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“ I t ’s a very difficult  job, and the only way to get  through it  is we all 
work together as a team . And that  m eans you do everything I  say.”

Michael Caine as Charlie Croker 
in ‘The I talian Job’ (1969)
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