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EXECUTIVE SUMMARY 
 
In spite of the very considerable investment in professional education at pre-
registration and post-qualifying levels, such training is hardly ever evaluated.  
Programmes are subject to internal quality assurance and external review for 
accreditation by professional bodies, but it is usually taken for granted that 
professional education will deliver the goods.  But how do we know this to be true? 
An evaluation of a post-qualifying programme for mental health professionals in the 
West Midlands set out to find out.   
 
This was probably been one of the most comprehensive evaluations of a training 
programme ever to be carried out.  John Carpenter, Di Barnes and Claire Dickinson 
of the University of Durham spent 5 years evaluating the Birmingham University 
Interprofessional Programme in Community Mental Health (now the RECOVER 
Programme).  The Programme was scrutinised from the perspective of students who 
participated on it, their colleagues and the service users whom they supported.    
 
It is hoped that the report’s findings will interest not only those concerned with 
postqualifying education in mental health but also those who design or evaluate 
multidisciplinary training in other areas of health and social care at both pre-
registration and postqualifying levels.  Many lessons are here to be learned. 
 
The key findings of the External Evaluation were: 
 The Birmingham Programme has made a significant contribution to the 

knowledge and skills of the West Midland’s mental health workforce, preparing 
staff effectively for the roll out of the National Service Framework in Mental 
Health. 
 Students reacted very positively to the Programme’s teaching because it was 

relevant, up-to-date, evidence-based and stressed values and service user 
perspectives. 
 Although, the Programme was successful in recruiting participants from different 

professions there was little evidence that it was effective in modifying the 
professional stereotypes they held.  Possible reasons were that they did not 
regard other participants as ‘typical’ of their professions and that the teaching did 
not provide conditions to bring about changes in attitudes sufficient to counteract 
students’ everyday experiences in their workplace. 
 Students acquired skills and knowledge relevant to their practice as community 

mental health workers. 
 A lack of time and resources was the key barrier to implementing learning. 
 The scope for organisational change was limited because many teams were not 

especially open to new ideas and innovation.  The best results were found where 
more than one student from a team had attended the Programme, suggesting a 
‘critical mass’ is needed to support innovation. 
 There was evidence of positive outcomes in terms of improved mental health and 

social functioning for service users with whom students worked.  This was 
possibly as a result of a combination of using new skills, working from a service 
user perspective, and the motivation and personality of the student. 
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Background 
While there is general agreement that training is of value, there is widespread 
uncertainty about its outcomes.  If nurses, psychologists, doctors or social workers 
are trained on a validated course, it is assumed that they will become competent 
practitioners able to deliver effective care and treatment which will have beneficial 
outcomes for users/patients.  But there is little evidence to support this. 
There have been a number of evaluations of, generally short-term, training courses 
for practitioners in the field of mental health but these are typically carried out by the 
programme staff and simply report trainees’ satisfaction with the programmes. A few 
evaluations have examined the extent to which trainees are able to implement their 
learning in practice, and a small number of well-designed studies have attempted to 
assess the impact of the training programme on service users (Bailey et al, 2003). 
 
The evaluation of the Birmingham University Interprofessional Programme in 
Community Mental Health was unusual in a number of respects: 
 
1. It assessed the outcomes of a substantial two-year educational programme at 

postgraduate level. 
2. The outcomes were assessed comprehensively: in terms of the learners’ 

reactions, changes in attitudes and values, acquisition of knowledge and skills, 
the implementation of learning in the workplace, changes in organisational 
practice, and outcomes for service users.  

3. It assessed outcomes for three successive cohorts of students and reports partial 
data about two more cohorts.  We may therefore be quite confident that the 
findings are robust and not simply the consequence of initial enthusiasm. 

4. The evaluation was formative as well as summative.  The evaluation team 
provided annual reports to the programme and discussed the implications of this 
feedback with the course leaders so that changes could be made where 
necessary.  In fact the co-operation from the course team was exemplary. 

 
The Birmingham Programme 
The Programme has been, and continues to be, highly innovative.  It provides 
postqualifying mental health training at postgraduate certificate, diploma and 
master’s level, and while it was not the first postqualifying programme in community 
mental health, it was the first to be explicitly interprofessional in its orientation and 
recruitment.  It was designed, managed and delivered by a multidisciplinary group of 
academics and practitioners operating within a psychosocial framework.  The design 
of the Programme was also significantly influenced by service user consultants.  
This is reflected in a strong and explicit user-centred value base which underpins all 
aspects of the Programme’s content.  The course team recruited service users as 
lecturers and tutors and a small number of users themselves took up places as 
students.  Other programmes are still to catch up with these innovations. 
 
The Birmingham Programme was established before the National Service 
Framework for Mental Health had been developed and published.  In most respects 
it accurately anticipated the requirements of the NSF and the need to ‘modernise’ 
mental health services and the mental health workforce.  Its three key objectives 
have since become core aspects of the important policy changes over the last five 
years.  These are to focus on: 
 increasing awareness of the need to work from a service user’s perspective  
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 skilling staff in the use of a range of psychosocial interventions with severely 
mentally ill service users 
 improving understanding of, and skills in, interprofessional working.  

The Programme has been responsive to these changes and sensitive to effects on 
students of the major organisational changes which have taken place during this 
period. The curriculum has been adapted and will no doubt continue to be further 
developed over the next few years. 
 
Participation in the Programme 
The Programme took its first intake in 1997 and over the first 5 years it recruited a 
total of 225 students.  They have been sponsored by all the mental health provider 
NHS trusts in the West Midlands and each cohort has included staff from a wide 
range of agencies and professions, as well as some service users.  However, the 
recruitment of some professions has been disappointing, especially the lack of 
involvement of psychiatrists and psychologists. 
 
Students’ reactions to the Programme 
Students appreciated the opportunity to: 
 undertake a substantial educational course 
 exchange ideas and experiences with colleagues from other mental health 

services within the West Midlands region  
 study in an interprofessional group.    

They welcomed the participation of service users as students and presenters.  But 
they also acknowledged the difficult dynamics that arose from professional students’ 
reluctance to deal with challenges from, and to, service users, and when service 
users became psychologically unwell.   
 
Successive cohorts of students valued the taught programme for its: 
 relevant and up-to-date content 
 effective presentation 
 emphasis on evidence-based practice 
 stress on values and user perspectives  
 good administration and support. 

 
Supervision arrangements were found to be rather hit or miss but when they worked 
well, they enabled students to apply their learning.  
 
The support students received from Trusts and employers was mixed.  Students 
needed the sponsorship of their local NHS mental health provider trust to access a 
place on the Programme, and the support of their team and colleagues to be 
released to attend the course for one day a week for up to 3 years.  In addition they 
needed support to implement their learning and to pass it on to colleagues. 
 
The programme was demanding, requiring students not only to cope with learning 
but also to put this learning into practice.  There was evidence of an increase in 
stress levels during the course, but the stress tended to be transitory and students 
showed a high degree of resilience.   
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Changes in attitudes and values 
Students from all disciplines generally began the course with positive attitudes 
towards the principles and values underpinning community mental health services 
but they benefited from having to reappraise their value base.    
 
Learning on a multidisciplinary course appeared to have only a marginal effect on 
students’ professional identities; they did not re-define themselves as generic 
‘mental health workers’ but retained an appreciation of professional difference.   
 
There was considerable evidence of professional stereotyping.  In general, the 
nurses, OTs, social workers and others on the Programme were reasonably positive 
about each other, giving themselves and each other moderately high ratings for 
interpersonal skills, professional competence, and life experience.  However, 
psychiatrists and psychologists, who were barely represented on the course, 
received lower ratings for practical skills and life experience, and were thought to be 
poor team players.   
 
There was little evidence of change in these stereotypes.  Possible reasons were: 
 the students tended not to see fellow course members as ‘typical’ members of 

the other mental health professions.  They were thought, by their very presence 
on the Programme, to be atypical.  
 The Programme did not initially provide the conditions for positive attitude 

change required by social psychological theories.  However, after feedback from 
the evaluation team, the Programme adapted its approach. 

 
Therefore, if training is effectively to change interprofessional attitudes, attention 
must be given to: 
 the style of teaching and learning, focusing specifically on interprofessional 

working, examining differences as well as similarities 
 giving students the opportunities to work together cooperatively and successfully.   

Nevertheless, whatever takes place on a course maybe undermined by negative 
experiences in the workplace.   
 
Acquisition of knowledge and skills 
Students considered that they substantially increased their knowledge in the key 
areas of partnership with users, psychosocial interventions and multidisciplinary 
teamworking.   
 
In the area of psychosocial interventions, students were clear that they had not been 
trained to the level of competence of a skilled practitioner of CBT or behavioural 
family therapy.  The modules were too brief; instead they provide a basic 
introduction.   
 
An objective measure of students’ knowledge and skills is provided in the results of 
the University’s formal assessments.  Of the 225 students starting the programme 
between 1997 and 2002: 
 28 have left with a post graduate Certificate 
 12 have left with a Diploma  
 22 have gained a Master’s Degree 
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A further 46 students are currently preparing their dissertation having successfully 
completed the taught course.   
 
On the other hand, the Programme in the early stages experienced a significant drop 
out of around 25% of its intake.  This is understandable considering that course 
participants are all mature, part-time students with demanding jobs and other 
personal responsibilities, but it does represent a significant expense and a loss of 
opportunity.  More recently, retention has improved. 
 
Implementing learning in the workplace  
Some examples were found of students changing their own practice with regard to 
working in partnership with users and in team working, but it was recognised that it is 
not possible for an individual, no matter how well trained, single-handedly to change 
the way a team functions. 
 
Although assessment, care planning and giving advice to users remained the most 
frequently performed tasks undertaken by students, an encouraging increase in the 
use of specific psychosocial interventions such as CBT and family therapy was 
found.   
 
Apart from a lack of clinical supervision and confidence in their own skills and 
knowledge, shortages of time and resources were by far the most significant barriers 
to students implementing specialist psychosocial interventions. 
 
Changes in organisational practice 
In a climate of major organisational change, students managed to influence service 
development, practice and team working but their teams were often found to be only 
moderately open to innovation and new ideas, and had only average levels of team 
functioning.   
 
The principle difficulties reported in introducing change and in cascading learning 
were the lack of interest of colleagues, the dominance of the medical model, the 
power of psychiatrists, and the time and energy for sharing learning in a formal way.  
This suggests that: 
 a critical mass is required in a team to ensure change 
 teams which invest in supporting staff on the Programme, should build the 

implementation of learning into their team development strategy.   
 the Programme should include organisational development in its curriculum. 

 
Outcomes for service users 
The outcomes for service users with whom the students worked were encouraging.  
Compared to users receiving support from community mental health teams 
elsewhere, their mental health, social functioning and quality of life showed greater 
improvement.  This cannot unambiguously be attributed to the students’ use of 
psychosocial interventions because we cannot be sure that the students applied 
PSIs learned on the course, or applied them according to the model.  There was 
evidence from an independent survey of the users themselves that good user-
professional relationships were significant.  The course with its emphasis on values 
and user-centred practice may also have had an impact on this aspect of the 
students’ work. It is likely to be a combination of many factors, not least the 
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personality and motivation of the students themselves, which can account for these 
positive outcomes. 
 
Recommendations 
These findings demonstrate that the Programme makes a significant contribution to 
the knowledge and skills of the workforce in the West Midlands for the provision of 
interprofessional community-based work with people with severe mental illness, in 
keeping with the objectives of the NSF.  Therefore, it is recommended that: 
 The West Midlands Workforce Development Confederations ensure continued 

support for the Programme and continue to enable it to reach out to recruit staff 
from social services departments and voluntary agencies 
 NHS trusts develop strategies for the development and use of psychosocial 

interventions (PSIs), including plans for the provision of clinical supervision and 
time and resources to support professionals to consolidate their skills in the use 
of PSIs 
 The Programme seeks accreditation for postqualifying awards and develops 

modules in management and organisational change to run as alternatives to 
skills learning for students who do not have a clinical caseload. 
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PREFACE 
 
This is an unusual report.  In spite of the very considerable investment in 
professional education at pre-registration and post-qualifying levels, such training is 
hardly ever evaluated.  Of course, programmes are subject to internal quality 
assurance and external review for accreditation by the professional bodies.  But, it is 
rather taken for granted that professional education will deliver the goods.  If nurses, 
psychologists, doctors or social workers are trained on a validated course, it is 
assumed that they will become competent practitioners able to deliver effective care 
and treatment which will have beneficial outcomes for users/patients.  But how do 
we know this to be true? 
 
There have been a number of evaluations of, generally short-term, training courses 
for practitioners in the field of mental health.  These evaluations have recently been 
reviewed by Bailey and her colleagues (2003).  These evaluations typically report 
trainees’ satisfaction with the programmes, with perhaps a post-course self-
assessment of the extent of knowledge gained and skills learned.  A few evaluations 
have examined the extent to which trainees are able to implement their learning in 
practice, and a small number of well-designed studies have attempted to assess the 
impact of the training programme on service users. 
 
The evaluation of the Birmingham University Interprofessional Programme in 
Community Mental Health which is reported here is unusual in a number of respects: 
 
1. It assessed the outcomes of a substantial two-year educational programme at 

postgraduate level. 
2. The outcomes were assessed comprehensively: in terms of the learners’ 

reactions, changes in attitudes and values, acquisition of knowledge and skills, 
the implementation of learning in the workplace, changes in organisational 
practice, and outcomes for service users.  It is almost certainly the most 
comprehensive such evaluation yet undertaken. 

3. It assessed outcomes for three successive cohorts of students on the 
programme and reports partial data about two more cohorts.  We may therefore 
be quite confident that the findings are robust and not simply the consequence of 
initial enthusiasm. 

4. The evaluation was formative as well as summative.  The evaluation team 
provided annual reports to the programme team and discussed the implications 
of this feedback with the course leaders so that changes could be made where 
necessary.  In fact the co-operation from the course team was exemplary. 

 
In addition to the evaluation being unusual, the Birmingham Programme is highly 
innovative.  It was the first postqualifying programme in community mental health, to 
be explicitly interprofessional in its orientation and recruitment, earlier programmes 
having been aimed specifically at community psychiatric nurses.  A multidisciplinary 
group of experts, including academics and practitioners operating within a 
psychosocial framework have been responsible for its design, management and 
delivered.  Service user consultants have also had an important influence on the 
Programme.  Service users helped in the development of the strong and explicit 
user-centred value base which underpins all aspects of the Programme’s content.  
They have been recruited as lecturers and tutors and a small number of users have 
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joined the Programme as students.  Other programmes are still to catch up with 
these innovations. 
 
Commissioned and set up before the National Service Framework for Mental Health 
(NSF) had been developed and published, the Birmingham Programme accurately 
anticipated the NSF requirements to ‘modernise’ mental health services and the 
mental health workforce.  The NSF’s focus on partnerships with service users and 
carers, on the use of evidence-based psychosocial interventions and on 
multidisciplinary working are also echoed the aims of the Programme.  Therefore, 
the Programme has been able to respond to the policy changes as they have been 
rolled out and it has been sensitive to effects on students of the major organisational 
changes that have resulted. The curriculum has been adapted and will no doubt 
continue to be further developed over the next few years. 
 
We hope that this report will interest not only those concerned with postqualifying 
education in mental health, whether commissioners of training, course leaders, 
students and of course service users, who are rightly concerned that professionals 
should be better able to respond to their needs.  We hope also that it will be of 
interest to others who are designing or evaluating multidisciplinary training in other 
areas of health and social care at both pre-registration and postqualifying levels.  We 
think that many lessons are here to be learned. 
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1.  INTRODUCTION AND BACKGROUND 
 
1.1  Setting the scene 
The delivery of high quality mental health care depends on a skilled, well-led and 
supported workforce.  This is now widely acknowledged in mental health policy and 
numerous local and national initiatives have been set up to ensure mental health 
services are staffed by ‘capable practitioners’.  However, this has not always been 
the case.  In the 1990s, as mental health care shifted from a hospital-based service 
to care provided in the community, staff often found themselves working in settings 
for which they were not adequately trained.  Yet without the skills and attitudes 
needed to deliver effective care from community teams, staff would be unable to 
achieve the change being sought in the way mental health care is provided. 
 
Training needs fell into three broad areas: 
 Attitudinal change to ensure care is delivered from a service user perspective 
 Skills, particularly in evidenced-based psychosocial interventions 
 Interprofessional working, given the multidisciplinary make up of community 

mental health teams designed to meet the complex needs of service users. 
 
In recognition of the need to address these three areas of training, the West 
Midlands NHS Executive (NHSE) commissioned a post-qualifying training 
programme for mental health professionals in the mid 1990s.  The Graduate 
Research School at Birmingham University successfully bid to provide the 
programme and the Department of Social Policy and Social Work accepted the first 
intake in September 1997.  The sixth cohort of students began their studies in 
October 2002. 
 
As commissioning this programme was part of a wider agenda for change in care 
for people with severe mental illness in the region, the West Midlands NHSE was 
committed to evaluating the programme and its impact.  They wanted an evaluation 
which looked beyond the learning experience in the classroom to the  
implementation of learning in the workplace, the impact of learning on the 
organisations in which students worked and the outcome of changing practice for 
service users.  Therefore the evaluation was ambitious in scope and had to be 
longitudinal in nature.   
 
Consequently, in 1997, tenders were invited for a five year external evaluation of 
the Programme.  John Carpenter and Di Barnes of the Centre for Applied Social 
Studies at the University of Durham were commissioned to undertake the work and 
this is a report of their findings. Claire Dickinson joined the team as research 
assistant in 1998. 
 
1.2 The report 
The report contains ten sections.   
 Section 1 sets the study in context.  It briefly examines key changes in mental 

health policy and training during the study period.  It also introduces the 
Birmingham Programme for Community Mental Health. 
 Section 2 explains the approach adopted in the external evaluation. 
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 Section 3 looks at student participation in the Birmingham programme.  It 
examines characteristics of the student group, looking in particular at changes in 
the interprofessional make up of each year group. Explanations for the changes 
in the involvement of key professions is sought. 
 Sections 4 to 9 present the findings of the evaluation using the well-known 

Kirkpatrick framework (see section 2.5) 
 Section 10 provides a discussion of the findings. 

 
In the spirit of the collaboration which has existed during this study between the two 
universities, the Birmingham University Programme Team’s responses to the 
evaluation report have been inserted into the text.  These bring the report up-to-date 
by explaining the action the Programme team have taken in response to issues 
raised by the evaluation.   
 
1.3 Background and policy context. 
The policy context in which the Birmingham Programme has been developed 
includes a number of interlinked agendas: 
 
 Change in the way services are provided 

At the start of Programme the focus of care in the community was provided by 
community mental health teams (CMHTs).  Promoted by the Department of 
Health (1995) as ‘the most effective’ way to deliver multi-disciplinary services for 
people with severe mental health problems, research in the late 1990s still 
reported clashes of interprofessional values, organisational structures and 
models of care in CMHTs (Barnes et al, 2000). 
Hence, resolving issues of providing effective community based care across 
agency and professional boundaries is at the heart of the Government’s mental 
health modernising agenda.  This was seen in the 1998 White Papers 
Modernising Health and Social Services (Department of Health, 1998a) and 
Modernising Mental Health Services: Safe, Sound and Supportive (Department 
of Health, 1998b).  The latter emphasised that whilst care in the community had 
benefited many, there had also been too many failures.  These were attributed to 
the poor management of resources, underfunding, the overburdening of families, 
service users losing contact with services and problems in recruiting and 
retaining staff.  It stated that a modern mental service should: 

“…provide care which is integrated, and which is focused on the individual, 
recognising that different people have different needs and preferences.  It will 
be evidence-based and outcome driven.”  (p.21) 

 
The means of achieving this goal were set out in the National Service Framework 
for Mental Health (NSF) (Department of Health, 1999) which established a 
template for mental health services.  It introduced new models of services and 
reinforced the principles of interprofessional care: 

“Such a comprehensive programme of change cannot be achieved by a single 
agency or a single profession working in isolation.  One of the defining 
characteristics of mental health services is the range of disciplines who 
frequently need to be involved in the care plan of a single individual; suitable 
accommodation, adequate income, meaningful occupation and family support 
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all play a part alongside competent diagnosis, treatment and care.” (Department 
of Health 2001a p7) 

 Workforce and training issues 
In recognition of the need for a modernising workforce to deliver newly 
configured services in the community, Modernising Health and Social Services 
(Department of Health, 1998a) called for education and training for health and 
social care to be based on a common agenda.  The NSF specified that all 
education and training should be evidence-based, stress the value of team 
working and involve service users and carers in its evaluation (Department of 
Health, 1999, p109).  The NSF affirmed that mental health professionals should 
be properly trained to provide ‘evidence-based’ interventions to people with 
severe and enduring mental health problems living in the community.  The report 
of the Workforce Action Team (WAT, 2001), which examined the impact of the 
NSF on the mental health workforce, identified the need to train staff to meet the 
needs of: 

 new models of care 
 the new legislation expected 
 the promotion of healthier neighbourhoods. 

 
To guide training to support the NSF, the Sainsbury Centre for Mental Health 
was commissioned by the WAT to identify common competencies needed to 
deliver effective mental health care.  Their report The Capable Practitioner 
(SCMH, 2001) stressed that the requirement for effective care now comes from 
numerous agencies.  Therefore the challenge for workers is to provide: 

 Co-ordinated accountable and efficient practice 
 Service user and carer-based care 
 Evidence based interventions. 

 
With this range of skills, the report calls for ‘capable’ rather than ‘competent’ 
practitioners.  It further defines ‘capable’ as combining the ability to be reflective 
and effective.  
Alongside these developments in mental health policy, there were important 
parallels in NHS policy generally.  A Health Service for All the Talents 
(Department of Health, 2000) criticised current education and training for failing 
to take account of the need to support holistic and multidisciplinary care.  In 
2001, Working Together (Department of Health, 2001b) recognised that good 
patient care was only possible with a skilled well motivated workforce.  To 
encourage the recruitment and retention of staff it promoted lifelong learning and 
development for all NHS employees.  It accepted that the NHS, together with its 
partners, had a responsibility to develop and equip staff with the skills they 
needed to: 

 Support changes and improvements in patient care 
 Take advantages of wider career opportunities  
 Realise their own potential. 

 
To promote this, a ‘common learning’ programme has been launched at 
undergraduate and pre-registration levels at a number of sites with separate 
initiatives for allied health workers (non-professionally trained staff).  It is hoped 
that by 2004, common learning modules will be part of all pre-registration training 
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for health professionals and will become a feature of continual professional 
development and lifelong learning. 

 
 Change and developments in the West Midlands 

The context of the Birmingham Programme would not be complete without some 
discussion of the local mental health change programme in the West Midlands.  
Although the evaluation largely predated the major organisational change 
brought about by Shifting the Balance of Power in April 2002, change was 
continuous during the study period.  Mental health provider trusts have merged.  
Seventeen NHS Trusts bought into the Programme in 1997 but these had 
reduced to 13 by 2002.  Herefordshire became one of the first wave of Primary 
Care Trusts to take over all mental health commissioning and provision in April 
2000.  There have been hospital closures, the opening of innovative inpatient 
units and the continuing reconfiguration of community services.  Significantly, the 
West Midlands led the country in piloting the new models of care introduced in 
the NSF.  Overall, it was an environment of change for students who often had to 
adapt to new jobs, new responsibilities and new work settings during their 
participation in the Programme. 
 
Also worthy of mention is the West Midlands Partnership in Mental Health 
(WMPMH).  This was launched in 1999 and consisted of a partnership of 
networks which focused on issues which needed special attention in the 
implementation of the regional mental health development programme.  Two 
networks were of particular importance to the Birmingham Programme.  First 
FRED (Forum for Regional Education and Development in mental health) held an 
oversight role on the Programme, ensuring the course was understood 
throughout the Region and its contribution was taken into consideration when 
new training was being planned.  The chair of FRED was a member of the 
External Evaluation Steering Group and staff of the Birmingham Programme 
attended FRED.  Second, Users in Partnership was a regional forum of service 
users which helped to establish a regional infrastructure for service user 
involvement.  It contributed to a local culture in which service users contribute to 
research and development and participation in mental health training courses.  
This had a direct impact on the participation of service users in the Birmingham 
Programme.  

 
1.4 Development of interprofessional education 
Other university-based postgraduate programmes in psychosocial interventions 
have been developed elsewhere with an interprofessional intake.  For example, 
courses have been set up at Sheffield, Manchester, Leeds/York and Sunderland 
Universities, and the Sainsbury Centre runs courses with accreditation from 
Middlesex University in various locations.  However, these courses did not have the 
improvement of multi-disciplinary working as a specific goal.  Therefore curriculum, 
course contents and teaching styles had not been designed to achieve this outcome.  
Similarly, these courses did not aim to present a service user focus as a distinct 
element of the training programmes. 
 
1.5  Importance of the evaluation 
While there is agreement that training is important, there is still widespread 
uncertainty about its outcomes.  As has been discussed in the preface, it is assumed 
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that training will be useful and deliver change but the evidence for this is not good.  
Evaluations have tended to be flawed (Bailey et al, 2003) as they have mostly been: 
 carried out by teachers and trainers and so are not independent 
 short term 
 study of the acquisition of knowledge and changing behaviour with no follow 

through to the implementation of learning, changing organisational context or 
outcomes for end users 
 lacking strong methodological design, often focusing on post intervention studies 

without sound baselines upon which to measure change. 
 
The gaps in the training literature have led reviewers (e.g. Reeves, 2001; Bailey, 
2003), to call for independent longitudinal evaluations of training programmes which 
use multiple methods.  These should include the use of measures which have been 
standardised and validated so that comparisons can be made across programmes. 
 
1.6 Introducing the Programme 
The Birmingham University Programme in Community Mental Health1 is a 
postgraduate training course for those who work with serious mental illness in the 
community.  The aim of the programme is:  

“…to improve the quality of community based care for people with severe and 
enduring mental health problems by providing an academic teaching and 
learning Programme which promotes the development of workers’ practice 
based skills in partnership with the Mental Health Trusts.”  (Course Portfolio 
1997) 

The Programme has three key objectives: 
 To skill staff in the use of a range of psychosocial interventions with severely 

mentally ill service users 
 To improve understanding of, and skills in, interprofessional working 
 To increase awareness of the need to work from a service user’s perspective. 

 
The programme has sought to achieve this through: 
 Having an interprofessional intake of mental health professionals from social 

work, nursing, psychology, psychiatry and occupational therapy in addition to 
workers from the voluntary sector and service users 
 
 Taking a multi-disciplinary approach to the course management, co-ordination 

and teaching.  Since the Interprofessional Centre for Mental Health was 
established in 2001, it has co-ordinated the Programme.  Partners in this Centre 
include the Departments of Psychology, Psychiatry, Nursing, Primary Care and 
Social Work at Birmingham University, the local mental health NHS Trust, social 
services departments and the voluntary sector. 

 
 Working closely with mental health NHS trusts which sponsor students.  The 

trusts support work-based study and the completion of assignments, provide 
tutors and supervision and enable staff to attend teaching days at the university. 
 

                                            
1 now called the ‘Recover Programme in Community Mental Health’ 
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 Having a strong value base with a focus on recovery, social inclusion and the 
provision of support for service users and their families.  Staff of the programme 
were responsible for developing a spectrum of values (Fig. 1.1) which has been 
adopted by the Programme and the West Midlands Partnership in Mental Health. 
 
 Involving service users in every aspect of the Programme (Barnes et al, 2000). 

Service users contributed to the development of the initial programme design and 
the tendering process.  They have been responsible for teaching on the 
programme and are represented on the staff team and the Programme 
Management Board.  Service users have also been encouraged to enrol on the 
course and to contribute as students. 

 
Fig. 1.1: A Spectrum of Values 
 
People Practitioners Organisations 
 

Focus on 
recovery and 

social 
inclusion 

Support 
families and 

peer networks 

User directed 
services 

Best practice Co-ordination 
and cost 

effectiveness 

Enhances peoples’ 
strengths 

Promotes personal 
self actualisation 

Creates access to 
opportunities 

Recognises the 
importance of 
peoples’ natural 
support networks 
and that they are 
unique to each 
person 

Support these 
networks and their 
caring roles 

Listens to the 
experiences and 
preferences of 
service users 

Works with service 
users when making 
decisions 

Works together in 
the delivery of 
mental health 
services 

Maintains 
continuous 
development of 
knowledge, skills 
and values 

Ensures practices 
are non- 
discriminatory 

Ensures seamless 
care between 
disciplines and 
agencies 

Applies cost 
effectiveness in 
combination with 
best practice 

Adopts flexible 
management that is 
based upon needs 
and best practice 

 
 

Birmingham University Programme Team comment 
One of the innovations of the Birmingham programme has been the continued 
adherence to a user centred value base. This began when the original team of 
academics, service providers and user representatives met to outline the 
programme in response to the tender guidance. An additional piece of work was 
then undertaken collaboratively between a member of the programme teaching 
team and the Forum for Regional Education and Development (F.R.E.D.) to 
develop a spectrum of values that could be applied more widely in the West 
Midlands to mental health organisations and services in addition to education 
providers. The vision and values of the course form an integral part of the 
teaching, underpinning all modules and must be demonstrated by candidates in 
their assessed work.  
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In practical terms, the Programme takes around 50 students each year, 3-4 from 
each locality in the region.  Students attend the university one day per week during 
term-time for the taught course which extends over two years.  The course is 
modular and qualifications can be obtained on the successful completion of each 
year of study.  Therefore the academic outcome can be a Postgraduate Certificate at 
the end of the first year, a Postgraduate Diploma on completion of the second year 
and a Master’s Degree on completion of a dissertation in third year. 
 
The NHS Executive Regional Office funded the Programme until April 2002 when it 
became the responsibility of the Workforce Consortia.  Funding was raised through 
Regional Office top-slicing from Trusts.  In a survey of participating Trusts carried 
out in 1998, it was found that Chief Executives were largely in favour of this 
approach as it ensured the innovative programme was available for their staff 
without them having to fight for the resources to fund it over competing demands. 
 
Within the University, a Programme Management Board made up of representatives 
of the partners, including service users and student representatives, manages the 
Programme.  An important sub group of the Board is the Curriculum Group which 
regularly reviews the content of the course modules.  To ensure the modules have 
sufficient user focus, the content of some have been shared with other service users 
outside the Board to obtain representative feedback. 
 
The Programme has been directed throughout its first 5 years by Di Bailey.  She 
established the course with the support of an administrator and expert input from 
other University departments.  A second full-time lecturer was employed in 
preparation for the second cohort of students joining the course.  Since then the staff 
team has seen a number of changes.  It built up to a team of seven by 2000; a 
director, assistant director and administrator, 2 part-time lecturers in user 
involvement and part-time tutors in research and cognitive behaviour therapy.  
(Table 1.1). 
 
Table 1.1: Programme in Community Mental Health Staff Team 
 

Lecturer Role Co1 
1997 

Co2 
1998 

Co3 
1999 

Co4 
2000 

Co5 
2001 

Di Bailey Director      
Dee Partridge Administrator      
Nick Adams Lecturer      
Lorraine Lewis Lecturer      

Guy Wishart Research 
tutor      

Tina Braithwaite Lecturer      

Michael Townend Assist 
Director      

Alan Dovey CBT Tutor      
 
The programme has also changed and evolved in other ways over the five years of 
the evaluation in response to governmental and local policies and feedback from 
students and the external evaluation.  Despite the name change to the RECOVER 
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Programme in Community Mental Health, the programme has retained the core 
elements of an interprofessional student group, an explicit user-focused value base 
and a commitment to the teaching and supervision of Psychosocial Inventions (PSI).  
The PSI approach taught on the course includes Cognitive Therapy, Early 
Intervention in Psychosis, Family Intervention, working with people with combined 
substance misuse and mental health problems and other psychological interventions 
such as coping strategy enhancement and relapse prevention.   
 
Examination of changes to the key modules of the Programme over the study period 
shows that most of the original modules have been retained with some merging but 
different orders have been tried to develop the most logical sequence for learning 
(Table 1.2). 
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Table 1.2: The modular programme by year 
 

 Cohort 1 
1997- 

Cohort 2 
1998- 

Cohort 3 
1999- 

Cohort 4 
2000- 

Cohort 5 
2001- 

Foundation 
module 

Foundation 
module 

Foundation 
module 

Foundation 
module 

Foundation 
module 

Contemporary 
Approaches to 
Psychiatric 
Symptoms & 
Pharmacology 

Contemporary 
Approaches to 
Psychiatric 
Symptoms & 
Pharmacology 

Psychological 
Interventions in 
Psychosis 

Contemporary 
Approaches to 
Psychiatric 
Symptoms & 
Pharmacology 

Contemporary 
Approaches to 
Psychiatric 
Symptoms & 
Pharmacology 

User Participation 
and Self-help 

User Participation 
and Self-help 

User Participation 
and Self-help 

Psychological 
Interventions in 
Psychosis 

Psychological 
Interventions in 
Psychosis 

Working in 
Community Teams 
and Accessing 
Community 
Resources 

Psychological 
Interventions in 
Psychosis 

Contemporary 
Approaches to 
Psychiatric 
Symptoms and 
Pharmacology 

User Participation 
and Self-help 

User Participation 
and Self-help 

 

Yr 1 

Psychological 
Interventions in 
Psychosis 

Working in 
Community Teams 
and Accessing 
Community 
Resources 

Working in 
Community Teams 
and Accessing 
Community 
Resources 

Working in 
Community Teams 
and Accessing 
Community 
Resources 

Working in 
community Teams 
and Accessing 
Community 
Resources 

Family intervention Family intervention Family intervention Family intervention Family Intervention 

Promoting Anti-
discriminatory and 
Ethically Sound 
Practice within a 
Legal Framework 

Promoting Anti-
discriminatory and 
Ethically Sound 
Practice within a 
Legal Framework 

Advanced 
Assessments, 
Interventions and 
Decision Making 

Advanced 
Assessments, 
Interventions and 
Decision Making 

Advanced 
Assessments, 
Interventions and 
Decision Making 

Cognitive Therapy 
for the Psychoses 

Cognitive Therapy 
for the Psychoses 

Interagency 
Collaboration 

Interagency 
Collaboration 

Interagency 
Collaboration and 
Early Interventions 
in Psychosis 

Interagency 
Collaboration and 
Early Interventions 
in Psychosis 

Interagency 
Collaboration and 
Early Interventions 
in Psychosis 

Early Intervention 
in Psychosis 

Early Intervention 
in Psychosis 

 

Yr 2 

Complex Clinical 
Assessments and 
Interventions 

Complex Clinical 
Assessments and 
Interventions 

Cognitive Therapy 
for the Psychoses 

Cognitive Therapy 
for the Psychoses 

Cognitive Therapy 
for Psychoses 

 

Yr 3 
Research 
Methodology and 
Service Evaluation 
combined with 
Masters 
Dissertation 

Research 
Methodology and 
Service Evaluation 
combined with 
Masters 
Dissertation 

Research 
Methodology and 
Service Evaluation 
combined with 
Masters 
Dissertation 

Research 
Methodology and 
Service Evaluation 
combined with 
Masters 
Dissertation 

Research 
Methodology and 
Service Evaluation 
combined with 
Masters 
Dissertation 

 

Each module is assessed by an assignment that involves written work based on 
practice and work-based activities (Table 1.3).  A portfolio is required in Year 1 and 
in Year 2, an audiotape of a session with a family is required for the Family 
Intervention module.  Specific learning outcomes are detailed for each module.   
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Table 1.3:  Means of assessing modules 2001/2 
 

 Module Assignment 

1 Foundation Analytical case study 

2 
Contemporary approaches to 
psychiatric symptoms and 
pharmacology 

Case study 

3 
Psychological interventions in 
psychosis 

2 linked assignments – 

a) cognitive behavioural assessment 

b) psychological intervention and 
evaluation 

4 User participation and self help Portfolio evidence of skills acquired 

5 
Working in teams and accessing 
community resources Portfolio evidence of skills acquired 

6 Family intervention Case study and audio tape of session 

7 
Advanced assessment, intervention 
and decision making 

2-part  

a) outline of complex assessment  

b) peer review of assessment with another 
participant  

8 
Interagency collaboration and early 
intervention in psychosis 

Critical and reflective account and 
mapping of available services 

9 Cognitive therapy Case study 

 
Analysis of the intended learning outcomes for all modules demonstrates that they 
could be classified into: 

 Skills 
 Knowledge 
 Values 
 Interprofessional learning 
 Putting learning into practice and  
 Appraisal and evaluation (Figure 1.2).   

 
It is important to note the Programme does not claim to train specialist therapists but 
rather to provide knowledge in the basic principles and skills of specific 
psychological interventions and experience in their practice.  For example, the 
module on Cognitive Therapy for the Psychoses aims to: 

‘provide training in the basic principles and practice of cognitive therapy, and 
to provide training in the application of cognitive therapy for the 
psychoses(specifically for delusions and hallucinations), including 
engagement, assessment, formulation and cognitive intervention.’ 

 
Learning outcomes for this module include students gaining: 

 Theoretical understanding of the basic principles of cognitive behavioural 
therapy, especially as they apply to the positive symptoms of psychosis 
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 Understanding of the clinical application of the CBT model of engagement, 
assessment, case formulations and goal setting 
 Understanding of the clinical application of cognitive behavioural therapy to 

modify dysfunctional delusions and or auditory hallucinations 
 Knowledge of how to evaluate therapeutic change using clinically validated 

rating scales. 
 
Fig. 1.2:  Examples of learning outcomes 
 

Learning outcomes 
Skills    
• Undertaking assessments including use of standardised measures 
• Demonstrate skills/proficiency, e.g. joint working, good health evaluation  
• Plan use of psychological intervention 
 
Knowledge 
• Demonstrate use of evidence 
• Theoretical understanding of interventions 
 
Values 
• Understand and apply principles  
• Identify shortfall in good practice and plan how to address 
 
Interprofessional working 
• Working in a collaborative manner 
• Function effectively in different roles 
• Mobilise colleagues 
 
Put learning into practice 
• Offer intervention to a family 
• Assist service users to manage an intervention programme 
 
Appraisal and evaluation 
• Critical examination of e.g. work context, best practice 
• Reflect on practice 
• Evaluate change in service users, especially clinical change 
 
 
To place this skills training in perspective, teaching on the module was delivered 
through 4 full-day teaching sessions, followed by some supervised practice working 
towards assessed assignments, while training in CBT to the level of practice 
competence probably requires at least a 12 months programme focused entirely on 
CBT.  An example of such a programme is a one-year course run by the Newcastle 
University Cognitive Behaviour Centre (Milne et al, 1999).  Specialist training 
programmes on family therapy accredited to Masters level comprise 1 day per week 
academic training and 360 hours of supervised clinical practice over a 2 year period, 
after which practitioners are eligible to apply to the UK Council for Psychotherapy for 
registration as a family/systemic psychotherapist.  
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Alongside the 3-year Programme in Community Mental Health, the Programme 
Board has set up a training course for supervisors.  The brief of the external 
evaluation did not include an evaluation of this course, but in the interests of 
completeness a description of the course has been included below. 
 
 
Birmingham University Programme staff comment  
The Supervisors Programme 
To be accepted onto the CMH programme participants must have a work-based 
supervisor when they are nominated to come on the course. A parallel training 
programme for supervisors has thus been run alongside the programme for 
participants since the first intake of students in 1997. There has been no cost 
to supervisors or their organisations for attending these sessions other than 
the indirect costs of their time.  The sessions have been attended regularly by 
some supervisors and on a more ad hoc basis by others. As a number of 
supervisors have continued to supervise students year on year and are thus very 
experienced in their role the programme has primarily been targeted in the last 
two years at staff who are ‘new’ to the supervisory role for this programme. 
The work-based supervisors’ role is primarily to assist the transfer of learning 
back to the workplace and help the candidates bring about change in their own 
practice and that of their teams.  In some instances work based supervisors 
have also provided guidance and support with academic assignments depending 
upon the needs of individual candidates. The programme has been further 
developed since the programmes’ commencement in response to supervisors’ 
feedback. 
 
 
 
1.7 Conclusion 
Given the unique character of the Birmingham Programme, we were particularly 
pleased to undertake its evaluation.  Not only was it an interesting Programme to 
study, but we saw the work as an unusual opportunity to evaluate the impact of 
education and training over time and into practice.  In the next section, we explain 
our approach to the evaluation that we adopted and the methodology we developed. 
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2. EXTERNAL EVALUATION OF THE PROGRAMME 
 
2.1 The commission 
The external evaluation was commissioned to assess the extent to which the 
Programme was meeting its objectives in four areas: its impact on changing 
attitudes and practice; the effectiveness of its interprofessional character; its impact 
on the organisational change agenda; and the outcomes for service users directly 
affected.  The external evaluation team was asked to consider the following 
questions (West Midlands NHS Executive, 1997): 
 
Impact of the Programme on the change agenda 
 How successfully has the Programme achieved its intended outcomes? 
 How successfully does the curriculum content translate into skills development? 
 How far reaching, or self-limiting, will any positive learning outcomes be beyond 

the immediate term? 
 What impact has the programme had on local working policies and practices? 
 How far have user expectations and aspirations of the practical impact of this 

Programme been met? 
 
Effectiveness of multi-professional education 
 What is the value of interprofessional input into the design, delivery, development 

and monitoring of the Programme? 
 What are the benefits of student cohorts being multi-professional and what 

factors affect outcomes? 
 What can be learnt from research into multi-professional education? 
 What factors support or inhibit students implementing their learning and how far 

does the Programme recognise and address these? 
  
Organisational context 
 If the Birmingham Programme equips students to contribute more effectively to 

the development of services, what factors, e.g. working environment, 
organisation structures etc. inhibit or support students to do so? 
 What are the factors from an organisational perspective that enable or hinder the 

development of more appropriate services and how far are these factors 
recognised and addressed by the Programme? 
 Are organisations actually ready to gain full benefit from the Programme and how 

might this readiness be measured? 
 
The external evaluation was required to inform the development of the Programme 
throughout and beyond the five year contract period and to contribute to the 
development of expertise on the need for, benefits of and potential for multi-
professional education. 
 
2.2 The approach adopted 
The following principles were adopted by the external evaluation team: 
 Working in partnership with stakeholders 
 Undertaking formative as well as summative evaluation by giving regular 

feedback to the Programme itself and an Evaluation Steering Group 
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 Developing an academic partnership with the Programme staff and students so 
that they could feel empowered rather than oppressed by the evaluation.  For the 
Programme staff, partnership included offering opportunities for joint publication 
of findings. 

 
A key feature of the partnership approach was the participation of service users and 
this has been described in detail in an Interim Report (1999) which was 
subsequently published in the Journal of Interprofessional Care (Barnes et al, 
2000a).  Service users were involved at each stage of the evaluation.  They 
participated in: 
 Developing the brief for the evaluation and the selection interview for tenderers 
 The Evaluation Steering Group 
 Developing a user-defined outcome measure to examine the satisfaction of 

service users with the care provided by students on the Programme 
 Training as interviewers and in data collection. 

 
2.3 Method – a general overview 
The evaluation was designed to follow three cohorts of students through the full two 
taught years of the Programme.  As the evaluation was commissioned after the 
launch of the Programme in 1997, it was not possible to study the first cohort from 
the time they joined the Programme but the 2nd, 3rd and 4th cohorts were tracked 
through years 1 and 2 of their studies.  The general approach was to collect the 
same data from each cohort at three time points.  Time 1 (T1) was before the start of 
the teaching schedule in Year 1, Time 2 (T2) was at the end of first year and Time 3 
was at the end of the second year.  No attempt was made to collect data from 
students in their third year on the Programme as they were dispersed, working in 
their own time undertaking research and preparing their dissertation.  The points at 
which data described in this report were collected is shown in Table 2.1. 
 
Table 2.1:  Data collection points for each cohort of students 
 

Cohort T1 T2 T3 
Co1: 1997-1999    
Co2: 1998-2000    
Co3: 1999-2001    
Co4: 2000-2002    
Co5: 2001-2003    

 
The evaluation set out to gather information from a full range of sources, including 
the students themselves, their colleagues and the services users with whom they 
worked.  Using both quantitative and qualitative methods, data were gathered 
systematically using validated questionnaire measures, semi-structured interviews, 
group discussions and participant observation.  The ways in which data were 
collected were as follows: 
   
 Evaluating the Teaching Programme and the implementation of learning 

1. An Interprofessional Education Questionnaire was drawn up containing a 
number of validated measures.  These covered: 
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 Attitudes to Community Care (Haddow and Milne, 1995)  
 Professional and team identity (Brown et al., 1986) 
 Team climate inventory (West, 1994) 
 Role ambiguity and conflict (Rizzo et al, 1970) 
 Implementation checklist (Carpenter, 1997) 
 Barriers to implementation (Corrigan et al., 1992, modified by Carpenter, 

1998)  
 General Health Questionnaire  (Goldberg and Williams, 1978) 

 
Students completed the questionnaire at the three time points, T1, T2 and T3.  
The number of questionnaires completed depends on the size of the year 
group and the number of students who returned completed schedules.  
Therefore response rates varied each year but in total 301questionnaires 
were received from 188 students (Table 2.2). 
 

Table 2.2: Interprofessional Education Questionnaire Returns 
 

Cohort 
(N=T1) T1 T2 T3 Matched 

pairs T1-2 
Matched 

pairs T2-3 
Co1 N=45  25 21  15 
Co2 N=51 46 38 16 33 11 
Co3 N=45 32 24 13 20 10 
Co4 N=47 33 33 20 27 15 
Total N=188 111 120 70 80 51 

 
2. Group discussions were held with the students at the University at the end of 

the first and second academic years.  The groups were usually selected on 
the basis of NHS trust of origin, so that two or three trust groups worked 
together.  The groups were facilitated by members of the external evaluation 
team and discussion concentrated on three primary goals of the programme:
  
 the interprofessional nature of the programme  
 the teaching and implementation of psychosocial interventions 
 the focus of user involvement. 

 
3. Interviews were conducted with a sample of individual students in their 

workplace (see below).  Visits to teams provided the opportunity to talk to 
students away from the busy teaching days at the University.  A semi-
structured questionnaire was used which enquired into student’s motivation 
for seeking access to the Programme, their reaction to the training, the skills 
and knowledge they felt they gained, issues arising from trying to implement 
learning and their views of their team.  In total, twenty-three students were 
interviewed. 

 
4. Teaching sessions were observed during the 1998-99 academic year and 

again in 2001.  The observer (CD) adopted a participatory approach making 
herself known to students and working in small groups/pairs with them when 
appropriate.  The focus of the observations varied depending on the subject 
being taught but broadly it concentrated on: 
 the actual content of the teaching and the reaction of the students  
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 interprofessional interactions, stereotypes and the voicing of attitudes.    
 

5. Information on students’ views of the Programme was also gathered from the 
internal evaluation carried out by Programme staff.  This included analysis of 
the student evaluation sheets completed at the end of modules. 

 
 Evaluation of the team climate and work context 

In order to develop an understanding of students’ work environment and of the 
issues that affected the implementation of their learning, a sample of teams was 
visited.  Only teams which had had at least one member of staff on the 
Programme were sampled and just one team was selected from each of the NHS 
mental health provider Trusts which contributed to the Programme.   

 
The visits to teams afforded the opportunity to gather a range of data: 
 Team members were asked to complete the Interprofessional Education 

Questionnaire so that comparisons could be made between the attitudes of 
students and those of their colleagues. 
 Facilitated group discussions were held focusing on the nature of the team, its 

clarity of objectives, multi-disciplinary working, team members’ experience of 
training, their opinion of the Birmingham Programme and how well they were 
able to implement learning 
 Team members who attended, or had attended, the Birmingham Programme 

were interviewed individually to hear their views on the Programme and the 
impact it has had on their practice (see above) 
 The team manager, and course supervisors where possible, were interviewed 

to discuss the impact of the Programme on team working and the individuals 
involved. 

 
The intention was to visit a team in each of the West Midlands mental health 
provider NHS trusts.  At the start of the study this numbered 17, but with trust 
mergers and changes, this reduced to 13 and additional difficulties arose in 
identifying viable teams to visit in two trusts.   In these trusts, students either did 
not work in teams, or had changed jobs recently.  Therefore, overall, 11 trusts 
were visited, and in two trusts more than one team was met.  The teams visited 
had a variety of functions (Table 2.3) including community mental health teams, 
an assertive outreach team, an OT unit, a social services resource centre and 
crisis unit and NHS residential units.  Teams also varied in size with the smallest 
containing just 4 members.   
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Table 2.3: The profile of teams visited  
 

Type of Team Total 
staff Professions 

Students 
started 
Prog  

Students 
interviewed 

Team 
manager  Supervisor  

24 hour staffed care 24 
Nurses, support workers, 
psychiatrist, OT and OT 
assistants 

1 1 1 1 

24 hour staffed care 
& satellite 
supported housing 

24 Nurses, support workers 1 1 1 1 

24 hr staffed care 20+ 15 nurses, psychologist, 
OT, nursing assistant 2 2 1 1 

Assertive Outreach 11.5 
Nurses, SW, support 
workers, psychiatrist, SHO, 
psychologist 

1 1 1  

CMHT 10+ 

CPN, Psychologist, SW, 
admin, psychiatry input, 
forensic and cultural 
specialists 

2 2 1  

CMHT 12 SW, consultant, Snr Reg, 
nurses, support workers 3 3   

CMHT 17 
SW, SW assistants, CPN, 
older people CNP, 
psychiatrist 

2 2 1 1 

CMHT 12 

ASW, Assist SW, support 
workers, OT, CPN, 
psychiatry input, 
psychologist 

4 1 1  

CMHT 10+ 
Nurses, SW, OT, 
psychiatrist, SHO, 
psychologist 

5 3   

CMHT & linked 24 
hr staffed care 20+ Nurse, psychiatry , OT 1 1 1  

OT team 7 3 qualified OT, 3 OT 
assistants, team manager 1 1 1  

Recovery Team / 
Assertive Outreach 4.5 CPN, Psychologist 3 3  2 

Resource centre 
and crisis unit 20+ SW and support workers 2 2 1  

 
 Understanding the environment 

In order to develop an understanding of the environment in which the 
Birmingham Programme in Community Mental Health had been set up, the chief 
executive and/or director of mental health services of the 17 West Midlands 
mental health provider trusts were interviewed between November and 
December 1998.  These semi-structured interviews aimed to explore: 
 the trust’s strategic approach to mental health development 
 operational structures and plans for multi-agency working 
 the training strategy and expectations of inter-professional education. 

 
 Measuring outcomes for service users 

In order to evaluate the outcome of the Programme for service users, students 
on the Programme are trained to use a number of standardised outcome 
measures by the authors and asked to use these measures with a sample of 
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service users with whom they worked.  The instruments used included measures 
of: 
 quality of life - Lancashire Scale (Oliver et al, 1995) 
 mental health status – HoNOS (Wing et al, 1994), Global Assessment Scale 

(GAS) (Endicott et al, 1976) and Brief Psychiatric Rating Scale (BPRS) 
(Overall & Gorham, 1962) 
 life skills -Life Skills Profile (Rosen et al, 1989) 
 demographic, service use and risk measure (MARC2) (Huxley et al., 1999). 

  
The methods and procedure were piloted with participants in Cohort 2 and used 
with cohorts 3 and 4.  The detailed procedure is described in para. 9.2.  The 
response rate varied for each measure but overall a total of 72 matched pairs 
was obtained for the measures of mental health status and 64 matched pairs for 
the quality of life measure  (Table 2.4).   

 
Table 2.4: Response rate of service user outcome measures from Cohort 3 
 

 HoNOS, Marc2, 
BPRS etc 

Lancashire 
Quality of Life 

User views & 
Empowerment 

Cohort 3 T1 75 71 60 
Cohort 3 T2 37 37 18 
Cohort 3 Matched 36 34 15 
Cohort 4 T1 97 89 60 
Cohort 4 T2 46 39 18 
Cohort 4 Matched 36 30 13 

Total Matched 72 64 28 
  
 Service user views and Empowerment Scale 

All service users with whom students completed outcome measures were given a 
2-part questionnaire to complete:  part 1 covered users’ views of the service they 
receive from students and part 2 an Empowerment scale.  Service users were 
given the choice of completing the questionnaire themselves or being interviewed 
by a researcher or peer interviewer.  Of the 120 questionnaires returned (28 
matched pairs Table 2.4): 
 101 were completed by service users themselves 
 15 were interviewed by another service user 
 19 were interviewed by a researcher. 

 
In summary, a mix of methods was used to gather data which would enable the 
research questions to be answered and provide an evaluation of the training 
programme, its impact on the services in which students work and its outcome for 
service users.  The methods and measures have been summarised in Table 2.5.  
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Table 2.5: Summary of methods and measures 
 
Area of investigation Measures 
Reaction of students to the 
Programme 

Group discussions with student group 
Individual student interviews 
Internal evaluation 

Outcomes for students: 
 

Attitudes to community care 
Professional identification 
Interprofessional attitudes 
Group and individual interviews 
Observation 

Implementing learning Psychosocial interventions inventory 
Barriers to implementation 
Group and individual interviews 
Internal evaluation 

Context of innovation Team discussion 
Team functioning questionnaire 
Interviews with Chief Executives 

Outcomes for service users Health of Nations Outcomes Scale (HoNOS), 
MARC2 
Lancashire Quality of Life 
Global Assessment Scale (GAS) 
Brief Psychiatric Rating Scale (BPRS) 
Life Skills Profile 
User-defined outcome scale 
Empowerment scale 

 
Some further information on these data sources and measures is given in the 
relevant section of the report alongside the findings. 
 
We used the Kirkpatrick framework as modified by Barr et al (1999) to present the 
outcomes of the Programme.  This provides a well recognised format for structuring 
evaluations of training programmes for health and social care professionals. 
 
Kirkpatrick framework 
Training programmes can be evaluated in terms of many different outcomes.  
Kirkpatrick’s framework (1967) has four levels and each of the levels measures 
different but complementary aspects of training.   Kirkpatrick’s first of the four levels 
was labelled “Reaction” and is concerned with trainees’ feelings about the training 
they have received.  This level tells us only what the trainees’ liked or disliked about 
the training, it does not tell us if the students actually learnt anything.  Kirkpatrick’s 
second level measures learning which may or may not have taken place on the 
training programme.  For example, have students increased their levels of 
knowledge or skills following the training?  Kirkpatrick’s third level is termed 
“Behaviour” and is concerned with the transfer of learning to the workplace.  The 
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final level is “Results” and it aims to determine whether training makes a difference 
to those people who receive a service from students who have been trained.   
 
Barr and colleagues (Barr et al., 1999) expanded the second and fourth levels of 
Kirkpatrick’s model.  They split the second level of learning to consider, separately, 
the modification of attitudes and perceptions and the acquisition of skills and 
knowledge.  They split the fourth level to consider changes in organisational practice 
and benefits to service users.  As it is this expanded framework which best suits 
evaluations of training programmes for health and social care professionals, it has 
been used in this report. 
 
Table 2.6: Kirkpatrick/Barr Framework of Levels of Outcomes 
 
Level Description 

Level 1:  Learners’ Reactions 
These outcomes relate to participants’ views of their 
learning experience and satisfaction with the 
programme. 

Level 2a:  Modification of attitudes/ 
perceptions 

Outcomes here relate to changes in reciprocal attitudes 
or perceptions between participants, towards patients/ 
users and their condition, circumstances, care and 
treatment. 

Level 2b:  Acquisition of knowledge/ 
skills 

This relates to concepts, procedures and principles and 
skills 

Level 3:  Change in behaviour 

This level covers behavioural change transferred from 
the learning environment to the workplace prompted by 
modifications in attitudes or perceptions, or the 
application of newly acquired knowledge or skills in 
practice. 

Level 4a:  Change in organisational 
practice 

This relates to wider changes in the organisation and/ or 
delivery of care, attributable to an education programme.

Level 4b:  Benefits to service users/ 
carer 

This covers any improvements in the health and well 
being of service users or carers as a direct result of an 
educational programme. 

 
2.4 Statistical analyses  
The quantitative data have been analysed with the help of our colleague David 
Woof, Director of the Statistics Consultancy Unit at Durham University.   
 
The analytic methods used for making comparisons between professional groups 
were Analysis of Variance (standard and Kruskal-Wallis, non-parametric).  
Comparisons over time, for example changes in mental health status of service 
users, were made using paired t-tests and Wilcoxon Signed Ranks tests.   
 
The internal reliabilities of the individual measures (scales) used in the questionnaire 
were examined and were good throughout, with one exception (The Attitudes to 
Community Care questionnaire, where the sub-scales were not internally consistent 
and we therefore report total score and individual items).   
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In the interests of readability, we have not always reported significance levels (p-
values).  We refer to highly significant or very strong evidence (p < 0.001); very 
significant or strong evidence (p < 0.01); significant evidence (p < 0.05) and weak 
evidence (p < 0.1).   
 
Before describing the findings from our study analysis, the next section of the report 
examines who has attended the Programme and explores the nature of the student 
group. 
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3. AN INTERPROFESSIONAL PROGRAMME 
 
In this chapter we describe the student group in each cohort and explore the issues 
experienced in attracting an interprofessional intake onto the Programme.  The 
interprofessional nature of the student group has changed during the five years of 
the study and the longitudinal nature of the evaluation has proved to be very 
valuable in enabling this to be studied in some depth. 
 
3.1 Background information about the student group 
Profession 
The programme began with 45 students in 1997.  This intake, referred to as Cohort 
1, was made up of nurses, social workers, occupational therapists, psychologists 
and psychiatrists (Fig. 3.1).  Nurses were the largest professional group on the 
programme with 21 students.  Social workers and occupational therapists were the 
next largest professional groups with 8 and 9 students respectively.  Psychiatry was 
represented by 2 students and psychology by 4.  One student was not aligned to any 
professional group but worked as an advocate. 
 
The second intake, Cohort 2, started the programme in 1998 with 51 students.  
Again, nurses were the largest professional group representing 28 students (Fig. 
3.2).  Social work and occupational therapy both had nine representatives in the 
cohort and one psychologist started the programme.  The four students who made 
up the “Others” group included 3 students from the voluntary sector and a 
community drugs worker.   
 
Cohort 3 started the programme in 1999 with 45 students.  Nurses made up almost 
two thirds of the student group with 28 representatives (Fig. 3.3).  Six students 
started the course from social work and occupational therapy backgrounds.  
Psychiatry and psychology were represented by one student each.  Finally, the three 
students in the “others” group included a drop-in centre co-ordinator, an Asian 
mental health worker and one person from the voluntary sector.   
 
Nurses made up 32 of the 47 students to start the programme with Cohort 4 (Fig. 
3.4).  Social work was represented by 6 students.  Only one student came from an 
occupational therapy background.  Two students self-defined as service users.  
There were a further two individuals who also identified as both service users and 
workers with roles in mental health services.  In total, six students fell into the “other” 
category including a day centre manager, a project worker, a drugs worker and three 
students from the voluntary sector.   
 
In 2001, 37 students started the programme.  The cohort consisted of 22 nurses, 3 
social workers and 6 occupational therapists (Fig. 3.5).  One student identified as a 
service user, the remaining 5 students as non-professionally aligned workers in 
services such as; crisis outreach, counselling and home treatment.   
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Figure 3.1: Profession of students 
starting Cohort 1 (N=45) 

 
 
 
 
Figure 3.2: Profession of students 
starting Cohort 2 (N=51) 

Figure 3.3: Profession of students 
starting Cohort 3 (N=45) 

 
 
 
Figure 3.4: Profession of students 
starting cohort 4 (N=47) 

Nursing
47%

Social work
18%

OT
20%

Others
2%

Psychol
9%

Psychia
4%

Nursing
54%

Social 
work
18%

OT
18%

Other
8%

Psychol
2%

Nursing
63%

Social 
w ork
13%

Other
7%

OT
13%

Psychol
2%

Psychia
2%

Nursing
68%

OT
2%

Social 
work
13%

Other
13%

SU
4%



 SECTION 3 

32 

Figure 3.5: Profession of students starting Cohort 5 (N=37) 
 

 

Age, gender and race 
Data on age were taken from the IPE questionnaires that students completed at 
the start and at the end of years 1 and 2 of the programme.  Some 39 students did 
not complete this section of the questionnaire, or did not complete the 
questionnaire at all.  Thus, data are reported for the 83% of students.  Most 
students who started the programme were aged between 31 and 40 years (58%).  
This was true across all cohorts (Fig. 3.6).  Only nine students (5%) were aged 51 
or older, and only 28 students (15%) were aged between 20 and 30 years.  
Cohorts 1 and 2 had the highest mean age of students, 39 years and cohorts 4 
and 5 had the youngest mean age of students 35 years.  Therefore the ‘typical’ 
student was a nurse in their thirties. 
 
Figure 3.6: Age of students by Cohort  
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From the total of 189 students for whom we have data regarding their gender 69% 
were women and 31% were men.  Women made up over two thirds of the student 
group across all cohorts (Fig. 3.7).  Cohort 4 had the lowest percentage of men 
(27%) and cohorts 2 and 3 had the highest percentage of men (33%).   
 
Figure 3.7: Gender of Students by cohort  
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The number of students from Black and minority ethnic communities recruited 
onto the Programme has fluctuated annually (Table 3.1).  After a disappointing 
start attracting only 8% of Black and minority ethnic students in cohort 1, cohorts 2 
and 4 comprised 14% of Black and Asian students and this rose to 22% in cohort 
5. cohort 3 comprised 9% Black and Asian students. 
 
Table 3.1: Ethnicity of Students   
 

Ethnic community Co1 (N=25) Co2 (N=51) Co3 (N=36) Co4 (N=41) Co5 (N=36)

Black & African Caribbean  8% 6% 12% 14% 

Asian 8% 2% 3% 2% 8% 

White British 92% 73% 92% 80% 75% 

Other white  14%  5% 3% 

Mixed race  4%    
 

NHS Trust of origin 
All of the NHS mental health provider trusts have supported members of their staff 
to join the Programme.  Not every trust has been able to send students each year, 
but over the 5 years of the study all have been represented (Fig. 3.8).  Trust 
mergers have been one cause of years missed but once the new trust has 
become established, further intake from that trust can be seen. 
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Figure 3.8: Trust of origin of students on the Programme in Cohorts 1-5 
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Time in Role and Present Position 
The students who attend the Programme tend to be well-established 
professionals.  The majority of them had been in their current jobs for over 5 years 
(Fig. 3.9) and 22% had been in their jobs for 10 or more years.  At one extreme 
there were those who had been qualified for just one year (N=17, 9%) while at the 
other there was an individual who had worked in the same position for 29 years.   
 
However, while students had often been working in one position for some time, 
they were likely to be working in a different team.  The mean length of time spent 
in their current teams ranged from an average 5.7 years for cohort 3, to 2.3 years 
for cohort 5 indicating that the reconfiguration of services created by the 
implementation of the NSF was having an impact on students in more recent 
cohorts.  
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Figure 3.9: Mean length of time in present position and team 

 

3.2 Participation of professional groups 
The benefits of interprofessional education to which the Programme aspired have 
been summarised by Barr et al. (1999) as follows: 
 Enhancing motivation to collaborate by providing students with productive 

learning experiences.  It is predicted that students will then generalise from 
these positive interactions. 
 Changing attitudes and perceptions by countering prejudices and negative 
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 Cultivating interpersonal, group and organisational relations by allowing 

students to increase their awareness of their relationships with other 
individuals, groups and organisations through stimulation 
 Establishing common values and knowledge bases by providing information 
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required for collaboration 
 
However, to achieve these goals the appropriate professionals must share the 
learning experience.  Ideally, an interprofessional mental health learning initiative 
would include representation of mental health professionals at a level that reflects 
the professional make-up of those who contribute to community mental health 
services.  Mental health nurses are typically the largest professional providers of 
mental health services and as such, it would be expected for them to make up the 
largest professional group on the Programme.  A survey by the Sainsbury Centre 
for Mental Health in 1994 showed that the average community mental health team 
of 11 people comprised 3.5 nurses and 1.5 social workers but only part-time 
occupational therapists, psychologists and psychiatrists.  Therefore, it is unlikely 
and undesirable that the programme would attract equal numbers of all 
professionals but it would hoped that all professionals would be represented.   
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Hence, the external evaluation team have watched with interest the changing 
participation of the relevant mental health professionals in each successive cohort 
on the Birmingham Programme.  As the participation of psychiatrists and 
psychologists has caused greatest concern to the Programme commissioners and 
providers, particular attention is paid to this here, but in this section we also reflect 
on the participation of other professions to the Programme. 
 
3.2.1 Participation of psychiatrists and psychologists 
Initially the Programme succeeded in attracting two psychologists and four 
psychiatrists as students (Table 3.2) but two psychologists withdrew from the 
Programme within its first year.  The other two psychologists and one psychiatrist 
exited with Certificates at the end of year 1, and the remaining psychiatrist has 
currently deferred (Table 3.3).  In the following two years, only one psychiatrist 
and one psychologist joined the course.  The psychologist successfully completed 
the Diploma (at the end of year 2) whilst the psychiatrist had to withdraw from the 
Programme because of moving to a different part of the country.  The fourth and 
fifth cohorts of students included neither a psychiatrist nor a psychologist.  
 
Table 3.2: Students starting the course. 
 

Cohort (N=number students starting cohort) Psychiatrists Psychologists 
Cohort 1 (N=45) 2 4 
Cohort 2 (N=51) - 1 
Cohort 3 (N=45) 1 - 
Cohort 4 (N=47) - - 
Cohort 5 (N=37) - - 

Total 3 5 

 

Table 3.3: Level completed by students. 
 

Cohort 1 Cohort 2 Cohort 3 
Qualification 

Psychiatrists Psychologists Psychologists Psychiatrists 
Certificate  1 2   
Diploma   1  
Masters     
Deferred 1    
Withdrew  2  1 

 

Therefore, no psychiatrist nor psychologist has yet completed the Programme at 
Masters level and few are attracted to study on it.  This raises the questions of 
why there are such low levels of participation and why do so few of those that do 
join the Programme not finish the 3 years?  
 
Looking for evidence in literature is unrewarding as there is very little that 
discusses the issue of involving psychiatrists and psychologists in learning 
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initiatives with other professionals from community mental health services.  A wide 
search revealed that most of the literature concerned with this field concentrates 
on the relationship between nurses and social workers or, in a wider health 
setting, on doctors and nurses.  As such, the following issues are taken from a few 
key sources that address the specific issue of training community mental health 
workers, including psychiatrists and psychologists, within a collaborative context. 
 
Issues in Clinical Psychology 
Clinical psychology is a relatively small profession whose members are in great 
demand.  This is due to a shortage of supply which has been estimated to be as 
much as 50% in some places (Sainsbury Centre for Mental Health, 1997).  Clinical 
psychology training requires the completion of a 3-year postgraduate doctoral 
programme that is based upon a ‘scientist-practitioner’ model (Pilgrim and 
Treacher, 1992).  The long training aims to provide students with skills in 
research, therapeutic skills and management (British Psychological Society, 
1995).  However, the training has also been criticised for concentrating on an 
individual practitioner model as opposed to a ‘team player’ model (Sainsbury 
Centre for Mental Health, 1997).  
 
It is perhaps the effect of such training that has led to a debate within the 
profession about the suitability of CMHTs as a work environment for clinical 
psychologists.  Peck and Norman (1999) found that although committed to 
multiprofessional working, clinical psychologists are ambivalent about being too 
closely identified with teams.  The psychologists who took part in the facilitated 
workshops by Peck and Norman argued that this was because many 
psychologists work part-time in mental health services and most work across 
several teams.  They argued that this means many psychologists did not feel fully 
committed to any single CMHT.  This is supported by the finding of Onyett et al 
(1997) who investigated job satisfaction and burnout in CMHTs workers and found 
that psychologists scored low on team identification but high on professional 
identification.  These part-time roles and the fact that psychologists have a large 
degree of autonomy in creating their own roles has led some to argue that a 
consultancy role is more appropriate for this profession (Mistral and Velleman, 
1997; Sainsbury Centre for Mental Health, 1997).    
 
Issues in Psychiatry 
The literature highlights that the move from a hospital dominated service to one 
within the community and working within a multi-disciplinary team, not necessarily 
led by a psychiatrist has not been easy for psychiatrists (Sainsbury Centre for 
Mental Health, 1997).  The shift has meant an increase in management and other 
demands on psychiatrists with no increase in resources.  Issues of responsibility 
within CMHTs are still not clear and psychiatrists report that they feel they are 
responsible not only for their own work but also for that of other professionals 
(Peck and Norman, 1999; Onyett et al, 1997).  This is a source of stress for 
psychiatrists and may help to explain Onyett et al’s (1997) finding that 
psychiatrists experienced a greater level of psychological stress than other CMHT 
staff.  The Sainsbury Centre for Mental Health (1997) noted other factors such as 
the 10% vacancy rate at all levels in psychiatry for explaining the reasons for poor 
morale.  They suggested that overworked psychiatrists may not have the appetite 
for multi-professional working. 
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Psychiatrists’ attitudes towards multi-professional relationships within community 
mental health services have been further illuminated by Peck and Norman (1999).  
They found that many psychiatrists did not accept that membership of community 
mental health teams means equality of status, or democratic decision making.   
 
Thus relevant factors identified by the literature that may affect the attitudes of 
psychiatrists and psychologists towards interprofessional training with others from 
community mental health are: 
 A general ambivalence within the professions to joint working 
 Status issues 
 Time and resources due to staff shortages 

 
Issues arising from the Programme 
Qualification: Educational differences between professional groups mean that a 
Master’s Degree will not attract all professionals equally.  Clinical psychology and 
psychiatry are the two professions within mental health that demand the highest 
levels of professional qualification and lengthy professional training.  Both 
professions are qualified as “doctors”, with doctorates in psychology in the case of 
clinical psychologists.  This has to be compared to the other mental health 
professions such as occupational therapy and nursing that have recently changed 
to become 3 year degree training courses and social work which, until 2003, has a 
2 year Diploma as the basic requirement for practice (although around 25% have 
postgraduate qualifications).  Thus the opportunity to study for a Master’s degree 
is more enticing, in terms of personal challenge and career development to 
nurses, social workers and occupational therapists as opposed to the already 
highly qualified psychologists and psychiatrists. 
 
Length of the Programme: The scarcity of psychiatrists and psychologists in 
community mental health services means that there are difficulties in replacing 
them when they go on training courses.  Three years is a long period to pay for 
locums or to release a psychiatrist or psychologist for one day each week.  For 
others, such as social workers, nurses and OTs, who are usually not the sole 
representative of their profession within a team, cover for absences is easier to 
arrange.  Additionally, many psychologists and psychiatrists work across a 
number of teams and move between hospital and the community.  
 
Purpose of the Programme: Learning from the programme differs for each 
professional group.  Thus, the opportunity to learn psychosocial interventions, 
such as cognitive behavioural therapy and behavioural family therapy, may be 
less attractive to psychologists who may have already received some training in 
these areas.  However, if the purpose of the course is to give all community 
mental health workers core skills and a common value base then the programme 
would be appropriate to all professional groups.  But, this does not necessarily 
mean it is of equal interest to each professional group.  The programme has a 
variety of aims and this may be both a strength and a weakness.  Other courses 
that have one clear aim, such as training students in a particular psychosocial 
intervention, do not appear to have the same problems attracting psychologists 
and psychiatrists.  For example, a cognitive behavioural therapy training course in 
Newcastle in 1999 attracted 4 psychiatrists and 7 psychologists despite having a 
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smaller student intake (22) overall than the Birmingham programme.  However, 
the course was not limited to those working with people with severe mental illness. 
 
Motivation: Due to expectations of training, usually formed during pre-
qualification training, the focus of the Programme on attitudes and values may 
appeal to some professions more than others.  Social workers are trained in a 
psychosocial approach that places emphasis on reflective practice and 
challenging values and attitudes that discriminate against service users.  Nursing 
training has also tried to break away from the medical model and operates within 
a complex biopyscho-social framework (Hannigan, 1999).  However, 
psychologists are trained in a scientific-practitioner model and psychiatrists are 
trained predominantly in a biological model.  Training in psychiatry is also very 
knowledge based and as such psychiatrists may be attracted towards more 
traditionally didactic courses. 
 
Culture of Profession: clinical psychologists are generally trained in an individual 
practitioner model and do not usually concentrate on severe mental illness, 
preferring acute problems/ conditions. 
 
Support from Trust and Region: In contrast to the Birmingham Programme, a 
new programme at Sunderland University (begun in 2001) attracted the interest of 
quite a high proportion of psychiatrists.  From nineteen places three were taken by 
consultant psychiatrists and one by a psychologist.  One other psychiatrist 
expressed interest in taking part in the course but was unable to arrange for this.  
The programme staff felt that the demand from psychiatrists and psychologists for 
the course was due to the way that the Region and has focussed recruitment for 
the programme.  Places were first offered to those two professional groups before 
others. 
 
The difficulties in attracting and retaining psychiatrists and psychologists to the 
Programme were discussed at a meeting on the 31st January 2001 which was 
attended by representatives from the Birmingham Programme, the evaluation 
team, members of the Evaluation Steering Group and representatives of 
psychology and psychiatry in the region.  They concluded that the lack of 
participation by psychiatrists and psychologists in the course was regrettable 
because it reduced the multidisciplinary nature of the student group and was a 
missed opportunity for those professions, but with the time commitment involved 
and the local staff shortages, their lack of participation was understandable.  
Finally, it was identified that there is a need to rethink what the Programme has to 
offer psychologists and psychiatrists and how important it is to encourage them to 
come on board.  Various ways forward were discussed but it was concluded that 
the issue of involving psychiatrists and psychologists in interprofessional training 
was wider than the Birmingham Programme.   
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Birmingham University Programme staff comment 
Involvement of psychiatrists and psychologists 
The programme has endeavoured to recruit all disciplines to the programme 
and has been partially successful in this respect. The professional groups 
which have proved most difficult to recruit include psychiatrists and 
psychologists. However, these groups have seen a greater representation as 
supervisors for participants on the programme possibly reflecting their  
“elevated status” in CMHTs and perceived academic and clinical expertise.  

Disciplinary Breakdown of Supervisors who Completed 
Questionnaires
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3.2.2 Social workers 
Social workers in mental health are a unique professional group as they are not 
employed by health trusts but by social services departments or by the voluntary 
sector.  The programme has recruited 34 social workers to the first five intakes of 
the course.  They made up 15 % of the total student group over the five years.  
This ranged from social workers making up 22% of the student group for cohort 1 
to 8% for cohort 5.  Whilst the number of social workers attending the programme 
has reduced over the five years studied, the figure is still higher than the number 
of social workers found to be involved in training by Brooker et al. (2002).  They 
surveyed post qualification training in mental health and found social workers 
made up 11% of participants of postgraduate training for mental health 
professionals between 1995-1998.   
 
Of the social workers that started the programme 27% had so far left with a 
qualification (Table 3.4).  Four students (12%) have so far achieved the MA level, 
none have yet left with the Diploma and five have left with the Certificate.  Over 
one third (35%) of the social workers who started the programme are still enrolled 
as current students and 13 (38%) have either deferred their progress or left the 
Programme without any qualification.   



 SECTION 3 

41 

Table 3.4: Outcomes for social workers 
 
 Cohort 1 Cohort 2 Cohort 3 Cohort 4 Cohort 5 Total 
MA 3 1    4 
Diploma       
Certificate 3 1 1   5 
Current 1 4 1 4 2 12 
Deferred     1 1 
Withdrawn 3 3 4 2  12 
Other       

Total 10 9 6 6 3 34 
 
The reasons for such under recruitment of social workers to programmes are 
manifold.  During the evaluation a presentation was made at a meeting of the 
Regional Social Services Forum to discuss the issue of social services staff 
attending the programme.  The meeting focused on training and workforce issues 
and was attended by social services training officers who were familiar with the 
Programme.  The meeting agreed that social workers could benefit from studying 
on the course and provide valuable input into the student group.  However, they 
also pointed out that it was not in their interests to release staff to attend the 
Birmingham Programme.  A number of reasons for this were given: 
 
 Social services departments do not tend to support their staff to study for 

Master’s degrees preferring social workers to study for accredited Post 
Qualifying and Advanced Social Work awards.  In their experience, Master’s 
qualifications were seen to provide staff with a passport to promotion which 
often meant they moved away from the authority which sponsored their 
training. 
 Currently the Birmingham University Master’s Programme in Community 

Mental Health is not accredited.  Steps were taken to obtain accreditation, but 
joint accreditation was sought for social workers, OTs and nurses and the 
attempt failed.  Individual approaches to the separate professional training 
boards have not been followed through. 
 The Programme is a skills-based course which familiarised students with 

psychosocial interventions.  However, social services departments do not wish 
to promote the therapeutic role of social work.  They regarded social workers 
are a scarce resource.  They believed that they must prioritise the role of care 
management and the fulfilment of statutory duties as Approved Social Workers 
under the Mental Health Act. 

 
Within interprofessional teams, the need for social workers to take their share of 
management posts was recognised.  The interprofessional characteristic of the 
Programme was therefore praised but regret was expressed that the course did 
not include any modules on management. 
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Birmingham University Programme staff comment 
Involvement of Social Workers 
While cohort 5 saw a drop in the number of social workers attending the 
programme this seems to have reversed in cohort 6 with the proportion being 
similar to that in cohorts 1 and 2. One of the disincentives for social workers 
has been the programme’s lack of professional accreditation.  A national 
review will shortly be commencing of the post qualifying framework for social 
work training to recognise occupational standards in mental health and 
changes to the arrangements for continuing professional development.  In the 
light of the new social work degree it is anticipated that professional 
accreditation will not be pursued in the short term but will be revisited once 
the review to the PQ framework is complete. However a management pathway 
through the programme will be created which may prove more attractive to 
social work participants in future.  
 
3.2.3 Nursing 
Nurses were the largest professional group to take part in the programme; they 
made up 57% of the total number of students to start the programme.  In the first 
cohort, they formed 42% of the student group and this rose until cohort 4 where 
they made up 68% of the student group.  From the 128 nurses who have started 
the programme between 1997 and 2001, 10 (8%) have so far achieved the MA 
level, 8 (6%) have so far left with the Diploma and a further 8 (6%) have left with 
Certificate (Table 3.5).  
 
Table 3.5: Nursing 
 
 Cohort 1 Cohort 2 Cohort 3 Cohort 4 Cohort 5 Total 

MA 5 5    10 
Diploma 3 4  1  8 

Certificate  4 3 1  8 
Current 1 8 14 24 16 63 

Deferred  2 1 1 3 7 
Withdraw

n 10 4 9 5 3 31 

Other  1    1 

Total 19 28 27 32 22 128 
 
Thus, 20% of the nurses who started the programme have left with a qualification.  
Half of the nurses who started the programme are still enrolled as current students 
and the remaining 30% have either deferred their progress or withdrawn from the 
programme.   
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3.2.4 Occupational Therapy 
Overall, OTs made up 14% of the students who started the programme in the first 
five intakes.  They represented 20% of the student group in cohort1 but their 
participation dropped dramatically in cohort 4 where only one OT joined the 
programme.  By cohort 5, the intake of OTs had risen again to 16% of that year’s 
student group.  By September 2002, 7 OTs had successfully completed the MA 
level of the programme, making up 32% of those to meet this level (Table 3.6).  
Only one OT has so far left with the Diploma and 9 have left with the Certificate.  
Thus of the 31 OTs to start the programme 55% have left with a qualification and 
32% are still enrolled on the programme.  Just 13% have either deferred their 
progress or left the programme before gaining any qualification 
 
Table 3.6: Occupational therapy 
 

 Cohort 1 Cohort 2 Cohort 3 Cohort 4 Cohort 5 Total 
MA 4 3    7 
Diploma 1     1 
Certificate 3 3 3   9 
Current 1  3 1 5 10 
Deferred     1 1 
Withdrawn  3    3 
Other       

Total 9 9 6 1 6 31 
 
 

Birmingham University Programme staff comment  
Occupational Therapy 
Occupational therapy is the only professional discipline not represented by a 
school within the University of Birmingham. However two graduates from the 
programme now work as lecturers in the School of Occupational Therapy at 
Coventry University and have provided opportunities for collaboration in 
respect of mental health research and teaching.  In order to redress the 
balance of OT input, an OT representative has been co-opted from South 
Staffordshire Healthcare onto the management board.  In addition OT 
colleagues have been involved in co-delivering some of sessions on 
professional roles and responsibilities on the Foundation Module and in co-
facilitating the Working in Community Teams modules.  All these efforts have 
sought to raise the profile of OT as a profession given their minority 
representation on the programme and clarify their contribution to the care 
of people with severe and enduring mental health problems.  The programme 
will pursue the issue of professional accreditation for OTs.  
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3.2.5 Service Users and the Voluntary Sector 
A particular feature of the Programme has been its willingness to open 
participation to the voluntary sector, advocates and service users.  The first cohort 
included an advocate and the second and third cohorts, included three and two 
students respectively from the voluntary sector.  Two students in Cohort 4 and 
one student in Cohort 5 identified themselves primarily as service users.  Of 
course, a number of professionals may also have been service users or carers, 
and indeed some stated this on their questionnaires. 
 
The participation of non-professionally qualified workers and of service users 
raised some issues partly because the course syllabus had been designed for 
professionals who were assumed to have therapeutic relationships with ‘clients’ 
and who wished to develop skills in psychosocial interventions.  This was not the 
case for advocates, development workers or other non-professional workers in the 
voluntary sector.  Nevertheless, it could be argued that these non-professionals 
and also service users could learn useful information about the appropriateness, 
methods and effectiveness of psychosocial interventions, even if they were not 
intending to practice these interventions themselves. Other parts of the course 
dealing with policy and service organisation were of course potentially very useful 
for voluntary sector works and users who might wish to stimulate or support 
service developments. 
 
3.3 Students’ motivation for joining the Programme 
The majority of students were attracted to the Programme because it would give 
them a Master’s Degree.  For some this was an underlying reason and they 
claimed to have other stronger motivations but the academic qualification was a 
pull nonetheless.   

It was purely for the Master’s.  I thought that I'd be able to sit out for 2 years.  
The personal outcomes for me were the qualification and the opportunity to 
do some research.  It was not about promotion.  That would not make much 
difference especially as I was not looking for promotion.  I was looking for 
diversity.  (CPN Interview 2) 

The Birmingham Programme also presented a rare opportunity to study for a 
Master’s Degree at no cost.  There are no fees, the student remains on full pay 
and they are released from work to attend teaching. 

I really wanted more training and to learn more skills.  A Master’s degree also 
looks good on your CV.  The fact that the place to do a Master’s was paid for 
was an additional bonus.  There are few opportunities for this because you 
usually have to pay fees.  I also heard the course was good from others in 
[the trust].  (OT Interview 16) 

Other motives focused on obtaining new skills and knowledge.  These included: 
 
 Gaining skills especially for work with people with severe mental illness 

Looking at the criteria of the course I was interested in the skills and working 
with people with severe and enduring problems.  At the moment I tend only to 
work with severe and enduring mental illness but prior to that we were 
generic.  The personal outcomes were definitely to have more of the skills 
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base and a more critical reflection on the service people receive.  (CPN 
Interview 6) 
I wanted to go on the course to learn new skills and enhance my own 
knowledge.  I hadn’t really done much in formal education after I qualified 
and I didn’t have a degree.  It was also free.  I was not really interested in 
promotion.  I wanted to learn new skills that were relevant to my work.  (CPN 
Interview 18) 

 Keeping up to date 
I felt I needed more education and was ready to take it on.  I needed to be 
aware of new movements and thinking-even just to keep up with the students 
coming through the team.  I wanted to do anything that might help and also 
give me new skills. (OT Interview 4) 
To learn the likes of CBT- a course with Hazel Nelson in the Trust gave me a 
taster.  I had also done the family therapy course in the trust.  I wanted to 
develop skills.  I wanted to do the same job better.  There is always room for 
improvement and I wanted to go with the new thinking. (Nurse Interview 13) 

 Being better skilled to deliver the service  
I was pleased to receive more training as I hadn't really had any training 
since qualifying.  I did not see the course in terms of improving promotion 
opportunities nor building up my C.V.  It was more about having the clinical 
skills to do the job and having the knowledge base from which to argue for 
the value base. (Psychologist Interview 10) 
I wanted to go on the course to re-look at my professional knowledge.  
During my initial education I learnt lots but looked at things in a certain way.  I 
always try to push myself forward and spur myself on.  I also wanted to go on 
the course in order to give my clients a better service and to get a Master’s 
degree.  I did want the academic qualification. (CPN Interview 17) 

 Gaining skills with a view to promotion or moving on 
I do not have a degree and I wanted one.  But it was also the fact that it was 
a skills based course.  I wanted to enhance my practice not just increase my 
knowledge of policy and nursing theory.  It was about gaining more skills.  
There was no chance of promotion at the time - to go any higher than a G 
grade in this trust is to take on a purely management role.  Getting a Master’s 
degree fits in with the nurse consultant posts that are being created.  (CPN 
Interview 14) 
It was seen as based on the Thorne Project but I did not feel like I could 
manage the Thorne geographically.  I wanted the psychosocial interventions 
on the course.  I had done lots of short courses and then gone beyond that.  I 
had certainly got to a stagnant stage at work and was looking for outreach 
work elsewhere.  Now, through the course I have realised it is better to move 
on.  Not promotion but a change of direction.  (CPN Interview 9) 
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 To widen recognition of certain professions  
My primary motivation was the skills and theory bases of the course.  I 
thought this would get me up to date and broaden my perspective as head of 
the OT team.  I also wanted a Master’s - but I am not blindly ambitious.  My 
job wasn't going to change at the end of it.  (OT Interview 7) 
I wanted to do the course because I wanted to get a Master’s degree and to 
get a qualification in mental health.  I have a psychology degree.  We don’t 
get recognised for what we do here because we have no medics.  Services 
are still heavily dominated by the medical model.  (SW Interview 5) 

 To try to change traditional roles 
It has given me the opportunity to expand what I am doing and, especially 
earlier on in the course, less so now, I really enjoyed the opportunity to think 
a little more about what I am doing.  I think that sadly in a lot of ways 
community psychiatric nursing as it is now is not very intellectually 
demanding - you do a lot of routine work and once you have got your skills to 
a certain level you don't train that much more. So I really did welcome the 
opportunity to do a bit of studying and to read and I do hope I can develop 
my role and put into practice some of these skills which is about helping 
service users, about being effective.  But its also about giving me something 
to do as well.  (CPN Interview 8) 

The motivation for some students was more personal.  They wanted new 
stimulation or, ‘the time was right’ for them and their family.  Alongside motivation, 
students mentioned commitment and often this commitment was needed not just 
to complete the Programme but before the Programme began to access the 
course.  Many students reported having to fight to get their way onto the 
Programme. 
 
3.4 Accessing the Programme 
Little evidence was found of a strategic approach to allocating students to places 
on the Programme.  Only a handful of students reported that their team had 
information about the Programme available to all its members, and that there was 
a clear and equitable system of selection. 

A circular went around the Trust and I put myself forward.  I already knew 
someone on the course and thought it would give me more up to date 
knowledge and interventions.  I jumped on board with a smile on my face. 
(OT Interview 7) 

Some students had wanted to go on previous years and were delighted when their 
turn came. 

The course came along and I was on a reserve list as there were 5 of us.  It 
was decided I would go at last as I had wanted to go the previous year.  The 
information was circulated by trusts to all teams.  (CPN Interview 18) 

Some trusts were subjected to a selection procedure, such as writing an essay.   
MD contacted TJ in training and he contacted the trust contact.  He then sent 
me the information and told me about the commitment needed.  He found out 
about my work role and I had to write a short essay.  I then went to the 
introductory day.  I was given the information, folder, timetable and was 
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shown around the library.  Then it was just a case of starting in September.  
(SW Interview 5) 

Other students reported difficulties arising from the trust’ s lack of a policy on who 
should be given priority in the face of more than member of staff wanting a place.  
In one nurse’s case the situation was left to evolve: 

I wanted to do the course for years.  I told the trust contact about this.  My 
manager asked for names at a meeting when I was off.  SD put herself 
forward but my name did not go forward.  When I came back I had a word 
with the manager, but did not want to be in direct competition with SD.  The 
manager’s argument was that SD was just newly qualified and so needed 
training.  My argument was that I had not done any training since qualifying, 
apart from the Sainsbury’s course which I had paid for myself, and therefore I 
needed training.  The manager backed down and in the end and we both 
went.  There was also an issue about getting the forms in.  Information was 
only given a week before the deadline.  I ended up doing my form the day 
before the deadline.  (CPN Interview 17) 

Often the process was random or haphazard and stemmed from students on the 
Programme encouraging their colleagues to try to obtain a place. 

C and U (students in Co2 of the course from the same team) encouraged me 
to go for it.  I put my name down; there were not many nominations.  (Nurse 
Interview 13) 
Selection for the course was quite random. Our team manager was 
supposed to be going and couldn't, so myself and another colleague were 
both put forward - it was on the toss of a coin.  I'm not sure how much it 
affected my motivation that I was put up for the course. (CPN Interview 8) 

In contrast, some students were approached by their trust and persuaded to join 
the Programme as the trust was having difficulty filling places. 

I was asked to do it - I was given a severe talking to by [trust contact].  The 
manager was not keen for me to do it.  She did not consider it relevant as it is 
community and the job is not. (OT Interview 4) 

Other students considered the selection process adopted was opaque or unfair 
and they had had to take the situation into their own hands. 

I had to fight to get on the course.  My manager asked a colleague if she 
wanted to go on it and I thought it was unfair that not everyone was asked or 
given an equal opportunity.  I felt very aggrieved about this especially since I 
had not been on training since 1990.  I was quite angry about it because I felt 
ready for it so I contacted [the course leader] myself. (SW Interview 12) 

Given the lack of information available in some trusts, student had taken matters 
into their own hands anyway. 

I nominated myself for the course.  I was doing the ENB course at 
Wolverhampton and [programme staff member] mentioned it whilst I was 
doing a placement at North Birmingham.   I did not find out about the course 
from the Trust.  I applied in the first year but the application form just lay on 
my manager’s desk.  The course has the difficulty of trying to find one person 
consistently to talk to.  I found out about it myself.  (CPN Interview 9) 
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It should be remembered that the above is only the students’ reports and the 
process of accessing the Programme and the trusts’ views are not included.  
However, it suggests that trusts may not be maximising the use of their 
investment in the Programme.  It also explains why the interprofessional mix of 
students has been unsatisfactory in some cohorts.  Social workers and OTs both 
told of receiving no encouragement when trying access the Programme and yet 
the small number of these professions on the Programme has been regretted. 
 
3.5  Conclusion 
This analysis of the course membership shows that the Programme has had some 
success in recruiting a multi-disciplinary group of students.  This is important 
because if mental health workers are, as Barr and his colleagues (1999) 
described, to learn together to work together more effectively, then a 
multidisciplinary and multiagency student group must be available.  In this respect 
it is disappointing that the Programme was unable to recruit representative 
numbers of psychiatrists and psychologists.  If, for the reasons we have 
discussed, these two professions are unlikely in the future to be attracted to the 
Programme, then other approaches to common learning will be required.  These 
are likely to be work/team based, much shorter and probably focused on training 
for specific service developments.  Examples might be training in the knowledge, 
skills and roles required to establish the assertive outreach function of a team, or 
to develop cultural sensitivity in service delivery. 
 
In Section 5 we will present and discuss evidence from the Programme 
concerning the effectiveness of the professions learning together to work together, 
and with service users. 
 
In the next sections we will examine evidence concerning the outcomes of the 
course.  Did the students develop the expected attitudes and values, skills and 
knowledge?  Were they able to implement what they had learned on the 
Programme in their own work settings, and what impact did this have on the 
service users with whom they worked? 
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4. STUDENTS’ EXPERIENCES OF THE PROGRAMME 
 
This chapter examines the experiences of the students on the Programme (Level 1 
of the Kirkpatrick Framework, ‘Learners’ reactions’).  It covers students’ reactions to: 
 the student group 
 the Programme and its teaching 
 supervision provided for Programme learning 
 support provided by their sponsoring agency 
 the pressures of participating on the Programme while holding a substantive job 

in the mental health care system. 
 
4.1 Method 
The sources of data used in this chapter include: group discussions held with 
students at the end of each academic year; team interviews with students and their 
colleagues in a selection of mental health teams; and individual interviews with a 
sample of students.  Levels of stress, as assessed by the General Health 
Questionnaire were collected as part of the Interprofessional Education 
Questionnaire compiled for the study (see Section 2.3).  Quotations taken from 
records of group discussions have been identified by cohort and the year of study 
but, in the interests of anonymity, quotations taken from interviews with individual 
students are attributed to the speaker’s profession only.  As there are single, or very 
few representatives of some professions in particular year groups, we did not want 
to reveal individual students’ identities by naming their cohort. 
 
4.2 Reaction to the student group 
Students universally supported the Programme’s dual aim of having an 
interprofessional student group with representation from all parts of the West 
Midlands region.  This attracted students to the course and, although many 
expressed disappointment that their student group was not as interprofessional as 
they had hoped, they were quick to identify the benefits from learning with a mix of 
experienced mental health workers from their own and other localities in the region.  
These reactions are explored first through examining reaction to learning in a mixed 
‘Trust’ group and second, to learning in a multi-disciplinary group. 
 
Region-wide student group 
As the Programme was funded by all the mental health NHS provider trusts in the 
West Midlands and the trusts were responsible for sponsoring individuals on the 
Programme, it is the participating trusts which ensure the Region-wide nature of the 
student group.  For this reason also, students are identified as belonging to  ‘Trust’ 
groups although they may not be trust employees.  Trusts can choose to send staff 
from their partner social services department or from local voluntary sector agencies 
in the interests of developing well trained interprofessional and interagency 
community teams in their locality.   
 
Trust groups play an important role in the Programme.  Students have Trust Group 
tutorials and will often share Trust supervisors.  Learning with Trust colleagues is 
also encouraged in small group teaching sessions.  Consequently, students reported 
getting to know colleagues from their locality well and understood that this was a 
deliberate strategy on behalf of the Programme: 
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I think everyone mixed well, although I didn’t do much work with people from 
other Trusts.  But then I think that was the aim - to make us work better within 
our own trust and bring learning back.  (CPN Interview 2)  

For students who lived some distance from Birmingham, travelling together to the 
University was a valued part of taught days during which ideas were developed and 
peer support generated: 

Generally people mixed well but they tended to mix within the Trust where they 
knew people.  My Trust worked closely together anyway.  Most people got on 
but the travelling was important.  (CPN Interview 14) 
I had to make a major decision about whether to carry on to second year or not 
and support from people on the course was very important.  We travelled on the 
train together and this helped – spending time together that way.  (Co1, Y2, 
Group discussion 1) 

This level of cohesion was not always achieved within Trust groups and when Trusts 
sent only one student, that individual could feel a bit isolated.  Hence, one student 
suggested that to gain maximum benefit from the Programme: 

Ideally I think Trusts should send 4 people per cohort.  (CPN Interview 14)  
In addition to identifying advantages of learning within a supportive Trust group, 
students also welcomed the opportunity to work in a large mixed class with 
participants from different Trusts.  As previous experience of post qualifying training 
had largely been in-house, students found the presence of workers from other Trusts 
refreshing: 

The manager feels that there is a lot of training going on within the Trust and as 
such the Birmingham Programme faces a lot of competition from other courses.  
One of the positives of the Birmingham course is that you go out of your own 
area and see how bad others are.  This puts things into perspective.  Team 
Interview 6) 

Hearing of different configuration of services and different ways of working in other 
localities also adds to the learning experience and helps students challenge the 
models of services in which they are working: 

Differences are not glossed over.  There was an appreciation of difference and 
each individual comes from a different background.  In one locality social 
workers are not part of multi-disciplinary teams but are in social work teams, 
while, in my area, social workers are part of the MDTs [multi disciplinary teams] 
because there is joint funding.  The course highlighted problem areas, such as 
the fact we do not have a primary care team, only a CMHT.  The course has 
challenged my beliefs and I no longer see the CMHT as the ‘right’ model.  
(Social worker Interview 12) 

Interprofessional student group 
Students were pleased that the student group gelled in a way which overcame 
interprofessional differences and they felt that, in many class discussions it was not 
possible, or necessary, to identify the professions to which participants belonged.  
However, there was widespread disappointment that the spread of professions was 
not broader, especially in cohorts 3, 4 and 5.  In particular the lack of psychiatrists 
and psychologists was regretted.  This was felt to mirror the reality of multi-
disciplinary team working: 
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Interprofessional working is not reflected in the class group.  You can learn a lot 
about multidisciplinary teams by looking at who is not here.  Where are the 
psychiatrists and psychologists?  (Co4 Y1 Group discussion 14) 

The lack of psychiatrists and psychologists was regretted because it was felt that: 
 they would benefit from the Programme 

These are the professions we have most problem with in multidisciplinary 
working as they see themselves as separate from the teams they work in.  (Co4 
Y1 Group discussion 14) 
My views have not changed, but then I don’t think I was particularly closed- 
minded before.  It is a shame there are not more medics or psychologists on the 
course.  (OT Interview 4) 

 a truly interprofessional group would lead to a more interesting learning 
environment.  Members of Cohort 1 valued the contribution the psychiatrists and 
psychologists made 
 the inclusion of psychiatrists and psychologists gives much needed balance 

It is pathetic that you need psychiatrists or psychologists on the course but 
there is a need for representation by that group.  Inevitably the professionals 
who make up of the course skew what goes on.  (OT Interview 7) 

• without those professionals, negative attitudes held towards psychiatrists and 
psychologists tended to be reinforced.   

I think psychiatrists got a bit of a rough deal from not being there.  It’s a great 
shame they are not there.  I think it has felt as if it is focussed more on nurses 
and social workers, as they are the majority.  But I’m used to that in terms of 
courses that I’ve been on anyway.  (Psychologist Interview 10)   

On the other hand, there was evidence that psychiatrists and psychologists who 
joined the Programme were not treated as equals by the student group.  They 
tended to remain independent from Trust groups and complained of being singled 
out. 

Certainly, at the beginning, it felt like I was really an outsider.  There were 
various, or particularly one speaker, who said something slightly derogatory 
about psychologists and I felt every one turn around and look at me like I’m 
responsible for psychologists full stop.  That made me feel really uncomfortable 
and angry, but that is the only time on the course that I’ve thought I’d really like 
some other people to be here.  It was interesting when I got there because I 
started late, and everyone was going, ‘Ah so you’re the psychologist’.  I felt like 
I stood out like a sore thumb when I just wanted to blend into the background 
and get on with it.  (Psychologist Interview 10)   

The small numbers of OTs, social workers and members of the voluntary sector 
were also regretted.  The consequence is perceived to be a dominance of the 
nursing perspective permeating teaching and the design of the assignments. 

What is obvious is the lack of other disciplines on the course.  It is as if the 
course is really for nurses – about making them more socially aware.  Most 
assignments are geared to nurses; especially those which assume you have a 
clinical caseload.  (Co4 Y1 Group discussion 15) 
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Despite the commitment to interprofessional working built into the Programme and 
shown by students choosing to join it, considerable stereotyping of the professions 
was reported within the student group.  This was often good humoured and 
stemmed from a lack of understanding of professional roles but it could be irritating, 
particularly for those from professions with minority representation on the 
Programme.  As one OT explained: 

There is co-operation on the course but there is an overwhelming tendency for 
other professions, especially nursing to be very minimalist in their view of OT.  
Social workers do this least, as they are trained more holistically and less in 
terms of the medical model.  There are not enough psychologists and 
psychiatrists - it mirrors what happens in real life.  OTs are always trying to 
justify their existence and explain.  It sort of becomes a self-fulfilling prophecy.  
On the course someone always says something about baskets and it always 
gets a laugh, but it becomes increasingly irritating.  The traditional stereotypes 
are still there for OT.  There is also a stereotype for social workers - no one 
knows what they do.  Nurses generally try hard to be perceived as not just 
“giving depos”, but their role is not clearly defined.  (OT Interview 7) 

The typicality of the nurses on the Programme was questioned although it was 
recognised that the Programme is targeted at nurses who work in community 
settings. 

I was quite surprised by the nursing staff on the course.  They were more ‘with 
it’ and forward thinking.  I don’t know if this was due to the type of people who 
do courses but I found that they were pretty socially aware.  You come across 
the feeling, “Are these real nurses?” because I have not met many like them 
before.  They are certainly different from the nurses I work with here [in CMHT].  
Some of the nurses I liase with are very focused on medication.  (Social worker 
Interview 5) 
I’d say that they are typical of the radical community staff who are around, or 
the more forward thinking.  I think we’ve got a good bunch of people who are 
interested and who want to progress things. I think they are typical of 
community staff, but I know there are some in-patient staff on the course and 
they are a group that I find more stuck.  So from that point of view they are not 
typical of nurses per se.  (Psychologist Interview 10) 

 
Students who have experience of using mental health services 
Students had mixed reactions to finding the student group included identified service 
users.  Reactions ranged from welcome to shock: 

I do not have a problem with service users on the course.  I think it is helpful to 
have them there.  I see them as people.  It helps to remind us we are all people 
in this mental health venture together.  (OT Interview 16) 
Initially I was shocked that users were on the course.  It was not just that there 
was the user; it was the way it was managed.  (CPN Interview 2) 

A number of issues were raised about the arrangements for service users on the 
Programme: 
 students found it difficult when there was only one service user in a cohort. 
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I found this really problematic.  I would find it easier to disagree if there was 
more than one person.  I would have felt like I was singling him out if I had 
disagreed with him.  (OT Interview 7) 

 
Birmingham University Programme staff response  
In response to students’ concerns about users as a minority group of 
participants, a number of users have been recruited to attend the Foundation 
and User Participation and Self-Help Module (now re-titled User Participation 
and Recovery to reflect the focus of mental health policy and research). They 
attend as paid participants to work alongside professional colleagues. This has 
helped to counter the early concerns raised by the students of only having one 
user in the whole group. At least 6 users in 2002 attended these sessions, some 
invited by the workers themselves, in addition to those users leading the 
training. This has provided for a dynamic, although sometimes challenging, 
learning experience for the group as a whole.  
 
 problems arose when service users became psychologically unwell – students 

felt the Programme was initially unprepared for this situation and did not handle it 
well 

There has been one service user who is a student on the course who has not 
been well. …. she was just anti everything and it can get your back up when 
you hear everything being negative. I think she slowed us down a lot.  There 
were not enough people defending their corner, so you just switch down a little 
bit.  (CPN Interview 17) 

 inequalities developed as service users were given different assignments which 
did not require students to apply learning in clinical settings.  Ways were devised 
for service users, and workers from the voluntary sector, to demonstrate their 
learning and submit assessed work without clinical casework.  Arrangements 
were also made for students to become honorary members of staff of Trusts so 
that they could implement skills learning under supervision with selected clients. 

It is wrong that they do different assignments and it is wrong that they are not 
organised until the last minute.  It is unfair to them.  You need to work around 
the person.  Some of the service users here have been put off by the large 
amount of work they have to do.  Mind you the course is spoon-fed.  You would 
never get that much help on your degree.  (Social worker Interview 5) 
How do you do joint training with service users?  For example, how are they 
doing CBT and risk assessment? - of course it is different for service users who 
work for a Trust.  (OT Interview 7)   

Another difficulty some students experienced was in debating issues freely in front of 
service users.  They admitted that they should be able to overcome this reaction but 
nevertheless they were inhibited from voicing and challenging views which service 
user students were known to disagree with:  

I have some reservations about service users as students because it limits how 
comfortable we are talking about some things.  It makes me more conscious 
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about what I say.  I would also be unsure how to have a debate with someone - 
if I upset them then I will feel guilty.  (CPN Interview 18) 
Individually service users can be critical and quite aggressive therefore the rest 
of us all shut up.  You could argue that we should get past that, but there is 
something about an argument with a service user that makes it unequal.  I 
would not feel the same about an argument with other members of a 
multidisciplinary team.  There are lots of things not said.  (OT Interview 7)     

In the context of problems arising for both service users and professionals on the 
Programme, students raised questions about why service users were being 
encouraged to join what is essentially a post qualifying skills training course.   

It feels like the course is trying to do too many things and it ends up not 
succeeding.  [The presence of] Service users on this course is questionable.  
(OT Interview 7) 
I want to know what service users are going to use the course for and what the 
benefits are for them.  (CPN Interview 18) 

 
Birmingham University Programme staff comment  
The RECOVER programme has never aspired to train users to become quasi 
professionals. Instead it has sought to give users an opportunity to question the 
appropriateness of contemporary approaches and incorporate this widened 
understanding in their role with other users and colleagues. It was felt that 
users might get the opportunity to do this through a number of roles that could 
include for example:  
• Advocating for users and their families for evidence based interventions and 

recovery oriented approaches 
• Co-running hearing voices groups or groups to assist with medication issues 

or other aspects of self-help 
• Co-working with professionals to provide behavioural or CBT interventions 

where the direct experience of the user can add a useful dimension to 
information exchange and engagement 

 
Student support 
In general, students spoke warmly of their fellow trainees.  They appreciated the 
shared learning experience and the support they gave and received from each other.  
However, the first few intakes complained that they had been unable to get to know 
the whole year group as it was too large; introductions had not been facilitated and 
the group kept breaking up into small groups that remained static.  Also the teaching 
methods were counter to the group mixing and the facilities were considered poor. 

Lecturers were not very interested in the interprofessional aspect of the course.  
Personally we mixed well but the facilities are dreadful in the building and it is 
difficult to go for coffee and lunch together.  So we tended to go to lunch with 
the same group each week.  (CPN Interview 15) 
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This was, in part, addressed by the Programme in later intakes, with more emphasis 
being placed on introductions, group exercises and the rotation of groups early on in 
the first year. 
 
4.3 Reaction to the Programme 
Students were very conscious that the Programme had novel elements.  The first 
intakes did not know what to expect: 

At the start we were coming into the unknown.  All we knew was that the course 
was for 3 years.  (Co2 Y2 Group discussion 10) 

 Many students were returning to higher education for the first time in many years.  
They were concerned about whether they would cope, and, as they tended to be 
experienced practitioners, they were anxious in case failure damaged their 
professional standing in the workplace. 

 
 The innovative nature of the Programme brought further uncertainties, not only 

with the interprofessional student group but with the emphasis on skills learning 
and implementation and attitude change.  Students were concerned about how 
they were going to balance the competing demands of university, workplace and 
home for up to three years. 

 
Overall, the programme was viewed positively.  Aspects of the programme that were 
particularly valued included: 
 No cost to teams/Trusts to send staff on the programme 
 Research-based, up-to-date learning which can be applied to practice 
 Time out from work.  This has enabled students to reflect on their practice and 

learning, get to know each other, share ideas and have fun.  
The fact that it was a day out from work each week.  It was good being with like-
minded individuals and being challenged.  (OT Interview 4) 
A major thing about the course is one day off work every week.  A day away 
from clinical practice allows me to reflect on it.  At work I can’t see the wood for 
the trees. I have very much enjoyed the course.  (CPN Interview 17) 

 The amount of information that is provided 
 The support provided by the Programme staff, especially the administrative 

support provided. 
I thought the teaching was very good. It was very well organised. It is the best 
of any course that I have been on.  (CPN Interview 2) 

Critical Comments 
Despite the overall satisfaction with the Programme, students found many areas to 
criticise.  As these issues have arisen, the Programme has sought to address them.  
Therefore the concerns span a number of years and may not be current. 
 Teaching  

 The value base was not integrated into the teaching in Year 2  
 Some guest speakers did not appear to be aware of the Programme’s 

values 
 Visiting speakers were not introduced 
 Some presenters were very poorly prepared 
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 Learning outcomes were not always covered by module teaching 
 Teaching methods tended to be very didactic 
 The student group lacked respect for some lecturers and some 

lecturers were dismissive of students. 
 Assignments 

 The Programme was over assessed 
 Assignments were badly timed in Year 2 with none in the first term and 

one deadline per month between April and July 
 Marked essays were not always returned in reasonable time 
 Lack of adequate guidance on assignments added to the stress 

experienced by the first cohort. 
 

Birmingham University Programme staff comment 
Guidance is now provided in the course portfolio for all assignments when it is 
distributed to students in the August before they start the 3-year course in 
the September. Because of the strenuous efforts the course team have gone to 
consolidate the programme over the last 6 intakes, the assignments have been 
finely tuned and the guidance has been made more comprehensive. Specific 
sessions continue to be offered by members of the programme team to prepare 
sutudents for assignments in respect of study skills, skills, evidence-based 
interventions, self-reflection and critical analysis of casework.  
 
 General 

 Too much focus on North Birmingham Mental Health Trust 
It feels like someone is saying, 'Look what is happening in North Birmingham. 
See if you can do better.' It is like there is no other service in the entire country 
doing anything.  We are doing the Early Interventions module now and that is all 
North Birmingham as well.  It feels like it is the North Birmingham course.  It 
also looks like everyone who teaches us comes from North Birmingham and 
now people just switch off when they hear the name.  (OT Interview 7) 

 Is the course trying to do too much? 
 Friday is a bad day to study. 
 The building is not conducive to learning 
 Students are ‘spoon fed’ so don’t initiate their own learning. 

 
Service users as trainers 
An important feature of the Programme is the teaching of service users’ 
perspectives; this is presented largely by service users in the Foundation module 
and the module on User Participation and Self Help.  The reactions of students to 
service user presenters has been mixed.  The first cohort responded angrily to the 
way the user module was presented, claiming the approach taken by users was 
unhelpful and confrontational: 

The user-led module was experienced as “accusatory”.  The trainees had come 
on the course because of their commitment to new forms of service so to this 
extent the Programme was preaching to the converted. (Co1 Y2 Group 
discussion 5) 
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However, in later years the module was generally well received and valued. 
There is a shift in balance when users come in – it felt like they were really 
teaching us something.  (Co3 Y1 Group discussion 11) 
I felt it was good to have service users teaching on the course.  There was one 
session on risk and I realised that I had never thought of it from a service user 
perspective before.  (SW Interview 5) 
The people on the user module were good.  It was also new.  It had such an 
impact because I knew I was going to use it.  I think they should do workshops 
in day services, etc.  The user presenters were very good; so few people with 
mental health problems have any role models.  (CPN Interview 2) 

Students had different memories of the reaction of their year group to service user 
presenters.  Some of the same feelings were expressed about user-presenters as 
user-students – students feared asking questions or were concerned they said 
something wrong.  But many of the concerns voiced could be applied just as 
relevantly to other presenters on the Programme – teachers need to be skilled and 
supported, whether they are service users or not. 

I think it is very positive to have service users as presenters, but in fairness 
some need more support in presenting.  Just having the status of service user 
does not qualify you to stand in front of a group of professionals.  However, I 
still think that they are treated with dignity and respect.  However, the positive 
aspects need to be weighed up with the quality of what is said - there is only so 
many times that you can hear how crap services are.  (OT Interview 7) 
Service users certainly did not get the same sort of respect as others teaching 
on the course.  I don't know what it was but... Maybe it was because they 
weren't qualified or may be some of the presentations I saw were a bit woolly 
and you weren't really sure where it was going.  It wasn't well put together so 
maybe in order to present as tutors or trainers, whatever, service users need 
more input from people with very good presentation skills.  Because, if you put 
me in front of a class I wouldn't function well.  Maybe service users need more 
support than they are actually given.  (CPN Interview 8) 
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Birmingham University Programme staff comment  
The programme team concur with the comments of the evaluation report that 
users need support to make valid and valued contributions to training 
programmes.  Initially the module on User Participation and Self-help was 
experienced as accusatory by the students which was unhelpful and fostered 
resistance to the course value base.  In order to support users in their various 
roles on the programme a number of training and development events have been 
offered including: 
• Two-one day workshops to provide users with training and presentation skills 

such that they could use their lived experience of mental health services 
effectively in a training role.  These were funded by the then Central Council 
for Education and Training in Social work.  

• Annual training sessions for users giving feedback on students’ portfolios for 
modules 4 and 5 in year 1 

• The Sure Search network within the department of Social Policy and Social 
Work continues to provide development opportunities to support users who 
want to be involved in training and research  

In order to further support user trainers, ensure a degree of consistency and 
model interdisciplinary working with professionals the User Participation and 
Self Help module is now delivered jointly by user trainers and members of the 
programme team.  Whilst the contentious nature of some of the issues has led 
to students voicing their disquiet about user perspectives, especially when 
these are negative, having an experienced educator in the room has allowed the 
debates to be handled more constructively than in the past.  
 
4.4  Reaction to supervision 
Students identified that supervision was a demanding role involving the provision of 
support for: 
 academic work and assignments 
 skills implementation 
 workforce issues arising from attendance on the Programme. 

 
Inevitably it was found that a single supervisor could not be expected to provide this 
and so the role was divided.  Arrangements were made for students to have a 
personal supervisor provided by the sponsoring Trust who would support their 
academic learning and its interface with their workplace.  Secondly, students were 
allocated a tutorial group in which peer supervision could be accessed.  Thirdly, a 
network of skills tutors was developed by the Programme to supervise the 
implementation of psychological interventions. 
 
Students’ experiences of supervision varied.  Some were excellent, some were 
partly successful and some failed.  Key aspects of personal supervision that 
students valued were: 
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 its regularity 
The team manager is my supervisor and I am quite happy about it.  We meet 
regularly about every 4 to 5 weeks.  Meeting more often is just not practical and 
I do not feel that we have to meet more regularly.  (CPN Interview 17) 

 supervision by team managers so that links could be made with workload 
management.  This means supervisors are familiar with the pressures arising 
from working within the team and can ensure students are given all possible 
support. 

  
 tutors with appropriate skills and knowledge, as the role is so demanding.  

Students particularly mentioned the advantages of having a clinical psychologist 
as their tutor because they had skills and experience in psychological methods: 

I was lucky.  I was able to get a clinical psychologist who was very supportive 
and has given hints.  We meet fortnightly and I felt it was adequate.  If I needed 
more she was obliging.  Supervision was very much focused on psychosocial 
interventions. (CPN Interview 18)  

 tutors with time to provide support  
I feel that supervision from within the Trust clarified a lot of things and gave me 
a lot personally.  I have had a lot of support over a difficult 2 years [difficulties 
due to health and personal problems unrelated to the course]  (Nurse Interview 
11) 

Problems identified with the supervision arrangements included: 
 
 a lack of clarity about how tutorials should be set up and arranged 

Supervision started late and has remained a bit of a muddle. (Team discussion 
7) 

 the supervision contract being written on a social work model which was not felt 
to be appropriate for the task identified 

We found out quite quickly that some things the Birmingham course asks 
supervisors to do did not work for us, e.g. ‘learning contracts’.  That was in the 
first year.  They tried to tweak it.  It was like a sledgehammer to crack a nut.  
We did it less bureaucratically, so we just bullet pointed goals and got on with it.  
We also said when we were going to meet and for how long. ……  The learning 
contract came in as ‘social work speak’ so I reverted to a clinical psychology 
model of supervision.  Originally it was like a formal meeting, but my style is 
much less formal, more free flowing conversation.  (Supervisor interview 2) 

 supervision becomes too focused on academic tasks: 
There was a feeling that supervision had become too assignment driven and 
there was no space left for exploring practice issues in depth with supervisors.  
The students also felt there was a problem with the assignments as they were 
too ‘skills’ driven and not academic enough.  (Co1 Y2 Group discussion 4) 

 lack of tutors with appropriate skills and knowledge.  Some students did not 
receive supervision and some had supervision from staff who knew little about 
what was studied on the course.  This became more of an issue in later cohorts 
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when students were tasked with finding their own tutors when they joined the 
Programme. 

One student questioned having to identify her own supervisor since she had 
received a form from the University saying the tutor should be educated to 
degree level at least.  As an in-patient nurse, she said there was no one who 
she worked with, and whom she liked, who had a degree.  Therefore her 
supervisor had very little experience which could help her and had very little 
advice to offer. (Co4 T1 Group discussion 13) 

Tutorial groups were established between 1999 and 2000 to encourage cross-
regional peer supervision and learning.  Students met in groups of about 10 at the 
start of each teaching day for 45 minutes during the Foundation Module and later 
during the module on Working in Teams, but these groups were very unpopular.  
Students complained they were: 
 too frequent 

At the start of the course we did have groups but they never worked.  They 
could have worked if they had not been so frequent.  People were not 
committed to them and were unsure how to use them. (CPN Interview 6) 

 too confused 
We had tutorial groups and I hated them.  There was a personality clash 
between me and another student, so in one group I did not open my mouth the 
whole time.  I noticed a lot of people leaving sessions for ‘pre-booked’ tutorials 
but we were never notified about them. (Interview CPN Interview 9) 

 unfacilitated 
Tutorial groups collapsed.  They were not utilized enough.  It would have helped 
to have them facilitated.  It could have been useful to reflect last week’s 
learning, look at other professions, blocks on implementation, etc. (CPN 
Interview 15) 

The value of facilitators was reinforced by the usefulness of group tutorial sessions, 
which were task focused and supported. 

 For some things they were very useful. In the family therapy module we were 
given a specific task to do and facilitators went round the groups and checked.  
(CPN Interview 9) 
 

Birmingham University Programme staff comment  
The aims of the groups were to give participants the opportunity to get to know 
each other better, review learning from the previous week and explore 
strategies for transferring this into practice.  Some students welcomed this 
more than others and attendance was patchy given the groups convened at the 
start of the training day.  This led to resentment amongst committed students 
who did attend that the groups were not taken as seriously by all their 
colleagues.  As a result of the feedback received the groups were discontinued 
and replaced with ‘learning teams’ for a number of experiential exercises 
undertaken as part of the Working in Community Teams module. 
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Supervision in implementing skills was reported to be the most successful type of 
support provided on the Programme.   

I had supervision from a consultant clinical psychologist - she was absolutely 
golden.  She has helped to implement skills and help with assignments.  I was 
very happy with supervision.  It comes down to a rapport and obviously she had 
a lot of clinical expertise. (Nurse Interview 11) 

Although this was crucial to providing adequate skilled support for student in 
implementing their learning, again it became very assignment driven and tended to 
‘fall apart’ once student had fulfilled the requirements of their assessed work. 
 
4.5 Trust and team support 
Students were appreciative of the support they received from most of the 
participating NHS Trusts and very grateful for the help they received from their 
teams.  Without the support of colleagues, students would find it very difficult to 
attend the taught Programme one day a week for two years and to complete their 
assignments.  Students were particularly aware of the pressure they were placing 
their team under if the team was short staffed.  Also, they could be from a profession 
that the team could not spare easily.  Hence, although there were benefits from 
more than one team member attending the Programme together (with shared 
learning and sharing commitment to change) this was often not possible. 

It is only possible for the team to have one person on the Birmingham 
Programme at a time.  There are too many people from the team out for one 
day a week already.  Also only the nurses work 7 days a week so they are 
spread thinly.  (Team interview 5) 

Having sponsored students on the Programme, Trusts and teams could then support 
students by 1) reducing their workload and 2) by giving them study days.  Wide 
variation in practice on both of these was found, leading to considerable inequalities 
within the student group. 
 
Few students reported being able to reduce their workload on the grounds that they 
were attending the Programme.  Students explained that, at best, they had been 
able to resist an increase in their workload, or to drop a responsibility that had been 
delegated to them, such as participation on a working group looking at team 
development, or working in a Primary Care Team one day per week.  Essentially 
students were carrying out 5 days work in 4 and, even then, they were aware that 
they were putting pressure on team colleagues.  ‘Guilt’ was a common reaction. 

I did not feel unsupported.  But if I was supported it was not overt.  I did not get 
a reduced workload.  I got study days if I asked for them.  It would have been 
good if it came from above.  You work in a team so you feel guilty if you take 
time off.  I know someone else is picking up the work.  (CPN Interview 2) 

The practice of allowing students to take study days varied considerably, with 
students generally having to negotiate whatever arrangements they could. 

I felt supported by my team but I do not have a reduced workload.  I get half a 
study day every week. In the first year I never took them, but I take one day 
every fortnight now.  The team also supports me in implementing learning from 
the course.  (Psychologist Interview 10) 
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I am supported by the team, but not the manager.  I do not have a reduced 
workload.  I don't have study days but the days I should be at Uni. e.g. 
Mondays, I have off, even during the University holidays.  The team encourages 
me to implement my learning.  Learning is coming back and having an impact 
on the team.  (SW Interview 12) 

Some students only took study days in ‘emergencies’ to complete assignments or 
when the team was well staffed and their absence would not cause difficulties.  Third 
year students, undertaking their research dissertation, reported particular problems. 

I do feel supported by my team but I haven't had a reduced workload which is a 
problem.  I 'm having difficulty at the moment getting study days because I'm 
not on a taught part of the course anymore.  It isn't seen as priority, and that’s 
by my team as well as by my manager.  So, as I'm not having to attend taught 
days, it's seen that I can be around.  (CPN Interview 2) 
We do encourage each other to implement learning but again that's quite 
difficult because we are one team member down and because we are all off on 
courses and we haven't had a reduced workload. So, even getting the run of 
the mill stuff done is quite hard.  (CPN Interview 8) 

 
4.6 Student stress 
The demands of undertaking the course on top of an existing workload might be 
supposed to lead to increased levels of stress amongst the participants.  
Consequently, we sought to assess student stress at the beginning of the 
Programme and subsequently, using the self-rated General Health Questionnaire 
(GHQ) (Goldberg and Williams, 1978).  In this measure, significant stress is 
indicated when respondents score 3 or more on at least four items of the 
questionnaire.   
 
The proportions of students indicating stress at Time 1 and Time 2 are shown in 
Figure 4.1.  For the purpose of comparison, we also collected GHQ-ratings from 
team colleagues during the team visits.  These visits were contemporaneous with 
Cohort 4. 
It is evident in Fig. 4.1 that the proportions of students experiencing stress had 
increased substantially from the beginning of the course to the end of the first year.  
Overall, the proportions at Time 1 for Cohorts 2 and 3 were only 15%, but these had 
increased to around 40% at Time 2.  Incidentally, there were no significant 
differences between the average GHQ scores for nurses and the other professions 
for any of the cohorts. 
In Cohort 4, the proportion experiencing stress at Time 1 was twice that of students 
in the previous two cohorts.  It was however similar to the proportion of team 
colleagues experiencing stress during the same year.  This indicates that students in 
Cohort 4 were typical of mental health professionals that year, rather than that they 
were in an atypical group per se.   
 
Students in Cohort 3 at the end of their second year (Time 3) showed a further 
increase in mean GHQ scores compared to Time 2 (p = 0.03).  There was a very 
significant increase from Time 1 to Time 3 (p = 0.005).  Sixteen per cent of the 
students scored above the threshold at Time 1, but 46% at Time 3. 
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Figure 4.1 Proportions of Students Experiencing Stress (GHQ ratings) 

 
We should note that the data for Cohort 4 T1, Cohort 3 T2 and those from the teams 
were all collected in 2001/2.  It is apparent that they all show considerable greater 
proportions of staff experiencing stress compared to previous years.  This suggests 
that the greater stress may have been a consequence of detrimental changes in 
working environments and not entirely attributable to being a student on the 
Programme.  We will now consider students’ accounts of the sources of stress. 
 
Sources of Stress 
Students reported stress in three areas: the workplace; with assignments; and at 
home.  But it was often a combination of issues which caused the greatest 
difficulties.   
The practice based nature of the assignments complicated rather than eased the 
stress of completing assessed work on time. 

In Year 2 we have all the course work.  You need the co-operation of your team 
to get time to implement interventions and you have to get clients willing to 
participate – it is overwhelming.  (Co2 Y2 Group discussion 10) 
You are out for one day a week for three years, you have your family plus your 
own commitments and realistically you have not had a reduction in caseload in 
that time.  So you are cramming into four days what you would be doing in five.  
(Team interview 3) 

Students felt that personal stress was common amongst their fellow trainees.  They 
attributed many of the drop-outs to stress and believed that some of their colleagues 
were put off applying to come on the Programme after observing the stress they 
themselves were experiencing. Various strategies were adopted to alleviate the 
issue.  One student reported help coming from her clients. 

It is useful that I told all my clients when I started the course as they have 
helped me with my assignments. (Co2 Y2 Group interview 10) 
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Stress has been very difficult, especially trying to keep up with the assignments, 
work and changes.  I found it impossible, so I had to find strategies to cope.  It 
helped to argue at work for what I need.  I argued against being asked to do 
more, but this was at huge personal cost and less time spent with the people in 
my life who are important.  I found another drawback is that because there is so 
much work, one can’t do it all, so you become assignment focused. (Co2 Y2 
Group interview 9) 

The support provided by the Programme in recognition of students’ stress was also 
appreciated: 

I thought there were too many assignments on the course.  They came too 
quickly, one after another.  We had no time to digest one module before starting 
another.  If you were delayed then there was extra stress and pressure.  I can’t 
understate the stress of doing the course, especially with deadlines.  However, I 
have to say that the course has been very flexible and supportive when you 
have a problem.  If they had not been so flexible then so many more would 
have dropped out.  (CPN Interview 17) 

 
4.7 Conclusions 
This presentation of findings about students’ experiences of the Programme 
highlights a numbers of key issues, many of which are likely to be found in other 
postqualifying programmes.   
 
Thus, it is clear that students appreciated the opportunities afforded by being able to 
undertake a substantial educational course.  They welcomed the chances to 
exchange ideas and experiences with colleagues from other disciplines and from 
other mental health services.  These opportunities would not normally be available 
through the in-service courses to which they usually have access.  The multi-
disciplinary make-up of the programme was valued and the regrets were that other 
disciplines were not more fully represented and that there had not been a greater 
focus on interprofessional aspects of mental health practice.  We will explore these 
issues further in the next section when we present data on the prevalence of 
interprofessional stereotyping and the difficulty of shifting negative stereotypes in the 
absence of more positive learning experiences with colleagues. 
 
The section on students’ reactions to service users’ participation on the Programme 
extended the discussion begun in the previous chapter.  Important issues were 
raised about how the Programme could facilitate the occasionally difficult dynamics 
surrounding professional students’ reluctance to deal with challenges from and to 
service users.  In one respect, this reluctance could be seen as an example of 
patronising or even oppressive behaviour, declining to treat service users as equal 
members.  On the other hand, very real difficulties apparently arose when 
professional students could perceive that service users were psychologically unwell, 
yet were not willing or able to treat them as they would their own clients.  This, it 
could be argued was the responsibility of the Programme staff who should treat 
them as they would any other students whose behaviour had detrimental effects on 
the group’s learning.   
 
A similar issue of students’ responses to user-presenters arose in the analysis of the 
findings.  Students, rightly in our view, concluded that they should expect the same 
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high standards of presentation as from any lecturer.  Indeed, it is clear that they 
generally valued users’ presentation highly for their specific, expert, perspective.  
Nevertheless, user-presenters, like any others should be properly prepared and 
supported by the regular Programme staff and, during the sessions, be responded to 
and challenged about their ideas as appropriate. 
 
Overall, the taught programme seems to have been well-appreciated by successive 
cohorts of students.  The material was considered relevant and up-to-date and was 
presented effectively.  The emphases on evidence-based practice, values, and user 
perspectives were highlighted.  The programme was perceived as well administered 
and generally supportive. 
 
It was evident, however, that supervision arrangements were rather hit or miss.  
When these worked well, they were a very important factor in enabling students to 
apply their learning and to manage the demands of course and work.  Unfortunately, 
not all students felt adequately supported in this respect. 
 
It was also clear that releasing staff for training and giving them additional support to 
implement their learning and to complete assignments was difficult for team 
colleagues and managers.  This is a difficult issue.  On the one hand, the team and 
trust makes a significant investment in enabling a team member to attend this, or 
any other course.  That investment needs to be sustained through enabling them to 
implement and develop the skills which they have learned.  In theory, this will mean 
their clients receiving a better and more effective service, facilitating their recovery 
and reducing the demands on the team.  In addition, team colleagues will benefit 
indirectly from working alongside the student and knowledge and skills will be 
transferred laterally.  In practice, of course, things are not so simple and these 
benefits are not always so evident to colleagues.  We will explore some of these 
issues when we come to consider the implementation of learning from the 
Programme in section 7. 
 
Finally, it is important to acknowledge the extent of the challenge taken up by 
students on this and other substantial postqualifying programmes.  In addition to the 
intellectual and emotional impact of learning on the course itself, the students are 
expected to put this learning into practice.  They have numerous assignments to 
complete and failure may have implications for their professional standing.  At the 
same time they have work and external responsibilities.  It is, therefore, somewhat 
reassuring that the self-reported assessments of stress levels are, in general, not a 
great deal worse than those reported by team colleagues (around 35%) or by staff in 
a recent study of community mental health teams also conducted by Durham 
University2.  While there is some evidence that stress increases during the course, 
the main message seems to be that participants on the programme generally 
showed a high degree of resilience.  However, what we are unable to say is whether 
those students who dropped out of the Programme were more, or less, stressed 
than their counterparts who remained. 
 
                                            
2 In that study of 113 professionals in four districts, we found that the proportion above the threshold 
was also around 35% on two occasions one year apart (Carpenter et al., in press).  An important 
finding from that study was that for many professionals, stress was transitory; most of those who were 
stressed at Time 1 were no longer stressed at Time 2.   
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5. CHANGING ATTITUDES AND PERCEPTIONS 
 
In this section we examine the evidence on the extent to which the Programme has 
led to modification of students’ attitudes and perceptions.  It equates to Kirkpatrick’s 
Level 2a and focuses on changing values, attitudes towards working from a service 
user perspective, and professional stereotypes.   
 
5.1 Method  
Data sources used in this section include: 
 Measures from the Interprofessional Education Questionnaire including  

 Attitudes to Community Care 
 Professional and team identity 
 Role clarity 
 Professional stereotypes 

 Qualitative data been drawn from the student interviews and from group 
discussions held with each student cohort.  
 Team visits  
 Observations. 

 
5.2 Changing values 
The primary focus of the Programme was to train professionals to work effectively 
with people with severe mental illness in the community.  Therefore a key aim of the 
course was to engender positive attitudes to community care and to the principles 
which underpin good practice. 
 
Attitudes to Community care  
Attitudes to community care were assessed at the various time points by a validated 
questionnaire developed by Haddow and Milne (1995).  It questions the 
respondent’s degree of agreement with a series of propositions covering key 
components of community care for people with severe mental health problems as 
identified by Turner-Crowson (1993).   
 
Findings showed students’ attitudes were generally quite positive from the outset, 
with mean scores on the four-point scale of 3.02 for Co2 T1, 2.99 for Co3 T1 and 
3.03 for Co4 T1 (Table 5.1).  These indicated that students agreed with the 
principles and values incorporated in the measure.  For example, students agreed 
strongly that: 
 
 ‘with modern approaches, even people with severe mental health problems can 

lead reasonably “normal” lives in the community’  
 ‘this group ‘was amongst the most stigmatised and discriminated against in 

society’ 
 ‘to set up a community mental health service, traditional practices must be 

challenged and replaced by new approaches’. 
 

Students disagreed strongly that: 
 ‘people with mental health problems cannot express their own needs and should 

rely on professionals’  
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Table 5.1: Attitudes to Community Care Scale Mean Scores (standard 
deviation) 

 
Note: ® = reverse scoring 

Co2 T1 
(N=34) 

Co2 T2 
(N=34) 

Co3 T1 
(N=20) 

Co3 T2 
(N=20) 

Co4 T1 
(N=27) 

Co4 T2 
(N=27) 

A. Suitable accommodation should be the most important feature 
of a community care programme. 

3 
(0.6) 

3 
(0.7) 

2.6 
(0.8) 

2.8 
(0.6) 

3 
(0.5) 

2.9 
(0.6) 

B. People with problems should be helped to live in ordinary 
houses regardless of the severity of their illness. 

2.7 
(0.6) 

2.7 
(0.6) 

2.7 
(0.7) 

2.7 
(0.8) 

2.7 
(0.7) 

2.9 
(0.6) 

C. Care managers should have the responsibility for planning care. 2.8 
(0.6) 

2.8 
(0.6) 

2.7 
(0.8) 

2.7 
(0.8) 

2.8 
(0.6) 

2.7 
(0.7) 

D. People with problems should be encouraged to find paid 
employment so they can purchase the services they need.  ® 

3 
(0.5) 

2.7a 
(0.5) 

3.2 
(0.6) 

2.9 
(0.8) 

3 
(0.8) 

2.9 
(0.7) 

E. People with mental health problems should be encouraged to 
make friends with other people with similar problems. 

2.8 
(0.6) 

2.7 
(0.5) 

2.2 
(0.5) 

2.5d 

(0.5) 
2.6 

(0.6) 
2.5 

(0.6) 

F. It is possible to prevent mental health problems occurring in 
vulnerable members of the community. 

2.9 
(0.6) 

2.7 
(0.5) 

2.9 
(0.6) 

3.1 
(0.6) 

2.9 
(0.6) 

2.7 
(0.8) 

G. People with mental health problems are regarded with more 
distaste & less sympathy than virtually any other disabled group. 

3.1 
(0.9) 

3.1 
(0.6) 

3.3 
(0.6) 

3 
(0.8) 

3.2 
(0.7) 

3.1 
(0.8) 

H. It should be the state’s responsibility to provide financial support 
for people with mental health problems.  

2.9 
(0.6) 

3 
(0.6) 

3.1 
(0.6) 

2.9 
(0.7) 

2.9 
(0.5) 

2.9 
(0.6) 

I. Residential crisis services should be available for people with 
mental health problems who can’t cope. 

3.3 
(0.5) 

3.5 
(0.5) 

3.6 
(0.5) 

3.4 
(0.5) 

3.5 
(0.5) 

3.6 
(0.5) 

J. With modern approaches even people with severe mental health 
problems can live reasonably normal lives in community. 

3.4 
(0.6) 

3.4 
(0.6) 

3.4 
(0.5) 

3.4 
(0.5) 

3.2 
(0.6) 

3.4e 
(0.5) 

K. People with problems in the community should, as far as 
possible, depend on care managers for their services. ® 

3 
(0.4) 

2.9 
(0.5) 

3.2 
(0.5) 

3 
(0.6) 

2.9 
(0.6) 

3 
(0.6) 

L. Work is essential to normal healthy life in our culture, and people 
suffer if they are deprived of it. 

3.1 
(0.6) 

3.3 
(0.6) 

2.7 
(0.7) 

3 
(0.8) 

3.1 
(0.6) 

3 
(0.7) 

M. Welfare benefits are essential for people with mental health 
problems. 

2.9 
(0.7) 

3.1 
(0.6) 

2.8 
(0.7) 

2.7 
(0.8) 

2.9 
(0.8) 

2.9 
(0.8) 

N. People with mental health problems should be encouraged to 
socialise in the community. 

3.6 
(0.5) 

3.4 
(0.6) 

3.4 
(0.6) 

3.4 
(0.6) 

3.5 
(0.5) 

3.4 
(0.6) 

O. To set up a community mental health service, traditional 
practices must be challenged & replaced by new approaches. 

3.2 
(0.6) 

3.5b 
(0.6) 

3.3 
(0.6) 

3.4 
(0.5) 

3.2 
(0.6) 

3.6f 
(0.6) 

P. People with mental health problems are very vulnerable and 
need others to represent them.  ® 

2.6 
(0.7) 

2.5 
(0.6) 

2.6 
(0.8) 

2.7 
(0.6) 

2.7 
(0.6) 

2.6 
(0.5) 

Q. People who use mental health services should be more 
involved in planning them. 

3.5 
(0.5) 

3.7 
(0.5) 

3.6 
(0.5) 

3.9 
(0.3) 

3.6 
(0.5) 

3.7 
(0.5) 

R. Traditional psychiatric hospital care will always be required for 
those who need refuge from the pressure of community living.  ® 

2.4 
(0.6) 

2.4 
(0.7) 

2.2 
(0.7) 

2.4 
(0.7) 

2.6 
(0.9) 

2.7 
(0.8) 

S. Advocates of people with mental health problems interfere with 
the efficient provision of services.  ® 

3.1 
(0.6) 

3.3c 
(0.5) 

3.1 
(0.5) 

3.3 
(0.5) 

3.1 
(0.6) 

3.2 
(0.6) 

T. People with mental health problems cannot express their own 
needs and concerns should rely on professionals.  ® 

3.6 
(0.5) 

3.6 
(0.5) 

3.5 
(0.5) 

3.5 
(0.8) 

3.2 
(0.6) 

3.4 
(0.5) 

Mean 
 

3.02 
(3.6) 

3.06 
(4.1) 

2.99 
(4.5) 

3.03 
(4.1) 

3.03 
(5) 

3.06 
(4.1) 

a Paired T-Test, p=0.005, Wilcoxon, p=0.008 b Paired T-Test, p=0.03. Wilcoxon, p=0.03 c Paired T-Test, p=0.02, Wilcoxon, p=0.02 
d Paired T-Test, p=0.015, Wilcoxon, p=0.02 e Paired T-Test, p=0.02, Wilcoxon, p=0.02 f  Paired T-Test, p=0.04, Wilcoxon, p=0.04
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With such positive values apparent at T1, it was not surprising that few changes in 
attitudes were found to be significant between T1 and T2.  The most marked change 
was in attitudes to the proposition that ‘to set up a community mental health service, 
traditional practices must be challenged and replaced by new approaches’.  Positive 
responses to this statement increased significantly for two of the three cohorts.  
However, no significant differences were found between professions, enabling us to 
conclude that students from all professions were positive about a psychosocial 
approach to the philosophy and practice of community care. 
 
Students’ reflection of changing attitudes 
In discussion, many students reported being aware that, as a result of the training on 
the Programme, their attitudes had shifted towards thinking more positively about a 
social approach to community care. 

The course has changed my perspective.  For me it has been a tremendous 
change as we worked very much in the medical model.  It gave me some 
answers, for example, the social disability model.  The user involvement aspect 
has shifted my thinking - obviously so. It helped that as part of the course we 
talked about what we brought to our work.  (CPN Interview 3) 

For others, changes had been less obvious, but were important nonetheless: 
The course has done little to affect change, but maybe it has given social care 
more credence.  I value social aspects of care more.  I have moved away from 
therapy.  (CPN Interview 15) 

Often the change that students had experienced was difficult to define, and was 
more to do with reappraising their value-base and reflecting on the orientation of 
previous learning and practice. 

The Foundation module made me reassess my values and thinking.  When I 
was trained it was very medical – not so social.  (OT Interview 21) 
The course has impacted on me as an individual and as a team member, 
although I cannot pinpoint the change to the course.  Being made [team] co-
ordinator has had a big impact….  Possibly I would have got the co-ordinator 
role without course but it has given me confidence.  The course definitely has 
added value with user stuff – you can learn the skills stuff anywhere.  It is the 
overall perspective that I enjoyed, thinking critically, taking on board far more 
than just learning and delivering skills.  (CPN Interview 9) 

General attitudinal change was also observed by team colleagues, managers and 
supervisors: 

At first the course was invaluable for changing attitudes.  It was noticeable with 
the first cohorts - the students’ practice changed and they influenced others.  
The course’s training was particularly needed here as nurses have a very 
medical tradition which has to be altered to fit the new shape of services.  It is 
noticeable that the course has lost some of its interprofessional character.  You 
miss the social workers who have been working from a social perspective for 
longer.  The values of the course are important and the course can change 
students’ values.  (Team Interview 13) 

However, some nurses felt the emphasis placed on the social model of care came 
more from the social work culture of the Programme itself than the students who 
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were social work professionals, reflecting the fact that the Programme is provided in 
Birmingham University’s Department of Social Policy and Social Work and is 
directed by an experienced social work educator. 

The course itself was biased towards social work because the background and 
principles were social work.  At times it felt like some of the facilitators’ attitudes 
were biased, especially service users who were themselves biased against 
professionals.  It is a bit like trying to change the converted on the course - we 
wouldn't be there if we were not interested.  (Nurse Interview 11) 

Although students were prepared to acknowledge change in their perspectives and 
approach to their work, they had not all found the way values were presented by the 
Programme easy.  Some students in the early cohorts reported feeling angry about 
the values of the Programme being ‘imposed’ on them, e.g.: 

I did not come on the course for this and I was angry at first.  After 2 years I 
realised that it was a very important part of the course and I realise the change 
and that there is more work to be done.  It has made a lot of difference at work 
and to supervision.  (Co2 Y2 Group discussion 9) 
Initially I was angry but as the 2 years have gone by I know it is a very important 
area.  It is a process of change and increased openness.  (Co2 Y2 Group 
discussion 10) 

Despite feeling the imposition of a value base was ‘an affront to our degree of 
experience’, the majority of students welcomed it and agreed it was not difficult to 
‘sign up to’.  One nurse was particularly philosophical about it, while admitting the 
attitude of the presenter can limit the effectiveness of teaching sessions: 

There was a large element of service users saying things are ‘crap’ but I don't 
have a problem with that.  I would take it back and take it on board.  Everyone 
has a voice and deserves to be heard and if it changes attitudes so much the 
better.  There has to be a two-way street.   
But some service users came with an attitude that a bulldozer would not have 
changed.  I do not feel that you could put over your own view to those service 
users…You can challenge professionals but not service users…  I felt we were 
the ones wanting change but their attitudes were such that I thought, why 
should we change?  (Nurse Interview 11) 

Despite concerns about some teaching sessions, on the whole students were most 
aware of changes in their attitudes towards service users. 

I’d say the biggest thing the course has given me is the user perspective.  I 
turned up thinking, ‘Yeh, yeh. It is not the real world’.  Now I think it can be part 
of the real world and I don’t think that so much with the skills.  (Co3 Y2 
Discussion Group 12) 

Attitude change inevitably has an effect on how students work. 
I tried to have client-centred views before the course but, looking back, I realise 
I assumed things about clients rather than asked.  (Co2 Y2 Group discussion 6)     
It has not really changed the way I work with other professionals but it definitely 
has with service users.  Before I was only the nurse and they were the service 
user.  Now they are no longer just the illness.  It was the best thing I got from 
the course.  Previously I was anti- the user movement.  I thought it was just 
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another movement.  But when [user presenter] was talking I was thinking, 'Oh, 
I've done that'.  “Recovery” was never a word I used with clients.  Now I use it 
all the time. (CPN Interview 2) 

 
 5.3 Changing professional identity 
 
Professional and team identity 
We were interested to see whether attending an interprofessional training course 
had any impact on students’ professional identity.  We expected that professional 
identity would decrease as students increasingly saw themselves as mental health 
workers with common skills, placing emphasis on shared values and joint working.  
 
We assessed professional and team identities using a well-established 10-item scale 
derived from Brown et al. (1986), and role clarity using a similar 7-item measure 
developed by Rizzo et al. (1970).   
 
We found that students in general identified quite strongly with their own profession 
at the start of the Programme (mean score a little under 4 on the five-point scale) 
(Fig. 5.1).  There were no significant differences between cohorts or professions or 
with team colleagues from whom we collected data during the team visits. 
 
Figure 5.1: Professional Identification 
 
 Scale: 1=low, 5=high. 

 
At Time 2, the end of the first year of the Programme, there was strong evidence of 
a small but statistically significant decrease in professional identification (p = 0.009).  
This is illustrated in Fig. 5.1.  This reduction was the case for all cohorts, and for 
both nurses and the other professions, and scores are also lower than those for 
team colleagues.  It was particularly evident for the other professions in cohort 4.  
This suggests that the programme did have an effect, albeit quite modest, in 
decreasing professional identities. 
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In general, students and their team colleagues were found to identify rather more 
strongly with their teams than with their professions (mean score 4.14).  Again, there 
were no significant differences between cohorts or professions.  However, at Time 2, 
there was a small drop in overall scores with a marginal level of significance (p = 
0.05).  Again, this was particularly evident for the other professions in cohort 4 (p = 
0.003).  
 
One explanation for the drop in team identity for cohort 4 could be that by July 2001 
teams were experiencing major changes as a result of the reconfiguration of 
services required by the implementation of the National Service Framework.  
However, discussions with students confirmed the importance team identity held for 
them.  Some students felt it was their team, and not the Programme, which had 
shaped their attitudes: 

As an OT I had a massive learning curve in a CMHT.  I haven’t learnt any more 
from the course than I learnt in the CMHT.  (Co3 T2 Group discussion 12) 

One student attributed difficulties of working between two teams as a reason why 
she could not sustain learning on the Programme and dropped out. 

I have too many teams.  I found working in a team difficult - it was the split post 
aspect.  (OT Interview 21) 

Students also explained that personal friendships with team members could 
overcome or mask professional differences they might have had: 

Just because everything is cosy doesn’t mean we are working together 
effectively.  There are far more barriers than you imagine.  We work cosily 
because we like each other personally, so it fudges the issue of different 
training - but the differences are there.  [For example,] social work casework is 
different to that of a CPN.  (Co2 Y2 Group discussion 10) 

5.3 Personal role clarity 
We expected that one effect of the Programme would be to increase participants’ 
clarity about their roles.  In fact, ratings of personal role clarity at the start of the 
Programme were generally quite high (mean 4.8 on a seven point scale).  There 
were no significant differences in scores between the cohorts and team colleagues, 
or between the nurses and other professions.  At Time 2, there were no significant 
changes and role clarity remained high.  This was confirmed by students who felt 
that they had worked well in their teams for some time and were clear of their 
respective roles. 

I feel that we are all equal at work and our roles overlap quite often.  The course 
has not really changed my views.  I feel that I worked well with other 
professionals anyway. (CPN Interview 6) 

It should also be remembered that most of the student group tended to be mid-
career and were therefore likely to be more confident in their professional role.  The 
majority had been practicing for some time, and as the Programme targeted 
professionals who were working in the community, many had been working in a 
multi-disciplinary way for some time. 

It hard to remember what your attitudes were two years ago [at the start of the 
Programme].  I don't think they have really changed that much actually.  I was 
fairly confident…  Maybe it’s an issue that I've been qualified for twelve years.  
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So probably when I just qualified I would have been more reluctant to challenge 
medics but actually I wasn't.  I remember challenging medical decisions and 
stuff as a newly qualified nurse, so I probably didn't need the course to boost 
my confidence.  I think I had fairly good idea of some of the different roles that 
OTs play.  (CPN Interview 8) 

But the Programme was credited with increasing students’ awareness of their 
respective roles in teams, which they reported helped them to solve difficulties when 
things went wrong and in easing tensions: 

Quite a few people on the course are typical of their roles.  It made us think, we 
have a role to play – so, we get better in helping ourselves improve.  (CPN 
Interview 18) 
I just know I get on OK with people, but the course has helped me crystallise 
people’s roles better. I think it’s probably clarified my role, probably much more 
than any one else's actually.  I'm a lot clearer about what people can and can't 
do and what I can and can't do.  It makes it a lot easier.  (Psychologist Interview 
10) 

Equally, some students reported becoming more, rather than less, confused but this 
was partially put down to the general climate of change being experienced in mental 
health services as hospitals were replaced by a range of community services: 

I now feel more confused on disciplines’ roles but then we are in a period of 
transition in which mental health professional roles are changing.  (Co2 Y2 
Discussion Group 10) 
It is difficult to have a traditional view of OT here without trying to impose it.  It 
became worse whilst I was on the course.  There were changes in my own 
attitude. (OT Interview 4) 

5.4 Professional stereotypes 
The rationale for setting up the Programme as an interprofessional training course 
was to increase interprofessional understanding and reduce negative stereotypes in 
order to make students more effective members of multidisciplinary mental health 
teams.  In evaluating the outcomes of the Programme we were anxious to examine 
students’ awareness of stereotypes and to explore whether these changed over the 
first year of the taught course when the modules on interprofessional working had 
been completed. 
 
Theoretical framework  
In order to explore changes in interprofessional stereotypes from a theoretical 
standpoint, we drew on previous work in social psychology to understand what 
happens when two opposing groups are brought together in an attempt to modify 
their attitudes (Carpenter and Hewstone, 1996).  The "Contact Hypothesis" (Amir, 
1969; Rothbart and John, 1985) suggests that contact can change attitudes and 
researchers have attempted to identify the factors involved through both laboratory 
and field studies.  A review of this literature (Hewstone and Brown, 1986) suggests 
that the following variables are important in the success of such encounters: 
institutional support; equal status of students; positive expectations; a co-operative 
atmosphere; successful joint work; a concern for and understanding of differences 
as well as similarities; the experience of working together as equals; and, the 
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perception that members of the other group are `typical' and not just exceptions to 
the stereotype. 
 
According to Tajfel's social identity theory, group members compare their own group 
with other groups in order to establish a positively valued distinctiveness between 
the groups (Tajfel, 1981).  Intergroup differentiation will be maximised on dimensions 
where the intergroup's position is superior and minimised when it is perceived as 
being inferior.  Consequently, interprofessional programmes should not only 
encourage differentiation, but also establish "mutual intergroup differentiation", 
whereby each group's valued identity on specific dimensions is acknowledged.  This 
should result in mutual recognition of superiorities and inferiorities and, in principal at 
least, for each group to be seen as it wishes itself to be seen, with desired 
differences highlighted.  Role security should therefore be strengthened rather than 
threatened. 
 
It is also relevant to note that some of the conditions for attitude change proposed by 
the contact hypothesis are also considered important foundations for adult learning.  
Thus, adult learning is considered to be most effective when students work co-
operatively on problems in groups using and reflecting on their past experience and 
controlling their own work (Coulshed, 1993). 
 
Stereotypes 
Interprofessional attitudes (stereotypes) were assessed by asking students to rate 
the extent to which they believed certain attributes applied to: 
 their own profession (autostereotypes) 
 other professions on the course, that is social work, nursing, psychology, 

psychiatry and occupational therapy (heterostereotypes) 
 their own profession as seen by others (perceived autostereotypes).   

 
Ratings of attributes thought to be important to the various professions were made 
using a seven-point scale (1=very low and 7=very high).  These attributes included: 
academic rigour; interpersonal skills; communication skills; leadership; practical 
skills; breadth of life experience; and professional competence.  We expected that 
there would be evidence of mutual intergroup differentiation on the first six attributes, 
and that the professions would ‘compete’ on professional competence, giving their 
own profession the highest ratings. 
 
Table 5.2 shows the mean ranking of the importance attached to these attributes 
across all the cohorts (column 1).  There were some differences between the 
professions, for example, nurses rated leadership skills significantly more highly than 
the other professions, along with decisiveness and, marginally, professional 
autonomy.  Table 5.2 also shows the mean ratings of each of the professions.   
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Table 5.2: Ratings of professional attributes – mean ratings at T1  (N = 80, 
Cohorts 2 – 4)    
 
Scale: 1= very low, 7=very high. 
 

Attribute Importance 
of attribute 

Social 
Workers 

CPNs OTs Psychi-
atrists 

Psychol-
ogists 

Own as 
seen by 
others 

Interpersonal 
skills 6.47 4.91 5.62 5.34 3.99 4.96 5.65 

Professional 
competence 

6.45 5.22 5.62 5.40 5.40 5.62 4.96 

Team player* 6.28 4.80 5.47 5.12 3.66 4.14 5.09 

Practical skills 6.03 4.78 5.38 5.56 3.80 4.24 5.58 

Decisiveness* 5.75 4.85 5.25 4.77 5.80 5.04 4.87 

Life 
Experience 5.73 5.12 5.20 4.81 4.60 4.64 5.06 

Professional 
autonomy* 5.54   4.97 4.85 4.89 6.16 5.86 4.81 

Academic 
rigour 5.26 4.77 4.68 4.74 5.89 6.02 4.01 

Leadership 5.21 4.37 4.57 4.24 5.52 4.89 4.22 

* Attribute rated by cohorts 3 and 4 only. 

Psychiatrists and psychologists received significantly higher ratings for academic 
rigour and for leadership skills.  However, psychiatrists received significantly poorer 
ratings for communication skills, interpersonal skills, practical skills and breadth of 
life experience.  Psychologists were also rated significantly lower than other 
professions for interpersonal skills, practical skills and breadth of life experience. 
Social workers consistently received significantly higher ratings for interpersonal 
skills (especially compared to psychiatrists and psychologists), and were thought to 
be moderate in academic rigour and practical skills.  On the other hand, they were 
rated poorly for leadership. 
Both CPNs and OTs were rated significantly lower for leadership and academic 
rigour.  CPNs scored relatively high on interpersonal skills and practical skills.  OTs 
were rated highest on practical skills. 
Participants in both cohorts gave the lowest ratings for professional competence to 
their own profession as seen by others. 
There was some evidence to support the hypothesis of mutual intergroup 
identification.  For example, social workers, CPNs and OTs were willing to concede 
superiority on leadership and academic rigour to the psychiatrists and psychologists, 
but saw themselves as clearly superior in terms of communication, interpersonal and 
practical skills. Within these three groups there was some modest evidence: for 
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example, social workers rated themselves highest for ‘breadth of life experience’ and 
OTs highest for practical skills – and the OTs agreed.  Furthermore, both groups 
were inclined to believe that other professions would agree, although they held this 
view less strongly.  However, CPNs gave themselves the highest rating for breadth 
of life experience and were not willing to concede superiority to the OTs on practical 
skills.  All groups gave high and comparable ratings for professional competence. 
 
Examining changes over time, we found there were few changes at the end of the 
first taught year.  Students apparently re-evaluated the importance of “professional 
competence” as an essential attribute for working in community mental health 
teams.  Mean ratings reduced by 0.52, effectively relegating it from the second to the 
fifth most important attribute.  This effect was most noticeable for the other 
professions in cohort 4.  There was also a smaller reduction (0.27) in the perceived 
importance of “decisiveness” as an attribute.  These factors may be related to the 
Programme’s emphasis on user empowerment in contrast to professional 
dominance in services.  
 
Students, both nurses and other professions, tended to believe that their own 
academic rigour was rated more positively by others compared to the start of the 
course.  However, while the nurses gave higher ratings at Time 2 for other’s 
perceptions of nurses’ breadth of life experience, the other professions considered 
that their own status in respect had been diminished.   
 
With regard to status, psychiatrists were accorded the highest status in society 
(mean 5.86) followed by psychologists (5.30).  These two professions were rated 
very significantly more highly than nurses (4.82), social workers (4.35) and 
occupational therapists (4.30).  There were no differences between cohorts or 
professions in these ratings. 
 
At Time 2, there was evidence of a decrease (mean 0.45) in ratings of the status of 
social workers in society at time 2 but a slight increase (0.3) in that of psychiatrists.  
In contrast to the high ratings of psychiatrists in society, their ratings on the course 
were very significantly lower than other professions. 
 
These results provide evidence that there was considerable consensus amongst 
professionals on the Programme about their relative status and the attributes and 
stereotypes of their various professions. It was also found that despite attending 
either one or two years of an interprofessional training programme these attitudes 
and stereotypes did not change.  As one of the purposes of the Programme was to 
promote change, we had to ask the question, ‘Why?’  We explored two possibilities: 
 

1. The stereotypes were so strongly held and reinforced by day-to-day contact 
with colleagues that the effect of the teaching and learning experience was 
counteracted.  Therefore, were the students on the Programme ‘typical’ for 
their teams? 

2. The conditions necessary to change stereotypes were not sufficiently present 
on the Programme.   
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5.5 How typical were students of their colleagues and teams? 
Students considered that the main differences between themselves and their 
colleagues who did not elect to join the Birmingham Programme was their open 
mindedness and willingness to change. 

I think that those on the course were very typical of their profession.  Although 
to go on the course you have to want to change and develop yourself. (CPN 
Interview 6) 

Nurses, in particular, were identified as being untypical, but the discussions of 
typicality tended to reveal stereotypes rather than evidence of difference. 

The nurses on the course are certainly different to those whom I work with here.  
For some of the nurses I liase with around here are very focused on medication.  
(CPN Interview 8) 
The OTs are typical; generally we are more open minded and cover more 
things.  I have worked with very few social workers.  The nurses are atypical.  
On the course the nurses are more open minded, willing to move forward.  They 
are not as defensive of their profession - at the edge of crawling out of their hole 
that a lot of nurses are still at the bottom of, especially here.  Those who are not 
inclined will not go on the course.  It is self-selective. (OT Interview 4) 
Cross section wise they are typical on the course.  Some nurses (very few) are 
very hung up on and use confidentiality and user involvement as a cop out not 
to develop services.  But they all are individuals.  (CPN Interview 9) 

We wanted to see whether there was any harder evidence that students differed 
from colleagues in mental health teams who did not come on the Programme.  
Consequently, we visited a sample of students’ teams and collected data from them 
using the IPE questionnaire, group discussions and interviews with team managers 
(see section 2.3).  We then compared these findings with those from students in 
Cohorts 2, 3 and 4 at Time 1. 
 
We found that the composition of teams did differ considerably from the composition 
of the student group (table 5.3).  While student cohorts were made up of an 
increasing proportion of nurses year on year with a minority of participants drawn 
from other professions (social work, occupational therapy, psychology, psychiatry 
and users), the teams surveyed had only one-third nurses and two-third ‘others’.  
However, in the teams, the number of ‘others’ tended to be boosted by non-
professionally aligned support workers who often felt the Programme was not 
appropriate for them.  They argued they did not have the educational background to 
undertake a Master’s degree level course and, if they were going to obtain a 
qualification it would be more beneficial for them to gain a basic professional 
qualification.   
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Table 5.3: Composition of Student groups (Time 1) and the community mental 
health teams visited 
 

 Cohort 2 Cohort 3 Cohort 4 Teams Total 

Nurse 26 (52%) 22 (59%) 26 (67%) 20 (32%) 94 

Other 24 (48%) 15 (41%) 13 (33%) 42 (68%) 94 

Total 50 37 39 62 188 

 
Around two-thirds of students were women, reflecting the gender balance in the 
teams.  There were no differences between the cohorts.  In terms of ethnicity, 
students differed from colleagues.  Six per cent of the team colleagues described 
themselves as belonging to a minority ethnic group, compared to 27% of cohort 2 
and 16% of cohort 4.  Overall, it is apparent that the Programme has recruited a 
higher proportion of non-white staff than there are present in the teams.   
 
Compared to the students, their team colleagues gave significantly more favourable 
ratings to psychiatrists and psychologists.  Thus, they gave significantly higher 
ratings of the interpersonal skills and practical skills of both psychiatrists and 
psychologists, and their breadth of life experience.  They were also more positive 
about psychiatrists and psychologists as team players.  Presumably this was 
because there were two psychiatrists and three psychologists in this group.  Team 
members in general rated the professional autonomy of psychiatrists a little lower 
compared to the students. 
 
It is possible, therefore, that one of the reasons why stereotypes were resistant to 
change was that while the students might have formed positive impressions of fellow 
course members from other professions, they were able to conclude that these 
students were not typical.  In other words, they were not willing to generalise their 
good impressions of e.g. social workers on the course to social workers in general. 
(“Jane Smith is great, but then she’s not a typical social worker.”) 
 
The other possibility was that the programme did not provide the necessary 
conditions for attitude change.  We examine the evidence for this below.  
 

5.6 The Programme’s influence 
 
Initial participant observations 
To obtain an understanding of how the Programme influenced attitudes and values, 
a series of participant observations were carried out in 1999.  Nine full-day teaching 
sessions were observed.  The observations were spread across four different 
teaching modules but very few differences were observed across the modules, both 
in terms of teaching styles and the behaviour and attitudes of the students.  The 
teaching was presented in a whole-group didactic style.  Almost all sessions 
involved an “expert” in a lecturing role, who imparted information whilst the students 
took notes.  Towards the end of the session, students were generally given an 
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opportunity to discuss some of the new ideas and information amongst themselves 
in small groups. 
 
However, opportunities for productive inter-group learning were missed because: 
 the students and not the presenters usually decided membership of these small 

groups 
 students typically chose those sitting around them who tended to be colleagues 

from the same team or service with whom they may have travelled that day 
 even groups determined by the presenter were usually done on the basis of 

existing team or service membership 
 student mixing outside of the teaching sessions was hampered by structural and 

environmental factors, such as lack of time and the layout of the building. 
 
In group discussions, students were not invited to act as members of their 
profession, nor to consider how they would act within the responsibilities and 
constraints of their professional roles and duties.  Neither were they invited to 
consider how professionals could work together collaboratively.  Shared values 
concerning community care, user involvement and anti-discriminatory practice were 
either taken as read or specifically emphasised.  Similarities rather than differences 
in roles were emphasised.  Consequently, the difficulties in interprofessional working 
were infrequently exposed and explored. 
 
Since students were not invited to view group interactions in terms of an 
interprofessional encounter, it is perhaps not surprising that professional identity did 
not appear to be salient.  Students did comment on their team background and say 
which trust area they were from but they rarely said to which professional group they 
belonged.  Thus even towards the end of the first year of the programme many 
students did not know the professional background of others on the programme.  
There were very few overt examples of professional stereotyping.  However, this is 
not to say that professional stereotypes were not held.  One example of professional 
stereotyping that was observed was when students were asked to produce a 
graphical representation of information they had discussed in small groups.  The 
group decided that the OT should produce the diagram, saying to her ‘You must be 
creative’.  Again practical skills seem to be perceived as the domain of occupational 
therapy. 

Student feedback 
Feedback from the students not only confirmed that students retained professional 
stereotypes throughout their first year of study on the Programme but also that 
opportunities to explore professional differences were missed.  An occupational 
therapist described an exercise run by the Programme: 

We did a group exercise where we had to go away into professional groups and 
say what was unique to our profession.  OTs came back and said it was their 
occupation, nurses had six pages [of notes] and social workers could not define 
anything.  It was a good exercise but it was left standing.  Social workers 
perpetuated the vagueness and nothing was ever done with the information.  
(OT Interview 7) 

This same occupational therapist regretted the lack of follow-up to exercises such as 
this; her perceptions of the professions remained quite starkly differentiated: 
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Nurses are primarily dominated by the medical model - no matter how they try 
to dress it up.  It comes out in their language and the value judgements they 
use to describe service users and families - which is almost always negatively.  
Social workers are OK; they have a good grasp that is more person centred, 
holistic.  But then I could not list what they do, although I know lots of what they 
don't do.   
Psychiatrists are almost the same as nurses in the medical model; they are 
trained to think that medicine is the solution to everyone’s' problems.  There is 
no learning about therapy- it is seen as an add-on.  Psychologists - you never 
find any of them.  They have such a narrow criteria - only one in 200 staff get to 
work with them.   
OTs are always seen as a minority e.g. one token OT in a team and they are 
seldom able to do the job they were trained to do. 

Instead of examining professional differences and similarities, students explained 
that the Programme started by promoting a generic mental health worker model. 

Students agreed that the emphasis was on developing common advanced skills 
and knowledge rather than learning about distinctive skills, knowledge and roles 
for mental health professionals and about how to work together. They felt that 
the underlying model was that of the generic mental health worker with high 
levels of skill.  One commented that he felt like apologising that he was ‘still’ a 
nurse. (Co1 Y2 Group discussion 5) 
I have changed my attitudes towards most professionals, especially OTs.  I 
used to look at them as a bonus for the team, not realising their skills.  I think 
more now as a generic mental health worker.  I think we have the same skills 
because we work with the same client group.  I think we used to be more 
enthusiastic of our profession.  Everything done on the course applied to the 
people who we work with.  There came a point where there was no way back.  I 
think it is a good thing for us to get through.  I have been well supported but I 
can understand why some people would avoid the change.  (CPN Interview 3) 
 

Birmingham University Programme staff comment 
Interprofessional Focus  
When the Programme commenced, the NSF was in the early stages of 
conceptualisation and the Capable Practioner framework had not been published. 
It is fair to say that in its early days there was therefore a lack of clarity 
about whether the programme was trying to train mental health professionals 
to: 
a. Become generic mental health workers or  
b. To develop some core, shared skills but retain their own professional 

contribution as an asset in interdisciplinary teams dealing with the diversity 
of users experience.  

Over the course of the past 6 years in discussion with colleagues form Durham 
the programme team have become much clearer that their aim is to address (b).   
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Student ratings of the Programme 
At the end of the first year of the Programme (T2) we asked each cohort of students 
to rate a number of aspects which the Contact Hypothesis states are necessary for 
positive attitude change in intergroup encounters.  These contact variables and 
ratings are shown in Table 5.4.   
 
Students rated the ‘institutional’ support (from their agency, other members of their 
profession and other members of their mental health team) they felt they had 
received for their participation and the status of each professional group on the 
Programme.  They also rated aspect of the learning content and process and 
interaction between participants.   
 
Support for participation on the Programme from agency and team was only slightly 
positive, but was perceived as being stronger from their professions.  They had high 
expectations. On the course itself, students in Cohorts 2 and 3 clearly felt that 
similarities between professions were strongly or quite strongly emphasised, but 
Cohort 4’s ratings were lower.  Differences were only emphasised a little.  Students 
considered that the atmosphere had been quite co-operative and not competitive 
and that the work, which they had done together, had been moderately successful.  
The students felt that they had worked together as equals to a moderate extent.  
Course members were not thought to stick together in either their professional 
groups or with their own teams. 
These findings suggest that, in the experiences of the participants, the conditions 
required for positive attitude change (the contact variables) had only been met to a 
moderate extent.  In particular, the requirement to explore differences as well as to 
emphasise similarities was not met. 
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Table 5.4: Student ratings of Contact Hypothesis variables (T2) 
 
Scale: 1=low, 7=high. 
 
 
Contact variables 

Co2  
(N=34) 

Means (SD) 

Co3  
(N=21) 

Means (SD) 

Co4  
(N=27) 

Means (SD) 

Support from agency 4.45 
(1.64) 

4.95 
(1.07) 

4.52 
(1.7) 

Support from profession 4.97 
(1.63) 

5.38 
(1.2) 

5.22 
(1.37) 

Support from team 4.88 
(1.5) 

4.68 
(2) 

4.72 
(1.72) 

Positive expectations 6.21 
(0.93) 

6 
(1.14) 

5.74 
(1.32) 

Similarities emphasised 5.47 
(1.27) 

5.29 
(1.19) 

4.74 
(1.29) 

Differences emphasised 4.56 
(1.44) 

4.76 
(1.22) 

4.52 
(1.37) 

Worked as equals 5.63 
(0.94) 

5.43 
(1.78) 

5.58 
(1.36) 

Co-operative atmosphere 5.97 
(1) 

5.86 
(1.49) 

5.74 
(1.13) 

Competitive atmosphere 2.88 
(0.6) 

3.29 
(1.42) 

3.37 
(1.36) 

Successful joint work 5.53 
(0.92) 

5.29 
(1.01) 

5.19 
(1.36) 

Professionals stuck 
together 

3.53 
(1.46) 

4.48 
(1.47) 

4.07 
(1.36) 

Teams stuck together 4.78 
(1.41) 

4.86 
(1.42) 

4.56 
(1.4) 

 
Evaluation Team feedback and Programme change 
As a result of these findings, we reported our concerns about limited attitude change 
back to the Programme and worked with them to develop an approach which would 
be more likely to promote intergroup interaction and conditions that might engender 
attitude change.  To observe how this was being implemented, four further 
observations were undertaken in the Working in Community Teams modules with 
students from Cohort 4.   
The aim of the observations was to compare the current teaching with that observed 
two years earlier with cohort 2, in the light of changes.  The module had been 
redesigned to be far less didactic and far more interactive, to encourage the 
students to mix with each other and improve interprofessional dialogue.  Such open 
discussion of similarities and differences is an important factor, according to the 
Contact Hypothesis, for positive attitude change.   
 
During the observations a range of teaching styles were used with quite a large 
emphasis on small group work.  This involved students being asked to work with 
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those whom they had never worked with before and students making greater use of 
the physical environment of the teaching room.  This seemed to energise students, 
particularly after lunch, and students appeared to enjoy these elements of the 
Programme.  Didactic teaching still took place but never formed the whole basis of a 
day’s teaching.  It was always interspersed with group work.   
 
There was an obvious effort to encourage students to think about their professional 
role and one group exercise seemed to be particularly effective.  This exercise was 
in two parts.  The first part took place in the Foundation Module as students started 
the Programme.  Here they were asked to get into professional groups and think 
about what they considered to be the core elements of their own and other 
professions.  These were recorded on flip charts.  The flip charts were reproduced in 
one of the Working in Community Teams sessions later in the year and the students 
were asked to return to their original groups and reconsider what they had recorded 
months earlier.   
 
The exercise showed that the students had changed considerably in their attitudes 
to their own professional role.  The nurses were shocked by how “medical” their 
original contribution had been and felt that they now delivered a more holistic 
service.  They were also keen to note that they could not point to any one 
perspective or set of skills that belonged solely to their profession, and they did not 
consider this a bad thing.   
 
Another group exercise involved students adopting a specific team role and a role of 
a profession different to their own.  This ended with the a student claiming,  “We 
came to the conclusion that personality was the key issue, not professional role”.  
 
This exercise was particularly revealing in terms of the students’ attitudes towards 
leadership in teams.  Two of the three groups found that the person designated as 
consultant psychiatrist also took on the leadership role in the group.  There was an 
automatic assumption that being a consultant psychiatrist meant being a leader.  In 
a group where an OT was supposed to take on the leadership role, there was a 
certain amount of confusion as it was felt that an OT would not generally be 
considered a chair of a multidisciplinary meeting.   
 
Nurses were the largest professional group in cohort 4 and this was reflected in 
some of the attitudes amongst the students.  With no psychiatrist or psychologist in 
the cohort there were a number of negative comments made about these 
professions, mostly in jest.  Psychologists were considered to be particularly bad 
team players and comments ranged from those that implied that psychologists were 
always “in supervision” when needed, to others which implied psychologists could be 
selective about their workload by saying they were “too busy” to take part in work in 
which they were not interested.   
 
These observations indicated that the teaching team have changed the Programme 
in such a way that students have had a greater opportunity to interact with each 
other.  This appears to be something that the students have enjoyed.  The changes 
have also encouraged students to think more clearly about their professional roles 
and the roles of others.  This opportunity to discuss similarities and differences is an 
important factor in any attempt to change attitudes.  The extent that it does change 
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attitudes may be limited by the dominance of nurses in the cohort.  However, it is 
also important not to overlook the contribution of the students from other 
backgrounds.  
 
Students also reported changes to their views, but the changes were not always 
applied equally to all professions. 

I think I had generally good views of other mental health professionals before I 
started the course.  I thought OTs were more academic than they are and I 
thought social workers were “up there” - they speak the right language.  The 
course altered my views of OTs and social workers.  I now see OTs as less 
academic and more practical.  OTs were more forward thinking than I gave 
them credit for.  Social workers were stuck in procedures. Nurses initiated a lot 
of conversation but were not forward thinking.  The service user was the most 
challenging.  (CPN Interview 2) 

Some views persisted despite the interprofessional nature of the Programme and 
student’s work environment: 

I don't think that my views have changed much really.  I have a block with 
psychology; they keep within their professional boundaries and come across as 
elite.  Psychology [sic] see themselves as too important.  However, the 
psychologist on the course is not like this.  We have always had good 
psychiatrists in the team.  (CPN Interview 9) 

Perhaps it was not the fault of the way the Programme was presented, but more a 
response to the narrow interprofessional student group: 

From the course I became a lot clearer about what other professions’ strengths 
and weaknesses were.  I was also more aware of things they could do really 
well that I knew I couldn't.  But I'm not sure it happened the other way round; 
that might be about being the only psychologist in the year group and not 
saying very much.  
And I do remember some people saying, “Now we've got these qualifications 
what makes you different to us”'.  And I was thinking there's probably quite a lot 
that's different and that was a difficult position.  So I don't know how it works the 
other way around, but I know I'm much more appreciative of them.  They now 
think a psychologist’s role might be much more streamlined in terms of the 
differences they could offer.  But certainly on the team, it has not made much 
difference in terms of, “We know this so we are not going to ask you”.  It’s more 
of a case of, “This needs doing and we haven't got time to do it.”  (Psychologist 
Interview 10) 

 
5.7 Conclusions 
Students from all disciplines selected for the Birmingham Programme generally 
began the course with positive attitudes towards the principles and values 
underpinning community mental health services.  Most students reported that that 
they had benefited from having to reappraise their value base, although this had 
sometimes been a challenging process.  The most significant changes had been in 
their attitudes towards service users and students believed that this had made 
important differences to the ways in which they approached their practice. 
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Learning on a multidisciplinary course appeared to have only a marginal effect on 
students’ professional identities; they did not re-define themselves as generic 
‘mental health workers’.  Perhaps this is not surprising when we remember that 
these students were generally experienced professionals. 
 
There was considerable evidence of professional stereotyping.  In general, the 
nurses, OTs, social workers and others on the Programme were reasonably positive 
about each other, giving themselves and each other moderately high ratings for 
interpersonal skills, professional competence, and life experience.  However, 
psychiatrists and psychologists, who as we have observed were barely represented 
on the course, received lower ratings for practical skills and life experience, and 
were thought to be poor team players.   
 
There was little evidence of change in these stereotypes.  Positive stereotypes were 
not strengthened appreciably, nor were negative stereotypes reduced.  Having 
examined possible reasons, we concluded first, that the students tended not to see 
fellow course members as ‘typical’ members of the other mental health professions 
and therefore did not generalise their positive experiences of fellow students to their 
professions as a whole.  We should also note that because there were so few 
psychiatrists and psychologists on the Programme, there was little opportunity for 
students’ negative stereotypes to be disconfirmed.  Further, any members of these 
professions on the Programme were, by their very presence, atypical.  Second, we 
presented evidence that students did not perceive the Programme to provide the 
conditions for positive attitude change required by social psychological theories.  
This was confirmed by participant observation of the teaching sessions.  However, 
after feedback from the evaluation team, the Programme changed its approach and 
further observation confirmed these changes. 
 
In conclusion, the Programme would seem to be more effective in engendering 
positive attitude change towards service users than towards other professions.  Both 
are fundamental goals of the Programme and for ‘modernised’ community mental 
health services.  There are important lessons for the design of this and other 
programmes.  These include the style of teaching and learning from users (facilitated 
and supportive to both users and students) and the importance of focusing 
specifically on interprofessional working, examining differences as well as 
similarities, and giving students the opportunities to work together cooperatively and 
successfully.  Nevertheless, whatever takes place on a course maybe undermined 
by experiences in the workplace.  We consider the organisational contexts for the 
implementation of learning in Section 8.
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6. KNOWLEDGE AND SKILLS 
 
Having considered changing attitudes in the last chapter, we now turn to examining 
the skills and knowledge provided by the Programme to equip its student 
practitioners to deliver effective care to people with severe mental health problems 
and their families in the community.  It equates to Kirkpatrick’s Level 2b.  We begin 
by scoping the knowledge and skills acquired, structuring the topics around the three 
broad goals of the Programme: developing values-based practice; improving team 
working; and developing skills in psychological interventions.  We then look at 
students’ ratings of core competencies, comparing their ratings when they joined the 
Programme to that at the end of the taught course.  Finally we review qualifications 
obtained by students, as this is the most concrete measure of knowledge and skills.  
 
6.1 Methods 
Four sources of data have been used in this section: 
1. Group and individual interviews provide some explanation of the skills and 

knowledge acquired and general opinions of the way this information was 
presented by the Programme. 

2. An analysis of the internal evaluation forms completed by students at the end of 
each module in which they were asked to record key learning points.  

3. A core competency measure developed by us based on the capability framework 
(Sainsbury Centre for Mental Health, 2001 p8).  Using a 10-point rating scale, 
students were asked to rate the importance of each of the core competencies 
and to assess their own levels of skill and knowledge in that competency at the 
beginning (T1) and end of the Programme (T3). 

4. Birmingham University records of the qualifications obtained by students in each 
cohort.   

 
Unless otherwise stated, all quotations in this section have been taken from the 
Module evaluations carried out by the Programme. 
 
6.2   The learning experience – knowledge and skills   
Students commented that the Programme was ambitious in its scope, and although 
some regretted its leaning towards formal teaching methods and structure, they 
widely acknowledged that this was necessary to ensure the curriculum was covered. 

It was very structured but this was because it was very informative and [it has] 
undoubtedly increased my knowledge base.  (Co2 Y2 Group discussion 6) 

Often the learning was not new to students; it was ‘adding to what we already know 
and do.’  But, as it was taught by experts in the field and was research-based, 
students reported it gave them the confidence to use their knowledge and made 
them more able to challenge opinions with evidence. 

Everything we learnt on the course was research-based and up-to-date.  Being 
able to quote this makes a difference.  They [colleagues] respect you more for 
it. (Co2 Y2 Group discussion 6) 
The course has given me access to research to back my practice.  I have read 
an enormous amount that I would not have done, and having people at the 
cutting edge of teaching us helps us to be confident.  People listen to you if you 
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name drop the ‘old boys’ network’.  Evidence-based practice is something the 
course has been very good at.  (Co1 Y2 Group discussion 2) 
The course has not complicated my role.  As a social worker I used 
psychosocial interventions but it has built on what was there anyway and it has 
given me additional models.  The course has improved the way I work through 
the theory base and it is confidence building.  If there is a difference of opinion, I 
have the knowledge to back myself up.  It strengthens my arguments. (SW 
Interview 12) 

Although the skills learning tended to be targeted at specific interventions and 
models, students also reported learning general skills such as: 
 Reflection 
 Clear decision making 

Don’t leap in – think and check things out first.  
 Questioning and listening 

Don’t make assumptions – carry out assessments.  
 Good communication 

How to be succinct – don’t waffle. 
In scoping the knowledge and skills acquired, topics have been structured around 
the three broad goals of the Programme: developing values-based practice; 
improving team working; and developing skills in psychological interventions.   
 
6.3 Knowledge – values-based practice 
Awareness raising 
Students valued their learning on anti-oppressive and anti-discriminatory practice, 
which raised their awareness of issues of gender, race and sexuality in particular.  
Learning addressed issues such as: 

How British culture excludes black people, e.g. black people being classed as 
‘Afro-Caribbean’ as opposed to British-African etc. Also the notion of 
‘Blackness’ being a genetic argument for ‘mental ill health’- it finally sunk in! 
My lack of understanding of the issues appertaining to women’s and gay issues 
and mental health services. 

The importance of self-awareness, and awareness of personal knowledge and 
values were also reinforced. 

That an effective practitioner must have in-depth knowledge of cultures, sub-
cultures, personhood, legislation, art and literature, etc. 
When working within boundaries/policies/procedures be able to bring my own 
personal human qualities within my work. 

Ethical practice 
As professional training varies considerably in its approach to the training of ethics 
and ethical practice, students differed in how much they gained from teaching in the 
Ethics and Law module.  Some students welcomed the opportunity to learn about 
the ethical dimensions surrounding mental illness, and how they could develop their 
practice accordingly. 
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I learnt the need to develop my practices in an ethical manner. 
More commonly, students found the structured approach to looking at ethical issues 
useful: 

Ethical and moral discussion and thoughts around practice are somewhat 
clearer. 
Increased awareness of a framework to explore ethical issues. 

Mental health law and ethics 
As mental health legislation has such a strong ethical dimension, knowledge on law 
is reported here.  This was familiar ground for the approved social workers on the 
Programme but other professionals reacted positively to gaining some familiarity 
with the Mental Health Act, its code of practice and the outcomes of recent judicial 
reviews.  For some students there was completely new learning about the interface 
with other legislation such as the Children Act 1989 and legal and ethical issues 
around consent and capacity.  Students in many roles were anxious to use this 
knowledge in their practice. 

Need to consider (more) the ethical/legal dimensions to casework. There was 
very useful learning in module teaching. 

A Service user perspective 
A key area of knowledge was that of service user involvement and empowerment.  
On the core competences rating scale, students rated this “extremely important” 
(Table 6.1).  At the beginning of the Programme, students rated their knowledge and 
skills in ‘facilitating therapeutic co-operation’ and in using a ‘user and carer oriented 
perspective based on partnership in the provision of assessment, treatment and 
continuing care’ as modest (mean ratings around 6 on the 10-point scale), although 
the standard deviations were quite large, indicating a wide range of ratings from the 
students.  But they reported the knowledge gained about working from a user and 
family perspective led them to review their own practice. 
 
Table 6.1: Partnership Working with Users 
 
Scale: 1=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3
1f. Knowledge of factors involved in 
facilitating therapeutic co-operation. 

9.28 
(1.35) 

5.82 
(2.18) 

8.33 
(1.19) 

1g. Skills in facilitating therapeutic co-
operation. 

9.27 
(1.38) 

5.92 
(2.33) 

8.21 
(1.27) 

7a. Knowledge of developments in 
treatment, rehabilitation and service 
delivery for people with severe mental 
illness.   

9.35 
(1.55) 

5.85 
(1.98) 

8.27 
(1.1) 

7b. A user and carer oriented 
perspective based on partnership in 
the provision of assessment, 
treatment and continuing care. 

9.38 
(1.51) 

6.03 
(2.14) 

8.45 
(1.2) 

Reflecting on my own experiences with users and how I have impacted on them 
now and into the future. 
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This module has prompted me to evaluate my overall practice, and move 
towards partnership working and users. 

At the end of the end of the Programme, ratings were substantially higher (means 
score over 8), with a much smaller range of response. 
 
Students explored empowerment, looking at when and how service users should be 
involved in the planning, management and review of services and how they should 
participate in planning their own care.  It was accepted that empowerment was 
challenging: 

The need for balance between user empowerment and boundary setting; the 
case-study …….  was thought provoking! 

It was also recognised that service users have changed in their demands: 
Users seemed to have changed stance, in terms of fighting the system; now 
they are collaborating to change it. 

Empowerment was also linked to recovery: 
The value and role of user focus groups to enable recovery. 
That positive risk taking can be an alternative to recovery. 

More practical knowledge included learning where and how to access information, 
developing directories of local service user groups/resources and understanding the 
value of advocacy.  Portfolio exercises reinforced some of this learning and provided 
a resource for future reference. 
 
Overall, the self-reported gains in ratings of knowledge and skills concerning aspects 
of partnerships with service users (see Figure 6.1) are consistent with what students 
reported about changes in their attitudes. 
 
 
 

Note for understanding Figure 6.1 and other box plots. 
 50% of the ratings or scores on any measure fall within the box.  The taller the 

box, the bigger the range of scores. 
 
 The line in the middle of the box is the median average: half the ratings or scores 

are above this point and half below. 
 
 The ‘whiskers’ cover most of the remaining scores - the top and bottom 25%.  

The distance between the top and bottom whisker includes about 99% of the 
scores. 

 
 The small circles and stars are ‘outliers’ and represent individuals who have 

exceptional views, or who have possibly misunderstood the question. 
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Figure 6.1: Partnership working with users: students’ ratings of importance, 
and self-assessments of knowledge and skills at T1 and  T3. 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
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6.4 Knowledge and skills in team working 
Learning about team working enabled students to study the interactions and 
interprofessional tensions many of them were experiencing in their workplace.  Once 
again, they gave very high ratings for the importance of this aspect of the 
Programme (Table 6.2).  They indicated substantial increases in their knowledge of 
the core roles and tasks of the multidisciplinary team, and of the principles of, and 
skills in, multidisciplinary team working.  They appeared to be a little less confident in 
their knowledge of the main stages of team building and development, and of 
strategies to prevent individual and team burnout.  But once again, ratings improved 
in both these areas. 
 
Table 6.2: Multidisciplinary Working 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3 
8a. Knowledge of the core roles and tasks 
of the multidisciplinary team. 

9.44 
(0.98) 

6.61 
(2.06) 

8.47 
(1.29) 

8b. Knowledge of the main stages of team 
building and development. 

9.01 
(1.42) 

5.71 
(2.32) 

7.58 
(1.64) 

8c. Knowledge of principles of 
multidisciplinary team working. 

9.22 
(1.38) 

6.6 
(2.05) 

8.27 
(1.26) 

8d. Skills in multidisciplinary team working. 9.39 
(1.31) 

6.51 
(2.11) 

8.27 
(1.44) 

8e. Knowledge of strategies to enhance 
staff preservation and prevent individual 
and team burnout. 

9.33 
(1.65) 

5.68 
(2.08) 

7 
(1.89) 

8f. Comprehend the need for 
multidisciplinary team supervision. 

9.01 
(1.89) 

6.32 
(2.43) 

7.79 
(2.03) 

8g. Participate effectively in 
multidisciplinary team supervision. 

8.96 
(1.95) 

5.92 
(2.82) 

7.64 
(1.97) 
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Students valued learning about team dynamics, barriers to effective team working 
and approaches to conflict resolution. 

Looking at barriers and ways to overcome them has made me feel more 
positive about my trust. 
The ‘solution’ focus of looking at areas to be addressed by our team. 

The importance of interprofessional working was stressed, and with interprofessional 
commonalities as well as differences being discussed (see section 5), students 
found it useful to learn about models of leadership and to apply these to their own 
teams. 

An understanding of my own team player/leadership style 
Community teams-boundaries and relationships - content and issues raised 
reflected the reality and difficulties encountered 

The overall pattern of increase in knowledge about multidisciplinary working is 
shown in Figure 6.2. 
Figure 6.2: Multidisciplinary team working: students’ ratings of importance, 
and self-assessments of knowledge and skills at T1 and T3. 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
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6.5 Knowledge of medical interventions 
An influential area of knowledge and skills learning on the Programme is the module 
on contemporary approaches to psychiatric symptoms and pharmacology.  Initially, 
many students indicated little knowledge in this area.   Mean scores were quite low, 
and standard deviations are large, indicating a big range.  By the end of the course, 
students considered that that had quite good knowledge and skills (Table 6.3).   
 
This aspect of the Programme was influential because it was very well taught and 
presented and students felt empowered by the knowledge they obtained about 
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medication, its use, its side effects and its dangers.  They reported using this 
knowledge in discussion with psychiatrists and with service users. 
 
Table 6.3: Medical Interventions 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3
3a. Evidence-based knowledge of the 
side effects of medication. 

9 
(1.59) 

5.36 
(2.12) 

7.88 
(1.22) 

3b. Ability to assess such side effects. 9.17 
(1.49) 

5.39 
(2.5) 

7.79 
(1.36) 

3c. Knowledge of techniques in 
increasing adherence to prescribed 
medication. 

8.35 
(2.54) 

5.2 
(2.49) 

7.5 
(1.97) 

3d. Skills in techniques in increasing 
adherence to prescribed medication. 

8.35 
(2.56) 

4.89 
(2.55) 

7.42 
(2) 

 
   
6.6 Skills - Psychological interventions 
The psychosocial interventions taught on the Programme can be grouped into 
cognitive behaviour therapy (CBT), family intervention, and early intervention.  The 
focus for all these was on the application of knowledge and skills to work with people 
having a diagnosis of psychosis.  Learning included the conceptual frameworks, for 
example the ‘stress-vulnerability’ model, and the basic techniques.   
 
Cognitive Behaviour Therapy and Family Therapy 
Key skills identified by students leant from the module on Psychological 
Interventions in Psychoses included: 
 Essentials of CBT and developing a conceptual framework 
 Understanding compliance therapy 
 Coping strategies 
 Monitoring side effects 
 Socratic questioning 
 Structuring sessions 

 
As shown in Table 6.4, there was a wide range of initial knowledge and skills (large 
standard deviations) regarding CBT and the mean ratings were low (below 5).  Even 
students who found this was not all new to them welcomed the opportunity to build 
on skills.  They identified its value as: 

Increasing my knowledge in all areas covered, enabling me to build on training 
and practice I have already done. 
Recognising that we actually engage in this way as a regular part of practice 
without actually realising it. 

The same picture emerged of low initial knowledge and skills in behavioural family 
therapy, which used a problem-solving and educational approach (Table 6.4). 
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Table 6. 4 Knowledge and Skills in Psychosocial Interventions 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3
1c. An understanding of the stress-
vulnerability model and a bio-psycho-
social approach in the care and 
treatment of severe mental illness. 

8.82 
(1.58) 

4.92 
(2.49) 

8.03 
(1.42) 

1d. Knowledge of family problem-
solving and educational approaches. 

8.88 
(1.46) 

4.87 
(2.52) 

7.88 
(1.36) 

1e. Skills in the application of family 
problem-solving and educational 
approaches. 

8.81 
(1.68) 

4.25 
(2.64) 

7.64 
(1.48) 

1f. Knowledge of factors involved in 
facilitating therapeutic co-operation. 

9.28 
(1.35) 

5.82 
(2.18) 

8.33 
(1.19) 

1g. Skills in facilitating therapeutic co-
operation. 

9.27 
(1.38) 

5.92 
(2.33) 

8.21 
(1.27) 

4a. An understanding of the principles 
of psychosocial rehabilitation. 

9.28 
(1.15) 

5.14 
(2.19) 

7.88 
(1.56) 

4b. Skills in psychosocial 
rehabilitation. 

9.3 
(1.14) 

5.08 
(2.2) 

7.76 
(1.64) 

4c. Knowledge and understanding of 
the basic principles of cognitive 
behavioural interventions. 

8.82 
(1.68) 

4.54 
(2.36) 

7.24 
(1.66) 

4d. Skills in cognitive behavioural 
approaches to goal setting and 
problem-solving in clinical practice. 

8.93 
(1.71) 

4.63 
(2.24) 

7.18 
(1.72) 

 
Skills learnt from the family interventions teaching, as identified by the students, 
included: 
 Basics of BFT 
 Structuring sessions 
 How to carry out a session 
 Engaging families in problem solving techniques 
 Enhancing skills through role play 
 Using the approach flexibly 
 Importance of practice 
 Transcultural aspects of the approach 

 
Ratings of their knowledge and skills of psychosocial interventions at the end of the 
two years (Figure 6.3) indicated a substantial increase, but the average rating of 
around 7.6 indicated only a moderate level of self-rated competence.  With skills 
teaching completed in only a few weeks, students were quick to explain that they did 
not consider that they had been trained as therapists.   

I’ve certainly learnt a lot about CBT.  But we are not trying to be therapists – 
that takes years of training.  It’s more a case of putting a name to what you 
have been doing already. (Co4 Y1 Group discussion 15) 
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We could have spent a lot longer on these modules.  The expectation was that 
we had 3 sessions and were then an expert.  We could have spent less time on 
other modules.  These were relevant to work.  CBT is used a lot and I have 
used elements of BFT but it has been extremely difficult.  Difficulties have been 
time and resources - they prevent you from implementing effectively.  (Nurse 
Interview 11) 

 
Figure 6.3: Psychosocial Interventions: students’ ratings of importance, and 
self-assessments of knowledge and skills at T1 and T3.  
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 

333333N =

PSI Total end of T3PSI total T1PSI Total Importance

10

8

6

4

2

0

 
 
Not only did some students want more teaching on psychological interventions but 
they wanted practical skills teaching to prepare them better for implementing their 
learning.  Some criticisms were also levelled at the organisation and content of the 
teaching.  Students were confused by different outside ‘experts’ coming in, each to 
teach their own orientation. 

 I don’t think I have the theory as we had so many different speakers with 
different models.  I still don’t have any clarity in my head.  Its so disjointed trying 
to get clarity is totally impossible.  I certainly would not be able to use the 
knowledge.  (Co3 Y2 Group discussion 12) 
Skills-wise there is a big gap in my clinical practice concerning CBT.  I thought it 
would be better to attend the course than read a book.  I now realise that is not 
so, as they just spout it at you - with a video of the perfect young man with 
psychoses.  I do however feel more up to date with views influencing 
contemporary mental health.  (OT Interview 7) 

Not all students were critical, but it was perhaps those with a basic knowledge of 
psychological approaches who felt that they benefited from skills learning most: 

I really liked the CBT stuff we had in the first year.  It was good reflection for 
me.  I had done stuff like that before but it was much more woolly.  I think what 
this course has done for me is to look at severe and enduring mental illness, 
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unlike on the clinical training course when you get bits and pieces all over the 
place.  It’s been good for me but it’s been difficult for the other professions 
because they haven't had those bits and pieces the way I have.  There are 
some people who have done stuff like CBT before but I think it’s difficult.  I think 
the CBT module was brilliant.  It was really, really good.  (Psychologist Interview 
10) 

We will discuss issues about the implementation of learning in Section 7. 
 
Early Intervention 
Students’ ratings suggested increases in knowledge and skills concerning the early 
recognition of mental illness and, to a lesser extent, about appropriate interventions 
(Table 6.5).  The theory and practice of crisis intervention were not a major part of 
the Birmingham syllabus, so it is not surprising that ratings at the end of the 
Programme were more modest. 
 
Table 6.5: Early Intervention and Crisis Intervention 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3

2a. Knowledge of the prodromal signs 
of mental illness. 

9.36 
(1.2) 

5.76 
(2.31) 

8.21 
(1.14) 

2b. Skills in the recognition of 
prodromal signs of mental illness. 

9.39 
(1.22) 

5.65 
(2.4) 

8.06 
(1.34) 

2c. Knowledge of early interventions. 9.26 
(1.64) 

5.21 
(2.36) 

7.64 
(1.48) 

2d. Skills in undertaking early 
interventions. 

9.42 
(1.33) 

4.74 
(2.3) 

7.44 
(1.46) 

2e. Knowledge of crisis intervention 
theory and methods. 

9 
(1.62) 

4.36 
(2.08) 

6.82 
(1.81) 

2f. Skills in undertaking crisis 
intervention. 

9.11 
(1.7) 

4.88 
(2.19) 

6.88 
(2) 

 
6.7 Assessment and Care-coordination 
The Programme included substantial teaching on assessment and care co-
ordination.  Increased knowledge and skills in these areas are reflected in Table 6.6.  
(Note here the wide range in baseline ratings.)  However, ratings of knowledge and 
skills in the assessment and management of dual diagnosis users (combined 
problems of drug and alcohol abuse and mental illness) were more modest (mean 
ratings below 7).   
 
The largest reported increase was for competence in the use of standardised 
assessment measures for monitoring clinical outcomes for service users.  As we will 
describe in Section 9, learning about measures such as the HoNOS and the Brief 
Psychiatric Rating Scale, was part of the process by which user outcomes for the 
Programme were assessed.   
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Table 6.5 Individual Assessment and Care Co-ordination 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3
6a. The ability to undertake 
comprehensive, needs-led 
assessment. 

9.72 
(0.79) 

6.49 
(2.06) 

8.45 
(1.42) 

6b. Knowledge of methods of risk 
assessment and management. 

9.29 
(1.83) 

5.88 
(2.11) 

7.78 
(.84) 

6c. Skills in risk assessment and 
management. 

9.26 
(1.87) 

5.71 
(2.06) 

7.69 
(1.69) 

6d. Knowledge of approaches to 
functional assessment. 

9.08 
(1.67) 

5.86 
(2.5) 

7.24 
(1.5) 

6e. Skills in functional assessment. 9.1 
(1.74) 

5.69 
(2.56) 

7.27 
(1.42) 

6f. The ability to undertake mental 
state assessment. 

9.1 
(1.73) 

6.35 
(2.22) 

7.91 
(1.7) 

6g. The ability to undertake family and 
social systems assessment. 

9.25 
(1.3) 

5.25 
(2.38) 

7.82 
(1.45) 

6h. Competence in the use of 
standardised assessment measures 
for monitoring user outcomes. 

8.32 
(1.96) 

4.04 
(2.93) 

7.21 
(1.73) 

1h. Knowledge of the assessment 
and management of the combined 
problem of drug and alcohol abuse 
and mental illness.  

8.58 
(1.93) 

4.18 
(2.21) 

6.7 
(1.45) 

1i. Skills in the assessment and 
management of the combined 
problem of drug and alcohol abuse 
and mental illness.   

8.69 
(1.79) 

3.89 
(2.35) 

6.39 
(1.58) 

6i. Awareness of the importance of 
the integration of effective practice 
into routine care. 

9.21 
(1.63) 

5.94 
(2.34) 

8.3 
(1.45) 
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6.8 Service Organisation 
Finally, students reported increased knowledge of case management, assertive 
outreach, day care opportunities, housing and vocational opportunities (Table 6.6). 
 
Table 6.6: Continuing Care and Rehabilitation 
 
Scale: 0=not at all, 5=intermediate, 10=very high/expert. 
 
 Importance Level of 

competence T1 
Level of 

Competence T3
5a. A critical understanding of the 
principles, key tasks and functions of 
clinical case management and 
assertive outreach. 

8.74 
(1.82) 

4.74 
(2.36) 

7.21 
(1.67) 

5b. Knowledge of developing day 
care opportunities, including 
understanding of the importance of 
housing and vocational opportunities 
in recovering from mental illness.  

9.37 
(1.23) 

6.08 
(2.26) 

7.94 
(1.64) 

5c. Skills in developing day care 
opportunities, housing and vocational 
opportunities.  

9.33 
(1.2) 

5.86 
(2.25) 

7.67 
(1.95) 

 
6.9 Skills typical of adult learners 
The outcomes students identified were consistent with those typically reported for 
‘adult learners’.  As we have noted in section 3, students tended to be experienced 
practitioners who showed their commitment to study by coming on the Programme.  
 
Examples of these skills were: 
 Building skills and structures into practice 
 Recognising the theory behind existing practice 
 Reading and researching before doing 
 Structuring written work after years of no academic study 
 Appropriate challenging 
 Respecting the skills of colleagues, service users and families 
 Improved negotiation skills.  

 
6.10 Student outcomes 
From the first cohort of students 13 (29%) have achieved the Masters standard.  An 
additional 11 have received the Diploma and 8 have completed the Certificate level 
of the programme.  This has culminated in 58% of the first cohort leaving the 
programme with some qualification (Fig. 6.4).  One third of those who started the 
programme have left with no qualification.   
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Figure 6.4: Outcomes for students starting in Cohort 1 
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Figure 6.5: Outcomes for students starting in Cohort 2 

 
Nine students from cohort 2 have so far achieved the Masters degree.  An additional 
six left the programme with the Diploma and nine chose to leave after successfully 
completing the Certificate level (Fig. 6.5).  Almost a quarter of those who started the 
programme in the second intake are still on the programme.  Eleven students 
withdrew from the programme before completing any qualification.   
 
Students who started with the third intake of students are currently in the process of 
writing up their Masters’ dissertation.  One interesting aspect of this cohort is that no 
student left the programme at the Diploma stage (Fig. 6.6).  A fifth of the students 
who started the programme left at the Certificate level and one third withdrew 
without any qualification.  One student moved programmes and one student has 
currently deferred their progress.   
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Figure 6.6: Outcomes for students starting in Cohort 3 
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Students from cohort 4 entered their dissertation year in September 2002.  Most 
students who started the programme are still currently enrolled on the programme, 
only 2 students have left after successfully completing the Certificate stage and a 
further two left with the Diploma (Fig. 6.7).  One student is currently deferred and 
seven left the programme without any qualification.   
 
Figure 6.7: Outcomes for students starting in Cohort 4 
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Students from cohort 5 entered their second year on the programme in September 
2002.  Almost two thirds of the students who started the programme with cohort 5 
are still enrolled on the programme (Fig. 6.8).  A further 8 students have deferred 
their progress.  Five students withdrew from the programme without any 
qualification.   
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Figure 6.8: Outcomes for students starting in Cohort 5 
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In total 225 students have started the programme in the first five cohorts (Fig. 6.9).  
Of these 22 have successfully completed the Masters, 13 have left with the Diploma 
and 28 with the Certificate.  Ninety-five students are still classed as “current” and 13 
have deferred their progression.  A total of 52 students have withdrawn from the 
programme without any qualification and two students have moved programmes.   
 
Figure 6.9:  Outcomes for students in Cohorts 1 to 5 
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It should be stressed that the ‘current’ student group includes first and second year 
students and those working towards their Master’s dissertation.  As it has been 
found to be unrealistic to expect students to complete their dissertations within 12 
months, the time given for submission has been extended.  Therefore, dissertation 
group now includes more than one cohort. 
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Birmingham University Programme staff comment 
Students Taking Responsibility for their Own Learning 
Students are informed early on in the course that as adult learners the 
programme will encourage them to take responsibility for their own learning. 
Whilst sessions are provided to assist with study skills and assignment 
preparation students are encouraged to ‘manage’ and organise their time around 
the submission of assessed work. This has been a double-edged sword in some 
respects in that students frequently request extensions or end up deferring 
modules. Given the combined sources of stress experienced by students as 
outlined on page 51 of Durham’s’ report the programme team have tried to be 
flexible to allow students to complete the programme within a timescale 
appropriate to their needs, especially where students have changed team or 
Trust. This ‘supportive’ approach has been experienced by some as a positive 
response. The downside is that the number of deferrals have increased over 
the years. 
 
6.11 Conclusions 
In this section we have compiled evidence from the students about the extent to 
which they believed that they had acquired increased knowledge and skills from the 
Programme about working with users with severe and enduring mental illness.  It is 
clear that those students who persisted with the course considered that they had 
substantially increased their knowledge in the key areas of partnership with users, 
psychosocial interventions and multidisciplinary teamworking.  Students reported 
greater confidence in their jobs, derived from evidence-based and up-to-date 
teaching across a range of topics. 
 
In the area of psychosocial interventions, students were clear that they had not been 
trained to the level of competence of a skilled practitioner of CBT or behavioural 
family therapy; the modules were much too brief to enable this.   Rather, the 
modules may be considered to provide a basic introduction.  The students then 
required support and supervision in their work places in applying their knowledge 
and skills.  In the next chapter we consider evidence about the extent to which they 
were able to implement their learning. 
 
For a more objective perspective on students’ knowledge and skills, we can consider 
the evidence afforded by the results of the University’s formal assessments of their 
course assignments.  These assignments (see Table 1.3) included examples of case 
work, such as audiotape recordings of family therapy sessions, and portfolios as well 
as more conventional academic essays designed to test knowledge of a subject 
area.  
 
The Programme has been successful in recruiting a large number of students, just 
over 200 including participants from Cohort 5.  Many of these have now obtained 
university qualifications at Certificate, Diploma and, in a few cases, Master’s levels.  
This represents a significant contribution to the knowledge and skills capacity in the 
West Midlands for multi-disciplinary, community-based work with people with severe 
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and enduring mental illness.  From this point of view, the considerable investment 
made by the participating trusts and social services departments, the Region and 
now the workforce consortia, has paid off.  Compared to other parts of the country, 
the West Midlands is now in a relatively good position in respect of meeting the 
expectations of the National Service Framework, which we outlined in Chapter 1.  
On the other hand, the Programme has experienced a significant drop out of around 
25% of its intake.  While this figure needs to be understood in relation to the fact that 
the course participants are all mature, part-time students with demanding jobs and 
other responsibilities, it does represent a significant expense and a loss of 
opportunity.  
 
Birmingham University Programme staff comment 
As mentioned already where staff were promoted to management positions this 
often precludes their continuation on the programme (10 students).  A number 
of workers also changed jobs, some as a result of promotion and deferred from 
the course in order to get to grips with their new role (10 students). At least 6 
of these have returned to the course already and 2 are due to return in 2003.  
Three of these 8 have gone to work for the Meriden Programme as trainers, 
thus it could be argued that the investment made in their attending the 
programme continues to benefit work force development in the West Midlands 
Region.  Similarly 3 students who withdrew from the course early on without a 
qualification have continued to engage with the programme as work-based 
supervisors.  Another 11 students who have completed awards have also 
continued as work based supervisors.  At least 3 students left the course 
because they were going on maternity leave.  Six students have moved to work 
in other parts of the UK or in one case in the United Arab Emirates.  Five of 
these have left with awards and one was exploring the possibility of 
transferring to another programme.  Where students have left the programme 
without an award the most often cited reasons for withdrawal are personal 
circumstances or change of job role.  
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7. IMPLEMENTING LEARNING 
 
In this chapter we examine students’ experiences in implementing their learning from 
the Programme; this is Kirkpatrick’s Level 3, ‘Behavioural change’.  In the main this 
section looks at the implementation of skills, that is the use of psychosocial 
interventions.  This is examined in some depth by looking for evidence of change in 
the use of interventions by students, and by exploring the factors which students 
found helped and hindered them putting learning into practice.  First, though, the 
implementation of the other two crucial areas of the Programme are discussed – 
team working and working from a service user perspective.  
 
7.1 Method 
Sources used in the section include section from the IPE Questionnaire: 
 Role conflict rating 
 Implementing PSI measure 
 Barriers to implementing PSIs scale and  
 Qualitative data from IPE questionnaires. 

Plus data from the: 
 Internal Programme evaluation 
 Student and group interviews. 

 
7.2 Implementing learning – teamworking 
In the internal evaluation, students were asked to list ways in which they intended to 
implement their learning on teamwork.  Examples of responses included: 
 Clarifying team objectives 
 Further study of leadership 
 Sharing their training with others 
 Reflecting on and examining their roles with respect to: 

 other team members 
 other teams with which they worked 

 Applying leadership skills     
 Use learning to understand ‘blockers’ 
 Use learning to communicate more effectively with team members and respond 

better to different personality types 
 Attempt to work more closely with the multidisciplinary team now that they have 

to confidence to do so. 
 
Students considered that they were successful in developing the confidence to have 
discussions with team members and to challenge them, when appropriate, thus 
taking a more active part in the multidisciplinary team. 

I think the course has improved the way I work with other professionals.  I am 
able to discuss things with them much more confidently, especially with doctors.  
I am now able to challenge them and throw research papers in to back myself 
up.  I also give advice and suggestions in dealing with service users.  The team 
are quite welcoming of suggestions and they are very good with sharing 
information.  (CPN Interview 18) 
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Some team colleagues noticed the change in attitudes brought to their team by 
students; these teams seemed to be open to new ideas and to welcome student’s 
contributions.    

As a team we have always placed a lot of emphasis on not letting hierarchy get 
in the way so that it does not matter where people are in the hierarchy.  We 
have always tried to break down barriers between professions.  I think 
everybody has been committed to that, but this is where the course has fed into 
the team – where the value base departs from the medical model.  (Team 
interview 4) 

In other teams, strongly held rigid beliefs about professional roles prevented 
progress towards more effective interprofessional working despite students’ efforts. 

It may be easy to forget what discipline someone is from on the course, but at 
work it is very different as people have ‘professional preciousness’.  Comments 
are not always welcome from you if the topic discussed is not considered to be 
an area in which your profession holds expertise.  For example, nurses are 
considered to know about medication and social workers to know about mental 
health law.  It depends a bit on your team and who is in it, and on the whole 
nurses are not so bad but doctors are the worst, holding narrow views of the 
areas which professions should cover. (Co1 Y2 Group discussion 3) 

This led some students to question the meaning of ‘multidisciplinary’ in the context of 
teams.  They questioned the number of representatives of a profession needed to 
make a multidisciplinary team truly interprofessional and how minority professions 
can best protect the positive characteristics of their profession without retaining 
single discipline teams. 

There is a wider question about multidisciplinary working.  Is it multidisciplinary 
only having one OT in a team?  It is really difficult to battle against others who 
do not understand our approach so it becomes generic.  Then why have an OT 
in the team anyway?  We are seen as a precious empire here [OT Department] 
who don’t mix with others.  Multidisciplinary working depends on attitude 
doesn’t it? (Team interview 2) 

Some students felt powerless to bring about change in their teams.  In cohort 1 
students believed that if enough team members were to go on the course then 
change might be possible, but students in Cohort 4 still felt their lack of status and 
numbers a barrier. 

It was felt that the course was having little impact on teams but where there is 
an impact, it had been due to a student.  There was a feeling that the teams 
that need to know are the ones which do not want to know.  It was felt 
necessary to have a critical mass of students who have been on the course in 
teams but they could not estimate how many team members that would mean. 
(Co1 T2 Group discussion 4) 
The course has made me more aware of the roles of other professionals, but it 
has also been frustrating to see how multidisciplinary working can be compared 
to the reality.  The system is too big for us to change.  (Co4 T1 Group 
discussion 15) 
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Personal role conflicts 
Another issue that acted as a barrier to students effectively implementing their 
learning in teams was a degree of role conflict.  This includes personal conflicts 
generated by competing demands on staff, inadequate resources and incompatible 
requests and was measured by Rizzo et al.’s (1970) role conflict scale. The 
students’ ratings (Fig 7.1) show modest levels of role conflict, but indicate that those 
in Cohort 4 had significantly higher scores than their predecessors and that students 
in general gave higher ratings compared to their team colleagues (p = 0.004).  
Further, the nurses gave lower ratings than the other professions (p = 0.006). 
 
Fig. 7.1: Role conflict by cohort  
 
Scale: 1=low, 7=high. 
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At Time 2, there was a small but statistically significant overall increase in role 
conflict (p = 0.01).  This suggests that the demands of the course on participants to 
change their practice and implement their learning may have increased the 
difficulties in performing their roles.   
 
The problem with role conflict for many students was confirmed in discussions; they 
admitted that the implementation of their learning often challenged their traditional 
role in their team or aspects of practice.  The lack of professional support could add 
to the conflicts. 

Confidence levels have been very up and down on this course as I have 
struggled with role conflict.  My ASW role is in conflict with therapy.  From the 
Social Services Department I got no support so this created serious difficulties. 
(Co2 Y2 Group discussion 9) 

However, the challenges were not viewed negatively as some students perceived 
conflict as a sign of change. 

Students claimed that, although they received a lot of support from some 
quarters, often from quite key people, there were other areas where they 
received none, either because people were not interested or were very against 
it.  The increase in role conflict they saw as a positive as it ‘shows were are 



  SECTION 7 

105 

doing something’.  They felt it showed that they were trying to put things into 
practice and struggling.  (Co1 Y2 Group discussion 2) 

 
7.3 Implementing learning – working from a service user perspective 
At the end of the teaching on the  ‘User Participation and Self Help’ module, the 
expectations of students recorded in the internal evaluation on how they would put 
their learning into practice included: 
 Examining ways in which the team/service could work better with service users 

and discussing this with the team manager  
 Running a seminar for colleagues and sharing learning 

It has empowered me to influence members of the multidisciplinary team. 
 Doing more to involve service users in planning 
 Promoting advocacy 
 Challenging bad practice 
 Listening better 
 Working with users and letting them take responsibility for themselves 
 Taking care to use appropriate language 
 Ensuring users are the professional in their own care and recovery 
 Accepting users right to refuse services 

Not to view client’s choice to refuse treatment as ‘non-compliance’. 
 Meeting user groups and getting involved 
 Linking user groups up to services 
 Developing more effective user involvement in services 
 Collecting information about alternative therapies. 

 
Much of this learning was implemented.  Students reported that working from a 
service user perspective was one of the more influential parts of the Programme for 
them and one that affected their practice most.  Students and their colleagues 
described a range of ways learning had been implemented, many of which 
amounted to a ‘giving up of power’ which students had found liberating. 

Giving up power has given me increased confidence.  (Co2 Y1 Group 
discussion 7) 

Examples of work which stemmed directly from learning on the Programme were: 
 Providing information 

 She [student] has developed a laminated leaflet on the outreach team and has 
produced information on recovery.  (Team interview 7)  
When you walk into reception there is all the user information there.  A year ago 
there was nothing.  It is [student] who works on keeping the information up to 
date.  (Team interview 3) 

 Setting up groups 
I have co-run a group for voice hearers which I would not have done before.  
(CPN Interview 2) 

 Ensuring regular meetings with services users took place 
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It is important to have regular meetings with service users, by getting involved 
in local user groups and ensuring other staff visit the Forum.  Users have 
helped to place the new hospital.   (Co2 Y Discussion group 4) 

 Giving users more time 
My practice has not changed due to the Programme in the way I work with 
users although I probably make more time for them.  I keep my caseload low 
and respond quicker.  I go when they need me, they don’t ask for help often.  
(CPN Interview 1)  

 Using person centred planning 
Person centred planning has had an impact.  Seeing things from a user’s point 
of view can be liberating rather than restricting.  For example, what one service 
user really wanted was to see her grandchild - and she did not have to have a 
day centre place to do this.  (Co4 Y1 Group discussion 15)  

 Supporting risk taking 
I do not think that the course has changed the way I work with service users but 
I am more adventurous and take risks.  I am not afraid of upsetting clients.  I 
back it up with knowledge and information.  (CPN Interview 18) 

 Experimenting with obtaining feedback from service users about the service they 
receive.  This was acknowledged as difficult; teams reported that they had tried 
various methods but they welcomed students being interested in taking this on 
and trying new approaches. 

 
The barriers to implementing this learning were more often about resources than 
attitudes, but concerns were expressed about tokenism and representation.  There 
was also some evidence of the changing climate of service user involvement over 
the five years of the study.  At the start of the evaluation, students were reporting 
setting up user groups or supporting fledgling groups.  By cohort 4, user groups had 
been set up in most trusts and users were exerting a much wider influence in line 
with national policy. 

Examples of user involvement tended to be trust initiatives, rather than those 
set up by students.  One example cited was the inclusion of service users on 
trust staff interview panels.  Another was service user involvement in an 
inpatient development group but this had had difficulty recruiting a service user 
– the only applicant had not used inpatient services for 30 years.  Other cases 
of difficulties in recruiting users to groups were mentioned, supporting students’ 
views that the involvement of service users was seen as politically correct but 
were not appropriately supported nor were users paid for their service.  (Co4 Y1 
Group discussion 13) 
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7.4 Implementing learning – skills 
 
Use of Psychosocial Interventions 
To give an indication whether students were changing the frequency with which they 
used certain interventions with service users and carers at different points as they 
progressed through the training on the Programme, they were asked to rate, using a 
5-point scale, the frequency with which they used certain interventions.  Results are 
shown in Tables 7.1 and 7.2, together with an indication of statistically significant 
changes. 
 
Table 7.1: Implementation Scale Time 1 and Time 2 
 
Scale: 1=never, 2=rarely, 3=sometimes, 4=frequently, 5=extensively 
 

 Co2 T1 Co2 T2 Co3 T1 Co3 T2 Co4 T1 Co4 T2 All T1 All T2 

Assessment and 
Care planning 

4.09 
(0.88) 

4 
(0.97) 

4.11 
(1.13) 

4.28 
(0.89) 

4.04 
(0.75) 

4.13 
(0.9) 

4.08 
(0.89) 

4.12 
(0.93) 

Care co-ordination 4.09 
(0.67) 

4.21 
(0.91) 

4.28 
(0.67) 

4.28 
(0.83) 

4.04 
(0.69) 

4.13 
(0.74) 

4.08 
(0.76) 

4.19 
(0.84) 

Advice giving 3.91 
(0.79) 

4.09 
(0.87) 

3.84 
(1.01) 

4 
(1.05) 

3.92 
(0.78) 

4.25 
(0.9) 

3.9 
(0.84) 

4.11 
(0.92) 

Optimising 
medication 

3.24 
(1.58) 

3.68a 
(1.17) 

3.61 
(1.33) 

3.5 
(1.34) 

3.65 
(1.15) 

3.83 
(1.03) 

3.43 
(1.41) 

3.68 
(1.15) 

Psychotherapy 
and Counselling 

3.36 
(1.17) 

3.48 
(1.03) 

3.28 
(1.07) 

3.17 
(1.15) 

3.29 
(1.04) 

3.38 
(1.21) 

3.3 
(1.09) 

3.36 
(1.1) 

CBT 
 

3.03 
(0.97) 

3.03 
(0.97) 

2.79 
(1.23) 

3.32 
(1.11) 

2.54 
(1.1) 

3.17d 
(0.7) 

2.82 
(1.08) 

3.13e 
(0.92) 

Family/ Carer 
intervention 

2.68 
(1.27) 

2.65 
(1.18) 

2.39 
(1.04) 

3.00b 

(1.24) 
2.5 

(1.14) 
2.88 

(0.85) 
2.53 

(1.18) 
2.83f 
(1.11) 

Group therapy 2.29 
(1.36) 

2.15 
(1.35) 

2.22 
(1.35) 

1.94 
(1.06) 

1.87 
(1.03) 

2 
(1.02) 

2.13 
(1.26) 

2.09 
(1.19) 

Occupation, 
education and 
training 

2.79 
(1.23) 

2.88 
(1.3) 

3.61 
(0.98) 

3.83 
(0.92) 

2.79 
(1.22) 

3.08 
(1.02) 

2.96 
(1.22) 

3.17 
(1.17) 

Social, recreational 
or spiritual needs 

3.76 
(0.89) 

3.71 
(0.8) 

4.17 
(0.99) 

3.72c 
(1.13) 

3.46 
(0.98) 

3.67 
(0.96) 

3.78 
(0.97) 

3.69 
(0.92) 

a Paired T-Test, p=0.034, Wilcoxon, p=0.025   b Paired T-Test, p=0.03, Wilcoxon, p=0.032 
c Paired T-Test, p=0.016, Wilcoxon, p=0.021   d Paired T-Test, p=0.004, Wilcoxon, p=0.007 
e Paired T-Test, p=0.015, Wilcoxon, p=0.011   f Paired T-Test, p=0.038, Wilcoxon, p=0.033 

At the start of the Programme, students were most frequently involved in 
assessment and care planning and care co-ordination.  Not surprisingly nurses, both 
on the Programme and in the teams, were very much more likely than other 
professions to be involved in optimising medication (p < 0.0001).  Compared to the 
other professions, they also gave higher ratings for their involvement in 
psychotherapy and counselling (p = 0.0002) and family/carer interventions (p < 
0.05).  However, there were no differences with respect to advice giving, cognitive 
behaviour therapy and providing occupation.  Nurses were less likely to be involved 



  SECTION 7 

108 

in group therapy (p = 0.005) and in meeting recreational and spiritual needs (p = 
0.025). 
Considering students on the different cohorts overall, at the end of the first year of 
the Programme there were statistically significant increases in the extent to which 
students reported using CBT and family interventions (Table 7.1).  There was an 
increase in optimising medication in cohort 2, and in meeting social recreational and 
spiritual needs for cohort 3.   
 
Table 7.2: Implementation Scale Time 2 and Time 3 
 
 Co2 T2 Co2 T3 Co3 T2 Co3 T3 Co4 T2 Co4 T3 All T2 All T3 

Assessment and 
Care planning 

4.06 
(0.97) 

4.29a 
(0.99) 

4.09 
(0.940 

4.33 
(0.650 

3.94 
(1.03) 

4.47 
(0.72) 

4.02 
(0.97) 

4.37d 
(0.8) 

Care co-ordination 
 

4.29 
(0.69) 

4.06 
(1.14) 

4.25 
(0.97) 

4 
(0.74) 

4.18 
(0.81) 

4.59 
(0.51) 

4.24 
(0.79) 

4.24 
(0.87) 

Advice giving 
 

4.06 
(0.97) 

3.94 
(0.9) 

3.83 
(0.94) 

3.75 
(1.06) 

4.12 
(1.05) 

4.29 
(0.77) 

4.02 
(0.98) 

4.02 
(0.91) 

Optimising 
medication 
 

3.53 
(1.01) 

3.24 
(1.35) 

3.92 
(1.16) 

3.75 
(1.06) 

3.76 
(1.09) 

3.76 
(1.3) 

3.72 
(1.07) 

3.57 
(1.26) 

Psychotherapy 
and Counselling 

3.53 
(1.12) 

3.59 
(1.23) 

3.64 
(1.21) 

3.25 
(1.14) 

3.65 
(1) 

3.88 
(1.05) 

3.6 
(1.07) 

3.61 
(1.14) 

CBT 3 
(0.87) 

3.59b 
(0.94) 

3.33 
(0.89) 

3.5 
(0.67) 

3.24 
(0.83) 

3.65 
(0.86) 

3.17 
(0.85) 

3.59e 
(0.83) 

Family/ Carer 
intervention 

2.53 
(0.94) 

3.82c 
(0.64) 

3 
(1.21) 

2.92 
(0.9) 

2.94 
(1.03) 

3.47 
(1.07) 

2.8 
(1.05) 

3.46f 
(0.94) 

Group therapy 
 

2.41 
(1.33) 

2.06 
(1.14) 

2.33 
(1.15) 

1.92 
(1.24) 

2.12 
(1.05) 

2.29 
(1.05) 

2.28 
(1.17) 

2.11 
(1.12) 

Occupation, 
education and 
training 

3 
(1.22) 

3 
(1.58) 

3.58 
(0.67) 

3.08 
(1) 

2.76 
(1.03) 

2.65 
(1.06) 

3.07 
(1.06) 

2.89 
(1.25) 

Social, recreational 
or spiritual needs 

3.76 
(0.75) 

3.65 
(0.93) 

3.58 
(0.9) 

3.92 
(0.79) 

3.71 
(1.05) 

3.53 
(0.94) 

3.7 
(0.89) 

3.67 
(0.9) 

a 
Paired T-Test, p=0.041, Wilcoxon, p=0.046    

b 
Paired T-Test, p=0.028, Wilcoxon, p=0.031 

c 
Paired T-Test, p=0.000, Wilcoxon, p=0.002    

d 
Paired T-Test, p=0.014, Wilcoxon, p=0.027 

e 
Paired T-Test, p=0.004, Wilcoxon, p=0.006   

f 
Paired T-Test, p=0.001, Wilcoxon, p=0.002 

 

Table 7.2 shows changes in the use of the interventions during the second year of 
the Programme.  Between T2 and T3 (Table 7.2) there were significant increases in 
the use of assessment and care planning, CBT and family and carer interventions by 
the student group as a whole.  However the only cohort in which these changes 
were statistically significant was cohort 2.  Cohort 3 even showed a slight decrease 
in the use of family interventions during the second year of the Programme when 
BFT was taught, but the change was not significant.  It should also be noted that 
although the use of psychosocial interventions was shown to increase, it did start 
from a fairly low base.  At their highest, these interventions were only being used 
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‘sometimes’ (CBT mean score 3.59 and family intervention mean score 3.46).  
These are shown in Figs 7.2 to 7.4 below.   
 
Fig 7.2: Use of psychosocial interventions cohort 2 
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Fig 7.3: Use of psychosocial interventions cohort 3 
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Fig 7.4: Use of psychosocial interventions cohort 4 
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Factors supporting the implementation of psychosocial interventions  
In order to understand the factors that encouraged students to implement their skills 
learning, they were asked, in the IPE questionnaire, to list the three things which 
best supported their use of psychosocial interventions.  A very long list was 
generated but on analysis it was found that factors fell into the following nine key 
themes: 
 
1    General encouragement and support from:   

 Course members  
 Their own family/ friends  
 Team/ colleagues 

Peers who are supportive, motivated and enthused to implement PSI.  
Positive attitude of work team-interested in my feedback, learning more and 
implementing new approaches  
Support and open-minded approach of colleagues  

 Management  
Encouragement of clinical manager to put theory into practice 

 NHS Trust   
Support from within the trust to develop new approaches to working/ to 
challenge traditional attitudes.   

 Other agencies  
Support from GPs-allowing me to be flexible with time  
Approachable and supportive psychology service within the trust  
The support of other professionals caring for client   

 Responsible medical officer  
 Own profession  

 
2.  Supervision  

Intensive and good training with on-going supervision  
3.  Birmingham Course  

 Mixing with others on the course  
Talking to fellow course participants from trust through private study 
groups  
Sharing of experiences between professionals  

 Module teaching  
There is an honest and open discussion available during course sessions  
This has been the dynamic approach provided by the programme tutors 

 Teaching materials, handouts, literature, role play 
 Time  

Length of time doing the course has led to a gradual change of practice 
which has been maintained  
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 Nature of course  
Positive image that course has.  Interest by other professionals has lifted 
profile of psychosocial interventions  
Much of the course is directly relevant to my everyday clinical practice and 
thus it doesn’t take a quantum leap of imagination to see how I can start to 
implement with those service users with whom I am involved  
 

4.  Previous knowledge and training  
 Previous training and skills  
 Work experience  

I have established links with voluntary agencies in the past, which have 
been strengthened as a result of attendance on the course  
Networks that we have built up with early intervention service in Birmingham   

 Professional Training  
 

5.   Practical support 
 Caseload reduction 

A team worked caseload eases the burden on me as an individual  
Tailoring caseloads to severe mental illness  
A reasonable degree of autocracy I what I do  

 Time  
 

6.  Self   
 Personal approach and attributes  

Being prepared to work outside normal hours  
I have a flexible and creative approach to my work 
Determination to revisit issues with staff  
My motivation/ determination to change, even at an individual level  
Not being frightened to change  
Sheer tenacity-bloody mindedness  

 Attitudes towards PSI  
Strength of conviction that PSI is the right thing to do  

 Organisational skills - good planning and time management  
 

7.  Service users and carers  
 Attitude of service users  
 Ways of working with service users   

Being able to establish more collaborative relationships with service users/ 
carers  
Building a rapport over a period was crucial to implement any intervention  

 Positive Effects/ Outcomes  
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Seeing how well clients respond to the psychosocial interventions makes the 
effort worthwhile  

 Families and Carers  
Supporting carers and listening to their needs encourages co-operation.  
Being impartial and not taking sides is helpful-client and carers  

8.  Organisational Issues 
 Control  

Certain amount of freedom in structuring my workload and pattern  
Having the freedom to try new methods  

 Team Factors  
Team brief to work specifically using a psychosocial model  
Being able to take back what I have learned to the team which has positive 
benefits in opening up dialogue about psychosocial interventions  
Clearly defined client group and remit  
Discussions in team meetings and professional group gains support and 
views of others 
Management keen for the team to use these methods  
Most of my team is currently on the course in the first and second year.  So 
we have a shared focus and philosophy  
A team that is willing to change methods of working  

 NHS Trust factors  
All team leaders have to ensure their staff are becoming educated in CB 
and family therapy  
Changing attitudes within the trust due to courses such as Birmingham 
programme and Behavioural Family Therapy in trust  

 Multidisciplinary working  
 

9.  Time and Resources  
Access to reading materials, articles, books and research  
Having a budget and some resources to implement interventions  
Time and space to plan, implement and review  
Time away from workplace to learn new approaches  

 
While these factors were found by students to support the implementation of new 
skills, some of the same factors had a negative aspect for many students.  It was 
often the lack of these same factors, such as, time or team support, which prevented 
them putting learning into practice, and it is these barriers which are examined now. 
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Barriers to Implementation 
In order to assess specific barriers to the implementation of psychosocial 
interventions, we adapted a measure first used to assess students’ views on the 
implementation of behaviour therapy in psychiatric hospitals in the USA (Corrigan et 
al., 1992).  Our adapted measure employed a series of rating scales to assess five 
factors: time and resources, support and interest of colleagues, student knowledge 
and skills and clinical supervision, and both student and user beliefs about the 
appropriateness and effectiveness of PSIs.  These sub-scales showed a high 
degree of internal consistency (Chronbach’s alpha: range 0.83 to 0.92).    
 
The greatest barrier to implementing skills learning was found to be time and 
resources (Fig. 7.5).  On a six-point scale of zero to five where 0 = ”no barrier” and 
5 = ”insurmountable barrier”, the mean overall rating for this barrier at the start of the 
course was 2.23.  As this is categorised as only a ‘small barrier’, the others by 
comparison are slight and might be regarded as insignificant.  However, the low 
mean ratings given to barriers as a whole masks difficulties individual students had 
with particular issues, which they had no difficulty explaining to us. 
 
Fig. 7.5: Barriers to implementation for students on all cohorts over time  
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Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Barriers to implementation - Time and resources 
As has been noted, time and resources were the greatest barriers perceived by the 
students to putting learning into practice.  For cohort 2, a slight reduction was felt at 
the end of the first year of study but this improvement was not sustained (Fig. 7.6).  
Cohort 4 showed the highest levels of time and resource pressure and the increase 
during the first year of the Programme was significant (p=0.022).  The other 
significant increase found was the overall rating by the whole student group between 
T2 and T3 (p=0.015).   
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Fig. 7.6: Changes in time and resource barriers T1, T2 and T3 by cohort. 
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Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
The high ratings given by cohort 4 can be seen again in the breakdown of the items 
which make up the time and resources barrier scale in Table 7.3.  The difficulties 
indicated there were echoed by students and their colleagues in discussion.  Few 
students in this cohort believed that their caseloads had been reduced in recognition 
of their need for time to plan and carry out new interventions. 

Caseloads are not dealt with sympathetically.  We get lots of, “This person will 
be good for your assessment or your assignment, so why don’t you take him 
on.”  But we have continuing care clients so we cannot drop them.  (Team 
interview 1) 

Equally, it was recognised that other staff were under pressure and had difficulty 
finding time to carry out psychosocial interventions, even when they did have the 
skills.  There were often waiting lists for psychological services, but some students 
saw this as an opportunity to justify using their new learning. 

A lot of things taught are the domains of psychology and I would not have felt 
confident a while ago about doing it but now I can say, “I will do it if there are 
huge waiting lists and getting in there early will make a difference”.  (Co1 Y2 
Group discussion 2) 

Staff shortages and the lack of staff to carry out practical tasks, such as driving 
service users to appointments also kept students away from using skills. 

A shortage of beds and changes of shifts mean we do not have time to 
implement change.  Consistency suffers because of shift changes.  (Team 
interview 6) 
I just feel that I have had exposure to some very good approaches but I haven’t 
been able to put them into practice… it is back to the time factor; because we 
are such a broad ranging team and we are having to do so many things.  [In 
the] time when I could be developing CBT approaches for people, I am driving 
them around because there is no one else to do it.  It fits into the global pattern 
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that everything is a big mishmash and there is not enough time to do anything 
properly or to anybody’s satisfaction.  (Team interview 7) 

 
Table 7.3: Barriers to implementation - Time and resources 
 

Time and resources Co2 
T1 

Co2 
T2 

Co3 
T1 

Co3 
T2 

Co4 
T1 

Co4 
T2 

1. There are too many service users on 
my caseload. 

2.06 
(1.63) 

2.09 
(1.44) 

1.25 
(1.45) 

1.4 
(1.5) 

1.96 
(1.66) 

2.42 
(1.75) 

2. There are too few staff to carry out 
psychosocial interventions 

2.72 
(1.28) 

2.44 
(1.56) 

2 
(1.81) 

2.45 
(1.67) 

2.58 
(1.33) 

3.54 
(0.99) 

3. There are insufficient resources to 
help users 

3.19 
(1) 

2.78 
(1.1) 

2.2 
(1.64) 

2.7 
(1.59) 

2.92 
(1.13) 

3.38 
(1.06) 

4. There is too much bureaucracy, forms 
and procedures  

2.91 
(1.2) 

2.78 
(1.13) 

2.75 
(1.52) 

3.2 
(1.32) 

3.04 
(1.22) 

3.5 
(0.99) 

5. There is no allowance of time from the 
service to undertake specialist 
interventions 

3 
(1.14) 

2.72 
(1.4) 

2.45 
(1.36) 

2.9 
(1.29) 

3.15 
(1.35) 

3.5 
(1.07) 

 
6. The service does not allow time in lieu 
or overtime for the out of hours work 
which is required to do the interventions 

1.66 
(1.66) 

1.72 
(1.63) 

0.95 
(1.23) 

1.25 
(1.45) 

2.11 
(1.61) 

2.23 
(1.56) 

 
7. It is difficult to combine psychosocial 
interventions with my own outside 
interests and responsibilities (e.g. to my 
family) 

1.84 
(1.48) 

1.38 
(1.24) 

1.4 
(1.27) 

1.55 
(1.28) 

1.77 
(1.31) 

2.04 
(1.28) 

 
 

8. Management tasks and 
responsibilities which prevent me from 
doing direct work with service users 

1.38 
(1.29) 

1.63 
(1.5) 

1.35 
(1.57) 

1.8 
(1.44) 

2 
(1.62) 

2.12 
(1.45) 

 
Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Students felt the need for more time to prepare and plan their work properly and not 
to be driven by performance targets.  

You can’t really learn skills without being able to practice them.  You don’t get 
the mind-space to think.  You need time to plan what you are going to do.  
Instead there are cases piling up and you have to keep your numbers up.  (Co4 
Y1 Group discussion 14) 

There was also a lack of time to spend with service users: 
We try to do the skills in the one hour we have with the client.  You can’t rush 
the client and their family.  It is another disadvantage.  CPNs have to meet their 
targets every month.  They do not care what the quality of the contacts is like 
either, they are looking for quantity not quality.  (Team interview 1) 

One way students were managing was by working out of hours. 
Students just do not have time to implement skills.  You find them going out in 
the evening to do their therapy homework.  It shouldn’t be like that.  (Team 
interview 13) 
Workload is an issue.  Trying to do all these things as well as everything else, 
you have no extra time.  You could spend every night each week doing it and 
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get totally exhausted.  There is no help from above.  Managers haven’t a clue.  
(Co1 Y2 Group discussion 2)   

 
Barriers to implementation - Support and interest 
A lack of support and interest from teams, colleagues and managers was regarded 
as an insignificant barrier by cohorts 2 and 3 but became a slight barrier to cohort 4 
(Mean at T3=1.43) (Fig. 7.7).  The only statistically significant change however was 
a reduction in the barrier for cohort 1 between T1 and T2 (p=0.034).   
 
Fig. 7.7: Changes in support and interest barrier T1, T2 and T3 by cohort 
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Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Comments from the students suggested that they received high levels of support 
from their team and colleagues. Where there were blocks they lay with managers 
and with professional stereotyping.  However, this contradicts the low ratings given 
by students to these particular issues (Table 7.4).  It therefore has to be concluded 
that the remarks received described problems felt only by a minority. 
 
Thus,a lack of management support was an issue for a number of students.  One 
student left the Programme primarily because of work pressures and her inability to 
implement her learning. 

I had big problems fitting psychosocial interventions into my work; it was a 
major frustration.  Before going on the course I wanted to have psychosocial 
skills, then when I was on the course I felt that I had gained the skills but I did 
not have the resources.  I had a full caseload and no management support.  
This was particularly so in the second year when the team were having to carry 
us (myself and team member who was also on course).  It was only after I left 
the course that they provided the nursing assistant that we had been asking for.  
The support happened too late.   
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The psychosocial interventions are a big thing that I have taken away from the 
course and I am now implementing them. I would go back to the course if I was 
guaranteed support - with management structures in place.  At the end of the 
day I felt my being on the course was having a negative effect on clients 
because I was rushing everything.  As always the Trust were going for quantity 
not quality.  (CPN Interview 6) 

 
Table 7.4: Barriers to implementation - Support and interest 
 

Support and interest Co2 
T1 

Co2 
T2 

Co3 
T1 

Co3 
T2 

Co4 
T1 

Co4 
T2 

1. My colleagues are not interested in 
the use of specialist psychosocial 
interventions 

1.44 
(1.29) 

0.66 
(0.9) 

1.3 
(1.42) 

1.55 
(1.64) 

1.6 
(1.35) 

1.44 
(1.36) 

 
2. Colleagues will not support me if I use 
psychosocial interventions with users. 

1.09 
(1.28) 

0.28 
(0.52) 

0.9 
(1.25) 

1.05 
(1.32) 

1.2 
(1.32) 

0.88 
(1.09) 

3. There is poor teamwork and 
communication between staff such that 
interventions with users are not 
sustained or followed through 

1.47 
(1.27) 

1 
(1.11) 

1.45 
(1.32) 

1.7 
(1.75) 

1.6 
(1.47) 

1.32 
(1.41) 

 
 

4. My manager is not interested in the 
use of specialist psychosocial 
interventions 

0.5 
(1.02) 

0.63 
(1.29) 

0.25 
(0.55) 

0.85 
(1.27) 

1.04 
(1.37) 

1.16 
(1.6) 

 
5. My manager will not support me if I 
use psychosocial interventions with 
users 

0.44 
(0.95) 

0.28 
(0.58) 

0.2 
(0.52) 

0.6 
(1.05) 

0.92 
(1.47) 

1.00 
(1.44) 

 
6. The responsible medical officer 
(consultant psychiatrist) does not 
approve of my using psychosocial 
interventions 

0.72 
(1.05) 

0.69 
(1.03) 

0.7 
(0.98) 

0.95 
(1.47) 

1.32 
(1.68) 

1.32 
(1.65) 

 
 

7. The responsible medical officer 
(consultant psychiatrist) interferes in the 
user’s treatment when I use 
psychosocial interventions 

0.78 
(0.87) 

0.72 
(0.92) 

0.7 
(1.08) 

0.9 
(1.21) 

1.6 
(1.87) 

1.44 
(1.61) 

 
Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Where it was apparent, poor managerial support was generally attributed to the 
manager’s lack of knowledge of, or interest in, the use of psychosocial interventions. 

[Some] students felt that managers did not care.  They felt there were 
differences in priorities between themselves and their managers.  It was felt that 
managers wanted ground level staff to have contact with clients and they did 
not care what was done during that contact time…. There was felt to be little 
incentive to work with families, as the extra work this entails was not recognised 
by those higher in the organisation.  Despite believing in the philosophy of 
working with families, a student pointed out, ‘You can go from working with one 
client to working with seven.  We just don’t have time to do this’.  (Co1 Y2 
Group discussion 2) 
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A few managers were reported deliberately to obstruct the use of psychosocial 
interventions. 

There have been a good few of us on the course from our (inpatient) unit.  
There are three of us on the course now and other people before us.  But the 
team leaders are threatened by our interest and knowledge and stop us 
developing our roles.  (Co4 Y1 Group discussion 15) 

A degree of further obstruction was experienced by nurses and OTs because 
psychosocial interventions were not perceived to be within their remit of ‘doctor 
knows best’. 

Others in the team see CPNs as carrying out a supportive role only.  
Psychologists and psychiatrists think they have all the skills (therapeutic).  For 
example, when a psychologist finishes with a case, they pass it on to us to take 
on a supportive role.  (Co4 Y1 Group discussion 15) 
It was suggested that the OTs’ or CPNs’ practice of CBT or family therapy was 
second best.  One OT recalled being offered a referral for family therapy 
because the psychologist’s waiting list was very long: ‘Why don’t you have a go 
until the psychologist’s appointment comes up.’  (Co1 Y2 Group discussion 5) 
OTs were finding it difficult to carry out psychosocial interventions.  The OTs felt 
that the OT role had changed, but the problem lay with their teams’ perception 
of their role.  They found that some professionals still struggled with the idea 
that an OT could do this sort of work.  As a result, some OTs were dependent of 
getting referrals from other sympathetic members of the team to get appropriate 
cases with which they could implement their learning.  (Co1 Y1 Group 
discussion 4) 
Other resistance comes from professionals deciding what is best for families.  
Doctors have forbidden contact. (Co2 Y2 Group discussion 8) 

The lack of commitment by some social services departments was also identified as 
a deterrent to implementing skills learning. 
 
Students who did not carry a clinical caseload, such as voluntary sector workers and 
service users, had similar problems implementing their learning; this issue is 
discussed separately below. 
 
Barriers to Implementation: Beliefs about psychosocial interventions 
Students demonstrated their belief in psychosocial interventions by giving extremely 
low ratings to barriers to implementation in this area (Table 7.5).  The only slight 
barrier arose from some students’ concerns about the suitability of their client group.   
There was also some questioning as to whether psychosocial interventions were 
always as useful as the Programme suggested. 

Students believed that many of their families were ‘too complex’ and that BFT 
was not a panacea which could be learnt in a couple of weeks.  It was reported 
that practitioners ‘gave it a try’ but gave up because it was too difficult.   (Co4 
Y1 Group discussion 15) 
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Table 7.5: Barriers to implementation - Beliefs about psychosocial 
interventions 
 
Beliefs about psychosocial 
interventions 

Co2 
T1 

Co2 
T2 

Co3 
T1 

Co3 
T2 

Co4 
T1 

Co4 
T2 

1. Personally, I don’t believe that the 
psychosocial interventions taught on the 
course will work with users in my service 

0.26 
(0.51) 

0.29 
(0.63) 

0.4 
(1.14) 

0.7 
(1.3) 

0.68 
(1.25) 

0.92 
(1.12) 

 
2. There are insufficient users on my 
caseload for whom psychosocial 
interventions are appropriate 

0.65 
(0.95) 

0.88 
(1.23) 

1.05 
(1.43) 

0.75 
(1.29) 

0.96 
(1.06) 

1.52 
(1.33) 

 
3. The approaches taught on the course 
conflict with ways of working which are 
important to me. 

0.29 
(0.72) 

0.18 
(0.46) 

0.3 
(1.13) 

0.95 
(1.39) 

0.88 
(1.36) 

0.64 
(1.15) 

 
4. The philosophy of the course conflicts 
with my approach to working with service 
users 

0.24 
(0.74) 

0.03 
(0.17) 

0.3 
(1.13) 

0.55 
(1.28) 

0.68 
(1.25) 

0.48 
(1.16) 

 
5. The methods taught on the course are 
not applicable to the needs of users on 
my caseload 

0.24 
(0.5) 

0.32 
(0.73) 

0.55 
(1.19) 

0.95 
(1.39) 

0.88 
(1.27) 

0.88 
(1.27) 

 
6. The methods taught are too complex 
 

0.79 
(0.88) 

0.56 
(0.86) 

0.5 
(1.19) 

1.1 
(1.37) 

0.96 
(1.02) 

1.2 
(0.96) 

 
Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Barriers to Implementation: Knowledge, skills and supervision 
Considerable fluctuations were seen in the ratings of the knowledge, skills and 
supervision barrier, although overall this barrier was not rated above ‘small’.  The 
most noticeable change was experienced by cohort 1 and 2 in their first year on the 
programme (Fig.7.6).  Cohort 2 saw a significant fall (p=0.024) and cohort 3 saw a 
significant increase (p=0.004) in the corresponding period, apparently in response to 
their confidence in, or lack of, knowledge and supervision after the first year of 
teaching (Table 7.8).  Cohort 4 showed generally higher ratings of barriers. 
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Fig. 7.8: Barriers to implementation: knowledge, skills and supervision, over 
time by cohort 

Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Table 7.6: Barriers to implementation - Knowledge, skills and supervision T1-T2 
 
Knowledge, skills and supervision Co2 

T1 
Co2 
T2 

Co3 
T1 

Co3 
T2 

Co4 
T1 

Co4 
T2 

1. The teaching on the course is not of 
sufficient depth to enable me to use the 
methods 

0.5 
(0.9) 

0.85 
(0.93) 

0.15 
(0.37) 

2.1 
(1.55) 

1.04 
(1.08) 

1.85 
(1.38) 

 
2. At present I do not have sufficient skills 
to implement psychosocial interventions 

1.91 
(1.38) 

1 
(0.92) 

1.55 
(1.54) 

2 
(1.3) 

2.27 
(1.43) 

1.96 
(1.22) 

 
3. At present I do not have sufficient 
confidence to implement psychosocial 
interventions 

1.88 
(1.41) 

1.06 
(0.85) 

1.6 
(1.27) 

2 
(1.38) 

2.38 
(1.36) 

2.23 
(1.37) 

 
4. I do not have adequate clinical 
supervision to undertake specialist 
psychosocial interventions 

1.74 
(1.4) 

1.59 
(1.28) 

1.35 
(1.35) 

1.8 
(1.54) 

2 
(1.39) 

2.23 
(1.21) 

 
5. The methods taught are too demanding of my time and 
energy 

 

1.26 
(1.16) 

1 
(1.15) 

1.05 
(1.43) 

1.5 
(1.4) 

1.46 
(1.33) 

1.58 
(1.17) 

 

 
Some students certainly felt the teaching was just a ‘taster’ and that, while they 
enjoyed the theory, putting this into practice was entirely different.  A perceived 
tendency of the trainers to ‘gloss over’ difficulties in implementation was also 
criticised by some: 

CBT was thought to be less structured than family therapy and if things did not 
go according to plan, it is not difficult to revert to familiar ways of individual 
work.  Students generally had little previous experience of family work on which 
to draw and the model was experienced as less flexible.  One student 
considered the evangelical approach of the trainer unhelpful and others agreed 
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that the apparent simplicity of ‘the package’ overlooked the difficulties in 
application. (Co1 Y2 Discussion group 5) 

Often students reported partial implementation of interventions using ‘facets’ of 
learning. 

I would not be able to sit down and conduct a CBT session.  I can only take 
facets of it.  (Co3 Y2 Group discussion 12) 

As has been pointed out earlier in this report, students did not feel their learning 
made them into skilled psychosocial practitioners. 

One student said she felt the Programme had been very a positive experience 
and had given her lots of skills.  For example, she could use CBT, although she 
accepted that she was not going to be a CBT therapist at the end of the course.  
(Co4 Y1 Group discussion 13) 

The lack of adequate clinical supervision was another barrier for some.  Few 
students reported this was satisfactorily provided and it left them feeling very 
unsupported. 

I have been very disappointed with the lack of clinical supervision on that 
module.  I think to practice new skills we all need a lot of supervision to make 
sure we get them right.  I think I have incorporated elements of [the] approach 
in to my approach to service users.  I have incorporated bits and bobs that I find 
very valuable.  (CPN Interview 8) 

It was felt the Programme could have responded more appropriately.  The 
Programme provided a CBT tutor, but most students did not feel he was available to 
support their practice questions, but only to support them with their Programme 
assignments. 

The implementation of CBT was felt to be particularly hindered by the lack of 
clinical supervision.  No provision was made by the course for this.  Those 
students who had a supervisor (for the course – who they had had to identify for 
themselves) who was trained in CBT, experienced lesser problems.  Students 
felt deskilled by the lack of supervision and found it stressful trying to put the 
theory into practice when they had no one to talk it over with.  When this had 
been fed back to the Programme, the staff had organised group supervision.  
They were given 3 dates for these sessions which were run by the Programme 
CBT tutor.  However, these session were felt to be very assignment focused.  
When someone tried to discuss a practical issue, someone else would interrupt 
with a question about an essay.  Supervision was therefore described as ‘hit 
and miss’.  (Co4 Y1 Group discussion 13) 

It was recognised that there was a shortage of people in the region with the skills to 
provide effective supervision.  Students welcomed the fact that one tutor attended to 
Programme to learn the approach being taught. 

It is just the pace, as well as the skills.  I did a 12-month course on CBT and I 
came away with over 100 hours of supervised practice.  But if you haven’t done 
any work in something like CBT and then you have 4 days to learn how to do 
CBT in psychoses - which even people with CBT training may find difficult to 
learn.  Even one of the supervisors who is extremely skilled in CBT was coming 
along to the taught days because he actually did it differently; so he could 
support he people he was supervising. (Team interview 7) 
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And clearly there was an issue that so many people in the locality were starting to 
use psychosocial interventions, there were currently too many beginners and not 
enough experienced therapists.  This was one of the disadvantages of learning at a 
time of transition. 

General supervision is changing for nurses.  I can’t speak for social workers.  
For the psychosocial stuff they need more.  BFT-there is supervision but not 
CBT.  You know there are people around who you can ask, but it would be 
more informal chatting it through with other people.  We are also aware that lots 
of us are just beginning to implement the skills, so although there are lots doing 
courses, there are not many in the team who are very skilled at it.  For family 
therapy, there are one or two people who do it but generally people are just 
learning the skills and going out to practice them.  They have not got a lot of 
experience. (Team interview  8) 

 
Birmingham University Programme staff comment 
Students were of the view that the CBT modules taught on the programme gave 
them only a basic introduction to evidenced based methods and more structured 
supervision was needed to give them the confidence and the capabilities to 
transfer their learning back to their work setting.  Although the Programme 
had established a network of CBT tutors across the West Midlands Region, 
(some of whom are ex-graduates) to provide CBT supervision more locally, this 
was only made available to students in their second year because of the limited 
availability of tutors.  The first year assignments, together with verbal 
feedback from the students, indicated that a more structured approach was 
needed earlier on in the Programme and that this was not forthcoming from the 
Trusts.  
As a consequence, it was decided to appoint a half-time CBT tutor to encourage 
a more widely available network of CBT tutors across the region and provide 
some CBT tutoring to the first year.  CBT tutoring has been further expanded 
with input from the Assistant Director and two of the contributing lecturers to 
the CBT modules.  This means that first year students now have a 45-minute 
CBT tutorial every 2 weeks. This support has been reflected in improvements in 
their assessed work and reports that their confidence to deliver these 
interventions in practice has also improved.   
However the number of CBT tutors across the region has fallen over the past 
year from 18 to 12. There is likely to be a further drain on these resources with 
the new CBT training coming on stream for Birmingham and Solihull through the 
Interdisciplinary Centre for Mental Health (ICMH) at Birmingham University 
and the training programme for graduate workers in primary care mental health. 
For these reasons it seems likely that the Programme will need to provide more 
“hands on CBT” tutorial support for the second year students in the future. In 
order to address this need it is proposed to increase the CBT tutor’s post from 
0.5 wte to 0.7 wte. 
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Barriers to implementation - User and carer beliefs 
Few students felt that users’ and carers’ belief in psychosocial interventions 
prevented them from implementing their skills, and in each cohort, this perception 
grew as they progressed through the Programme (Fig. 7.9).  The only significant 
change was found in cohort 2 which showed a significantly lower rating at the end of 
the first taught year (p=0.001). 
 
Fig. 7.9: Barriers to implementation – User and carer beliefs over time by 
cohort 
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Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
Some students believed that service users and their families were often open to new 
interventions. 

Students agreed that generally users and carers are interested in new 
interventions.  One nurse stated, ‘There is not much of a refusal rate – maybe 
one family.  But as a team we feel like we are still learning.  Generally families 
and users tend to be quite open’.  (Co1 T2 Group discussion 2) 
Users are wanting more.  They hear about interventions and services and they, 
quite rightly, want them.  The expectations of users are changing.  (CPN 
Interview 6) 

Some others remained sceptical about whether users, and particularly carers 
wanted to engage with what might be a lengthy intervention (Table 7.7).  Some 
students reported having difficulty finding families with whom they could work and 
they showed impatience with the Programme presenters for not appreciating their 
problems. 

It did not help having experts - they tended to complicate issues.  They kept a 
strict focus on us getting on and doing the intervention.  They did not 
acknowledge families might not want to do it, and there was no exploration of 
the difficulties.  (CPN Interview 15) 
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Table 7.7: Barriers to implementation - User and carer beliefs 
 
User and carer beliefs Co2 

T1 
Co2 
T2 

Co3 
T1 

Co3 
T2 

Co4 
T1 

Co4 
T2 

1. The methods taught take too long to 
achieve positive benefits for service users 

0.65 
(0.88) 

0.44 
(0.93) 

0.85 
(1.42) 

1.15 
(1.35) 

1.11 
(1.09) 

1.37 
(1.28) 

 
2. Service users do not favour the 
methods taught on the course 

1.09 
(1.06) 

0.91 
(1.03) 

0.75 
(1.16) 

1.15 
(1.27) 

1.11 
(1.05) 

1.19 
(1.04) 

 
3. My clients also do not understand the 
specialist interventions 

1.74 
(1.14) 

1.26 
(1.16) 

1.25 
(1.55) 

1.6 
(1.47) 

1.33 
(1.27) 

1.52 
(1.12) 

 
4. It is difficult to engage users in 
psychosocial interventions 

1.62 
(1.04) 

1.12 
(0.98) 

1.4 
(1.57) 

1.7 
(1.26) 

1.48 
(1.16) 

1.63 
(0.84) 

 
5. Family members or carers do not 
favour the methods 

1.56 
(1.08) 

1 
(1.1) 

1.05 
(1.1) 

1.25 
(1.25) 

1.67 
(1.14) 

1.26 
(0.98) 

 
6. Family members or carers do not 
understand the specialist interventions    

2.12 
(1.2) 

1.26 
(1.21) 

1.55 
(1.19) 

1.6 
(1.35) 

1.59 
(1.08) 

1.52 
(0.94) 

 
Rating scale: 
0 = not a barrier at all 1 = a slight barrier 2 = a small barrier  
3 = a modest barrier 4 = a large barrier  5 = an insurmountable barrier 
 
The difficulties were partly related to the nature of the services in which some 
students worked. 

It is difficult to get to work with families.  There is no ethos for this in this service 
– it is still individually focused.  (Co2 Y2 Group discussion 16) 

But difficulties also related to the roles students had in relation to service users.  
Some students questioned whether approved social workers who had subjected 
service users to the compulsory powers of the Mental Health Act and nurses who 
had forced the taking of medication could develop satisfactory therapeutic 
relationships.  They also reflected on the compatibility of the key worker role with 
that of therapist. 

There are problems when you have to form relationships with someone who 
you have forced to take medication.  You have to get over the barriers.  (Co2 
Y1 Group discussion 6) 
I think key worker role impacts on the skills that we can use in a way that is not 
always useful for us.  I would like to see us develop our skill base more and to 
do that we have to start working with people who we aren't the key worker for.  
(CPN Interview 8) 

 
Issues of implementation where students have no clinical caseload 
Although the Programme was designed for professionals who hold clinical 
caseloads, it has welcomed students without from the outset.  When the student is 
an employee of the NHS trust, for example in a managerial role, it has been 
relatively easy for arrangements to be made for the student to be allocated a small 
number of cases with which assignments can be completed.  However, in the first 4 



  SECTION 7 

125 

cohorts as many as 10 students were unable to continue on the Programme 
because of being promoted to a management position in which they were unable to 
fulfil the practice requirements for the modules. 
 
It is not so easy for workers from the voluntary sector and service users although the 
Programme has been very flexible.  Alternative assignments have been set where 
possible which ensure learning objectives can be met without students undertaking 
one-to-one clinical casework.  In addition, ‘placements’ have been created by the 
sponsoring trust.  These have involved a student being attached to a particular team 
in which limited casework can be negotiated.  However, this has been difficult to 
implement.  Teams that are accustomed to offering social work, nurse or 
occupational therapy students practice learning opportunities have found it difficult to 
understand the role of the Programme students, and students have faced opposition 
to their implementing skills learning with effectively someone else’s patient.  
Therefore, for students without clinical caseloads, very different barriers to 
implementation are experienced. 
 
Birmingham University Programme staff comment 
One of the biggest stumbling blocks for users has been the lack of a defined 
role for people with lived experience of mental health problems within 
contemporary mental health services.  The Support, Time and Recovery Worker 
(StaR) role for people with lived experience of mental health problems outlined 
in the Workforce Action Team (WAT) report (2001) seemed to offer an 
opportunity that the majority of mental health organisations have been slow to 
embrace.  Indeed the external evaluation highlights that one of the barriers to 
professionals implementing new interventions is the lack of support staff which 
results in the professionals themselves having to undertake practical tasks with 
users such as getting them to appointments.  There are thus some really 
important roles that could be made available in teams for service users to 
undertake which would be both appropriate, meaningful and enable them to 
complete the practice requirements of the course.  
In 2002, the programme provided a one-day conference that was attended by 
52 users and managers across the whole of the region to explore the roles 
users might take on in contemporary mental health services.  Also how their 
involvement could be secured though things like honorary contracts and 
formalised placement arrangements.  The event was welcomed and received very 
positive feedback.  As a result, a minority of Trusts have identified placements 
that are open to user participants on the course from other Trusts where the 
opportunities for such placements are fewer.  A report has been produced with 
the intention to hold a similar event for users of primary care services and PCT 
managers.  With the upheaval of PCTs, this has not yet taken place but would be 
pursued in the future if a half-time User Lecturer were appointed to the 
Programme team. 
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In the meantime, the absence of widely agreed roles has meant that for each 
user participant who was not employed in a mental health agency negotiations 
have needed to take place on an individual basis with Trusts to establish 
suitable placements.  These have required users to be given honorary contracts 
by the organisation to support their involvement and safeguard issues such as 
confidentiality and accountability.  The setting up of placements has been 
difficult and often comes down to individual practitioners who are prepared to 
put their head above the parapet and have a user placed with them in their 
team.  In some instances placements have been set up and broken down when 
service users have become ill themselves, or where the role they have been 
undertaking has been revealed as inappropriate.  
 
7.4 Conclusions 
This section provides important evidence about the extent to which students felt able 
to implement their learning from the Programme.  It is largely a partial view because 
we have no independent assessment of changes in their practice and have had to 
rely for the most part on the students’ own accounts and ratings. 
 
It is clear, and not unexpected, that the students’ abilities to put their learning into 
practice depended significantly on the attitudes and support which they received 
from colleagues.  Thus, while students thought that they had learned much about 
teamworking, some teams were much more receptive to their new ideas than others.  
As we will discuss in the next section on organisational changes, it is not possible for 
an individual, no matter how well trained, to change team functioning single-
handedly. 
 
We have seen in Section 6 how students believed that their knowledge and skills in 
working with users had increased.  They were able to cite many examples of 
changes in their own practice regarding partnership working with users, including 
initiatives which they had taken on behalf of the team.  Team colleagues often 
substantiated these accounts.  The impact of the Programme on these aspects of 
practice are again evident. 
 
With regard to the use of interventions, we should note that the most frequently 
performed tasks undertaken by students, and indeed by team colleagues, are 
assessment, care planning and giving advice to users.  Specific psychosocial 
interventions (PSIs), CBT and family therapy, are generally less common, but 
showed an encouraging increase in frequency, from a modal response of “rarely” to 
“sometimes”.   
In general, the average ratings of barriers to the implementation of PSIs, such as 
support and supervision, their own beliefs, knowledge and skills in PSI, and users’ 
beliefs were low.  Of course, there were students who did experience considerable 
difficulties, as many of the quotations above illustrate.  Lack of clinical supervision 
and of confidence in their own skills and knowledge were impediments for some 
students.  We are reminded that the Programme can provide only an introduction to 
the specialist skills of CBT and family therapy, but not a complete course. 
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It is clear that the students’ perceptions of lack of time and resources were by far the 
most significant barriers to the implementation of PSIs for most students.  In 
particular, many students believed that their teams were understaffed, that there 
were generally insufficient resources to help users, and that there was too much 
bureaucracy, forms and procedures.  Perhaps most importantly they reported that 
there was no allowance of time from the service to undertake specialist 
interventions.  This raises the question of the extent to which services were 
prepared, at team level, to support the use of PSIs as an important clinical function.  
We should also ask more broadly about the extent to which the learning anticipated 
from the Birmingham Programme was part of a wider strategy for achieving cultural 
and organisational change and for promoting staff development and education in 
mental health services in the West Midlands.  These are the subjects for the next 
section. 
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8. CHANGE IN ORGANISATIONAL PRACTICE  
 
In this section we consider organisational change, and changes in the delivery of 
care in the participating agencies which could be attributable to the Programme; this 
equates with Kirkpartick’s Level 4a.  Because the period of the evaluation was one 
of major change in mental health services, it is difficult to assert with any certainty 
that reported changes were influenced by the training given on the Programme.  
Thus, in this section we look at the environment in which students on the 
Programme worked and the climate for change within teams.  We then investigate 
indications of organisational change and changes to practice to which students 
contributed. 
 
8.1 Method 
The sources of data used in this section include: 
 Interviews with the Chief Executives/Medical Directors of each of the NHS trusts 

which contribute to the Programme 
 Students’ perceptions of the functioning of their teams as assessed by the Team 

Climate Inventory (West, 1994), which was incorporated in the IPE questionnaire 
 Team discussions and interviews with team managers and supervisors during 

visits to a sample of teams. 
 
8.2 Organisational change environment in the West Midlands 
Interviews with the chief executives of the mental health provider trusts in the West 
Midlands in 1998 revealed the diversity of the region served by the Programme.  
There was a wide variety of problems being faced and solutions found.  First of all, 
the variations between NHS Trust areas within the Region stood as a clear reminder 
that students work in very different environments with diverse populations and social 
conditions.  For example: 
 geographic differences ranging from rural areas to inner city districts 
 administrative differences between what is left of shire counties, the new unitary 

authorities and metropolitan boroughs which are still seeking a clear identity from 
the previous reorganisation of local government  
 the demographic mix, with some localities having as many as 50% of their 

population originating from minority ethnic communities 
 the historical inheritance of health service districts, with some having 

responsibility for the major reprovision of long-stay hospital based services while 
others having to create new hospital and community services where little or none 
existed before. 

 
Secondly, major changes in mental health service provision were taking place.  
Changes of this type were endemic in mental health at the time, and undoubtedly 
had a marked impact on the environment within which the Programme operated.  
These changes included: 
 changes in boundaries caused by trust mergers and local government 

reorganisation led to the need to develop new partnerships for joint working and 
the harmonisation of policies, practices and procedures 
 changes in management  - the majority of chief executives had been in post for 

5 years or less and 7 had been appointed within the previous 2 years 
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 changes in organisation - widespread restructuring of staff and services was in 
progress with 3 trusts only at the initial stages of reorganisation  
 changes in personnel - new staff were being sought for new roles  
 changes in practice - well summarised as ‘the shift from minding to intervention’  
 changes in culture towards openness, the empowerment of staff and greater 

responsiveness to service users and carers and community needs 
 changes to come such as the development of Primary Care Groups and further 

possible mergers. 
 
All chief executives were able to outline a vision, which involved the management of 
change.  The differences arose from the stages they were at in implementing their 
vision.  Some were just at the beginning, some felt they were in the middle, and 
some were at the stage of ‘icing the cake’.   
 
There was a lot of commonality in the visions described, essentially shaped by 
expectations of the National Service Framework due to be published the following 
year.  However, there were considerable differences in the details, and priorities 
tended to influenced by how well existing services were working, and the range of 
services provided.  Key priorities at the time included: 
 A general wish to see community mental health teams (CMHTs) work better.  

Only 5 chief executives were satisfied with the way their teams were working.  
Five others had long established teams which were not operating as they would 
wish and 3 trusts had not yet set up teams. 
 Multi-agency working was felt to be working well in seven trusts, and was 

working so well in two districts it had almost become taken for granted.  The 
reason most often given for unsuccessful joint working was poor relationships 
with social services departments (SSDs) ‘at the top’.  In some places 
relationships with SSDs were so poor that they were described as ‘dreadful’, ‘in 
need of a hearts and minds job’ and ‘lacking any shared vision’. 
 New emphasis was being placed on the need for early intervention and assertive 

outreach services.  These services were only in place in very few trusts but plans 
to reorganise existing services to implement this model were well advanced in 
others.  However, there was still some scepticism about the effectiveness of 
home treatment teams, and concerns as to whether they were an appropriate 
use of scarce resources in all districts. 
 Considerable changes were reported in in-patient facilities with plans for the 

provision of a range of beds for acute care, hospital avoidance, crisis, and respite 
care.  New developments involved the use of private finance initiatives and 
interesting new models of care.  Concern was expressed by one chief executive 
that these innovations were being implemented in the faith that they would lead 
to lead to improved care for individuals; she had no research evidence to confirm 
this and no money with which to fund the research.  
 Experience of successfully implementing community-based care had also 

encouraged some chief executives to look beyond traditional services to focus 
resources on ‘recovery’ and not just ‘support’ for people with severe mental 
health problems, with the help of: 

 partnerships in recreation and leisure services 
 developing social networks 
 establishing people with mental illness in paid employment 
 developing stakeholder power.  
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Therefore, within the Region there were pockets of innovative and interesting 
practice, trusts which had developed very successful working partnerships across 
agencies and areas which were still struggling to shift away from fragmented 
provision and traditional attitudes.  Consequently the experiences which students 
brought to the Birmingham University Programme varied widely and some trainees 
were working in environments of widespread change and uncertainty. 
 
Chief executives were asked to identify the main ‘drivers for change’ (Fig. 8.1) within 
their trusts and the barriers they felt prevented the changes being achieved (Fig 8.2).  
While many drivers came from regional and national policy, guidance and incentives, 
the barriers tended to be local, within the remit of the workforce, and therefore 
potentially able to be addressed by training. 
 
Fig. 8.1: Drivers for change identified by Chief Executives in 1998 

 
 

Drivers for change 
Rated in order of frequency of mentions 
1. Dissatisfaction with current services and recognition of the need for change. 
2. National policy and standards, including expectations of the NSF. 
3. Key individuals who are committed to improvement and change. 
4. Agreement to be rid of hierarchical structures and to empower staff. 
5. The appointment of excellent new consultants and the moving on of others. 
6. Having a vision and direction. 
7. Teamwork, broad ownership and supportive staff who work together. 
8. Champions (although some are getting tired). 
9. Support from the Health Authority. 
10. The support of the Regional NHS Management Executive who have maintained a high 

profile for mental health.  
11. Available resources. 
12. Better working relationship with GPs. 
 
 
Fig. 8.2: Barriers to change identified by Chief Executives in 1998 

 
Barriers for change 

• Difficulties in staff recruitment and retention. 
• A lack of resources. 
• Resistance to change. 
• A lack of clinical leadership. 
• Lack of teaching status for psychiatrists in some trusts. 
• The time it takes to bring about cultural change. 
• A lack of vision. 
• Government doublespeak. 
 
 
Vision for training  
Chief Executives identified four principle reasons why training was urgently needed 
by mental health services in the West Midlands and why they had supported the 
setting up of the Birmingham Programme: 
 new professional roles were requiring new skills 
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 the changing culture of empowerment and shared ownership  
 the need for better inter-professional working across agencies 
 greater awareness of service outcomes, stimulated by the development of  

evidence based care and greater emphasis being placed on clinical governance. 
 
While some excellent and innovative practice was acknowledged, widespread 
concern was voiced about mental health nursing standards.  Poor standards were in 
part attributed to the reprovision and closure of large long-stay hospitals which had 
been achieved without involuntary staff redundancies but also without any, or 
adequate, investment in staff retraining.  Therefore, staff were often ill trained for the 
work they were undertaking.  Added to this, some trusts were experiencing 
difficulties in recruiting good quality trained staff from elsewhere, a situation which 
was exacerbated by the perceived failure of Project 2000 to produce nurses able to 
take responsibility for practical and clinical tasks in new-style mental health settings 
without the input of further training. 
 
The ability of professionals to fulfil roles in new services, such as assertive outreach 
and community assessment and treatment teams, was also giving rise to concern.  
This work demands good assessment skills, appropriate use of short-term 
interventions and effective case closure, but these were skills many staff were seen 
not to possess.  
 
Trusts tended to have developed a training strategy, or an annual training plan or 
adopted an individualised professional development approach, in which emphasis 
was placed on staff themselves identifying their training needs and the trust seeking 
ways these could be met.  Despite a belief in the value of training, tensions were 
evident around the number of training initiatives available to trusts and their ability to 
release staff to attend.  Other specific issues mentioned were: 
 the advantages and disadvantages of external and internal training courses 
 the challenge of supporting staff in the implementation of their new skills.   
 the dangers of over-training and not providing opportunities for staff to practice 

what they have learnt 
 the risk of doing too much training and loosing focus. 

 
Into this environment, the Birmingham University interprofessional education 
programme was welcomed with an occasional voice of caution about the difficulties 
in releasing staff without resources being available for their replacement.  It was also 
pointed out that the course was a ‘ripple on the ocean’ given the daunting scale of 
need.  The reasons why the course was valued included: 
 the concept reflects the commonly held elements of the vision for mental health 

services in the future 
 well structured programme with a very strong value base 
 excellent choice of Course Director 
 the curriculum includes essential building blocks for quality staff. 

 
The need to use top-slicing to fund the Programme was accepted, but two chief 
executives were unaware they were contributing.  Top-slicing was described as 
‘patronising but necessary’ and ‘needed while chief executives are too 
disempowered to stand up to the forces of the pressures of hospital care’. 
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On the whole, trusts valued their staff going on the Programme and those which had 
failed to sent anybody in either the first or second cohort regretted their failure and 
all hoped to be in a position to respond more positively in the future.   
 
In addition to meeting the three principle learning objectives about values, 
interprofessional working and psychosocial interventions, it was also hoped that the 
programme would: 
 seed ideas 
 lead to cascaded learning 
 make work more marketable for staff (they work for low pay in poor and 

dangerous conditions) 
 teach staff to be challenged by service users 
 prevent burn-out. 

 
Therefore, the expectations placed on the Programme were high, with hopes that it 
would make a positive contribution to the organisational change taking place in the 
region.  Chief executives were keen to drive this change forward and were anxious 
that their workforce did not act a barrier through their lack of leadership, backward 
looking attitudes and inappropriate skills. 
 

8.3 Change climate in teams 
Having looked at the climate for change within the West Midlands region, we wanted 
to see how students and their colleagues rated their teams for openness and 
support for innovation and new ideas.   
 
We used the Team Climate Inventory (West,1994) and asked the students to rate 
their teams at the beginning of the course (T1), and again at the end of the first year 
of the Programme (T2).  We gathered the same information from team colleagues 
during the team visits.  The ratings are given in Fig. 8.3-Fig.8.9 and the meaning of 
the subscales, all of which showed good internal consistency (Cronbach’s alpha 
ranges 0.79 to 0.93).  We discuss them below in comparison to ratings from a large 
national study of the NHS workforce (Borrill et al., 1996). 
 
 Participation in the team indicates how far members are involved in decision 

making and feel safe in expressing their views.  Mean scores (Fig. 8.3) were a 
little above average compared to the Leeds NHS Workforce Study (Borrill et al., 
1996), indicating moderately good levels of participation. 

 
Fig. 8.3: Team Climate Inventory: participation in the team 
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 Support for new ideas measures how far innovation is favoured over stability 
and whether resources are devoted to implementing change.  Scores (Fig. 8.4) 
are also above average compared to the Leeds study.  

 
Fig. 8.4: Team Climate Inventory: support for new ideas 
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 Clarity of Team Objectives assesses whether a team has a shared, attainable 

vision.  The overall average was quite high (Fig. 8.5) but it is noticeable that the 
standard deviations for cohorts 2 and 3 are large, indicating quite a wide spread 
of opinions.  There were no significant differences between professions. 

 
Fig. 8.5: Team Climate Inventory: clarity of team objectives 
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 Task orientation is the extent to which members engage in constructive 

controversy to achieve excellence.  Mean scores here are a little below average, 
but once again (Fig. 8.6), the standard deviations for all cohorts indicate a large 
range of opinions amongst the students. 

 



  SECTION 8 

134 

Fig. 8.6: Team Climate Inventory: task orientation 
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 Reviewing processes indicates how far teams monitor and reflect on their work 

and the way it is done.  The mean scores were average (Fig 8.7). 
 
Fig.  8.7: Team Climate Inventory: reviewing processes 
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 Working in the team is about organisational efficiency and internal team 

processes.  Scores here are a little above average (Fig.8.8). 
 
Fig. 8.8: Team Climate Inventory: working in the team 
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 Innovation indicates the perceived level of implementation of new ideas.  Scores 
here are average overall but there is quite a large range on a 5-point scale.  
Social workers in Co1 T3 scored significantly lower than others.  

 
Fig. 8.9: Team Climate Inventory: innovation 
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There were no significant differences in the overall scores between the students in 
each of the cohorts and their team colleagues, or between the nurses and other 
professions.  In other words, both students and their colleagues who did not go on 
the course had similar, generally moderately positive views about the effectiveness 
of their teams.   
 
Average ratings of team functioning did not change over the duration of the 
Programme.  In other words, neither the wider organisational changes in mental 
health services, nor the students’ learning about team functioning through the 
Programme had any demonstrable effect on their perceptions of team functioning.  
This is not to say, however, that there was no evidence of improvements in team 
functioning; improvements and deterioration in some teams may have been 
‘averaged out’ through the statistical analysis (“regression to the mean”).  Below, we 
consider the students’ and their colleagues’ accounts of their teams. 
  
8.4 Student and team views 
The variation in types of teams visited (see 2.3, Table 2.3) made it very difficult to 
generalise about students’ experience of, and influence over, organisational change, 
but some useful impressions were gained about the receptiveness of teams to 
change, and what had been achieved. 
 
Team working and participation 
Some teams felt that they worked well together and had achieved successful 
integration of professions and agencies, but this had not been easily won.   

We have always valued working as a team.  We have had our interprofessional 
battles in the team but over a period of time, we have grown. (Team interview 1) 

Students on the Programme were credited with bringing a broader understanding to 
team tensions, which had helped them over difficulties.  Through developing a 
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greater appreciation of the social dimension of care, students were reported to argue 
from the standpoint of the social model of disability. 

We are not completely balanced.  The psychiatrist only has 1 hour per week 
here, the OT is half time and we have no social worker.  At first, if I raised an 
issue it would be a good way of consolidating the nursing vote [against me].  
But now I cannot think of one issue on which the whole group would draw 
together [defensively].   
A lot of creativity comes from our differences.  [Student] now contributes more 
than he did before the course.  Before he was very much from the medical 
model, but now we don’t have that discussion.  In some issues now he is more 
radical than I am.  (Supervisor interview 2) 

However, there were some teams in which students could not contribute to solving 
the difficulties: 

At the moment the biggest problem is the inconsistency of locum consultant 
psychiatrists.  Quite often consultants are not team players.  They come as 
individuals to do their own work and it is hard to get them to step out of the 
medical model.  We need medical input and cannot survive without it.  
However, it is difficult to build up relationships with someone in two weeks.  The 
general consensus of opinion is that some of the locums are crap.  Staff have to 
carry a lot of burden. People try to keep going consistently but we have had a 
big change of staff in 12 months.  (Team interview 6) 
We work in a team where approved social workers, nurses and OTs work 
together in the same room but don’t work in a multi-disciplinary way.  The 
consultants have refused to move into the team and are still based in the 
hospital. (Team interview 10) 

Some teams were very conscious when they did not work interprofessionally and 
regretted not working with other disciplines: 

We are a mono-professional team and that is a problem here.  We are all 
psychiatric nurses and you cannot get much more monochrome than that. 
(Team interview 12) 

Team members generally, and students in particular, reflected on the different 
degrees of professional integration that they had found in teams around the region.  
Many had worked for a number of trusts and teams and were struck by the variation. 

It is strange because, in the last Trust I came from, the integration of 
psychology, OT and nurses and psychiatrists was well advanced, but with 
social services there were some difficulties.  Whereas I come here and it is the 
other way around.  Here social services and health are very much integrated 
but the Trust still has separate department heads for psychology and OT.  
Whilst they are part of the team locally I think they are directly managed by their 
professional heads at the moment.  But that is a process we are working 
through, and the team will become integrated at some point.  (Team interview 
3) 

Teams identified a number of ways in which they were trying to increase 
participation to ease team working.  There was a feeling change was inevitable, and 
it was thought that the Programme had been part of this process influenced this 
locally: 
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Attitude change does filter through the team but it is not just the course.  It also 
comes from policy and lots of other influences.  The course has helped but it 
probably would have happened anyway.  (Team interview 3)   

Peer support was valued as were regular meetings and away days, although the 
latter were often places of conflict and personality clashes as much as team building 
experiences.  The most destructive influence on team participation reported was 
exclusion – not being invited to key discussions where changes were planned and 
skills acquired on the Programme could be used.  One of the essential 
characteristics needed to influence change was identified as having a strong 
personality: 

Changes in our trust have been encouraged by a 3rd Year student on the 
Programme.  She has pushed for quite a few things.  I could not have pushed 
like that.  (Co4 T1 Discussion group 15) 

 
Clarity of objectives and task 
Teams explained that they were often clear about the overall team objectives but 
these needed to be focused to be effective. 

The team has been together since 1992 but from 1997 a primary care team was 
created so that our team could focus more on severe mental illness.  Before 
that our focus was diluted as we had so many cases. (Team discussion 1) 

Some students enjoyed being at the forefront of the development of new models of 
care as this brought together their professional experiences and their learning on the 
Programme. 

It [Programme] clarified our work.  This trust supports a lot of initiatives.  We are 
at the cutting edge of development – pioneers in the Trust.  It gives credibility to 
the team.  (CPN Interview 15)  
I have always been on working parties – forward thinking, trying to remember all 
the different stages of how to bring about change.  (CPN Interview 1) 

However, students also reported having to plan carefully how they could influence 
decisions that they believed should be taken to ensure new service models are 
adopted.  Students felt that training on the Programme equipped them to ague their 
case in an informed way to some effect: 

Two students discussed how they were able to influence decisions about 
services.  One of them had a strong interest in early interventions and was 
trying to push for more services to provide this.  He felt that the only way to 
succeed was to present a watertight argument straightaway as others would not 
listen to wishy-washy proposals.  (Co1 Y2 Group discussion 3) 

Students were also changing services through changing practice – by implementing 
their learning. 

One student was able to raise the profile of other interventions in his trust in 
readiness for the new alignment of services.  (Co1 Y2 Group discussion 4) 

By working differently and training colleagues, teams and team managers 
recognised that change was infiltrating the organisation both at the level of delivering 
care to individuals and of supporting groups. 
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He has brought learning back to the team.  He has done it with one particular 
patient.  He has taught us family intervention as well and now another member 
of staff is fired up and started her own course after co-working with [student].  
(Manager interview 2) 
On a team planning day, [student] did a session on recovery and everyone 
enjoyed it.  Now all the team is aware of recovery.  Training is quite wide and 
we have ordered a ‘Hearing Voices’ training pack.  We have also organised 
clinical supervision for the Hearing Voices groups.  (Team interview 13) 

 
New ideas and innovation 
Teams were credited with being open to innovation and new ideas.  Some of the 
examples of small-scale innovation found in the study included: 
 Buying books to encourage colleagues to share learning 
 Co-working with support workers to implement ideas gained from attending 

conferences and training 
 Establishing initiatives to support integration, such as the ‘chill out lunch’ at which 

team members have lunch together weekly and are not allowed to talk about 
work, or the weekly team lunch quiz on the model of pub quiz nights. 

 
Large-scale change was described in terms of trust mergers, the reconfiguration of 
teams and new models of services.  Therefore it was not surprising that there was 
often a feeling that the blocks to change were not to be found within the team but 
higher up. 

We can make changes but it is all those others on the outside who stop things 
happening.  We are too low in the hierarchy to make a difference. (Co4 Y1 
Group discussion 15) 

Between these two organisational levels, influences of the Programme were found 
but initiatives were scattered.  Some students reported facilitating the setting up of 
new service user groups and integrating them into the planning and review of local 
services.  Another group of students had re-orientated the focus of their service 
towards the community by forging links with voluntary services.  An employment 
service had been developed with innovative user-led assessment procedures.  
Some students acted as a resource for their team providing up-to-date information 
and advice.  We noted, however, that in describing these activities students tended 
to be modest and have difficulty identifying the influence they might have. 
 
8.5 Cascading learning 
When trusts fund staff to attend training courses or conferences there is generally an 
expectation that that learning will be brought back and shared with colleagues.  In 
recognition that this cascading of learning is difficult to achieve in practice, it was 
hoped that community teams in the West Midlands would be able to release a 
number of staff to the Birmingham Programme each year so that, over time, the 
majority of their staff would have experienced the course first hand.  For some teams 
this hope has become a reality and there have been enough students attending the 
Programme to make a difference.  However, as we have seen from the way students 
are selected for the Programme, there is often little planning on who should go, 
teams often have difficulty releasing staff and, given the stressful nature of the 
Programme, staff have difficulty committing themselves to a 3-year learning 
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experience.  Therefore, students may be the sole representative of their team or 
agency on the Programme, and expectations that they will take back learning are 
high. 
 
Some students reported good practice in the sharing of learning. 

One trust group set themselves up as a study/learning group so that they could 
make some time to go through the theory.  They felt this might help them 
understand the theory and think how to implement it building it into their 
practice.  They wanted to move forward ideas that were introduced on the 
course.  They have made the group quite formal – minuting it and deciding who 
to send the minutes to.  (Co4 Y1 Group discussion 14) 

Also, some students are in an influential position themselves to encourage their 
team with new ideas. 

It is not an issue of the team encouraging me to implement my learning, as I am 
the team leader.  However, the course has helped them keep up-to-date 
through me.  (OT Interview 7) 

There was also evidence of good intentions with team members accepting 
responsibility for ensuring colleagues are given the time and encouragement they 
need to feedback learning.  It was accepted that this needs commitment and 
planning if it is to be effective at a team level.  Hence it is much easier to work 
informally on a one-to-one basis when appropriate. 

We try to bring things back.  We try to encourage this but it does not always 
happen.  As a team we have always aspired to regular meetings but the 
difficulty is to sustain this.  They fizzle out.  We used to have a slot in business 
meetings for people to feedback from training.  We tried to organise days once 
a month but it only happened once or twice.  (Team interview 1) 
On an informal basis things do filter through…. [the reason] why it is at the 
informal level is that we are disorganised and it takes a lot of commitment.  
(Team interview 3) 

However, some students have been discouraged from trying to share learning by the 
lack of interest shown by colleagues. 

It makes you more intolerant of other people’s attitudes and it is very hard to 
pass these on to others.  I think they need to come on the course.  It has 
changed my practice and, as far as I am concerned, that is as good as it gets. 
(Co3 Y2 Group discussion 12) 
Nobody wants to listen.  We are eager to take ideas back but back there are 
people who just go through the motions.  (Co1 Y2 Group discussion 1) 

 Other students feel the time has not been right. 
I think from the Birmingham course we have come back with ideas and thought, 
‘This is not the right time to kick things off’ because of time and lots of changes 
going on’.  The changes have been ongoing for about 2 years now but that 
covers the time of our course. (Team interview 3) 

Or students have felt the burden of trying to change the attitude of the whole trust is 
just too much. 
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Cascading learning is a real challenge.  People are frightened of change in 
teams.  The student group is not at all representative of teams back in the trusts 
– they are not interested in change.  It can be very stressful standing in front of 
your colleagues telling them about new ways of working.  You can’t really say, 
‘Please use this learning yourselves and let us use it’.  The course changes 
students’ thinking and attitudes, but you cannot change the trusts.  (Co4 Y1 
Group discussion 14) 
It is a trust expectation that learning will be brought back.  However, it is not 
always a reasonable expectation.  If training is expensive, the trust will send 
one per team and they expect it to be cascaded down.  This does not really 
happen – something may get fed back at team meetings.  Individually you can 
implement learning but it is more difficult for a team.  It is unrealistic to think that 
people working in bureaucratic, medically dominated environments can bring 
learning back and change things.   

Despite the social orientation of the Programme, social workers felt particularly 
isolated in trying to bring back learning as they felt they were battling against their 
department’s lack of commitment to mental health services as well as to new 
approaches to care. 

Social services have other priorities than mental health.  It always has been and 
remains children.  (Team interview 10) 

Overall, there was something like a consensus that students have enough to do 
already in completing the Programme without taking responsibility for training others. 

I think it is expecting too much of people to expect them to educate their team 
members as well.  Particularly when you consider the size of the team.  There 
are inherent difficulties there, plus the pressures of the day-to-day work.  There 
is so much going on, especially at the moment.  You are out for one day for 
three years, you have your family plus your own commitments and realistically 
we have not had a reduction in caseload in that time.  So you are cramming into 
four days what you would be doing in five.  There is no time for training.  No 
matter how much you try to cascade back it is not going to be as good as the 
training on the course because these people are paid and skilled to deliver in a 
way that you absorb the information and we are not.  So how can you deliver 
the same quality of information? (Team interview 3) 

 
8.6 Conclusions 
The discussions with the trust Chief Executives established early in the evaluation 
that the Programme was operating in a context of major change in mental health 
service provision in the West Midlands.  More evidence of change has continued to 
be collected from the students, and from their colleagues during the visits made to 
teams, but it was clear change did not always open up opportunities for students to 
influence and put learning into practice.   
   
Measures of team functioning suggested that students were working in teams that 
were only moderately open to innovation and new ideas, and had average levels of 
team functioning.  In this climate, many students had difficulty influencing change in 
the way teams worked multidisciplinary, or introducing colleagues to new ways of 
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working.  However, individual interviews and group discussions indicated 
considerable variation, and evidence of changes in team practice was found.  
 
The principle difficulties students reported in introducing change and in cascading 
learning were the lack of interest of colleagues and the dominance of the medical 
model.  Time and energy were also deterrents to sharing learning in teams in a 
formal way.  This suggests that a critical mass is required in a team to ensure 
change.  This cannot be expected from single members of staff ‘swimming against 
the tide’.   
 
It is also important that teams which invest in the Programme by supporting staff on 
it, should build the implementation of learning from the Programme into their team 
development strategy.  This would be compatible with development towards National 
Service Framework targets, and empower staff who attend the Programme to offer 
knowledge and skills back to the team which has supported them.  Alongside this, 
perhaps the Programme should consider including organisational development in its 
curriculum. 
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9. OUTCOMES FOR SERVICE USERS 
 
Very few evaluations of postqualifying education in mental health have attempted to 
assess the impact of training of students on the outcomes of their work with service 
users (Bailey et al., 2003).  Yet, the main reason for providing training must be that 
professionals become more able to provide effective help to service users so that 
their mental health, social functioning, quality of life and feelings of empowerment 
increase. 
 
In this evaluation, we aimed to select at random from the students’ caseloads a 
number of service users with whom they intended to practice the psychosocial 
interventions which they had learned on the course.  As described below, we 
planned to assess the mental health and quality of life of these users over six 
months, using standardised measures.  The time period and the measures chosen 
were the same as for a study of the outcomes of community mental health services 
in four districts the North of England (This is known as the ‘CPA study’, Carpenter et 
al., 2000).  This study provided a useful comparison group, because staff in these 
districts were similar to those in the West Midlands except that they had not received 
postqualifying training in psychosocial interventions as taught on the Birmingham 
programme.  Consequently, we planned to attribute any differences in outcomes 
between the CPA study and the Birmingham evaluation to the effects of the training. 
 
In addition, we sought users’ views of the outcomes of training for students in terms 
of their skills, knowledge and attitudes.  As we describe below, we worked with user 
groups to determine a number of ‘user-defined’ outcomes for the course.  We then 
invited users with whom the trainees had worked independently to assess the extent 
to which these outcomes had been achieved.   

 
Approval for this part of the study was obtained from the West Midlands Multi-Centre 
Research Ethics Committee. 
 
9.1  Measures 
We provided a day’s training for the students in three of the cohorts on assessing 
outcomes for service users using standardised measures of: 
 Quality of life (Lancashire scale, Oliver et al., 1995)  

Quality of life was assessed through an interview with the service user 
(approximately 35 minutes) in which they were asked about their satisfaction with 
nine ‘domains’, including, work, leisure, accommodation, money, health and 
family relationships. 
 Mental health status 

Mental health status, including psychiatric symptoms, behavioural problems and 
general functioning, was rated by the students using the following scales: 

 Health of the Nation Outcomes Scales (HoNOS), Wing, (1994) 
 Global Assessment Scale (GAS) (Endicott et al., 1976) 
 The Brief Psychiatric Rating Scale (BPRS) (Overall and Gorham, 

1962), 
 The Life Skills Profile, (Rosen et al., 1989). 
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 ‘User-defined’ outcomes 
The service users were sent a 19-item questionnaire which had been devised 
with the help of service users through focus groups and a draft postal 
questionnaire sent to user representatives in the West Midlands3.  The final 
questionnaire assessed what users considered to be important outcomes of 
postqualifying education, such as: the user’s professional relationship with the 
trainee; the extent to which the user felt involved in their own care and treatment; 
the quality of the information and advice given; whether they worked effectively 
with other agencies; and whether they considered that they were being helped to 
be independent.  Some of these questions were added to the data collected in 
the CPA study in order to enable additional comparisons. 

 
 Empowerment and Self-esteem 

Users were also asked to complete a self-rated measure of empowerment 
(Making Decisions) which had been adapted from a questionnaire devised by 
service users and researchers in the United States (Sciarappa et al., 1994).  This 
measures aims to assess different aspects of empowerment: self-esteem, 
personal power, community activism, optimism and ‘righteous anger’.  

 
9.2  Procedure 
At the beginning of the first year of the programme, trainees were asked to complete 
a form giving details of all those on their current caseload diagnosed with severe 
mental illness.  These forms were returned to the research assistant who randomly 
selected five from those patients who met the criteria (see below).  From these five, 
trainees were asked to recruit three users to the study.  These users were invited to 
participate by letter delivered personally by the professional worker.  They had the 
choice of not participating, participating by returning the questionnaire anonymously 
by post, a telephone interview, being interviewed by a trained user-researcher4 or by 
a member of the evaluation team. 
Inclusion criteria 

1. On professional caseload for at least one month (so that a working 
relationship has been established) 

2. Expect to be on caseload for at least a further 6 months (so that Time 2 data 
may be collected over the assessment period) 

3. Currently living in the community 
4. Diagnosis of schizophrenia, schizoaffective disorder, bi polar disorder, severe 

depression (target illnesses for the psychosocial interventions taught on the 
Programme). 

5. Expected to receive psychosocial interventions (as taught on the course) 
 
Exclusion criteria 

1. Primary diagnosis of dementia or other organic disorder, substance abuse, 
eating disorder, mild depression or anxiety state (the Programme does not 
target these illness) 

                                            
3 The development of this questionnaire was described in a previous report and 
subsequently published  (Barnes et al., 2000). 
4 We described the training of the user-researchers in the Progress Report 1999. 
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2. Assessed as psychologically vulnerable, e.g. at risk of readmission to hospital 
or paranoid state 

3. Risk assessment indicates danger to others 
4. Not currently engaged with service. 

 
The methods and procedure were piloted with students in Cohort 2 and found to be 
feasible for most course members.  However, some students working in voluntary 
organisations and others who were working as user-development workers did not 
carry a clinical caseload and were unable to participate.  Students working in in-
patient settings were usually unable to undertake the planned six-month follow-up 
because the users had generally been discharged to community services. 
 
Following discussion with the course leader, the ability to carry out an assessment 
using standardised measures was identified as a learning outcome for the course 
module on “Engagement and Assessment”.  It was also included as a requirement 
for the portfolio by which the module was assessed.  The research team provided a 
‘model answer’ for the portfolio together with individual feedback to students, 
including comparisons of individual and groups scores.  The exercise was then 
repeated for Cohorts 3 and 4. 
 
9.3  Results 

 
9.3.1 Samples 
Cohort 3: We received 75 completed measures from 30 students at Time 1, but only 
34 from 21 students at Time 2 (six months later).   
 
Cohort 4: 88 completed measures were received from 34 students at Time 1 and 36 
from 16 students at Time 2. 
 
The much lower response at Time 2 was partly a result of some users being 
unavailable for follow-up from in-patient units, because they had left the area, or 
because they were unwilling to participate a second time.  However the main reason 
was probably that students were not required to obtain follow-ups on all cases in 
order to complete their portfolio assignments; most students, faced with large 
workloads, consequently followed up one only. 
 
In order to assess whether there were systematic differences between those users 
who dropped out of the study and those who were assessed at both time 1 and time 
2, we compared their scores at time 1 on all the measures (BPRS, GAS, HoNOS, 
LSP and Lancashire total score).  There were no significant differences on any of 
these scales for either cohort, indicating that those users who dropped out were no 
more or less impaired than those who remained.  We may also conclude that those 
who remained were therefore, in terms of these measures, representative of the 
samples as a whole. 
 
In what follows, we therefore report information regarding those service users for 
whom we have data at both Time 1 and Time 2, making comparisons with the CPA 
sample where appropriate. 
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The breakdown of the sample in terms of gender and marital status is shown in 
Table 9.1.  For Cohort 3, 92% of the sample was white and 8% Asian.  The cohort 4 
sample was 83% white, 11% African Caribbean and 6% of mixed race.  This 
compares to 93% for the CPA sample. 
 
The mean ages were very similar: for Cohort 3 it was 42 years, for Cohort 4, 44 
years and for the CPA sample, 44 years. 
 
Table 9.1: Gender and Marital Status 
 

 
Co3  

(N=36) 
Co4 

(N=36) 
CPA    

(N=260) 

Female 47% 42% 43% 
Single 50% 53% 46% 
Divorced 17% 18% 22% 
Separated 5% 8% 4% 
Married/ Permanent partner 28% 28% 24% 
Widow/ Widower 0% 3% 5% 

 
In Table 9.2 information about the users’ previous experiences of hospital and 
mental health care, and the severity of their current problems is shown.  These 
indicators are taken from the MARC-2, an instrument for collecting socio-
demographic, service use and problem data (Huxley et al., 1999).  The MARC-2 also 
yields a summary score which may be taken as an indicator of the severity of mental 
health problems.   
 
It can be seen that the samples are in fact quite similar and generally indicate a 
significant past psychiatric history, and a high frequency of problems in daily living 
but low current risk of self harm or violence.  The mean M3 scores show that the 
users seen by students in the Programme had generally higher levels of mental 
health problems than the users in the CPA study.  Further, the users seen by Cohort 
4 students were more severely disabled than those seen by students in Cohort 3. 
 
One difference to note between the samples is that 13% of the cohort 4 sample was 
in hospital and another 7% in a group home; in the CPA sample, 12% were in 
specialist residential care, but no one in hospital; however, in cohort 3, only one 
person was in specialist residential care. 
 
We conclude from these comparisons that the service users seen by students on the 
Programme were reasonably representative of those to be found on the caseloads 
of community mental health professionals in other parts of the country.  Any 
differences were in the direction of greater severity of mental health problems in the 
students’ caseloads.  Consequently, it is reasonable to compare outcomes between 
the Birmingham Programme and the CPA group of users. 
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Table 9.2: MARC 2 Indicators of severe mental health problems  
 
 Co3 

n = 36 
Co4 

n =36 
CPA 

n=260 
Lives alone 49% 39% 42% 
2 or more admissions in the last 2 years 20% 27% 25% 
Any compulsory admissions to hospital 56% 39% 48% 
Ever in hospital for more than 6 months 31% 33% 30% 
History of homelessness 22% 25% 15% 
Psychotic illness 72% 53% 75% 
Severe/ moderate problems with accommodation 29% 31% 23% 
Severe/ moderate problems with looking after home 56% 50% 47% 
Severe/ moderate problems with daily occupation 78% 77% 60% 
Severe/ moderate problems with relationships with other 
people 64% 64% 66% 

Severe/ moderate problems with personal care 34% 47% 36% 
Serious suicide attempts (severe risk)  3% 3% 0% 
Present life threatening self-neglect (severe risk) 0% 3% 4% 
Present physical aggression towards others (severe risk) 0% 0% 2% 
Periods in custody 19% 14% 15% 
Subject to Care Programme Approach 91% 83% 100% 

TOTAL M3 SCORE (MEAN) 4.89 5.44 4.6 
 
9.3.2 Mental health status 
 
Global Assessment of Functioning 
There was a statistically significant increase in the scores on the Global Assessment 
Scale for both cohorts.  For Cohort 3, mean scores increased from a mean of 60.3 to 
64.7 (p< 0.01).  For users in Cohort 4, the mean increase in scores was larger, from 
59.4 to 67.8 (p< 0.001).  These scores compare to a non-significant fall from 62.4 to 
61.7 in the CPA study where staff had not received advanced training in 
psychosocial interventions. 
 
The results are illustrated in Fig 9.1 by means of box plots.  The box plots show that 
for Cohort 3, the range of scores (between the whiskers) increased, with a greater 
proportion of higher scores between 65 and 90.  The median rating (black line) also 
increased.  For Cohort 4, the range of scores at both Time points is greater than for 
Cohort 3, indicating that some of these users were more disabled.  The box plot 
shows that at Time 2, 50% of the users in Cohort 4 were doing as well as the top 
25% of users at Time 1, in other words, a 25% improvement.  The median rating had 
also increased.  However, the similar lengths of the whiskers at  T1 and T2 indicates 
that some users did not improve at all. 
 
These findings therefore indicate that overall, users improved in their general social 
functioning.   
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Fig 9.1: Global Assessment Scale Scores  
 

  
 
Scale:  100=no symptoms; 60=moderate symptoms; 0= needs constant supervision for several days 
to prevent harm to self or others. 
 
Psychiatric Symptoms 
Psychiatric symptoms and behavioural problems were assessed using the Brief 
Psychiatric Rating Scale.  For Cohort 3, there was evidence of a statistically 
significant fall on the BPRS measure (p = 0.02) from a mean of 1.81 to 1.66.  This is 
illustrated in Figure 9.25.  The range of scores at T2 has decreased, with fewer high 
ratings, although there is one ‘outlier’ indicated.  There is also a lower median score 
(black line). 
 
Mean Time 1 ratings for users in Cohort 4 were slightly higher (2.02) indicating that 
these users had more symptoms initially.  The median ratings also fell (to 1.86) as 
indicated by the black lines in the box plot.  However, this difference did not reach 
statistical significance; as the box plot also shows, the coloured areas, representing 
50% of users, are quite similar at T1 and T2. 
 
These BPRS ratings may be compared to the significantly lower mean T1 rating of 
1.26 in the CPA study, indicating that the users with whom the trainees were working 
had, in general, more severe symptoms compared to users in community mental 
health teams elsewhere.  
 
In the CPA study, the mean rating remained the same at Time 2, in other words, 
they did not, in general, improve.  This suggests that, overall, users receiving help 
from students on the Programme were more likely to improve over six months 
compared to those users in districts where staff had not been trained. 
                                            
5 Note that the Figure gives the total score rather than the item mean.  
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Fig. 9.2: BPRS total scores 

 

Scale:  The sum of 25 items using a rating scale of 0-7 where 0=not present and 7=severe. 
 
Symptoms and behaviour problems 
Mean ratings on Health of the Nation Outcomes Scales are shown in Figure 9.3.  
Note that maximum score on this measure is 4 so, in general, scores are moderate 
and typical of mental health service users living in the community, as opposed to 
hospital, where scores are generally much higher.   
 
Fig. 9.3: Health of the Nation Outcome Scales (HoNoS) 
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The mean ratings indicate that, in general, the most severe problems at Time 1 were 
with depression, behavioural problems, relationship difficulties and problems 
associated with daily living.  In general, the severity of these problems appears to 
have reduced over the six months.  Aggression, self-injury, alcohol and drug abuse 
and problems with living conditions were rated less severely.   
 
For Cohort 3, there was evidence of a statistically significant fall in the mean HoNOS 
total score of symptoms and behaviour (p<0.01) from 0.94 to 0.72.  This compares 
to a non-significant fall from 0.97 to 0.92 in the CPA study.  The mean total score for 
Cohort 4 also fell, in this case from 1.0 to 0.86, but this did not reach statistical 
significance.  We conclude that there is some modest evidence for the effects of 
training on users’ psychiatric and behavioural problems for one cohort of students. 
 
Life Skills 
There was also evidence of a statistically significant increase in life skills, as 
measured by the LSP, for both cohorts (p<0.001).  For Cohort 3, the increase was 
from a mean of 3.44 to 3.59.  Reflecting the other measures which suggested that 
users in Cohort 4 were more disabled, the mean total score at Time 1 was 
somewhat lower at 3.3, but this increased to 3.43 at Time 2 (See Fig. 9.4).   
 
Fig. 9.4: Life Skills Profile  
 

 
 
Scale:  Sum of a 39 item scale using a rating of 0-4 where 0=no problem and 4=severe problem. 
 
Again, these results compare favourably with those from the CPA study where there 
was a small, non-significant fall from 3.37 to 3.33.  The findings therefore suggest 
that, overall, users receiving help from the students were more likely to improve their 
life skills over six months compared to those users in districts where staff had not 
been trained. 
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Quality of Life 
Users’ mean subjective ratings on the dimensions of the Lancashire Quality of Life 
Profile are shown in Figure 9.5.  In general, users considered themselves to be 
neither satisfied nor dissatisfied: the mean global ratings were around 4 on the 7-
point scale.  As is usual with this measure, highest ratings were in general for family 
relationships and living situations, and lowest ratings were for money and for 
employment (or rather the lack of it).   
 
As the chart suggests, there was for Cohort 3 evidence of increased satisfaction in 
most of the domains, resulting a statistically significant increase in the total quality of 
life score (p = 0.02).  This included a statistically significant increase in satisfaction 
with family relationships in its own right (p<0.05).  For Cohort 4, there was no such 
similar pattern and the means of the totals scores at the two time points remained 
very similar.  However, users’ global ratings did show a significant increase (p = 
0.02). 
 
There were no statistically significant differences found in the comparator CPA 
study, suggesting once again a small but significant advantage for training.  
 
Fig. 9.5: Lancashire Quality of Life Profile  
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9.3.3 User defined outcomes and Empowerment 
 
Samples 
The questionnaire was distributed by students to each of the service users for whom 
they completed outcome measures.  In cohort 3, 60 questionnaires were returned to 
the research team out of a possible 75 (response rate 80%).  Fourteen users were 
interviewed in person, the remainder returned postal questionnaires.  In cohort 4, 60 
out of a possible 88 questionnaires were received. (response rate (68%). 
 
Results 
Overall, responses to the user questionnaire were very positive (Table 9.3).  Almost 
all users believed that the trainee treated them with respect and understood them 
and their experience of mental ill health.  For example: 

She makes one feel that what a person thinks matters.  (S1 Co3 T2) 
My worker understands me because she is trained to understand.  She 
understands me because she cares about me.  (S4 Co3 T1) 
She treats me as how I am as an individual and not an illness.  (S6 Co3 T1) 

They also considered that they had been encouraged to explain their problems and 
needs:   

She always listens carefully and does not just like the sound of her own voice.  
(S11, Co2 T1) 

Over three quarters stated that that had been involved in care planning as much as 
they wished  

She does encourage me, but at the same time I don’t feel pushed, which is a 
good thing.  She does encourage me to participate in activities and comes 
along with me when she can. (S35 Co4 T1) 

Users generally thought that the students could answer questions about their 
medication and that he/she worked with other agencies to ensure that their needs 
were met.   

If there is medication I don’t understand, she discusses this with me - how they 
work and the side effects  (S14 Co2 T1) 
If I feel if I may need something she either knows or knows somebody who 
could advise me on that situation. (S23 Co3 T1) 

Four out of five users believed that the trainees used their power appropriately and 
that they let the user take sensible risks in meeting new challenges. 

She has never used her power by being forceful.  She respects me. (S 23 Co4 
T1) 
It is up to me the risks I take, but she will try and guide me the right way. (S12 
Co2 T2) 

On the other hand, only around half the users reported that they had been asked if 
they wanted their carers or family involved in care planning and one-third said that 
they had definitely not been asked about this.   
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She has never asked me if I would like anyone involved in planning my care. 
(S4 Co3 T2) 

One in five users did not feel that they had been sufficiently involved in their care 
planning.  

I would like more say in how I plan to do things for myself. (S30 Co3 T1) 
Only half believed that the trainee had considered their cultural or religious needs 
and one in four did not. 

I am religious but we’ve never discussed it. (S6 Co4 T2) 
A few service users took the opportunity to explain how positively they felt towards 
the students as individuals and also about the specific help which they and their 
families had received.  For example, one user explained:  

I feel like my named worker is the kind of person that I would like as a friend.  
However, I know that it is not her job, but the fact that I can tell her anything and 
I am not judged.  She brought me videos, which helped me and my parents to 
understand my illness, and even when I was unsure whether I was ill at all, told 
me I was, and until I began to feel better for longer periods of time I was unable 
to see this for myself.   
She also provided a resting post for my parents to unload all their worries and 
concerns as they knew nothing of my condition, which has been diagnosed over 
18 months ago.  She has been a lifeline for me and I am always pleased when 
she comes.  (S15 Co 4 T2) 

 
User Self-Esteem and Empowerment  
Responses to the different dimensions of the empowerment scale for users who 
returned completed questionnaires on two occasions are shown in Figure 9.6.  
Average ratings were around the mid-point on the scale, with the mean total scores 
just above 2.5.  This indicates that those users who responded felt neither 
empowered nor disempowered.  These scores are very similar to the CPA sample.  
There were no significant changes over the six months. 
 
Fig. 9.6: Empowerment Scale 
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Summary of findings 
• There is evidence from both cohorts of statistically significant improvement over 

a six month period in the social functioning and, to a lesser extent, aspects of the 
quality of life of service users on students’ workloads.  

• There is evidence from cohort 3 of a decrease in psychiatric symptoms and 
behaviour problems, but this finding was not repeated in Cohort 4. 

• These outcomes are superior to those obtained in the comparator study of the 
CPA in districts where no specialist training programme had been implemented.  
In these districts no significant overall changes in user outcomes were found over 
the same time period.   

• Service users surveyed (N = 120) were very positive about the students with 
whom they were working.  They reported good relationship skills and effective 
working practices.  There appears to be room for improvement in involving users 
in planning their care and treatment, and in considering cultural and religious 
needs. 

• Service users surveyed scored moderately on a user-constructed scale of 
empowerment.  Levels of empowerment including self-esteem were comparable 
to those in the CPA study of people with severe mental illness. 
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 Table 9.3 Service Users’ Opinion Questionnaire 
 

 
(Named worker = student on the Programme) 

Positive 
Response % 

Neutral Response 
% 

Negative 
Response % 

Cohort 3 N = 60 
Cohort 4 N = 60 

Cohort 
3 

Cohort 
4 

Cohort 
3 

Cohort 
4 

Cohort 
3 

Cohort 
4 

1. Do you feel your named worker treats you with respect? 97 93 0 5 3 2 
2. Do you feel that your named worker treats you as an individual rather 

than as a label? 
86 90 9 5 5 5 

3. Do you feel comfortable with your named worker? 95 98 2 2 3 0 
4. Do you feel that your named worker actively listens to you? 95 95 0 3 5 2 
5. Do you feel that your named worker understands you? 87 85 5 12 8 3 
6. Does your named worker respect your experience of mental ill health or 

distress? 
92 86 3 14 5 0 

7. Do you feel that you have been encouraged by your named worker to 
say what your problems and needs are? 

88 92 3 2 9 6 

8. Have you been involved as much as you would have liked in planning 
your own care and treatment with your named worker? 

78 83 0 7 22 10 

9. Has your named worker asked if you want a carer or member of your 
family involved in planning your care? 

50 65 15 8 35 27 

10. Does your named worker work with other agencies and professionals so 
that your needs can be met? 

81 73 15 22 4 5 

11. If you have involvement with more than one professional worker, have 
you found that they give you consistent information and advice? 

67 69 9 13 24 18 

12. Does your named worker check whether you have been able to get the 
help you need from services? 

72 66 11 22 17 12 

13. Has your named worker been able to answer your questions on 
medication such as why you are on it and its side effects? 

78 84 5 2 17 14 

14. Does your named worker consider your cultural or religious needs? 54 51 22 26 24 23 
15. Does your named worker always use his/ her power appropriately? 82 81 10 14 8 5 
16. Does your named worker let you take risks? 82 81 3 0 15 19 



  SECTION 9 

155 

9.4 Conclusions 
There have been three recent major studies of the outcomes of mainstream 
community mental health services in England: the PRISM study of schizophrenia in 
South London (Thornicroft et al., 1998); the UK 700 study of intensive case 
management in London and Manchester (Burns et al., 1999); and a comparative 
study of models of integration of the care programme approach and care 
management in four districts in the North of England (Carpenter et al., 2000).  These 
have all concluded that while the mental health, social functioning and quality of life 
of most service users can be maintained in the community, there is little evidence 
that changing service organisation alone can improve outcomes for users.  These 
findings are disappointing in the light of evidence from the USA and Australia which 
indicated improved outcomes from community services.  Burns et al., (1999) have 
suggested that results may be improved if mental health professionals were trained 
to provide evidence-based psycho-social interventions to users and their families.  
Indeed, the National Service Framework emphasised the use of such interventions 
for people with severe mental health problems (Department of Health, 1999, p.46). 
 
The findings from this evaluation of the outcomes for users who have received help 
from students on the Birmingham Programme are therefore quite encouraging.  
There is reasonable evidence that, in general, users improved in terms of their 
mental health, social functioning and quality of life.  We cannot however attribute this 
effect to the students’ use of psychosocial interventions because we cannot be sure 
that the students applied PSIs learned on the course, or applied them according to 
the model.  The users’ opinion survey and their comments show that good user-
professional relationships were significant.  The course with its emphasis on values 
and user-centred practice may have had an impact on this aspect of the students’ 
work as well.  As in most research in this field, its is likely to be a combination of 
many factors, not least the personality and motivation of the students themselves, 
which can account for these positive outcomes. 
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10. SUMMARY & CONCLUSIONS 
 
This evaluation of the Birmingham Programme in Community Mental Health is 
probably one of the most comprehensive evaluations of a postqualifying training 
programme in mental heath yet undertaken.  The study had a number of important 
characteristics: 
 It was carried out by an external research team 
 It examined the outcomes of the Programme at all levels of the Kirkpatrick/Barr 

framework for the evaluation of training, including the impact on students’ 
attitudes and values, skills and knowledge, behaviour, outcomes for service 
users, and organisational change 
 It explored different domains including; students, service users, colleagues and 

local mental health services  
 It was longitudinal, conducted over 5 years, and tracing three cohorts through the 

full two years of the taught component of the Programme; it was thereby able to 
identify consistent effects with different groups of students 
 It used both validated instruments and measures as well as qualitative research 

methods to examine change 
 It was formative as well as summative, providing regular feedback which could 

help to shape the development of the Programme. 
 
In the conclusions set out below, the findings have been used to answer the 
research questions set in the original study brief.  These provide a useful structure 
with which to review the outcomes of the Programme including its achievements.  
However, as the questions were posed in 1997 when the evaluation was first 
commissioned, they have been amended a little to remove duplication and maintain 
a focus on what can be answered by the evaluation directly. 
 
10.1 Impact of the Programme on the change agenda 
 
How successfully has the Programme achieved its intended outcomes? 
The Programme has run successfully since 1997.  With some annual fluctuation in 
the numbers recruited, over 200 students have joined it during the 5 years of the 
evaluation, an average of 45 students per year.  Students have been sponsored by 
all the West Midlands NHS trusts which funded the Programme and have come from 
a variety of backgrounds. 
 
The Programme has developed in response to national and local policy and to 
feedback from its students and the external evaluation.  For example, modules have 
been adapted to better reflect the requirements of the National Service Framework, 
the order of teaching has been altered to help students link their learning and the 
style of teaching has been changed to better explore the challenge of 
interprofessional working.  The name of the Programme itself has been changed to 
indicate that the focus need no longer be on ‘community services’ but is now on 
‘recovery’ – the whole approach to supporting people with severe mental illness 
towards recovery. 
 
The Programme should also be recognised for its innovation, particularly in its 
partnership with service users.  Service users have been partners in the design, 
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management, delivery and assessment of the Programme since the outset.  They 
have been recruited onto the staff and have played an influential role in the teaching.  
Service users have also joined the Programme as students. 
 
In line with the intended outcomes of the Programme, it has delivered qualified 
professionals (and many more students who are working towards their qualification) 
who are skilled and knowledgeable in multidisciplinary community-based work with 
people with severe and enduring mental illness. This constitutes a significant 
contribution to the mental health workforce capacity of the West Midlands. 
 
How successfully has the Programme achieved changes in attitudes to 
interprofessional working and enhancing a service user focus? 
Students appreciated the strong value-base underpinning the Programme.  For 
some this did not so much present anything new, but it afforded all students an 
opportunity to reappraise their own values.  They sometimes found this a 
challenging process but there was evidence of changing attitudes towards social 
models of care and in the importance of working from a service user perspective.  
Students reported that this had made a significant difference to the way they 
approached their practice. 
 
The professionals recruited to the Programme began with positive views of the 
principles and values underlying community mental health services and the evidence 
suggest that these views were consolidated. 
 
Despite studying in an interprofessional group with the training provided by an 
interprofessional staff team, students largely retained their separate professional 
identities and did not redefine themselves as generic mental health workers.    As 
students were generally experienced professionals, this was perhaps unsurprising. 
 
There was evidence of negative professional stereotyping within the student group 
and this did not reduce over the two years of the taught course.  Two reasons were 
found for this: 
 Students did not see themselves to be typical of the workforce as a whole.  They 

considered themselves to be more forward looking and open to change.  Making 
the commitment to study on the Programme for up to three years was an 
indication of their wish to work differently, learn new skills and change their 
approach. 
 The Programme was not designed to overcome the stereotyping students 

experience in the workplace.  Initially, the teaching style did not sufficiently 
encourage collaborate working amongst course participants, tending to assume 
commonalities between professions rather than exploring differences.  Although 
the Programme has made changes as a result of feedback from the evaluation 
team, the evaluation was unable to detect evidence of changes in stereotyping, 
particularly of psychiatrists and psychologists.  The fact that there were very few 
of these professionals on the Programme able to disconfirm these stereotypes 
was probably relevant here.  Instead, negative stereotypes of psychiatrists and 
psychiatrists appear to have been confirmed by students’ experiences in their 
workplaces. 



  SECTION 10 

158 

How successfully does the curriculum content translate into skills 
development? 
Students reported a substantial increase in knowledge of working in partnership with 
service users, multidisciplinary working and psychosocial interventions.  This 
showed, in particular, in the greater confidence with which they approached their 
work.  The style of teaching on the Programme is an important factor in achieving 
this.  It is delivered by experts in the field, is evidence-based and up-to-date, so 
equipping students effectively to challenge practice and structures. 
 
The knowledge of psychosocial interventions gained on the Programme is, however, 
of a general and introductory nature.  Therefore it does not train students to the level 
of practitioner of cognitive behaviour therapy or family therapy.  Rather, it gives 
students an understanding of the approaches and skills them in the components of 
the interventions.  The Programme assignments ensure that at least a part of this 
learning is put into practice, reinforcing the learning. 
 
How far reaching, or self-limiting, will any positive learning outcomes be 
beyond the immediate term? 
The Programme was a positive learning experience for most students.  Students 
valued aspects of the adult learning, such as, building knowledge and skills into their 
practice, recognising the theory behind the work that they undertook and reading 
around a topic before embarking on practice. Equally, students benefited from the 
opportunities that the training provided to reflect on, and discuss, their work.  It is to 
be hoped that this positive experience encourages habits of lifelong learning. 
 
Teamworking has been enhanced where student’s teams have been receptive to 
new ideas.  Students and colleagues alike have been aware of changes in the roles 
students play within teams and in the work they undertake.  This has been 
particularly noticeable in community based services but not all students work in 
these.  Students from inpatient units and day hospitals found it especially difficult to 
introduce change. 
 
Students’ reported use of psychosocial interventions was seen to rise significantly, 
particularly the use of CBT and family and carer interventions, but it should be noted 
that these did start from very low base.  The most frequently performed professional 
interventions remained assessment, care planning and advice giving.   
 
Students found that it was not a lack in belief in psychological interventions which 
prevented their use but a lack of time, clinical supervision and appropriate support.  
As long as mental health teams remain understaffed and practitioners have to 
maintain high caseloads it is very difficult for staff to make the time necessary to plan 
and carry out new interventions.  Added to that, a shortage of support staff often 
means that professionals were spending their time undertaking practical tasks with 
service users, such as accompanying them to appointments.  These tasks may be of 
greater importance to service users in the short-term than ‘therapy’ and there is an 
absence of anybody else to do them. 
 
It is also difficult to foresee when there will be sufficient resources within trusts to 
offer the clinical supervision and support staff need when starting to use new 
interventions.  The Programme only teaches to an introductory level and supervision 
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is crucial if students are to build up the confidence and skills to practice.  It is all the 
more important as the knowledge and skills-base of psychosocial interventions in 
teams tends to low and so there is often little peer support available. 
 
How far have user expectations and aspirations of the practical impact of this 
Programme been met? 
Service users have been involved at all stages in the commissioning and provision 
of the Programme and by so doing, have demonstrated the very valuable 
contribution they can make.  From the inception of the Programme they have 
participated, influencing first the specifications of the course and then its evaluation.  
They were then involved in the selection procedures and have remained involved in 
the selection of Programme staff.  Service users have representatives on the 
Programme Board, have helped to design the curriculum, have had a large part to 
play in the formation of the value-base and now contribute to assessment.  As 
teacher-presenters and staff on the Programme they have made a strong impact on 
students and colleagues. 
 
The external evaluators also involved service users in the design and presentation of 
their bid and in the design of a measure to examine service users’ satisfaction with 
the services they received from students on the Programme.  Service users were 
then trained to interview fellow users with the questionnaire they had designed.  
Service users also contributed to the Evaluation Steering Group, providing a 
valuable perspective to the emerging findings. 
 
Service users have also been recruited onto the Programme as students.   
This was not part of the original design and has not been an easy process for either 
professionals or users.  User-students have not been able to participate fully in 
important elements of the programme involving the assessment of  clinical 
interventions with other service users.  Further thought needs to be given about 
user-students’ aspirations for undertaking the Programme and how these might most 
effectively be met since they are likely to be different from those of professional 
students.  Similarly, the participation of users as students in the Programme does 
create an unfamiliar learning context for users, professionals and staff.  Further 
consideration is indicated about how best to support user-students who become 
unwell, and how to enable their fellow students to continue with their learning.    
The evaluation has provided quite good evidence of positive outcomes for those 
service users with whom the students worked over a six month period during the 
Programme.  Compared to users receiving services from a comparable group of 
community mental health professionals who had not received postqualifying training, 
‘Birmingham users’ in general: 
 Improved in their general functioning 
 Had fewer psychiatric and behavioural symptoms 
 Improved their ‘life skills’ and 
 Increased their overall quality of life 

 
In general, the size of these improvements, which were measured over a six-month 
period, were modest, but would be recognised by most practitioners as ‘clinically 
significant.’  Since there was little or no evidence overall of improvement in the 
comparison group, these findings suggest evidence of positive effects of the training. 
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Further, evidence collected directly from the users themselves indicated that they 
were very positive about the students and their work. 
 
10.2 Effectiveness of multi-professional education 
 
What is the value of interprofessional input into the design, delivery, 
development and monitoring of the Programme? 
The interprofessional approach of the Programme permeates its management and 
delivery.  The contribution made by different professionals to the teaching inevitably 
varied according to the subjects being taught, but overall, students felt that a 
balance was achieved.  However, students were aware of twin influences of the 
social culture of Programme arising from its parent department in social work and 
the preponderance of nurses amongst the student group. 
 
The interprofessional input resulted in: 
 a high level of understanding of different professions developed from teaching 

by high profile figures in their professions  
 the introduction of common values, knowledge, perspectives and language 
 an enhanced motivation to collaborate. 

 
What are the benefits of student cohorts being multi-professional and what 
factors affect outcomes? 
The Programme has had some success in recruiting interprofessionally, but the 
changing participation of professions has affected the experience for students.  Also 
as the teaching did little to exploit the interprofessional nature of the group, students 
found the inter-agency aspect of the Programme as beneficial. 
 
There was disappointment in the difficulties the Programme experienced in attracting 
psychiatrists and psychologists.  These professionals have a significant influence on 
the workings of community mental health teams and are often reported to have the 
most difficulty in collaborative working.  Therefore it was felt they could benefit from 
an interprofessional learning experience.  Their contribution to the interprofessional 
group was missed and there were fears that their absence reinforced negative 
attitudes towards them.  In fact it was thought that the time commitment to the 
course and staff shortages were the main hindrance to their participation and if 
learning is to take place with all the professions of the community mental health 
teams, careful thought needs to be given to the style and length of the training. 
 
The participation of social workers was also disappointing but while the Programme 
was perhaps attractive to individual practitioners, it did not appear to meet the needs 
of their employing agencies.  Social services department are looking for staff skilled 
in assessment, care planning, Mental Health Act work and management rather than 
therapists.  They also are seeking to encourage staff to obtain post qualifying 
accreditation and not Master’s Degrees which spread over three years.   
 
In looking at how the Programme could attract professions differently, it is important 
that the Programme seeks post qualifying accreditation for social work and 
occupational therapy separately as it has not proved possible to obtain this in a 
combined accreditation.  The inclusion of a management module might also be of 
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benefit to more than social workers as community mental health teams succeed in 
becoming better integrated between agencies and professions.  
 
Birmingham University staff comment 
In 2002 the Programme Director won one of 20 scholarships awarded by the 
Institute of Teaching and Learning in Higher Education in recognition of 
teaching excellence. A sum of £50k was awarded for a project of the Fellow’s 
choice. This money has been invested in the programme to fund a scoping 
exercise with managers and service users to design an alternative pathway 
through the programme for managers in the future. It is expected that 4 
modules will be redesigned as replacements for the skills based modules 3, 6, 8, 
9 and are likely to include change management, leadership skills and managing 
interdisciplinary teams.  Managers will however be encouraged to explore their 
role in respect of promoting evidenced based interventions and user 
involvement.  The modules will be delivered by a combination of distance and 
e-learning together with some taught sessions, resolving the issue of managers 
having to be away from the workplace for a day a week. A workshop has already 
been convened with 14 managers and service user attending to outline the 
curriculum content. A number of other managers have expressed their desire to 
be involved in the project but were unable to attend this first session. Follow up 
focus groups are planned in February 2003 to map out the curriculum content in 
more detail. The departments’ IT manager was costed into the project proposal 
and is working with the group to design web based exercises and distance 
learning materials. It is hoped to pilot one of the modules in summer 2003 
and to offer this pathway to the next intake commencing Autumn 2004. 
 
10.3 Organisational context 
 
If the Birmingham Programme equips students to contribute more effectively 
to the development of services, what factors, e.g. working environment, 
organisation structures etc. inhibit or support students to do so? 
As has been discussed above, the Programme equips students to work 
collaboratively with fellow mental health professionals, to understand and use some 
of the approaches of psychosocial interventions, and to bring a service user 
perspective to their practice.  Most of all it produces students who are aware of their 
strong value-base and commitment to change.  The students therefore have the 
potential to make a considerable contribution to the change in services sought in 
current mental health policy. 
 
To have this type of influence students were found to need support at a range of 
levels, including: 
 Peer support – students developed a great deal of confidence being able to 

discuss their learning with colleagues and sharing their experiences of practicing 
the use of new interventions. 
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 Team support – students were very grateful to colleagues for carrying the staffing 
gap caused by them attending university one day a week for two years, but the 
support they needed did not end there.  If lessons were to be learnt in 
multidisciplinary team working and interprofessional conflicts are to be resolved, 
teams need to be open to challenge and willing to build new and different 
relationships. 
 Managerial support is crucial.  Students benefit hugely from having caseloads 

which are adjusted to reflect the learning process they are undergoing.  Time 
also needs to be allowed for spending more time on service users.  The 
development of skills in psychosocial interventions needs time in planning and 
time to work with users and their families.  Time is also needed for dedicated 
study.  This usually takes the form of study days in which assignments-related 
work can be prepared.  Managers can also be influential in giving students the 
opportunities to introduce innovation or to serve on working groups/committees 
where new ideas can be harnessed. 
 Clinical support is essential for students learning the use of complex therapies 

but this support must be skilled and experienced, with time to give regular 
supervision if they are to give students the confidence they need to practice. 
 Trust support – overlying the layers of support students need, is the endorsement 

of the trust or employing agency.  Unless senior management strongly promote 
the value of learning on the Programme, and pass this message down to staff, it 
is very difficult for teams to give students the time and support they need.  
Without that support, learning is not implemented and opportunities to modernise 
services are lost. 
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10.4 Recommendations 
These findings demonstrate that the Birmingham Programme makes a significant 
contribution to the knowledge and skills capacity of the workforce in the West 
Midlands for the provision of interprofessional community-based work with people 
with severe mental illness, in keeping with the objectives of the NSF.  Therefore, it is  
recommended that: 
 
 The West Midlands Workforce Development Confederations  

 continue to  support the Programme and to enable it to reach out to recruit 
staff from social services departments and voluntary agencies 
 recognise and meet the need to continue to develop the psychosocial 

interventions skills of the workforce 
 support the evaluation of training programmes. 

 
 NHS trusts  

 develop PSI strategies including plans for the provision of clinical 
supervision and time and resources to support professionals to consolidate 
their skills in the use of PSIs 
 encourage staff to participate in the Birmingham Programme 
 use students who have been trained on the Birmingham Programme as 

change agents and to work creatively to develop services supported by the 
NSF 
 scope where improvement in multi-disciplinary working is needed and 

explore whether the Birmingham Programme staff could assist in reviewing 
team working in order to improve functioning. 

 
 The Programme  

 seeks accreditation for postqualifying awards 
 clarifies the role of students with lived experience of mental illness. 
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