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"BRIDGING" THERAPY IN HOSPITAL- AND COMMUNITY -BASED

PSYCHIATRIC NURSING CARE: A COMPARATIVE STUDY

NELLY AHMED MAHGOUB RGN BSc(Hons) MSc

ABSTRACT

This study presents a detailed account of Bridging Therapy - an innovative
intervention aimed at providing relatively comprehensive psychiatric nursing
care for mentally ill patients. Starting at hospitalisation, Bridging Therapy
continues as planned nursing care based on detailed assessment of the patient's
short- and longer-term needs both before and after discharge to the community,
delivered where possible by the same nurse, or by members of the same nursing
team. Bridging Therapy thus presents a remedial model for current fragmented
patterns of nursing care, based on an eclectic approach to psychotherapy and
nursing process known as the "flexible integrative approach" (FIA).

The study recognises problems caused by lack of patient outcome measures in
psychiatric nursing; and approaches this by developing an appropriate assessment
instrument, the Behaviour Adjustment Inventory (BAI), which is initially tested in
concurrent use with a well-validated psychometric instrument (the GHQ); with a
second well-validated instrument (the EPI) acting as an initial screening device.
The BAI assesses patients' initial status on admission and subsequent responses to
Bridging Therapy on a five-point scale, used in conjunction with detailed clinical
criteria of behaviour and attitude change.

Clinical evaluation of patients in the contrasted contexts of Sheffield and Cairo
is described. In each context, experimental (Bridging Therapy) and control (non-
Bridging Therapy) groups are studied (Sheffield total N = 22: Cairo total N = 18).
Assessment of initial condition was carried out on admission to hospital;
recovery status on discharge, and at the close of therapeutic follow-up in the
community. Results indicate similar levels of recovery for Sheffield and Cairo
groups, with a more pronounced tendency to recovery in the experimental
(Bridging Therapy) groups; however, this difference does not reach statistical
significance.

Psychometric findings are augmented by qualitative descriptions of the
implementation process. Two detailed nursing studies from each context are
presented. The investigation highlights the complexity of the research problem,
including important transcultural considerations; identifies multifactorial issues
governing patient care; and supports further research into Bridging Therapy as a
potential remedy for current gaps in psychiatric nursing care, both in Britain and
Egypt. Relevant materials concerning historical/structural aspects of mental
health care and varieties of psychotherapy (Chapters 1 through 3) are included
because of their contextual importance both to British and Egyptian workers.



PREFACE

As an Egyptian, the researcher recognised the need for improvements in the
Egyptian psychiatric nursing service; especially in opening-up the of
community psychiatric nursing care, which is currently non-existent in Egypt.
Initially, she naively assumed that Britain would be able to provide a
developed model of community psychiatric nursing care which would transfer to

Egypt.

This assumption changed when the researcher was confronted with the reality of
the many problems encountered by newly-discharged patients and their carers in
Britain. In the first weeks of the preparatory phase, it became clear that
the British system of community psychiatric nursing care has developed in an
ad hoc manner; and that consequently it has numerous gaps and varies greatly
across the country.

Conducting appropriate research to produce a useful model of community
psychiatric nursing that would transfer to Egypt became a strong personal
commitment. Initial research plans, which involved systematic appraisal of a
supposedly well developed "British" community psychiatric nursing model,
followed by empirical testing of this model of Egypt, had to be changed twice
during the course of study.

First, a decision was made that, due to lack of a model for comprehensive
community psychiatric nursing in Britain, the researcher should attempt to
initiate and test a model that would be both theoretically and empirically
sound. Therefore, bridging therapy was developed to suggest some solutions to
one of the most pressing problems - that of bridging the gap between hospital-
and community-based psychiatric nursing care.

The choice of research problem proved complex due to numerous factors,
including lack of suitable assessment instrument for patient outcomes in the
field of community psychiatric nursing. Considerably more time than initially
anticipated was spent in developing such an instrument. Consequently, data
.collection in Sheffield was time-consuming, extending over two and a half
years, sometimes for ten hours a day, five days a week.

This situation was not encouraging, since it indicated that, in its initial
form, bridging therapy was not cost-effective in the British context.
However, remarkable improvements had been noted in both groups studied in
Sheffield, both in qualitative and quantitative terms. This led to the
second decision - ie to test the utility and applicability of bridging therapy
in Cairo. Accordingly, the research plan was further revised to become a
comparative study within the context of evaluation research.

Positive outcomes of these fundamental changes in the plan of work cannot be
denied. However, the associated setbacks resulted in a prolonged study
periods seemingly endless frustration with lack of adequate facilities and a
further financial ordeal encountered when the money ran out! Nonetheless, it
has been worthwhile if, as is hoped, readers of the study enjoy its
philosophical stance, its innovative approaches to an old and intractable
problem; and the compensatory mechanisms employed to deal with many of the
problems encountered. ‘
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Introduction and Summary

The current study is based on the principle of continuity of care for mentally ill
patients by the same nursing personnel who initiate the therapeutic relationship
during hospitalisation. It set out to test the effectiveness of this principle by
means of a specially-designed model of care termed "bridging therapy". This

term refers to bridging the existing gap between hospital-based psychiatric nursing
care and community-based psychiatric nursing care which appeared typical of
conventional care in Sheffield, where each service worked independently of the
other. This system prevented patients maintaining a therapeutic relationship

with their nurse keyworker or nurse therapist following discharge from hospital.

The aim was to provide a model of nursing care that would unite hospital and
community-based psychiatric nursing care into an integrated system. An
additional aim was to transfer this concept to the Egyptian therapeutic field. A
main hypothesis assumed that mentally ill patients who receive bridging therapy,
either in Sheffield or in Cairo, would improve significantly, and would maintain

this improvement till the end of the follow-up period.

The design of this investigation required both éuantitative and qualitative
approaches. The quantitative approach consisted of a quasi-experimental
technique which tested the effectiveness of bridging therapy at two intervals.
The qualitative approach consisted of a detailed descriptive analysis of patient

outcomes in relation to a number of relevant personal and social factors.

The quasi-experiment took place in two different cultural settings: Britain, a
western industrialised developed country; and Egypt, a Middle Eastern developing
country. Ward 56 in the Northern General Hospital at Sheffield was the British
setting; whilst the Egyptian setting was the El Niel Sanatorium in Cairo. The

British setting employed the principles of therapeutic community; whilst the



Egyptian private sanatorium employed a mainly custodial model of care. In
Sheffield 22 patients participated and in Cairo 18 patients participated (total N =

40).

The sample for each setting was divided into two equal groups, quasi-
experimental and control. The experimental groups received bridging therapy
whilst the control groups received conventional nursing care. The EPI was used
as a personality screening test for inclusion in experimental and control groups.
Assessment of therapeutic outcomes acted as an indicator of the effectiveness
of bridging therapy. Two instruments were used for this purpose. The GHQ, s;
self-report questionnaire, was used to assess patients' perceptions of their
general health status. The BAIm, a largely observational instrument, was
designed for purposes of the study, and used to assess relevant aspects of each
patient's health status. Assessments were carried out on three "key" occasions:
(A) on admission; (B) on discharge; and (C) after a post-discharge follow-up of 3-

6 months.

The BAI underwent a number of standardisation processes, finally achieving 100
per cent validity and 50-75 per cent inter-rater reliability. Delivery of bridging
therapy was based on a planned programme employing both haspital and
community facilities. The Flexible Integrative Approach - a developmental
approach based on the eclectic position in psychotherapy and nursing process and
emphasising individual patient needs - was developed and employed for purposes
of the therapeutic interventions in this study. These interventions included, e.g.

rational-emotive therapy; reality therapy; and supportive psychotherapy.

The data collection phase extended over two years in the Sheffield context and
approximately six months in the Cairo context. This differential was due to the

time required to develop and validate the BAI30, and to develop and evaluate the



therapeutic approach. Both the researcher and a consultant psychiatrist jointly

assessed the patients using the BAIBO’

Statistical analysis of variance in experimental data demonstrated a highly
significant improvement of the Sheffield experimental group regarding
admission/discharge and admission/post-discharge scores (p<0.01 and p<0.001
respectively). This supports the effectiveness of bridging therapy not only in
helping patients maintain achieved levels of improvement; but also to achieve

further levels of improvement.

However, the Sheffield control group had also achieved significant levels of
improvement during admission/discharge and admission/post-discharge periods
(p<0.01). Therefore, the hypothesis was only partially supported in Sheffield
regarding effectiveness of bridging therapy; but its superiority to the
conventional model was not supported. In Cairo again, significant improvement
was obtained regarding admission/discharge and admission/post-discharge periods
(p<0.01 for both experimental and control groups). In other words, the
improvement for the two groups was similar, which again does not support the
superiority of bridging therapy over the conventional model. However, graphic
presentation of linear trends demonstrated the higher tendency for better
achievement in both experimental groups as opposed to their respective controls.
These results should be viewed cautiously, bearing in mind the limitations of the

study: in relation to design and cross-cultural factors (see discussion, Chapter 6).

Outcomes of quantitative analysis imply that a number of independent variables
indirectly influenced the course of this research. An attempt was made to
illustrate some of these effects qualitatively by the inclusion of four detailed
case studies, which illustrate the nature and scope of the therapeutic process.

By examining these case studies, it becomes possible to recognise the interaction



between various factors influencing the effectiveness of care delivery:
particularly as these affect the quality and character of nurse-patient

interactions and therapeutic interventions.

In conclusion, the study appeared to be a useful exercise in the development of
new insights and approaches concerning comprehensive care and holistic

assessment within the context of cross-cultural evaluation research.
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CHAPTER 1: Bridging Therapy in its Cross-Cuitural Context

Introduction
This thesis incorporates an evaluation of an innovative model of psychiatric
nursing in hospital and community care in two cities, Sheffield in the United

Kingdom and Cairo in Egypt.

It examines related nursing principles and techniques and applies a particular
concept, that of "Bridging Therapy", as a proposed means of improving the

discharge process from hospital to community.

Within the context of the proposed "Bridging Therapy", a particular approach to
therapeutic intervention, evolved from the eclectic position both in psychotherapy
and nursing process, was developed. This therapeutic stance was given the name
of the Flexible Integrative Approach (FAI), it is discussed in greater detail in

Chapter Three.

The research concentrates on a small group of patients in each hospital who were
offered "Bridging Therapy" by the researcher who compared them with groups
who received the standard nursing and medical treatment for their respective

hospitals.

In order to develop this new model of care and place it in context, it proved
necessary to review both the theoretical basis of psychotherapeutic approaches
and the development of community psychiatric nursing (CPN) services during
recent decades. The latter has been undergoing a process of reformation over
the last thirty years, and attempts to establish an optimal service to meet

patients' needs both inside and outside hospital walls are still under review.



Some authors such as Brooke (1959) and Maosher (1983) contemplate the eventual
“complete disappearance of mental hospitals; whereas others such as Jones (1972)
and Bennett (1979) condemn the Government policy of closing down mental

institutions, leaving patients to the cruelty of society.

The initial welcome and praise for community care services is beginning to wane
after constant criticism from various disciplines including nurses, social workers
and psychiatrists. Admittedly there are numerous problems which hinder the

efficiency of the service provided by the Community Psychiatric Nurses (CPNs).

Skidmore and Friend (1984a) were able to examine the current CPN service in
Britain and identified a number of the problem areas that could be studied and
remedied. These areas were mainly associated with the education, specialism

and practice of the CPNs. The organisational structure of the service was included
as an associated factor rather than an independent factor. Their research was

one of few such studies which are concerned with the evaluation of the service

rather than merely a description of it.

Mangen and Griffith (1980) reviewed one hundred and twenty-nine articles
appearing over the last thirty years covering different aspects of community

psychiatric nursing care. They found that

" ... much of it comprises descriptions of services, of goals,
patterns of care and special aspects. There have been few
evaluative studies."

Another study by Mangen and Griffith (1982a) examined the development of the
service, concluding that it started on an ad hoc basis with no scientific plan or

legislative policy.

All this has led to many questions being asked about the best possible service



that could comprehensively meet patients' needs. Reflections of models of care

from other countries did not reveal any true means of eliminating the praoblems.

In the West, the USA has developed community mental health centres (CMHC) to
serve patients in their own environment and restrict or limit hospital admissions.
Theoretically these mental health centres would seem to be ideal for carrying
the service to patients and their families in their own home, ie a natural
environment rather than taking patients out of their home to an artificial
protective hospital environment. However, in practice the CMHC service has

fallen far short of expectations:

"They are unduly selective, failing in particular to serve the

chranically ill and elderly, are isolated from the mainstream

of psychiatry and therefore unpopular with psychiatrists, and

ineffective both in reducing admission to state hospitals and

implementing the preventive psychiatric programmes that

were envisaged when they were set up."

(Tyrer, 1985)

Attempts made by other countries were studied by Singer and colleagues (1970)
who visited the Soviet Union and The Netherlands to examine the community
psychiatric services in Moscow, Leningrad and Amsterdam. They found that the
psychiatric nurse in‘the Soviet Union has far greater responsibilities than her
American counterpart. He/she is a nurse-social worker, (as there are no social
workers as such in the Soviet Union) involved in the total care of the patient and
in any social problems or environmental manipulation. The nurse offers general
support and encouragement, watches for effectiveness and side effects of
medication, gives injections to those who refuse oral medication, works with
relatives and neighbours, and assists in social rehabilitation and readaptation.

The therapeutic team in the Soviet Union consists of the psychiatrist and the

psychiatric nurse-social worker.

The cities of Moscow and Leningrad are divided into health districts and each



district has a district psychoneurological dispensary (analagous to CMHC). These
dispensaries provide emergency care, out-patient treatment, day care, night care
and work therapy . At each dispensary there is one psychotherapist for children,
one for adolescents and one for alcoholics. Each dispensary is divided into
approximately ten divisions, each served by a team of one psychiatrist and one

nurse-social worker; either or both of them make home visits as required.

However, they expressed concern regarding the real situation of the service, eg
each health district with a population of 350,000 to 400,000 was served by only
one psychotherapist; these were not allowed to make home visits which
prevented them making a realistic evaluation of the quality of the service. In
Amsterdam the outstanding example which they provide is the team approach;
once again there is a close working relationship between psychiatrist and nurse.
Hence care is an integral and important part of out-patient treatment. Nurses
follow-up cases on their own, handle the psychosocial aspects, adjust the dosage
of medication and request the psychiatrist to see the patient at their discretion.
According to the writers, this system of mental health care would be virtually
the optimal development of community psychiatric care. Nonetheless, home
visits made in Amsterdam demonstrated that patients with critical conditions

~ were liable to be left in the community, causing problems for the families who
then reacted in a hostile manner towards the psychiatrist and demanded

hospitalisation for the patient.

A third system to consider is the Italian experience of "Psychiatrica Democratica".
A remarkable model of community care is presented by the Italian mental health
system. Again in theory the experiment represented a revolution aimed at freeing
patients from institutions and long term segregation in mental hospitals. The
movement was pioneered by Franco Basaglia and his colleagues. Their efforts

were influenced by the political situation in Italy, which followed the social



democratic party achieving power in the 1970's. In 1978 Basaglia induced the
government to pass Law 180, which forbade the admission of any new patients to
mental hospital and reviewed steps for their closure (Jenner, 1986). As a result
the Italian Mental Health Act established legislation for the radical replacement

of hospital psychiatric care with a community based service (Brown,1981).

Enthusiastic accounts in the British professional press regarded the Italian
Experience as one of the great success stories of psychiatric history, yet empirical
tests, conducted by Jones and Poletti (1985) suggested the opposite to be true.
They found that mental hospitals were not closed down but lacked any maintenance
or repair work, as they were officially closed. There were also same 'alternative
structures' such as 'family homes' or 'villas', but in fact these were ordinary mental
hospital wards under different names. The Diagnosis and Cure Units were disused,
as it was impossible to diagnose and cure within 48 hours. The pleasant, informal
Psycho-Social Centres turned out to be no more than out-patient clinics, with
some community nurses (untrained but with mental hospital experience) attached.
In southern Italy the problems became greater, eg in Salerno there were only 50
Diagnosis and Cure beds for a population of one million and there was no other
service of any kind. Jones and Poletti found that dissatisfaction with this system
was expressed by professional personnel in Italy and the government is now

studying a proposal for the reform of Law 180.

These different examples of community care service provide a significant
indication of the urgent need to find a satisfactory system based on empirical
data and scientific outcomes that would act as a resource for planners in decision

making.

1.2 The Research Problem

Discrepancy in the views about the best model for provision of mental health
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care occurs not only between different countries from the east and west but also
locally within the same system. In Britain, Beard (1980) identified three
organisational structures which constitute the shape of the delivery of the

Community Psychiatric Nursing service. These are:

1. Hospital based CPNs, working within multi-disciplinary or intra-disciplinary
teams on the wards, in the day haospital, out-patient department or attached
to specialist units such as behavioural therapy or drug addiction.

2. Primary Health Care CPNs based with general practitioners in single practices
or health centres and with primary care colleagues such as health visitors,
district nurses or midwives.

3. Social Service based CPNs working alongside area social work teams where

intervention, supervision and education advice are on-going processes.

Skidmore and Friend (1984b) described a fourth model called the "Dual" ie based
both in the hospital and in the Primary Health Care team. This model had the
advantage of hospital support in addition to the involvement with primary care.
Arguments as to which model is more effective are not concluded yet and are
likely to continue. Sladden (1979) and Campbell et al (1983) were in favour of
the community based CPN model while Kirkpatrick (1967) and Greene (1968)
favoured the hospital based CPN model and Beard (1980) and Brooker (1984a)

favoured the primary health care model.

It would seem that many writers have assumed that the way to improve mental
health care is to abandon hospital care altogether. They wish to see community
care as an alternative to hospital care. At present, this decision would seem to
be premature; it may be preferable to regard community care as complementary
to hospital care, (Tantam, 1985). Those who enthusiastically call for the closure

of mental hospitals and regard discharge rate as indicative of improvement (eg
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Brooke, 1959) rarely consider the meaning of 'community care' in practice. -

More cautious commentators prefer to see better integration of the services
(Hill 1968, Amesbury 1983, Tantam 1985). At present there are problems in the
continuity and co-ordination of care for patients discharged from hospital.
Bridging therapy designed by the researcher was an attempt to overcome some

of these limitations.

1.3 The Proposed Model of Bridging Therapy

"Bridging Therapy" is the term given to the proposed approach for filling the gap
observed in the delivery of the service between the hospital and the
community*. This gap results in the patient's discharge to society without
adequate support immediately after leaving hospital (Richmond Fellowship,
1983), and "BridgingTherapy" attempts to provide continuity of care

immediately on leaving hospital.

The importance of this research problem is highlighted by Papelu (1952), Altschul
(1972) and Mahgoub (1981), who emphasise the value of the therapeutic
relationship between the patient and the nurse. Continuity of care by the same
therapist has been identified as therapeutically valuable in studies by Baker
(1968) and Lancaster (1980a). Furthermore there is some evidence to suggest
that patients' liking of their therapists is significantly related to progress

(Chassan et al, 1981).

Bridging therapy attempts to include each of the above elements in a model of

care which may comprehensively respond to patients' needs. It views hospital

* This term is often loosely used, careful consideration of this term is detailed in
Chapter 2.
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services as part of the community service, so that a patient's care plan should
continue after discharge to form an individual flexible and comprehensive
approach. Other professions (psychiatrists, psychologists or social workers) have
adopted the model of continuity of care by the same worker both during and
after hospitalisation, whilst nurses are rarely offered the opportunity to continue
their care in this fashion. Therapeutic interventions which take place within
hospital wards could be of more benefit if continued at discharge and follow up

by the same nurse keyworker.

Therapeutic care provided by the nurse keyworker should not be confined to

simply promoting hygie:nic measures but, more important, in terms of helping the
patient to re-settle in the community, helping the family to understand the
patient's weaknesses and potentials and teaching both patient and family coping
mechanisms and healthy adjustment behaviour. Their familiarity with the different
facilities provided by the hospital and community centres, whether these facilities

are in human or materialistic terms, can enhance the support of the patient

regardless of the milieu.

1.4 The Current Study

In accordance with this principle, the researcher begins the bridging therapy
programme during the period of hos;pitalisation by assessing the patient's needs
and difficulties. She then employs different resources including the therapeutic
team -and the patient's family and friends in the therapeutic intervention, which
continues after the patient's discharge from hospital for a period of between
three to six months. During this time resettlement, adjustment and gradual
independence can be re-established. Patients who will need longer periods of
follow up are then referred to CPNs who are community based to allow gradual
take over. The bridging therapy programme stresses three very important aspects

of patient care:
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1. the developed nurse-patient interpersonal relationship.
2. the flexible approach to meeting patients' therapeutic requirements (eg both
in and outside the hospital).

3. Continuity of care by the same familiar therapist (nurse).

Clearly the bridging therapy model could be used as an alternative example of
the organisational structure for the CPN service as patient care is certainly

influenced by the organisational structure but this is not the focus of this study.

Bridging therapy is not another version of the model used in Moorhaven Hospital

in Devon in 1957, nor a repetition of Peter Hunter's research of schizophrenics

and their community care (1978). The bridging therapy programme is a structured
evaluative approach which tests therapeutic variables and assesses their usefulness
or effectiveness for the benefit to the patient. The subjects under study are
neurotic or mildly psychotic patients whose problems are mainly behaviour
maladjustment or family problems, rather than organic dysfunction or medication

supervision.

A few problems were ex;;ected during the course of the research, eg role
overlapping with other disciplines, nurses working shifts, lack of skills and abilities
for effective intervention outside the hospital and intra-organisational conflicts.
Fartunately, Maisey's (1975) survey pointed out that the participation of hospital
based nurses in an after care programme did not affect the standards of in-patient

care, although nurses spent one quarter of their working week in the community.

The problem of overlap was discussed by Hunter (1974) and Sladden (1979) with
no resolution. Generally speaking the overlap prablem should be viewed in terms
of who does what? Personal observation indicated that the role of the psychiatrist

overlapped with that of psychologists and social workers, occupational therapists
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who run group therapy sessions overlap with psychiatrists and psychologists,
similarly social workers overlap with psychologists and CPNs. Therefore the
overlap between the CPNs, social workers, psychologists and psychiatrists is not
unique and should be accepted as inevitable. With regard to intervention skills in

the community situation, special training may be given for such purposes.

Another important aspect of this study is the implementation of the bridging
therapy experiment in two different contexts and comparison of the results. In
other words the development of the bridging therapy programme was to take
place first in Sheffield and, if it succeeded in fulfilling iés objectives, then it was
to be transferred to Cairo, Egypt, to test its viability in a different context and
different culture. The reason for this second test was to introduce a new type of
service to the Egyptian mental health system which currently lacks any form of

community psychiatric nursing care.

1.5 Research Aims and Hypotheses

Aim

The aim of this research is to examine the effectiveness of an innovative model
of care that would comprehensively meet patients' needs both inside and outside
the hospital. The model of care is to be used in two different cultures, Egypt

and Britain, and its effectiveness is judged in terms of patients' outcomes.

From a quantitative point of view the null hypaothesis would be that the current
conventional methods of psychiatric care for neurotic and mild psychotic patients
in Sheffield and Cairg, are as effective in terms of patients outcomes as 'bridging’

therapy.

The Hypotheses are

1 That patients on an acute admission ward suffering from neurotic and mild
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psychotic conditions will experience greater benefit from continuity of
psychiatric nursing care provided by bridging therapy than from current
standard nursing care.

2  That these differences will be demonstrable in terms of:
(a) Standard psychometric instruments
(b) A newly derived behavioural inventory (BAI)
(c) Descriptive case studies.

3 That the model of bridging therapy established in Sheffield is transferable to

Cairo.

1.6 Cross-Cultural Aspects of the Study

Introduction

It is proposed that bridging therapy is to be employed in two different cultures,
Britain and Egypt; that is to say, in a developed as compared with an
underdeveloped (or developing) country. Reasons for such an approach are (1) to
introduce the concept of community care to Egypt where such services are non-
existent; and (2) to introduce an innovative model that could help to reduce the

existing gap between hospital care and community care in Great Britain.

Therefore the following review will focus on seven main points of direct relevance
to the current study. It must be noted here that cross-cultural studies tend to be
rather broad and to place emphasis on major issues such as anthropological and
sociocultural. It is not the intention of the current study to follow strictly these
approaches. Examination of the phenomenon under study adopts the relevant

principles of both anthropological and sociocultural approaches.

1.6.1 Concept of Culture

Culture is not readily defined in simple terms since it covers numerous aspects

of life including economics, politics, social, biological, physical and environmental
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factors and their associated psychological manifestations (Cox, 1977). In
relation to mental health Cox quoted the definition of Kroeber and Kluckhohn,

1952 concerning culture:

"Culture consists of patterns, explicit and implicit, of and for behaviour
acquired and transmitted by symbols, constituting the distinctive
achievement of human groups, including their embodiments in artefacts;
the essential core of culture consists of traditional (i.e. historically
derived and selected) ideas and especially their attached values; culture
systems may on one hand be considered as products of actions, on the
other as a conditioning element of further action."

The importance of this nation is that it emphasises the relationship between
mental health and culture and is reflected in the continuous efforts to find an
answer to the question of whether mental symptoms are universal or culture

bound.

At the beginning of this century Kraepelin tried to show that mental
symptomatology is universal while Freud related it to culture and personality

development (Kiev, 1972).

As a result concerns about what constitutes 'deviant' behaviour, 'normal' or
'abnormal' behaviour and socially oriented theories concerning 'labelling' and
'stigma’ of mental illness were addressed by many authors such as Goffman

(1961), Mangen (1982) and Armstrong (1983).

1.6.2 Sociocultural Factors Affecting Mental Illness in Egypt and Associated

Cultures
Generally speaking the effects of environment and social life of patients on the
development of mental disorders are described by Carstairs and Kennedy (1973)
who used Wing and Brown's work in 1970 as evidence of the relation of social

class to schizophrenic development. Further work by Brown, Birley and Wing
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(1972) demonstrated that their educational programme for schizophrenic patients'
families had produced significant reduction in the relapse rate of their
experimental group over the control. In this study by Wing and Brown (1970),
environmental poverty in terms of 'fewest personal possessions' was highly
correlated with a 'clinical poverty syndrome' in terms of social withdrawal,
flatness of 8ffect and poverty of speech. Along the same line is Leff's (1982)
experimental study of the influence of a sacial treatment programme for families
of schizophrenic patients on the rate of relapse. In other words these stu‘dies
indicate the importance of social (and cultural) factors in diagnosis and treatment
of schizophrenia. Furthermore these studies were comparable with El-Islam's
(1982) study of the effects of rehabilitation of schizophrenics by the extended
family in the Arabian Gulf area. Results favoured the extended families as
opposed to nuclear families in terms of supervision of medication, tolerance of

minor abnormal behaviour and encouraging social skills and social contact.

In Egypt Abou-Zeid (1963) demanstrated that recent changes of the sacial structure
of the Egyptian family are towards the nuclearbfamily rather than the extended
family. He regarded these changes as producing pathological effects in the shape
of weak relationships among family members and the disappearance of family
cohesion. Historically speaking, people in Egypt treated their mentally ill patients
with dignity and support. In Pharaonic Egypt, temples were busy centres for

sleep treatment or 'incubation' (a psychotherapeutic method associated with the
name of Imhotep, the earliest known physician in history) (Okasha, 1977a). As

the Islamic religion spread to Egypt, social and psychological diseases were
recognised in the Koran with guidance for their management such as prohibition
of drinking alcohol, gambling, homosexuality and suicide. On the other hand
patients who were termed 'insane' were acknowledged in the Koran to be not
responsible for their actions and forgiven in the after life (Okasha, 1977). Sadly

this compassionate psychosocial caring attitude for the mentally ill changed
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during the British colonisation of Egypt, and mental illness became a stigma as a

result of the European claim of its genetic transmission.

Nonetheless, contemporary Egyptians try to help their patients and care for
them as much as they can and as long as it is tolerable. However, as Abed El-
Rahman's (1985) study showed, the majority of family members of psychiatric
patients in the psychiatric out-patient clinic of Cairo University Hospital tend to
deny the patient's mental illness. Instead, they gave other explanations such as
overwork, school failure or loss of love object. They also expressed their shame
and anxiety when they were unable to hide their relative's mental illness and
recognised it as a stigma. They also admitted preventing their sick relative from

sitting with guests or going out of the house.

Other studies by Chaleby (1986) showed that the presenting picture of patients
with mental illness is mostly somatic. This is understandable in view of (1) the
stigma of mental illness, (2) the historical tendency not to separate the psyche
from the soma in conceptual terms, and (3) the tendency for physical illness to

attract more attention in such societies.

Clearly in primitive societies, usually there is less separation between mental

and physical illness (Carstairs, 1965, Lipsedge and Littlewood, 1979). Mental
disorders are usually attributed to supernatural powers, evil spirits or witchcraft.
These beliefs are widespread in some parts of Africa as well as among the non-
educated groups in Egypt (Okasha, 1966). Such societies pay far less attention to
the internal psychic motivations than is the case in Western culture (Kiev, 1972).
Psychiatric disorders are usually conceptualised in terms of culture-bound concepts
. of role performancé and normality. They also pay great attention to social
determinants of behaviour, as the individual is believed to act in relationship to

his ancestors (Kiev, 1972).
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Egyptian families believe in the impor‘tance of the social role played by their
family members even during their illness. Therefore they do not abandon their
sick, elderly or feeble, no matter how impractical are the demands and
responsibilities for their care. The sickness of one family member is the
responsibility of all members of the family (Meleis and La Fevre, 1984). However
on very rare occasions mentally ill patients who are chronically or severely

disturbed could be abandoned if their symptoms become intolerable.

Both culture and religion reinforce this attachment which starts very early in the
childs' life with the maternal relationship. Govaerts and Patino (1981) found this
biological attachment not only with the biological mother who breast feeds for a
period of two to three years, but also with other female family members who

share the child care.
To sum up, the Egyptian family take great responsibility for their sick members
and only when it becomes impossible for them to continue such care for financial

or other reasons, patients may be abandoned in Cairo's large mental hospitals.

1.6.3 Epidemiology of Mental Illness in Eqypt and Assaciated Cultures

Epidemiological studies started to appear as attempts were made to demonstrate
the existence of universal symptomatology of mental disorders concordant with
the Western classifications. Initially the prevalence of mental illness in Africa
was regarded as rare by colonial psychiatrists such as Tooth (1950) in Ghana, and
Carothers (1953) in Kenya. German (1987) showed that recent epidemiological
studies have indicated the opposite, i.e. higher prevalence of mental illness in
Africa than in Europe. He indicated that early studies were influenced by two
false beliefs: (i) Mental illness was part of the price that Judaeo-Christian
cultures had to pay for civilization, for being responsible and for opposing the

Devil; (ii) Africans are mentally backward, lack a sense of responsibility, their
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brains are inferior, and they function in a childlike manner. He referred to
studies by Kidd and Caldbeck-Meenan, 1966, Cox, 1979, and Assael et al, 1972,

which all showed evidence of comparable psychiatric morbidity.

In these studies cross-cultural examination between Europe and Africa showed
similar rates of psychiatric morbidity. The WHO (1973) International Pilot Study
of Schizophrenia (IPSS) was a further attempt to standardise clini'cal diagnostic
techniques. The study aimed at identifying shared cross-cultural symptomatology
by using the Present State Examination (PSE) (Wing et al, 1967). Nine different
countries participated in this project. Results indicated similarities of symptoms
of schizophrenia among these different nations. However the IPSS outcomes
varied inversely with social development of the society (Kleinman, 1987). These
outcomes encouraged Orley et al (1979) to repeat the experiment in two African
villages. They employed three techniques the PSE, the Index of Definition (ID)
and CATEGO, a computer programme. Patients admitted to the hospital with
acute disorders, were interviewed and examined using the PSE and ID. Their
study confirmed 90 per cent validity and high reliability with the shortened
version of the PSE (ninth edition) which omitted the section dealing with
psychoses. Orley et al shawed that d'epressive disorders are more common and
more severe among a rural African female population than in analogous groups

living in inner London suburbs.

Such epidemiological studies have encouraged psychiatrists in Egypt to pursue

the same trend of applying Western classifications to non-Western patients
(Egyptians). Thus Okasha et al (1968) studied psychiatric morbidity among a
sarmple of 1000 patients attending Ain Shams University Psychiatric Clinic in
Cairo. They used the European classification of mental illness. Results indicated
schizophrenia as the commonest chronic variety of psychosis (15 per cent).

Therefore they rejected Carother's statement that "paranoia,paraphrenia and
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even paranoid schizophrenia are relatively rare among Africans”. On the contrary,

they found hebephrenia, followed by paranoia were most frequent.

Affective disorders were also common especially depressive anxiety neurosis
22%, hysterical symptoms 11%, obsessive-compulsive neurosis 3%, personality

disorders 2%, and addiction 1%. Okasha and colleagues concluded that:

"Although the incidence and content may be different from European
and other African psychiatric illness, most of the illness can be grouped
under the same psychiatric nomenclature."

Following this the Egyptian Psychiatric Association formulated an independent
Diagnostic Manual of Psychiatric disorders (DMP-1) in 1975, based on the
International Classification of Disease (ICD-8) with a code system allied to the
French Classification (Gawad, 1981). After the publication of bath the ICD-9

and the DSM-III, Rakhawy (1978) suggested further revision of the Egyptian DMP-
1 for simplification, coherence and consideration of cultural differences as well
as fulfilling a better degree of common language with the international and other

national neurclogical disciplines.

Studies of psychiatric morbidity in Egypt were criticized by El-Akabawi et al
(1983) as limited to major urban centres and consequently not representative of

the magnitude of mental health problems in the country. Therefore they set up a
project to study the epidemiology of psychiatric disorders in an Egyptian rural
village. The village was considered representative in many respects of rural
Egyptian communities. It possessed water and electricity supplies, a police station,
a primary and a preparatory school, a rural health unit and an agriculture co-

operative.

Using the DSM-III, major psychiatric disorders accounted for 6 per cent, minor

22



disorders were 37%, organic disorders 2%, major depression 2%, mental
retardation 1% and schizophrenic disorders 1% in a random sample of a hundred
households i.e. 230 persons of both sexes. This study showed that schizophrenia
had the lowest rate while minor psychiatric disorders were particularly high.
These findings differed from the previous studies which were confined to
University clinics, which is an indicator of the biased sample used in the previous
studies. However El-Akabawi's study used a different diagnostic classification

and took place fifteen years after Okasha's study.

Cross-cultural studies of depressive symptomatology were carried out by Gawad
and Arafa (1980). Comparison of the symptomatological pattern of depression in
the three samples from different cultures showed that there were significant
differences in the pattern and frequency of the symptoms. However, the Egyptian
and Indian studies using the same instrument (Hamilton's rating scale) were more
comparable. Qualitative study of this phenomenon was suggested by the authors

to find explanations for the obtained quantitative figures.

Cross-cultural studies appear to be of considerable attraction to psychiatrists in
Egypt who are more interested in the epidemiological comparisans than in ethno-
psychiatric aspects. Here again Okasha and colleagues (1978) conducted another
study to compare psychiatric morbidity among university students in Egypt and
their counterparts in the Western world. On the whole formal psychiatric disorders
accounted for 2% compared to 5% in Edinburgh and 3% in Belfast universities.
They claimed that the Egyptian figures could be misleading as many students
prefer to contact private practitioners rather than attend the student clinic.
Furthermore access to medication is available from the pharmacy without a

prescription.

A recent work by Nasser (1986) compared the prevalence of eating disorders
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among Arab female students both in London and Cairo Universities. Results
indicated that 22% of the London sample scored higher than the cut-off score of
30 on the Eating Attitudes Test (EAT-40). No significant correlations were found

between EAT scares, weight, height or length of stay in the UK.

In the Cairo sample, 12% scored positive on the EAT, with no significant
correlation between EAT scores and age, weight or height. No cases either of
anorexia or of bulimia nervosa were identified in the Cairo sample. Dieting was
commonly by fasting two days a week (which is a familiar form of religious
activity) as well as long distance walking (burning out calories). The subjects in
the Egyptian sample were different from their counterpartsin London. In contrast
to the London group, bulimic tendencies such as binge-eating, self-induced
vomiting and laxative abuse were characteristically absent; the subjects appeared
to have had no knowledge that this kind of behaviour occurred. Nasser's results
indicated the rarity of these particular eating problems among the female students

in Cairo University.

1.6.4 Psychiatric Nursing in Eqypt: Education Work and Attitude Towards

Psychiatric Patients

The current status of the psychiatric nursing service in Egypt is an indicator of
the problems contributing to the lack of adequate service for mentally ill patients.
This section is a brief profile of this important problem which includes aspects
related to education, training and attitudes. Because of a lack of literature

some information is derived from the personal experience of the researcher,both

clinical and academic.

1.6.4.1 Psychiatric Nursing Education

Generally speaking nursing is a very old profession in Egypt especially midwifery
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which dates from the time of the Pharaohs (Iveson, 1982). However, it was only
in the last fifty years that official training of nurses created interest, resulting
in a better quality of care for patients and improved the public image of the

nurse.

At the present time, nursing as a profession is struggling for identity and
acknowledgement, a problem shared by other nurses in many parts of the Western
world. The evolution of nursing education in Egypt, similar to Europe, started
with unqualified, untrained personnel who joined hospitals to help the medical
profession look after the patients. Many schools started to ex.nerge and link with

different general hospitals, university hospitals and special care hospitals.

There were two types of nursing discipline as shown in the following table:

Table 1.1: Early Nursing Disciplines and Training in Egypt

Discipline ! Training Previous Schooling
i
i
Hakima/Midwives ’ 3 years 9 years
' Nurse Assistant ’ 18 months | 9 years [

These two groups of nurses were prepared at a general level, with no psychiatric
nursing training either theoretical or practical (Abdel-Al, 1978). Recent advances
both in patient care and nursing training abolished the previous two types of
discipline. They are replaced by secondary nursing schools (3 years of study

after 9 years of successful basic schooling).

Higher education in nursing at Diploma, BSc, MSc and PhD levels is encouraged
and arranged by the Egyptian Ministry of Higher Education. These are mainly
provided by a number of Higher Institutes of Nursing in different parts of Egypt.
These require the completion of four years of general nursing study and one year

internship, after twelve years of basic schooling; this includes three years primary
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school, three years preparatory school and three years secondary school.
Psychiatric nursing is studied both theoretically and practically both for
undergraduate and MSc, PhD specialisation. At the secondary schools of nursing,

it is studied theoretically only (Mahgoub, 1981).

One feature of the psychiatric nursing curriculum in Egypt is that it tends to be
medically oriented. This could be due to the prominent influence of Western
training of the psychiatrists and psychiatric nurses who shape, develop and teach
these courses. Therefore more emphasis is placed on psychiatric classifications,
symptomatology, psychopharmacology, physical therapy as well as
psychotherapeutic measures of intervention, theories of personality development
and influential social factors. Nevertheless the tendency to take a holistic
approach to therapeutic intervention has grown strongly in the past few years
(Rakhawy, 1980). Theoretically speaking this educational system could be very
successful in improving the quality of psychiatric care. However, the actual
situation is far from ideal. Maurad et al (1976) found that nursing is still looked
down upon by the Egyptian community resulting in a small number of students
joining the Higher Nursing Institutes. After graduation only 2% worked in
hospitals of the Ministry of Health, whilst 36% chose to work in the Army which
offers high salary and rank; and another big majority, 31%, chose to work in
other Arab and European countries. The clinical fields of surgery, medicine,
obstetrics and paediatrics were preferred to the administrative, public health or
psychiatric fields. Mahgoub (1981) found that in Abassia Mental Hospital, the
largest mental institution in Cairgo, with a bed capacity of 3000, only two nurses
had psychiatric nursing specialisation on campletion of their Hakima course. The
remaining 102 nurses possessed either a general qualification or were nurse
assistants. In private mental hospitals the situation is worse as students of
secretarial courses are employed as nurses whose only job is to supervise

medication. Attendants who in many cases are illiterate are the real care
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givers in most of these hospitals.

This diversity in nursing training extends to the highest levels of education where
highly qualified Egyptian nurses visit Western countries to learn advanced
methods of psychiatric care which are not applicable in their home country.

. Their undergraduate training is also influenced by Western schools of thought as
their teachers have themselves been psychiatrists trained in Europe or America
(Leff, 1980). The teaching/training programme prepared for overseas students in
the West caters for the health needs of the host countries with no consideration
of its applicability to developing countries such as Egypt (Stones, 1972 and Lee,

1976).

To obtain higher qualifications at PhD level is a very difficult task for overseas
nurses who have to adapt to a new culture and new system of health care
delivery (Abu-Saad and Jones, 1981). After so many years spent in a European or
American country and accustomed to a completely different life style, they have
to return to their country and face another cultural shock. Cox (1986) identified
this as a "double cultural" shock. In many cases overseas nurses try to work in
the host country and settle permanently (Stones, 1972). Those who choose to go
back to their home country face the difficulty of lack of resources which greatly
diminishes their ability to apply their advanced skills and sophisticated education
(Carstairs, 1973). Recognition of these difficulties and improvement of the
training programmes were called for by Abu-Saad and Jones (1982). In addition
to the educational difficulties, Cox's (1986) survey showed that overseas students'
academic performance is threatened by many other social, financial and political
factors. This was particularly of relevance at the time of the oppressive regime
of Idi-Amin in Uganda, when the numbers of students who attended the mental

health clinic increased by 50%.
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Cox suggested that overseas psychiatric training should incorpaorate knowledge
about the demands likely to be made on their return home. He added that these
demands may include planning, training and evaluation of medical auxiliaries as
well as teaching psychiatric nurses in developing countries. This is particularly
true in Egypt, as psychiatrists in Egyptian universities participate in the planning
and teaching of psychiatric courses for nurses in Egypt. On the other hand,
health care professionals in the host country are also expected to develop

intelligent awareness of the different cultural dimensions involved (Davis, 1986).

Research as part of nursing education is a very important achievement for
nursing in Egypt. Experimental and evaluative research styles are most popular
especially in relation to clinical and educational issues. Despite the economic
distress, lack of resources, low wages, and limited educational resources,
researchers in Egypt continue with their investigations in the hope of finding
some solution for the ceuntless problems encountered in every field. Many of
these researchers have to finance their own research projects, as there are no
funds for research as such. The Egyptian dedication to change and progress in
spite of the economic constraints may make it possible to achieve some

recognisable improvement in the foreseeable future.

1.6.4.2 Psychiatric Nursing Work and Attitudes

As previously noted, nurses working in state psychiatric hospitals usually have
only general training, while nurses working in private hospital may not even have
any nursing training. While many of the nurses in British hospitals have a
psychiatric qualification there are also assistants who have no such training.
Their proportion varies greatly in different hospitals. Surprisingly the WHO
(1975) policy recommended the employment of general nurses in psychiatric
services in the underdeveloped countries providing they receive some training for

such duties. This was thought to solve partially the problem of lack of staff in
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Egypt and other underdeveloped countries.

It was found however that the nursing contribution to patients' care in Egypt is
limited to concepts of custodial care. Mahgoub (1981) looked at the effects of a
group of student nurses working with patients on a ward, compared with another
group of nurses running a ward and only dealing with patients as part of other
ordinary administrative duties. Not surprisingly, the former group of patients
showed a considerable increase in social and communicative skills. It turned out
that the students had a case load of 1:4 while staff nurses had a case load of

1:25, a formidable case overload.

This also applied to the ratio of nursing to non-nursing activities. Abed El-Daym
(1978) found that in El-Maamora Mental Hospital, Alexandria, Egypt, nurses
spent only 12% of their working hours with the patients, while administrative and
non-nursing activities account for the rest of the time. Concepts of custodial
care are not only linked with the types of activities performed but alsa with
nurses' perceptions of their identity and roles. For example Shaalan ef al (1978)
showed that nurses were anxious about the breakdown of authority barriers
between patients and staff in a group therapy session. Shaalan and his colleagues’
experiment in group therapy with Egyptian patients allowed nurses on the ward

to participate in a rather sophisticated activity. This was particularly unusual as
nurses in psychiatric hospitals are excluded from ward rounds and/or care planning.
Mohammed (1983) found that psychiatrists both in a state haspital and private
hospital prescribed a course of ECT sessions without consulting the nurses'
abservations concerning patients' behaviour after each of these sessions. Clearly
some psychiatrists in Egypt view their work as independent of the nurses'

contribution.
Nurses' attitudes towards mental illness correspond bath to their personal
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experience and the society influence. A study by Abed El-Kader (1981) showed
that student nurses undertaking their psychiatric nursing course in the High
Institute of Nursing, Cairo, exhibited higher levels of anxiety after the completion
of their psychiatric clinical experience. She found that 77% had unfavourable
attitudes toward their psychiatric nursing experience. Stresses encountered
during their clinical experience were found to be: unacceptable patient behaviour
85%; patients' prognosis 81%j discrepancy between what is taught and the routine
of the hospital 81%, the hospital atmosphere 79%, fear of excited/violent patients
75%, fear of catching mental illness 68%, and rejection by patients 66%. Her
findings also showed that the majority of students developed symptoms of anxiety,
insomnia, increased heart rate, headache, irritability, diminished concentration

and fear.

Undoubtedly these findings indicate that psychiatric experience has negative
effects on nurses' attitudes. This could also be explained by the negative attitude
towards mental illness in Egyptian society. 'Negative' here does not mean punitive
but refers to the tendency on the part of the patient's family or relatives to deny
the problems, finding other names for the disorder such as "weak nerves" or "over-
work" (Abed E1-Rahman, 1985). Others may believe in supernatural powers and
devil work (El Gueneidy and Williams, 1986), or may relate the problem to
neurologic/organic disorder and seek medical and neurological help (Rakhawy,

1979).

Understanding of these cultural norms is of great importance both for clinical
practice and educational purposes. This is particularly true for cross-cultural
studies. Amin (1984) organised a cross-cultural nurse training course, to take
place between the USA, Egypt, and Israel. Ten American students visited both
Egypt and Israel for a period of three weeks, during which they examined the

health care delivery systems; met with health care providers both in urban and
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rural hospitals and had direct contact with peoples of these two nations.

Their most interesting finding was:

"The low incidence of child abuse and mental illness in Egypt
demonstrated to the students how strong family ties in a traditional
society can affect health behaviors. Family arientated care of the
elderly in Egypt also demonstrated alternatives to the institutionalisation
of senior patients so prevalent in the United States."

Clearly Amin's study praised the strong family relationships and preferred them

to the USA system of institutionalisation. The paradox of this phenomenon
however is not as simple. It was mentioned earlier that the Egyptian family
usually choose to suffer the responsibility of care for their patients. On very

few occasions as mentioned earlier,when the patient's care goes beyond their
abilities, they may feel forced to abandon their relative to one of the large mental
institutions in Egypt. In either situation, patients and their fam‘ilies suffer

greatly from feelings of quilt and inadequacy. Therefore some form of

community care system seems to be essential at this stage of development.

This community care system must ensure that it does not replicate some of the
unfortunate types of Western system in which mentally ill patients were moved
from hospital to boarding houses. On the contrary, it will encourage families to
accept patients’ hospitalisation when it is necessary to reduce unnecessary
suffering; and to look after their patients when they are back in society.
Hopefully such a strategy of early intervention could reduce the tendency to
chronicity and help maintain families’sense of responsibility toward their

relative's care.

This is not as simple as it sounds, as an adequate nurse training programme will

need to be developed and different types of resources will need to be made
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available. This fact is emphasised by the WHO (1984) call for help to patients
and their families so that they can deal with their problems at a cost they can
afford and with methods acceptable to them and their communities. Hopefully
with such an orientation, successful programmes for community mental health

care could be initiated for the benefit of Egyptian society.

1.6.5 Treatment and Healing Approaches in Egypt and Associated Cultures

Conflicting views about the aetiology of mental illness resulted in the
development of different types of therapy. Western schools of therapy are
discussed in Chapter (3). Here the focus is on traditional healing methods in-

developing countries.

1.6.5.1 Traditional Healing Methods

The term traditional healing is usually perceived in the Western world as
referring to primitive methods of imaginary cure, particularly in relation to
mental illness. Undoubtedly the ranks of traditional healers include some
unscrupulous individuals with dubious practices (Leff, 1986); or quacks and
thieves whose intentions are far from genuine attempts to help (Okasha, 1966).
However,many of them are keenly intuitive and perceptive persons who make
good use of their knowledge of people and human problems in helping their
clients make the best of their situations. They give conservative advice, provide
clients with outlets for potentially disruptive emaotions and get substantial help
from passage of time in solving clients' problems (Leff, 1986).

Leff (1986) drew the following comparison between traditional healer and

Western doctor:
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Table 1.2: Comparison of Traditional and Western Treatment Styles

l Traditional Healer . Western Doctor !
! Deals in certainties . Deals in balance of possibilit.izs ;
| Gives answers . Asks questions
* Aims at cure i Aims at management

Consultation public : Consultation private

-Focus on client's social group ' Focus on client as individual

Cause of illness often demonstrated , Cause of illness invisible
| System of thought shared with client Esoteric system of thought

Baasher (1966) related the success of traditional healers to a number of reasons
"Although this line of therapy is naive, primitive and based on no scientific
grounds, yet it exploits the general psychotherapeutic principles of
reassurance, persuasion, suggestion, abreaction, acting out, dream
interpretation, emotional tension, relieving certain symptoms and
producing social training and hopeful outlets."

In Egypt the non-medical or traditional healers perform an active role both in

the management of physical problems (Abu-Zeid & Dann, 1985) and psychological

disorders (Gawad, 1981). The latter explained that religious healers utilise the

beliefs of Moslems and Christians in Egypt such as praying, visiting sheikh or

priest, and Hegabs (sacred writing) as well as El-Zar Cult ceremonies.

Such methods work in harmony with the beliefs shared by many less educated
members of contemporary Egyptian society, especially women who use such
measures to exorcise evil spirits (Okasha, 1966). Europeans shared similar
beliefs during the Middle Ages and through the Renaissance and on until the
Counter-Reformation, since mast mental disorders apart from simple idiocy

were attributed to supernatural spirits (Asuni, 1986).

The most popular traditional healing cult in Egypt is the El-Zar Cult. It came
originally from Sudan through Ethiopia. The term is an Aramaic word meaning

'Devil Visit'.

Okasha's observation indicated the effectiveness of the El-Zar Cult in the

treatment of hysterical and affective disorders. He also found that patients with
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obsessive - compulsive states, schizophrenia and severe depression did not improve.
From a scientific point of view, Okasha produced a physiological explanation

based on Pavlov's theory concerning how the brain might be wiped almost clean -
at least temporarily - when exposed to certain stressful situations. It is a
condition that makes the human brain reach a terminal collapse or stupor, after
which some of the abnormal patterns seem to disperse and be replaced by the

suggested healthier ones.

The same condition was identified by Giel etval (1968) as 'trance' or a state of
complete absent-mindedness. He linked it with the psychiatric terminology
'dissociative reaction' or 'hypnosis' as essentially a state of altered consciousness.
Giel goes even further by describing how we can partially be absent-minded,
performing two mental activities simultaneously, one of which is automatic, like
driving a car and at the same time being preoccupied with a meeting we are

-

going to attend.

Csordas (1987) added another dimension to the concept of state of trance. He
described it as 'normal' and that it is associated with the power the healers
possess to cure their patients. He also believed that such power exercised, eg
during E1-Zar Cult, stems from the religious influence and people's perception of

the healing process and its rituals.

Okasha (1966) described in some detail the El-Zar Cult as one of the most popular
traditional healing methods used by many Egyptians for the exorcising of evil
spirits. El-Zar Cult encompasses a number of procedures extremely important
for its success. These involve the presence of a gathering of women,usually the
victim's family members. The 'Wodia' or the healer leads the group in a
ceremonial dance with very loud music until the victim reaches the stage of

'trance' and falls unconscious. Here the 'Kodia' will whisper a few words in the
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possessed's ear and order the devil to leave the victim using the blood of a sheep

slain for this purpose.

Arguments about the links betweén religious belief and traditional healing were
raised by many authors. Some like Okasha (1966), Walker (1972) and Gawad (1981)
refuse to accept that El-Zar Cult has any religious inspiration or motives.
'El-Zar is neither inspired by nor practised with religious motives. It is, in
fact, in contradiction to religion, and it is Government policy to try to
suppress its very occurrence.' (Okasha, 1966)
Conversely a field observation study conducted by Giel and éolleagues (1968) in
Ghion, Ethiopia, showed the strong relationship between religion and healing
practice. Here an orthodox priest claimed that he cured more than one million
people in fourteen years. Their field observation showed that the priest conducted
the service among a crowd of several hundred people, used the Bible for readings
and saying the prayers and approached the possessed by putting his cross against

her forehead. Here again the priest ordered the evil spirit(s) in the name of God

to leave the possessed.

In spite of the conflicting views of these authors, they all agree that the El-Zar
Cult could be extremely helpful to certain types of patients. This may be
explained in the view that El-Zar Cult is mostly used by women who are usually a
socially oppressed group who need to obtain a 'secondary gain' of a spirit-induced
illness (Csordas, 1987). Okasha's results (1966) indicated that all attendants of
El-Zar Cult were women, mostly unhappily married, for whom the El-Zar Cult is
an escape phenomenon and a means to abreact their frustrated desires. Their
conclusions are also supported by Giel et al (1968) who describe the majority of
possessed persons as women with hysterical problems, anxiety or

hypochondriasis.

Incidentally these observations find support in the epidemiological study by Orley

and colleagues (1979) about rural African females in Uganda. They found
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depressive disorders among Ugandan women were approximately twice as frequent
as among women living in inner London suburbs. Similarly, in Cox's (1979) study
of psychiatric disorders among Ugandan pregnant women and non-pregnant women,
the prevalence rates were in excess of rates reported from Europe, as reported

by German (1987).

The other important observation drawn from the previous studies, is the strong
influence imposed by the healer over his clients and the amount of suggestibility

used in the process.

Baasher (1966) summarised the influential elements for the success of El-Zar
Cult and the traditional healer in the following points:
1 Good initial preparation by usual cultural traditions, and conviction that

this is the only means of abolishing their symptoms.

2 Full confiAdence and faith in this line of treatment.
3 The experience of the native healer in dealing with such 'clients'.
4 The continuous group involved and the use of this group in establishing

mass excitement and suggestibility.

5 Full use of musical and sensory stimulation which excites the C.N.S.

6 Identification with saints and other historical and religious personalities.

7 Dramatization.

8 Meaningful utterances and suggestions during the dissociative phases after
collapse.

The researcher would like to add another factor here, which is the fame of the
healer among his people, since this encourages patients to be less defensive and
more responsive. In addition, both Field (1960) and Leff (1986) indicated that the
healer presents himself as possessed of special powers of understanding the nature
and causes of disease and illness. His charisma is reinforced by his certainty

that he knows the truth, he is expected to be able to discern the client's complaint
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and its causes without asking questions and the treatment takes the shape of

ceremonies for the client and his social group.

As previously indicated, patients with mental disorders in Africa and other parts
of the developing world usually present with somatic complaints rather than
psychological ones. This does not mean that they do not experience the
psychological disabilities, but rather suggests the influence of the environment

on the person's rating»ofbriorities. in the developing countries where many
epidemic diseases still pose a threat to human life and where governments allocate
a major share of the health budget to combating such epidemic and endemic
diseases it is scarcely surprising that personal emphasis falls upon physical
symptoms, frequently treated both in Western and folk traditons by the use of

potent pharmacological substances (Kiev, 1972).

Traditional healing methods are practised alongside Western psychiatry in Egypt.
Awareness of the importance of this phenomenon helps better understanding
between the patient and the nurse and/or the therapeutic team. It will help the
nurse to understand some of the patient's expectations of therapy and the
therapist. Bridging therapy, therefore, could help both the nurse and the patient
and his/her family to find acceptable media of communication. In other wards
bridging therapy shares some of the traditional healing features, e.g. problems
are assessed within their context and not judged only by Western psychiatric

classification.

Members of the family are encouraged to share their views in the plan of
management as well as the patient himself. Therapeutic intervention within the
bridging therapy approach attempts to combat the patient's problems in a holistic
manner rather than isolating one factor at a time. For example, patients with

financial difficulties which may aggravate their depressive feelings, resulting in
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deterioration of social and family relationships and hostile behaviour towards
themselves and others, present a complex problem that needs intelligent awareness
of all these interacting dimensions; and sensitivity while eliciting this information
from the patient and/or the family. Intervention should examine the possible
resource of financial help as well as the psychosocial support; and
physical/chemical treatment when necessary. In that sense, bridging therapy

may provide a meaningful approach to improving the mental health services that
might have denied some cultural traditions. The following section is a brief

account of Western psychiatric practice in Egypf.

1.6.5.2 Western Psychiatry in Egypt

In addition to traditional healing methods in Egypt, Western psychiatry is
extremely influential and usually well accepted by the educated; whilst the less
sophisticated tend to consider it only when traditional methods have failed to
eliminate symptoms (Okasha et al, 1968). Psychiatric services in Egypt are mainly
centred in the big cities such as Cairo and Alexandria. Nonetheless, gradual
decentralisation of the service has been proceeding since the 1960's (Gawad,

1981).

The following tables provide a quantitative profile of psychiatric services in

Egypt, as described by Rakhawy (1978):

Table 1.3 : Hospital and Outpatient Clinics

Organisation Psychiatric Psychiatric Unit in Out-Patient
Hospital General Hospital Clinic
Ministry of Health 7 20 39
University - 9 9
Military Hospitals 1 2 3
Private Institutions 5 1
Total 13 31 52
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Table 1.4: Total Bedservice and Psychiatrists

Organisation No of Beds Attending Psychiatrists
Ministry of Health 6,000 182
Universities 147 58
Private Institutions 460 s 25
Total 6,607 1 265

Psychiatric practice in Eqgypt follows the Western mainstream, and is dominated
by no specific school of thought. Rakhawy (1979) points out that, with a
psychiatrist/population ratio of 1:160,000, the psychiatrist can only adopt every
possible 'useful' idea; and seek to apply any practical healing method in his
struggle to cope with the crushing responsibilities with which he is inevitably
confronted. The classical varieties of psychiai:r‘ic treatment, including physical,
chemical and psychotherapeutic approaches, are all in use. Rakhawy emphasises
the difficulty of theorising in psychiatry and psychiatric practice in Egypt. He
accepts that the predominant theory is 'no theory', or an 'eclectic' or
'multidimensional' approach: and claims that such a trend is both rational and

practical in a developing country.

Unfortunately, the deteriorated economic status of Egypt has delayed many
health service projects, particularly with regard to psychiatric services. In a
country as economically depressed as Egypt, where debts stand at approximately
90 per cent of the gross domestic product, it is possible to provide only the bare
essentials of care (Cooper, 1982). This massive economic deficit is aggravated
by a high annual population growth of 2.19 per cent (Gomaa, 1984); by the
monolithic system of nationalisation imposed under Nasser, which effectively
precluded private enterprise (Abd-El Fadil, 1980); and by the highly selective,
sophisticated and expensive care provided for the rich by entrepreneurs in
response to Sadat's 'open-door' policy, which effectively drained human resources

from a progressively more impoverished public hospital system.
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In the rural areas, the Ministry of Health has long been committed to total
provision of public health care for the population. It is estimated that some 97
per cent of the rural population now live within five kilometres of a health facility
(Bryant, 1984). Nonetheless, funds are not adequate; there is no health insurance
except on an extremely small scale; and the public health care service is curative
rather than preventive. There are major problems in the control of communicable
diseases; bilharziasis; malnutrition and eye diseases. Secondary health care of

this type is responsible for far higher expenditure than is any other service (Mach,

1985).

Within such an economic context, it would be reasonable to expect mental health
issues to occupy a relatively low expenditure priority. Paradoxically, this is not
only the case in Egypt and other developing countries, but also appears to be true
of Britain itself (Kiev, 1972). The WHO Technical Report (1975) emphasises the
serious problem posed by mental illness in developing countries. Functional
psychoses (ie, schizophrenia and affective disorders) constitute a large proportion
of such serious disorders: and, in addition, mental disorders secondary to infectious
illness and organic pathology are relatively common. Prevalence rates for epilepsy
are higher than in Western countries; whilst other forms of mental disorder (ie,
psychoneurases, emotional disorders and personality problems) are more difficult
to identify. In this report, overcrowding, unemployment and rapid social change,
together with lack of modern health facilities, were regarded as important

determinants which combine to make mental disarder a major problem.

In a more recent WHO Technical Report (1984), acknowledgement is made of
some subsequent improvements in mental health services in the developing
countries. However, it emphasises that the vast majority of the world population
does not have access to mental health care, especially in cases of emergency.

The report calls for decentralisation of these services, and their inclusion in
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services provided by primary health care centres. This policy is in accordance

with the WHO concept of health for all by the year 2000.

Although Egypt has operated a policy of gradual decentralisation of general health
care since the 1960's, this policy has not been pursued as rigorously with regard

to the psychiatric services, resulting in a serious disparity between urban and
rural psychiatric care (Baasher et al, 1979). When such a decentralised
psychiatric service was established in one of the rural areas of Egypt (Fayoum
Governate), attached to Fayoum General Hospital, some significant effects were
noted.. The service included thirteen in-patient beds together with outpatient
facilities. Baasher and his colleagues' evaluation of the project showed that a
total of 918 patients used the service; and that the annual admission rate from
Fayoum Governate into the two main mental hospitals in Cairo had dropped to

almost one-quarter of its former level.

In summary, Westernised psychiatric services in Egypt are slowly growing, but
there are still wide disparities between available urban and rural care. Although
many studies have shown the high prevalence of mental illness, adequate funding
for appropriate levels of service is simply not available. Western psychiatry is
practised alongside traditional healing methods. However, traditional healers
are not accepted by the Ministry of Health as legal practitioners. Professionals
like Okasha (1966) and Abu Said (1985) are calling for official recognition of
traditional modes of practice, with the provision of in-service education and
licensing facilities. The WHO Technical Report of 1984 acknowledges the
importance of this issue, and welcomes its implied use of all available

community resources to promote the improvement of mental health care.

1.6.6 Research Problems Associated with Cross-Cultural Studies

There can be no doubt that cross-cultural studies have provided a refreshing new

~

41



perspective on issues related to psychiatric practice in the world context. Their
importance is highlighted by the magnitude of the problem, since it is estimated
that some forty million people suffer debilitating mental illness for at least ten
per cent of their lives (WHO, 1975). Equally important is the fact that the
majority of sufferers from mental illness in developing countries have no ready
access to any kind of effective modern mental health care, and suffer unduly as
a result. The reduction of such suffering demands the development of insightful
approaches to cross-cultural research, including the acknowledgement and
management of cross-cultural research problems. In this section a number of

such problems relevant to the current study is discussed.

(A) Linquistic Issues

It has been suggested that certain phonetic expressions identifying emotional
states such as anxiety, anger or anguish have specific somatic referents. For
example, the French word "angoisse", from which anguish is derived, was
described in the nineteenth century as associated with a feeling of constriction
of the epigastric region and with difficulty in breathing (Leff, 1973). This author

believes that:

‘... people of lower class and poorer education tend to express emotional
distress in somatic terms.'

A number of workers express the opinion that Egyptians tend to somatize their
mental disorders (cf, e.g., Okasha et al, 1968; El Gueneidy et al, 1986) Chalaby
(1986) found this to be more applicable to psychotics than to neurotics. The
general proposition is in agreement with the findings of Harding et al (1980), that
Africans predominantly present with physical complaints, even where the trouble

is obviously of psychological origin.

The problem becomes specially complex when attempts are made to translate,

and draw diagnostic inferences from, standardised Western psychiatric
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instruments. Thus difficulties in achieving exactly equivalent terminology were
experienced by Leighton et al (1963) in their survey of the Yoruba people of
Nigeria. These workers used the Cornell Medical Index: but rapidly found that
they had to supplement the instrument with descriptive terms like 'weak heart'

or 'light heart' to describe anxiety or depression.

Similarly, Orley et al (1979) had to change the phrase 'READ your thoughts' to
'WKNOW your thoughts'. They suggested the desirability of translating the concept
underlying the words rather than the exact verbal forms: and believe that through
this method certain psychiatric disorders such as depression can be successfully
diagnosed, rather than resorting to the older, fallacious assumption that

depression rarely occurs in Africans (Carothers, 1953).

Successful translation should also take due account of the cultural meaning of
certain expressions. Thus Davis (1986) found that an African woman was
diagnosed as schizophrenic after she described herself as 'coming from the moon'
four months previously, and now trying to return there. In her own cultural idiom

she was merely describing her amenorrhoea.

Communicative problems arising in the context of interpretation and cultural
variation in this expression of the emotions areA discussed by Cox (1977). This
author draws special attention to the disparities between Western and African
body language and its potential for inferential confusion. Similarly, Asuni (1986)
points out that an African may suffer apparently severe depression on
bereavement, which in his or her culture would be considered a normal reaction

for which help and support would be available through the social network.

Conversely, Western psychiatrists would be likely to perceive such a reaction as

an emotional disorder (depression) and prescribe accordingly. Asuni praises
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African traditional mechanisms of family and social support, which appear able
to deal with many apparent psychological disorders, to the extent that traditional

healers are only consulted when normative methods fail.

(B) Research Techniques:

Many research techniques employed in cross-cultural studies are also
questionable. Frequently the researcher appears to be preoccupied with
implementing impressive scientific measuring techniques rather than dealing
with the discovery of genuine cross-cultural materials (Foster, 1987). Foster
criticises this tendency,A and accuses WHO research committees of wasting many
millions of dollars on such nomothetic research, which, though methodologically
sound within a Western cultural context, does not reflect the real problems of

developing nations.

Similar criticisms are voiced by Kleinman (1987) in his discussion of the
International Pilot Study of Schizophrenia (IPSS) (1979). Kleinman found that
personnel working on the project tended to ignore real data discrepancies,
concentrating instead on certain 'broad similarities'. He also accuses them of
'clouding’ their observatians by seeking for familiar symptoms described in

accepted protocols, whilst rejecting or ignoring less familiar ones.

Unfortunately, the effect of researcher bias towards the discovery of cross-
cultural similarities and 'universals' in mental disorder may lead to a denial of
real difficulties in the application of familiar and accepted techniques. A clear
illustration of this may be seen in reviewing the work of Orley et al in a Nigerian
village (Orley et al, 1979). Here the ninth edition of their Present State
Examination (PSE) excludes the section previously included 'psychotic' symptoms.
Apparently it proved too difficult in a primitive culture for these workers to

differentiate between 'psychotic' and normal beliefs.
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In addition, their advocacy of administration of the PSE by non-medical personnel
is open to criticism. It reflects their apparent intention to employ 'human
computers' who are perceptive only of symptoms recorded in the diagnostic
protocol - and of nothing else. They appear to ignore contextual issues in
behaviour, and the attributional factors that always determine its real' meaning

for the social group.

In the Egyptian context, a study of psychopathology and social skills in chronic
schizophrenic patients was conducted by Sobhy (1984). He used Arabic versions
of the PSE (Okasha and Ashaur, 1981); Argyle's Relationship Rules (Ashaur and
Hussain, 1982); and Susan Spence's Behavioural Analysis (Ashaur and Hussain,
1982). His findings revealed that his patients did not ask questions; did not use
head movements or other non-verbal communication apart from eye contact (24

per cent); and lacked initiation of conversation or handling of the relationship.

However, such findings require interpretation in the context of Egyptian culture,
where patients highly value their doctor's views and decisions; and it is not unusual

for patients to be relatively passive and receptive in an interview situation.

Following Orley et al's (1979) suggestions, Sobhy restricted assessment to the
clinical interview situation - a somewhat artificial setting for the assessment of
social skills. In addition, no attempt was made to examine patients' social
activities prior to hospitalisation, or to investigate pre-morbid personality. The
pattern of research enquiry thus becomes a stereotyped reflection of the type of
biased nomothetic investigation previously discussed.

By contrast, the work of Kleinman (1980) demonstrates awareness of these

methodological difficulties, and presents suggestions for their reduction:

'The single most important concept for cross-cultural studies of medicine is
a radical appreciation that in all societies health care and health care
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activities are more or less interrelated. Therefore they need to be studied

in a holistic manner as socially organized responses to disease that

constitute a special cultural system: the health care system.'
The phenomenological approach to research in a clinical setting implied here is a
difficult one, especially for psychiatrists steeped in the classical Western
tradition of nomothetic enquiry. Emphasis in the phenomenological model lies in
the situational reality and practical utility of research results, rather than on
elaborate and elegant research design. Carstairs (1973) supports the realism of
the approach, explaining that in the field of psychiatry, researchers will always

be disappointed when their research design does not work, having failed to

accommodate to the changed nature of the enquiry in the cross-cultural context.

1.6.7 Wetern Style of Mental Health Care in Great Britain

It is difficult to define a "typical" Western style of mental health care; since
there are considerable variations between Western nations in this respect. In
Britain the‘ key care system is the National Health Service which, since 1975,
has divided off priority.services - i.e. mental illness, old age and mental handicap
-from acute services, since they have very different requirements. Nevertheless,
they all remain under the auspices of the Department of Health and Social
Security (DHSS); which is also responsible for personal services such as welfare

and social services.

The DHSS operates through various Regional Health authorities; which in turn
delegate to District Health Authorities, who are directly responsible for hospital
and community health services. These authorities work in close collaboration
with various Local Government Authorities, which are responsible for various
social welfare and housing services. The complexity of these arrangements makes
it clear that much effective interaction and co-ordination is required at all levels.

Unfortunately, this is not always achieved.
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Historically, developments and improvements in the mental halth services have
been growing fast since the turn of the century. Since 1913, formation and
revision of successive legislative measures concerning mental health has been an
ongoing process (Templer, 1984). Related efforts to minimise compulsory
detention issued in the development of successive Mental Health Acts (1959,

1983).

Steadily increasing emphasis has been placed upon humane features - e.g. open-
door policies; establishment of therapeutic communities in mental hospitals;
attachment of psychiatric units to district general hospitals; provision of day-
night hospitals, out-patient clinics and community psychiatric nursing care. As
the patient's need for independence and autonomy became increasingly accepted,
further developments occurred which included the provision of half-way houses;
sheltered workshops; and community day centres for rehabilitation and
socialisation (DHSS, 1983). The system of psychiatric classification employed in
Britain is that set out in the International Classification of Diseases (ICD-9)
(WHQ, 1978). Further details of community services and psychotherapeutic

approaches are outlined in Chapters 2 and 3.

As a result of these developments, the mental health services in Britain are far
in advance of those currently operating in Egypt. Funded partially through
national health insurance and partially through tax contributions, the services
are free at the point of use. Patients are referred by their general practitioner
or by self-referral, usually initially to a psychiatric unit in a district general
hospital. Most traditional mental hospitals still remain in use; but the intention
is to close many down in the next decade. Specific psychiatric services are
provided for special groups such as children and adolescents and the elderly.
Therapeutic and support groups for alcoholics and drug addicts have been

growing to provide the necessary specialised care.
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Despite this highly advanced psychiatric service and the consistent decrease in
numbers of hospitalised patients, the service still falls short of the comprehensive
- care intended: and many problems have been identified as inhibiting factors. For
example, conflicts between different authorities as to who should do what may
delay the delivery of services at the time when they are needed. Plans to move
patients from hospital to community sometimes lack a realistic assessment of
their requirements in terms of trained staff, accommodation facilities and

budget (Bennet, 1984). Again, it had been thought that the transfer of patient
care from hospital to community would reduce expense. This has not been shown
to be true: in fact the reverse is the case, since patient care in the community

has proved to be more costly (DHSS, 1981).

Continuous effort is currently being devoted to study areas of dysfunction in the
service and to identify real causative factors, so that an optimal comprehensive
service can eventually be established. In this context, bridging therapy may be
seen as a small contribution in the process of linking hospital- and community-

based mental health services.
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CHAPTER 2: COMMUNITY MENTAL HEALTH SERVICES

2.1 Conceptual Base of Community Psychiatric Care in UK and America

Concepts of patient care are continuously changing. The history of mental
illness revealed a shameful deterioration of the service during the
nineteenth and early twentieth centuries (Rees, 1957). Patients were
segregated in mental institutions under very inhumane conditions and even
severe punishment was sometimes enforced in order to protect the
community from them. Then the attitude changed to protecting the
mentally ill people from the cruel community which had put so much
pressure on this vulnerable group of people. Protection thus provided a
safe environment, free from pressure, difficulties, stress and praoblems
(Barker 1981). At that time it was thought to be an ideal model of care
whereby the patients and their families and the community at large
escaped the responsibility of dealing with the real problem of healthy
adaptation to living difficulties. As a result many patients were hospitalised
for life, lost contact'with the outside world, became completely dependent

on the hospital's services and victims of the established system.

Awareness of this problem began to influence change following the second
World War. Patients were freed from their cells, an open doors policy was
introduced to mental hospitals and non-compulsory detention became
available (Richmond Fellowship, 1983). In addition the discovery of
phenothiazine drugs as effective chemotherapy to control patients'
pathological behaviour has demonstrated the ability of many patients to

lead independent lives.

Consequent upon the psychaopharmacological development, the necessity

of discharging recovered mentally ill people was recognised, with the
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understanding that this group of vulnerable people continued to need
professional support in the community. This initiated the idea of
community care for providing patients living outside the hospital with the
required care and after care, residential accommodation and preventive
support. The Local Authorities held this responsibility under the National

Assistance Act of 1948 (Sladden 1979).

This shift of care from hospital base to community implies that everybody
could actively share in the responsibility for looking after mentally ill
patients. (This will be discussed later to show further implications for

effective dynamic community care.)

Community Psychiatric Care may be defined simply as: 'Caring for
mentally ill patients in their localities and helping them to lead ordinary
lives without the need of hospitalisation'. This simple definition does not
identify the exact meaning of the community, type/range/quality of the
services, work scope, patient and family requirements, community
facilities, staff calibre, budget required, governmental policy and the
development of the service. Some attempts were made at finding an
explicit basic concept for community psychiatric care, yet it is still

controversial.

Sladden (1979) reviewed the development of the concept from the 1950s,
featuring the different legislative policies which have shaped the concept
of community care. She found that, in 1950, the term 'community care’
was hazy with no precise meaning. The Report of the Royal Commission
on the Law Relating to Mental Illness and Mental Deficiency in 1957 made
recommendations based upon two principles - the definition of mental

disturbance as sickness, and therefore of mental treatment as a province
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of medicine, and the separation of the medical from the social terms of
care. Since psychiatric illness was regarded in no way different from any
other kind of illness, it followed that people in this category of need should
have equal access to the general social services provided by central and
local government. It recommended a shift of emphasis from hospital to
'community care' and that local authorities should provide, in cooperation
with the hospital services residential care, preventive services and
vocational industrial rehabilitation and training, sheltered employment,
day centres for the aged, social help and domiciliary advice. The new
policies were given legislative effect by the Mental Health Act of 1959.
Shortly after, the 'Hospital Plan' for England and Wales (Ministry of Health
1962) proposed the closure of many existing mental hospitals, and that
adult psychiatric patient care should be re-allocated between new short-

stay psychiatric units in General Hospitals and 'community care'.

The previous concept of 'community care' introduced by the Royal
Commission Report was characterised by ambiguity and indiscriminately
used to denote either a principle of administration or the actual range of
services provided. Similarly 'the community’ is used to denote both a
social group and a territory. Therefore, the concept of community care
depends upon how 'the community' is defined. Any definition could be
loose and lack precision unless the actual concepts are interpreted in
correspondence with reality. Sladden viewed the concept of community

care as being interpreted in three ways:

1. Community care means care of social problems by social agencies

2. Community care means any form of care or treatment given without

admission to mental hospital incuding care offered by medical or
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3.

psychiatric agencies

Community care means a comprehensive system of preventive

psychiatry.

She found support for her definition in the writings of Caplan (1961) and

Roberts (1966) who were concerned equally with groups and with

individuals. Caplan's definition of community psychiatry initiated the

basis of the current CPN service in the UK. He defined the general

principles of prevention using a threefold classification.

a)

b)

c)

Primary prevention presents the processes in reducing the risk for

people in the community of becoming ill with mental disorders

Secondary prevention describes the activities involved in reducing the
duration of established cases of mental disorder, thus reducing their

prevalence in the community

Tertiary prevention represents the prevention of defect and crippling
among the members of a community through rehabilitation services
which aim at returning sick people as soon as possible to a maximum

degree of effectiveness

Through this outline Sladden arrived at the following concept which

emphasised the relationship between mental health and reality:

"At a very basic level individual mental health is concerned with the
person's relationship to reality and acceptance of this relationship.
Therefore, to establish a common meaning for mental health there
must first be a common meaning for reality. The simplest definition
of reality is that it is consensus, that it is not limited to a specific
group but incorporates the perceptions of multiple groups within
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society. Individual mental health, then, would be defined as 'the
ability to live with satisfaction within the consensually defined reality
of one's society, behaving in a manner consistent with values, mores
and norms of that society.' This definition is concerned with the
relationship between the individual and the environment as opposed
to a traditional intrapersonal definition that focuses on the person's
attitudes and behaviour. Community mental health is then a state of
positive opportunity for community members to relate to and influence
in a significant, meaningful way each other and the society in which
they live."
Further clarification of the term 'community care' was offered by the
Richmond Fellowship Report on Mental Illness and the Community, 1983.
The report warned against the misuse of the fashionable term 'community
‘care' which entailed opposing admission to hospital irrespective of the
alternative. It recognised the importance of a specific term of reference
for the term 'community'. Generally speaking, the report perceived the
definition of community as a geographically and administratively defined
area, such as a borough or county; another meaning is a relatively well-
integrated district or neighbourhood; sometimes the term is used to describe
special communities created to foster certain groups of people with a
common purpose, eg religious community, therapeutic community or
sheltered communities for the mentally and physically disabled.
This report adopted the first definition, which in turn fostered and promoted
the second definition, ie it was the district's responsibility to provide
'community care' through statutory health and social authorities
with back-up from housing, welfare, employment and voluntary services.

This was done to promote the integration and limitation of possibilities of

lacal residents feeling isolated and remote from help.

More recently the Report of the Select Committee of the House of
Commons on the Social Services (1985), divided the concept into

10 categories, each subdivided into a number of items (up to 11). The
most relevant category here is number 4 which defined the Health Services

as:
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"The term community care is imprecisely defined, it can mean everything
and nothing. We emphasise the importance of its underlying values.

4.1 The term community care ... are umbrella terms, used to describe a
broad strategic policy of keeping people out of long-stay residential
or institutional care, or facilitating people's discharge from such
forms of care.

4.2 Community care is not simply about discharging people from hospital,
it is about helping people not to be patients or dependent residents.

4.3 The term community care must be defined in a positive sense. It
must say something about the nature of the care that should have
been provided. It is not a low cost strategy for the abandonment of
people in need, by decanting them from long-stay hospitals into cheap
lodgings and isolated life of a wayfarer.

4.4 In the view of ADSS the term community care is appropriately used
to describe a commitment to provide services, to support families
and informal carers wherever paossible, to substitute family care where
the family is unable or unwilling to make provision and to use admission
to hospital and residential care only where absolutely necessary. ...
The prime purpose of community care must be to prevent people
being admitted to hospital inappropriately because of a breakdown in
their network of family and social care.

4.5 The existence of a network of care services in the community capable
of responding appropriately to a wide variety of individual needs, will
provide the best possible framework to support those discharged from
hospital who are handicapped by the effects of a long stay in hospital
or in residential care.

4.6 Programmes of community care must respect and value the needs of
individuals, give opportunity for choice and independence, assume
that the least restrictive alternative in relation to the needs of an
individual will guide the placement that is used and the service which
is provided."

These attempts to reach an acceptable definition of community care were

useful in destroying the illusion of satisfaction with the standards of the

current service.

Jansen (1980) explained that community mental health services became a
necessity to control the escalation in the numbers of the hospital
population, despite the establishment of new asylums, eqg in 1851

Colney Hatch in North London was established to take 1250 patients, it

was gradually enlarged to take 2000 and by 1937 it housed nearly 2700.
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It was during the Second World War that changes were initiated, new
methods were fostered through the recognition of the fact that
psychopathology was related to stressful environments, deficient group
leadership and low morale, and consequently the so-called sick people
could be helped by helping them to change their behaviour. The
philosophy and methods of social psychiatry began to be developed in 1945
by Dr Tom Main at Northfield Mental Hospital and Dr Maxwell Jones at
Belmont Hospital and their new experiment of a therapeutic community
was studied by visitors from America (Jansen, 1980). The concept of the
therapeutic community as defined and practised by Main in Surrey and
Jones in Belmont was followed ten years later by Dr Dennis Martin at

Claybury.

The first reaction, however, was one of very considerable hostility with
fears that patients might soon be running the hospital and that nurses

would lose all respect and authority. This hostility did not last long and
the new philosophy proved to be successful in helping patients to regain

their independence and return to the community.

The application of the therapeutic community principles was not easy. Its
basic concept relied on social psychiatry and psychoanalytic disciplines as
well as on fundamental humanitarian ideals. The concept of a therapeutic
community was considered by Schoenberg (1980) as revolutionary as it
opened up communication between isolated individuals through revealing
suffering, healing and responsibility for each other. Jansen also recognised
those elements as being the most important aspects of the therapeutic

community:

"A wide variety of programmes and practice is clearly included within
the term 'therapeutic community', but common principles dictate
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that the therapeutic community whatever its context, should provide

communal living experience which encourages open communication

and promotes intrapsychic and social adjustment to maximum capacity

of the individual."
Determined legal effarts to improve mental health care, were to reduce
dramatically the mental hospital population and were accompanied by a
corresponding in;:rease in community resources (Jansen 1980). Miller
(1981) expressed her dissatisfaction with the current practice of community
psychiatric nursing care in the USA. She criticized a concept of community
psychiatric care which was assumed to be the extension of existing
psychiatric nursing practice to the community. Essentially the concept
appeared to be limited to psychopathology and relied heavily on
psychotherapeutic skills, while community assessment, preventive

strategies or epidemiological tools were, in practice, used very infrequently

in the community.

From the researcher's point of view the previous illustrated definitions
were quite acceptable and very useful to implement, yet they stemmed
very much from Western industrial countries where the problem of isolated

societies and lack of support between family members is very evident.

One possible definition of community.mental health care would be a multi-
dimensional one which cannot be condensed into a few short statements.

In other words, community mental health care is an organisational system
which employs a wide range of social services at all levels in order to
transfer the necessary care from any organisation to the individual patient,
his family, friends or concerned neighbours. Community mental health
care is a countless number of ongoing techniques that aim at the holistic
approach for the sake of the individual or group. It makes use of different
schools of therapy as appropriate and unique intervention for the

prevention, treatment and follow up.
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2.2

2.2.1

It is greatly influenced by the political atmosphere, society attitude,
culture, religion and economic aspects. It provides a scheme whereby
vulnerable people get to know how to survive in the community as well as
leading the community to develop practical understanding of the patients'
needs. It should be flexible, manageable, practical and comprehensive,
with a clear level of understanding of the limitations imposed by different
factors, whether human or environmental. Community mental health care
is a continuous process which does not have an end as such, but which

constitutes various levels of support of a contingency nature.

Legislative Aspects of the Development of the Community Mental Health

Service

Community Psychiatric Nursing Service in the UK

Jones' (1972) review of the legislative procedures in community mental
health showed that the first public announcement recognising community
psychiatry as a possible alternative to hospital care was made by the Rt Hon
Enoch Powell at the Annual Conference of the National Association for
Mental Health in 1961. Powell's paper explained that this new policy was
developed mainly on statistical terms which expressed that about 75,000
hospital beds would become redundant in the following fifteen years. He
hoped that future hospital treatment would not be in "great isolated
institutions" but in wings of general hospitals and that mental hospitals
would disappear. According to Jones, the reactions to the new policy

were both mixed and violent. Some, for example Dr Stanley Smith, believed
that with the pharmaceutical age the days of the large purely mental
hospital were over. Others, for example Dr D H Clark, expressed worries
about the consequences of running down these hospitals. Furthermore,

Mrs Bessie Braddock MP was particularly disturbed that the new policy

had been introduced without consultation in the mental health field. Three
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weeks later, a Ministry of Health circular (HM(61)25) gave a more detailed
view of the new policy. As a result of statistical analysis conducted and
presented by Tooth and Brooke (1961), who were respectively Principal
Medical Officer of the Ministry of Health and a statistician from the
General Registrar's office, suggested that there would be a decrease in
the number of beds required from over 150,000 to about 80,000 in sixteen

years. Jones suggested that

"The new service of the future would be four kinds of accommodation:
acute units for short stay patients, usually in general hospital; medium
stay units for medium-stay patients; units for long-stay patients,
many of whom it was thought could be cared for in hostels or long
stay annexes of general hospitals; and units providing 'adequate
security arrangements for those whose condition makes this necessary’,
possibly on a regional basis."
The Ministry continued to plan for the new policy. In 1962 the hospital
plan for the following 15 years was published, followed by the publication

of "Health and Welfare: the Development of Community Care", in 1963.

As a result the sixties witnessed the development of psychiatric units in
the district general hospital, the development of the antipsychiatric
movement by Goffman and Laing, the appearance of the generic social
worker, the diséppearance of the Mental Welfare Officer and the struggles
between the local authorities!;.new Social Services Department and health
departments about who should be responsible for the mental health service

in the community.

In 1968 the Seebohm Committee decided to include mental health work in
the Social Services Departments (Jones 1972). In the seventies, under the
Conservative Government, the same policy trends were continued and

accentuated. A White Paper entitled "Better Service for the Mentally III"

in 1975 was produced (DHSS, 1975).
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This paper "Better Services for the Mentally IlI1" proposed complete
abolition of the mental hospital system within 15-20 years. It was planned
to have all the provision in District General Hospitals which would include

day patient, out-patient and emergency services as necessary.

Sladden added that alternative health services for non-hospitalised mental
patients such as housing, accommodation and social services were further
emphasised by the National Health Act 1977.The most recent law was the
Mental Health Act 1983, which promoted patients' autonomy, need for
independence and the regaining of control over their treatment or
hospital admission. Compulsory admission became more restricted and
used as a last resort. The after-care services were for the first time
included in this new law; section 117 aimed at helping detained patients
and providing home, occupation, support or continued medical/nursing
eare after discharge. Gostin (1983) criticised the delay of such action,
which took 30 years to appear in the form of legislation. He also

criticised the weakness of the resources suggested under section 117.

Whitehead (1984) discussed the limitations involved in the orthodox view
~-of mental illness as a basis for the application of the law as well as the
conflict between acceptance of mental illness as a medical problem and
the impact of the law on human behaviour. Therefore, the existence of
mental health legislation becomes a problem itself. He suggested that the
new legislation, while accepting the need for society to be protected,
should further guarantee the liberty of the individual. Although the new
Mental Health Act 1983 has implemented this suggestion, its section on

the after care services is not fully developed.
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2.2.2 Community Mental Health Care in the USA
In the USA similar steps were being taken to free psychiatric patients
from locked door hospitals and to enable them to regain their rights.
According to Lancaster (1980b), USA legislation regarding community
care began in 1955 when Congress established the Joint Commission on
Mental Illness and Health with a mandate to study mental illness and make
recommendations for a national mental health programme. In 1960 their
report was published, recommending tha£ mental health care should be
provided within the community and be implemented by setting up regional
centres with a maximum of 1000 beds and an emergency pscyhiatric service
to be based in the community. In 1963 the Community Mental Health
Centers Act was established, by which a broad range of rehabilitative
services were envisaged covering prevention, treatment and after care.
At the time when some writers were supporting the new legislation for
community care, eg Karno and Schwartz (1974) in California, others were
more doubtful about the real value of this policy, as reflected in the

writings of Ochberg (1980).

Dissatisfaction with such legislation in the USA raised a number of problems
concerning the actual practice of the Mental Health Centers (Ochberg
1980). These prablems were a result of the numerous changes that have
taken place in the ideology, practice and funding of community health
efforts which proved incongruous, eg in 1980, 12 years after the first
legislation, only 590 of the planned 2000 centres had been built, providing
coverage for only 41% of the expected demand. Furthermore, Ochberg

states,

"Economic recession, conflicts between the legislative and executive
branches of the government, emphasis on revenue-sharing, block
grants, regionalisation and expenditure control have impeded full
achievement of the original intent of the community health
legislation."
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2.2.3

2.3

He also commented on the increased number of first admissions and
readmissions and the inadequate system of referral for after care in the
community after hospital discharge. The problem becomes even more
complicated with regard to mentally impaired elderly people who have
been discharged to substandard nursing homes without adequate supervision .
and therapy, or to boarding houses and old hotels where they may remain
socially isolated and unemployed. Both Forstenzer (1980) and Ochberg
(1980) urged the government to examine the use of public funding and to
re-evaluate the existing federal and state legislation for the sake of
developing a system of community care that would "fully meet the needs

of the most seriously handicapped citizens."
Community Psychiatric Care in Egypt
The Egyptian Mental Health Act (1941) is currently in use; the concept of

community care for detained patients is not included within this law.

Historical Review of Community Mental Health Service Development

The UK

The present community psychiatric care service has developed over the
last thirty years (Hunter, 1974), yet it could be traced back to the
eighteenth century when a form of social psychiatry took place (Carr et
al, 1980). This period was called 'moral treatment' (Rees, 1957). During
this era mental illness came to be regarded as a disease to be treated by a
medical practitioner rather than by a priest. Attention was also paid to
social and environmental factors in the causation of mental iliness, as
post mortem examinations failed to prove organic changes in the brain.
Moral treatment aimed at relieving the patients by friendly association,
internal discussion of difficulties and the daily pursuit of purposeful

activity. Results of this treatment during this period were particularly
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good between the years 1796-1861. An example is the number of
discharges within three months of onset of illness of patients admitted to

York Retreat; this was 71,117,

This social-psychiatric trend was first noted by the growth of privately
owned 'mad houses' (Carr et al, 1980). In these 'mad houses' the moral
climate was strongly preserved. Nursing, as such, was not introduced,
care being provided by untrained attendants. The titles and roles of these
untrained attendants differed greatly from one place to another and from
one period to another. For example in France Dr Pinel approved the
practice of employing recovered or convalescent patients to work as his
assistants for patient care. His wife, Mme Pussin, gave the title of
'governess' to the female staff whilst the chief male nurse was known as

the 'Governor' (Walk, 1961)

In England at this time there was no tradition of nursing either by religious
communities nor by recruits drawn from former patients. The title
'Keeper' was given to staff working in the old Bethlem. With the
appearance of Asylums (Wakefield Asylum 1818, 150-200 beds) the
magistrates appointed a medical man (Dr Ellis, later Sir William Ellis) as
superintendent but continued the practice of naming the superintendent's
wife as the matron. The efforts of Ellis and his wife expressed the most

advanced views of patient care. He called for

"...a group of highly gifted females willing from love of
God and man to assist the matron in her anxious efforts."

During this period the terms 'keeper', 'attendant', 'nurse' and sometimes
'superintendent' were used quite indifferently and interchangeably;
however, the term 'nurse' was generally confined to women and the term

'matron’' to the superintendent's wife. The need for training of nurses and
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attendants was recognised in 1854 and a call to improve working conditions

was made by the Commissioners in 1855 (Walk, 1961).

A new system was adopted during the latter half of the nineteenth century
in which asylums were transformed into large mental hospitals. A rapid
decline in the service took place with hospitals becoming over-crowded
and understaffed. Physicians lost touch with their patients and the office
of chief nurse or "Sister" was separated from that of 'under nurse' to whom
the cleanliness of the ward was committed. The Commissioners' Report

in 1870 revealed that the strait jacket and other means of mechanical
restraint had already returned to mental hospitals, that the bed capacity
had increased from 400 to 600 beds and the overall discharge rate had
declined from 50% in 1830 to 5% in 1880. The efficacy of mass production
methods and the need for economy appear to have blinded the eyes of the
legislators, whilst the growing materialism of the period, and the influence
of Darwin were regarded by some as responsible for the decline in moral

treatment (Rees, 1957).

Nevertheless, the important role played by the attendants in the provision

of patient care was regarded by the commissioners who declared that

"under experienced and well-trained nurses the bad habits
of patients have been removed,"

moreover they appeared confident that

"the introduction of even one or two such nurses into the
workhouse would be of immense benefit to the patients
who at that time had only their fellow inmates to care for

them."
(Walk, 1961)

Therefore a formal course of lectures was arranged for mental nurses,

given by Sir Alexander Morrison at Surrey Asylum in 1843-44.
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Different courses were in‘itiated by various people for the training of
mental nurses. However the first nationally recognised training for this
group was initiated by the Royal Medico-Psychological Association in
1890 (Hunter, 1974). These training schemes included making contact

with the families of patients during the training of the novices,

"Moreover the novice should go with his patients to see
the relatives at their visit and find out why and how the

disease arose."
(Hunter,1974)

He also revealed that informal contact made between staff, relatives of

patients and ex-patients was documented.

Despite these efforts the general picture in the late nineteenth and early
twentieth centuries was quite different. The general view at that time
was to secure the ‘interest of society by segregating mental patients as
cheaply as possible and to detain them for as long as possible, so that they
did not reproduce themselves (Rees, 1957). This period was known as the
custodial era. The successful campaigns of the eighteenth and ninteeenth
centuries failed to maintain the optimistic hope for recovery from mental
illness. It became clear that claims for cures had been exaggerated. The
custodial era was fostered by the Lunacy Acts of 1880 andulé9l which
codified various legal restrictions on the freedom of the mentally ill.
Such acts resulted in an increase in the patient population, overcrowded,
under-staffed, poorly equipped institutions and strict control over patient
behaviour by keeping them imprisoned in dark cells under inhumane

conditions (Richmond Fellowship, 1983).

Some minor improvement took place following the 1930 Mental Health
Act, when voluntary admission helped increase the hospital discharge rate

and in addition occupational help was provided by some voluntary bodies
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(Templar 1984). The greatest change took place in the 1950s when, due to
major advances in pharmacology, treatment could be provided which had a
significant effect on the control of disturbed psychiatric behaviour and

which promoted considerable efforts in the initiation of changes in the
function of the hospital. Doors became unlocked, restrictions on the freedom
of patients were lifted and depersonalisation practices were combated
(Hunter 1974). However, this recognised change only occurred in some
hospitals and in many the change was minimal and poor conditions for

both staff and patients led to low mor_ale and bad practices. Nursing care
continued to be inadequate and mainly domestic in nature, as thase giving

the care were not considered part of the therapeutic team.

The first formal development took place in extending the psychiatric
nurse's role to work outside the hospital itself, either in caring for
discharged patients or working with out-patients; this has taken place
primarily in those institutions which have moved towards a therapeutic
community and milieu therapy. Hunter stated that the first recorded
beginnings of community psychiatic nursing care appeared at Warlingham
Park Hospital, Surrey, in 1954. Beard (1984) related its development to
the result of the drug revolution particularly the phenothiazine group.
Chemotherapy controlled the psychiatric patients' disturbing symptoms
and patients were allowed to go home with the help of professional
supervision. This new situation revealed the need for rapid development
of a community-based service. Phases of development of the CPN service
were reviewed by Hunter (1974). There were mainly two phases: the first
from 1954 - 1966 and the second from 1966 - 1974. Hunter described the

first phase as "continuing care" and the second as "therapeutic work".
The first recorded beginnings of a community care service appear to have
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been at Warlingham Park Hospital in 1954. Nurses were seconded to
extramural duties in the Borough of Croydon. They worked from an office
in the mental health centre attached to the Day Hospital. Originally
there were two nurses but as the work grew two more were seconded.
Regular supervision of patients formed a major part of the work. Moore
(1964) described the principles underlying the work of those nurses as
primarily clinical, where early identification of the patient's pathological
signs and symptoms, supervision of medication, and close contact with
other disciplines such as the Psychiatric Social Worker and Mental Welfare
Officer, could take place. They worked under the supervision of a
psychiatrist and formal meetings were held weekly to discuss and report

on the cases.

Another phase of development took place at Moorhaven Hospital, Devon,

in 1957. This service had a different organisational structure. Unlike
Warlingham Park organisation, the emphasis was placed on continuity of
care, working in hospital as well as with patients discharged from haspital.
Moorhaven Hospital recognised the valuable therapeutic role played by

the nurse. Four nurses were selected for this function, whose work

involved physical medical care, psychosocial intervention, family support
and education, administrative regulation of patients' admission to hospital
or referral to other therapeutic disciplines, eg social worker or psychiatrist.
The underlying principles were mainly concerned with the relationship

between the nurse, the patient and the relatives.

Kirkpatrick (1967), Baker (1968) and Greene (1968) were in favour of the

second model as it would be useful for the continuation of the therapeutic
relationship between the nurse and the patient and would not disrupt the

trust developed during the patient's hospital treatment.
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However, in the Croydon model, nurses worked full time in after care and
the supervision of out-patient treatment in the home, attendance at out-
patient clinics, after care groups and social clubs following up patients
who failed to attend. Again the functions of the nurses were described as
purely clinical and were explicitly differentiated from those of the
psychiatric social worker, so that overlapping between roles might be

avoided,

"Detailed investigation of the patient's family situation
or modification of his environment and of difficult
interpersonal relationships is not expected." (May
1965)
This service was supervised by a consultant psychiatrist through weekly

case-review meetings.

Similarities between CPN's duties and social worker's duties in this context
were explicitly recognised at Moorhaven, and accordingly the scheme was
supervised by members of the hospital's social work department to help

nurses to deal with the new working set-up in home and family settings.

Nurses in this structure were able to work with the patients' families,
providing advice, support, relieving anxiety and increasing their awareness

of the social aspects of psychiatric disorders.

Further development was established through collaborative relationships
(at some level) between the hospital and psychiatric services on the one
hand and the mental health services on the other, in most areas. The
functions of local health authorities in respect of mental health and mental
illness were divided between the new social work departments and the
established National Health Service. Specialist services for mental health

work (Mental Welfare in England and Wales) were absorbed into 'generic’
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social work agencies. However, social workers were not prepared
clinically to undertake tasks required for after-care and drug regimes
supervision which proved to be successfully covered by the community

psychiatric nurses (Sladden 1979).

Dissatisfaction had been expressed in relation to the overlap between the
social worker's role and that of the community psychiatric nurse, which is
not yet resolved (Hunter 1974). Altschul (1969) pointed out the problem

of the psychiatric nurse as a quasi-social worker in two aspects:

"The first question is whether or not the nurse brings to

the work specific knowledge or skills, different from those

of the social worker, and whether the nurse's learning or

experience result in a different mode of functioning from

that of the other professional people.

The second question is whether the patient has specific

nursing needs as distinct from social needs and whether

some patients require the nurse as a person rather than

the social worker, to satisfy those needs."
The Local Authority Social Service Act 1970 tried to identify how social
work in the psychiatric area should be organised and what specialisation
was required by social workers. However, these issues provided an area of
contention for social workers both an%ongst themselves and between some

social workers and psychiatrists (Hunter 1980).

On the other hand Paykel and Griffith (1983) recognised that the advent
of injectable depot phenothiazines for schizophrenics who were on an out-
patient scheme had given the nurse a natural role as a keyworker which
was developed towards comprehensive domiciliary care and extended far

beyond the giving of injections.

This wider role and expansion of the follow-up services and involvement

of different members of the psychiatric multi-disciplinary team gave
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2.3.2

them priority over the mental welfare officers and the generic social
workers who lacked specialist skills and produced a gap in the follow-up

care.

Throughout the last ten to fifteen years the community psychiatric
nursing service has seen much development and progress from a technical
point of view. Many studies, such as those by Altschul (1972) and Kasch
(1986) , have supported the social psychotherapeutic role played by
psychiatric nurses and trends for further specialisation that have taken

place.

Nevertheless, from an organisational point of view, not very much has
been done to reinforce the service and to ensure acceptable standards
across different areas. Currently different forms of community services
are provided according to the initiative and efforts of people at work.
There is no legal mechanism by which the CPN service is set up or

altered.

Egypt

To date there is no organisational structure for community psychiatric
service in Egypt; Mental patients are cared for either by hospitalisation
as in-patients or on an out-patient basis (Gawad, 1981). He explained that
different types of therapeutic approaches are employed in both settings.
Psychotherapeutic techniques for individual and group therapy,
chemotherapy, physical therapy (ECT) and behaviour assessment are all
used in hospital settings but there is neither a day hospital nor a night
hospital. Statistics show that this system serves approximately 400,000
psychiatric patients in Egypt and for every working psychiatrist there are
about 2000 patients. This is almost eight times the number of new
patients seen yearly in European countries (Gawad, 1981).
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The idea of treating psychiatric patients at their general hospital was
adopted in the Egyptian system in the early 1960s, which saw the
implementation of a policy of decentralisation of health care. Psychiatric
units are attached to all general district hospitals and health centres.
Nevertheless there are still two large mental hospitals in Cairo with a bed
capacity constituting two-thirds of the total bed capacity in Egypt, ie

about 3000 beds (Gawad, 1981).

The custodial model is the model used in these mental hospitals, where
patients are st'ill kept in locked door wards and are punished for their
pathological behaviour (Mahgoub, 1981). Nurses in these hospitals are
untrained, few are qualified and most of them play the role of the keeper,
ie the same role played by nurses in the UK fifty or sixty years ago

(Abed E1 Daym, 1978). The psychotherapeutic role is mainly carried out
by the doctors who perform most of the duties of nurses and social
workers - a situation similar to that of doctors in America in the 1930s

(Romano, 1980).

Efforts have been devoted to improve the Mental Health Service in Eqypt.
This was at both educational and organisétional levels. Higher education
at the level of MSc and PhD is now available for interested members,

ie doctors, highly qualified nurses and social workers who have completed

university study at BSc level.

An unlocked doors policy is applied to psychiatric units attached to
general district hospitals. Patients who are considered unsafe to be
placed in open door units are referred to one of the two large mental

hospitals where there is a locked door policy.
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In common with Britain and the Western world in general, the neglect of
psychiatric patient care in Egypt began to appear towards the end of the
nineteenth and early twentieth centuries, with the first mental hospital in
Cairo being opened in 1880. Before this time mentally ill patients were
treated either in general hospitals or in their homes within the community.
An extremely interesting example of this was at Kalawon hospital in Cairo
in the fourteenth century,which provided a high standard of care during
hospitalisation and convalescence in the community. This was a general
hospital which included a department for mental disease as well as for
surgery, medicine and ophthalmology (Okasha, 1977). Way back in the
history of Ancient Egypt, priests treated patients in the temples (Romano,
1980). In these temples patients were treated with dignity and respect.
Music, beauty of nature, recreation and occupation were all employed as
remedial agents (Romano, 1930). They also implemented a specific
therapeutic method called "incubation" or "Temple Sleep". This method
was associated with the name of Imhotep, the earliest known physician in
history. His temples were busy centres for "incubation" or sleep therapy.
The course of treatment depended on the individual patient's

manifestations and dream content (Okasha, 1977).

Until recently the Egyptian community provided mentally ill patients with
sympathy and support in the initial phases of their illness, so that,
hopefully, their illness would not get worse and they might be able to .
effect a cure. However, mental illness is now considered a stigma once it
has become chronic and the hope for a cure disappears. Traditional
methods of healing such as El-Zar (a type of music therapy) are used and
some neurotic or hysterical cases are successfully treated by this method

(Okasha, 1966).
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In contrast to the regrettable periods of oppression throughout the Middle
Ages in Europe, when psychiatric patients were accused of demonology
and witchcraft, and even burned to death, Egyptians treated their
mentally ill patients with compassion and dignity. It was only in the late
nineteenth century that European attitudes of apathy and neglect for
chronic mentally ill patients were adopted by Egyptian health planners.
The belief that mental illness is not curable and is genetically transmitted
dominated public thinking and attitudes. Thus, similar to the British system
of psychiatric care, patients were segregated in distant mental hospitals,
imprisoned for life under inhumane conditions. The recent development in
chemotherapy and social care has initiated a strong argument for closing
down these hospitals; a policy that has successfully resulted in decreasing
the bed capacity of Abbasia Mental Hospital from 3000 to 2000 beds.
Many patients now receive aut-patient treatment, admission is only used
if really necessary and then it is usually voluntary, Involuntary admission
is very rare and is now controlled by the Egyptian Mental Health Act of

1941.

Occupational and recreational therapy are widely used in these mental
hospitals but without the application of therapeutic community principles.
A need for improvement is recognised and practical steps for change are

currently taking place.

2.4 The Community Psychiatric Nursing Role

2.4.1 The ideology of the CPN role

Two different approaches could be followed to define the role of the CPN.

The first one would be to give a simple and clear description of the tasks
and duties expected to be achieved by the CPNs to reach the goal or aim

set for their service. This approach has been used for the last thirty years,
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as will be discussed later.

The second approach is to study in detail the different elements in
establishing certain services; the community needs; the ideology and
ecology of developments available facilities and constraints,and the

prospects for success.

Nursing in general has been goi>ng through an era of confusion where a
search for identity and established role is continuing. CPNs have been
confronted more with this confusion as their service has developed, starting
by filling the space left by the shortage of social workers in one particular
area. To find an acceptable definition of the role of the CPN that would
end the confusion, resolve the overlap problem and establish identity is
quite difficult: the reason for this could be that nursing is not seen as a
science in its own right, but its bady of knowledge is puilt up by adoption
of the theoretical basis of other specialisations, eg medicine, psychology,
sociology. For many years there were no psychiatric nurses and care was

only given by attendents (Hunter 1974), care being purely custodial.

The. typical features of custodial regimes were identified by Sladden (1979)

as

"A stereotyped concept of mental disorders as irreversible
disease processes, characterised by behaviour devoid of
meaning and rationality, for which sufferers should not be
held responsible; an overriding concern for the maintenance
of order and control expressed at ward level in an arbitrary
system of privileges and penalties; a rigid differentiation

of status levels between staff and patients, and between
staff groups, impersonality, distrust and alienation in
attitudes and relationships."

With the development of the new movement towards the 'therapeutic

community', the psycho-social model, the open door policy and the early
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discharge of patients whose symptoms were kept under control by the use
of psychotropic drugs, the custodial regime became irrelevant and a
change to the psychotherapeutic model of care was encouraged,supported
by different national and international committees and conferences.
Reports made by the WHO in 1956 and 1963 produced a ‘typology of
psychiatric nursing skills which included a wide range of skills such as
technical basic skills, occupational and recreational, organisational,

interpersonal, observational and communication skills.

The value of the psychotherapeutic role of the nurse became very
fashionable in the late 1960s and early 1970s and was supported in
literature. Altschul (1972) gave a detailed review of the literature
bearing on "relationship therapy", "nursing therapy" and "therapeutic
intervention". Peplau (1952) defined the psychiatric nurse role entirely in
terms of interpersonal techniques and responses, describing it as "the crux
of psychiatric nursing". Further literature identified the problems
formulated in a therapeutic interaction and suggested guides to improve
communication skills, provision of empathip relationships both in
individualised and group therapy, conscious control of the nurse's

behaviour and goal directed words and actions (Sladden 1979).

Hunter (1974) grouped the therapeutic work of the CPNs under five

components:

- continuing care service

- crisis intervention/group work treatment

- psychotherapeutic treatment

- psychogeriatric assessment and treatment service

-  behavioural therapy.
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Hunter supports the development of the CPN service and provides evidence
of considerable support for this "extension of the nurse's function" from a
number of recognised agencies, eg Royal Medico-Psychological Association,
the Association of Psychiatric Social Workers and the National Association
for Mental Health. They based their support on the fact that the CPN's

role is:

"a) That the nurse can be of service to the patient and his family in a
practical way. Bathing ... shaves...etc

b) As a link between patient and hospital so that the patient can be
readmitted quickly in case of relapse . . . etc

c) To give support, advice and supervision . . . eg, drugs and injections

d) Giving a continuous care service to particular categories
. ete

e) A 'preventive' role

f) Recognition of the side-effects of medication and taking appropriate
action in co-operation with GPs and psychiatrists

g) Investigating the reason why patients fail to attend the day hospital

h) Helping with social clubs and other forms of groupwork

i)  Job and accommodation finding

j)  Supervision of out-patient clinic."

This definition does not imply that each individual nurse would carry out
all of these functions at any one time; Hunter claimed that it represented
an analysis of the different descriptions given to the work of the nurse

prior to 1967.

However, there has been dissatisfaction expressed by many psychiatrists

and nurses at the loss of social workers specialising in work with patients
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suffering from psychiatric illness and with their families. Along similar
lines to Hunter's view, Henderson and colleagues (1973) described their
experiences in establishing a Domiciliary Psychiatric Treatment Service
(DPTS) at the Ross Clinic, Aberdeen, in 1969. This scheme was based on
the concept of teamwork (a female psychiatric nurse, a male social worker
and a consultant psychiatrist). The psychotherapeutic role of the nurse
was greatly emphasised and marked a cornerstone in the activities of the

nurse.

Greene (1968) provided a more advanced view of the CPN's role which
conflicted less with the role of social workers. He summarised the current

thinking on the nurses in the community as:

1. Pravision of nursing care of a physical and psychological nature in
accordance with the doctors' wishes for patients who have been
discharged from hospital and are in need of nursing care
(eg supervision of drug treatment or observation of depressive

conditions)

2. Working in close liaison with doctors and social workers as professional

members of a therapeutic team

3. Extending to the patient and his family such support as may be

reasonably regarded as part of a nurse's work

4. A preventive role, in going to the aid of patients whose illness does

not require treatment in a clinic or hospital
5. Being available in a consultative capacity to non-psychiatric nurses
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who may have problems with patients showing symptoms of nervous

and mental disorder,

No doubt each of these developed from progressive trials analagous with
the development of the service over the years and emphasise the particular

areas in which the CPN has something special to offer.

The experiment of Stobie and Hopkins (1972) is an outstanding example of
the role of the nurse in crisis intervention. The experiment took place in
Dingleton Hospital, Melrose, where psychiatric disorders were seen as
manifestations of a disturbed interpersonal process, and, therefore,
attention was focused on the family situation as opposed to a "sick"
person. Psychiatric crises were used as an opportunity to help people find
more productive ways of resolving their personal and interpersonal

problems or conflicts.

Stobie and Hopkins recognised the nurse as a member of a multi-
disciplinary psychiatric team who had special functions necessary for the
operation of the team. They described seven elements which constituted

the function of the nurse:

1. Participation with other disciplines in assessment of patients and
their families

2. Participation in the intervention in crisis when admission has been
requested (physical treatment used when it promotes resolution, not
avoidance, of crisis)

3. .Participation in family and marital therapy

4. Mobilisation of community resources and help

5. Supportive care of long-term patients in the community and help in
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the supervision of drug therapy

6. Prevention of regressed and maladaptive patterns of behaviour in
coping with stress

7. Functions connected with integration of the team's activities with
liaison and consultation between the team and other professional
community workers and with mental hygiene education in the

community.

In theory this example of "crisis intervention" using the multi-disciplinary
team method would appear very helpful to patients and their families and
it would also be supportive for the nurse who would feel capable of decision
making due to open channels of communication with other specialties and
disciplines. However, in practice, according to Altschul (1973), this system
did not work. She found, in her investigation, that evidence of differential
use of professional skills was not obtained but on the contrary the hospital
culture emphasised the similarities in function, blurring and overlap of
roles and absence of role specificity. Gallagher (1982) looked at the
psychiatric nurse's role in the community, which was considered to be of
an exacting nature. It developed frorﬁ being merely an inspector of the
depot drug into a more comprehensive role. According to Gallagher, the
community nurse's role is of particular importance in four specific areas:
crisis intervention, behavioural psychotherapy, dynamic psychotherapy

and family therapy.

Carr, Butterworth and Hodges (1980) were able to outline the role of the
CPN in a more systematic way. They used Barker's (1977) description of
the role of the CPN in four main areas: the nurse assessor, the nurse

consultant, the nurse therapist and the nurse clinician. They then added

two further aspects: the nurse as an educator and as a manager. They
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recognised that these six areas encompass most of the component parts of
the role of the community psychiatric nurse and that most present-day

CPNs are involved in all the areas mentioned.

In more detail, their conception of the role of the CPN was:

1. As aconsultant for both patients and other professionals

2. As a clinician to undertake nursing action of a technical nature
eg injection and maintenance of physical care

3. As a therapist who provides and transfers therapeutic activities of
psychotherapy and behaviourism to the community

4. As an assessor, to assess the requirements, care delivered and its
effectiveness

5. As an educator to tell people about potential hazards of mental
disorders, curative aspects and more importantly preventive aspects;
this is in addition to educating nursing students

6. As a manager to handle the complexities of communication in the

community setting and organisation of work priorities

Many CPNs already concentrate on such areas and, furthermore, seek to
specialise in specific techniques such as behavioural therapy or alcoholism
treatment. This attitude is not favoured by Carr et al who perceive the
overall aim of the community psychiatric nursing service as the
comprehensive delivery of psychiatric nursing skills to the community

before any further specialisation can be realised.

Horsfall (1983), in Australia, argued in favour of psychiatric nurse

specialisation and considered it essential for two reasons:
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a) The bulk of psychiatric patients can no longer realistically expect to
have a psychiatrist or even a psychologist as their main therapist,
simply because these specialists are already overloaded in clinical
time with the severely mentally ill.

b) Some wr'iters believe that nurses frequently tend to reinforce patients'

odd behaviour and ignore pro-social behaviour. Therefore nurses

should receive more explicit training in correct behavioural change
techniques in order to‘gain specialised techniques to allow them to

help reverse the institutionalising process.

The traditional role of a nurse as only a 'carer' is becoming very dubious.
Evidence is now filtering through from different countries that psychiatric
nurses who have been trained as therapists are proving to be very useful
and are playing an influential role in both treatment and prevention

programmes for the acute and chronic psychiatric patient.

In general, Horsfall sees rn_ental health nurses, especially those who work
in the community, as very influential, powerful agents who could work as
specialised therapists particularly in behavioural and cognitive modes of
therapy. Hall and Russell (1982) also support this view of encouraging
CPNs to be independent, influential agents whose extended role would aid

the development of a truly community-based, community oriented service,
"the nurse could then become a professional consultant."

In America the role of the Community Psychiatric Nurse is still under

much criticism and striving for better recognition despite the fact that

CPNs there have overcome the problem of lost identity and many of them
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are recognised as specialised nurse therapists in the field of community
care. Nevertheless success in meeting consumers' needs is doubted

(Lancaster (1980).

However in 1981, Miller, from Virginia University, expressed her
dissatisfaction with the present role played by CPNs. She sees that they
have moved away from their real community role to take over the
psychologists' role and now work as psychotherapists purely because it has
become more fashionable in the last ten years. She believes that preventive
intervention and community assessment lie at the core of ;nental health
orientation in community mental health practice. She urged that CPNs
should study the community and its meaning, and convey this to their
patients before they can begin to decide on assessment criteria and
intervention processes. Similar to Miller, Lancaster (1980c) looked in

depth at the ecological perspective in community mental health nursing.

Lancaster views community mental health by applying an ecological
approach that would recognise the complexity of the problems but would
not take simple solutions that might create more havoc rather than provide
a cure; also the ecosystem perspective shows that it is no longer tenable
to consider mental illness as the result of a single cause. Lancaster
described an application of ecological principles to community mental
health which embodies concepts of prevention. She used Caplan's three
levels of prevention. Bruhn and Cordova (1980) had also emphasised the
ecological approach of practice and were able to add another dimension
which is to get sufficient information about the subject, and in order to do
that the CPN should, therefore, be flexible and adaptable and use this
information for the benefit of the patient. They concluded that such an

approach would minimise the chances of premature judgement caused by
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2.4.2

insufficient information.

The above review of the role of the CPN service shows that it is still
struggling for recognition of a consistent and acceptable identity. Some
writers saw the struggle as continuing for a number of reasons. For
example, Bloom (1979) has argued that it is difficult to determine
definitions of mental health and community mental health services, while
Sladden (1979) referred to the conflict between local autharities, the NHS
and the DHSS about who should do what in money terms; and Hunter
(1980) pointed out the confusion encountered with the overlapping of

responsibilities between social workers and CPNs.

Role Expectations
This complicated issue of the role of the CPN is not impossible to resolve.
The following suggestions explain how community mental health care

could be conceptualised in a more realistic way.

First: the role of the CPN is very much linked with society. The rapid
changes in today's society impose rapid changes in the patients' needs and
consequently changes in expectations of what the nurse can offer.
Expansion, extension and specialisation are all necessary elements of the
living process and are, therefore, basic to any profession and specifically

to CPNs.

Second: this natural phenomenon of expansion, extension and
specialisation of CPNs appears to be a 'double-bladed sword'. It is a
healthy phenomenon, in that it proves that nurses can adopt and acquire
new skills and employ these wherever necessary; but it could be a very

dangerous phenomenon when the expansion exceeds human limits and
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relies heavily on hypothetical abilities which the nurse, like any other
human being, may not be able to provide. The failure to acknowledge

such difficulties may result in chaos. In other words some writers have
been very enthusiastic about the emergence of CPNs and their input to

the service for the last thirty years to the extent that they perceived the
CPNs as a section which will do anything and everything needed for patients

to restore health and prevent illness.

Third: to date the expansion/extension role has meant the addition of
tasks and responsibilities previously carried out by other professions, eg
social workers, psychologists, psychiatrists or GPs. Nursing has for many
years been the 'basket' which has received delegated responsibilities from
all other professions. This can be explained in the light of the absence of
a body of knowledge known as the science of nursing. Unfortunately, so
far, many view nursing .not as a science in its own right but like a basket
filled with bits and pieces of other sciences which were given by other
professions, aiming to delegate some of their responsibilities to nurses
either because they did not want them any more or because they were

overloaded and the nurses could thus help relieve them.

For instance, the WHO (1956) saw nurses as working with families to
improve disturbed relationships, deal with financial problems and
employment difficulties and arrange and supervise boarding-out care.
Therefore the nurse should act as a friend giving advice, entertaining
patients and supporting them to solve their problems; should act as a mother
who will carry out the necessary physical care for patients in the
community; should act as a teacher to patients, their families, student
nurses, and colleagues from other specialties; should act as a manager for

organisation at an administrative and personal level. In fact no other
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discipline is treated as super-human as are nurse professionals and
considering the educational preparation, such expectations are both
unrealistic and reveal a lack of awareness of the actual scope of the
nursing profession. From a personal point of view the provision of an
efficient, relevant and effective community psychiatric nursing service
that will fulfil all the above expectations is not viable. Support of this
view is found in Sladden's examination of the concept of the social role.

She stated that

"Role expectations are essentially social and are conveyed
to the individual via members of his 'role set' through the
expression of approval or disapproval. In other words role
expectations are perceptual and are enforced on the
individual holders of the role by social acceptance and
reqard for their fulfilment, or by social rejection and
punishment if they are violated."

Furthermore, she found in an

"American study specifically concerned with ideology of

psychiatric treatment, Strauss and his co-workers (1964)

found that nurses were inclined to endorse whatever

ideology (psychotherapeutic or sociotherapeutic) was

dominant among their medical colleagues and that as an

occupational group they showed no attachment to any

particular set of ideas."

2.4.3 Problems

So far there have been some controversial attitudes towards the service,
some supporting the service whilst others question its value. Amongst the
supporters Henderson et al (1973), Walker and Brook (1981) and Hall and
Russell (1982) all gave evidence of the success achieved by psychiatric
nurses working in the community with patients and their families, and also
of their ability to integrate in a team with professionals from other
disciplines for the sake of comprehensive care. Mangen and Griffith
(1982b) compared the follow-up given by CPNs with that of out-patient

psychiatry; the results in terms of clinical state and social performance

show similar improvement. Nevertheless, these results contradicted
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Hunter's (1978) retrospective study which judged that intervention by
CPNs was inferior to normal psychiatric follow-up. Although the findings
of Mangen and Griffiths indicated a further advantage for the CPNs in
terms of expressed greater satisfaction, they insisted on the necessity for
imperative eva'luative research to be undertaken to assist in policy
formation. They realised that community psychiatric nursing had
attracted very little attention from governmental bodies over the past
twenty years and had failed to achieve a firm commitment within local

and national policy-making.

Beard (1980) identified three organisational models of CPN services; these

are:

1. Hospital-based CPNs working with multidisciplinary or intradisciplinary
teams on the ward, in the day hospital, out-patient department or

attached to specialist units

2. Primary health care CPNs based with general practitioners in single
practices, or health centres with primary care colleagues such as

health visitors or district nurses
3. Social Service-based CPNs working alongside area social wark teams.

These three models exist as a result of isolated, experimental,structural
development without a clear policy or scientific guideline (Mangen and
Griffith 1982a). Beard (1980) and Sladden (1979) recognised some of the
existing problems with the second and third organisational models, eg the
problem of overlap roles between the CPN, the social worker, health

visitor, geriatric visitor and district nurse being very prominent but also
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overlap in consultation and supervision by other professionals who may
possess specific or specialised skills produces role rivalry and professional

jealousy.

Furthermore, Sladden commented on the administrative difficulties
associated with the first organisational model, ie the hospital-based
model, which is not recommended in Scotland on the grounds of staff
difficulties, conflicts of priority and lack of preparation for nurses to
undertake community work and the argument that this model fosters

dependency on the hospital.

The preference of one model aver another is a very difficult question to
tackle especially with the ongoing dilemma concerning the role of the
CPN. Another difficulty concerns the scope of the therapeutic role of the
CPN. According to Sladden an accusation was made by Marks, Connolly
and Hallam (1973) that the nurse-therapists abandoned their traditional
nursing role to become psychiatric technicians. Miller (1981) shares this
view and criticised psychiatric nurses, viewing their role in the

community as an extension of psychiatric practice, which limited their
intervention to an intrapsychic-psychodynamic-developmental-psychosocial
framework. On the other hand, social workers regarded nurses who extended
their role into the community as expressing "dissatisfaction with their
hospital role" and that they were "seeking to substitute for it the role of
the community social worker". Smith (1969) gave another explanation
which was that nurses failed to obtain professional autonomy. When the
"Salmon Committee" (Ministry of Health and SHHD: Committee on Senior
Nursing Staff Structure, 1966) dismissed the nurses' claims for

professional autonomy, this promoted the conflict within the nursing role

itself and with the medical profession who hold a powerful influence over
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nurses' performance (Ramon, 1985).

2.4.4 Cost-Effectiveness
The most annoying problem with the CPN service, however, is the
attitude towards it in terms of money and cost-effectiveness. Over the
past twenty years many authorities were in great favour of the new role
played by-the nurse in the community, mostly because it was thought to
be cheaper than keeping the patient in hospital and because it would mean
the close-down of the large institutions, ie much less money needed for

staffing and essential running costs (Goldberg and Jones 1980).

For instance, Mangen and colleagues (1982) compared the cost-
effectiveness of community psychiatric nurses with that of outpatient
psychiatric care of neurotic patients. Their findings indicated a modest
cost advantage for CPN follow-up. They found support for their findings

in Warren's (1971) calculations of the cost of providing CPNs for the
purposes of administering depot maintenance injections. He claimed that
there were substantial financial savings when compared with the alternative

of in-patient care.

The cost-effectiveness of the CPN service based at Shenley Hospital,
Radlett, Hertfordshire, was evaluated by Dawe (1981). Her conclusion
was that the CPN service was much less expensive than keeping patients

in hospital and argued that the CPN service is good value for money.

Sharpe (1985) studied the effectiveness of the CPN in relation to referred
cases and found about 75% effectiveness in cases referred. On the other
hand, Broadley (1985) criticised the existing community care service which

has grown very fast without serious study of the most important three
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parameters of need, demand and use. She clarified that epidemiological
studies reveal that the shift of care for the mentally ill from hospital to
community is fraught with difficulties even with short-stay psychiatric
patients. It is even more difficult with long-stay patients. The close-
down of large hospitals is increasingly causing great problems to those

groups of patients who have spent most of their lives in institutions.

She stressed the importance of providing suitable alternatives before any
attempt is to be made to shift the care into the community. She provided

a good example of some haspitals, units and clinics like Barnet and Napsbury
which offered a remarkable crisis intervention service and-still managed

to save the health authority £440,000 in 1980 for unfilled beds and only

cost £45,000 to run.

Cawley (1984) in his discussion of Lord Trefgarne's report ("Developments
in Community Psychiatry: A Central View") condemned the notion that
community care is a convenient way of combining progress with the
opportunity for economising and stressed the point that even with shortage
of money, a theoretical exercise can be productive in promoting

improvement.

It would seem that some writers tried to measure the value of the CPN
service, including the economic aspect, to provide a basis on which the
government could promote and improve the service. Nevertheless, money
is not the only criterion for judgement of such a service. Carr et al (1980)
gave a very good example of how mathematics can present a different

picture merely because of what is included.

"It requires very little mathematics to demonstrate the
cost-effectiveness of keeping 20 patients at home rather
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than in a ward setting. If these people are back at home

working and being visited by a CPN twice a week then

this is sound economics. If these 20 people are all drawing

social security, claiming rent rebates and other assorted

benefits, then the economics of community care becomes

less attractive."
The Richmond Fellowship Report of 1983, in stating the present situation,
is critical of the governmental attitude towards mental health, as people
with mental disorders get the lowest priority of care by health and social

services. At the same time the government has been running down large

hospitals and institutions without adequate alternative community service,

"The wide range of substitute provision, hostels, group

homes, subsidised housing, domiciliary supervision, day

centres, rehabilitative and sheltered workshops, has not

been established on an adequate scale and the current

climate, both financial and vocational, is not favourable."
Halpern (1985) reported on the message given by the House of Commons
Social Service Committee to the Government about community care.
Members of the committee expressed great concern about the limited
resource provided by the Government for mentally ill patients who needed
constant support and help probably for the rest of their lives, eg long-stay
patients and the mentally handicapped. It is also dangerous to have large

numbers of mentally ill and mentally handicapped people let loose without

adequate facilities or threatened to be homeless.

In support of this discussion an empirical work has been carried out by
Weisbrod and colleagues (1980). Their analysis of all forms of costs of
both hospital-based programmes and community-based programmes showed

the former model to be "10% cheaper per patient".

On the other hand their findings showed the second model to have additional

benefits and additional costs.
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2.4.5

Their study provided two important stances for Governments and health

planners to consider;

"We are mindful of the question of whether any economic cost-benefit

analysis is appropriate or useful when a human service, and particularly,

health is involved...... The question thereafter is not whether such

analyses are desirable, for in one form or another they cannot be

avoided, but how to do analyses in a comprehensive and useful manner."
It is now clear that the money problem is a basic one and should not be
ignored or forgotten. The Government attitude towards running a cheaper
service needs replacing and the quality of health care must be improved
over a period of time by expenditure on the service. More recent is the
warning given by the Social Services Committee of the House of Commons
in its report on Community Care in 1985; this report is an indictment of
government policies and states that "community care is not a cheap option."
The Committee concludes that the drift towards care in the community

has been piecemeal, inadequately funded and often carried out without

any clear idea of the new requirements.

Hopefully such efforts will succeed in eliminating the ongoing rule of
finding the cheapest method for keeping and treating mentally ill patients,
an attitude developed in the nineteenth century and one still dominating

health planners' considerations.

Educational Preparation

The greatest and most important problem for the CPNs is the problem of
educational preparation. Nursing education is task oriented and takes a
narraow focus of roles which are performed in an unsystematic and uncritical
manner (Mangen and Griffith 1982a). The structure of their psychiatric
nursing programme provides a serious imbalance between the small amount

of academic training and the very large amount of unsupervised practice
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work. This has emulated a model of general nursing and has inhibited
progress towards the establishment of a role as a psychiatric nurse-
therapist. Subsequently, such a background does not assist the nurse in

developing a range of independent roles necessary for effective

intervention in the community (Appleton 1985).

Hall and Russell (1982) criticised the educational preparation of community
psychiatric nurses. They described the curriculum devised

primarily for hospital nurses, the lack of relevant in-service training
programmes for professional development, the absence of guidi;‘ug principles
to establish role identity and finally, the lack of a body of
knowledge/information which nurses could use to develop their nursing
skills. Miller (1981) has accused the educational system in the USA of
orienting the community mental health nurses towards the role of
psychotherapist and of utilising psychotherapeutic skills in the community
for individuals and groups. The system does not ensure the development

of nursing skills in community assessment, preventive strategies or

epidemiological tools for practice in the community.

Although the new trend is to encourage psychiatric nurses to develop their
skills in Behavioural therapy and Cognitive therapy (Horsfall 1983, Mangen
and Griffith 1982a), yet the researcher is concerned that this might be
just another fashionable trend, as behaviourism is developing so fast as to
dominate psychiatric treatment; a trend similar to the former popular
psychosocial model which is undergoing a period of questioning its
effectiveness in how it helps patients to changé their behaviour. Paykel
and Griffith (1983) summarised the CPNs' qualification at present as a
majority of registered mental nurses at sister/charge nurse level and a

few more are state enrolled nurses. Their community training was informal,
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gained through experience or in-service taining. The first formal course

in Community Psychiatric Nursing in Britain was an eight-week pilot venture
undertaken at Chiswick Polytechnic, l_ondon, in 1970. The syllabus included
psychology, sociology and social administration as well as the principles

and practice of community psychiatric nursing. This course later became
established and extended to one year. Similar courses have been adopted

by several other centres. A national curriculum was subsequently adopted
and later revised by the Joint Board of Clinical Nursing Studies (1979).

The chief course objective was

"To prepare a Registered Mental Nurse or a Registered

Nurse of Mentally Sub-normal to work effectively in a

multi-disciplinary team in order to give appropriate nursing

care and therapeutic and habilitative or rehabilitative

support to the patient in the community, taking into account

his family and all relevant social aspects."
From a personal point of view, the researcher believes that nurses should
not follow fashionable trends but should study and evaluate the different
approaches of therapy and develop their own technique based on a client-
oriented principle. Nurses have been misled throughout their historical
development by the conflicts which have existed among different

professions, eg psychiatrists, psychologists or sociologists, without any

real gain or useful direction towards their own professionalism.

Education is linked with the quality of the output required. Skidmore and
Friend (1984b) investigated the CPN practice in four different types of
service: hospital-based service, primary health care based service, services
with dual bases and services which originated in the community without
hospital support. Forty per cent of CPNs had undertaken an English
National Board (ENB) course in Community Psychiatric Nursing and thirty-
six per cent had received some form of in-service training. Their research

concentrated on five major areas of community psychiatric nursing:

93



practice; specialism; education; enrolled nurses; and ideal bases. They
found that community psychiatric nursing seemed to be progressing on an
ad hoc, hit~-or-miss, basis with little evidence of role evaluation or
intervention assessment. The research revealed that many CPNs lack
effective intervention skills mainly because of inadequate education, no
preparation for community work and because hospital-based training does

not equip CPNs for community intervention.

Skidmore and Friend suggested changes in the present ENB courses which
would introduce teaching skills, assessment methods and research models.
They urged the Community Psychiatric Nurses' Association (CPNA) to
take a more active role in research and education, liaising with course
tutors to bring about some standardisation of training and collection of
data from individuals and teams. They also discussed the need for
specialisation which should be conducted with great awareness and not
used to hide inadequacies. Skidmore and Friend concluded that it is the
responsibility of the CPN to undertake research to find out the answers to

such questions as "expansion to where?" and "training for what?"
q

Despite this increased awareness of the inadequacy of the educational
preparation of the CPNs, yet no radical intervention for this problem has
been pursued. This point is seen clearly in the Social Services Committee
report on the community (1985) which urged the government to resolve
the concerns expressed by CPNs at being under-trained and ill-used to
work on a generic model. The report warned against the recagnised waste
of the CPNs' specialised psychiatric expertise, and supported the issue of
CPNs receiving "direct referral" from GPs without having to go through a

psychiatrist (Vousden 1985).
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The above-mentioned problems are not the only identified problems; also
it would be very naive to think that the solution could be found
immediately without extensive research work, examination of relevent
studies and learning from similar experiences. Some plans for improving
the service have been suggested by different writers and organisational

bodies.

Bridge, Dunn and Speight (1981) stressed the importance of developing
post-basic education for psychiatric nurses in the new therapeutic
approaches and that necessary funds s.hould be arranged. Beard (1984)
regarded nursing education as a training scheme to énable them to examine
role and function and prepare them to be better managers of their time
rather than therapists. The Joint Board of Clinical Nursing Studies course
in Community Psychiatric Nursing placed emphasis on education; it would
have been considerably more useful if the Joint Board had recommended
ongoing training and adequate funding for this. Carr et al (1980) and Mangen
and Griffith (1982a) suggested a new structure for the CPN courses. They
emphasised specialisation in certain areas as it is not possible to master
every skill and deliver adequate service in every field. Many areas have
developed with growing problems in society, eg child and adolescent
psychiatry; primary prevention; psycho-sexual counselling; alcoholism or
psychogeriatric. Mangen and Griffith recommended the specialised CPNs
should work alongside the General Practitioner CPN. They also encouraged
CPNs to engage in research work as a means of building up a reliable

theoretical structure which would help to advance their practice.
In the USA the CPNs' educational background had an advantage over CPNs
in the UK: all CPNs in the USA service had at least a BSc degree and one-

quarter of them had an MSc degree. However, Davis and Underwood (1976)
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2.5

found that this group of CPNs were not more satisfactory because of their
background as the formal education had placed more emphasis on the
individual patient and was viewed in a 'social vacuum. Davis and Underwood
recommended the provision of in-service education, particularly to cover

the limitations revealed in the formal programmes.

A Review of Proposals for Modification of the Service

MecKendrick (1984) questioned the Iogic‘underlying provision of CPNs from

- 0900 - 1730 hours Monday to Friday with the rest of the week being regarded

as "out of hours". To view the perspective of extending the service to the
rest of the week McKendrick conducted a survey of CPNs which revealed
the need for establishing an emergency unit that could handle the caseload

during the "out of hours" period.

Clark (1981), Bell (1984), and Weiner (1984) have all discussed the
importance of the CPN in alleviating the increased burden falling on the
GP's shoulders as the care of the elderly shifts to the community. They
have also provided an example of the establishment of a successful social
centre where elderly patients can go in the evenings and at weekends,
equipped with modern facilities, a library and even some transport was
arranged on a volunteer basis. Another example was of group homes for
elderly long-stay patients (Stepney, 1985). Although they encountered
many problems in terms of patient adaptation and staff preparation, on
the whole it indicated the need to continue with such projects to ensure

better results.

The notion of a comprehensive service and holistic approach has been

stressed recently in the literature. Broadley (1985) suggested that
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"Any strategy must, therefore, aim to provide a

comprehensive accessible mental health service for all

patients"
especially those with chronic handicap and elderly patients who find it
difficult to adapt to new environments, ie the bulk of the community.
Stephens (1984) described an interesting example of comprehensive
community care services. It is called the "Mobile Community Treatment",
known as the MCT, and was developed in 1980. It employs one part-time
psychiatrist, a psychiatric resident, a psychologist, a small number of
psychiatric nurses and mental health aides, an accupational therapist and
a social worker. Its programme is aimed at helping chronically mentally
ill patients (CMIs) who have been discharged into an environment lacking
good quality community psychiatric nursing; these patients were mainly
schizophrenic or with affective disorders. It was called mobile because
the staff needed to be mobile, not only visiting patients in their homes or
at'work but also accompanying them to local shops, cinemas and so on.
The MCT operated by daily contact in a natural community setting (in
vivo), and used an assertive approach to actively encourage extremely
passive dependent CMIs to leérn basic specific skills of everyday activities.
Patients could be transferred to less intensive training programmes where
support and other community resources could be used appropriately to
meet the changing patient needs. MCT was also concerned to teach the
public about mental illness and tertiary prevention through utilisation of
sheltered workshops, teaching social skills etc. Furthermore, the MCT
was able to arrange for patients to find part-or full-time jobs in sheltered
work, where MCT staff can liaise with employers to solve the emerging
problems. The MCT were also engaged in educating the local police on
how to reacf appropriately to disturbed individuals and how to use crisis
intervention techniques. Stephens recognised the MCT as a crucial element

in any attempt to construct a comprehensive service for the mentally ill.
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The holistic or 'wholistic' approach to care was very much supported by

Brallier (1980). He defined holistic as

"an integrated state of wellness - specifically the

integration of body, mind and spirit and environment of a

client."
He explained that the origin of holistic health goes back to the time of
Socrates who considered the welfare of the soul was the most important

aspect of living, and also to the Greeks who knew that the body could be

in a diseased state because of disharmony of the mind.

In the 1960s the birth of the community mental health centres across the
USA took place, while in the 1970s the holistic health clinics and practice
began to take shape. Brallier hoped to see a decade of health revolution
in the USA during the 1980s based on the holistic health philosophy. He
listed a number of such holistic health centres in the USA, eg one in
Springfield, Ohio, Westberg and Tubering. Care is provided by a staff of
both professionals and volunteers; the professionals were a physician, a
counsellor, a nurse, a secretary;and volunteers came from the community.
Their philosophical and pragmatic focus was on the wholeness of body,

mind and spirit.

The scheme was operated by accepting clients for appointment either by
telephone or referral. The urgent health needs were attended to as the
main concern was for overall health. A personal health inventory was
filled in and reviewed by the entire staff at the initial meeting. A

complete physical examination, biofeedback*, counselling service and

* Biofeedback therapy is a therapy in which delicate physiological monitoring
instruments serve as teaching tools and allow clients to learn to control
consciously many physiological variables previously thought to be automatic.
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prevention were all carried out in the centre. Many of the chronic problems
were detected early and closely followed since long-term comprehensive
attention to health was provided. A wide range of holistic services would
include management of special diets, therapeutic massage, acupuncture,
self-healing, spiritual development, stress management and physical
assessment. Patients who needed specialised skills were referred to the

appropriate practitioner.

Brallier recommended psychiatric nurses holding Master's degreeé as "ideal
candidates" for practising within the holistic health model since they are
both psychotherapists and nurses, dealing with mind and body

aspects of practice with "relative ease". Also a psychiatric nurse-therapist
undertaking refresher courses in physiology, medical nursing, nutrition as
well as in spiritual and religious philosophies and practice, could operate
within the holistic health practice. Public awareness of the holistic
approach.is increasing and the future trend is to make the holistic method
even more public. Many of the methods used in a holistic health

practice are of a self-regulatory or self-healing nature, therefore‘ the
patient has a say in his treatment and is helped to learn about his
physiological and psychological responses and how to control them using

such methods as biofeedback therapy.

Another model of comprehensive care was enthusiastically described by
Gillespie (1982). This model was developed in the "District Services Centre"
at Maudsley Hospital in London. It provides flexible care to replace the
long-stay hospital in caring for the emotionally unstable patient. It has 34

in-patient places, 90 day-patient places and a drop-in policy for ex-patients.
Its flexibility lies in the wide range of services grouped under one roof and
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the extended role of the psychiatric nurse. The staff consists of

three teams each of nineteen workers which include three medical staff,
ten nurses, three occupational therapists, two social workers and

one psychologist. The staff work a two-shift system throughout the day
and at night the nursing staff of the main hospital covers from 8.30 pm to
7.30 am. Nursing staff had the flexibility of working in three completely
different environments: residential area; team bases; and in patients’

homes.

The DSC valued the work done by patients working in three-stage, well-
equipped workshops; the patients progressed through the stages on their
way to recovery. The workshops could cope with various degrees of activity
from light‘industrial to more advanced forms of industrial work. The

ultimate aim of the DSC was independent living for the patients.

Wing and Olsen (1979) examined the components of comnﬁunity care and
suggested a number of principles for each specific service eg acute/chronic
patients, elderly and handicapped/retarded children, psychotic/neurotic
disabled. However, they considered the principles according to whether
the help needed to be given was the same whether the setting is a ward,
residential school; hostel or family. According to Wing and Olsen the
most fundamental principle is that there is always an interaction between
clinical and social problems and it is rarely possible to separate the two
for the purposes of developing independent medical and social services.
Although an impairment should be distinguished from a
disadvantaged/deprived person, yet it should be recognised that a
combination of impairment and disadvantage would undoubtedly produce a
disability. Thus "treatment" should be used to refer to methods of

decreasing the severity of symptoms throughout a network of co-ordinated
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sociomedical services. They explained that such a sgggestion would enable
people with different kinds of difficulty to advance at their own pace and
to achieve a permanent settlement at the level of minimum disability.
They stressed the value of experiencing success for handicapped people,

therefore,

"If the highest level achievable is living within a sheltered

environment, achieving this level is a form of success and

not a form of failure."
From the practical point of view Wing and Olsen consider two aspects for
discussion of modifications to the service: (i) units for the provision of
care;and (ii) organisation of services for the disabled. With regard to the
first aspect, they classified them into two forms of units - residential and
occupational. The first type of units are residential settings or night units
which include the hospital ward, hospital hostel, hostel, nursing home,
group home (supervised), supervised lodgings, flats and bedsits and the
individual's own family home. The other types of units are mainly concerned
with occupational problems; they favoured day units geographically

separated from the night units except in the cases of severely

deteriorated patients.

The mental health nursing programme of the VNA (or Visiting Nurse
Association) of Louisville in Kentucky represented a preventive model of
care. Johnson (1983) described the purpose of this approach as a specific
service to the "under-served client population", eg homebound elderly,
chronically mentally ill, and other clients in need of outpatient treatment
but unable to access available community services due to physical illness
and limitations. Many benefits of this innovative programme appeared

clear from the increasing number of families able to cope.
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On an organisational level an interesting model of psychiatric service was
suggested by Tyrer (1985) known as the "Hive System". He condemned the
nineteenth century principle of deliberately setting up mental hospitals in
isolated areas away from the centre of the community. He also regarded
the opening of psychiatric units in district general hospitals as misplaced.
He suggested, therefore, the Hive System as an ideal innovation for "true

comprehensive care"

The Hive System bears a close parallel with the activities of the honey
bee. In other words, the mental hospital will be the base and will be sited
within easy reach of a well-defined catchment area. The psychiatric
worker, like the bee, spends much of the day serving in the community but
has regular contact with the base hospital so that his/her work is never
carried on in isolation. These links also allow for all forms of care to be
available to the worker, from simple counselling in the home to emergency

hospital admission.

secondary units close
to areas of greatest
psychiatric morbidity

Hospital

workers coming to and
from the hospital

Boundary of catchment area

The Hive System of Psychiatric Care

Tyrer argued that the Hive System offered a solution to Scull's dilemma
or to the problem of mental health care as identified by Professor Jones.
This suggests that the Hive System has a very close resemblance to the

"Bridging Therapy" theory tested in 1982.
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A further attempt to develop a comprehensive model of care was the one
developed by Essex and Gosling (1983). They developed an "algorithmic"
method for the management of mental health problems in developing
countries. They developed a flow chart to identify mental health prablems
and their management in those developing countries. Mental health workers
were to receive training in the use of the flow chart. They divided mental
health problems into eight diagnostic categories which included both
psychotic and neurotic problems. The input to the flow chart is the patient's
complaint or presenting problem. In line with the 1977 WHO research
programme to develop and évaluate a system of identification and
management of mental health problems, they set a number of goals. The

following is a list of some of these goals:

1. To be usable in many different countries

2. To be usable by intermediate level health workers in out-patient
clinics

3. Must begin with the presenting problem, whether caused by physical
or mental illness

4. Must indicate the most effective and appropriate management

5. Must indicate what to do when transport or drugs are not available

6. Must identify patients who need follow-up.

An example of the flow chart appears overleaf, charting the case of a

patient presenting with the problem of "delusion, including hallucination.

The algorithmic approach is another interesting model of mental health
care based on problem-solving skills. However, the authors admit that
categorisation of mental illness is a very difficult issue among different

cultures. For mental health problems, for example, they found
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". .. not even extensive literature reviews could identify
any acceptible, feasible, appropriate, cross-cultural
categories of presenting mental health problems."

The following diagram presents an example of such a chart.

Presenting
problems

Immediate
action

Follow up

Holds incredible beliefs
Sees and hears things
Lothers cannot

o

\, . .
\e\y >— Yes Diagnostic cause
No \l/
Smell of Yes S

Suspect of Yes

wking drugs—
/

No

\ Yes

l Admit to clinic

ymptom
still present
after 1 day

™y

~

s Yes

t Discharge =2

possible

No \I(

( Refer )

o Onset after Yes o
\ tragic exgp,t/" - manage as for 3.4 Follow up
’ - instruct relatives - educate about
to keep patient dangers of drug
under observation - see in clinic in
at home 2 days
etc etc
Yes .
4 ’etc}

No

\etc)

—”

An example of Algorithmic Method for Management of Mental Health Problems.
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To conclude this discussion, CPNs are still in an unfortunate position; the
concept of their service is still very much linked with economy and
reducing costs. Scientific research to evaluate the service from the
patients' point of view is still problematic. Levels of expectation
regarding the scope of the CPN's role are too great for realistic
achievement, especially in consideration of the lack of educational
preparation, organisational policy, appropriate experience and adequate
finance. Some hope for improvement of the service has been expressed by

empirically planning a realistic outline of the service.

We should bear in mind that any profession is always changing to
accommodate relevant new advances in science, whether technological or
humanistic science. The same principle can be applied-ta the nursing
profession; a compromise has to be achieved between the needs of the
patient as an individual and as a member of society. Ideally, a
comprehensive model of psychiatric care is the target goal in most of
western society, so the role of the CPN as a changeable dynamic force
should be moulded into a new shape based on the studies of community

needs.

With regard to the second aspect, Wing stressed the importance of
madifying current administrative structures which separate individual
health needs from social needs. This resulted in a multiplicity of
agencies, each with its own theories and methods, which do not have an

integrated, comprehensive network of services.
Such a prospect is not easy to achieve and changes will not occur over
night but it should start where CPNs start, ie with their educational

system, curriculum content and syllabus, training models, extent of field
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experience and models of examinations. A paossible suggestion would be
that CPNs should first train as general nurses, becoming acquainted with
the different dimensions of health care (body, soul, mind and
environment); then train in general psychiatric care, again in a holistic
view with special emphasis on the triagram of prevention developed by
Caplan (1961), plus the use of basic therapeutic skills, models of
intervention, assessment techniques and research methads for problem-
solving purposes. Nurses who seek further specialisation could join more
specialised courses attached to certain school(s) of therapy. On the other
hand, from an organisational point of view, but again one leading towards
comprehensive care, CPNs are members of a multi-disciplinary team
which provides its service at all levels of the different settings,

ie district hospital in/out patient, health centres, residential homes, or
patients' homes. With such a comprehensive task the sytem of inter-
communication between different disciplines and various catchment areas
should be developed and used to set maximum efficiency as it is the most
important element in providing comprehensive care. The sytem of referral
should be adequately used, and patients' specific needs should be referred

to the team member who is the most qualified to meet such needs.

It is essential first to set up rules and a policy to reqgulate and promote

the dynamics of the service. Maximum support should be provided to

team members, including the nurses, without discrimination. Such a policy
would help the nurse to push forward and proceed towards social and
political influence which has been handicapped in the past by the power of
other professions. Nurses with a BSc or higher qualification are equivalent
to members from other professions such as physicians or psychologists
with BSc or higher qualifications. It is no longer applicable or acceptable

to force role tasks on nurses who must now learn to decide for themselves
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the nature of their role which should not be in isolation from the needs of

society or from modern developments.

Nurses should formulate their theoretical bases and feel free to adopt as
much as they need from the various relevant sciences with an intelligent
awareness of its direct and indirect practicality, eg computer courses,

administrative skills and problema.solving approaches.
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CHAPTER 3: MODELS OF THERAPEUTIC INTERVENTION

3.1 Introduction
The term "psychotherapy" is not confined to a single set of procedures or
techniques, but includes a wide variety of therapeutic approaches, as will

appear from the following discussion.

Currently there are many treatment systems, over two hundred and fifty,
based on widely differing theoretical constructs, yet they do not offer a
simple explanation of what 'psychotherapy' is (Biloch 1982). Bloch's
investigation of the different definitions given to psychotherapy indicated
that most therapists, apart from Szasz and his colieagues, have viewed

psychotherapy as

"a relationship between a helper and helpee where the
expert gives intentionaily support and guidance to the one
in trouble."
The helper here should be committed to that role and be recognised

socially as a healer. Such a view was not compatible with Szasz's concept

of psychotherapy in which he argues that

"Psychotherapy refers to what two or more people do

with, for and to each other, by means of verbal, non-

verbal messages. In short, a relationship comparable to

friendship, marriage, religious observance, advertising or

teaching.”
Smail (1978) has a third view of psychotherapy. He claimed that there is
no such thing as psychaotherapy, but rather it is an attitude adopted by
people who are reluctant to take decisions for themselves and who

recognise other people, such as priests, gurus, doctors, as possessing

powers and abilities which are more advanced than their own, consequently
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those in power begin to act as experts in human nature.

This situation resuited in ideological battles that have been waged over
the last three decades, leading to an increase in the mystique surrounding

psychotherapy which stiil appears to exist.

Nevertheiess, a considerable number of significant attempts to uncover
the myth of Psychotherapy have been made by the initiative of certain
scientists whose efforts explained a'great deal of the mystique of the
nature of human behaviour. Despite the fact that these attempts have
increased the number of conflicting theories, yet they all share a common
ground, ie the reiationship between patient and therapist. This relationship
shouid be beneficial to the patient, who sees the therapist as powerful,
skiiful and to be trusted to carry out successfui therapy which wouid
remove the patient from his diseased condition. No matter what type of
treatment the therapist uses, therefore, the fact remains that the helper
has the skiil to be of help to the patient. This fortunate feature of
psychotherapy, however, was not sufficiently regarded by Truax and
Carkhuff (1967) who noted that the existence of many aiternative theories
in the fieid of psychotherapy impiies that none of them is completely
adequate for the task of therapy.

"The great proliferation of theories of counselling and

psychotherapy reflects more and more clearly the inability

of any one existing theory to prove itself universally correct

and useful in prediction and practice."
On the other hand this negative phenomenon had piayed a positive part in
developing our awareness of the limitations of current theories. (Generally,
research was active in helping with the selection of superior procedures
and the elimination of parochial ones. Several clinical experiments were

undertaken to find out the elements which favoured one particular
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approach and not another. Yet another different dimension was found to
be a very important aspect for successful therapy to take place; this is
the patient's personality. Crown (1984) presented a careful examination
of some clinical experiments which proved that the resuits of therapy

were very much determined by the patient's antecedent personality make-

up.

"The successfully-treated patient was reasonably mature,

competent and assertive, he had relatively specific

difficulties and was highly motivated for help and willing

to work towards a solution of his problems."
One would argue with Crown that such characteristics would exempt his
patients from the group called "mentaily ili"; another argument couid be
based on Szasz's definition of psychotherapy which would recommend that
such "patients" are only in need of a secure consistent reiationship,
provided by a friend or through marriage, but not necessarily by therapy

as such. The term "mental iliness" per se is also another probiem which

opens up the field for endless argument.

To examine this problem and its significance to the current study, a review
of a number of psychotherapy approaches will be presented in this chapter.
These were selected for two reasons: first, for their direct relevance to

the formuiated approach which was developed by the researcher to be

used in this study, and which was given the name "Flexibie Integrative
Approach", (FIA); second, because of their particular importance as origins

for most of the approaches currently used in today's practice.

Certain classifications were developed by many writers in order to group
the different schools under defined categories which would represent the

common features of these theories. Bloch (1982) classified most of the
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3.2

3.2.1

theories under three main schools: the psychodynamic, the behavioural
and the existential schools. Burgess's (1981) classification was a little
different as she recognised the importance of including social and
biological models of care. These categories will be discussed at a later

stage in this chapter.

Patterson (1980) produced a slightly different classification of schools of
therapy from that of Burgess. It included the rational and
phenomenological approaches. He also discussed a completely different
approach which was not to be grouped with any of the developed categories
of classification because of its unique nature. This approach is the
eclectic system, which was found to be the most relevant

psychotherapeutic approach and the most suitable for the current study. ,

The other two approaches which formed the basis of the FIA were 'reality
therapy' by William Glasser in the 1950s and supportive psychotherapy
which is an integral part of the psychodynamic schools of psychotherapy.
The main characteristics of these three apprgaches and their relevance to

the FIA will now follow.

Three Relevant Psychotherapeutic Approaches

Thorne's Eclectic System

Eclecticism in counselling refers to selecting, picking out or choosing
from various systems or theories, presumably selecting the best from each
but there is no criterion for deciding what is the best. The choice is an
individual one and everything depends on the circumstances of the client

and the counsellor.
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The eclectic system was developed by Frederick Charles Thorne (1909-

1978) as an attempt

"to collect and integrate all known methods of personality
counselling and psychotherapy into an eclectic system
which might form the basis of standardised practice."

(Thorne, 1961)

Patterson stated that this approach has been subjected to extensive
criticism by many writers who hold a particular school of thought; eg by
Rogers (1956) who described it as "superficial", "confused" and that it "has
blocked scientific progress in the field of psychotherapy"; and by Snugg

and Combs (1949) who wrote that

"An eclectic system ieads directly to inconsistency and
contradiction, for techniques derived from conflicting
frames of reference are bound to be conflicting."
On the other hand, Thorne (1967) has defended his eclectic approach by
arguing that all of the major theories or approaches are incomplete and

attempts to incorporate them into an all-inclusive methad

utilising

"the contributions of all recognised systems and schools of
psychology according to their indications and
contraindications."

His integrative psychology is a systematic theoretical foundation for
eclectic clinical practice. Beutler (1983) supported eclecticism but

rejected such attempts to

"choose bits and pieces from a wide spectrum of
counselling theories and methods"

resulting in a
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"hodgepodge of contradictory assumptions and

incompatible techniques."
Instead he proposed an "emerging eclecticism'" developed from research
and experience that reveals common parameters of counselling derived
from a comprehensive study of all theoretical positions. His objective
was to develop eventually a comprehensive, consistent and systematic
synthesis. Thus, this newer concept of eclecticism is not atheoretical.
The "eclectic stance", as described by Truax and Carkhuff (1967) is

systematic but open, based on the

"recognition that no one theoretical orientation or series

of techniques is adequate to deal with the complexities of

multiple persons in potentially constructive interactions."
Therefore eclecticism is a systematic, integrative, theoretical position.
Eclecticism in counselling was recognised by Thorne as early as 1945, but
no members of the Division of Clinical Psychology of the British
Psychological Society identified themselves as eclectic; by 1970 over 50%

so identified themselves. This was impressive evidence of the change in

attitude towards the eclectic position (Patterson, 1980).

Thorne (1967) described his approach as "rigidly scientific and eclectic".

It is inductive rather than deductive.

"Instead of starting with theoretical preconceptions and
then checking the fit of facts to the model, the eclectic
usually proceeds inductively, gathering and analysing the
data and only later attempting to construct explanatory
theories. The main problem in all clinical work is to

discover the organisational dynamics of the person under
study rather than to invent one out of possible theories."

A Clinical Eclectic Viewpoint of Personality

The concept of "personality" has been replaced in Thorne's system by
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"person" or "behaviour". He presents his point of view, or system, in

97 postulates. The core of this view regards personality as consisting of
changing states of the total, or whole, individual living organism as it
copes with the experience of interacting with its environment in unique,
individual ways that differentiate it personally and socially from others.
Thus the person is perceived on the basis of entering into the world and
experiencing it through the utilisation of the existential-phenomenological

method.

Persanality dynamics involve a series of drives: firstly, a drive for higher
organisation which includes a person's needs to maximise himself/herself
to achieve perfect functioning, organising and expanding experience into
meaningful wholes, Secondly, they involve a drive to achieve and
maintain stability of organisation; this includes self-preservation,
“homeostasis, habit system, ideological cor.ltrols, life goals and purposes,
role and status, and life style. The third drive is the drive to integrate
opposing functions in order to resolve imbalance but not necessarily to

avoid tension.

Consciousness is the central datum of psychology and conscious
experiences are "primary behaviour data whose existential reality cannot
be denied." Caonsciousness functions as a master sense organ which is the
main organising, integrating and unifying unit mechanism determining and
making possible higher level personality functioning. The contents of
consciousness determine mental status and its disturbance resuits in
disturbed behaviour. The non-conscious aspects of behaviour are only
postulated when hypotheses concerning normal conscious mental life have

been exhausted.
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The "self image" or self concept is what one thinks of oneself to be,
particularly as we think it appears to others. The ego functions inciude an
awareness of itself, evaluation of itself, regard for itself and control of
itself. Accumulation of self knowiedge constitutes the core of "self-

perception mass".

Thorne (1961) regarded personality as evolving in an irreversible sequence
of statuses in the process of becoming "self-actualised". Maore important
than personality traits are the ongoing acts of the individual in terms of
existential concept through the transcending of his past and present

existence to shape his future.

"The ultimate value of man, both personally and socially,

is a function of the quality of his cognitive functioning."
Personality development is influenced by constitutional biological factors,
cultural factors, and self-actualisation. The drive for self-actualisation is
one of the most powerful human motives and involves a dissatisfaction
with self and a working toward self-improvement or perfection plus the

awareness of alternatives and the existence of decision-making.

"From the eclectic viewpoint, personality development is
regarded as a struggle to transcend affective, impulsive
unconscious determination of behaviour by learning and
perfecting rational-logical-voluntary control of
behaviaour."

Thorne decided to formulate an etiological equation derived from

different schools, in order to identify disturbing factors in the patient's

personality or his environment thus affecting the treatment plan.

The Etiological Equation

Tharne's (1968) equation is based upon the diagnosis and provides the basis
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for treatment. It

"differentiates between primary, secondary, predisposing,
precipitating, pre-existing and situational factors and
attempts to weigh the contribution of each."

Twelve classes of etiological equations are identified in terms of

prepotent determining factors:

(1) biogenetic determination,

(2) constitutional determination,

(3) pathological physiological determination,

(4) affective or emotional conflict determination,

(5) cognitive-behaviour determination,

(6) conditional mental context determination,

(7) role playing and social status determination,

(8) self concept and eqgo structure determination,

(9) iife style determination,

(10) interpersonal-transitional determination,

(11) existential-status determination, and

(12) social-environment determination.

Characteristic etiological equations are given in each class. An example

of equations under (8) are as follows:

a) low self-concept + lack of confidence = poor performance = inferiority
complex (Adler)
b) low self-concept + anxiety over failure = defensive reaction

formations = existential anxiety etc.

Direct examination is necessary to determine etiological equations;

psychological tests are not adapted to the measurement of changing
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psychological states and are not available to measure factors in the higher

level integrations.

"Clinical judgement is the only tool available for
differentiating, evaluating and weighing all the various
classes of factors etiologic to psychological condition."

Therefore the clinical encounter is a basic factor for sensitive, accurate

clinical judgement. Thorne described the clinical encounter thus:

"In the existential sense, every interview should be a

genuine clinical encounter in which clinician and client

experience each other and themselves more completely

and meaningfully. Factors like personal warmth and

liking, unconditional positive regard, non-judgmentalism,

non-impaosition, permissiveness, empathy and genuineness

are important to reduce defensiveness and provide a safe

environment in which the client can be and experience

himself/herself more completely and constructively."
Terminating Case Handling
The closing phase of counselling is characterised by the achievement of an
understanding of the nature and origin of the maladjustment, the reduction
in tension and defensive reactions and the development of a rational
approach to dealing with maladjustments or problems. The client is freed
from affective-impulse behaviour and is able to use intellectual resources
in problem-solving behaviour. With clients of lower intelligence,

counselling may continue with the counsellor contributing more actively

or directively to the solution of probiems.

To summarise, Thorne appears to select a single - and what he considers
the major - problem and work on that, apparently moving on to other
problems later. The etinlogical equation is to be the basis of treatment
and is unique to each ciient being constantly revised, almost on a moment-

to-moment basis. Thorne's practice is highly didactic or tutorial; the
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general approach is a rational, logical problém-solving approach. Thorne's
approach incorporates basic common elements of all systems or
approaches; these are the three major elements or "core conditions" .
These are empathic understanding, respect and warmth,and genuineness.
Thorne places emphasis upon self-actualisation, self-enhancement and self-
consistency as the primary dynamic matives underlying all of life and at
its highest level of integration which agrees with the perceptual
phenomenological existential system and the Gestalt approach. This
provides an organising principle which is necessary for a truly integrative

system.

After the eclectic position of Thorne comes the more recent work of
William Glasser, in 1975, who placed particular emphasis on the patient's

responsibility towards himself. This approach is known as "reality therapy".

Reality Therapy

Reality therapy is a well-established school of therapy developed in the
1950s by William Glasser (1975). Its basic theory recognises that people
develop an identity image by the age of 4-5 years and come to view
themslves as either a failure or a success. To develop a successful identity

each individual must meet two basic psychological needs:

(i) know that at least one person loves him and in return love at least
one person, and
(i) view himself as worthwhile and that at least one person sees him as

worthwhile (Ellis 1984).

Additional work done by Glasser and Zunin in 1973 emphasises the

importance of "responsible behaviour" (Colvin 1980). Glasser viewed
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mental illness as a form of "irresponsible behaviour”". An individual's

attempt either to deny reality or to ignore it protects that individual from

facing feelings of worthlessness, meaninglessness or insignificance in the

world, but this is a sign of "mental illness" or "irresponsible behaviour".

(This excludes mental illness of a biological origin.)

His process of reality therapy consists of six steps that must be completed

and followed, in the sequence described below:

Involvement: It is extremely important and difficult and requires

major skill to build a confident relationship between the therapist and
the client. Transference is not encouraged, instead there must be
warm understanding and sincere interest in helping the person towards
more responsible behaviour. The relationship should be built on

honesty and clear understanding on both sides.

Examining current behaviour: Here the focus is on the client's present

behaviour, regardiess of past life experiences. Past life events, no
matter how traumatic, are not accepted as an excuse for irresponsible
behaviour, as behaviour is considered far more important than feelings.
Therefore the therapist must concentrate on what the client is doing

rather than what he is feeling:
Do Bad __>Feel Bad Do Good > Feel Good
Feel Bad ¢« — Do Bad Feel Good <_____ Do Good

Make value judgements: The client is guided to evaluate his behaviour

and make value judgements about his behaviour. The client must see
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that his current behaviour is not working to his advantage and decide
that he needs to make some changes. Such procedures are often
painful, support and assistance should be given, but one must never

tell someone how to live their life.

4. Making a plan: The client is helped to make a plan to change his

behaviour. The client's motivation and abilities should be carefully
considered, ie must be neither too complicated nor overly sirmplistic.
The plan becomes a written contract that includes details of

activities, time, place etc.

5.  Commitment to the plan: The client is asked to make a commitment

to the plan. No plan can work if the client does not make such a
commitment to carry it out. Commitments are generally difficuit
for clients who suffeI: an identity of failure. The therapist monitors
the commitment to determine whether it is realistic and suitable for

implementation.

6. Alter the plan if necessary: The therapist does not spend time dwelling

on a failed plan and-making excuses as to why the client did not keep
the commitment, or bilaming him for its failure. The goal would be to
look at the present and determine whether the client is going to fuifil
the old commitment or whether to make a new plan. No form of

punishment is used as punishment reinforces a failure identity.

Supportive psychotherapy is perceived as the basic element for all
psychotherapeutic approaches, even with those techniques which need
hostile/aggress'ive intervention, eg some forms of behaviour therapy or

psychoanalytical exposition. Therefore implementation of supportive
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psychotherapy was fundamental to the developed approach.

Supportive Psychotherapy

The term "Supportive Psychotherapy" is commonly used, (Crown, 1984)
yet it is conceptualised in dffferent ways. Technically, Bloch (1984)
defined it according to the direct meaning of the word (from Union 1979

dictionary),
"supportive, sup = sub + portare = to carry"

He explained that the word means to "hold up" or "lend a hand" which is

the main therapist's task towards his patient.

Supportive psychotherapy aims at restoration of the patient to his former
state to enable him to achieve once again a state of psychological
equilibrium. It is not intended to cause radical changes in the patient's
life or personality, therefore great care is taken not to disrupt reasonable
defences, the generation of conflict is avoided and critical feedback to
the patient is kept to a minimum. According to Crown (1984), the process
of supportive psychotherapy relies heavily on a number of factors, the

most important being:

1. The relationship that develops between the therapist and the patient.
This, to a great extent, resembles the relationship between parent
and child. It provides security, shelter, warmth, acceptance,
understanding and willingness to help. This relationship encourages
total or partial dependency on the premise that the effects of stress

have rendered him unfit to sustain his independence.
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2. In addition to this relationship, various therapeutic techniques, such
as active listening, explanation, advice, encouragement, helping the
patient to express openly his suppressed problems or feelings, and
environmental manipulation, eg his job or accommodation,are

important factors to be included.

3. The treatment programme is designed according to the patient's
needs and capacities. It is useful to have a form of written contract

agreed by both the patient and the therapist.

The previous elements of the supportive psychotherapy process are flexibly
shaped according to the type of the patient. Bloch (1982) described two

types of patient groups who might benefit from this therapy.

1. Patients in crisis: those experiencing stressful circumstances that
proved too much for their coping abilities. Yet their personality is
well-integrated and what they need is a breathing space, alleviation
of the distress and to receive guidance and learn a better adaptive
mechanism. Usually the issue here is crisis intervention and the plan,

in most cases, is for a period of weeks.

2. Chronically handicapped patients: usually these are patients
handicapped by enduring conditions such as some form of
schizophrenia. Treatment is geared towards the provision of support

on a regular continuing basis for several years.

Other helping agencies are important to include in the therapy, eg
community day centres, day hospitals, occupational therapy workshops

etc. It is also important to form a helping team, made up of GPs,
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psychiatrists, psychologists, social workers, nurses, family members and
fellow-patients to ensure comprehensive support and to decrease the

caseload for the therapist.

The preceding review of three theories of psychotherapy serves mainly to
provide an explanation of the ideology of the developed approach FAI;
nevertheless these three theories were not complete and have some
weaknesses. For instance, with the eclectic position, Thorne's system
consists essentially of assumptions and opinions rather than the integration
of empirical facts and validated knowledge. But this problem may be
solved with further testing and evaluation, or modification of the
assumption. Thorne would, no doubt, agree that his approach is only a

first approximation towards a more definitive eclectic system.

In reality therapy, some conflict is recognised within the theory itself; eg
it refuses to dwell on the patient's past, but at the same time emphasises
the importance of personality development. This inner conflict within

this theory may have originated as a result of employing some conflicting
principles from the existential, behavioural and psychological viewpoints
without establishing a connecting link to integrate them. An integration

of some of the phenomenological or perceptual techniques could be useful
in this case, ie the therapist's concern is not only to help the patient to
take responsibility towards his own life but also to help the patient improve

his perception of different phenomena.

The major problem with supportive psychotherapy is dependency. This
form of therapy encourages dependency at the early stages of treatment,
hoping that the patient gradually will be able to relinquish his dependency.

On many occasions the patient would sample the advantage of dependency
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and develop an inclination to become overly dependent. On other occasions
the therapist would encourage dependence and gain satisfaction from such
a process. This phenomenon is quite dangerous and could jeopardise the

therapeutic effect.

Awareness of this problem should be brought to the surface and discussed
quite openly between the therapist and the patient. A contract, either
formal or informal, could help to set limits to such an attitude. This
problem can be reasonably avoided in the rational-emotive therapy which

will be discussed later in this chapter.

The Flexible Integrative Approach (FIA)

The approach formulated was quite comprehensive as an attempt to find a
basis for a flexible routine of work that could incorporate principles from
some different approaches both from a psychotherapeutic and a nursing

point of view.

The approach, formulated by the researcher and labelled the Flexible
Integrative Approach (FIA), did not favour one school of therapy over any
other,but it used the appropriate principle for the appropriate situation
for a particular patient at a particular time. To be able to know what is
appropriate all the time is a debatable point. However, shared opinion,
scientific procedures of problem-solving, consideration of the patient's
viewpoint and the employment of systematic procedures, could be means
for eliminating bias or unexpected side-effects and could lead to improved

decision-making for more effective intervention (Bennett, 1978).

The previous review of some of the theories of psychotherapy has implied

that the probiem with psychotherapy is that the different models continue
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to vie with one another without success in finding one adequate answer to

the question 'What is the best model for psychotherapy?'

Nevertheless, these approaches proved useful in developing a conceptual
basis for the therapeutic process with a considerable scientific orientation.
It would have been ideal to find enough consistent data that could be
generalised and used successfully with different patients showing different
forms of illness. Yet it is important to note that variations in the
interpretation of the origins of neurosis and psychosis are positive signs
that psychotherapy is dynamically heading in the right direction and not
static in pursuing empirical evaluation (ie seeking a simple explanation of
the marked variations in human behaviour, personality and perception or
intellectualisation). However, each individual is unique and so, therefore,
is each therapeutic process. The explanations produced by the different
schools of therapy are useful to facilitate the investigation of the
psychological problem;yet the process tends to become purely personal,
shaped by the therapist, the cliént and the environment. Smail (1978)
recognised this phenomenon and demaonstrated that what a therapist might
say does not necessarily match what actually happens in therapy.

Furthermore, he added that although those theories can

"have consequences for our view of ourselves and our relations
with each other, yet they often are not put into therapeutic
practice."

For this reason educating or training a person in 'psychotherapy' is not

enough because it would result in

"a) creation of 'experts', semi-experts or technological agents
who promulgate theories or apply therapeutic techniques
with very little critical understanding of the dubious nature
of their conceptual foundations; and
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b) reinforce a cultural attitude in which, in matters with

which they are not acquainted at first hand, people simply

accept what they find."
The therapeutic approach (FIA) used in the current piece of work was
basically eclectic in nature. It did not adhere strongly to one approach in
particular, but it was closely correlated with the principles of a number of
approaches that appeared particulariy relevant to the techniques
developed by the researcher. Therefore in that sense it was a personal
approach. Two reasons dictated this trend: firstly, the unsettled state for
favouring one approach rather than anothery and secondly, the difficulty
in gaining adequate experience in the practice of each type of approach.
There was nothing new about the main shape of the FIA, apart from its
flexibility in shifting the emphasis of the therapy from one point to another
according to the patient's needs. By means of this process different
principles from different schools were used to cope with the many

dimensions of each presented problem.

Although the main ideological shape of the FIA was formed from Thorne's
ecleétic theory, Glasser's 'reality therapy' theory and Crown's (1984)
supportive psychotherapy model, yet other original schools of therapy also

had a relevant impact.

These original schools were: the Psychoanalytic School, the Humanist-
Existential School, the Perceptual-Phenomenological Approaches, the
Rational Approaches, the Behavioural Schools, the Biological Model of
Care, the Social Model and Group Therapy Model. The following
discussion will briefly include the entities of these schools and their

impact on the FIA.
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3.4.1

Classification of the Main Therapeutic Models

It is of importance here to provide a brief summary of some of the major
therapeutic models because of their originality and crucial influence on

the approach developed in the study.

Psychoanalytic

The Psychoanalytic school includes mainly Freud's work as the source of
its basic concepts. Some authors, like Burgess (1981) and Brown and Pedder
(1979), called it the psychodynamic school to include some of the other
theories that emerged and separated from the orthodox approach. Talking
cure through cartharsis of feelings is the basic technique of this school,
aimed at freeing the conflicting forces and exploration of the unconscious.
Freud, through his knowledge of the central nervous system, was able to
recognise that higher centres of control can inhibit primitive ones (Brown
and Pedder, 1979). Similarly, he developed the theory of the level of
consciousness and the structure of personality. He recognised the problem

of anxiety as the origin of neurosis, including depression.

Freud aiso recognised motivational drives as important forces and central
for both the psyche and soma. The psychosexual development phases were
central issues in his theory, which raised considerable disagreement among

the psychosocial and existential schools.

Transference was of specific importance in his therapeutic relationship
and became a tool for investigating the forgotten repressed past. On the
other hand, he recognised the problem of "counter~transference' and
advised the therapist to go through a purification process first. A further
contribution made was the use of interpretation of dreams to function as

"the road to a knowledge of the unconscious'.
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3.4.2 Humanist - Existential
This school started mainly as an opposing reaction to the materialistic
approach to the study of human behaviour by Freud and his insistence on
instinct-based and unconscious determinism. It was begun originally in
Germany and Switzerland in the beginning of this century by a number of
pioneers like Binswanger, Boss and Frankl. According to Bloch (1982) they
adopted a religious approach, derived from existential philosophy, that
every human being is (a) the author of his own world;and (b) that his

knowledge of the world can only be achieved through his experience of it

by his consciousness.

Viktor Frankl (1967) developed the "Logotherapy" theory which
incorporated two important concepts of Freedom and Responsibility, to
choose to live authentically or unauthentically. According to the
existential school, the origin of neurosis is the fear of death, and the
avoidance of facing the "Angel" or the "existential anxiety". Existential
psychotherapy is concerned with the patient's present and future. The
treatment involves making the patient responsible for himself in seeking

to change his way of life.

A good example here for such an approach is the client-centred therapy
developed by Carl Rogers (1951). Rogers recognised the conflict between
freedom and determination. He hypothesises that human beings are
rational, socialised, constructive and forward-movingjand that each
individual has the potential for growth and self-actualisation. The
maladjusted disturbed individual is characterised by incongruence between
the self and threatening experience. The individual reacts defensively,
denying or distorting experiences. Therapy is directed towards helping

the individual to become more congruent, less defensive, more realistic
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and objective in his/her perception, more effective in problem-solving and

more accepting of others,

The most important feature of Rogers's therapy was the move from talk
to action and the emphasis on expression rather than on understanding,
and the engagement of the client in a series of technical exercises to
loosen conscious resistance, to develop self-awareness and change.
Nevertheless, his approach did not help to resolve the conflict between

freedom and determination in the existential theory.

Perceptual - Phenamenolagical
De Koning (1982) tried to explain the philasophy of Phenomenology and

strove for an adequate definition:

"Phenomenology is an attempt to re-establish contact

with this world in which we live and to re-appropriate

that which has been lost. . . . The task of the

phenomenologist is to go to the 'things themselves', as

they are 'in themselves' and to describe them and our

immediate experience of them. ... Phenomenology is an

attempt not only to understand the 'lived world' but also

to understand it better by being critical of assertions

made with a naive attitude and to remove presuppositions.”
He explained that'phenomenology is also a philosophy that puts essence
back into its existence through the understanding of its concreteness, not
only its absolute measure. Therefore essence, here, is always related to
the experience of the world by the individual and its meaning for him/her.
In this respect the reflection is neutral and is employed in the

phenomenological analysis as an attempt at understanding what the

phenomena mean.

A specific example of this approach is Kelly's psychology of personal

constructs and counselling in 1955, His theory of personal constructs is
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based upon the philasophical position of constructive alternativism by
which a person has many workable ways in which to construe the world
(Kelly, 1955). The system is developed on the basis of a single postulate
and its elaboration by means of 11 corollaries. This basic assumption is
that "a person's" processes are psychologically channelled by the ways in
whicH he anticipates events. Therefore, the individual's system of personal
constructs determines the way the world is constructed. These constructs
have certain formal characteristics that form a hierarchy of subsystems
of diagnostic constructs. The therapist's task here is to analyse,
understand and subsume the client's construct system. Therapy is directed
towards change in behaviour and reconstruction of the personal construct
system. The process of therapy is similar to the process of scientific
experimentation. The therapist helps the client to develop hypotheses and
test them experimentally, both within and outside the therapeutic session.
The therapist, in this model, shouid be highly active, manipulative,
constantly prodding, pushing and stimulating the patient. Such an active
nature of therapy places tremendous responsibility on the therapist and
creates the need for decision-making and continuous evaluation and
judgement. The purpose of this technique is to get the client to believe
that the therapist is in control and that the 'doctor knows best'. Yet Kelly
recognises the dangers of this method and warned against the therapist

playing God.

Although Kelly's approach is considered one of the most systematic, using
rational, intellectual and cognitive features, and is highly sensitive to
various possible forms of client behaviour, yet it lacks an actual therapy
protocol and diagnostic techniques. Another limitation in Kelly's approach
is the lack of a concept of 'motivation' or 'need'; however his basic

postulate does have a motivational aspect including a goal or direction for
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all behaviour. Despite these problems the personal construct theory is

considered by Bruner (1956) as

"the single greatest contribution of the past decade to the
theory of personality function."

The Rational Approach

Rational theories of counselling or psychotherapy are those that tend to
take a logical, intellectual approach to the process and to the solution of
the client's problems. They tend to be simple in nature, but also eclectic,
ie adopt a variety of therapeutic techniques on the basis of common sense
or empiricism. Rational approaches are usually based on an analogy
between medicine and counselling/psychotherapy; thus they place great
emphasis upon diagnosis and differential treatment. A good example of
this approach is Williamson's approach in 1950 which has become known as
the "Minnesota point of view". It is based on the perception of counselling
or psychotherapy known as "Education".

Accordingly the basic purpose of education here is not only to train the
inteilect but also to assist the individuals (students) to achieve emotional
maturity within the range of their potentialities, ie counselling joined
with instruction. Its standpoint is that through education the client will
learn how to understand himself and use intelligence or rationality to
change or correct his responses in order to achieve a rational, satisfying
life. Because the development was originally in an educational setting the
counseilor is essentially a teacher with the curriculum being clients and

their own style of living.

Therefore, the concept of counselling in this context involves the
application of science, objectives, facts or knowledge to the problems of

the individual in order to help him/her to make the best choices or

132



develop a system of values, without pressure on the client or denial of the
right to self-determination. Counseiling does not end with the resolution
of the affective elements present, but extends to a rational problem-solving
approach to the specific problems that troubled the client. Williamson

and Darley (1937) listed six steps in the clinical counselling process:

analysis, synthesis, diagnosis, prognosis, counseiling and follow-up.

The Minnesota point of view, in brief, is an attempt to apply a scientific
approach to counselling by the use of measurement and prediction. The
process consists of gathering objective data about the client, synthesising
the data into a diagnosis, predicting outcomes (prognosis) and planning a
programme of action derived from these data. While the emphasis is upon
the rational process in problem solving, the influence of emotions is not
ignored. However this approach has the limitation of the emphasis placed
on obtaining "objective data" and measurements which are quite doubtful.
This emphasis had a narrowing effect on this approach as it did not
adequately consider the affective reactions of clients nor the clients' own
perception of themselves and the world. Another recognised limitation is
the lack of a systematic approach to counselling. It is characterised by
being highly individualised with no criteria given for the use of specific
techniques. On the whole, the Minnesota point of view is one of the most

complicated, inteliectual approaches.
Another useful example of the rational approach is the Rational-Emotive
Therapy (RET) developed by Albert Ellis in 1962. It was considered by

Patterson (1980) as

"The most extreme of attempts to introduce logic and
reason to counselling or psychotherapy."
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Ellis (1962) claims no originality for the concepts that make up hi;s system
but viewed them as already formulated by many ancient and modern
philosophers, psychologists, psychotherapists and social thinkers. RET
makes certain assumptions about the nature of human beings and the

genesis of their unhappiness or emotional disturbance:

1. Human beings are uniquely rational, as well as irrational. Rational

thinking results in effective, happy and competent individuals.

2. Emotional psychological disturbance - neurotic behaviour - is the
result of irrational and illogical thinking, Emation accompanies
thinking and thinking is, in effect, usually biased, prejudiced, highly

personalised and irrational.

3. Irrational thinking originates in early illogical learning. Human
beings are biologically predisposed towards irrational thinking and
environmental conditions and experiences build upon this
predisposition. Psychotics have stronger predispositions towards

disturbed thinking.
4. Thinking accompanies emotion and emotional disturbances, irrational

thinking persists if the emotional disturbances persist as a result of

internal verbalisation.

5. Continuing states of emotional disturbance which are a result of self
verbalisation are determined not by external circumstances but by
the person's perception and attitudes.

6. Negative and self-defeating thoughts and emotions must be attacked
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by a recognition of the person's perception so that thinking becomes

logical and rational.

Ellis (1962) pointed out eleven fallacious ideas that are almost universal
and their acceptance leads to emotional disturbance or neurosis. A person
who believes in them will eventually become inhibited, hostile, defensive,

quilty, ineffective, inert, uncontrolled, unhappy and emaotionally upset.

RET recognises the individual's ability to determine his/her own behaviour
and emotional experience. It adopts the ABC theory of behaviour and
personality disturbance. A is the Activating Event or Experience, B is the
individual Belief System and C is the Consequence. A is not the direct
cause of C but is actually the result of B. If B is realistic Belief (rB), the
Consequence will be rational Consequence (rC). But if B is illogical Belief
(iB) then the consequence will be irrational thinking (iC). The person's
response to the Activating events (A) will depend upon how the individual
perceives and interprets A. Therapy consists of attacking irrational
Beliefs (iB) by Disputing (D) them. The result is cognitive Effect (cE) and
usually a behavioural Effect (bE). As a result the client's (iBs) become
(rBs) and the (iCs) become (rCs). RET may be either for a short: or long-
term, ideally for two years. It is for individual or group therapy or
combined. Although RET is a logical-rational approach, yet it has some
weaknesses that could limit its effectiveness. Ellis claimed (1977) that
this approach had a 90% success rate, but by success he did not mean cure

but rather improvement.

One could argue about what "effective " means in Ellis's belief; and
whether such a directive approach might not lead to patient dependency.

His approach resembles brain-washing, as he places great emphasis upon
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persuasion, suggestion and repetition. On the other hand, Ellis's direct
methods and argument are not necessarily effective methods for changing

attitudes and behaviour but instead may lead to resistance.

The Behavioural

This school is completely the opposite of the psychodynamic, existential
and phenomenological schools. Its basic theory is that all human behaviour
is learned by certain processes, either through classical conditioning or
operant conditioning, or madelling or cognition (Bloch 1982). Both
neurosis and psychosis are, in essence, examples of maladaptive behaviour
and learned habits that have been maintained. Therefore, the overt
symptoms (the learned behaviour), not the secondary manifestation of
disease or unconscious conflict, are to be treated since they themselves
are the problem. The goal of treatment is to unlearn specific patterns of
behaviour and to replacé them with more adaptive patterns. Paviov,
Watson and Guthrie, as pioneers of the behavioural therapy concept,
developed the theory of conditioned learning. Burgess (1981) described

the typical course of behavioural therapy as:

1. Determining the behaviour to be modified

2. Establishing the conditions under which the behaviour occurs

3. Determining the factors responsible for the persistence of behaviour
4. Selecting a set of treatment conditions

5. Arranging a schedule of training.

The conditions that precede the behaviour may be modified by such
techniques as desensitization, reciprocal inhibition and conditioned
avoidance. The conditions resulting from the behaviour may be modified

by positive reinforcement or negative reinforcement, aversive
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conditioning and extinction. Behaviour therapy offers several possible
advantages to other forms of treatment, including shorter duration of

treatment and applicability to a broad range of patients.

A new approach which has stemmed from behavioural therapy is cognitive
behaviour modification. Cognitive therapy or cognitive restructuring is
considered by Smail (1978) as an attempt made by Behaviourism to cope
with a major problem which had been faced with no adequate resolution.

This problem was,

"How to accommodate changes which are forced upon the

therapist by practical experience within a scientific

dogma which is woefully inadequate for dealing with

them."
Kihistrom and Nasby (1981) agreed that the emergence of the cognitive
viewpoint within experimental psychology has created a sort of crisis
within the behavioural movement, as several of its influential practitioners
began to question their allegiance to the principles and procedures of
learning theory. Bloch (1982) explained that, unlike theories of learning,
cognitive theory postulates that a person's thoughts or cognition are
primarily determined behaviour. In neurosis and especially in depression
where low self-esteem is such a common feature, the notion is advanced
that the patient's thoughts about himself are that he has little to offer or
has achieved nothing or deserves criticism. Aaron Beck (1976), for instance,
believes that a depressed person has misinterpreted aspects of reality
through processes of distortion and exaggeration and that the resultant
fhoughts have become automatic, something of an entrenched habit.
Therefare the main priority in Beck's approach to therapy is to "correct
faulty conceptions and self signals" aiming at abolishing the negative

automatic thoughts and promoting realistic thinking. The significance of
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cognitive therapy lies in the attempt to deal with emotions through

thoughts.

Meichenbaum (1977) developed his programme of "self-instructional

training" which is based on the assumption that

"the things people say to themselves determine the rest of

the things they do."
He differed from Beck in relating human behaviour to a number of various
canstructs: physiological responses, affectivé reactions, cognitions, and
interpersonal interactions; and that the internal dialogue is only one of
these activities or constructs. He used the internal dialogue as a procedure
or a medium for self instruction and behaviour control. Although the
Meichenbaum approach has a promising beginning, he recognises its

incompleteness both in theory and practice.

3.4.6 Biological Model
This model, as discussed by Burgess (1981), is the one that has helped to
control the uncontrollable behaviour of mentally ill patients, particularly
psychotics, and thus opened the field to other psychotherapeutic
approaches to actively contribute to uncovering the myth of mental
illness. She considers that the modern origins of the biological model can
be traced to Emil D Kraepelin, an eminent German psychiatrist whose
approach is known as the "nosological concept". He was able to provide a
classification of mental iliness which, with some madification, is still in
use. The biological model views psychiatric illness as a disease like any
other, with a supposition that eventually there will be found an etiology
related to the functional anatomy of the brain. This model relies heavily

on etiology, pathogenesis, signs and symptoms, differential diagnoses,
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somatic treatment and prognosis. As a result the following conceptual

foundations were provided:

1. Development and use of antipsychotic and antidepressant medication

2. The development of mathematical techniques such as factor analysis
which facilitate the validation of clinical syndromes and predict the
response to drugs

3. Studies of the genetic transmission of mental illness

4, Metabolic studies of psychiatric illness, especially depression.

Clinicians who rigidly hoid one particular model to explain or understand
the psychiatric phenomena would obviously find little use in alternative
models. Although many of the psychiatric care units, especially in teaching
hospitals, would claim that they utilise individual therapy as well as social
techniques of therapeutic community, yet, in the practice of teaching,
research and economics, the decisions made automaticaily cause the

biolagical maodel to predominate (Burgess, 1981).

Social Model

This model was introduced to psychotherapy as early as the latter part of
the eighteenth century under the name of "moral therapy" by William Tuke
(1732-1822), an English Quaker layman; and later by his grandson, Daniel
Tuke (1827-1895), a leading figure in British psychiatry (Burgess, 1981).
However, the greatest impetus to the social model was received from
Adolph Meyer and Harry Sullivan in the first half of this century. Since
then the psychiatric ward has been viewed as a social system, the
relationship between social class and mental iliness has been established
and epidemiological studies have been carried out (Mishier, 1981). As a

consequence group and family therapy began to take place, day hospitals,
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walk-in clinics and day centres provided new ways of treatment without
separating the mentally ill patient from his/her social environment. The
social model philosophy aims to help the patient to a better understanding

of the social system and how he/she relates to it. The social therapist

- believes that the personality is neither diseased nor in need of fundamental

restructuring. What could be needed might be the restructuring of the
'nuclear' social system, ie the family, or even an attempt to impact the

broader social system such as housing or education issues.

The social model focuses on the way the individual functions in the social
system. Symptoms are traced, not to conflicts within the mind, nor to
manifestations of psychiatric disease, but to the "relationship of the
individual to his manner of functioning in social situations." The social
model adopts the basic concept of helping the patient through maintaining
a therapeutic milieu; therefore it fosters approaches like occupational

therapy and art therapy.

So far the discussion has focused on the therapeutic approaches used in
individual psychotherapy. It is relevant in this context to mention briefly
some forms of group therapy that were included in the FIA strategies.

The use of group therapy with individual therapy was practised by Schilder
in 1939 (Brown and Pedder, 1979). Group therapy in this context is
complementary to the individual psychotherapy approach. The value of
patients sharing their experience in a therapeutic context was recognised

by both the patient and the researcher.

Group Therapy
The human species are social animals, living within groups at work, play

and home. It is no wonder then that many of the emotional problems
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encountered in psychiatric practice stem from disturbed relationships
within these groups. Groups are naturally formed, like families,
colleagues at work, or artificially formed, like planned groups for
therapeutic purposes. Bloch (1982) related the development of group
therapy to the social model of care, while Brown and Pedder (1979) related
it to the development of object-relations theory in psychoanalysis. They
found that theorists like Fairbairn, Guntrip and Winnicott have suggested
that the primary motivational drive in man is to seek a relationship with
others at different. stages of life. They explain the example of the infant,
which although not seeking gratification of an oral impulse does find

satisfaction through the feeding relationship.

From an historical point of view, Walton (1978) claimed that Pratt (1907)
was the first person to formulate social meetings on a weekly basis to
provide instruction and mutual support for his patients suffering from
tuberculosis but who refused sanatorium treatment. Subsequently other
groups started to appear for the treatment of specific problems like

alcoholism. Some of them were directed by laymen.

On the other hand, Whiteley and Gordon (1979) regarded Le Bon's (1895)
study of crowd phenomena as the root for studying group behaviour. They
also found that McDougall's thesis of 1920 had asserted the reality of a
group mind independent of the individual group members (McDougall,
1920). Freud had obviously anticipated group therapy in his book "Group
Psychology and the Analysis of the Ego" (1921). He noted that the "group
mind" is capable of more productive work such as the development of
language and folklore. Yet Jung (1960) rejected this approach as he
regarded psychological illness as an individual experience which requjred

individual analysis. Walton (1978) defined group therapy as a
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"form of treatment (which) calls for the same small group

of patients to meet together regularly with a trained

conductor, the aim being to achieve symptom relief and

personality change."
This definition is mainly applicable to the classical form of group therapy
which was cailed 'small group therapy' or T groups (T = training). Other
forms of therapy have emerged like the therapeutic communities of
Maxweil Jones (1956) and the milieu therapy. The term therapeutic
community refers to the use of the social environment ta help in the
treatment of the patient's malfunction areas. Jones (1968) suggested that
helping patients should no longer be as isolated individual cases but
intimately bound up with family groups and society at large. Therefore
the use of therapeutic potential should take place whichever this
community may be, eq hospital, prison, etc. Maxwell Jones's model
emphasised four themes: democratisation; person awareness; communalism;
and reality confrontation. This model of group involvement appeared to

be successful, the reasons claimed being due to autonomy and independence

gained from peer group support, with staff control seemingly restrained.

Another important form of group therapy is the encounter group developed

" by Carl Rogers (1969) which ranges from creative "workshops" through
sensitivity groups and T groups. Encounter group therapy aims at increasing
the person's psychological perceptiveness. To Carl Rogers (1970), an
encounter is basically a meeting between one person and another, where
each begins to experience the other as a real person in a closer and more
direct contact than that usually found in ordinary life, and without the
customary inhibitions and social conventions that prevent the expression

of genuine feelings, both positive and negative. Rogers, with his
background of individual psychotherapy and counselling, was able to use a

psychoanalytic approach in an intensive group experience as a means of
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developing interpersonal communication and relationships. Yalom (1931)
and Walton (1978), however, have warned against the employment of
psycho-analytic methods in groups. On the other hand,

Brown and Pedder (1974) regarded it thus,

"Analytic psychotherapy in groups, like that conducted on
an individual basis, aims to help the individual to resolve
conflicts and gain greater understanding of himself and
others in the interest of fuller growth and development;
the aim is insight, plus adjustment to relationships with
others."
They also referred to the advantage of 'multiple transferences' which can

develop between fellow patients, and the use of feedback.

With regard to naturally formed groups, family therapy and marital therapy
are the most important examples of these methods. Studies in this field
were begun in the USA by Mittelman (1948), who studied psychoanalytically
relationships of married couples, and by Fromm-Reichmann (1948), whose

studies were on families with schizophrenic children.

Family and marital therapy focus on the family or marriage as the disturbed
unit. Therefore, the family therapist makes a diagnosis at the level of the
whole family system and interviews as many of the family as possible and
also invites their cooperation. The theory and practice of family and
marital therapy encompass counselling, behavioural and action methods as
well as those based on analytic psychotherapy and group therapy. Bloch
(1982) also recognised another feature, which is that although the growing
number of schools of family therapy has resulted in the develapment of
various theories and techniques that differ greatly, yet they all share one
basic feature: the goal of any form of family therapy is to change the

dynamics of the whole family or family system.

143



Haley (1971) and Whiteley and Gordon (1979) stated that the idea of trying
to change a family appeared in the 1950's, and by the end of this decade it
was becoming clearer that family therapy was in fact a new concept rather
than merely an additional method of treatment to be added to individual

or group therapy. The focus of family treatment was no longer on changing
an individual's perceptions, his affect, or his behaviour, but on changing

the structure of the family and sequences of behaviour among a group of
intimates. Observing families and trying to change them produced very
significant new information; yet it appeared that the development of
family therapy was not due to a theory but that peopie were struggling to

find a theory to fit their practice.

The most consistently popular model was a "systems theory' derived. from
cybernetics. This model could deal with interacting elements which
responded to each other in a self-corrective manner, which is the way
that families seemed to behave (Haley, 1978). Nevertheless, until the end
of the decade the various investigators and therapists in that field did not
accept any one particular theoretical model. Furthermore, in the 1980's
the term 'family' was considered by family therapists to inciude not only
the nuclear family but also the extended family; the term was applied to
all systems with a history and a future and included blood relatives,
business colleagues and political systems (Bloch, 1982). This development
occurred because some family therapists realised that they were
considering the family in isolation much as they had once considered the

individual in isolation.

Haley (1978) proposed a therapeutic model for family therapy known as
"Probiem-~Solving therapy". The technique is based on probiem-solving

approaches which tend to identify the problem rather than the cause. A
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very important component of the technique is to inciude all the family
members in the therapy sessions as far as possible. It is most important
that for the first interview all family members must be present. Observing
family behaviour is not only concerned with the interactive process and
relationships but it is also of importance to note how they choose to be
seated in the interview room. The therapist must be clear about the
objective of the session and encourage the family members to actively
participate in the soiution. Sometimes a directive approach may be
required. The therapist must be aware of the hierarchy in the family and
make use of the most influential persan in the family to bring them all

together.

Relevant aspects of Haley's problem-solving approach were included in the
FIA. This approach, however, was not all relevant to the techniques of
the FIA,firstly,because the initial interview was always with hospitalised
patients;and secondly,it was difficult to involve children in the discussion
of their parents' marital problems. Haley's approach also relied on the
family to provide and pay for help; this was noF found to be the case in
either Sheffield or Cairo. Examples of family therapy sessions used in the

current study are included in the case studies.

Practical Implementation and Limitations of the FIA - Psychotherapeutic

The above brief descriptions of the different modalities of psychotherapy
serve to help review the practical implications of the FIA. In other
words, a combination of several principles from different approaches
could be used with one individual patient to manage a single identified
problem; eg,Yassin's case study (Chapter 5), presented a model which used
support and encouragement to help the patient to talk about his problem

(suppbrtive psychotherapy); gain awareness and knowledge of his real
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feelings and develop the ability to verbalise them (insight-oriented
therapy); such processes would not have been possible unless the patient-
therapist interaction process was genuinely based on trust and readiness
to cooperate (sociotherapy); followed by the patient's acceptance of
responsibility towards himself and his treatment (existential); followed by
facing up to the problem of coping with his reactions and controlling his
anger by being exposed to provocative stimulation; ie the letters and
photos of his ex-beloved (desensitisation). Finally, planning for the
future, ie to find a job, and building up a successful relationship with his
wife (reality therapy). In addition,marital therapy was included to deal
with the most threatening problem he had to face, which was going back
into his own community, livng with the stigma of mental illness and his

family's acceptance/rejection of his past behaviour with women.

During the actual practice such signifipant distinctions among principles
at different stages of therapy were not clear. A combination of severai
principles took place during the same session. Some scientists and
psychotherapists would agree with or support this trend; others may
express doubt and criticism about the effectiveness of this approach and

its scientific system.

The first problem with the FIA is that it is highly personal, uses common
sense to make appropriate decisions and form a reasonable plan. However
this problem was handied by using the muiti-disciplinary decision which
also included the patient's acceptance/refusal/request (democratic system).
The researcher was able to employ the "ideological neutrality" of her
function as a nurse to promote and balance the implementation process
according to the work situation. Another probiem could be concerned

with the assurance needed that using a scientific therapeutic technique is
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helping the patient without any risk of damage; this was reduced to a
minimum by continuous monitoring of the patient's response to the

strategies used.

It is quite clear that the FIA uses a set number of techniques that are
followed in a specific hierarchy or are appiicable to most types of
problems, as would appear from the nursing point of view as detailed in
the following section. The FIA is selective, flexible, changeable and as
comprehensive as possible. However, this problem has again found
resolution in different literature; eq Freud (1916) considered

psychoanalytic psychotherapy akin to a game of chess as he wrote:

"Anyone who hopes to learn the noble game of chess from
books will soon discover that only the openings and end-
games admit of an exhaustive, systematic presentation
and that the infinite variety of moves which develop after
the opening defy any such description."

Therefore the use of common sense in such situations is quite relevant.

Common sense here does not mean haphazard unstructured processes of

trial and error. On the contrary, Haveliwala et al (1979) described it as

"1. Using common sense in the helping situation means using the
common knowledge open to anyone who has become an aduit
member of a society. This knowledge is knowledge that has been
tested and found practical. Applying common experience in
therapy means remembering to be practical and not letting a
cherished professional doctrine or method become a dogmatic
explanation for behaviour.

2. Let your common sense guide your choice of words.

3. Avoiding locking yourself into a static treatment plan.
Classifications are always unsatisfactory when put into day-to-day
use. Situations are relative, responding not only to the demands of

the personal problems of the moment but also to rules, laws and
policies, as well as to available resources."

Using Haveliwala's guiding code of "common sense" in therapy would
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emphasise that therapists who stick blindly to a dominant school of
therapy are not in fact working with the patient, but at the patient; ie not

helping the patient but experimenting with a human being.

Working with the patient and not at him lies in many ways within the
phenomenological frame of reference. Rychiok (1982) regarded logical
phenomenology as a potent force in the development of psychological

theory, rather than it being a variant form of method. He explained that

"Psychotherapy of all types can be seen to 'work' only because
there is in fact some kind of re-conceptualisation, or re-
evaluation of grounding premises by the client, therapist, or
both. Many of these ideological facets of behaviour are
overlooked because they occur, or are 'in operation', informally.
The specific therapy technique, or ideology of a 'school' of
psychotherapy misses such very basic, fundamentaily human
capacities because they are so natural and generally accepted
as the 'given' or the 'obvious' manifestations of what takes place."
A third problem that could be raised is the issue of finding a common base
for integration of these theories despite the well-recognised conflicts that

exist between them.

A similar trend was found in the approach by Kuhlman (1982) to integrate
the use of psychodynamic and behavioural‘methods in psychotherapy. By
means of a case study he presented his therapeutic technique which was
based on a "symptom-centering strategy",which used guided imagery
techniques of systematic desensitization as instrumental in a client's
acquisition of insight and symptom relief. The therapy began usually with
the desensitization method but moved eventually to the insight-oriented
therapy. Preference for one school was not conclusive. This proves the

importance of fiexibility and changeability during the course of therapy.

Contradictions in obtained results based on measuring patients' outcomes
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are not only attributable to the different schools of therapy but they are
even to be found within the same school of therapy. Piper et al (1984)
compared four forms of psychotherapy: long-term group therapy, short-
term individual therapy, long-term individual therapy, short-term group
therapy. Therapy outcome, therapy process and cost-effectiveness were
examined. Their resulttindicated the importance of the components of a
particular form of therapy received, over the type of therapy or its
duration. Here again is further evidence for the importance of developing
techniques suitable for the patient's needs rather than adopting a fixed

frozen method that might not be of any help.

The incorporation of er.;lecticism in the current study was not only applied
to the individual psychotherapy model but also involved in group therapy
techniques. Patients were not viewed as separate organisms from their
society but completely the opposite; patients were very much helped as
members of a group. The group could be other patients on the ward
during his/her hospitalisation; or the hospital staff; or the family or

colieagues at work;or members of a society of significance to the patient.

Consequently, different types of group therapy were used with different
patients according to the appropriateness of the therapy and its
availability. For example, in Geoffrey's case study (Chapter 5),he was
able to join a number of therapy groups, such as the communication group
to help him to accept and recognise the importance of opening up about
his problems in the presence of the other patients; ie to develop trust in
the therapist and others. He also joined an Alcoholics Anonymous group
to acknowledge his alcoholic problem and that he was not the only one
who was suffering with it,and to help him start to become active and

positive about resolving the problem instead of denying it. Family therapy
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was also quite valuable in Geoffrey's case, as the wife was also in need of
support and a better understanding of her husband's intfa-psychic conflict.
As a resuit,better understanding between the couple developed and the

wife was more able to support her husband during his course of therapy in

the community.

Practical Implementation of FIA - Nursing Process

The researcher being of a nursing background, the nursing process was
therefore of quite major relevance also. The position with the nursing
process is again eclectic. Each nursing process employs different
techniques to identify patient needs and develop a strategy to meet such
needs; so the problem-solving technique was the one most appropriate to
this study. Francis's (1967) model of the nursing process as a "problem-
solving" approach was included as a framework for intervention; however,

the technique was not identical to her approach.

Identification of the problem(s) on many occasions took the form of a
continuous process; ie more and more probiems were identified, becamé
clearer or were moved to advanced priority during the course of the
therapy. Also,some of the problems were resolved just by talking and
acknowledging their presence. Some others were beyond the capacity of a
therapeutic situation to resolve them. In this sense,the implemented

nursing process was eclectic and changeable.

In brief, Francis adopted the scientific method of problem-solving as a
model for the nursing process. She rejected other types of problem-solving
techniques,either because of their low level, as in the case of unlearned,
inherent problem-solving; or because of their unscientific base,as in the

case of trial-and-error problem-solving and insight problem-solving. She
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also rejected the '"Vicarious' problem-solving method. Vicarious is used in
.the sense of "experienced or realised through imaginative participation".
Here the problem-solver extends his/her sensory range to predict
consequences that may or may not occur, but which could greatly reduce
the possibility of error. The limitations of this method, however, are that
it is based on assumptions rather than facts. Therefore, from her point of

view, the most efficient method of solving probiems is the scientific one.

It has been defined as

"an orderly manner of thinking or of handling data, a

systematic pursuit of knowledge and discovering the

logical whole from the component parts.. . or going

from the part to the whole."
She identified six steps that constitute the formal scientific method of
problem solving. They are: (1) understanding the problem, which includes
delimiting, defining and describing it; (2) collecting data; (3) farmulating
an hypothesis; (4) evaluating the hypothesis; (5) testing the hypothesis; and

(6) forming conclusions.

She claimed that a simplified and pragmatic version of the process has
been adopted by both medicine and nursing; doctors call it "examination-
diagnosis-treatment" and nurses call it "facts-assumptions-action". She
also claimed that the steps are used under different names; eg the first
step is known as "aobservation'"; the middie step as "nursing diagnosis";and

the last step as "nursing care"” or "intervention'.

On the other hand,Altschul (1978) developed another method for nursing
process called "systems approach". She argued that for psychiatric
patients the nursing process based on a systems approach may be more
useful than that based on problem-solving or activities of daily living. She

explained that the existing model of nursing process is very much
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concerned to document what nurses do in psychiatric nursing; the
postulate is that patients benefit not from what is done but from the way

it is done, as the "chief instrument the nurse uses is her own personality".

In psychiatric nursing, patients' activities of daily living are of importance

but even more important are

" .. .such activities as the exercise of responsibility,

autharity and decision-making may be disordered and

there is no simple nursing plan which can remedy these

disorders."
According to Altschul,nurses have in recent years been influenced by
systems thinking and systems management. Nevertheless, the growing
body of knowledge of systems behaviour, systems modelling and systems
analysis will sooner or later infuence overtly the thinking of the nurse and,

specifically, the psychiatric nurse. The structure of the systems approach

is based upon:

1. Component parts of a system
All systems are inter-related but at any one time only part of a
system can be considered and is described as a subsystem. Therefore
the nurse cares for a particular subsystem at any given time. The
claim that she should care for the whole patient is impossibie and
probably undesirable. The nurse would create a system that wotjld
include the patient's presented disorders but, on the other hand,
would consider a specific subsystem for immediate intervention.
Thus care can be based on a realistic assessment of the relevant

components of the systems.

2, Inside or outside of the system
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Inside the system is listed the component parts of the system. The
outside is the environment and how it may or may not penetrate the

boundary of the system.

Changing the boundaries or the interface of the system
The boundary between systems can be re-drawn to incorporate some

environmental components to form new subsystems as required.

The impact of the environment
To evaluate the extent to which the environment affects the system

and whether it is supportive or destructive.

Input, throughput and output

These are considered to be very important concepts as they are used
in all operational research. The throughput is not a mechanistic
process linking input and output but is the activity of the system

itself.

Distinction between open and closed systems

A closed system is one in which boundaries between the system and
the environment have clear demarcations; an open system is one in
which constant exchange occurs between the environment and the
system. A static system is one which can be described as a steady
state; a dynamic system is one which constantly makes inroads on the
environment, In actual fact, however, a static closed system cannot

be maintained without constant input or it would degenerate.

From the researcher's point of view, both the scientific model of Francis'

problem-solving nursing process, and Altschul's systems approach are

153



similar in some aspects and complementary in others. Both have
emphasised the importance of identifying the problem on the basis of
assessment. Gathering all the necessary and relevant information about
the system (data collection); both stress the importance of analysis of the
data they have and its impact on patient care. Altschul's systems
approach was complementary to Francis's model, in its study of the
impact of the environment (the outside) on the inside; also it studied the
input, throughput and output relationship. On the other hand, Francis's
model emphasised the importance of evaluating and testing the hypothesis
made by the nurse regarding patient care, as the nature of mental illness
requires constant exploration of the validity of assumptions made and

data collected.

From a practical point of view, the example of Sherifa's case study
(Chapter 5) is useful to present the implemented model of nursing process
that incorporated both the scientific prablem solving technique of Francis
and Altschul's systems approach. For Sherifa all the components of the
system were studied and listed, ie her emotional problem, family
dimension and troubles, social pressures, financial difficulties and
educational problems. All these were from the horizontal aspect, whilst
the vertical aspect examined the historical development of all these
problem areas and their impact on the patient's future and that of the
therapeutic plan. Accordingly a hierarchy of priorities was developed and
selected, identified problems were investigated for immediate action.
Sherifa agreed that the most urgent problem was to notify her family of
her marital problem (identification of the problem, inside/outside of the
system); data about this problem and the family background were obtained
(data collection and input); assumptions about the family's possible

reactions were formulated (formulating hypothesis and impact of the
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environment); approaching the family in reality (evaluating hypothesis);
informing the family of the problem (testing hypothesis and throughput);
directing the family's reaction towards positive suppor;t for the patient
and her therapy (conclusion and output); moving to another problem

(distinction between open and closed systems).

Conclusions

The previous discussion of various models and schools, whether of nursing
or psychotherapy, has identified some of the problems associated with
therapeutic intervention and decision-making. Therapists who adhere to
one model may be accused of following an incomplete theory, and of
directing patients to conform to such a theory, instead of adjusting the
theory to the needs of patients (Haveliwala et al 1979). By contrast,
therapists who adopt a flexible approach may be accused of selectivity,

subjectivity and of failing to follow an empirical approach (Beutler, 1983).

Despite great divergence among theories of mental iliness and
psychotherapy, there is important common ground which could help to
combine them with less conflict. This is the capacity of human beings to
be studied from more than one point of view. In the main, theorists in the
field of psychotherapy have tried to apply principles learned within the
nomothetic sciences to spiritual, psychological or psychosocial aspects of
the self; a strategy copied by their nursing counterparts. There is,
however, an emergent movement to find other ways of describing human
behaviour which could view each individual patient's behaviour

holistically.

The FIA uses the phenomenological approach as a starting-point for such a

method: and borrows from the existential school the principles of being
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responsible, and of taking control of one's own world, within the limits
imposed by biological, psychological and social factors of growth and
development. Within it, behavioural change is viewed not simply as a
continuous, spontaneous process, gaverned by such factors; but also as a
deliberate, conscious effort made by a person to produce planned

outcomes suited to his/her understanding of the world.

This approach is critical of the assumption that a "normal" human being
must be competent in materialistic terms; should love because that is
"good", whereas to hate is "terrible"; should be sexually adjusted and enjoy
sex; should be happy and free from anxiety, depression or fear. Though
implicit in many therapeutic approaches, these assumptions are not very
realistic in the everyday world. The FIA regards life as a complex
mixture of experiences, and a myriad of potential responses, which are
unique to the individual. It is to be hoped that, the greater the number of
therapeutic approaches, the more likely it is that ideas will be generated
which will lead to increasingly collaborative attempts to help the

individual's adjustment to his/her complex world.
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CHAPTER 4: METHODOLOGY

4.1

4.2

4.2.1

Introduction

The previous chapters have demonstrated the theoretical basis for
developing an innovative approach to community psychiatric nursing care
called bridging therapy; and the logic behind its implementation in two
different settings, and two different cultures. This chapter offers a
theoretical framework and justification for the methods used; and reviews
the expected problems arising in the work plan in the firsF section (Part
(1)). The second section (Part (2)) deals with the process of implementation;
the strategies for dealing with anticipated problems; and offers a critical

analysis of the study design.

The plan of work in this chapter is to demonstrate an innovative research
design which incorporates both qualitative and quantitative features in
evaluation research. The result of this attempt is called a "methodological
mix" design. It is based on recommended well-known research styles,

including quasi-experimentation and action research.

The objective of the researcher in this chapter is to demonstrate the actual
process of building such an innovative methodological design rather than
to become immersed in the partisan debates concerning two different

philosophies of science (positivism and phenomenology).

Research Design

Part One: Theoretical Background of the Study:
The present study has a complex structure derived from a number of

different theoretical approaches. This is due to the complex nature of
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any inquiry which studies human beings and their behaviour. As will appear
from the review in this section, the use of a mixed form of methodology
often becomes a necessity in the field of human sciences, Where factors
under study become extremely difficult to isolate (Lincoln and Guba,
1986). The present study was to take place in a social setting (hospital

and community); in two different countries (Britain and Egypt); with and
for human beings (patients and staff), to assess the outcomes of a new
approach to treatment (bridging therapy) which it is hypothesised may

improve existing psychiatric nursing services in both contexts.

The complex nature of this study justified the employment of both
quantitative and qualitative methods of research. The use of combined
methods has been encouraged by many authors who regard this trend to be
sensible and practical since both quantitative and gqualitative methods are
complementary rather than contradictory (Reichardt & Cook, 1979;
Silverman, 1985; and Kirk and Miller 1986).

Patton (1980) gives this approach the title "methodological mixes". He
identifies six categories of mixed methodological strategies for
measurement, design and analytic con;;ﬁonents of hypothetico-deductive
and holistic-inductive paradigms. According to Patton the present study
uses one of these methodological mixes called the "mixed form:

naturalistic inquiry with qualitative measurement and statistical analysis".

4.2.1.1Qualitative/Quantitative Techniques:

The logic underlying the use of combined methods in the current study is
evidenced in the critiques of each method independently used. By definition

qualitative methods are
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"....detailed descriptions of situations, events, peoples' interactions and
observed behaviour; direct quotations from people about their experience,

beliefs and thoughts." (Patton, 1980)

while quantitative methods are defined by Lincoln and Guba (1986) as
"....exploring the truth value of the inquiry or evaluation (internal validity);
its applicability, external validity or generalisability; its consistency

(reliability or replicability), and its neutrality (objectivity)".

Increased dissatisfaction with sole reliance on conventional positivistic
paradigms has been growing fast in the last decade (Ianni and Orr, 1979).
Conversely, qualitative methods cannot match existing positivistic theories

of rigorous research design (Silverman, 1985).

A number of fundamental problems limit the use of a single method, either
qualitative or quantitative, alone. These problems may be summarised
under three main categories: (1) "Rigorous" vs "Relaxed" method; (2)
Hypothetico-deductive vs Holistic-inductive method, and (3) Objectivity

vs Subjectivity.

With regard to the first category, the current research accepts the
positivists' use of rigid modes of study to ensure validity and reliability of
the information obtained and to make 'causal' inferences. As a result,
however, research may become divorced from the real world, leading to
recurrent disappointment manifested in "lack of significance" in

experimental naturalistic studies (Lincoln and Guba, 1986).

Qualitative researchers therefore attempt to find rigorous conceptual

frameworks to avoid the accusation of "relaxed" method, which has negative
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overtones. For example Patton (1980) uses the term 'flexible' rather than
'relaxed', Maanen (1982) describes it in terms of certain, axiomatic-like
beliefs or principles held by a researcher, and Ianni and Orr (1979) as a
combination of simple design, rational inquiry and complex technique.
Other authors who desire a rapprochement of rigorous and naturalistic
methods have suggested new models, e.g. triangulation (Denzin, 1978);
quasi-experimentation (Cook and Campbell, 1979); interpretivist (Silverman,
1985); and trustworthiness and authenticity (Lincoln and Guba, 1986).

Discussion of the quasi-experimental model is included later in this section.

The second category (hypothetico-deductive vs holistic-inductive) implies
that formulating hypotheses based on assumptions implicit in a theory
may run the risk of misinterpretation of ambiguous meanings (Selltiz et al
1976). Similarly, holistic inquiry may run the risk of misinterpreting
phenomena because of the variation of perception among individuals
(Lincoln and Guba, 1986). However, holistic researchers argue in favour
of multiple constructed realities, which cannot be studied as discrete

variables.

The third category concerns objectivity vs subjectivity. Positivists claim
to assert independent standards to satisfy factual requirements that
recognise no authority of persons in the realm of cognition (Scheffler,
1967). However, Kirk and Miller (1986) describe such complete objectivity
as a fallacious assumption. Furthermore, Maanen (1982) disqualifies the
objectivity and strength of quantitative studies on the basis of the
researcher's inherent subjectivity; e.qg. an individual frame of reference
based on the researcher's theoretical background; the selected point of
study; selectivity in tabulating results; and interpretation/analysis of

results. Such subjectivity of the researcher may lead to dangerous bias
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and misleading results if the researcher's judgement is clouded by factors

like ethnicity, rigid attitudes and lack of training in appropriate techniques.

Maanen (1982) identified five controlling principles for researcher
subjectivity in naturalistic research. These include analytic induction;
proximity; ordinary behaviour; structure as natural constraint; and
descriptive focus. In addition Lincoln and Guba (1986) suggest the need
for recognition of the interactive nature of the relationship between the
researcher and respondent. This is a relationship of mutual and
simultaneous influence, which, when successfully established, becomes
one of respectful negotiation, joint control and reciprocal learning. This
view conforms with Kirk and Miller (1986) recommendation to regard
validity as of primary, and reliability as of purely secondary importance.
They make the assumption that reliability could be misleading and

_inapplicable in a changing world.

The above arguments stress the complementary nature of quantitative and
qualitative research styles; and emphasise the desirability of a combined
approach. Reichardt and Cook (1979) point out that the debate '

A concerning the use of qualitative or quantitative methods in evaluation

research is often inappropriately stated:

"....There is no need for a dichotomy between the method-types and there
is every reason (at least in logic) to use them together to satisfy the
demands of evaluation research in the most efficacious manner paossible.
Hopefully, the next generation of evaluators will be trained in both
qualitative and quantitative traditions. These researchers will be able to
use the broadest possible range of methods and will tailor the techniques
to research problems without parochialism...."

The adoption of a similar attitude with particular reference to psychiatric
research is encouraged by Carstairs (1968). He writes of "pure"

experimentalists as follows:
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"....to meet the requirement of a tidy research design, they would like to
be able to examine the effects of one variable at a time, or if several
variables are necessarily involved, they would like to be able to assign
numerical values to each variable. In practice, however, they find that
any mental health programme involves a multiplicity of interacting
variables and its outcome may also be manifested in several different
ways."

Foster (1987) draws attention to the inadequacies of "elegant" research
design in meeting the requirements of practical application, especially in
cross-cultural settings. He finds evidence to suggest that followers of
such design cost the World Health Organisation wastage of its "behavioural
research dollar". He regards physician-dominated research committees as
responsible, since they tend to assume that quantitative, hypothesis-testing
investigation is the only acceptable research model. Foster calls for the
inclusion of qualitative approaches in order to encourage a higher quality
of inquiry, revealing socio-cultural as well as medical factors in the

assessment of effective delivery of health care programmes in cross-

cultural settings.

The recommendation to use the 'methodological mix' approach in nursing
research was specifically stressed by Goodwin and Goodwin (1984). They
pointed out that many research studies have multiple purposes that require

a comprehensiveness which neither approach, if used alone, could achieve.

The above discussion demonstrates the theoretical logic of this proposed
research design, which adopts relevant techniques from both quantitative

and qualitative approaches.

4.2.1.2 The Nature of the Study:

It was mentioned earlier that the complexity of the current research
dictated the multidimensional method of investigation. It uses Patton's

(1980) "mixed" method, which he identifies as: "mixed form: naturalistic
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inquiry: qualitative measurement and statistical analysis." This mixed
form in the current study employs a combination of some quasi-
experimentation principles with action research techniques. The following
section examines both models in some detail, with discussion of their

possible applicability in the current study.

Quasi-Experimental:
This was an attempt by Campbell and Stanley (1963) to develop a research
model that could deal with research difficulties encountered during the

implementation of true experimental design in the field of human sciences.

In this sense a quasi-experimental design is one of the attempts to develop
rigorous methodology in social and behavioural sciences. The current
research design adopts principles of the quasi-experimental design which
places special emphasis on experiments that have treatments, outcome,
measures, and experimental units, but does not use random assignments to
create comparisons from which treatment-induced change is inferred.
Instead, the comparisons depend on non-equivalent groups that differ from
each other in many other respects than simply the presence of a treatment
whose effect is being tested (Cook and Campbell, 1979). Threats to such
designs mainly concern the nature of valid causal inference. The
researcher acknowledges this threat; and suggestions by Cohen and

Manion (1986) to deal with it were considered in the current design. These
authors regard the use of "equivalent" controls strengthened by matching
as an improvement in such designs. However, they also accept the possible

failure of matching to provide the intended equation.

Threats to internal and external validity* were also recognised by Cook &

Campbell (1979). They identified seven threats to internal validity and six

165



to external validity of the quasi-experiment. Threats to internal validity
include variations in within-experiment history; maturation effects;
statistical regression due to unreliability of measurement; latency

or within-group effects; pre/post test effects; observer error; selection
bias; and experimental mortality. Threats to external validity include
faulty description of variables; lack of representativeness in sample;
Hawthorne effect**; inadequate operationalisation of variables;
experimental sensitivity; and interaction of various confounding variables.
Adequate preparation of a quasi-experimental design can help to minimise

the éffect of these threats.

The above discussion sets out the reasons for employing a quasi-
experimental design in the current research. In more specific terms, the
present study corresponds most closely to these recommendations for a
quasi-experimental comparative design, which examines the effectiveness
of bridging therapy for the improvement of the delivery of psychiatric

nursing care in two countries (Britain and Egypt).

Assessment of therapeutic outcomes of bridging therapy requires the
experimental design to be as rigorous a method for hypothesis-testing as

possible. Both internal and external validity are of considerable

* %

Internal validity is concerned with the question, do the experimental
treatments, in fact, make a difference in the specific experiments under
scrutiny? External validity asks the question, given these demonstrable
effects, to what population or setting can they be generalised? (Cohen
and Manion, 1986)

i.e. psychological contamination effect when subjects realise their role as
guinea pigs.
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importance in the current study; and a number af measures have been
employed to ensure them. These will be dscussed in Part (2) along with

problems encountered during the implementation/evaluation phases.

According to the above, the design of pretest-post test equivalent control
group quasi-experiments was followed for the current study within the

more global structure of action research.

As mentioned earlier, naturalistic inquiry requires depth participation of
the researcher to ensure holistic examination of the studied phenomena.
Therefore 'action research' appeared to be the most suitable style for this

combination (methodological mix) in the current study.

The use of action research in nursing is supported by many writers
especially in the field of psychiatry and mental health care (cf e.g. Towell
and Harries, 1979 and Greenwood, 1984). In the following section
discussion of action research style and the logic of its use in the current

study is included.

Action Research:

Use of the term varies with time, place, setting and authors; it may prove
difficult to find an exact definition. Nonetheless, the definition given by
Cohen and Manion (1986) is used in the present study: "....action research
is small-scale intervention in the functioning of the real world and close

examination of the effects of such intervention."
The use of action research in the social sciences can be resolved into two
stages: diagnostic and hypothesis development stage; and a therapeutic

stage, in which the hypotheses are tested by a consciously directed change
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experiment (Cohen and Manion, 1986).

According to Cohen and Manion, action research has four main

characteristics. It is:

"Situational - it is concerned with diagnosing a problem in a specific
context and attempting to solve it in that context....., Collabaorative teams
of researchers and practitioners work together on a project, it is
participatory - team members themselves take part directly or indirectly
in implementing the research; and it is self-evaluative - modifications

are continuously evaluated within the organisation situation, the ultimate
objective being to improve practice in some way or other...".

Having identified these characteristics, action research appeared
particularly suitable for the purpaoses of the current study. This is because
bridging therapy seeks to improve certain aspects of psychiatric nursing
care in a cross-cultural setting. Accordingly, bridging therapy is
introduced to be integrated within the current health system of both
countries. Participation of other members of the health team is of prime
importance for its implementation and evaluation. The depth participation
of the researcher in implementation of the programme; the quest for
realistic assessment of the real situations under study; as well as continuous
evaluation of the programme in progress, and the need to introduce on-

the-spot modifications and/or changes make this approach eminently

suitable to the present study.

Critics of action research, however, find some grounds for negative
comment, concerning issues such as objectivity, validity, reliability and
generalisation of results (lLathlean and Farnish, 1984). Such issues have
been discussed exhaustively by many social scientists who claim that action
research does not pretend to be objective, but subjectivity is valued rather
than criticised (Pedler, 1974) and that experimenter bias and human error

exist within the most immune forms of research (Parlett and Hamilton,
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1972). Walker (1980) regards action research as in a similar tradition to
that of the case siudy, which relies heavily on face validity, in that the
results in both cases seem to fit the reality. The action research approach
to external validity was given the name 'naturalistic generalisation' by
Elliott and Ebbutt (1983) who defined it as follows:

"An account can be judged to be externally valid if the insights it contains
can be generalised beyond the situations studied."

Reliability, in its classic form, is not practically applicable, as discussed

earlier in this chapter, citing the views of Kirk and Miller (1986).

By contrast, the intended use of case studies in the current research places
the emphasis on 'collecting definitions of situations' (multiple
representation); and the presentation of such material in a
phenomenological perspective. Generalisation using action research is
possible, however, since it is an attempt to mirror the reality of a situation
(Lathlean and Farnish, 1984); and will be generalisable to other situations

of like kind (Greenwood, 1984).

From the above, it becomes clear that the methodology of the present
study is tailored to the purpose of the current inquiry: and that it seeks to
meet the complex nature of the investigation. The following section reviews

the strategies planned for data collection within the above framework.

4.2,1.3Data Collection Strategies:

As the current study is field research, working within a "quasi~
experimental" frame of reference, and implementing an action research
style, it follows that both qualitative and quantitative techniques of data

collection are employed.
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The present research style should not be confused with the ethnographic
style of research or with anthropology per se. Ianni and Orr (1979) make
this distinction clear: "...field research techniques hold great potential

for use in evaluation; but this should not be confused with anthropology."
Data collection methods for the present study included observation (semi-
participant), interviewing (indepth interviewing both semi-structured and
unstructured) and questionnaires (self report questionnaires). The following
is a description of each of the above methods and its utilisation in the

present study with the rationale for its choice.

Observation:

Observation is a basic method of data collection. It may be combined

with other methods or used sepa}ratkely (Hammersley, 1979). Observation

is by definition "a way of collecting data in a purposeful and systematic
manner about the behaviour of an individual or group of people at a specific

time and place." (Mullings, 1984)

Observation can be viewed on a participant/non-participant continuum
which varies from complete immersion as a full participant to complete
separation as a spectator (Patton, 1980). Patton also notes the great
variations along this continuum, and the extent of researcher-participation
which can change over the course of data collection. At one end of the
continuum, a researcher may be immersed in the life of the group under
study, as in the ethnographic style of research, which was first adopted by
anthropologists. Their approach sought 'naturalism', 'holism', 'ecological
validity' and 'multiple perspectives' (Hammersley, 1979). The term
ethnography is an historical one and originally meant the description of
the institutions and customs of peoples (Greek: ethnos, graphein (Wilson,

1979)). The original use of the word fitted the work of anthropologists of
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the early twentieth century, who wanted to study the social and cultural
beliefs in the small, simple societies of Africa and the Pacific. This
involved collecting data through participation in the lives of these groups
(Hammersley, 1979). The concept of ethnographic research encouraged
studies based on the method of observation of 'natural' social processes to
evolve from being used in exclusively anthropological contexts to wider

use by social scientists in modern Western Societies. Examples of this

style of research include a study of street gangs in a poor quarter of Boston,
USA (Whyte, 1955); a study of bread-round salesmen in England (Ditton,

1977); and a study in the psychiatric field of 'asylums' (Goffman, 1961).

This method of ethnographic research essentially requires learning the
language or using an interpreter. Evans-Pritchard (1902-1973), one of the
pioneers of anthropological studies, had lived under very difficult
circumstances in order to learn the language of the primitive societies in
Sudan, Africa. He used participant observation to collect his data, but
without being é member of the tribe. His approach was to collect
information about certain features of their social lives through observing
their rituals, asking questions and holding natural conversations. (Douglas,

1980).

Learning the language of the group under study could be very difficult and
very time-consuming. Cox (1976) recommended the use of a good
interpreter who can function as mediator specifically in the field of
psychiatry. Doctors or nurses working in such native societies, or with
immigrant patients from native societies, would find it very difficult to
form a clinical judgement without the correct use of a good interpreter.
Similarly, an overseas doctor working in the United Kingdom initially

finds an interpreter of assistance when getting accustomed to a British
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dialect (Cox, 1976). With such a strategy in mind, it becomes clear that
the term observation has variable dimensions according to the context of
its use. Hammersley on the other hand believes strongly in the central
meaning of participation; i.e., adopting an active role and becoming a
member of the group. He also believes that participation rather than
observation is the means for data collection iﬁ ethnographic studies.
Ethnographic work, therefore, is not a single homogeneous method, but
involves a variety of data collection techniques such as field notes,
triangulation, and most importantly participation and participant

observation (Hammersley, 1979).

Accordingly Evans-Pritchard's approach to ethnographic studies would
appear to be less involved than Hammersley's. Liebow (1967) supports this
view when he stresses the inevitability of active involvement at various

periods of the aobservational process:

"Occasionally........] tried to be an observer only. In practice, I found it
impossible to keep all traces of participation out of a straight observer
role." :

Liebow goes on to stress that the degree of the researcher's participation

is as much a matter of his/her self-perception as it is of being accepted as

a participant by others.

The general characteristics of participant observations are summed up by

Taylor and Bogdan (1984) as

"research that involves social interaction between the researcher and
informants in the milieu of the latter, during which data are
systematically and unobtrusively collected."

At the other end of the continuum non-participant observation is regarded
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as a situation in which the observer does not interact with the subjects at

all. Further terms used to describe participant observation include

'unstructured observation', 'field observation', field research and

qualitative observation (Mullings, 1984). Mullings views the term semi-

participant observation as being the most usual form where some

interaction occurs between the observer and the subject, and the

relationship maintains its shape on a strictly researcher/subject basis.

Both the nature of the enquiry and the methodological design of the current

study entail the participation of the researcher as both nurse/key worker

and researcher. This multi-role of the researcher is a very important

feature of action research as discussed earlier.

Therefore the importance of using semi-participant observation appears in

the following:

(a)

(b)

(e)

(d)

Bridging therapy programmes evolve around therapeutic objectives to
help patients towards progress. Sensitivity to patients' needs from a
nursing point of view requires this depth involvement at certain stages
of the programme.

Semi-participant observation will supplement the behavioural rating
measures with accurate interpretation of the phenomena under study.
The researcher's background as an Egyptian was different from that
of the patients in Sheffield. This different ethnic background
necessitated the development of a new orientation to the Western
culture of the patients and their moral and sociological systems. This
could only be achieved by active participation and in-depth
involvement.

Principles of therapeutic community are employed in ward 56 to a

certain degree. Staff-patients hierarchy is maintained. Many of the
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patients' adjusting behaviours could be clearly observed and modified
within this setting. Consequently semi-participant observation became
the most appropriate means of data collection for this particular set

of information.

Observation may be either overt, covert; direct or indirect (i.e. reported);
structured or unstructured (of e.g. Mullings, 1984). As a quasi-experiment,
bridging therapy needed to be evaluated in terms of its efficiency in
meeting patients' needs and its effectiveness in influencing their
therapeutic progress. Therefore it was decided to use overt, direct and

indirect, and semi-participant observational techniques.

The researcher is quite aware of the limitations of observation techniques
which may jeopardize its effectiveness. Examples include observer bias;
possibility of influencing the subject's behaviour; and its inability to record
past or rarely occurring events. To deal with these problems certain
measures were undertaken. These included combined instrumentation
which employed in-depth interviews, various forms of self-rating
questionnaires as well as a specially-developed behavioural inventory to be

completed by different members of the therapeutic team.

In-depth Interview:
This type of interview is highly appropriate for the purposes of the present
study because of the need to focus on a specific area of study, i.e.,

psychiatric care and the relative flexibility of the technique.

Taylor and Bogdan (1984) define in-depth qualitative interviewing as:

"....repeated face-to-face encounters between the researcher and informants,

directed towards understanding informants' perspectives on their life
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experiences or situations as expressed in their own words."

In-depth interviews were utilised in the current study in accordance with
the above definition, using both semi-structured and unstructured
interviewing techniques. Such techniques are described by Walton &
Littmann (1973), as useful in psychiatric interviewing for three purposes:
as a diagnostic procedure, as a treatment method; and as a research tool.
They viewed structured interviews as useful for research purposesy whilst
unstructured or therapeutic interviews generally occur in the context of

the developed relationship between the therapist and the patient.

Generally speaking, interviewing aims at: obtaining objective facts from
the informants (social survey); obtaining information about the behaviour
of the informants, assessing personality and mental state of the informants
(psychiatric interview); and to change a person's behaviour (the

psychotherapeutic interview).

Interviewing techniques used in the current study aimed at meeting these
stated aims as effectively as possible. Thus the researcher aimed to
examine the patients' problems as holistically as possible (social,
psychiatric, and psychotherapeutic);and to evaluate the effectiveness of
bridging therapy in meeting such needs both at an individual level using
the flexible integrative approach (FIA) and at the structural level
(continuity of care vs conventional system). These issues are considered

in more detail in Part Two of this chapter.

Self-report Questionnaire:
This method places heavy reliance upon the validity of verbal reports.

Among the many advantages of using a questionnaire technique is its
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impersonal nature and the standardised wording, which offer some
uniformity for measurement. (Selltiz et al, 1976). The use of
questionnaires in psychiatry, however, is fraught with problems especially

in the field of cross-cultural psychiatry.

A major problem may be pased by the differing perceptions and
interpretation of questions by respondents (Selltiz et.al, 1976).
Additionally, translation of questions from one language to another can
change the meaning of the original question, or make nonsense in a
different culture. It may also cause difficulty because it introduces
concepts lacking in the other culture (Leff, 1973) (as discussed earlier in
Chapter One). As the current study was to take place in two different
cultures (Britain and Egypt) the researcher had to ensure the availability
of translated standardised questionnaires in Arabic as well as in English.
_Details of this technique are included in Part Two with regard to the
General Health Questionnaire (GHQ) and the Eysenck Personality Inventory

(EPI).

Another form of checklist was also planned to rate patients' behavioural
adjustment both during hospitalisation and after discharge into the
community. This behavioural checklist was to be developed specifically
for this study,as the literature search made it clear that an adequate
instrument, in terms of combined situational assessment of multiple
dimensions (behavioural and social), did not exist. Details of the

development of this instrument are outlined in Part Two.

4.2.1.45ampling

Purposive Samples:

In the current study the use of strictly random sampling procedures is not
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appropriate in view of of the following:

Firstly, the quasi-experimental design of the present study accepts Cook
and Campbell's (1979) criticisms of randomisation. Their criticisms
include ethical issues concerning randomisation of individuals to receive
treatment, whilst withholding from others; and the possibility of a high
rate of drop-out from the original sample leading to lack of

representativeness and misleading generalisation of results.

Secondly, in the field of psychiatric and psychological studies, patients'
acceptance of the therapist and the therapeutic programme are necessary.
Working within the paradigm of action research, patients' voluntary
participation in the research is essential. Action research requires an
holistic, naturalistic study of the phenomena in rich qualitative detail; and
therefore favours the utilisation of a small sample or case studies rather
than a large sample. Here the sample may not necessarily be
representative of the entire population, but it should be typical of the

target population (Cohen and Manion, 1986).

Thirdly, randomisation presumes that all human response to specific stimuli
is identical; and consequently relates the causal inference to effects
produced by the introduced variable(s). Such an assumption is not applicable

to naturalistic studies using qualitative measures of assessment.

From the above, it becomes apparent that purposive rather than random
sampling is most suitable for the present study. The strategy in using

purposive sampling is described by Selltiz et al (1976) as follows:

"The basic assumption behind purposive sampling is that with good
judgement and an appropriate strategy one can handpick the cases to be
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included in the sample and develop samples that are satisfactory in relation
to one's needs."

Selltiz et al further emphasise that purposive sampling recognises that the
fact of selecting cases judged to be typical of the population in which one

is interested assumes that errors of judgement in the selection will tend

to counterbalance each other.

With such strategies in mind, the researcher planned to approach every
patient on the ward (both in Sheffield and Cairo) whose hospital records
revealed them as fulfilling the sampling criteria, after cross-checking
with the consultants concerned. All patients who voluntarily agreed to
participate in the project were to be assigned to either group
(experimental or control) according to their choice and the requirement of

the study.

The researcher believes that this technique counteracts to some extent
the biases associated with non-randomness, since every subject on the
ward or admitted during the course of the sampling procedure had an

equal chance to accept or reject participation in the study.

4.2.1.5Limitations of the Proposed Reearch Design:

1  The proposed research design uses the new trend of combined methods
(quantitative and qualitative approaches), a notion which is still in its
developmental stage and requires careful implementation.

2 This "methodological mix" has the advantage of making use of the
qualities offered by each paradigm. On the other hand, it has the
disadvantage of inheriting two sets of methodblogical limitations.

3 Principles of quasi-experimentation and action research were adapted

and jointly used. Fortunately, there is no inherent conflict between

178



these two styles as they are rather complementary. However, it is a
new attempt and could be confronted with difficulties not accounted
for. ‘

4  Instruments of data collection include some subjective, unobtrusive
techniques such as semi-participant observation and in-depth
interviews. These techniques increase the chances of researcher bias
both in recording and interpreting the data. In addition, the
researcher's halo effect may influence the patients' behaviour,
resulting in a distorted set of data.

5 Problems of validation may conflict with problems of reliability. In
other words, qualitative methods stress the importance of internal
validity, whilst quantitative methods stress the importance of
generalisability.

6 Small-scale purposive sampling: these samples are criticized from a
positivistic point of view, since they lack the advantages of
representativeness and reduce valid assumptions regarding causal

inference.
4.2.2 Part Two: The Technical Design of the Study

This research project as a quasi-experimental comparative study evaluates
the effectiveness of bridging therapy (i.e. prbvision of a model for
relatively comprehensive psychiatric nursing care for mentally ill patients
to bridge the gap between hospital and community immediately after the
patient's discharge). This approach was to be examined in two different

contexts, i.e. Sheffield and Cairo, with a comparison of the results.

For purposes of the quasi-experimental study, two groups of patients in

both contexts were chosen, one as an experimental group and another as a
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matching control on identified criteria (age, sex and nature of disability).
Experimental groups received two types of integrated care in the form of
the hospital's usual services and the researcher's therapeutic programme,
i.e. bridging therapy. The control groups received the hospital's usual

service and the usual community service when necessary.

The bridging therapy programme was designed to be integrated with the
hospital therapeutic programme and to make use of the hospital facilities
as well as those of the community. Details of its structure and

implementation are included later in this section.

The intervention was based on the implementation of a number of
therapeutic approaches both at group and individual levels. However, the
main theme of all these interventions was the problem-solving approach
and systems approach as earlier defined in the Nursing Process (Chapter
3). The techniques varied according to the patient's needs, type of
disability and abilities or preferences. The proposed comprehensive
programme, i.e. bridging therapy, was provided for patients in the
experimental group as soon as they were admitted to the hospital and
agreed to take part in the project. After discharge, the programme was
continued for a period of 3-6 months to cover the gap between hospital
and community care and to provide the necessary support for patients in
this critical period by the same person whom they had grown to trust. In
the case of the control group, they received the usual hospital care based
on an individualised care plan, with the use of hospital and community
facilities but with no nursing follow-up in the community. A Community
Psychiatric Nurse was to take charge of the community care of patients
in the control group. Usually this CPN was completely new to the patient,

not acquainted with the details of his/her difficulties and traumatic
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experiences.

During the implementation of bridging therapy there was some difficulty
in dealing with each group as strictly as it should be. On many occasions
the researcher had to be involved in the care of some of the patients in
the control group both at group level and individual level. On one or two
occasions patients who were categorised as controls had to be accepted as

experimental because of the depth of involvement which developed.

The comparison of the effectiveness of bridging therapy both in Sheffield
and Cairo was conceived as introducing a new concept to community care
in a context where community work is getting more and more popular
(Sheffield) and in another context where community work is very much
under-developed (Cairo) and seeking a new useful system which would help
bring about improvement. Although these anticipated differences were
thought to provide good grounds for comparison, this proved to be very
complicated as it was not possible to compare the psychiatric services
without consideration of other influential factors such as the culture,
economy, schools of thought and facilities/constraints of the two societies.
Therefore the strict comparison of statistically significant differences
between rates of progress achieved by experimental groups in Cairo and
Sheffield was considered not to be solely sufficient. Instead, it was
combined with a descriptive comparison and detailed discussion of case

studies.

4.2.2.1Cross-cultural Aspects of the Study

Cross-cultural comparisons between Westernised societies and developing
societies were discussed earlier in Chapter One with particular reference

to Britain and Egypt. The nature of this comparative work implies the
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wide variety of the audience or readers for this work. In other words this
work is directed towards both British and Egyptian audiences. Therefore
the following sections will present in some descriptive detail, the context
of the experiment both in Sheffield and Cairo. Clearly the Sheffield
setting represents Western developed society, while Cairo represents a

Middle East developing country.

The Sheffield Setting

Sheffield is a British industrial city with a population of just over half a
million inhabitants in a total area of approximately 150 square miles. It is
situated in the north Midlands, and is the fourth largest city in England.

It is famous for the manufacture of steel, and especially for the
manufacture of cutlery and surgical instruments, although these industries
have now been run down. The University of Sheffield and Sheffield City

Polytechnic are both large academic institutions.

i)  The Hospital Community (Ward 56)
Ward 56, Psychiatric Unit, Northern General Hospital, was the optimal
choice for this study. It is a psychiatric uni.t in a teaching hospital
with a capacity of 120 beds and a further 100 places in the Day
Hospital. The Psychiatric Unit was recently built, being opened only

two years before the commencement of this project (1982).

Ward 56 was also considered by its staff and patients to be an
advanced ward with an open-doors policy, with total freedom for the
patients to move in and out of the hospital as they wish providing

they have permission from the nurse in charge.
Ward 56 has 25 beds which are divided unequally between its three
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consultants. The ward building consisted of four large rooms with

two rooms accommadating five patients each and the other two rooms
accommodating six patients each. The privacy of the patients is
promoted by heavy curtains around each bed. Usually there is a
greater number of female patients on the ward than male patients,
therefore the larger rooms are usually occupied by female patients.

In addition there are three small single rooms, usually used for
selected patients where their therapeutic programme requires them

to be separated from the other patients.

The ward has the facilities of utility rooms, hairdressing, communal
or TV room, a musical and small library room, and a fully-fitted

kitchen.

The ward's main policy is to run a therapeutic community; i.e., the
therapeutic team with their different specialities were equal with the
patient and both are required to participate in ward activities and
setting up the rules for this community. This was achieved by holding
a ward meeting twice a week where patients and staff sat down and
discussed problems of management and administration and the

necessary action(s) to resolve them.

There was an important and active entertainments policy. Parties
were regularly held to celebrate patients' birthdays and also for
occasions such as Christmas and New Year. Visiting hours are flexible
but no visitors can stay after 9.00 pm. Patients were allowed to
spend weekends with their families and to take up to two weeks
holiday. Patients are able to receive telephone calls on the ward and

also have access to a telephone box.

183



ii) Ward 56 Staff

The ward staff varied considerably, apart from the consultants who

were the only consistent members of staff. Generally speaking the

staff consisted of:

a) three psychiatric consultants: 2 professors and 1 senior lecturer.
The 25 beds were divided between them; one professor had 12
beds and the other two consultants shared the rest. Sometimes
this policy indirectly influenced the rate of admission and
discharge of patients, e.qg., in case of an urgent need for a
vacant bed.

b) on average there were 2 lecturers and a variable number of
junior psychiatrists and house officers

c) there were 2 social workers, 1 psychologist, 1 behavioural
therapist and 1 dietitian

d) nursing staff were also very variable but in general there were
2 ward sisters, approximately 10 staff nurses and 2 nurse

assistants.

iiil) Ward 56's Therapeutic System
Patients were admitted to Ward 56 from the outpatient .department _
or by referral. On admission to the ward the patient was interviewed
by a ward when the psychiatric history and personal details were
obtained; it was usual to meet the person accompanying the patient.
Newly-admitted patients were introduced to the ward, its system,

rules, facilities, other patients and other staff,

A primary basic nursing plan was drawn up for each individual patient.
The Occupational Therapist also met with the patient and designed an

individual programme suited to the patient's needs.
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On the ward round this care plan was revised by the rest of the
therapeutic team including the consultant, social worker, psychologist,
other members of the nursing team, OT, dietitian etc. On many
occasions patients were asked to attend these rounds for discussion of

their therapeutic programme.

During the period of the study the system being used was that of the
keyworker, each nurse working with a number of patients as their
keyworker. This system was useful in developing a deep understanding
of the patients from a holistic point of view and- for a better
identification of the patient's abilities, capabilities and disabilities.
However it had the drawback of isolating the nursing staff from the
other patients, which could cause them to lack necessary support in

the absence of their personal keyworker.

The nursing staff on Ward 56 enjoyed a recognizable degree of autonomy
and productivity. During the experimental phase of bridging therapy,
the staff on Ward 56 managed to develop a number of therapeutic
activities that were compatible with the concept of bridging therapy

and continuity of care. These activities were as follows:

a) Introduction of the "drop-in" policy, whereby even after discharge

patients can drop in the ward, day or night, for therapeutic support

b) The "Green Telephone", a means by which patients, after discharge,
can ring the ward for help or advice directly without having to
go through the switchboard. In some cases even wasting a few
minutes going through the switchboard could have serious effects

while the independent line gave a feeling of privacy
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c) Development of a policy by which nurses on the ward could
voluntarily visit their discharged patients at the patient's home
if support or assessment was needed

d) Development of the "Post Discharge Group': this was a group of
discharged patients and a number of the nursing staff from
Ward 56 and a social worker who met every week for a social
chat or just a cup of coffee, in Victoria Hall (a large church near
the city centre with several storeys and a large number of rooms

which can be used for different activities).

In connection with Ward 56 are the Day Hospital facilities and services.
The range of activities was quite broad, covering simple fundamental
skills like pottery, cooking and handicraft to quite intensive forms of
group therapy like art projection, communication and psychodrama

(details of these activities are given in Appendix 1).

iv) Medical Care
Patients had direct relation with their psychiatric consultants who
admit patients to hospital. Each consultant oversees one or two of
the medical staff who provide care on a daily basis. Each consultant
saw his/her patients once a week on average, usually on an individual
basis with his/her medical staff and nurse in charge. The length of
interview was usually about 5-10 minutes, except in certain
circumstances where patients needed more time. Exceptional
interviews were also held on patient request. Weekly ward rounds
were most important occasions when care plans were reviewed and

decision making took place.
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In the ward round people from different disciplines working in the
ward met to discuss and review each individual case. On many
occasions the patients concerned were asked to attend the discussion
and participate in the decision-making. These meetings were held in

a seminar room.

Admission, discharge and follow-up are the responsibility of the
medical staff. Most patients receive chemotherapy, sometimes

physical treatment if necessary.

There is no fixed limit to the length of patients' stay in hospital;
however the trend is to encourage patients towards rapid recovery
and ultimate independence. Nevertheless patients who needed longer
periods of care (eg 6-9 months) were allowed to have such time for

recovery provided that some recognisable improvement was continuing.

Some patients who were not able to make use of the services provided
were transferred to other more specialised agencies like Middlewood
Hospital, where there are wards for long term care; Phoenix House (a
special institution for treatment of drug addiction); or the "Dry House",

to deal with problems of alcoholism.

Nursing Care

As the nurses constitute the vast majority of the hospital staff, they
were thus more closely involved with patients for most of the time.
Besides their formal duties of observing patients, recording/reporting
patient behaviour, participation in the care plan, ward rounds and OT
activities, they were voluntarily participating in many of the other

informal activities to provide/promote a friendly atmosphere on the
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vi)

ward. For instance they joined patients in their outings to the
swimming baths, bowling, cinemas, concerts etc. They tried to
arrange discount tickets for patients, they encouraged patients to
communicate with each other, play cards, or go to the pub for a soft

drink and a chat.

This friendly atmosphere encouraged the patients to be more open
about their problems with the nursing staff who had the experience to
provide therapeutic help and support. Through guidance from the
nurses some patienté were able to discuss their problems with each
other and gain the support of each other. This remarkable friendly

attitude characterised the ward relationship.

The Patients' Cultural Background

Patients participating in this project were not selected to represent
specific cultural backgrounds. They were, in general, representative
of the diverse cultural backgrounds of a Western industrialised city
and they were subject to the different features that (_:haracterise

such a metropolitan society.

As mentioned in Chapter One, one can observe that modern life
dehumanises the person and values materialistic attitudes. Many of
the patients encountered in the Psychiatric Unit of the Northern
General Hospital, Sheffield, appeared to have been subjected to such
problems, varying from disturbed family relationships, child abuse,
lack of support from neighbours and friends, to loneliness of the

elderly or general loneliness.
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vii) Social and Material Support in the Community

a)

b)

c)

d)

e)

The House of Commons Social Services Committee (1985) produced a
report on community care of adult mentally ill and mentally
handicapped people. In this report detailed figures were produced to
show the wide variety of community services up to 1985. Very
important examples of these are the development of facilities such as
residential and Day Care centres; support group services; collaboration
with voluntary organisations and housing associations. Although these
services are not identical in every region of the UK, Sheffield
represents a good example of the availability and variety of these
services. In a more detailed description the following are found to be

typical in Sheffield:

A range of sheltered accommodation with different levels of
independence; fully-or partly-staffed hostels, eq "Halfway Houses" or
"Three-Quarter Way Houses"; and hostels for rehabilitation from
alcohol or drug abuse.

Day Centres for social readjustment, personal growth and friendship;
a range of therapeutic, recreational and social activities are provided.
Three aré run by the local authority and one by a charity (MIND).

A sheltered waork scheme offers paid work in sheltered environments
for up to one year. Work skills are taught and assistance is given to
find a permanent job.

Social Clubs - a variety of such clubs for people with mental health
problems, mainly run by charity (MIND). There are also many other
facilities available to the general public which are of special relevance
to people with psychological problems.

State income maintenance or invalidity benefit - a higher rate of

unemployment allowance is paid to people who have permanent

189



handicaps and have been incapable of work for more than six months.

f)  Accommodation - a range of houses and flats is provided by the local
authority.

g) Leisure services - opportunities for recreation such as swimming,
outdoor/indoor games ete.

h) Education Services - adult education classes at different levels, both
for courses of study and recreation classes, e.q., pottery.

i)  Other services provided by the NHS are available in the form of
Outpatient Clinics; the Day Hospital, Community Psychiatric Nursing

and care services.

The above description of the Mental Health Service generally in Sheffield,
and particularly Ward 56, Northern General Hospital, reflects the efforts

devoted towards the development of a 'comprehensive' service.

The following section will deal with a different setting, i.e., that of Cairo,
Egypt, which unfortunately lies at the other end of the continuum where

even basic services are difficult to provide.

The Cairo Setting

Cairo is the capital city of the Republic of Egypt. It is a very large,
crowded industrial city with a papulation of 10 million. It is the centre of
every feature of life in the country and because of this centralisation the
population is increased by a workforce of an extra 2 million each day. In
1982 the total population of Egypt was 40 million, so more than a quarter

of the population is concentrated on Cairo.

Despite some industrial features it has been highly modernised and is a

tourist attraction. It is a very active city with many activities taking
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place both day and night. What we consider as 'summer weather' lasts for

three-quarters of the year.

In Egypt there are four large universities: Cairo, Ain Shams, El-Azher and
Helwan. There is also the privately-run American University. There are
many institutions of technology. Education in all these institutions (except

the private one) is free.

Health care in Cairo is provided either by the state hospital run by the
Ministry of Health or by the university hospitals. Private service in the
health field is greatly advanced but very expensive; however,the tendency

is to be treated privately if one can afford it.

With regard to the mental health service, there are two very large mental
hospitals in Egypt, one in Cairo with a capacity of 3000 beds for both
male and female patients and the other at El-Khanka, near Cairo, with
2000 beds but only for male patients. These two institutions were built
two hundred years ago as horse stables and have since béen transformed
into mental institutions. They operate in a custodial manner, with no
nursing staff in the male wards only male attendants. The situation is
very much like the mental institutions in Britain in the Victorian era.
Howeveryoccupational therapy is much encouraged, probably because it is
economical to provide. There are other forms of mental health care
provided at the district general hospital and university hospitals and health
centres. Private practice provides a very wide range of service both in
clinics and in hospital (Gawad 1981). The Egyptian health service system

was considered in more detail in Chapter One.
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i)

a)

b)

c)

d)

The Hospital Community

The hospital of choice was El-Niel Sanatorium for Mental and
Psychological Disorders, Cournish El-Niel, El Maadi, Cairo, Egypt.
This is a private hospital, i.e.,patients pay for the services received.

This hospital was chosen to be the location of the study because:

State hospitals are in a very deteriorated condition because of the
lack of facilities as discussed in Chapter One. In that sense they are
not typical representatives of the actual mental health service in
Egypt.

The types of disorders chosen for this study were to be either
neuroses or mild psychoses.* These disorders can only be found in a
private hospital, very rarely in a state hospital.

The Director of the hospital agreed to this project being carried out
in his hospital and with his patients. He also promised support and
co-operation.

The researcher was familiar with the haspital, its system, types of

disorders and modes of treatment.

El-Niel Hospital is composed of three main departments in the three

categories shown below:

* Patients with psychotic disorders, but whose symptoms don't interfere too
strongly with their comprehension or ability to understand/participate in a
conversation.
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Table 4.1: Residential Categories in E1-Niel Sanatorium

Categories
D |
E [Closed door Male st class 2nd class | 3rd class
P wards l
A "
R
T [Closed door | Female --- 2nd class | 3rd class
M iwards i 5 3
:E | i
N ‘ i
‘T iOpen doors | Male and lst class | 2ndclass | ---
‘ . Female ;

The hospital bed capacity is about 180 beds, divided mainly between
female ahd male wards and also between the three classes. There are
about 50 beds in total devoted to female patients, about 5 of these
beds are 1st class and in the open doors section only. For the male
patients there are about 20 beds for the 1st class open doors section
and also about 12 beds 1st class in the closed doors section. The

remaining beds are mainly 2nd class with a few, about 20, 3rd class.

Hospital Rules:

Contrary to Ward 56, Northern General, Sheffield, E1-Niel hospital
has an institutional system relying heavily on a clased doors policy to
ensure the safety of the patients and enforcing compliance with
hospital orders and rules. Patients in closed door wards are usually
dressed in indoor clothes (e.g., pyjamas or galabia), and are not
allowed to leave the hospital or use the telephone without being
accompanied. There are steel bars on all the windows and patients
are not allowed to go onto the balcony except with permission from a
doctor or nurse or unless accompanied by a member of staff or

family.

However, there are a number of facilities which are provided in the
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form of an open-air garden, with plenty of seats and tabless a mosque;
a cafeteria selling drinks, sweets and crisps all day from 9am to 7
pm. There are colour TV sets and video recorders in every ward;
facilities for table tennis, woodwork, painting and drawing, knitting
and embroidery; keep fit programmes; some outdoor activities such
as football in a nearby playground (this is only for patients allowed to
go out with_ doctor's permission); or going to the cinema or for a day
trip to visit different places of interest in Cairo. The hospital also
provides daily newspapers and different magazines and there is a
small lending library. Another important rule is that visiting hours
are quite open, from 10.30 am to 5.30 pm with a one-hour lunch break

at 1.00 pm.

Open-door wards are completely the opposite of closed-door wards.
These patients can keep their own personal belongings and are allowed
to dress in outdoor clothes and they have the freedom to go outside
the hospital provided they inform the hospital administration. They
can go for a holiday of up to one week and are allowed to spend a
weekend or a few days during the week at home with their family.

They also are free to use the telephone and to go on the balcony.

However,because of their freedom they are largely excluded from the
indoor and outdoor activities arranged by the hospital staff,and only

left with the TV and video facilities.

The 'classes' serve mainly to identify the category of payment;
patients of all classes receive more or less equal services but there
were differences in the type of room used, i.e., single room is first

class; a room shared with one or two others is second class; and if
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shared with more than two, third class. The first and second class
rooms are nicely decorated and have new furniture and a daily change
of bedding. The third class rooms are on the ground floor; less
attractively decorated; have older furniture; and bedding is changed

every other day, or as needed.

The cost of stay ranges between 5-10 Egyptian pounds per day, which
is approximately £3-6 English pounds.* The cost includes a bed, three
meals and all the hospital services. The cost of medication, clinical
investigation and any extra specialised care, e.q., X-ray, dental care,
was excluded. The psychiatrist or hospital administration makes the
decision about admission to open-or closed-door wards. Even though
patients come voluntarily for admission, it is the hospital's decision
to put him/her in a suitable ward. Other patients are admitted
involuntarily or formally, i.e., sectioned according to the Egyptian
Psychiatric Law in May 1941, and in this case referral is either by the
family or a psychiatrist. Sectioned patients would be kept in closed
wards. Some voluntary admitted patients are also kept in closed

wards for their own safety.

Open-door wards are used for neurotic cases or mild psychosis, or
chronic cases. The ward class is chosen by the patient, his family or
the sponsoring body (e.g., work, or insurance agency). In some
circumstances patients are admitted involuntarily for their safety,

e.g., in case of violence or overdose; but have been considered

Currency value of 1984.
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ii)

voluntary in the official papers if the patient agrees to stay in the

hospital for treatment and signs the papers.

The Hospital Staff

The hospital is run by the director of the hospital who is a senior
psychiatric consultant with a team of senior and junior psychiatrists
and two general physicians to deal with medical problems arising
among the patients. This medical team is considered the most
important work force in the hospital and they are responsible for
almost every individual patient from a holistic point of. view, which
includes psychological, social, medical and nursing care. There are
seven members in the team in addition to the director. The director
has a direct responsibility towards all patients admitted to the
hospital‘ and has indirect responsibility regarding patients admitted
and detained under external psychiatric supervision. The rest of the
medical team have a direct responsiﬁility towards all patients in the

hospital assigned to them.

The nursing staff are unqualified personnel with a varied experience
(2-15 years). Their duties are to give daily medication; keep patient
recordsy ensure safety and keep appropriate cases under close
observation. They are also responsible for patients' and ward
cleanliness and supervise the distribution of meals. The most

important duty is to keep the door closed in a closed-door ward.

Auxiliary staff play a very important role in controlling patients’
violent behaviour, cleaning the hospital and guarding the patients and
the wards. Their role is vital to prevent patients from committing

suicide, from escaping, damaging hospital property or behaving

196



iii)

aggressively towards each other and towards the hospital staff,

especially the nurses.

Medical Care

In E1-Niel Hospital the medical staff are responsible for each patient
in all aspects, whether medical, psychological, nursing care or social
wel‘fare. The medical staff is responsible for admitting the patients
but the discharge procedure is usually controlled by the hospital

director.

Patients' treatment is mainly chemical and physical therapy;
psychotherapy is very limited in use, there being only one group for
addicts and another for ward meetings. However, the informal
psychological support provided by the medical staff by means of a
friendly chat or problem-solving discussion is usually of great help for
patients to express their feelings and listen to advice. The closed-
ward policy has forced patients to interact with each other and

support each other.

The medical staff (Junior Psychiatr:iéts) are responsible for each
individual patient in the hospital and employ the key worker system,
which is the system of specified workers being responsible for a certain
number of patients from all aspects, ie prescribing medication;
assessing; observing; recording and monitoring changes. All the
therapeutic interventions, including necessary medical care or
investigation, are carried out by the medical staff. They also

supervise the occupational therapy given to patients in terms of

which activity is assigned to which patient. They work only morning

shifts, ie from 8-9am -2-3pm, as afternoons and nights are covered by
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iv)

V)

the resident doctor in charge.

Nursing Care

Staff working on the wards at E1-Niel Hospital, apart from one
general nurse, do not hold nursing qualifications, although they are
known as nurses. There are 25 staff working 3 shifts, mainly morning
and afternoons, as night shifts are usually covered by just one or two

nurses for the whole hospital.

Their work is to distribute medication and supervise patients taking

it; observe and control patients with unacceptable behaviourjand
report this to the hospital resident doctor. They must ensure patients'
cleanliness and that of the ward. They provide informal psychological
support for the patient by discussing problems with the patient, the
family and supportin-g him/her during periods of distress. The auxiliary

staff also play an important role in caring for the patients.

There are no male nurses in Egypt; most of the physical care for male
patients is attended to by male auxiliariesswho control aggressive
behaviour,and take-male patients on trips and outings in addition to

implementing occupational therapy activities.

The Patients' Cultural Background

There are no unique features in the cultural backgrounds of the patients
at the EI Niel Hospital. They come from upper and lower Egypt and
other parts of the Arab world. They had a varied range of income,
education, type of work, religion and social class, ranging from working
class to aristocratic. An important feature of Egyptian society today

is that one's economic level does not necesssarily correspond with
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one's social class; for example a worker in a profitable company could
be better off financially than a lecturer in a university. The majority
of patients are of the Islamic religion and there is also a group of
Christians. Both Moslem and Christian patients believe in God but
only a few of them observe their religious rules; they are inclined to
observe traditional and cultural rules and observe these norms/morals,
eg one patient would not pray or stop smoking cannabis, or cigarettes,
or being rude to strangers but in his father's presence he would behave

politely. .

As previously discussed in Chapter One, family relationships are still
close, providing great care and support for each member, who try to
live within a short distance of each other and young adults, of either
sex, do not leave home except to get married. This means that quite
often there are three generations living in one house. It is quite
acceptable to discuss love relationships and emotional involvements
with friends and relatives but can be very difficult with parents and

immediate family members. .

Egyptian society has seen massive immigration from the rural to the
urban areas over the last 30 years; and in particular to the larger
cities with the majority concentrated in Cairo, resulting in the
establishment of new communities of homogeneous groups of friends
and relatives and extended families. The people in these new
communities do not leave their traditions and morals behind but, on
the contrary, establish them in their new society and an increase in

their income does not mean a change of social class.
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vi) Social and Material Support in the Community in Egypt
There are no specific community services provided for mentally ill-
patients after discharge. Follow-up treatment is carried out by
doctors in the out-patient clinics or in private clinics. No community
psychiatfic nursing care is available and social workers limit their
duties to the office and to dealing with financial affairs. However,
any patient in need of psychiatric care is seen on the same day and, if
necessary, admitted to hospital as there are no waiting lists. The
family is a close unit and its members are responsible for looking
after the patient all the time, and providing support, care and love all
the more during hospitalisation to reassure the patient that he/she is
still wanted. On the few occasions when the patient is highly
disruptive or chronic and has made very little progress, the family
may experience difficulty in coping and may seek to place the patient

in one of the large state mental hospitals.

Government policy to help patients in the community is the possibility
that patients with permanent disability (including previous mental
illness) could keep their jobs with fewer duties and flexible hours.
Large companies also are encouraged to employ disabled people (up

to 6% of the workforce).

The social and material support as provided in Britain is non-existent
in Egypt. The psychiatric service in Egypt lies mainly in medical
care either inside or outside the hospital. Professor Gawad of Cairo
University revealed, in 1981, the following figures regarding the
service in Egypt. He explained that in the early 1960s a
decentralisation of health care was implemented to provide a

psychiatric service in small hospitals, in the in-patient units of
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district hospitals and in out-patient clinics of approximately one
psychiatrist for every 200,000 people and one bed for every 6000
people. Free service is provided in 52 out-patient clinics, 31 in-
patient psychiatric units and 3 mental hospitals. Other forms of
psychiatric hospital-like day hospitals and night hospitals are non-
existent and a serious disparity still exists between urban and rural
psychiatry. There are no specific facilities provided for after-care of

mentally ill patients in the community.

4.2,2,.2 The Two Phases of the Study

Three years were allocated to carry out the study and this time was

divided unequally between Sheffield and Cairo.

Phase One: Sheffield October 1982 - September 1984

a) The first stage: this was preparatory, for nearly six months, where
the researcher was becoming acquainted with the environment; the
work with psychiatric patients in a British hospital and community;
joining a team of community psychiatric nurses (CPNs) and paying
visits to patients at home and at work. The researcher also joined
the Occupational Therapy team in the day hospital at the Northern
General Hospital and participated in different group therapies and
other activities taking place such as outings and hospital parties. It
was hoped that this stage would enable the researcher to be accepted
by patients as a natural member of the staff rather than an external
person. This was also intended to minimise the halo effect and/or

contamination of the experimental field.

During this stage the researcher was also studying the existing service

for the mentally ill in Sheffield. The orientation phase revealed the

201



b)

structural differences in the community health care provided in
Sheffield. Community psychiatric nursing was provided only for
patients referred by a GP or psychiatrist. Patients who were
admitted to hospital for whatever reason were discontinued from the
care of the CPNs whilst in hospital. CPN's therapeutic intervention
was devoted to symptomatic problems or specific neurotic problems
eg agaraphabia or giving injections - very little was observed in terms
of family/marital therapy or teaching. No specific programmes were
designed for each individual patient, it was mainly purely nursing
based on employment of specific nursir;g skills with very little

communication with other disciplines or comprehensive team work.

The researcher believed that finding a link between the hospital
service and the CPN service could be achieved and could lead to the
development of a new comprehensive service where there is
continuation of care started in the hospital into the community. This

system was supported by Kirkpatrick (1967) and Greene (1968).

Therefore the approach studied was given the name bridging therapy
(to provide a type of therapy that would bridge the gap between

hospital care and community).

The second stage: this was for the data collection process

The lack of assessment instruments that would be helpful to evaluate
the patients' conditions in scientific terms was recognised. Therefore
this stage saw the development of such an instrument, the Behavioural
Adjustment Inventory (BAI 100 items scale) and the Recovery Index
(RI). Selection of patients took place according to specified criteria,

and methods of selection described later under the sampling strategies.

202



c)

Using semi-participant observation, in-depth interviewing as well as
implementation of the BAI 100-item scale and its RI took place; also
the General Health Questionnaire (GHG) and Eysenck Personality

Inventory (EPI) were all employed for data collection.

This was the longest stage and took fifteen months during which time
the eleven participants were chosen, received a bridging therapy

programme and evaluation of their condition took place.

Patients were assessed using the BAI, RI, GHQ and EPI on admission.
On discharge from hospital and at the end of the follow-up period,

the RI, and GHQ were used. Details of these methods are discussed
later under methods of data collection. Selection of the control group

was subsequent to the selection of the experimental group.

Through this stage problems encountered with the implementation of
the BAI and its RI were identified and the need to improve their
efficiency was recognised. The data collection for the Sheffield
sample had to be completed using the original version of the BAI1gg
item scale and its RI because the assessment of the experimental
group had already been completed and that of the control group was

near the end.

The third stage: This was devoted mainly to improving the validity of
the BAI and RI. Steps to increase their efficiency are discussed in

detail under the section on the development of the BAL

The first phase was looked on as a learning, preparatory phase for the

one to follow in Cairo, so that similar problems could be avoided and
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4.3

so help the validity of the study.

Phase Two: Cairo September 1984 - February 1985

Again, two groups of patients were selected using the same principles.
Here bridging therapy was employed in two ways: first, by introducing the
concept of community psychiatric nursing care to Egyptian society, which
totally lacked such experience; second, to test the effectiveness of the
bridging therapy in a different cultural context. Many of the previous
problems encountered in the Sheffield phase were eliminated in the Cairo
phase; this was -mainly because of the experience gained and the

practicability of the new, modified version of the BAI3g item scale.

However, other problems were encountered which to some extent impeded
the course of the study. Fortunately, with a few modifications in terms
of patien't numbers and period of follow-up, the study was continued and
was completed within the fixed time. Although the Cairo stage was fairly
short (six months) enough data was collected to enable a reasonable

comparison to be made with the Sheffield groups.

Methods ‘of Data Collection

The period of data collection constituted the main bulk of the work and
occupied nearly three-quarters of the time allocated to the project. The
previously-mentioned structured instruments, namely GHQ, EPI and BAI,
were employed for data collection together with semi-participant
observation methods, anecdotal records and semi structured interviews.
Audiotapes were used in a few instances. The qualitative data are
presented in this study as case studies which reflect the richness of this

information and its importance for subsequent examination of the results.
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The official method for data collection began by inviting patients in each
group (experimental and control, bath in Sheffield and in Cairo) to fill in
the questionnaire forms of the GHQ and the EPIL

(Translated copies were given to Cairo patients details of which can be
located in a later part of this chapter.) The BAI scale was filled in by the

researcher and the consultant psychiatrist.

In Sheffield the measurement of health status was through the use of RI,
and assessment was done separately by both the researcher and the
consultant. In Cairo the BAI3g item scale assessment was done jointly by
the consultant and the researcher. No translated version of the BAI3g
was needed in Cairo as both the researcher and consultant psychiatrist
speak English fluently. Re-evaluation of Sheffield patients has been done
using the same procedure as that used in Cairo. The re-evaluation was
done retrospectively using the information provided by the original
assessment from the BAIjgg item scale, RI and the anecdotal records.
This time, joint assessment (i.e., researcher with the consultant) was
employed and this proved very effective as it ensured consistency of rating,
reduced the risk of inter-rater lack of reliability and resulted in

satisfactory agreement between the two raters.

Assessment of patients using these instruments was to be done on three
occasions: on admission to hospital; on discharge from hospitaljand after
the termination of the follow-up phase, ie three to six months post-hospital
discharge. Therapeutically speaking, in-depth interviewing in the form of
semistructured and unstructured interviews, individual or group therapeutic
sessions,and semi-participant observation were used to implement bridging

therapy and test its effectiveness.
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4.3.1

The previously mentioned plan for employing methodological mix (quasi-
experiment and action research) was implemented for data collection.

This was achieved through the following strategies.

Semi-participant Observation

Semi-participant observation (in the sense defined earlier) occupied the
majority of the time spent working with patients in the hospital. The
researcher participated as a member of the hospital staff taking part in
all types of activities arranged for the patients; in other words, the
researcher joined in the ward rounds and ward meetings; recorded
observations; provided therapeutic help for patients on the ward in general
(not only limited to the experimental group); participated in indoor and
outdoor activities, and in different group therapy sessions in the Day

Hospital on a regular daily basis.

Semi-participant observation techniques helped the researcher to keep
realistic notes about the experimental group in various settings and in
writing-up case studies. This was practised more in Sheffield than in Cairo
because the range of activities in Sheffield was far greater than that in
Cairo. Participation in the Cairo situation was limited to ward rounds;
one type of group therapy; one type of ward meeting and a few outdoor
trips. Patients spent most of their time watching TV, playing cards or
chatting to each other. The visiting hours were the most prominent
feature of their day, when they spent two hours in the morning and two

hours in the afternoon with their families.

Despite the value and richness of the information gained through the
implementation of this technique, the researcher found it to be very

difficult and impractical for short-term research studies. Problems
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encountered during the implementation of this technique are summarised

as follows:

1 Time Constraints: participation as a member of staff working both
within and outside the hospital, occupied a ten or twelve-hour day,
five days a week for two-and-half years. It is not possible in human
and economic terms to set up this impractical example of service

either for patients or for the researchers involved.

2  Information Wastage: the deep involvement in the patient's life, both
during hospitalisation and after discharge, led to the accumulation of
a vast amount of personal data concerning the experimental group.
Considering that only a limited number of case studies could be
included, much qualitative information regarding other patients in

the experimental group could not be directly used.

3  Selectivity: this inherent limitation of observation technique could
have influenced the researcher's judgement of different situations.
Nevertheless the use of anecdotal records and hospital files and

specialists' notes helped to reduce this possibility.

4  Researcher Bias in Data Collection: semi-participant observation
can be relatively easily performed in a setting where observation of
all participants is of equal importance. In the current study the
researcher tried to limit partiéipation to patients in the experimental
group. This proved impossible as every therapeutic activity on the
ward or the day hospital included all patients on the ward.
Consequently, participation with patients in the control group was

inevitable. In addition, two patients in the control group requested to
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receive bridging therapy and community follow-up. Therefore the
decision was made to select the control group after completion of the

experimental phase of bridging therapy in the Sheffield setting.

4.3.2 In-depth-Interviews

Interviews were both semi-structured and unstructured in nature. In this
study the semistructured ones were conducted on three occasions: on
admission to hospital; on discharge; and at the termination of the follow-
up period. This method was used both with the experimental and control
groups. The main purpose of these interviews was to facilitate completion
of the BAI and encourage the patients to complete the psychometric

questionnaires.

The unstructured interviews were conducted for therapeutic purposes,
including implementation of bridging therapy and FIA. The unstructured
interviews were essential because in these sessions, patients' problems

were identified and a plan of work was designed, implemented and evaluated
for evidence of progress, or other changes. These interviews were held

both on an individual and a group basis. That is, sessions were held with
patients on their own (individual); or with patients and their families; or
with their families alone; or with a number of staff members and the

researcher together with the patient and/or his/her family.

The flexibility of this approach was of great value both for the patients
and for the researcher, since many therapeutic outcomes and much
qualitative information was obtained by its means. Co-operation of the
other members of staff, including consultants, nursing staff, social workers

and occupational therapists, proved most effective for purposes of
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planning and intervention.

Such therapeutic interviews were only pravided for patients in the
experimental group, since they constituted an important element of
bridging therapy. Data obtained during in-depth interviews was recorded
either on the spot, or soon after the session, as appropriate. The few
audiotaped interviews proved to be of great help to the researcher.
However patients generally did not like the idea of having their

conversations audiotaped.

At the time of assessment in-depth semi-structured interviews were utilised
to explore and examine the patient's condition in relation to the items of
the assessment instrument (BAI). These proved to be most difficult,
especially on the second and third occasions, i.e. on discharge and post-
discharge, as patients were more spontaneous in their interaction with the
researcher, tending to side-step formalised discussions. On many occasions
a single interview session would take up to three hours, especially in the
Egyptian context, where patients were talking about many side-issues that
were not necessarily relevant to the study or to the assessment inventory.
As a technique in-depth interviewing proved much more difficult than the
researcher expected, due to its time-consuming nature; difficulties
engendered by the need to record data on the spot without stopping the
flow of conversation; and patients' refusal to be audiotaped. As a result

some information was inevitably lost.

Nonetheless, the main objectives of these interviews were achieved, since
patients' conditions were assessed; supportive data was gathered by
interviewing patients' families; reflections of patients' attitudes and

personalities were obtained; by these means appropriate
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4.3.3

psychotherapeutic interventions were provided.

Self-Report Questionnaires

In addition to the previous two methods of data collection psychiatric
questionnaires were used to ensure the consistency of judgement between

patients, the researcher and the consultants.

The questionnaires chosen for this purpose were the General Health
Questionnaire (GHQ) by Goldberg (1978); and the Eysenck Personality
Inventory (EPI) by Eysenck and Eysenck (1963). These two instruments
are considered in more detail in a later section of this chapter. These
questionnaires were obtainable in a standardised form in both English and
Arabic. It was assumed that the use of questionnaires in addition to semi-
participant observation and indepth interviewing would help in the

following:

1 Exploration of the patients' views about their problems and health

conditions.

2  Comparison of the consistency of patients' responses with those

obtained using the BAL

3 It was hoped that, by filling-in these questionnaires, patients would
begin to feel some formal obligation towards active participation in
the project. For this reason, patients were invited to fill-in the
questionnaires as soon as they agreed to participate in the project.
Nevertheless, filling-in the questionnaires sometimes appeared to

present difficulties for some patients. For example, some patients
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4.3.4

had difficulty reading the questions because of blurred vision (side
effect of a major tranquilliser); and others could not read properly, as
with some members of the Egyptian sample. Some of the questions
appeared to be obscure, whether in Arabic or English: and some
explanation had to be provided. Some patients had to be ‘chivvied' to
get back the completed questionnaires; whilst others complained of

the long, boring questionnaires.

Despite these difficulties, patients in both groups in the two countries,

managed to fill in the questionnaires required.

It was intended that all patient groups should complete the GHQ and the
EPI on three occasions. This proved very difficult; and the plan was
changed to completion of the EP] on admission only, whilst the GHQ was

completed on three occasions.

Checklists; The Behavioural Adjustment Inventory, (BAI), and its

Recovery Index, (RI)

The BAI is a checklist developed to provide a frame of reference for both
the semi-participant observation and the semi-structured interviewing. In
addition, a Recovery Index (RI) was also produced to provide a scale of

measurement of the problematic areas identified by the items included in

the BAIL

The decision to develop this instrument was crucial for a number of
reasons:
1 Quasi-experimentation requires assessment and evaluation of the

programme under testing.

211



4.3.5

2 The current design of this research used a methodological mix
approach which included qualitative as well as quantitative
evaluations.

3 Validity of the information obtained needed to be ensured.

4  As action research requires team work, it appeared useful to employ
an assessment instrument that could be used by various disciplines to
assess a general psychiatric condition, in a multi-context
(hospital/community) and multi-cultural (British and Egyptian) setting.

5  An extensive literature search made it clear that such an instrument
was simply not available. Lack of such an instrument left the option
for the researcher either to abandon the whole project or to adopt
the pragmatic solution of attempting to develop an innovative

instrument to be validated during the course of the wark.

In response to Miller's (1981) call to develop a community nursing
assessment instrument that follows the holistic approach, the decision was
taken to develop, validate and implement the BAI. Details of the validation

procedure appear in a separate section of this chapter.

Data Collection Instruments

In Sheffield:
Three instruments were employed for this purpose, namely the Eysenck
Personality Inventory (EPI) General Health Questionnaire (GHQ), and the

Behavioural Adjustment Inventory (BAI).

1. The Eysenck Personality Inventory (EPI) (Eysenck H J and Eysenck S

B G 1963) (Appendix 2)

The EPI is like its parent instrument, the Maudsley Personality
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Inventory (MPI) (Eysenck 1959). It was designed to measure two major
dimensions of personality, extraversion/introversion and neuroticism.
Eysenck claimed that the EPI is very similar to the MPI but more

useful for the following reasons:

a) The EPI consists of two parallel forms making retesting possible
without interference. EPI Form A was the one used in the current
research.

b) The EPI has been carefully reworded so as to make it more easily
understood.

c) It contains a Lie Scale.

d) It is more reliable than the MPL.

e) It is a valid instrument descriptive of the behavioural

manifestation of personality.
Because of the previously-mentioned reasons, it became quite-clear
that the implementation of the EPI would be useful as a self-report

instrument and to compare its results with the BAI results.

The General Health Questionnaire (GHQ) (Goldberg D 1978)

(Appendix 3)

The GHQ is a self-administered screening test initially designed to
detect psychiatric disorders among respondents in community settings,
such as primary health care, or among general medical outpatients.

As such, it focuses on breaks in normal function evidenced by two

classes of phenomena:

i) inability to continue to carry out one's normal 'healthy' functions

ii) the appearance of new phenomena of a distressing nature.
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No theoretical assumptions are made about the nature of 'hierarchies'
within the class of psychiatric illnesses: only that there are less
differentiated ways in which all such patients differ from those who
are 'well'. The theory is thus consistent with any of the numerous

- hierarchical models proposed by workers as diverse as eclectic
psychiatrists (Gruenberg, 1969; Wing, 1976); biostatisticians (Maxwell,
1973); clinical psychologists (Foulds and Bedford, 1975); and
psychoanalysts (Meninger, Mayman and Pruyser, 1963). The resglt is
a sixty-item, Likert-type scale measuring six principal factors
concerned with personal perceptions; general illness; somatic symptoms;
sleep disturbance; social dysfunction; anxiety and dysphoria and
depressive symptoms (Goldberg and Hillier, 1979). Parallel forms
exist and the test is generalisable as a monitoring device for
administration before, during and after specific therapeutic
intervention; when it functions as a subjective index of recovery from
morbid states. Together with the EPI, it is included in the present
study as a subjective complement for comparison with observational
evidence of recovery status obtained by means of the Behavioural

Adjustment Inventory (see below).

3  The Behavioural Adjustment Inventory (BAI) (Appendix 4)

This is an observational checklist to assess the patient's behavioural
adjustment or maladjustment. Details of its development and

validation are given in a later section.

In Cairo:
Instruments of data collection in Cairo were the equivalent Arabic versions
of both the Eysenck Personality Questionnaire (EPQ) and the General

Health questionnaire (GHQ3g); plus the English version of the Behavioural
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Adjustment Inventory (BAIsg). No Arabic translation was needed for the

BAI3pg

1 The Eysenck Personality Questionnaire EPQ3q (Arabic version,
Appendix 14).
Abed E1-Khalek and Eysenck (1983) carried out a cross-cultural study
of personality between Egypt and Britain that measures psychoticism,
extraversion, neuroticism and social desirability. They translated the
101-item version pf the EPQ (Eysenck and Eysenck 1975) into Arabic
and it was completed by 641 Egyptian males and 689 females. The
sample included different groups, e.qg., nurses, doctors, housewives,
and technicians etc. The Egyptian data was analysed in the same way
as the British data. Factor analysis gave reasonably high loadings for
each of the factors except for psychoticism. However, factor
comparison calculated after the method described in Eysenck and

Eysenck (1969) indicated identical results with those in Britain.

There were few problems in the factor loadings e.g. Item 5 "Are you

a talkative person?" and Item 70 "Do you often take on more activities
than you have time for?" failed to load on 'E' in but loaded on L and

N respectively. However Item 88 "Do you sometimes like teasing
animals?" gained loadings on 'E', suggesting that Egyptian attitudes

to animals are less sentimental than in Britain, with "teasing" coming

into the realm of sport.

Neuroticism was also relatively straightforward, with three weak
items that were dropped from the scale, number 20 "Are your
feelings easily hurt?", number 52 "Do you worry about your health?"

and number 98 "Are you touchy about some things". It was decided to
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substitute three other items that gave good loadings on 'N', namely
Item 48 "Do you feel self-pity now and again?", Item 56 "Do you
sometimes sulk?" énd Item 70 "Do you take on more activities than
you have time for?" The 'L' scale lost two weak items, namely number
17 "Have you ever blamed someone for doing something you know was
really your féult?" and number 80 "Have you ever insisted on having
your own way?". The 'P' scale loadings were considered weak
throughout, especially for females. Extensive modifications were
undertaken to exclude compromised items. Originally the scale was
33 items; after these modifications it is now 26 items.

Generally speaking the instrument has reasonably high reliabilities
except for the 'P' scale. These findings show high similarities between
Egyptian and British respondents, regarding 'E', 'N' and 'L' scales. The
authors assume that many items of the 'P' scale are inapplicable in

the Egyptian outline. They recommended the use of the EPQ in Egypt
but with great caution with respect to the 'P' scale. In the current
study, items loading on the 'P' scale were excluded to avoid such

problems.

" The General Health Questionnaire GHQ3g (Arabic Version)

Professor Fakhr El-Islam, Kuwait University, has produced the Arabic
version of the GHQ3q for research purposes. In a recent
communication with the researcher, he explained that the instrument
is not published, but permission for its use was obtained from its
British authars, i.e. Goldberg and Hillier (1979). A recent published
work about inter-generational conflict and psychiatric symptoms (El-
Islam 1986) has described briefly the process of its development. He
found that it was necessary to modify the form and the style of the

British test, before it could be applied to Arabs, e.qg., items which did
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4.3.6

not translate well had to be rephrased to convey the meaning in

common Arabic parlance.

Both the EPQ and the GHQ were administered to both the experimental
group and the control group on admission to hospital. Patients in both
groups completed the GHQ on admission, discharge and post-discharge.

The questionnaires were completed in the presence of the researcher to
ensure as little loss of data as possible. An explanation of instructions and
statements was conducted by the researcher for each individual patient in
both groups prior to data-collection. For illiterate patients, the researcher
had to read the questions and mark the answers. On some occasions
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