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Abstract

Background
This PhD study waan examination of the mechanism adopted by a change agent
during an organisational change in healthcare. The context for the study was the
secondary analys@f action researchn a Child and Adolescent Mental Health
Service(CAMHS) that had developed practice at an organisational level to address
the excessive waiting list impacting upon that service.
Aims and Objectives
The research question addressed in the thesis was
How does a change agent facilitate organisational eéheng health setting?
The objectives of this study were to
i.  explore the current literature available discussing the role of the change agent,
thus identifying what is already known about this mechanism
ii.  through a secondary analysis of the data generatedgin the
aforementioned action research in CAMHS examine the relationship between
the change agent and the change participants
iii.  formulate an understanding of the mechanism of the change agent during
organisational change.
iv.  use these findings to make recoemdations for practice and further research.
Methods
The impact of the change agent during this organisational change was investigated
using a triangulation of three methods: interviews with change participants,

observations in the field and a reflexivaug.



Findings

The data were thematically analysed looking at the interaction between the change
agent and participants. The way that the change agent used anxiety through the
change process was presented in three themes: introducing anxiety into tinetcyste
initiate change; tolerating anxietfyrough the change processistaininghe change.
Analysis if the datgenerated through this study illustrated the change agent
acknowledged the anxiety expressed by change participantseadithisin a

functioral way to lever maintain momenturandsustain the change processhe

field.

Conclusion

This builds on the availaplliterature that discusses how change agents might hold or
contain anxiety during change processess ffitesispresents evidence thiie

change agent introduces and then uses anxiety functionally to initiate organisational
change in a way similar to that described by Mason (1993) safésuncertainty

theory Mason had developed that thedoyexplain thework a family therapist does
with families. Mason suggested that a family therapist invites a family into a position
of Gsafe uncertainfyin order to facilitate behavioural change within that family. From
this studythere is evidence teuggest that a change agent working withtheal
organisations works in a similar wdyy inviting participants in amrganisation to

move into a position of safe uncertaimtyorder for change to be effected.
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Chapter One: Introduction to the Thesis

This chapteprovides the context for the thesis. Organisational chaageetfected
in a Child and Adolescent Mental Health Service (CAMHS) thragjton research
designed to address the excessive waiting list for childrénave an initial
assessmenChildren and young people referred to the service waited over 12 months
for a first appointment during the period 2803Attending to the mental health of
children and young people is critically importaBtatisticssuggest that0% of 515
year olds currently have a diagnosable mental disorder (Green et al [2§f05).
untreded, the impact for children and young people could have long lasting effects,
such as disturbance to their educational attainment, difficult family relationships as
well as the potential for developing long term mental health conditions (Moss, 2008).
Acknowledging thesignificance of thithe Department of Health set targets for
children and young people with mental health concerns to be seen by appropriate
services within a timely manné@epartment of Health 2008, Department of Health
2009) A project wasthereforedevelopedo address thieng waiting time between
referral to CAMHS by primary care for an initial mental health assessment of
children and young people with mental health concerns.
The thesis was an examination of aspects of the clapgess
The research question being addressed in the thesis was
How does a change agent facilitate organisational change in a health setting?
The objectives of this study were to

i.  explore the current literature available discussing the role of the chaagg ag

thus identifying what is already known about this mechanism
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ii.  through a secondary analysis of the data generated through the
aforementioned action research in CAMHS examine the relationship between
the change agent and the change participants

iii.  formulatean understanding of the mechanism of the change agent during
organisational change.

iv.  use these findings to make recommendations for practice and further research

Presentational Style

Throughouthe thesis | have used the acronym CAMHS to representehithd
young peopleds ment al heal th services.
represent any child or young person and their carers, family or care setting as a
convenient term, but acknowledgethreadth of family and care setting forldten

and young people.

Organisation of the Thesi:

In chapter ong the context for the study is set through dmscursive account of the
action research conducted within a Child and Adolescent Mental Health Service
(CAMHS). It was a secondary analysisthis data that was used to investigate the

¢ h a n g e indugneenthatorened the basis for this thesis. A systemegigew of
the literatureon the role and effect of a change aghat informedhis thesis is

found inchapter two. Chapter threeprovides a detailed description of the methods

used to investigate the change agent role in this study. The findingation to

12
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participant anxiety and the mechanism a change agenaus@desented ichapter
four. A discussion of significance of the findings in relation to the body of existing
knowledge can be found ohapter five.

This thesis offer new thinking in relation to how a change agent initiates

organisational change in an NHS team.

13



Setting the Clinical Contex

The Importance of Childnd Adolescent Mental Health

The most recently available statistics on the mental health of children and young
people indicate that 10% ofB year olds currently have a diagnosable mental
disorder (Green et al 2005). The NHS has acknowledged the cagnué of this,
emphasising that the mental health needs of children and young people should be
accurately identified and met by appropriately located services in timely fashion
(Department of Health 2008, Department of Health 2009) as this reduces the
likelihood of chronic mental health conditions developing (Moss 2008). Evidence
linking childhood emotional and psychological difficulties with adult mental health
problems (Fombonne, Wostear, Cooper, Harrington and Rutter, 2001) suggests it is
imperative thatimely effective interventions are targeted at children and young
people (Hewson, Chennells and Wora#vies, 2003). Fergusson and Norwood
(2001) note that towards the later end of childhood, the rate of mental disorder shoots
up between the ages d#-18. At age 15 in their study of a cohort of 1265 children,
25% had diagnosable mental disorder (anxiety, mood, conduct, substance

dependencejvhich by aged 18had increased to 40%.

Health interventions aimed at early input for children and younglpdelp prevent
secondary stigmatisation from long term unmet needs (National Assembly for Wales,
2001) . I nterruptions to childrends nor mal p

number of sequelae. Children may become disconnected from their peers and thus

14



lose the benefits that social relationships bring to emotional health. Periods of

psychological ilthealth can affect school performance and attainment which can have

a |l ong |l asting impact upon a childdés academ
Some goups of children are at particular risk of mental health problems. For

example, children looked after by local authorities are five times more likely to have

a mental health problem than children in private households (Meltzer, Corbin,

Gatward, Goodman,dfd, 20®). Current health policy emphasises that that all

agencies have a responsibility for contribu

(National Assembly for Wales, 2001).

Policy Context in Wales

The intervention was undertaken in a policy contdraped by both Wales and UK

wide initiatives.Williams and Kerfoot (2005) offer a potted history of CAMHS in the

UK. An increasing understanding of <children
development throughout 1950s and 1960s led to the credtto@AMHS inpatient

building programme that lasted for the next decade following concern in the House of
Commons about children being admitted into adult psychiatric beds. Increased

service demand led to the commissioning of the Health Advisory Servi®)(H

review of CAMHS across England and Wales resulting in the publication of the

report Together We Stand (1995). The H&S8iewfound in England and Wales an

absence of strategy for the development of CAMHS services, ineffective

commissioning resultingia 6 pat chy service provision that

and 6problems in the availability and acces

15



O6specialist CAMHS at al l |l evel s and in al/l
rising levels of demand and inassng yet competing expectations; with many

services [having] l ong waiting |ists and ti
become a centre for practical research in CAMHS and that pilot projects should be

conducted in all sectors by all relevant ditiogs. The proviso for this was that

projects were to be selected so that they produce benefits across Wales.

The key document Everybodyds Business (Nati
provided a strategic plan for CAMHS development in Wales and hadcaté&she

belief that CAMHS services should offer relief from current suffering and problems

with the intention of improving, as soon as possible, the mental health of children,

adol escents and their families yamdd t hat ser
coordinated manner 0. -tidciplisarywerlingandanmul t i agenc
approach built on partnership with young people and families and sedgania

tiered system of prasion. The expectation was that the strategy would be

implemented aass Wales over a period of ten years. Particular issues in Wales

included a lower number of adolescent inpatient beds per head of population

compared to the rest of the UK, the absence
beds, a lack of beds for youpgople who have eating disorders, virtually no service

for children with a learning disability and no emergency adolescent beds in Wales. As

in the rest of the UK there were significant issues regarding recruitment and training

of the CAMHS workforce.
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HAS also cclared the intention of ensuringhatservices were both competent and
accounablefor the quality and biglth of service they offetmportantly for the

design of this piece of research, the Welsh Assembly committed itself in principle to

Gtive to |l earn from the opinions of service

In 2005, The Welsh Assembly Government published the National Service

Framework (NSF) for Children in Wales. Its aims wergrtprove quality and equity

of service delivery tlough the setting of national standards for health and social care.

Chapterfour is dedicated specifically to children and young people with mental
health problems, although the NSF clearly states all standards apply for all children
across Wales. The NSFakes reference to the earlier published circl&C 2004
(083)32that all children and young people referred to Specialist CAMi¢een

within six months, and feedback is given to their referrers within three weeks of that
appointment. This clearly inclites the importance of redirecting or signposting a
child to another service when they were incorrectly referred to CAMHS in the first

instance

Significant Policy Development across the UK

York and Lamb (2005) were commissioned by the Royal Collesydhiatrists,

Child and Adolescent Faculty to review the capacity in CAMHS services. Their
stated aim was to generate a o6rul e of
to provide a degree of consistency in defining the core business of CA8&dS

appendk sevei.
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Several areas of research are recommended by this review. Of note, York and Lamb
(2005) identified the need for research that looked at the relationship between
demand and waiting times, and the effectiveness of different models afeservi

delivery within all tiers.

One of the most debilitating aspects of a child or young person developing a mental
disorder is that they fail to maintain the progress of their psychological development
alongside their peers and thus are disadvantagedpakie distress of the disorder

and impaired psychological development (National Assembly for Wales, 2001). It is
this compounding i mpact on a childdés |
everyone, need to have their mental health needs met. Evideggests childhood
emotional and psychological difficulties are highly linked withgming mental

health problems in adult lif&combonne, Wostear, Coopéfarrington and Rultter,
2001).1t therefore makes sense on both a humanitarian and an economibhatasis
timely effective interventions are targeted at children and young people who present
with mental disorder{ewson, ChennellandWorrall-Davies2003Ch i | dr en 6 s
Commissioner for Wales, 2005) and for many of the common mental disorders good
evidence eists to support the efficacy of early interventighenagy2002, Carr

2000).

The ResearchSetting

The research was located in a CAMHS team serving a population of approximately
120,000. The team was part of a larger Managed Clinical Network crossiag thre

NHS Trusts, six unitary authorities and serving a population in excess of 800 000.
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The managed clinical network as a concept is defined by the Welsh Assembly
Government\\VHC [2005]076) as a strategy for enabling providers or commissioners
of specialist kalth services to join in a way that significantly improves services
across organisational boundaries. The research site was a tier 2/3 CAMHS service
(Health Advisory Service, 1995) providing outpatient assessment and intervention to
children and young p@te up to the age of 16 or 18 (if they were in full time
education) and their families. Services were offered by this team to children who

presented with mental iliness, mental disorder and mental health problems.

The Research Locality

The CAMHS team s&ed a small market town and its surrounding area, which has
within its boundary sections of the community with marked deprivation in contrast to
areas of affluence. The majority population was white Caucasian. Movement away
from the areas was uncommon, lwihany people remaining in the area throughout
their life.

The Research Collaborator

At the start of the project the team consisted of one consultant child and adolescent
psychiatrist, one social work therapist (full time), two social work therapists (pa
time), one of whom was on extended leave, one part time clinical psychologist, one
full time nurse therapist, one training psychiatrist (senior house officer). A health
visitor was attached to the team on a developmental secondment for a year. Two
nursetherapists linked with the team in a less direct way. Their primary functions

were with the substance misuse and youth offending teams.
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Through the course of the field work, six of the above personnel left their positions,
and two new (psychiatry) postgere developed. There were periods when student
practitioners from both nursing and social work joined the team. The overall picture
was therefore one of a reasonably static structure, but with changing personnel

occupying those positions. This had implicas for the way the project evolved.

Planning Stage of the Stud

Excessive waiting lists are acknowledged to be a proble@AdiHS throughout the

UK and securing access to care can be difficult (Foreman and Hanna, 2000). The
initial stage of this prect involved an exploration of both the research and
professional literature to identify existing protocols for the brief assessment and
prioritisation of mental health services for children. The aim was to establish whether
there were any models in ex@stce which could be adapted to meet the specific needs
of this CAMHS team. No suitable models were identified which were directly
transferable, but the literature did provide some helpful ideas which informed the
development of the triage intervention. Tgreliminary planning for this action

research project started in June 2004.

Stages in theOriginal System

TheReferralProcess

Prior to the implementation of the intervention, referrals were made in writing to the

consultant psychiatrist in the teaReferrals could come from as range of health
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providers in primary care, education and social care, such as GPs, health visitors,

educational psychologists and social workérscasionally when they thought there

was a particularly urgent case referrers wonbike telephone referrals and

supplement this with a written referral later. A standardised referral form had

previously been circulated to referrers but this was rarely used as a template.

Referrers would generally prefer to write letters, which rangad fsne sentence to a

few pages of detail ed -chursd orref. e rTrhael sp rvaacs i ccoel
This was a colloquial term for children being referred to multiple agencies

simultaneously in the hope that one of the agencies would accept resggrisibil

the child. This practice was ofteisedfor children with complex or chronic needs.

On receipt of any referral, a memo would be

administrator recording demographic details and key words indicating tire o&tu

the childds probl em.

How Decisions Were Made on Receipt of Referrals

On a weekly basis the consultant would scrutinise referrals received and decide what
action needed to be taken. As there was a significant waiting lisiapireg this

project, oty urgent cases would be allocated for immediate appointments and others
would be allocated on the basis of next in line on the list. Those referrals identified as
urgent during the interim period would be scrutinised by the consultant and dealt with

accodingly.
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The possible options the consultant might consider would be to not accept the
referred child, accept immediately, accept and place on a waiting list or ask the
referrer for more information. There was a general understanding of the criteria on
which these decisions were made, but there was no forum during which such
decisions could be explicitly discussed. The decision making process was therefore
unilateral and consultant led. The extent of this practice became highlighted at
periods when the csultant was on leave as only children at immediate risk of harm
would be allocated to the team. Other referred children would wait until the

consultant returned from leave before a decision was made about their disposal.

Original Initial Assessment

The aiginal initial assessmermbnsisted of a clinical interview that lasted over an

hour. All family members were invited for this assessment. Within this, questions

were asked of delelepmentalhestorheecdmpashion loficed s

family in which the child lived, including extended family, step or half siblings and

foster si bl i redusational amcemedidalihistoltyasiditibnud detail

about the childdés devel opment to date, info
current functning in relation to siblings, peers, teachers, parents, play, going out of

the home, eating, sleeping and toilet hal@sntemporaneous notes were made

throughout the clinical interviewl.his was using a tried and tested assessment form

that had been udeacross the CAMHS Network for over twenty years.
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Due to the high volume, most referrals were placed on a waiting list for the initial
appointment. During 20038, this waiting list was approximately 15 months. This was
improved to 12 months through adnsitnative processes and by checking whether
the original reason f or dtdlehasxbkenfouhdthat r ef er r a
attendance is connected to the length of wait for a health appointment, so the longer
people are waiting for an appointmethe less likely they are to attend and thus the
nonattendanceate increases, reducing service efficiency. A number of authors have
commented upon the critical time between referral and first appointment (Rawlinson
and Williams, 2000) but there is monsensus between them about how long this
period should be. Within this service the protocol after aattendance (DNA) was

that the family would be sent a card asking them to indicate whether they would like
a further appointment. If they respondedifpesly, they would be sent an

appointment. If there was no response after an unspecified number of weeks, they
would be discharged without being seen. So there were a number of referrals
conflating the waiting list but who would not actually attend #gr@ise through non
attendance but who were being given appointments of one and a half hours duration

that were being wasted.

The Difficulties with the Original System

The system had a number of junctures when d
suitabilty for the CAMHS service. Determining whether a child met criteria for
CAMHS was based upon the referrerds assessm

mental health needs in the referral letter. Referrers came from a range of professional
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backgroundsThey included GPs, school nurses, teachers, social workers, care

workers from the voluntary sector, all with different experience and understanding of

mental health in the context of child development, mental health services and

perceptions of risk posed children. They therefore also had different ideas about

which children they thought required routine or emergency appointments from

CAMHS. The quality of information provided in referral letters was variable and the
content r ef | e cfessi@ghal brieneation whicle has been doand pot to

be a valid mechanism for making a decision

referral (Potter, Langley and Sakhuja 2005).

Research Strateq

Action research is the methodology of choice for initigiand exploring a change in
clinical practice. 1t is a OcCoopei cally refl
2000) aimed at generating knowledge about a social system whilst simultaneously

trying to change it (Hart and Bond, 1995). It is founded oesaarch relationship in

which those involved are participants in the change, and involves a cyclical process in

which research, action and evaluation are interlinked (Waterman, Tillen, Dickson, de

Koning, 2001). Greenwood and Levin (2007) describe thiepsmnal action

researcher and members of either an organisation or network (stakeholder group) as
coming together specifically to i mprove an

Action Research Methodolog

There have been a number of reviews of theéhodological literature on action

research and these were drawn upon during the fieldwork to guide the evolution and
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progression of the project (Waterman et al, 2001, Welsh Assembly Government,
2000). Cassell and Johnson (2006) suggest that the broadfaagy®n research

methods are drawn from the breadth of ontological and epistemological philosophies
of types of action research that fall within this research paradigm. Therefore different
research methods within the approaches are consistent witssfiective

philosophy. What is distinctive about action research as an overall research strategy is
the iterative cycle of identifying a problem, planning to address the problem,
intervention and review in order to plan subsequent intervention (Cassell and

Johnson, 2006).

Hart and Bond (1995) noted the absence of a definitive text that described and

distinguished action research from other research methodologies so they created a

typology based on their examination of available literature on action research
containing four broad o6traditions6 alongsid
types of action research. There have since been further typologies that aim to

characterise features of action research (Chandler and Torbert 2003, Heller 2004).

Hartand Bondds typology illustrated that actd.i
originates from a range of ontological philosophies from experimental to social

constructionist. The typology aims to capture the features of the range of action

research gmroaches from the experimental approach (seen on the left of the

typology) to the emancipatory (on the right) with two incremental approaches in

between, organisational and professionalising. Hart and Bond have suggested that
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each of these approaches Hafining characteristics within seven criteria which are

summarised in the tableelow (figureone.

This typology has been useful in understanding the breadth of action research
approaches and seeing how, despite their differences, can be understoodnvet
paradigm. Hart and Bond suggest that studies which take significant time may adapt

their approaches and O6moved across the spec
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Figure one Features of thecontinuum of action research Taken from Hart and

Bonddos T3PPI| ogy
Consensus Conflict model of
model of —— ——— | society
society
Experimental | Organisational | Professionalising| Empowering
Educative Researcher | Training. Reflective Consciousness
base focus. Organisational | practice. Patient | raising.
change towardg advocacy. Empowering
consensus. Enhancing oppressed groups
practiti
ability to control
work situation
Individuals in | Closed group, | Existing work | Professional Fluid, open groups
groups participants | groups groups,
selected by membership
researcher negotiated
Cyclic Research Tension Tension between| Action dominates.
processes dominates between action| action and Study is open
action. Time | and research | research with ended, not
constrained. | with action research constrained by
dominating. dominating. time.
Discrete cycles| Dynamic spirals
of action and | of action and
research. research cycles
Research Outside Client pays an | Could be either | Strong
relationship researcher as | outside researcher or collaborative, or
& degree of | expert. Clearly consultant prectitioner with | co-researcher
collaboration | differentiate | Differentiated | merged roles. roles.
roles. roles

Change Experimental | Problem to be | Problem to be Problem to be

intervention | intervention to| solved in terms| resolved in the | explored as part of
test theory of management interests of process of change
and/or aims researchbased | developing an
generate practice understanding of
theory meanings of issues

Improvement | Towards Towards Towards Towards

and controlled tangible improvement in | negotiated

involvement | outcome and | outcome and | practice defined | outcomes and
consensual conensual by professionals | pluralist definitions
definition of | definition of and on behalf of | of improvement:
improvement | improvement | users account taken of

vested interests
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Problem Problem Problem Problem defined | Problem emerges
focus emerges from | defined by by professional |[f r om me mt
theinteraction | most powerful | group or emergeg practice /
of social group. from professional experience.
science theory practice.
and evident
social
problems.

Features of Acton Research

In action research, multiple methods of data gathering may be employed in a

systematically evolving process that becomes evident through the life of the project.

Action research is a multlisciplinary, multtmethod, contextual and holistic

approach to social research that respects the complexity of problems people

(stakeholders) face in their everyday lives (Greenwood and Levin, 2007). By

enrolling those affected by the intervention in the process, and by linking research

with practice develament, the aim of action research is to promote sustainability for

the change. Its strength lies in its focus on generating solutions to practical problems

and its ability to empower practitionergetting them to engage with research and

subsequent devgdment or implementation activities (Meyer, 2000). Nichols and

colleagues argue that the evolution of action research as a methodology directly
addressed the é6persistent failure of resear
in terms of bringinghout actual i mprovements in practi
of a twostage process of researcher first then application by practitioners to a more

integrated onetep approach (Nichols, Meyer, Batehup, Waterman, 1997). In action

research therefore themeed be no gap between theory, research and practice as the

three can be integrated.
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Action research promotes a greater partnership between academics and clinicians thus
breaking down the barriers between acquiring or generating knowledge through
researh and its application in the field. Therefore, participants involved in the

research benefit from their involvement at the time of their involvement and are also
able to participate as part of their normal work activities (Dick, 2008). It is also a
defining feature of action research that data generation begins as soon as the problem
becomes apparent and a decision is made to conduct an action research study
(Streubert Speziale, Rinaldi Carpenter, 2003). It is this degree of responsiveness that
Dick (2008)considered to be the most compelling reason for selecting action research
as a methodology. The fundamental tenets of action research methodology are
inclusiveness, a focus on effecting change, timeliness and a contemporaneous

integration of practice, reaech and theory around an area of interest.

The Action Research Spiral or Cycle

The origins of action research are attributed to Kurt Lewin having used the phrase
action research spiraldéd (Lewin, 1946). Lew
of activity of reviewing and acting to effect change in an organisation. The cyclical

nature of action research involves what Winter (1989) referred to as four stages of

planning, acting, observing and reflecting not as discrete, single entities but more an

overl|l apping process of which these may be cc¢
(Kemmis and McTaggart, 1988ee figurdwo). Where these functions occur in a

spiral way and are embedded within practice, the result is that changes which occur
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through thigprocess are more likely to be sustained (Argyris, 1988)e of the
difficulties with this particular aspect of action research is representing this three
dimensional activity within a linear report such that reflects its complexity but is

easily understod.

Figure two: Cyclesin action research

observe

(research/
data collection)

reflect
(critical reflexivity)

act
(implementation)

& plan é/
(strategic
action plan)
observe —\
act reflect
& plan 4/
el \‘
act reflect
- g

FIGURE 10.2 CYCLES IN ACTION RESEARCH

Spirals of action, observing, reflecting and planninghis study

In reading through reports of action research studies and hearing action research

studies presented at conference, | have been fastiopathe way these studies had

been apparently organised into discrete phases: for example, gjalening, cycle
2-implementation, cycle-8valuation. Cook (2009) suggested that authors choose not

to report their O0mes s Yisdetaildeingoconssddéredian paper s

Oi nappropriateo. I can apprectHedatee t he di ffi
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spirals of action research activity but when constructing a discursive section on the

process of the cycles, it has been appealing to tngatly section them similarly.

Having completed this study, | am able to retrospectively impose this structure of
discrete cycles of plan, act, observe and reflect but at the time the field work of the
study was orgoing, there were multiple cycles ocaang such that it was difficult to
distinguish the categories contemporaneously. In this study, rather than there being a
series of sequential longitudinal waves forming a spiral of logically ordered work,
there appeared to be a collection of overlappmdjiaterconnected cycles of

planning, action, observation and reflection, which hdifferent sizes and
timescaleshathavecreated dorwardtrajectory Thiscontintedwell after the field

work was completed. The idea of action research being a mefisydolgy

(Coghlan and Brannick, 2005) was a useful contrast to the ordered sequencing of a

typical experimental design study, but conceptually, it is difficult to represent in

Securing Accesgo the Field to Conduct the Study Engaging the Research

Participants

I met with the Consultant Psychiatrist of the CAMHS team in June 2004 to establish
the need for and viability of my proposed project. The consultant in the CAMHS
team was interested from the outset and between us we brainstormed to identify the
key parties with whom we needed to consult for the project to move forward. The
CAMHS team in which the study was located was part of a larger Managed Clinical

Network that covered three NHS Trusts. The Clinical Director of the Clinical
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Network was a critial stakeholder. He had the authority to either permit or block the
project, so before any further work was done | arranged an early meeting. This
allowed the frank discussion of my aims for the project, whilst inviting his response

and clarifying what he auld want from such a project.

Engaging Stakeholders

Negotiating access and engaging stakeholders was not the linear process | had
expected it to be. Identifying key stakeholders is acknowledged in the literature on
change management as a critical attitd secure success and reduce resistance to
the proposed process (Bryson, 2004). There are a number of methods of identifying
stakeholders for a given project, but the principles of the Basic Stakeholder Analysis
Technique (Bryson, 2004) were adaptethis case to ensure there was a systematic
method to their identification. The process of identifying stakeholders and their

relative hierarchy was complex and dynamic.

At the outset of the study, | had no real sense of who the critical stakeholdetrs migh

be, but creating a metaphorical map at an early stage helped to identify those
individuals with whom initial conversations were required. This is better

conceptualised as a series of spiral activities rather than a linear one. The stakeholders
initially identified were the Clinical Director of the Managed Clinical Network, the

lead clinician for research whose support | needed for permission for the study to be
obtained, the respective Heads of Nursing, Social Work and Psychology who had

staff members ithe potential study site and whose working practices were being

invited to change during the course of this study. It was necessary to modify the
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stakeholder map in the light of new information gained from initial negotiations, as

new stakeholders were idfied.

A strategy similar to the snowball sampling technique was used to widen my access
to the next layer of stakeholders. It was useful to think about stakeholders in terms of
their functionality and how each stakeholder potentially would infludme@itoject

to determine what preparation each category needed (Martin and Tate, 2001).
Emergent critical stakeholders included personnel from the wider CAMHS network
who were influential, the newly appointed lead for Research and Development and
other consltant psychiatrists in the CAMHS Managed Network who were highly
influential in deciding whether to support clinical initiatives. There was a fine balance
in achieving the right degree of collaboration with different stakeholders,
acknowledging their hiarchical status in relation to both their roles in the
organisation and their roles in relation to this project in order to keep the momentum

of the project going.

The Role of theResearcher inAction Researct

The role of the researcher using action redeeethodology is complex and appears

to require a combination of the scientific rigour of a researcher with the motivating

leadership of an instigator of change. Greenwood and Levin (2007) in their

discussion of pragmatic action research distinguishgshenh ves as oO0r ef or mer s
revolutionariesdé6 (p9) within their roles as

contribution that every member of the team makes, accepting themselves as having
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no more solutions than anyone else in the team and adhering torithaplps of
democratic decision making as a tool for effective change. Their definition of
democratic decisiomaking includes the necessity for healthy debate and the
possibility that decision need not always be based on majority rule but taking into

acount the contribution made by the diverse group members.

Stringer (1999) described the role of researcher as a catahygsstimulate(s) people

to change, things they can do now' and enables people to develop their own analysis.

It is an approach thaequires researchers to work in close collaboration with

stakeholders and form flat organisational structures that put deamsikimg power

in stakeholder's plans (p26). Other descriptions of research role include: change agent
(Waterman et al 2001), lam manageiWilliams, StQuintinandHoadley 2006),

skilled facilitator (Argyris, 1985), holder of the duality of position between insider

and outsider (Titchen and Binnie, 1993), an
teacher, designer, listenerb ser ver , synthesizer, reportero
the literature provides numerous descriptions of what roles the researcher holds, with

the exception of Titchen and Binnieds expl o
outsider position in relain to the research project itself, no literature examived

the researcher roles was enacted. In this study, the way | positioned myself in the

field is similar to that described Greenwood and Levin (2007) of their pragmatic

action research approach.e@nwood and Levin describe the researcher as a having

an external perspective of the study issues, by adopting a role of Socratic teacher in

order to open up broader thinking and discussions about the identified problem and
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thus create potential solutiof(#&s the researchgroccupied a position that was
definitely outside of the organisation in terms of my paid employment and contract
but inside, or sympathetic to, of the organisation in terms of culture, behaviour

towards service users and operatickradwledge.

| found that 1 was unavoidable for me to be either only a researcher or only a
practitioner. My two roles were interwoven in my thinking, my approach to families,
to practitioner colleagues and to the tasks before me. This is not a newaitieeitt

are difficulties keeping the boundary between researcher and practitioner in health
research (Williams et al, 2006). I n Water ma
(2001), they noted that one of the distinguishing factors of the acticarchse took

either an insider or outsider position in relation to the study. They helpfully define the
difference between the two as whether the researcher has a formal contract (of
employment) with the study site as an insider and a lack of formalisé@ctoss an
outsider. I think this differentiation can be helpful when looking at patterns of
research programs, but certainly with this study, the allocation to either the insider or

outsider camp is more complex.

Another description of what seems told@sed upon similar defining criteria is the
emic (participants) and etic (researcher) perspectives, where emic perspectives are
considered to be more influential as they have to live with the change once the
researcher has left the field. This of coussan artificial delineation between those

who are insiders and those who are outsiders. Young (2005) suggests that in fact one
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must have a degree of insider knowledge to determine who the key stakeholders are.
TitchenandBinnie (1993) recommend moving thesearcher into the practice site to
prevent potential problems of the practitioners not liking either the direction of the
study or the findings. This very structured intervensaggested that intervention

could possibly have implications in terms e@freership of the study and long term

sustainability of the change.

In this project, however my experience has been that although | have felt that |
understood much of the politics of the organisation, the structure of the organisation
and the way it workd wasviewed by the research collaborators as an outsider as |

couldwalk away at the end of the day when they are left holding cases.

A summary of the Literature review that Informed the Development of the

Intervention

This literature contains a mixte of reports on empirical research, discussion papers
and reports on innovations in practice. There was no assessment of quateséor
papers as this review wasntemporaneouslgonducted to generate ideas for us as a
collaborating team to creatauaeful clinical intervention-or each paper, | offer a
summary and note what aspects from that paper were useful in the development of
the interventionThethreecategories have used to group the literature:amiting

list initiatives in CAMHS specitally, the use of brief assessment tools, screening
protocols or triage assessments for CAMAIE he use of psychometric measures in

CAMHS.
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Waiting List Initiatives in CAMHS specifically

The literature offeeda number of models of care provision thavé been introduced

to try and address the waiting list problem specifically in CAMHS, (Jones, Lucey and
Wadland, 2000, Parkin, Frake and Davison, 2088)e of these had demonstrated a
universally effective strategy that met the needs of the reseachdiat was being

sought was a waiting list initiative that used a shortened assessment process so that a
high volume of referred children could be assessed by CAMHS within a short
timeframe. Several studies reported waiting list initiatives, but nonedeatlthis

precise approach. There were, however, elements of practice that were reported upon
in either the research or professional literature related to CAMHS and other

specialities that influenced the development of the triage clinic in this reseadgh st

Jones, Lucey and Wadland (2000) report on a study conducted to evaluate a pilot

project of a 6triage styleb6 clinic in CAMHS

recently referred to CAMHS and those on the waiting list were invited to attend the
triageclinic. They were sent a letter explaining the purpose of the clinic and-a well
validated questionnaire (the Strengths and Difficulties questionnaire, discussed later
in this chapter) for completion in advance of the appointnieniis paper, théeam
hadlooked at the completed questionnaire in advance of seeing the families to aid the
assessment process. This triage clinic was held on two days per month. Before seeing
the families in triage the CAMHS team met to explore ideas about each family. Each

CAMHS practitioner saw one family per half day allowing the practitioner to
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continue with their other work as well. Each triage appointment lasted one hour. The
detail of the clinical interview was not included in the paper apart from stating that it
was togain an overview of the presenting problem. At the end of the day a CAMHS
practitioner meeting was held with the consultant psychiatrist to review assessments
made and make treatment plans. This process was evaluated by looking at the records
of attendanes and appointment patterns for families seen in triage compared with
those seen in the usual way. The results reported on this evaluation were that of 155
cases allocated to triage, 43 (27.7%) were closed as a result and the waiting list was
reduced fron®6 to 13 weeks. The authors also noted a reduction in the non
attendance rates of the families seen in triage compared with usual practice which
they attributed to the additional effort afforded by the administrative staff who

telephoned these familiestemind them of their appointments.

The interesting feature of this paper was that the idea of a specific clinic was
introduced to address the waiting list in CAMHS. It was a whole team initiative that
involved preparatory work, a meeting and sending tuasires to the family,

followed by a post assessment team discussion. This paper did not offer the option of
a brief assessment at all. The system they described did not appear to be any more
time efficient than the existing assessment in the studgsieas not considered a

suitable model to adopt. The use of questionnaires was noted.

One of the issues mentioned repeatedly in the literature was that of families not

attending scheduled clinic appointments. High rates of non attendance (DNASs) block
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appantment slots, inflate the waiting list and waste clinical time. Excessive waiting
for an initial appointment correlates highly with rattendance at first appointment
and thus potential ineffective use of practitioner time (Parkin, Frake and Davison,
2003, Foreman and Hanna, 2000) so there are clinical as well as organisational

reasons for tackling the wait for first appointment.

Parkin et al (2003) report on the effectiveness of a service development designed to

improve the waiting list andonattendanerates. They introduced what they

referred to as a triage clinic for the initial assessment ofungent referrals. Similar

to Jones et al (2000), their triage clinic was set up in order to address the waiting list

and the high rate of nesittendancedr first appointments. All CAMHS practitioners

in the team took part with each family being seen by two practitioners. The rationale

of fered for two practitioners seeing each f
perspectiveo. nicitthetCAMHS anametto distusstrefered cakes

in advance, they then conducted a clinical interview lasting one and a half hours, and

the team met afterwards to review the decision making.

The evaluation of s triage project was conducted over aneonth period. There

were two aspects of the evaluation. The first was a two part survey with two strands
in the first section: families referred during the study period and the respective
CAMHS practitioners who conducted these assessments. The airs siitvey was

to determine satisfaction with the new clinic but there was no detail of the content of

the questionnaire in the paper apart from that it was a specifically desidyeed
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style questionnaire. Families seen were given the questionnairatsdtetance at the
triage assessment but before a decision had been reached about thagatbne.

The second aspect of the evaluation was a survey of all the GPs in the catchment area
and a specifically designed postal questionnaire was used to deténein

satisfaction with the clinic. During the study period 92 referrals were appointed, of
whom 78 attended. This study found that the introduction of this triage clinic reduced
the nonattendanceates by one third to 15% and 21% of children asseseesl w
discharged after their triage appointment. Of the 143 questionnaires returned by
practitioners within the CAMHS team, 90% were satisfied with the new way of
working. There was a 30% response rate from children indicating their satisfaction,
but of couse the respondents may have been the families who were satisfied rather
than those who were not. There is no indication whether these were families accepted
by CAMHS and offered followup appointments or whether they were discharged.

The GP survey was lessicouraging as although 34% of GPs surveyed responded,

only half were satisfied with the new triage service.

For our study purposes, this model of triage clinic appeared too time consuming and
resource intensive to be adopted by the research team trateawas no shortened
assessment used, it did not offer a model for adoption. We thought the method of
evaluating from multiple perspectives was useful and noted that the authors

recommended using qualitative methods to elicit these views in futurestudi
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York and Kingsbury (2005) developed thei

improve CAMHS services. They report that they were influenced by their own

clinical experience as CAMHS consultant psychiatrists in outpatient services and by
the Ten Highinpact Changes for Service Improvement and Delivery (NHS
Modernisation Agency 2004) which they applied specifically for CAMHS into their
seven helpful hints. The ideas within the helpful hints focus on handling demand,
extending capacity of services, legigo of families when they no longer need a
service, process mapping the patient journey, flow management techniques, using
care bundles and looking after staff. Each habit is meant to offer a range of ideas for
local implementation with the underpinnipgilosophy of CAMHS teams developing

a sense of curiosity about their practice and openness to change. One of the practical
applications of these seven helpful hints that York and Kingshiwgcate is the use

of optin appointments where referred familiesok appointment times to suit
themselves. York and Kingsbury found that this increased the likelihood of families
attending. York and Kingsbury used this model for two years in Richmond, UK. The
waiting list for first appointment for CAMHS has been restlifrom eight months to

six weeks or sooner as a result.

Parker and Froese (1992) report on a series of changes in their practice adopted to
reduce what they refer to as their chronic waiting list problem. They did not describe
their research study in tial, apart from stating it was a review of records, and that

the initiative was driven by management aims. Parker and Froese routinely collected

data related to attendance at the child and adolescent outpatient clinic. They used this
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to estimate the waitg list and predict the likely trend of the waiting list which they
found to be on an increasing trajectory, as well as determining the rate-of
attendancéor first appointmentsyhich they found to be high, at 27%, and an
inefficient use of their reswces. The service employed two additional clinical staff
with the intention of reducing the waiting list, but this had no impact. They report that
as a strategy this was ineffective and so they concentrated on an intervention to
address the neattendancéor first appointments and thus address the inefficiency
aspect of these clinics. The underlying hypothesis was that by engaging parents in
advance of the first appointment, they would be more motivated to attend and thus
non-attendance rates for first@ntments would reduce. A controlled study was
undertaken whereby a brief questionnaire was sent to parents of referred children in
advance of their first appointment for alternate referrals. The control was a letter sent
to parents advising them there wid be a wait until their first appointment. All

families were telephoned within two weeks of their appointment to remind them of
the appointment details. The overall rastitendance rate for first appointment in this
study was 35.8% 138/385 patients). Tinelings of this study revealed that parents
returning the completed questionnaire were more likely to attend for the initial
appointment but not exclusively. This led the authors to reach the following
conclusions from the study. An increase in the nurmbesychiatrists had no effect

on the waiting list. The return of a brief questionnaire sent in advance of the first
appointment did correlate with attendance at the first appointment but the authors

argue that this was merely an indicator of level ofimation of the family and in fact
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those families who were in greatest need may have been those who did not return the

qguestionnaires.

It was useful to read about the impact that sending a questionnaire in advance of a
clinic had on attendance, but qumctitioner participantacknowledged that there

were limitations to this as a strategy. The lack of impact on the waiting list of
introducing additional members of staff to the clinical team suggested that a
fundamental operational change was requiredithess excessive demand upon the
CAMHS service rather than simply increasing resources. The carefully monitored
nonattendanceate for the initial assessment was a useful benchmark for the study

site against which to measure its own performance.

Woodhowse (2005) described how they addressed the waiting list within a CAMHS
psychology service and then audited it. The intervention was very much context
determined as this service was in the Highlands, Scotland where, because of the
geography, travelling toisit children can take significant time. It was therefore
important for this service to become more efficient in their use of time by developing
a system that helped them prioritise which children to see. This service used opt
alongside a new method pfioritizing referred children to offer initial appointments.
Optin is a system of inviting referred patients to select a time and date of
appointment that suits them rather than one be arbitrarily given. The team of three
clinical psychologists examinexailable research evidence to determine what

clinical presentations respond better with specific psychological interventions. From
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this they created the Highland Prioritisation Criteria which specified that the child

had a clear specific focus to themoplem, that this was an acute rather than chronic

presentation, that the child lived within a stable family and that the family was

motivated to engage with the service. This service had no emergency component and

so could exclude selfarming behaviourfom t heir assessment of th
Further to the introduction of these two strategies, theatt@mdance rate reduced

from 39.1% to 13.2% which was attributed to the introduction of the-opsystem.

The average wait for an initial appoirgnt was reduced from approximately 45

weeks to an average of 13 weeks, which was attributed to the Highland Prioritisation

Criteria.

There was a clear rationale for the development of these criteria in this geographical
and professional context (psychgjoservice), but this was not transferable to a
generic CAMHS outpatient clinic which had to consider the needs of all children,

particular those with complex needs and those at risk of harming themselves.

Brief AssessmeniTools, ScreeningProtocolsor Triage Assessments for Mental

Health

In searching the literature a range of search terms were used in an attempt to include

all available models of a shortened assessment. However, different practitioners and

authors used the same terms to refer to a rahd#éferent concepts. So, for example
6triageb, was deployed to represent a numbe

were called different terms, such as screening and brief assessment, with
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nomenclature used interchangeably. It was therefore tamtdio search all terms,
read the literature and then distinguish between the approaches adopted without using

the title alone to select or &elect relevant literature.

In the interests of clarity, | have distinguished between brief psychological

assesment and brief psychological testing. Brief psychological assessment is a
comprehensive assessment that may include a clinical interview, an observation and
the use of appropriate psychometric measures (the use of which discussed later in this
chapter) A brief psychological test is a systematically scored validated measure. So a
psychological assessment is a broader activity than a brief psychological test. My
interpretation of therapeutic screening is an approach to determine the presence of a
presentabn within a population, and my working definition of [psychological] triage

for the purpose of this study is the assessment and prioritisation of [psychological]

need of individuals.

Whitworth and Ball (2004) describe the impact of the introductioniofgy mental

health workers (PMHWS) on the referral and attendance rates for their outpatient

CAMHS service. PMHWSs had been advocated as a useful addition to CAMHS

services in the Health Advisory Service report (1995) to improve the link between

primary caie and CAMHS services and to improve the quality of CAMHS care

provided within tier one (primary care). According to Whitworth and Ball, the

specific role of PMHWs was to o6develop the

oned by pr ov hsdlitatiorgabdutrcasesmipnmnry cae about whom
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practitioners were concerned, joint working and assessment of cases referred by tier

one. The impact on the introduction of this role was evaluated by Whitworth and Ball

by reviewing the case notes of 1@errals to CAMHS pre and post introduction of

PMHWSs. They found that neattendance rates had fallen after introduction of

PMHWSs from 45% to 9% and that those referred to CAMHS post introduction of

PMHWSs better met the criteria for the service with ameased proportion of

appropriate specialist CAMHS referrals from 36% to 75% using criteria described by
Abrahams and Udwin (2002). From this data and considering the guidance provided

by Gale et al (2005) who make eexpéltirciiatget he
skills, to assess and screen referralsd as
that the assessment provided by the PMHWSs appeared to have provided a fit for

purpose screening function that helped to determine the suitability of referred

children to that CAMH service.

This paper encouraged us to consider that a screening process could help ensure
referrals who did not meet criteria for CAMHS were directed to alternative, more
suitable services. It also encouraged consideration of howiglg include referrers

in the development of the triage clinic and its evaluation.

Dryfoos (1994) was involved in the development and evaluation of an initiative in
New York, USA to provide a health provision into four Washington junior high
schools (ag range 1215 years) in an area of low so@oonomic status. Initially, the

project was set up in to provide a comprehensive health service providing medical,
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mental health and social services at the school based clinics. To promote consistency
and confiéénce when first doing this clinic, a policy and procedures manual was
devised to assist the clinical staff. All new students had a health screen and there was
a dropin clinic available. This service became used so extensively that a triage
system had toéintroduced to manage the demand. Dryfoos reported in her paper the
evaluation of the introduction of the triage aspect of this service. The methods used in
this study were a review of the records, participant observation and interviews with
practitioners The evaluation revealed that there were a small number of young

people in the school with either severe mental health problems or complex health and
social needs. This led to the recommendation of a specific psgdal triage to

identify this small gpup of very needy young people but unfortunately the detail of

this tool was not reported in the paper.

There were two issues raised in this paper that were useful for the development of our
triage clinic. This study highlighted the value of using setedures to guide the

triage assessment and thus promote consistency when the clinic was in its
developmental stage. This paper also supported the idea that a distinctgsgieho

triage assessment tool was required to identify those young peopletivihssivere

or complex mental health needs.

Cawthorpe (2001) found that the use of a computerised package assessing the

presence of depression (the Compinased Diagnostic Inventory Schedule for

Childreni Revised) in a clinical sample of adolescenésmnore effective than
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clinician diagnosis, suggesting clinicians cdagnose. A two hour long computer
based assessment package was administered to a sample of 122 young people who
were inpatients in a Canadian mental health hospital. The sample lgaolugready

been diagnosed with depression or-didgnostic depression, known as dysthymia. A
comparison group had a range of other diagnoses. For 76% of the sample, there was
agreement between a clinician diagnosis and the diagnosis identified by the
computerised package. This suggested using this package was an effective

assessment tool for depression in young people.

When we were reviewing this paper for our study, we considered that the use of a
computerised diagnostic screening package could loeesift] but the computerised
package reported in this study had used diagnostic criteria that had been revised and
thus was out of date. We could not locate a similar package with an updated
diagnostic criteria base. This tool had a specific diagnostisfa@nd required two

hours for its implementation; both factors did not meet our needs for addressing the
development of a brief assessment tool that could identify features from a wide range

of clinical presentations.

Maguire and GuisharBine (2005) wer interested in looking at the referral meeting

of a CAMHS outpatient service. This referral meeting discussed all referred cases and
determined in which order they should be seen, based on the outcomes of the team
discussion. Maguire and Guishd&pihe th@ conducted an evaluation of this referral

system over a six month period by comparing the determination of the priority of a
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particular child from the parentsdé perspect

The results showed that there was no conogedetween the two perspectives.

They concluded that the existing system of referral meetings were ineffective and
needed reform. Following this, they advocated using an initial assessment or triage
system to improve the accuracy of determining the ungehneed of a referred

child. Maguire and Guishatline recommended that parents should complete an

appropriate psychometric measure.

In order to access Australian mental health services, patients are assessed via a triage
system. The standardised infaation available from the Victorian Government,

Department of Human ServicesWw.healthvic.gov.au/mentalhealth/pmc/triage

accessed 3/3/Q@learly states the functionofe nt al heal th triage
preliminary assessment of whether a person is likely to have a mental illness or

di sorder, and the nature and urgency of
process iswofold; detection and prioritisation. his helped in our formulation of the
function of our initial assessment, to determine the presence of any mental health
problem alongside making a judgment about the urgency to treat the referred child.
However the context of mental health triage in Alstnaas very different to the

context in which we were planning to introduce a brief assessment. In Australia, this
was the main access point for people across the lifespan for mental health services,
some of whom were trying to access the services anagigsychological crisis.

There was no dedicated child focused assessment. In the CAMHS service, we were
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developing a nomirgent method of determining priority that was specifically child

focused.

The professional literature did offer descriptionsh&f use of mental health triage in

trauma situations (Kennedy, Aghababian, Gans and Lewis, 1996) and Accident and
Emergency Departments (Smart, Pollard and Walpole, 1999), where an immediate
assessment of life limiting conditions was required. In thegat®nhs, there was

more than one stage in the determination of
through a series of decisianaking processes with different professionals, often

using triage scoring systems, bringing together a number of ctibedietermine the
patientds priority at triage. The focus of
management of risk rather than determining
(Engleman, Jobes, Berman and Langbein, 1998). It was also to ensure that where

there was a limited resource, those people with the best chance of responding to

intervention for an immediate health need were given the effective and timely

intervention.

Brief psychological assessments are found to be effective in the assessment and
prioritisation of need in trauma situations in adults (National Institute for Clinical
Excellence, 2005) and as screening tools for court and prison (Birmingham, Mason,
Grubin, 1997). The overall function of brief psychological assessment is to
effectively déermine how urgent need is, what the most important needs are and to

offer an indication of how quickly an intervention is required. In trauma situations,
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the time frame for highlighted needs could be seconds, minutes or hours whereas the
timeframe for negs being identified from children anwaitinglist for CAMHS were

likely to be days, weeks and months. The question that faced us was therefore what
length of time is reasonable for a child with a specific clinical need to Asivith

all prioritising exercises, treatment options need to be in place to assist in the

cl i ni ci a-msaking possibilities evermthough Brown, Parker and Godding
(2002) postulate that the process of screening itself offers a brief intervention where

symptom relief is addesed.

There were two specific brief psychological assessments for CAMHS found in the
research literature. The first of these was the brief child assessment for GPs (Luk,

Mildred and Fisher 2000).

The brief child mental health assessment for GPs wasilbled as a brief assessment
(Luk, Mildred and Fisher 200@hat should take between-16 minutes to conduct

and which helps GPs offer a preliminary diagnosis to a family. It had been developed
with the underpinning philosophy that parents should feeined to, understood,
respected and involved. The cornerstone of this assessment was the use of a
pneumonic for remembering the significant questions to ask at consultation. The
mnemonic PLOTS & SPACES represented questions focused on the following areas:
PLOTS- Pattern (of problem), how Long had the problem persisted, presence of
Other associated problems, the existence of any Traumatic experience, what Stresses

was the child experiencing. SPACES represented assessment 8¢tinaol was for
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the child, anyPhysiological issues, any issues related to Attention span, any Conduct
problems, what the Emotional state of the child was and how the child functioned
Socially. As this was designed for GPs to prompt their assessment and the standard
appointment time pegpatient for GP in this paper was identified as fifteen minutes,

this was categorized as a brief assessment. The use of this schedule was under
evaluation at the time of the development of this study, but given the breadth of
information being sought it@uld be a challenge to keep within a fifteen minute
timeframe. The difficulty for GPs in the UK is that they allocate ten minutes for a
routine appointment and so unless they had forewarning that the appointment was for
a child with a mental health concethey would feel compromised from a time
perspective. The breadth of questions suggested using the PLOTS and SPACES
framework seem ambitious to cover all these aspects in such a short period,
particularly as the stated underpinning philosophy was to empsuients and families

felt heard: it is reasonable to assume families would feel hurried in such an interview.
The pneumonic did however offer a template for organising the focus of a GP
interview, guiding the direction of questioning and thinking alboite c hi | d 6 s

difficulties.

It was the idea of using a designated framework to structure a time limited clinical

consultation that we considered would be useful in our study.

The second brief assessment tool found in the research literature was a research

measure designed in Canada to conduct a large survey. A tool specifically designed

52



for determining the priority of referred CAMHS cases in Canada was tested with a
sample of 817 cases (Smith and Hadorn, 2002). This was part of a large study known
as the Véstern Canada Waiting List Project that spanned three Canadian states. The
child mental health panel developed and tested a set of criteria for determining the
level of priority for a child to access CAMHS. These criteria included detail about the
severityof the illness, family and social factors and the likely outcome from
intervention. The tool was piloted with six hypothetical cases to ensure its validity. It
was found to have good inteater agreement as well as good-tesest reliability

and theredre a sound clinical tool. It relied upon information from a referrer in
primary care to undertake an assessment of
completion of the study, the research team advocated the use of this instrument in
primary care to advis&hether or not the identified child should be referred to

CAMHS and met the criteria for the CAMH service. The score from this assessment
tool would then also determine where on the CAMHS waiting list the child would be
placed depending on the severitytlodéir condition. The helpfulness and consistency
that was created by using a validated tool was useful to us, but this one was too
diagnostically oriented for our service, we were looking for a tool or framework that
noted a chil dos nduscgoniegeatherthaniwhmgtharitheymetn t i

diagnostic criteria for a specific disorder.

The Canadian screening tool relied upon accurate information from the referrer from

which to base an assessment of the urgency

(2005) found in their postal survey, there was no correlation between suitability of the
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child for CAMHS determined from information generated at initial assessment by a

CAMHS practitioner and in the information provided by this sample of referrers.

Emergency departments in UK, USA and Australasia work on the premise of making
a judgement about the urgency required for the presenting patient in relation to the
other patients present. These judgements have predominantly focused upon the
physical health of tients but have developed to include mental health as a
component in response to increasing patterns of demand and unmet mental health
need (Horowitz et al, 2001, Ayliffe et al, 2005). A triage assessment matrix has been
piloted in London for use by liaas psychiatry in Accident and Emergency (Hart,
Colley and Harrison, 2005). This practice based paper reported the use of a service
designed matrix that was being used in an Accident and Emergency unit to determine
whether people, both children and adyft®senting with mental health problems

were low, medium or high risk. The focus of this was to determine what were the
immediate needs and risks that the patient posed rather than an assessment of their
longer term needs. This assessment needed to barwieasy to administer to

detect those children at immediate risk of $&lfming behaviour, but apart from this

specific area of mental health, did not assess any other mental health needs.

We found the integration of risk assessment with a more gemealth assessment to

be an important aspect of this protocol, and this focussed our thinking on how to

include risk assessment within our developing triage assessment.
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In the USA, the Crisis Triage Rating Scale (CTRS) was developed to screen
psychiatic emergencies presenting in an emergency department (Bengelsdorf, Levy,
Emerson and Barile, 1984). Assessments were carried out within five to fifteen
minutes by asking questions relating to presenting risk to self and others, the

e Xi st enc e uppdrtsystan ancthetr &bgity te-operate with care

services. A praletermined cubff score on the scale determined whether a patient
was admitted to patient services. Clearly this was a model to determine
requirement for admission when patientsganted in a crisis situation which was
different to our context but the aspects of determining the ability or readiness of the
patient to engage with the care service we thought were important factors to build

into an assessment protocol.

Turner and Turer (1991) carried out a retrospective case note review of the use of
the CTRS tool with a sample of 500 cases. They found the CTRS had a robust
predictive validity and could be effectively used as a tool to assist in the

determination of whether a patigesenting with mental health needs required
admission. Although the sample contained people aged 14 and over, the scale was
designed specifically for crisis assessments rather thaemengency assessment

and the identification of who needed to be cdesed a priority. It also had a bias
towards adult patients. It was therefore a helpful tool in determining whether
someone needed to be admitted to hospital but would not have been useful in helping

to determine the priority of less urgent presentatifssts focus was adult
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predominantly, there were limitations in its direct applicability for the purposes of

this study.

Smart, Pollard and Walpole (1999) developed a triage scale to determine the severity
of mental health issues for patients presgnéihan Australian Accident and

Emergency department that could be incorporated into the existing validated
[Australian] National Triage Scale. The aim for the development of this additional
component was to reduce the time that mental health patieneshvi@ibe assessed

by the triage nurses in the accident and emergency department. The purpose was to
ensure patients across the age range presenting with mental health problems were
allocated priority according to their mental health needs thus improweng th

functioning of the department. The criteria used to determine priority focused on risk
behaviours such as violence and-sairy and the presence of psychosis. High risk
patients were seen within one hour. People with ascribedisgent and long term

mental health issues were seen within four hours. In order to evaluate its impact, data
was collected two years after the introduction of this scale. The data collected looked
at the length of time a patient waited in the accident and emergency depattmment
number of patients who did not wait to be seen at accident at emergency department
(effectively nonattendance after initial registration in the department) and the staff
satisfaction with the new process. Analysis of the data revealed that wiaitesg t

within the department were significantly reduced with the introduction of the new
scale, the number of patients who failed to wait to be seen was reduced and of the

nurses who responded to a satisfaction questionnaire (17/31), 15 reported they found
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it useful. This triage tool was found to be useful in that context, to assess the
emergency presentations of both adults and children presenting at accident and

emergency departments.

The mental health triage tool itself was not directly applicable taeweloping
study but what was useful from this paper was the attention they paid to providing
adequate and specific preparation for nurses expected to conduct time constrained

assessments.

The idea of a triage interview was one of the options suggegt8dimon (2003) in

her unpublished discussion paper on waiting lists and workload in one NHS Trust

CAMH service in Wales. In her brief review of the literature, she concluded that

triage systems are preferred tngbothéot i ents t o
assessment and therapyo. However, she offer
psychological triage and as this review of the literature has shown, there was not a
suitable triage type assessment aktasessi bl e.
a general principle for the development of a suitable model of triage for demand

management in CAMHS.

The Use ofPsychometric Measuresn CAMHS

The Strengths & Difficulties Questionnaire (SDQ) (www.sdinfo.com) has been
validated as a useful and &irscreening measure for psychopathology in children

(Goodman, 2001, Warnick, Bracken and Kasl, 2007). It is a one page questionnaire
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designed to assess the psychological adjustment of children up to sixteen years old.
There are versions for teachers aadepts which can also be completed and used to
triangul ate with the childds own scores. I
translated in more than 40 languages. Goodman (2001) undertook a nationwide
epidemiological study of over 10, 000 childrenvibetn the ages of five and fifteen. It

was found that the SDQ was effective at screening for conduct or hyperactivity
disorders, depression, pervasive development disorders and some anxiety disorders
but poor for a small group of anxiety disorders nameécsie phobias and panic

disorder, and for eating disorders and seasonal affective disorder. SDQs work best
when all sources of data are used; that is from parents, teachers and children who are
within the correct age range to complete-sating scalesParents and teachers

reports are equally predictive.

Given its wide ranging availability, reliability and validity and ease of use, we

decided this would be a useful addition to a triage clinical interview that was being

developed.

Aspects of the Literaure that Influenced the Development of the Intervention

There was nalear model binterventionthat could be directly applied to the
research site to address the waiting list problem, but there were ideas in the literature
reviewed that iformed the deelopment of the inteention.While reviewing the

|l iteratur e, the i dea of a brief assessment

i deas of what might work within this contex
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describe a range of meanings ie therature and did not also relate to a shortened

assessment.

Brief assessment in psychological health was limited in the literature to trauma
related situations (in the USA) and in relation to accessing adult mental health
services in Australia wheteage is thaoutineprocesdor accessing services
Across the UK, references were made to
prove to be shortened assessments; the term was used to convey signposting or
assessment rather than within a timestant. The brief assessments found in the
literature related to emergency or crisis situations and were highly risk focussed with
aims for the immediate term, and whether to hospitalise (Horowitz et al, 2001,
Avyliffe et al, 2005). There was a schedulgtode GP assessments which had useful
elements within it but appeared to contain too much information to function
effectively as a brief assessment in the UK context and had not be evaluated (Luk et

al, 2000).

Theuse of theSsDQ psychometric measunasof particular interesto us,however.
It had been subject to a large scale study and found to beretiattle, easily
accessible and economical (Goodman, 2@01identifying mental health needs in
children and young peopli.was found to be asetil aidto enabling clinical

decisionmaking and reviewing processes (Parkin et al, 2003).
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The optin idea of enabling families teelf-selecta convenient appointment time for
them appeared to improve attendance rates and engage families in a collaborativ

way so this was incorporated into the development of the intervention.

Par kin et al edqugo@ e8impdrsance aeounng dedicated
administrative suppofor their intervention to address their waiting list so this was

included inthetem6s pl anni ng.

Due to the lack of an available assessment tool or protocol, a purpose made

interventionfor the initial assessment of children and young people referred to a

CAMHS servicewasl evel oped. |t became known as the

The Inter ventioni the Triage Clinic

Organisation and Structure of the Triage Clinic

Most children referred to the CAMH servifrem primary cardor an initial
assessment wegdgfered an assessment in the triage clilltere were some
exceptions to this. ldren who had engaged in sélarming behaviour and were
receiving inpatient care from the locphediatric wardvere assessed by a CAMHS
professional as part of their discharge procedure from the paediatric ward. Also,
children who had moved home into thedbarea, and previously had a diagnosis
were not assessed during triage, but were offered routine falboappointments

consistent with their previous care.
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Those children who were to be seen in the triage clinic were given appointments in
order of the referral. The triage clinic ran once a fortnight and all referred children
were appointed within one month of referfBhe triage clinic ran on two days per
month, one full day and one half day. The frequency had been determined through
trial and error The team administrator performed reception duties for this clinic,
meeting families andistributing theself-reportmeasures (questionnaiyeBetween

two and five practitioners would be available to see families. Appointments were
scheduled 45 minutespart to give practitioners time to conduct the 20 minute
interview, score the questionnaires and write brief notes. It was commonplace for
families to be seen by two practitioners particularly when the triage clinic was being

established and practitionexgre becoming skilled in conducting brief assessments.

Deci sions about the childbdés needs and
the two sources of information: clinical interview and psychometric measures.

The team administrator performezteption duties for this clinisy meeting families
and distributing selfeport measures (or questionnajresfamilies for their

completion on arrivahtthe waiting room.

The practitioner participants developed the schedule fdsriEclinical ineerview
based on their experience of what information was pivotal in the understanding of a
chil dbés n e eAlspecificrsattiopan risk assessynent was included so that
this could be highlighted to both the assessing practitioner and to foagus late

feedback. Thériage schedulean be founan appendixhree.
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At the end of the triage appointment, practitioners had five possible options to take in

terms of responding to the family. They could:

1. accept the child as meeting the criteria for CAMHS aifiel an outline of an
intervention for them as a routine, Rorgent case

2. accept that the child needed either an urgent further assessment and/or
intervention and appoint accordingly

3. accept that the child would need a further specific assessmeexafople there
was an indication that the child had a specific diagnosis, or difficulty that
required a particular and detailed assessment

4. where the CAMHS practitioner was unable to make a decision on the available
information, invite the child and theamily to return for a further, more-n
depth general assessment

5. decidet hat the childdés needs did not fall wi
the familywith informationabout a more appropriate servi€er those children
discharged at triage, fangk and referrers were reminded that if symptoms

persisted, the childould be rereferred to CAMHS.

At the end of the clinic, all practitioners
during which all childrerassessedould be reviewedAn hour wasset aside for the

posttriage discussion during which all cases seen were presented and discussed.

Individual practitioners were given the opportunity to reflect upon the decision they

had made about a particular child and for their colleagues to compm@nthus.
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After this point, letters would be sent to both the families and the referrer to confirm

the decision that had been made at triage.

A flowchart of the intervention is offerduzklow (figurethred.
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Figurethree The intervention: the triage asessment pocess

Families offered an appointment within one mor
of referral

l

Questionnaires completed by families in waitin
room

|

Clinical interview using a bespoke proforma
Primary Mental Health and CAMHS Assessme
Schedule (PaCTS)

l

Post triage review meeting

l

Letters sent to families and referrers confirming
outcome of the triage assessment

Piloting the Intervention
The intervention was piloted during ApriJuly 2005 using 114 referred children
taken from the waiting list. The function of the pilot was to testluaibrief

assessment tool totablish whether it assisted practitioners conduct an accurate brief
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psychological assessment of childeerfficiently to identify the needs and priority of
the individual child The pilotwas conducted by sedielecting CAMHSpractitioners

who had been healy involved inthedevelopmenof the intervention

During the pilot 114 appointments were offered, 95 children were seen, nine did not
attend (DNA), and six cancelleNineteenchildren were discharged directly from
triage (20%), two were referred different parts of the wider CAMHS service (one
more intense and one less intense intervention) and for only two children was it not
possible to make a clear decision about their care needs based on the triage
assessment. Therefore, this pilot highlightestthe triage proceggontainng three
component parts: theelf-scoringpsychometric measuresmpleted in advanca

brief clinical interviewusing an interview schedudada post triage team review)

was a valid screening or initial assessment potesdetermine whethehildren

should be seen by CAMHS and, if so, what type of follgmappointment should be
offered. This was determined because a decision was reached about suitability and

priority for 98% of referred children within the pilot period

Introducing the Intervention into Routine Practice

From the pilot period, it was decided that the three component parts of the
intervention would be retained because as a complete process, they appeared to
function effectively At the planning stage dlfie study, it was anticipated that a range
of relevant psychometric measures (questionnaires) would be available from which

the practitioner could select the couple most appropriate to that individual child.
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Throughout the pilot, it became evident thadttilea was too complicated and in

order to streamline and standardise the triage process, two specific measures were
selectebecause they gave the practitioners an
need. The Strengths and Difficulties QuestionnaiiGoodman et al, 2001) aride

Mood and Feelingguestionnair¢Angold et al,1995) offered the best combination

of selfratemeasures that could be administered in advance of the clinical interview

as these gave an i ndi cfanttionmgandtheirmand. h t he chi
This whole triage system was named by the CAMHS team as the Primary Mental

Health and CAMHS Triage SchedaCT3S. As some practitioners were

unfamiliar with using the required questionnaires, the SDQ and Mood and Feelings,
practitioners practised using them to become familiar with both their application and

scoring.

Evaluation of the Triage Intervention

As this was a practice development to address a clinically oriented problem, it was
important for there todan evaluatia of the impact of introducing the triage
intervention to address the excessive waiting list in the CAMH seorehe
evaluationwe generatedeedbackirom four perspectives in attempt to understatid

of thestakeholder viewssemistructured intengws with children and their families
assessed in triage; an examination of waiting list data; survey of referrers to CAMHS;

data generated from CAMHS practitioners conducting triage assessments.
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Interviews Conducted with Families Who Attended the TriageClinic

Data was generated through a number of methods.-8amtured interviews were

used to elicit from a sample of families their view on the triage process. Although the
first interviews followed the interview schedufeynd inappendixfour), the

interviews with families developed in an iterative way. Feedback from previous
family interviews and hypotheses generated through observational data in the field
influenced the issues | raised with families. These werereg@ded and

transcribed. They we thematically analysed and fed back into the project

A fundamental principle of this project was to engage with those people who use the
service provided by CAMHS, children and young people and their families. Thus
interviewing patients and their falies was a critical part of the evaluation of the
intervention. The design of the patient interview schedule was created following
consultation with a representative from YoungMinds, a mental health advocacy and
information charity for children, young pele and their familiesAlternative

methods of generating feedback from children were explored with YoungMinds such
as using storyboards and other visual representations. | therefore tried to make
available drawing material during the family interview$édp children express

themselves through this medium if they wished.

The interviewscheduldor families | had developeprovided an outhe for the first

two interviews. A issues arose within the triage clinic itself, these became integrated

into the nterviews | held with families thereaft&ome families would raise issues
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that were fed back into the practitioner team which prompted further searching about

the said topic. Such issues raised were then included in subsequent family interviews.

All families were sent a flyer advertising the research project, which was a replica of
a poster displayed in the CAMHS service waiting room. A full information pack,
contact sheet and consent form was sent to those families interested in taking part. In
addition, | was available in the waiting room on triage clinic days to discuss the
project with any interested families and to meet families to reduce any possible

anxieties they might have about taking part in a research project.

Using this combination of stregies a total of eighteen families agreed to be
interviewed. | visited a further family but established that the child was not living
with the parents. The child was being cared for by the local authority so | excluded
this family from the project becauséthe difficulty of getting consent. Children

under the care of the Local Authority would have unique parental responsibility
issueslf children are under a Care Order, praental responsibilitis shared
betweerthe parenand the Local Authority. Threfore consent would need to be
secured from both parties for that child to have been included in the Stuslys a
clear weakness of the study because Looked After Children have an increased risk of
mental health problen{8/eltzer, Gatward, Corbin, Gdoan and Ford, 2008nd

were likely to be a significant percentage of the children seen through the
intervention.

Seventeen families were therefore interviesseappendx four).
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Conducting Interviews with Families

All families were seen in their awhome at their convenience. The length of the
interviews ranged from 40 minutes to 1% hours. Mothers were presént at 1
interviews, fathers at two. In one family, the child lived with grandparents and both
were presenthe child referred to their grandeats as mother and fath&¥ith each
family | sought the consent of the child or young person whilst | was there in addition
to the parent where appropriate and recorded all interviewdniéreiewswere later
transcribed and analysed for emergent treerAé children who took part in the

interviews were given a certificate thanking them for their contribution.

There were examples of parents asking specific queries about appointment times and
similar detail. | forwarded these messages onto the CAMHSnestrative

department. There were three children for whom | provided details of relevant web
addresses and voluntary organisation contact details because they were asking for
further information about their condition. As | previously discussed, onechild
interviewed had clear evidence of a diagnosable mental disorder that, with the
parentdos permission | followed whpo with

offered afollow-up appointment with the family.

Key Issues Raised by Families

Experience oftie Waiting List

Of the seventeen families interviewed, sixteen only had experience of the triage clinic

and so had not previously been on the CAMHS waiting list, therefore could not
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compare with the former system. The range of time that these familieteepo

waiting being seen by referrer and their first CAMHS appointment in the triage clinic
was between four and eight weeks and most were pleased with this time interval. One
family, however found this was a distressing length of time and had anticipated

being seen by CAMHS much sooner.

Families interviewed expressed the importance they attached on receiving a timely
response from mental health services and valued this new approach that CAMHS had

taken to first appointments.

But when you've got a childith problems, well they need to be sorted
straight away because that issue will affect that child for the rest of their life
and you'll always have problems then.

[F13 family interview, mother of 12 year old girl]

Brief Assessment

The majority of resporghts found the practitioner gained sufficient information

through the combination of clinical interview and questionnaires to understand the
nature of the childodés difficulties. One
information gained at triage Enable practitionet® make a reasoned decision about

the referred child. Those offering comparative perspectives preferred the triage to the

previous lengthier detailed assessment.
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| had [a questionnaire] to fill in initially while we were waitinglie seen

éthe initial referral € was querying

triage appointment, the therapist pi

she explained that édepression was
signi f i can thenétre oucomerf tfatavastthattthe therapist felt
that, that the depression actually took priority.

[F8 family interview, mother of teenage girl]

| thought it was fine, | thought it was very good actually from start to
finishéthe i niastoseéwhethephe was suitableand the

kind of service they could offerélt

Asp

cked

asses

was

t hat certain sessions would be offeredéeé

fairly quickly.

[F12 Family interview, mother of teenage boy]

The two extracts demonstrate that the mothers in these cases found the triage
assessments useful in moving forward the care planning for their children. There was
no issue about brevity of clinical interview. This possibly was because the families
interviewed (apart from one) had no prior knowledge of the extensive clinical
interview that was fundamental to the former system of initial assessment. This had

been an issue raised at thiaical network seminar so | was mindful of specifically
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seeking familie 6 vi ews about this issue. I found my

so that families could differentiate leten the two and tlsuwoffer their comments.

Use of Psychometric Measures

One of the three component parts of the triage process was theseffe@bort

validated measures, familiarly referred to by practitioners and families as
guestionnaires. The two measures that were used for the intervention were the
Strengths and Difficulties Questionnag@®oodman 2001) which had a parent version
and vesion for child over 11 years. The Mood and Feelings questionnaire (Angold et
al, 1995) had a child version only. Families found that being given psychometric
measures (or familiarly known as questionnaires) to complete was a useful way to
begin the processf assessment. Some families described difficulties completing the
questionnaire when in the waiting room as the parent and child did not agree on
answers to the questions posed whereas other families noticed an increase in their

own sense of curiosity alt what each other had written.

When we'd finished them é we swapped ove
didn't matter what [child] had put in because she felt that she was answering

this honestly and there was only about two or three questions thapshe'd

down different to how | had answered them.

[F7 Family interview, mother of middle school age girl]
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It was difficult because é.1"'"m obviously
some of the things,é[child] wanted me to
already set up antagonism between us before we even got into the room. So |

think it would have been better to have done that privately if they wanted us

to.

[F11 family interview, mother of 16 year old boy]

Despite a few families feeling rushed to conplhe measures prior to the clinical

interview, parents valued the importance of using questionnaires to give the child a

voice in the assessment process. Children themselves enjoyed having something to do

rather than speaking. Those children who welieast about talking in clinic did

comply and complete the questionnaiRsar ent s respected their chi
disclose their own feelings although as can be seen in the extract above, in some

cases this resulted in tension being aired about theriddf perspectives of the

chil dbébs perceived probl em.

Information from Examining the Routinely Kept Waiting List Data

The CAMH service routinely collected information and when and by whom a child
was referred, when and by whom a child was seen for thatiafppointment and

when they were dischargethis allowed an easy calculation of the length of wait per
child between referral and their first CAMHS appointm@ihie nonattendance rates
(DNA) of children given either a first appointment or a folap gopointmentwvere

also collected within this process
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The Difference in the Waiting Listeforeandafter Intervention

Prior to the start of the study: the number of referred cases on the waiting list for this
CAMHS service was 176 [data extracted on IrdeD4] of whomB3 had waited less
than three months, 68 had waited between three and five maathad waited

between six and nine months and 11 had waited between nine and twelve inonths.
the year before the introduction of the interventimgtweerthe periodApril 2004 to

March 2005, the DNA rate for first appointments was 18.7%.

The triage was pilotedetweenrApril to July 2005. Data was collected during the

period September 20G@GMdAugust 2006.

Within the intervention period between Septem®@d5 and July 200@here were 17
triage clinicsjn which211 families were seelVithin this period, & children were
seenin the triage cliniavithin one month of referral. There was no waiting distll

for initial assessment at the end of this@easit had been eliminatedi\n analysis

of the appointment data held by the NHS trust for a comparable period of April 2005
to March 2006 showed the DNA for first appointments to have reduced to 0.08%,

during the time the triage was operat{sge tablene.
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Table one Referral statistics from study site

April 04 - March05
Preintervention

April 05 - March 06
Postintervention

period

New first appointments seen 262 470

New appointments DNA 76 (18.7%) 46 (0.08%)

New appointments cancelled 67 (16.5% 40 (0.07%)
Total new appointments offered 405 556
Follow up appointments seen 1453 1876

Follow up appointments DNA 257 (13.2%) 242 (10%)

Follow up appointments cancelled 234 (12%) 275 (11.5%)

Total follow up appointments offere 1944 2393

Total apmintments offered 2349 2949

The absolute reason for the reduction in the DNA rate at the same time as this new
initial assessment clinic was running has not been fully explained by the data
generated through this study, but a possible conclusion tgat be drawn is that
families were offered a timely intervention and thus the family were motivated to
engage with the CAMHS service. In addition, whilst families had been waiting for
such a long time to be seen, they may have sought help from otheieagenthe
problem, the problem may have resolved itself or the family may have become

disenfranchised with CAMHS.
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Feedback Generated fronReferrers to CAMHS through a Survey

This was the third element génerating feedbadkr the intervention. The maijity

of referrals came from primary care, with GPs befregroup who referred most

frequently. Therefore it was important to determine whether the introduction of a

triage process improved the accessibility a
Thinking in a systems framework, the impact of the intervention maytheesdelt

at any point in the wider system so inclusion of referrers in the evaluation attempted

to establish the impact on that part of the system.

Sampling strategy

All referrals made dring the period 1 September 2005 to 31 December 2005 were
examined and a database created of professionals who had referred to CAMHS
during this period. The total population of referrers was a difficult group to describe
as it was constantly changing. Tefre, in order to create parameters around this
body, a timeframe of one year circumscribed the period within which a referral had to

be made for that referrer to be included in the study population.

Findings from the Referrer Survey

Thereferrers identied a number of factors that were of interest to them. They
commented upon their satisfaction with the triage intervention, their perception of the
benefits of the intervention and there was opportunity for them to suggest how this
idea might be furthedeveloped. In this section | also comment on the remarkably

low response rate from referrers.
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Satisfaction with triage

The respondents were asked to indicate whether thegdtadsed the triage clinic.

At the six month survey all 22 respondents, comeamf whoml1 did not realise

the child they had referred had been seen in the triage clinic. This had not changed by
the 12 month survey with 10 of the 23 respondents who commented, stating they did

not know they had accessed the triage clinic.

Combinng the results of the surveys at both time points, the majority of respondents
who commented were satisfied with the intervention. Of the total responses to the
Likert scale asking respondents to rate whether the intervention was very
unsatisfactory, quitansatisfactory, neutral, quite satisfactory or very satisfactory,

only three out of the 22 responses gave an unfavourable opinion. Whether this offers
a true representation of referrer opinion is uncertain given the low response rate. An
explanation forhis might have been that treog/ho chose not to respond did have

any knowledge of the intervention and consequently felt unable to comment.

Perceived benefits of triage

Mostreferrersver e satisfied with the tifise bet ween
appointmentThe time between referral and being seen by CAMHS had been one of
the initial driving forces behind the creation of the intervention as this was construed
by the CAMHS service as the waiting list. The main advantages cited by therseferre

were the speed at which the initial assessment was conducted from point of referral,
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in terms of both need and risknd the process of prioritisation by the specialist

service for those children who needed a more immediate intervention.

How ReferrerdNVould Like Triage to Develop

The more frequently suggested improvement by the referrers for the intervention was
the introduction of a telephone advice line, some suggested on a 24 hour basis that
would be available to either professionals or pardiits was a commentary about

the whole CAMHS service rather than the specific triage/brief assessment clinic and
was not therefore integrated within theg@uing development of this initiative but

was fed back to the wider organisation.

Feedback Generated fron In-depth Interviews with CAMHS Practitioner s

Generating datitom the CAMHS practitioners was thfeurth partof the evaluation
of the intervention. | collected data from practitioners through three methods:
participant observation, attendance at tearatimgs and individual interviews that
were held pre and post intervention. The plan had been to interview the CAMHS
practitioners at two intervals but because some staff left the service during the

intervention, only five CAMHS practitioners were actuatiterviewed at two points

Impact on the Waiting List

The team administrator was key in identifying the full impact that the intervention
had not only on the waiting list itself but upon the wide issue of managing demand

for the service. She observed fhadamental organisational difference in managing
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new referrals through the triage process both for its value in reducing the existing

waiting list and in proactively managing future excessive demand.

ResearcheWould there be any value in doing triagkese there was no

waiting list?
PractitonerA9: | dondét know. There has al ways
woul d have a waiting |listédlmon enough i f

therapists couldndt possibly see 21 kids
Wehadéld4d referrals were being done on th.
never have been allowed to build up. The
built up since last Thursday. So you can see Thursday to the Tuesday, 14

referrals in half a week. So you imag that building up, we would be back to

square one.

[A9 Practitioner, Post intervention interview]

Practitioners valued the reduction in the waiting list and here has made the

connection between the introduction of the triage clinic and the waisingrbcess.

Good Administrative Support

This was a very important aspect of the project that made its developumeentssful
as expressed by the practitioners in the CAMHS team. The team administrator
performed many critical roles that allowed the ptawiers to concentrate solely on

their clinical task; she organised appropriate files, rooms, and ensured there were
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sufficient practitioners for the families expected. She welcomed families, offered
guidance for them to complete questionnaires and génerahaged the waiting
area. For a new service setting up, without administrative support, one of the

practitioners would need to take this role initially until the routine were established.

An idiosyncrasy of this service was that the CAMHS clinic wasn#les away from

the administrative offices that supported the service in the CAMHS Network. It was
seen by the Network as quite a deviation from the normal working practices for the
administrative support to be in clinical centre for the interventiolhpralctitioners

who were interviewed acknowledged this to be a major asset to the intervention
because of the administraf®wversatility and willingness to help, acute attention to
detail in preparing and organising the files and attending to the netaswéiting

childrenillustrated in the data extract below

Sheds the one who IiSheisawareodappomtméntsof it al
sent out and who is coming and who is not comifige physically sets yjn
terms of the waiting room and fanglis and questi onnxires and
and who is seeing who. She just organises it basicatly.nbtice the

difference wherjadministrator]i s n 0 ,tput i that veay | think

[Practitioner A1, post intervention interview]
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The data extract shows theeadth and detail of the contribution made by the team
administrator to the triage clinic. It is of concern actually that so much is reliant on

one person and needs to be considered as a risk of the triage clinic.

The intervention provided an opportynio try a new way of working for that
CAMHS team. During the period of the field work, the administrative support
increasingly attended the clinical area for a range of set clinics. There is now
permanent administrative support in that clinic that isrewdiy related to the

development of the intervention.

Key Messages from Generating Feedback about tHetervention

Thisintervention appeared &iminate the waiting list fochildren referred to

CAMHS by primary care for aimitial assessmenthis cacurred with the literature
looking at gateway assessments to secondary mental health services (Ryan et al,
2007) which found that gateway assessments helped to manage excessive demand
upon mental health services at the juncture between primary and sgoom@a

What was also unexpected and noticeable was th&iNiAerate for first
appointmentsvas considerablyeduced was from 18.7% to 0.08%terthe

introduction of the intervention.

Generating feedback about the triage clinic was important to fié@ddction research

as an evaluative cycle. This process included generating data from people who used

the service: families seen in triage and professionals who referred to CAMHS and
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thus inadvertently used triagéamilies seen in the intervention wetegsed with the
speed of their first appointment and appreciated being offered early advice and an
indication of whether they needed to be seen again by CAMH&e endof the

study period, childrereferred to CAMHS were assessed within one monthenf
referralwhich was a significant reduction in waiting time. Engagement of referrers in
this evaluative process was not wholly successful but the comments they did offer
suggest that thefpund the improvedme to access CAMH® be beneficial for

childrenand their families.

CAMHS practitioners became accustomed to the new way of working and valued the
structure they had created within the triage process. The schedule for the brief
assessment helped to guide their clinical interview and the po# tegigw meeting

was an opportunity for practitioners to revisit clinical decisions made.

Chapter Summary

The context for this study was the organisational change in a CAMHS outpatient
clinic. Children referred to the service waited an excessive amduime for their

initial assessmenAction researclvas used to create an intervention and implement
it within the service to address the waiting list. @spoke triage interventiomas
developedhrough action researchhe triage clinic cosisted of thee stages,
administration and scoring of two standardised questionnaires, a brief clinical
interview conducted by a CAMHS practitioner using an interview proforma followed

by an opportunity to review decision making at the end of the clinical day in a post
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triage review meeting. As a result of the intervention the waiting time for referred
children was reduced from 12 months to them being seen within a maximum of one
month from referral. This was viewed by the CAMHS practitioners as a successful
interventian that improved the quality and efficiency of their service. Despite only a
small number of referrers responding to an invitation to feedback on the new process,
their comments were that this model improved the throughput and was welcomed.
Families reporte that the style of conducting assessments through this triage
approach was acceptable to them and despite the clinicali@wdreing brief
familiesreported that they were able to impart sufficient information during that time
to enable an assessmambe completed.

In order to understand the role of the change agent during this successful and
sustained change proceasystematic review of the literature was conducted to
establish what is already known about this mechanism for this critical mblis an

found in the next chapter.
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Chapter Two: Exploring the Role and Function of a Change Agent

Introduction
Within this chapter, | will be exploring what is already known about the role of a

change agent in facilitating organisational change in heeitimgs.

There is significant writing on change management processes across disciplines
(management, educati@mdorganisationatievelopment Thismaterial comprises
theoretical perspectives examining the change processes involved, proposing models
for understanding how change occurs effectively in organisations, includes empirical
studies examining aspects of the change processes and draws on a range of
organisational contexts. In this thesis, | am interested in examining one aspect of the
change proes and that is how the facilitator of change initiates, leads or influences
the change process. Although there is commonality across disciplines and thus
potential for transferability of theoretical understandings, the focus of this review will

be in the ontext of the health settings.

Review Protocol

Aim

The aim of this review of the literature was to investigate what is already known
about the role and function of a change agent during a process of organisational
change. The literature to be examineeréfiore was located in both research literature
and theoretical, professional or discussion literature contained in journal articles,

reports and textbooks. The challenge with this review was to capture as wide a scope
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as possible to ensure no significhotlies of knowledge were overlooked but retrieve

a manageable volume of material to examine.

The principles of conducting a systematic review advocated by the Centre for
Reviews and Dissemination, University of York (2008prmedthe development of

this search, but what was required was a scoping of the available literature rather than
a systematic review of research evideridas review of the literature was therefore a

systematic scoping of research and professional literature to inform the study.

Review Question

How do change agents initiate and sustain organisational change hveghir?

There are many different definitions of change agents, that have been developed from
Lewinds original work on changdaissgudypcesses (

| am using the description of a change agent offered by Rogers (2003) as an

60i ndi vidual who infdeengsieesnscsdardtwido i seaokat
the adoption of new ideas and who -is hetero
8).

Inclusion and Exclusion Criteria

The inclusion criteria were published pap@esearch, opinioand discussionyith
an explicit focus on the change agenbiganisationsinitially the search was limited

to publications from 1990 onward atitht hadbeenwritten in the English language.
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Further to the discovery of a significant review paper from 2002 by Harvey et al, the
limits to the search were altered to identify papers published between 1 January 2002
and 12 December 201Rlaterial was included it contained an explicit focus on

change agent role or methods of facilitation of change. Exclusions included
descriptions of general barriers and facilitators to change, mechanical, biochemical or

structural change agents (as found in physical sciéecature).

Search Strategy

Scoping to Determine Search Terms

The Cardiff University oOLibrary Searcho
scoping to determine the terminology used in the literature to explore the above
guestion. The Library Searchrfction enables a searchimioks and journals (both
electronic and print versions) provided by Cardiff University and NHS Wales

libraries and ORCA (Online Research @ Cardiff)e search focused on published
papers. An initial scope of the textbooks ir flelds identified a high volume of text

that would have been unmanageable to include in this review. Therefore it was
anticipated that key theorists in the field would feature in the papers, and references

to their work sought vid@ackchainingThrough he initial scoping process the

following search terms were identified: change agent, change anxiety, leadership,
change management, organisational change, action researcher, action researcher role,
andfacilitator.

After identification of key search terns be used, a search was conducted using the

following databases: ASSIA, CINAHL, British Nursing Index, EMBASE (containing
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Psychinfo and Medline) and Scopus, using the following terms creating three strands
of hits as follows:

Strand one: change ager@R facilitator$ OR leader$,

Strand two: health OR healthcare OR health service

Strand three: behaviour change$ OR organisational change.

A second search was conducted using the ter

the above in conjunction with ainds two and three.

In their review on practice development, McCormack et al (2007) found that to

search using O6practiced and O6devel opment d a
papers which had to be scrutinized and a large number rejected. BHieeause the

databases searched used the words practice and development separately and together
resulting in such a high volume of hits. A similar situation arose as | used the terms
6changehpnoegegsbtdrestricted ttuwedshearch to th
combining functions of the Boolean operator AND to limit the results to health

specifically A summary of theearch is found overleaf (table tyvo
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Tabletwo: Review of thditerature orchangeagents

Database

Search terms

Hits

Limits:
English
language,
20022012

Papers selected
through sifting
abstracts to check
relevance to search
guestion

EMBASE
(containing
Medline &
Psychinfo)

Change agent$ OR
facilitator$ OR
leader$

100,647

Health OR
healthcare OR
health service

5,232,159

Behaviair change$
OR organisational
change

5551

Change agent$ OR
facilitator$ OR
leader$ AND
Health OR
healthcare OR
health service AND
Behaviour change$
OR organisational
change

148

126

EMBASE

Second search

Action research$

401

Action research$
AND Health OR
healthcare OR
health service AND
Behaviour change$
OR organisational
change

CINAHL

Change agent$ OR
facilitator$ OR
leader$

15,300

Health OR
healthcare OR
health service

899,468

Behaviour change$
OR organisational
change

8,193

(Change agent$ Ol

facilitator$ OR

90

74

88




leader$) AND
(Health OR
healthcare OR
health service)
AND (Behaviour
change$ OR
organisational
change)

CINAHL second
search

Action research$

4060

Action research$
AND Health OR
healthcare OR
health service ANC
Behaviour change$
OR organisational
change

11

British Nursing
Index

Change agent$ OR
facilitator$ OR
leader$

2,175

Health OR
healthcare OR
health service

92,832

Behaviour change$
OR organisational
change

5,372

Change agent$ OR
facilitatorOR
leader$ AND
Health OR
healthcare OR
health service AND
Behaviour change$
OR organisational
change

46

46

British Nursing
Index second
search

Action research$

1195

Action research$
AND Health OR
healthcare OR
health service AND
Behaviour change$
OR organisational
change

33

28

Scopus

Change agent$ OR

417,283
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facilitator$ OR
leader$

Health OR
healthcare OR
health service

2,819,400

Behaviour change$
OR organisational
change

411,605

Change agent$ OR
facilitator$ OR
leader$ AND
Health OR
healthcare OR
health service AND
Behaviour change$
OR organisational
change

7,267

6788*- 215

11

Scopus
second search

Action research$

102995

Action research$
AND Health OR
healthcare OR
health service ANC
Behaviour change$
OR organisational
change

605

348*- 188

ASSIA

Change agent$ OR
facilitator$ OR
leader$

10,303

Health OR
healthcare OR
health service

177,349

Behaviour change$
OR organisational
change

76,729

Change agent$ OR
facilitator$ OR
leader$ AND
Health OR
healthcare OR
health sevice AND
Behaviour change$
OR organisational
change

670

608

11

ASSIA
Second search

Action research$

6845
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Action research$ | 616 553 27
AND Health OR
healthcare OR
health service ANC
Behaviour change$
OR organisational

change
* A further limitwasused or t hi s database to identify 06h
or O0Osocial scienced papers and excluding ac

science because the hit rate was so high.

Funnelling of Results

A large number of papers were identified<8,862,761) from the each of the broad
keyword terms. The search terms were then combined (n = 1680) and after data and
language limits were applied 1069 potential papers were identified for sifting through
examination of the abstradthe inclusion critea for the abstract sifting process were
that the paperdiscussed features of leadershipoughorganisationathange From

this process, a final set of 37 papers were selected for review. It is noted that there
were no randomized controlled trials iddietl that had investigated the impact of
change agent duringrganisationathange in healthcarBurther papers were

identified frombackchainingand searching specific journals as detailed above.

Backchaining of references was used as a strategyrttfydeources from retrieved
articles where potential relevant papers were cited. Handsearching of specific
journals, the Journal of Change Management, Educational Action Research and
Implementation Science reduced the likelihood of relevant papers beagrigaked.
Handsearching of key authors in the field, such as McCormack, was also conducted

to identify their previous work or collaborations.
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Quiality of the Material Selected

The material was drawn from a range of types of literature, from researctimgpo

on empirical findings, discussion papers, theoretical papers and case studies.
Research protocols and debates were excluded. The literature on organisational
change crosses a number of disciplines, with different traditions of knowledge
disseminationAn appraisal othe quality of individual papersvas not undertaken as

the focus of the review of the literature was on the concept of change agent (and other
terms cited earlier) and how it was usétiirty seven papers were identified for

appraisal trough the database selard hese were reviewed to determine their

suitability and relevance to the aim of the review, so whether they discussed the detalil

of the role and/or function of a change agent in healthcare.

Limitations of Literature Review

In sdecting key word terms for this review, | failed to accommodate American
spelling particularly of organisation and behaviour. Their inclusion may have
increased the number of hits in the initial search before funnellmyscope of the
search was so widbat decisions had to be made to restrict the results to manageable
volume, so this process necessarily will have eliminated some relevant text,
particularly if they were solo papers, not part of a series of papers or reporting
findings sequentially oveime. The focus of this review was on health, but there may
possibly be interesting work in the fields of social science such as education,

organisational development, criminology and similar.
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Findings of the Literature Review: The Role, Functions and SKs of the Leader

of Organisational Change

| found the following three key papers had key relevance in the discussion of the role

of o6facilitationdé in the NHS. McCormack et
evaluation of practice development lookedhet role of facilitation within that.

Dogherty et aldés (2010, 2012) work particul
of research evidence into nursing practice, but the principles of facilitation are

discussed in detail in this papetarvey et a[2002) conducted a useful review of

literature related to facilitation in the NH®\s they had conducted a systematic

review of the literature to that point, | decided to use the date for that paper as a date

limit for my review.

Levels of Influence

In order to articulate my thinking around aspects of change agency, | have considered
the literature within three conceptual levels of influence: macro, meso and micro

levels described below.

The firstsectionn s a summary of key e@rpy®d apxeiressp € atoinv e
and offered by way of an introduction to aspects of leadership approaches through

changel refer to this as a macro level of influencing chariges sectiororings

together overarching approaches to change agency, style of leadengdipsational
approachncluding the overall strategies adopted by change agents in facilitating

organisationathange
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The next section diterature discusskin this review refers tavhat Ihave

categoriseas the meso level of influence that a chamgent has in relation to

change. This section generally discusses the roles that change agent adopt during
change processesconsider the aso level of influence to represent the roles that a
change agent might take in order to influenoganisationathange. The finer detail

of the mechanism a change agent might use | describe as micro level of influence.
This draws particularly on the existing literature of how a change agent operates their

role in order to effeabrganisationathange.

Use of Termmology

In searching the literature it quickly became apparent that there was no agreed

nomencl ature for the ¢6pfdligtongaichangeimanhol ds t he
organisationThere is a range oétminologyused including change agelmaster 6

change...problem owner, facilitator, project manadgarines2009,p54) It is also

apparent that even where the same words are used between sources, the attribution of

meaning for the term may be different. So for the purposes of this literature review

shall use the term O6change agentd throughou
facilitates change within aorganisatonThe i dea of a O6change agen
from Lewin (1946, 1939) following his study on classroom management. Following

decadesol evel oping the thinking, he created t he
change managementdo with its template of the

change agent as a clear strength of the appr@@aomes2009, p389).
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There is however a difficultyith this convention as Harvey et al (2002) suggested
subtle differences between facilitator and opinion leader as a result of their concept
analysis of available literature on change procesfesgilitator]is an appointed role

as opposed to that of,rfexample, an opinion leader who through their own personal
reputation and influence acts as a change adeogherty et al (2012) attengatto
differentiate between aspects of this terminology in their mixed methods study of

what constitutes facilitationThey foundn their review of the literature that

6facilitators use group dynamics and skills

and other change agents rely on their |
al 2006), whilst others suggest diga agent roles and facilitators likely integrate

other implementation strategies while facilitating such as providing education and
using audit and feedback data (Stetler et al, 2006Cormack et al (2007a) in their

realist synthesis of practice devetognt found although a number of studies had

been published clarifying the term facilitation (of researtlsationin nursing), they
suggested this topic required a full criticaldapth review of facilitation in relation to

practice development.

Macro Levels of Influence: what approaches to leadership do change agents

employ?

There are three broad areas of leadership approaches that are important to consider in
change agency. These are the overall style, the relationship between the leader and

their enployees, or followers, and the status of the environment for the proposed
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changelt was suggested that it is thiebetween therganisationateadiness and the

leadership approach that determines viability for chgWéginer, 2009)

Overall approach

Burnes (2009) offers a review of the development of the literature relating to the role
of manageand leadem an organisatiotheir similarities differences and the

dilemma of conceptualising both (p4862). Burnes acknowledges Fayol as the first
writer who tried to describe the features of a manager in his book General and
Industrial Management published in 1949. This first attempt portrayed managers as
people who systematically plan control and direct the functioning of an organisation
but it was nuch later that Drucker in 1985 acknowledged the added value that a
manager gives to an organisatibte drewon systems theory to suggest that a
manager is the ingredient that creates a larger whole from the sum of the individual
component parts (or emplegs) within an organisatiortwo other key influential

writers that have shaped the developing body of knowledge about management
theory are Handy (1986) who proposed managers identify, diagnose and intervene
where problems arise in an organisation andtktierg Mintzbergreported in his

text ONature of Managerial Worké (1973) the
managersHe found thaalthoughmanagers in this study hagported that they

would plan, think reflectively and considearefully bebre acting, his observations
found thattheir actually work waseactiveto organisational problems rather than
proactive Theycontinually responeldto pressures on the jas they emerged. Their

work routine was varied, unpredictably and lacked congnMti nt zber gés wor k w
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therefore challenging the rhetoric about managerial work, finding that observed

behaviour was contradictory to the managers

Both Nahavandi (20%) and Yukl (2002) noted that there are differences batwe
managers and leadeMahavandsuggested that leaders are future focused, create
change and have an emotional link with followers whereas he thought managers are
present focus, maintain the status quo and attempt to retain an objective stance or
distarce from their followersThis might therefore suggest that both roles cannot

exist in one persordayes (2010) thought that the typededdershipvas the key

aspect in an effective change process. He differentiated between leadership and
managemenbut wlike Nahavandisuggested that the manager would intermittently

have to take the role as leader, thus holdifigx@ble position within arorganisation

Attributes

In their comprehensive review of the skills and of facilitators, Dogherty et al 2010
found facilitatorsto be nnovative and resourceful, able to maintain momentum and
direction and to allocate roles and delegate responsibilities, @ivktsupport and
encouragementp have an understanding of the practice context (Ellis et al., 2005)
to be authentic (Wallin et al., 20Q%yedible (Stetler et al., 2006) adaptable,
committed and experiencedmotional intelligencevas ascribel by Salovey and
Mayar (1990) as thsocial and interpersonal aspeot intelligence Within their
description thg include emotionally literature people have a high degreeléf

awarenessre able tselfregulae their emotional responses, have a high degree of
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selfmotivation feel genuineempathy for otherand have gooahterpersonal and

social skills (Golema2004).Nahavandi (2006) believes it is this emotional
intelligence that differentiates between people with good ideas, inventors, or
mavericks and effective leaders who can steer groups of people through periods of

change.

Relationship between leaderad o6f ol | ower s 0

Mintzberg (1973) in his study of severale managers coined the following

managerial roles: figurehead, leader, liaison, monitor, disseminator, spokesperson,
entrepreneur, disturbance handler, resource allocator, negotiator. They mandge a wi
variety of tasks, have frequent interruptions and take little time to reflbereashe
suggested kademwould needo pay attention to the emotional state of their
followers,par t i cul ar | y uncertainvamdambidueus sitatiohse( do 12 2
The reason he suggested for this was that employees take their cues from the
emotional responses of their leaders, but this suggests that employees, or followers
are not influenced by other persons, such as colleagues or social contacts, nor
influencedby their own appraisal of the existing work situation and the influence of

the leader is significant.

Brown and MCormack (2011n their study looking at adoption of evidence based
practice in nursing found that although how the change agent worketheigntext
was an importantactor in the change process, the mechanism of this interaction was

not fully understood. They did find that nursing practice is affected by numerous
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factors within the context of health delivery, includorganisationastrudures and
hierarchies, relationships between staff and consequently the change agent is

connected and interwoven within all of these variables.

Cummings et al (2008) systematically reviewed the rdiditiplinary literature to

look at the factors contnilting to nursing leadership. They examined peer reviewed

studies but excluded qualitative studies and grey literature with a resultant 24 studies

to analyse They noted that the findings from these studies coutatdenisednto

four main themes: traitsd characteristics of leaders, the context in which the

| eaders work, the | eader sdé engbalmwooent wi th
and practices of individual leaders. As this was a review paper, the detail of the

findings fromindividual studieswas limited but Cummings et al noted that

Orel ationship based beavipwesindthattheegesvésawer e i mpo
connection between leader effectiveness and the amount of contact between the

|l eader and staff, higtlmodghtoinmad 6t h e aidrefristhe pc
review suggested that the more time a leader is with the staff, the more open they are

to be influenced by that leader. In conclusion, Cummings et al suggest that

organisationatlimate predicts leadershighaviour

Organisational readiness for change

Readiness for change referdhe acceptance of the peoplghin anorganisatiorto
implement a change (change commitment) alongside their belief that they are actually

able to effect that change (change efficacy) (Wei2@9). It is this readiness for
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change at multiple levels of individual, group, unit and wioganisatiorthat

Weiner found to be a critical point in levering the proposed change. In his discussion
paper in which he aimed to conceptually deinganisatioal readinessWeiner

draws on social cognitive theory to suggest change efficacfursction of

organisationainembersappraisabf their ability to effecthe desired changend so

confidence forla proposedhange is high when change efficacy is high.

Hofsted'sFive Cultural Dimensions (cited Mahavandipl11) includes the concept
'uncertainty avoidancebo. Ho f sorgancsatiohalf i nes t h
culture is able or prepared to tolerate ambiguity and uncertainty. Hofsted #®nrgo

to suggest that inneorganisatiorwhere high uncertainty avoidance is present, this

leads to low tolerance for uncertainty and thus a low tolerance or openness for change
within thatorganisationlt therefore follows that in order for change topassible,

the culture of tolerating uncertainty or potential for change needs to be addressed in
order for change to be achieved. It is not clear whether Hofsted discussed this to be a
situational response or a more permanent trait withiorganisatiorbut for both
interpretations, there is an assumption thatrganisations behaving as is one

person, in unity, without acknowledging the potential dissonance that may be present

in theorganisation

One of the most cited theorists about change praséssvin. In his study on
classroom management, Lewin (1939) found that a democratic style of leadership
more effective than an autocratic approach in managinigethaviourand learning of

children. He proposed a model of chaffigewin,1946) in which hesuggested the
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importance of using various strategies to 'unfreeze' the existing practices of people
within anorganisationn order to enable therganisatiorto embrace the possibility

of changeThis simplistic approach to change does not consider theepb of seH
determinism thaindividuals themselves can decide whether they would wish to

engage in the change processes proposed.

Killbride et al (2005) found in their action research study examining the change

processes in a stroke unit consideredcthing together as a specific stroke team as

a trigger to evoke idheconindtogatheiasanewttamdi sequi |
was a challenging process in itself. Team members had to learn how to interact

effectively with one another, drawing on cdewty theory with this team as a

complex adaptive systemi.hi s suggests that defining a te:
instigating change might be a sufficient enough trigger to promote change behaviour

for the organisation driven by the identified team.

In summary, the literature looking at the macro level of influence of change agents

draws our attention to traits and attributes of change agents, or leadeal

approaches tleadership and the relational aspects of the fit between change agent

and tte organisationT hi s r el ati onal aspects also incl ui

getting an organisation ready for change.
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Meso Levels of Influence: what role does a change agent take to influence

change?

This section considers the roles adopted otowesd upon change agents and then the
skills and attributes within the change agent themselves that have been found to be
influential in facilitating changelhere areseverkey researclgroups that have
investigated the roles of change agents, or fatiditan healthcare and they form the
cornerstone of this sectighlarvey et al, 2002, McCormack et al, 2007, Thompson et
al, 2006, Pearson et al, 20@KQgherty et al, 2010, 2012, Simmons 2004 and Rycroft

Malone et al 2012).

Despite thébody of literatureabout the role of change agehtsngconsiderable

Harvey et al (2002) founféw explicit descriptions or evaluations of the concept of
facilitation. Harvey et al (2002) found that there was insufficient clarity about the role
and function of a facilitatoin general and also in particular in relation to promoting
the application of research evidence by nursing into practice. This prompted them to
conduct a concept analysis of facilitation by mappingaralysingrelevant

literature. They reviewed rangeof health care literature published between 1985 and
1998. Their findings show that facilitation involves helping others change practice
with facilitation danging from a discrete tagkicused activity to a more holistic

process of enabling individualgams andrganisationso changé , ( p578) whi ch
was then used this as the basis for a continuum of facilitation commenting on role

skills and attributes of facilitators.
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This prompted further work by McCormack et al (2007) on their realistic evaluation
of practice development including the role of facilitator withitMitCormack et al
(20074, b, c, d) produced a series of four papers from their realist synthesis of
evidence relating to practice development. Their papers report (a) methods and
methodolog, (b) analysis of the literature, (c) telephone interviews and synthesis of
the data and (d) recommendations. In their concluding paper McCormack et al
(2007d) suggested that there is a need for further investigation into the role of
practice developerJarifying the skills, knowledge and expertise needed in order to
effectively carry out that activity. This is because they found people holding formal
practice development roles experience isolation and role ambigthgy found that
there were only a fe examples whererganisation$iad a strategic infrastructure to
supportthem. They found data showing that practice developers felt there was
confusion over their role and that they were caught between clinical and managerial
roles.McCormack et al (2007jdound the expertise required by practice developers
to undertake particul ar rol es ordusidear gel y wun

(Simmons, 2004)

ThompsonEstabrooksand Degner (2006) conducted a literature review to
distinguish and clarify th concepts of opinion leaders, facilitators, champions,

linking agents and change agents within the health education and management
literature. Their rationale for conducting the review was that they had found difficulty

in reviewing intervention studiesbause such terms had been used differently and so
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made comparison between studies difficult. In their review sueymarisedheir

analysis of the roles from the literature in terms of the contexts and characteristics of

each of these roles. They notedtthoth facilitators and change agents were

boundary spanning across disciplines or contexts, and that all but facilitators used

social interaction as the mode for working whereas facilitators were more focused on
problemsolving and thus tas@riented.Despite discrete differences between each of

these five descriptions of roléEhompson et al found thatl | wer e essenti al |

of change agentodé (p691).

Al t hough Pearson et alodés (2007) systematic
sustaining nursing &dership to create a healthy work environment, there were

aspects of it that were relevant to this review of the literature. They search for

qualitative and quantitative studies and discussion papers that addressed feasibility,
meaningfulness and effectivess in developing and sustaining nursing leadership to

foster a healthy work environment in healthcare. They reviewed 44 papers and noted

that the use of local opinion leaders was inconclusive. Their description of opinion

leaders was of people in tbeganisatiorwho were influential in making change

happen, but not in a designated role.

Effective change agents (or facilitators the actual term used) need to be flexible and
possess a range of both tdskused and enabling skills, which are employed
accading to the needs of the context or environment in which they are working.'

(Harvey et al 2002). Their method of working Hayes (2010) suggests is by
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identifying and breaking cycles or patterns of behaviour that are unhelpful to the
organisation. Hayes sggsts that change agents often haveepisting role that give
them 'boundargpanning rites' across aspects of an organisation. They are often
aware of the natural communication flow within an organisation and use this to
positively affect their spherd mfluence byaligning] people, communicat[ing] new
direction and creat[ing] useful coalitions' for change to be effected (p169¢s

does not elaborate on the mechanism any further, however.

Dogherty et a{2010) used a similar approach to Hareey a | do ed@iftke0 2 )
recent literature for descriptions of the meaning of facilitation, strategies involved,
characteristics and skills of facilitators, and effectiveness of facilitation interventions
onusing research in nursingheir aimwas todescibe what facilitationis in orderto
develop a taxonomy of facilitation interventiomogherty et al (2010) found the
following five areas of functiang werecommon to facilitators of change: increasing
awareness of a need for change, leadership ajetproanagement, relationship
building and communication, importance of the local context and ongoing monitoring
and evaluationln concluding this piece of work they suggested there is a need for a
greater understandi ng tiomocduns, eo theimechaniamt ur e o f
the facilitator employs to effect a change in practioe their case increas#

research application in practice

Dogherty et al (2022conducted a mixed methods study using case audit (of notes

made during the change presgand focus group interview of facilitators in three

10t



case studies where implementation of new guidelines about practice was being

introduced. This study was conducted to gain further understanding of the role of

facilitation activities that were occurgrwithin the Canadian Partnership against

Cancer in an initiative to improve the uptake of evidence in clinical practice. They

found that facilitators engaged in a wide range of activities: increasing awareness,

developing a plan, knowledge and data mamege, recognizing importance of

context, administrative support, project management, fostering team building,

problemsolving, ensuring group remains on task, providing regular communication

via email and phonealls, consensus building, leading meetipgeyiding

reassurance, networking, maintaining momentum. These tasks were completed by

both external and |l ocal facilitators and o0t
group develop the capacity to dagofit for the
their study was that they considered facilitation to both be carried out by individuals

and by groups as a process. They suggested further research is needed to fully

understandhowfacilitation is used to change nursing practice.

In their clustetrial specifically investigating the role of facilitation in using research

evidence in neonatal care in Vietham, Wallin et al (2011) used the PARHIS model of

facilitation of research findings (Rycrefta | one et al 2002) they f ol
up 6 alptpahange@gency was effective alongside what they described as the

ovital role of the | ocal communityd to effe

outcomes for neonates. As a secondary outcome Wallin et al noted the importance of
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gender in the effecteness of change agency, but they provided insufficient detail to

understand fully the precise nature of the influence of gender on the process.

QUERIis an improvement initiativen the USA to improve health outcomes for
veterans whilst studying the pexs of health improvement strategies used. Stetler et
al (2006) report on an evaluation of the nature of facilitation, including the use of
external change agents from a series of health improvement programs under the
QUERI portfolio. The study wasraflective exploratiorof participants during the
improvement programs and data were generated thsergkstructured telephone
interviews. From this retrospective reflective Stetler et al found that the role of
facilitators was a distinct intervention commig of multiple functions. These
included the facilitator problem solving with the organisation, providelload
education that arose from discussion within the organisation, so iteratively created
learning opportunities rather than planned teaching sesaied an evaluatiomas

conducted with each participant.

Simmons (2004) in her concept analysis paper of facilitation, summed ua with

series ofttributes tasksandbehaviourghat she considered indicative of facilitation

or change agenawcludingsharing decision making, making tasks easier, @mgbl

critical thinking in othersmanaging group dynamics, identifying barriers to change,

recognizing enthusiastic individuasdunderstandingrganisationapolitics.

Interestingly Simmons talked abduth e 6 hi ddend wor k that chang:¢

undertake between group meetings. This could involve supporting and encouraging



individuals and troubleshooting. Simmons thought it was this hidden work that might

be pivotal for the successful implementation oframative in clinical practice.

RycroftMalone et al (2012) conducted a controlled study testing out the impact of
adding facilitation to thetilisationof evidence based clinical guidelines in relation to
fluid fasting prior toanaesthesi&ites wee randomisedo one of three interventions:
one- standard dissemination (SD) of a guideline package; S plus a welbased
resource championed by an opinion leader, and tf&eplus plardo-study-act

(PDSA). Facilitators had a oty training sessn, but it was found that in cohort

two and thregthe style and approach of facilitation varied considerably. The outcome
of the study showed no difference in the primary outcome (fluid fasting times) with
the three implementation leaving questions avieether facilitation added any value.
RycroftMalone et al suggested that effective facilitation requires change agents to
owor k collaboratively, handle difficult si

coming fromo

In summary, at a meso level, there suggestions about how a change agent might

influence change but there is also a degree of acknowledgement that this work is not

yet fully understood, that it contains hidden aspects which perhaps are the critical

parts of t he f un cagenoyrhas ndtyeebeah fulty exploredfandc h an g e
there is ambiguity or confusion about the change agent role. Accepting that however,

in the literature there are suggestions that at a meso level, the change agent operates

through the following three approach&bey span boundaries withanganisations
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and thus by aligning people within the organisation, enable people to meet and talk

with other significant people. Change agent
understanding. They do this by either faatilhg a problem solving processes or by

offering impromptu teaching in the field, to respond to emergent needs. Change

agents also manage the process of change, keep projects on task, take responsibility

for managing the project and finally they offer I@asince to participants in change

and can themselves create a buffering function between dissonant parts of an

organisation.

Micro Level of Influence: how does a change agent operate their role in order 1

create organisational change?

1. Communicating: breadth and strategy

Galvin et al. (1999) highlighted the lessons learned regarding the need to keep
participants and stakeholders 6in the | oopé6
roles, expectations and responsibilities. Sirtylawhile Bates (2000)dentified

positive leadership strategies being used irptaetice developmentork being

undertaken, ways in which these strategies could be embelbsbagditalized upon

did not seem to be addressed.

If organisations want to reduce uncertainty andiety (Wanberg and Banas, 2000
adequate changee | at ed i nf ormati on must be shared t
expectations about change. Portoghese et al (2012) reported on a study in which they

hypothesise that the relationship between the change agent amdlogyers, or



followers influences the expectations about the change from the employees and

therefore their commitment to the proposed change. They were interested in aspects

of leadermember exchange theory. In their study, they surveyed 703 nurseghvol

in a national change programme in Italy. They found that change agents (or leaders)

critically used communication strategies to reduce uncertainty. By reducing

uncertainty, this reduced negative expectations about the change, which resulted in a

higherl evel of parti ci p agoihgcldange process. Parieghese t o t he
et al continue to suggest that in order for change agents to effectively influence

change, their first task is to O6encourage p
workplace exironments in which nurses develop relationships of high reciprocity

with their ceordinators and receive appropriate information regarding change

programs (high quality of changee | at ed communi cation), 6 (p58

Allen et al (2007) argued that the reasoganisationgxperience resistance to

change is that thencertainty felby members of an organisatiabout the proposed

changds not reduced sufficiently, often due to using-tlgevn communication
strategies. The f ocus ingdommuhidaon stratdgiesal 6 s pape
effectively to manage uncertainty in peogleing change processdslen et al

suggested that facing change, individuals experience an inability to predict with much
confidence what the likely outcome or trajectory of a cleamgght be. It is this

inability to predict hat Allen et al suggest causes the uncertainty. Hayes (2010) agreed

with the idea that the mode of communication selected by the organisation can have

big impact on process of change and/or resistance to thajehde suggested that
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interpersonal communication strategies such as face to face meetings are more likely
to reduce participantsoé feelings of uncerta

using less personal communication methods such as email.

2. Coading

Stefancyket al (2013) in their discussion paper on the role of nurse manager as

change agent defined in behavioural terms how they believed a nurse manager

actually enabled change in clinical practice. They thought the role as change agent

was both o effect a change in practice as well as to increase the capacity for change

in others. Their paper does not report on the findings of an empirical study; it is more

of a discussion on observations in practice, but they do highlight the following

tangibleways of working that change agents use. Stefancyk et al suggest change

agents promote th@xploration of creative solutiofs ( pyla&nhowleding

contributions in a meanimg way without necessarily accepting or implementing

them. Stefancyk et al cowf@r this is an example of how the change agent inspires

others, by instilling confidence in othersbo
of their contributionsThey discuss a model of leadership that they have implemented

in practice. One of theomponents of this model is the coaching function performed

by change agents. Their view on coaching is

expectations by giving feedback on their actions.
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3. Monitoring and Responding toEmotions in the Organisation

Stefancyk et al (2013Iso found that change agents also monitor the atmosphere

generally in the organisation to determine whether people are ready for change or

whet her they ar e exipienriiteinactiinvge 6ocvhearnlgoea df 6a t (i pg:
there isevidence that the organisation is going through a period of change fatigue,

Stefancyk et aduggest that an effective change agent responds to this feedback by

delaying the proposed change to protect the staff from continuing to experience

change fatigue.

At the core of thinking about the emotional life of@ganisations the underpinning
assumption, according to Barrett (2003), that people have a low tolerance for anxiety,
and will naturally engage ibehaviourthat reduces the feeling of being arugo So

when arorganisations about to go through a change process, it can be reasonably
predicted that most people belonging to that organisation will feel anxious about the
change. Change anxiety is an acknowledged phenomenon frequently discussed in th
change management literature (Stacey 2007). As a consequence, people will engage
in behaviourgo avoid the anxious feelings, such as not supporting the change, and
thus avoiding feeling anxious, or expediting the change so the anxious feeling is

extingushed quickly(Bion, 1961).

Both Baruch and Lambert (2007) and Hyde and Thomas (2003) suggest that effective

change agents, or leaders absorb the anxiety experienced by the organisation as part

of their function. Baruch and Lambert (2007) in their conga&gpaper looking at

112



organisationaanxietycommented thavhenorganisationgjo through a process of

change, the 'sharp transitions...chaos and inevitablebyo d uct s of the proce
cause uncertainty, stress and anxiety' (p85). They considered shidtehppraisalof

thethreat hat woul d be caused which is pivotal i
responses to suggestadanisationathange. Baruch and Lambert continue to

suggest that the appraisal of the threat (from proposed change) is influenbed by t
organisationastyle of communication how anxieties are aired and managed within
theorganisatioraccording to therganisationabeliefs and rules. The complex

interaction between these processes from appraisal to doghayioursietermines

the dgree of either debilitation or progress with the change that the organisation is

then able to make. This in turn is connected to the level of individual and

organisationaanxiety that is experienced as a result. Baruch and Lambert conclude

that excessivanxiety felt by arorganisatiorcould result in impaired performance

and decision making in general functioning and during proposed change processes.

Health services arerganisedn such a way that leader is required for each subsection
or team within lhe service. By the very nature of providing healthcare, there are
opportunities for employees to become anxious about the work they do. Hyde and
Thomas (2003) suggest therefore that it is common for employees within NHS teams
to project decision making nesnsibilities onto their immediate leader as a way of

reducing their own anxiety.
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Certain staff members within an organisation require particular attention when facing
organisation change according to Bovey hbiedle(2001). They highlighted the need

to atend to any individual staff who also have personal life transitiorgoary, as

they will find going through anrganisationathange at work additionally stressful
because of the compounded effect of both work and home life (James and Clarke,
2002). Stategies suggested in the literature to address this change anxiety include
introducingcounsellingat work to help ‘constructively [balance] the human needs

with those of therganisatioh(Bovey andHede 2001) but they do not suggest that

this is the diect work of the change agent, more that the change agent should
facilitate such an intervention,. James and Clarke (2002) suggested change anxiety
needs to be contained for theganisatiorto function, particularly given that

i ndi vi dual sriseiatankdamenithyanylinergaseld sncertainty within an
organisationStacey (2007) recommended the following actions to reduce destructive
effects on group functioning work when the group is facing uncertainty, increased
anxiety, or change in practices:dstablish clarity of the task ahead, to clearly define
roles within the group, to ensure adequate leadership and to establish procedures that
will help the group defend against anxiety. The establishment of these four features
by the change agent Stacagued would reduce the potential impact of the change
anxiety and lower the risk of basic assumption behaviour affecting the organisation.
Thisr esonates with Paton and McCal man (2008) 6
organisational changthat the'core task of change agent...reduce uncertainty

associate with the change situation and then encourage positive action’ (p54).
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In their discussion paper on resistance to chafgdijs and White (2002) in their

discussion paper looking at resistance to change cesidhat the feeling of

uncertainty is a fundamental feature of change, is directly linked to resistance to

change and both are connected O60to a sense o0
continue to suggest strategies to address this specifioatlyt, might be arguethat

part of the role of effective change agency would be to enable participants to have a

degree of control of the proposed change and possibly work collaboratively with

them.

In all of the above the suggestion has been thatgehagents need to notice and pay
attention to the emotion, often anxiety and uncertainty of participants in an
organisation facing change, and then manage or contain this anxiety. However
Davidson (2002)akes a different approach that it is possible ®ths discomfort
experienced by participants as a lever into change. He suggested that the anticipatory
fear experienced by an organisation can be 'harnessed by change managers to great
effect’ (p54) 'lIté not as if they brought the situation but they cmake use of itSo

anxiety, uncertainty, discomfort Davidson suggested could be useful in the initiation

of change processes but this observation was not based on empirical data, rather

drawn from a theoretical proposition based on learning througtriexge.

4. Creating an Opportunity for Reflection

Cook (2009) wrote about her experiences of being an action researcher over the

previous 12 years, facilitating change in a number of community based child services
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and from reflecting upon this experiendrew conclusions about the specific role an

action researcher takes in relation to helping the research participants reconsider their
thinking and actions. Cook suggested that the pivotal aspect of action research
projects was t he orgpord\wherg patticipantsdvere abletpr oc e s s
appreciate their existing thoughts and beliefs about their current situation and tolerate

the possibility of an alternative, but in that moment when articulating the alternative

was not quite possible. Thispositio Cook descri bed as a Omessy
suggestion that the role of facilitator of
i n their thinkingd alongside maintaining th
practitioner s 0. helshweis wasite both hotd aracotionersindne as s
uncomfortable place and enable them to continue thinking creatively in this

messiness. It is important to mention here the noteworthy work of Menzies (1960)

who conducted an observational on nurdiegaviour She noticed that nurses failed

to develop close relationships with patients as a way of protecting themselves against
emotional pain (or anxiety) by focusing on tasks rather than emotional work. In this

way nurses were thus staff split off from too muafo&onal contact with patients.

In bringing together the literature examining the micro level of influence at which a
change agent engages, there is evidence to suggest that the change agent interacts
with the emotional state of participants in change@sses. This may be directly

linked to the change anxiety experienced by the organisation or by identifying
individuals more at risk of being emotionally compromised by the proposed change.

In the literature are suggestions that change agents use strabeigitill confidence
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in others, by acknowledging their unique contribution, by encouraging positive
expectations of change to reduce anticipato

managing anxiety where present.

Chapter Summary

The literature was examingd establish what is already known about the role a
change agent has in facilitating change in heéitkhis chapter | have thematically
presented my findings frothe availablditerature since 2002. The literaturas
beenorganisednto three categaes of thinking about the influential level of a change
agent: macro level, meso level and micro level. Macro level refers to the broad
approaches that are suggested in the literature, change agents reported adopt to
influence change inrganisationgnd ae based around traits, contexts and relational
aspects of the change agent. Meso level factors include the contested roles that
change agents adopt in relation to facilitating change within micro levels of influence
There i s evi den averkis ditentattermdimgto anc cormertng wite 0
the emotional atmosphere of participaaisboth arorganisationahnd an individual

level.

Apart from the well acknowledged body of |
by leaders (Menzies 196Baruch and Lambert 2007, Hyde and Thomas 2003)
suggesting containment of anxiety can be usefaling a n i fractioning.nTBege

does appear to be a gap in the literature that discusses how exactly a change agent



might work with anxiety during a change pess. It is this area that | discuss in the

following chapter in relation to the data generated through this study.
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Chapter Three: Methods

Summary of Study

This was the secondary analysis of an action research study in CAMHS to

specifically investigat¢he role of the change agent during thiganisationathange
processTriangulation of methods was intended to create a broad perspective of the
change process. The methods selected were observations in ticaieickd in field

notes observations afeam meetings recorded and transcrili@eyviews with key
informants pre and post interventjorcorded and transcribed aatbg of my

thoughts and ideas througtreflexive diary. By using these methods and

triangulating the findings, it enabled atripicture of the interaction between the

change agent and participants in the field to be understood. A summary of the amount
of data generated is offered below

Observations in the fielthat had been capturedfssdd notesamounted to 72 records
(n=72) There were 18linical team meetingsbserved and record¢n=13)|

conducted a total of li#h-depth interviews witlparticipantsseven pré intervention

and seven poshtervention(n=14) My reflexive research diary was contairetbne
documenbf 8920 words(n=1). Each of these records were considered to be an
individual documentOn completion of data generation, the total dataset comprised
100 6pri mary docume n-stracturedtdpecoohdeddntervienesr e 14 s
(seven prantervention andgeven posintervention), generating 89340 words of text.
There were 13 tapeecorded clinical team meetings generating 40696 words of text.
Field notes were used to record the observations | made during observations in team

meetings, clinical sessions abéing in the field (n=72) generating 28,000 words.



Research Method

Thefocus of this study was to examine the ifm&ationship between change

participants and change agent. As | was both the change agent and researcher, the
account of the change m®ss is understandably reflexive, and attempts have been
made throughout to draw out my praderstandings and how they have influenced

the focus of my investigation, how | then generated and analysed the data. | have also
attempted to be transparent abihg impat or effect that | as researcher was having

on the field.

| elected to triangulat®ur methods to create an understanding of the change process
from a multiple perspectives. | selected to conduct participant observations in the
field, to recod a series of team meetings throughout the studycodnduct semi
structured interviews with key informants at two stages in the change process; pre
and post intervention. | also kept a log of my thoughts and ideas through the process.

| refer to thisreflexiverecord as my research diary.

Generating observational data

Observational methods were used as a means of investigating the processes involved

in the development and implementation of the intervention. Observational methods

are acriticaltoolfost udyi ng a éconstantly changing soc
p47) and their value in generating data are attributed to the Chicago School (May

2001) in their ethnography of social divisions of the city of Chicago. In order to

effectively notice and thencecord transformations of a social context or
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organisationthere are advantages to the researcher being partofrthga ni sat i onds
life to fully understand how it changes. The advantage of using observational

methods was that it gave raa opportunity tagather firshand information about the
clinical teamds soci al process in a natur al
while they went about the change process in their usual clinic and with their usual

colleagues.

| generated observational datae form of field notebetween July 2004 and

November 2006 (number of entries = 7Jief notes were jotted contemporaneously

in the field in my O6purple bookd that serve
reminder signal of my role in the field. Thes#ijogs were written up as field notes

of my observations, paying attention to the recording of interactive detail about

decision making, alongside my accompanying thoughts (Emedfsetz, Shaw,

1995). These were made as soon as possible after leaviiigjdreach day. |

attempted to keep a consistent style of field notes and distinguished in them between

comments recorded verbatim and paraphrased material (May, 2001).

The observational data were generated in the natural setting of the CAMH service
through participanbbservations of team meetings during which the development of
the triage was discussed, midisciplinary team meetings held on the triage clinics
where clinical decisions were reviewed, stakeholder presentations and triage clinics.
The cinical team meetings were also recorded (n=13). The style of keeping field

notes developed over the course of the study informed by reflective conversations in
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supervision from trying to distinguish and declare my perceptions and pre
understandings from ¢hobservations | was making (Emerson et al, 1995) and from
discovering through the analytic process what data was useful to me. There were
challenges in deciding what notes to generate from the team meetings. Initially, as we
(the research collaboratorscal) were focussed on the development of the triage
process itself, | kept notes that revolved around technical aspects of offering this

intervention as can be seen below.

In our discussion today, we considered who goes on a waiting list, who is seen
immediately and who is to be discharged with advise thus determining

who the priority should be afforded to and on what basis.

|l deas that were suggested about the
all day or half day, weekly, monthly, fortnigynand whether all new referrals
attend or would there be a selection process in advance?

[Field notes, 30 September 2004]

Field notes | generated later in the change process concentrated more on the team

dynamics and how people were approaching thegehtask.

We discussed the relationship between the CAMHS team itself and primary
mental health. There seemed to be some friction between these two parts of
seemingly the same service with professional competence between one

another being questioned.
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[Field notes, 6 June 2006]

This seemed to resonate with the activity | was concentrating on at that moment but
the limitations of this are that | possibly failed to capture key data at the early stage of
the change process that was focused on team dynamai@starrelationships as my

focus was clearly on the intervention itself.

There were other difficulties with attempting to generate this data. It became quite a

di |l emma when participant-seowand@dand whagtthi
then do vith that information. A difficult situation arose for me when one participant

expressed that they felt they were being bullied by their line manager. | had expected

to be faced with child protection type disclosures and dilemmas given the field of

practicebut had not anticipated this. They disclosed this at the point of leaving the

service, but | was aware that my future observations of this particular interactional

dynamic and indeed any interaction between the alleged bully and other team

members would éinfluenced by my concern and wonder whether bullying

behavioumwwas present. | suspect this did actually influence some of the feedback |

gave to the participants during the spiral of action and review whilst developing the

intervention. | included in mfeedback to the team my queries about allocation of

wor kload to raise into the groupbs consciou
raised, but | did so in a very broad sense in an attempt not to expose any vulnerable

individuals.
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My relationship wih the field

Gold (1958) described four ways @fnceptualisinghe interplay of a researcher as
participant and observer in the field; from complete observer, to partiopastver,
observepar ti ci pant to compl ete pagestionsci pant . Mi
(1958) of the participant/observer stance in the field, and of action research as the
methodological approach, the function of observation in the field was as practitioner
and observer. Themphasishowever, shifted during different parts of 8tady. This

was dependent upon the nature of action spirals at the time and how much
participation was required from me for that task or series of tasks. As an example,
when the intervention was being introduced into practice, | found | was drawn more
into participant/practitioner, modeling the intervention, contributing to clinical

decision making despite my attempts at trying to hold back from that practice. | wrote
an entry in my diary and later discussed with my critical friend the dilemma | felt in
being so involved as an apparent participant. The data extracts below show the events

that triggered my discomfort.

Practitioner A5: What else do we need to do apart from see the girl on her

own?

Researcher: Il tds very triuetothedirecalause | 0 m
stuff buti tréesal 'y hard not to. Whatodés going th
sounds like a typical [Community Intensive Therapy Team] case.

[Post triage discussion, 10 October 2005]
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This was the entry | had put in my diary when | wgsg to make sense of how |
ought to position myself in relation to the field and the conversation | previously had

with an advisor to the study.

I had a phone conversation today with [A Person from YoungMinds]. They

had previously worked as clinician CAMHS before taking a role as a

researcher and consultant with this organisation. They found so many

difficulties researching where you practice with families that you know

clinically and advised wherever possible

remnded of my supervisor6s comments to us

of field notes very visibly as a visual reminder or prompt to the practitioner

team of the purpose of my being there.

[Research diary, 16 September 05]

| came to the resolution thatth devel opment part of- the study
ond involvement at that stage of the study.
more established, | was however able to stand back and observe more, concentrate on
watching others and resist engagin the clinical decision making processes. My

engagement with the field was dynamic, changing over the course of the field work.

As May (2001) suggests there is an effect on the observer of the observed being
present and this may lead them to behafferéntly than they normally would in that
situation. However this idea of second order cybernetics (von Foerster, 1984), or the

researcher being part and thus altering the nature of the field interactions was
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accepted as an underlying assumption of théys Immersion in the field over a
protracted period of time encourages a reversion tbehaviourahorms within that
organisatiorbut can be costly in both terms of financial costs to the study itself and

time constraints for both the researcher oiggtion and the study site.

May also noted the difficulty when conducting unstructured observations of being
able to sufficiently examine multiple aspects within the same phenomenon which
occur at the same time. This was one of the difficulties | eneoecht Asl was

contributing significantly to team discussions, trying to capture any notes
simultaneously was difficult. After | started using a digital recorder this did allow
conversations to be recorded, but nuances, what people did and mechanestic issu
could not be captured this way, so | attempted to also keep field notes as well. There
were naturally the common mishaps with using a digital recorder: batteries ran out,
switched off instead of on, in the wrong location in a room so the quality afliego

was poor.

Although my data generation in team meetings was an observation of the natural

setting rather than a constructed group interview, May (2001) notes that when groups

are interacting theibbehavioui s o6 modi fi ed accdrn dindbg thotti Mg s
the difference in the dynamic as | had joined the group but this nevertheless could

of fer 6a valuable insight i ntoéexamination

particular (May 2001, p126). In the data extract below, the participant cosiment
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humorouswvay about the meeting being recorded but it is a reminder that they were

aware of the impact of my presence.

Yes | sought of have in my mind when webo
our referrals, what wethngmedoftthe waitngg on suf f
l' i st then there might be time, therapeut
allocate a certain amount of time and make it more targeted for this group and

not taking them on an ad hoc basis. We have a bit of a sense that [the

organi sation] wonot allow us to do that r

before from doing what we want to do, but we think there are political games
going on. Wed6d better scrape that bit

[Practitioner A5, post triage meeting 10 October 2005]

Conducting in-depth interviews with key informants

The interview is an accepted method of generating data for both qualitative and
guantitative purposes (May 2001). There are strengths and weaknesses of the three
approaches to conducting interviews (stuue, unstructured and sestructured) but

for all three approaches the relationship between the researcher and interviewee is
acknowledged as influential in forming the content of material generated through the
interview process. As Silverman (2000) coents interviews cannot be non

contaminated because of the introduction of the interviewer. Denzin and Lincoln

of

(1998) emphasise the 6socially constructed

between the researcher and what is studied [therefone]esshai nqui rydé (p8) .

a constructionist approach was taken to the generation of interview data. As
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Silverman (2005) suggests, constructionists
researchers and respondents make in situations such as interatbessthan
respondentsé views be accepted as Orealityé

(Holstein and Gubrium, 1997).

Before conducting any of the research interviews | had already established
relationships with these practitioner participants, sornge iy commencing the

study, others during the early stages of the study when the intervention was
collaboratively being developed. Therefore the focus and tone for each individual
interview was already influenced by the relationship that had been estaltisfore

as Silverman suggested (2000). Despite having prepared an interview schedule to
guide the direction of the interviews, it quickly became evident that this was
restrictive because participants had much more to say than | had scheduled (appendix
one). The process of interviewing became iterative with each individual interview
informing issues to be touched upon in the next. As these interviews included content
related to the development of the intervention, | collated thematic feedback to give

thepractitioner group as part of an action research spiral.

I n order to explore the practitionersod expe
conduct sequential interviews: pre intervention to get a baseline understanding of

what they were anticipatg both from the triage clinic and its operation and from the

process of change; then twelve months after the intervention had been introduced to

elicit their reflections on the process. However, this was applied real world research.
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The launch of the intgention triage, under its own momentum, started with a pilot

before ethical approval had been given for me to interview practitioners in a fashion
articulated by Meyer (1995) as O0democratic
collected by conducting se-structured interviews in the period between pilot and

the twelve month intervention stage (n=7) so depending on when | interviewed the

individual they had a little or no exposure to actually trying out the intervention.

The second confounding factoaw/that there was not a static group of CAMHS

practitioners throughout the study as Meyer found was typical of action research

studies (Meyer, 1993). A number of practitioners changed roles and where possible |
interviewed them even though they had mowedther roles. New practitioners

joined the team, and thus were exposed to the intervention as a developing practice

mid project. They were interviewed and thei
category (n=7). There were a total of nine practérsrinterviewed but therefore only

five were interviewed both pre and post intervention (see tht#é.

Respondent code | Interviewed pre Interviewed post
intervention intervention
Al yes yes
A2 yes yes
A3 yes yes
A4 yes yes
A5 yes yes




A6 yes

A7 yes
A8 yes
A9 yes

Table one:Table of CAMHS Practitioner Interview Participants

| was aware that the interview respondents may shape the nature of their responses
because of my role as change agent in this project and their wanting to support me.
They had invested time in the developing project and had worked alongside me
during this time and so had views about me and the relationship between us. | earlier
mentioned the dilemmas posed to me when generating observational data, and my
responses to shdisclosures must have affected the content that practitioner

participants offered during the interview process.

Using a research diary

A research diary or journaling in action research was used for multiple purposes
(Coghlan and Brannick, 2005): recadents in an audit trail of decision making
(Lincoln and Guba, 1985); to consider influences from reading and to gain insights
from my preunderstandings (Coghlan and Brannick, 2005). In this study | created a
single document (8920 words) in which | captiithoughts | had about the study,
decisions | made and what influenced those decisions and extracts of conversations
from my PhD supervision to promote my reflexivity of the process, in a similar

dynamic to that of o&écr i tandMcNiff,{2006,108)06 descr i
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The idea of a o6critical friendd was first
partner who can give advice and is working with the te&dcasearcher in the action

research. In the context of my study for a PhD, my supervisieredfa close

proximity to this opportunity for dialogue with a critical friend and as such elements

of supervision were therefore captured in my diary. An example is offered below.

We discussed the researcher role in the field and blurring of bounddayies
supervisor was concerned at the amount
present and so | need to reconsider my role in the field in light of completion

of project and sustainability of project. One option might be to feedback to the
service side nreagement the role that | am now taking, to encourage service

side to address the gap. This is a real dilemma working out how much or little

to facilitate team processes at present, and how widely to assist in the

development of the triage throughout théncek.

[Supervision notes, 24 April 2006]

The diary was used to record events and tasks, to ensure an audit trail of the
unfolding process and to capture my thoughts on such processes to later reflect upon.
| also used my research diary to capture idieashad been generated when, for
instance, reviewing relevant literature that made a particular connection with the

field.
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The data extract below from my research diary demonstrates how | used the diary to
bring together evidence from the field, and éavconversation with myself before
deciding upon a resultant action. So thus, it helped me articulate my work through the
action research cycle: move into a furt

having 6édobser vedd \donskyclé of pldnhirgartd actioh. f r o m

| have now completed four interviews with practitioners who are actually

doing the triage clinicélt i s becomi

i ndividual s to have t haedaingtdagehwy c ases 6

have lots of new cases. If thaye notdoing triage, they do not have new
cases. The concept of O&ébnew casesd se
an individual is working, so it appears to be an important measure of their
worth in the team and mbg in the wider service. | remember when | worked
in the team how much we used to playfully cheer when someone saw more
than four new cases in a week. So for those practitioners not in triage, who
have no new cases, | wonder what this feels like. | wohdeere are
repercussions for them and whether this now feels like an unfair system of
acknowledging workload.

| shall present this dilemma back to the team: we can explore the meaning
behind 6dnew casesbo.

[Research diary, 3 October 2005]
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Thinkingabout hi s i ssue of &édnew casesd was i mpor't

because of the meaning attributed to seeing referred children for their initial
assessment. Capturing these thoughts and my recollections of earlier experiences with
the team prompted ne consider with the team how this ought to be addressed. It
resulted in an administrative change to the way statistics were collected by the

CAMHS Network for their initial assessments.

One of the strengths of using a research diary is that data calidsted close to the
time of the eventWheeler and Reis (1991) suggested that research diaries can be
classified asntervalcontingentor eventcontingentoased on the triggers that
prompts the recording of the diary. | used the diary following adrigg event, but
this approach has the potential to be an erratic method of generating data as the
significance of an event may not f@aliseduntil time has lapsed and thus the
recording could be significantly retrospective and contain less fine detail a
consequence.

A summary of the research methods used is provided {&pwe four).
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Semi-structured

Observations Research diary inteviews with
practitioners

» Team meetings: * Thoughts, ideas, * Pre-intervention
audio-recorded and reading, discussions interviews, n=7
transcribed, n=13 with critical friend, e Post-intervention

* Field notes of n=1 document of interviews, n=7
observations, n=72 8920 words

Figure four: Summary of research methods

My Approach to Data Management and Analysi

It is acknowledged that the process of analysing data begins even befaeedata

generated as the decision what data to generate, and of them which to record was

i nfluenced by a r es eappositoesrMilss araHubermanat i on an
1994). It was for these reasons that | employed the use of my own reflexive diary to

capure my thoughts and ideas as | moved through the study, wanting to keep these

musings separate from my field notes. For this diary, | created one document of 8920

words. Keeping this as one document proved to be difficult to manipulate during the

analysisstage.

The assembling of data was described as the first of three stages of data analysis as

data reduction (Miles and Huberman 1994). This was the identification and isolation

of the detail and events that | considered to be relevant and importadtéssathe
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research aims. On completion of data generation, the total dataset for this study
comprised 100 Opri mary d etuctures tapescérded f whi c h
interviews (seven pratervention and seven pesttervention). These were recodde

and transcribed and edited generating 89340 words of text. There were-13 tape
recorded clinical team meetings (of which six were faage discussions). During

the transcription process, | decided to omit the clinical details of specific children and
transcribed detail regarding process and decision making. On some occasions there
were technological difficulties recording, sound quality was poor and batteries ran
out. On these occasions, | resorted to field notes only. This process generated 40696
wordsof text. Field notes were used to record the observations | made during
observations in team meetings, clinical sessions and being in the field (n=72)
generating 28,000 words. There was also the research diary as one document

mentioned in the paragraphmaie.

I nformati on contained in each oéprimary docu
locations was given a code word (for example, Practitioner Al, or Neighbouring

CAMHS) to reduce the risk of identification of that person or location. All audio

recordel i nterviews in this study were transcri
step process to analysing data, the second step advocated is that of effective data

display. The challenge for a researcher, according to Miles and Huberman is to

display the larg&olume of data in a meaningful way for the researcher to see it in its

whole in order to make sense of it. For this purpose of practically managing such

large volumes of data, the computer assisted qualitative data analysis software Atlas
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ti version 5.2 §cientific Software Development Scholari, 1997) was used and a

single hermeneutic unit for collating the data related to the change process in this

study was created. After sorting and sifting the data, assigning codes to sets of field

notesin papercopy, cr eat ed Of a-niobllowensedo findiandlygroup At | as

patterns and then isolate these to examine further.

For the first step in my analysis of the data, | read through the documents looking for
data that was related to the change proceassgy€his was the initial look at the data

to notice what issues were being raised and to highlight them offering broad
categories. An example can be folredow (figure five).

Figure five: Coding of data

A5 That was the original idea, or does that jpat lmuch pressure
to actually see people. Should we develop a waiting list again

A2What about |[A10] because s
then though isndét she

Researchersay that again [A5]

AS5At the moment wedve got nori
waiting list at al/l for the
taking people on from triage fairly immediately but with the stg Anxiety about reducing capacity
changes, as people leave, its obviously not just that you have
staff doing the work, you also have to accordiate all their work
by the existing peopl e. Bec
able to take on any of the
members of staff | eaving ang¢
staff grade interviews on Monday but even $olit | be a
before, A staff grade is likely to come with minimal experience
child psychiatry, they may not but, so reallyt abaut thinking
ahead, rather than running triage up to the end of March whic
should do i f we 6rwargdosi nbgu tt oi | Competence of incoming staff
going to happen, what youod

A2 How will it affect your research

ResearcherDi f f er ent ways r eal | y. | Commitment/anxiety about the
matter from a resear ch poi n{continuation ofthe research
looking at is whathe factors arewhat are the variables, what | project

happens to the process when
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investigating what happens.
well its critical really, is that [consultant] is leaving the team b
any projet like this when you set it up, you know people are
going to come and go so | was thinking more in terms of what
needs to be in place in order to help it tick over, what planning
needs to happen now for the longer term

A5 In terms of the project its adeBsing, but not answering, its
addressing an important question about whether you actually
a consultant to run a triage, to what extent you do, whether it
makes any difference really, whether you need a consultant a|
beginning or later on becaysehen we were talking about it Role within triage oer time
earlier on it started, we had a lot of debate about who does th| Leadership responsibility
triage and webdve sort of mu
it really Medics position in the team

A2 | know | would like to keep it going because the alternative
formeisthisideaf a wai ting |l ist an
who take the people off the waiting list anyway Experience of trial and errér
non-scientific

A10yes but it depends upon how many spaces we have in oy
diaries. If we have a triage day, what are we going to do with

those clients after we have seen thé&sithere space to see them Moral arguments about waiting
now or should we fit them in a little while list

This early broad analysis of the data allowed me to consider what possible themes |
could interrogate whin the data. | then input the individual documents into Atlas

thus eventually creating 100 primary documents with unique identifiers and created a
code list. | grouped this into broad categories or families, and annotated these
sections of data withitial thoughts of what | thought was important.

For example, on the initial examination of the data, | identified sections of

6quot at i o-tmlanfuage)ithat refated ta change process, resistance to
change, role of researcher and soRIrasesee below for a screenshot of an early
coding of the data. In Atlais, all primary documents were given an identifier and in
the example given below, it can be seen this document was identifi@drathP left

hand dropdown box.The code list that haoeen created and added to this

hermeneutic unit in Atlas is given belowin the screenshoffigure six).
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wntern and it tuce to share that then.

A5 yes and lookng at the referrals, deciding what happens to therm 13 something that has to be done wthout fad, no matter how
we doit. Ithas to be done

Researcher 3o the option 15 that everyone takes a collective responsibility for it or one person of two people who are

A3 T thinde what £10 says it would be an exzercise in people familiarising themselves with the way that A5 has prioritised so that
for all of ug it would be a vsefil exercise

A5 There are relatively few now that are allocated to specific therapists from referral letters. So ite not as much of an fssue as
previously, when you would get fifteen referrals in a week and have to give them all out at that point and then and then when it
comes back to triage of course whoever i deing this isn't doing it on thetr own, the traditional way, the traditional NHS way of
doing it 1f the consultant were not there, the 3PR. does it

Researcher But in community mental health teams, its often not the consultant at all who does it

A5 They might not even be there

Researcher It's often the team manager who's either a social wotker of a nurse so consultants are usually outside of that process
Pat Just thinking about my last job, that's exactly what I did, half my role

OF That's useful

Researcher that's very useful

Clare thanks for voluntesring

A5 T stick my var in about it now. I would say from A107s point of view, A10 needs to be very central to that process,
whatewer happens.

Apart from anything else, s about nominal medical responsibality within the system and there are dfferent ways you can do tt
aren’t there. Tou could do it with somebody, you could be the one who actually brings ther to the meeting, you could be the one,
with the straight forward ones, where '3 clear what's gomg to happen, and each week brng two or three to the team meeting of
ones you're not sure about. That sort of thing.

AT0 But I'm still m trasmung and this needs to be supervised by somebody, when I'm m doubt

A5 yes, absolutely, that's the bit we stared talking about last weelt

Clare i3 been doing our heads in for weels

A5 whatever happens, you have to have your hour a week with a supervisor and you don't want to spend all that discussing how

you allocate referrale. It's not such a complicated process. In a way you lears the rules then you apply them The ones that don’t
fit into those rules are sometimes problematic but there aren’t that many of them

[
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(Figure seven: C oding frame )

Code-Filter: All

HU: change process 12 aug 08 office

File: [h: \My Documents\ Scientific Software\ ATLASti TextBank\change process 12 aug 08 office.hpr5]
Edited by:Super

Date/Time: 08/05/13 09:52:04

change process, anxiety

change process, authority

change process, miscellaneous
change process, options

change process, planning

change process, skill acquisition
change process, sustaining change
change processes, feedback into system
change pro cesses, fine tuning
change processes, problem solving
change processes, unexpected events
clarifying roles

clinical

decision making, miscellaneous
delegation

delegation, authority

organisation of team meetings

other service involvement

research experience, anxiety
researcher role facilitated reflection
researcher role, clinical commentary
researcher role, empowering ownership
researcher role, feedback

researcher role, holding anxiety
researcher role, keeping focus
researcher role, miscellaneous
researcher r ole, moving change forward
resistance

service parameters

supplementing other services

system, effect upon

team roles, teaching

tension, differences of opinion

Connections between codes were visually represented using the software and this
enabled me tauirther refine the codes to capture specific areas of int@it@st.
allowed connections to be made between different primary documents that had data

related to specific codes. This helped in the synthesising of data across data sources
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to provide a rich miture of evidence across perspectivesias this third aspect of
interrogating the data that Miles and Huberman describe as the conclusion drawing

and verification stage.

Strateqgies Taken to Address Quality in this Stud

Action research has been crigied as being unscientific and practice development
rather than research, (Waterman, Tillen, Jackson, de Koning, 2001). According to
Waterman et al, the criticisms focus around the inherently integrated position of the
action researcher in relation to tteidy site and its participants. As these criticisms
originate from the positivist approach, there is an understandable questioning over the
apparent bias of the researcher and the inability to generate objective data using this
methodology. Connected this are the questions raised about validity of findings
generated through action research. Attempts have been made to strengthen validity
within action research studies by the creation of standards to be achieved to promote
validity. Lincoln and Guba (198 have identified criteria that help to ensure attention
is paid to the validity of findings 1in
of credibility, dependability, transferability and confirmability are discussed

i ncor por at i n gific\daegoeias rlataddosactienpresearch of dialectical,
critical analysis of change and attention to reflexivity. In their helpful review of

action research (Waterman et al, 1998) also argue that action research needs to be
judged on its degree of gimipation, its change focus and the interaction between

reflection, action and evaluation.
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Winter and MunrGiddings (2001) advocate the notion of dialectical thinking in
relation to action research by considering the context in which the study was
condicted, the changes and decisions how the changes evolved and differences or
contradictions found throughout the data. These processes are labour intensive and
require effective communication opportunities and capabilities between researcher
and participantso there is a risk that rigorous attention to these functions may be
overlooked. In this study, the regular team meetings enabled frequent discourse
between me as researcher and the practitioner participants about emerging aspects of
the study. Even thoungl organised less frequent opportunities to liaise with the wider
stakeholder network by occasionally presenting at their regular seminar programme,
this did create the possibility for meaningful discussion and debate about the practice

research interface

Reflexivity

Action researchers also reject the notion of researcher neutrality, understanding that

the most active researcher is often one who has most at stake in resolving a

problematic situation (Lather 1986, Morley 1991). One of the integral pfaatgion

research methodology is therefore the reflexive component. It is important to

differentiate between reflexivity and reflection as both are important concepts in this
methodologand | am mi ndf ul of Al l endbs (2004) ob:
misunderstati ng bet ween the two that I s apparent
description of reflexivity provides a basis for understanding, for the setting the scene

of the study, encouraging the researcher to declare their professional orientation, bias

and perpective on the topic matter under study.
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0 H othe field of study is filtered through the very particular interpretative
lens of the researcher...reflects their individual history and biography as well

as their theoretical perspectived (Al len

This enables the reader to appreciate the stance taken with the study and thus

contextualise the generated data. This transparency about the conceptualisation and
development of the study becomes of particular relevance when considering the

replicability of the study. Within the action research approach, as with other

gualitative research designs the contribution the researcher brings to the study

impacts upon all aspects of its theoretical approach and operationalisation. Emerson,

Fretz and Shaw (1995) in tiheext on writing ethnography field notes explicitly state

they believe how the ethnographer writes, and what they choose to write about are
informed by their O6assumptions, interests a
reasons that | have artiaiéd my biography in relation to working within CAMHS,

my theoretical perspectives from a therapeutic and thus academic perspective so that
Op-uerder standingsé (Ashworth 1987) in relati
been using reflectiocin and eflectionon action as an integral phase of the action

research spiral but acknowledge its difference from taking a reflexive stance in

relation to the study in its entirety.

Throughout the design, data generation and analysis of this study, | have been

mindful of how my own beliefs informed the construction of the research problem.
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My approach to the whole research project resembles that described by Johnson and

Duberley (2000) as epistemic reflexivity. Johnson and Duberley (2000) describe the

process breflexivity as an objective one,ametap pr oach, of &éthinking
own thinkingbd as researchers. Epistemic ref
initial conceptualisation of the research approach, the assumptions held about the

nature of knowedge and how knowledge discovery is understood, and thus how this

informs decisions about the design and analysis of the study in the context of the

researcherds experience and knowledge base.

Credibility

Denzin and Lincoln (1998) describe credibility being parallel to internal validity

found in positivist tradition of research, so an assessment of whether the data can be
believed. Guba and Lincoln (1989) suggest that credibility can be promoted by
prolonged engagement in the field. The fieldworktfos study spanned two phases:

the development of the intervention which took approximately 12 months and the
implementation and evaluation which took a further 15 months. During this extensive
period, | was immersed in the field with increasingly regotartact: initially

monthly meetings for the development stage and weekly contact for full clinical days
during the implementation and evaluation phases. The familiarity with the field and
research participants increased the opportunity for honesty femmadk can be seen
from the following data extract in which one practitioner is complaining about their

workload and relationships in the team.
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When | started the job the job was pleasant and bearable and now the

wor kl oad | 6ve got iregnade mhreaatoceaticl eédeci si on
manner él dondédt want to go into anything
this team is differentéldm not napve, th

di fferent tendenci esé

[Preiintervention interview, Practitioner A6]

This data extract shows the practitioner clearly uncomfortable with the interactions
within the team, but was free to discuss this with me in the context of a research
interview. The volume of data generated through the 15months of fieldwork also adds
to its cralibility. Data extracted through tapecording team meetings, interviewing
practitioners individually and fieldnotes of my observations all contribute to
understanding the whole picture of the field. The extent of this data over a sustained

period of timegive the data depth and substance.

Dependability, or trustworthiness

Dependability is similar to the idea of reliability in quantitative research and is
concerned with the stability of the data over time and whether the study could be
repeated elicitinghe same findingsn order to satisfy the dependability of the study

an indepth description of the methodology has been offered that allows the study to
be repeated. Whilst multiple methods of data generation have been used in this study

no claims are @de here that triangulation has been employed to promote validity,
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rather that all sets of data have value in their own right adding to the complex picture

of the research context (Silverman, 2001).

In this study the approach and methods have been daganildetail thus the study

could be repeated but no assurances can be given that the same findings will be
reached. This is due to the interactionist approach informing the design, methods and
analysis of this study. The relationship between researcheeaaarcher

collaborators has informed the way in which the study was conducted, the focus of
the data generation and the inferences drawn. By including my biographical detalil,
this allows a degree of transparency about my theoretical underpinnings and
orientation to the study prior to engagement. Reflexive commentary adds to an

understanding of how | have engaged with the field and interpreted data.

Transferability

The advantage of using case studies is that
emledded in particular patterns oA social or
common critique of qualitative methods enquiry is that its products cannot be

generalisedrom the context in which data were generated. However, the lack of

statistical tests iqualitative enquiry does not mean that findings generated in one

context will necessarily be of little or no value in another.

In this case the research setting was a typical NHS CAMHS outpatient clinic. It was

similar in nature to many other CAMHS outigait clinics across the UK and indeed

with similar working practices to many NHS outpatient clinics where referrals
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originate from primary care and intervention is offered on a consultative outpatient
basis. The research context was described in detdlthat contextual comparisons

can be made and the value of the studyobs fi
determinedSo this demonstrates the context similarity and this direct applicability to
other similar services. However, in a broader sense, tlisaac9ondary analysis of

an organisational change process, involving a small practice focussed team, who were
change participants with an external ojmagent faditating the process. This
conceptualisation has wider transferability and could haveaese with other small

teams in health, social caaad possibly aspects of education where delivery of a

service to clients is the focus of the work and where demand for service challenges
the way that service is providdsly detailing the context, the gecipants and

illuminating the relational aspects between change agent and participants, the value to

other agencies and settings can be determined.

Confirmability

Confirmability is similar to objectivity from quantitative research. It is the need to

show that data, interpretations and the outcome of the stady fnomthe research

context itself and O6not si mpl yGubaagdment s of
Lincoln, 1989, p 243)So therefore all data is supported by processes identified in the

audit trail of decisions made in the study for transparency. The biographical detail

about the researcher was included to allow for a critical consideration of how data

were identified, collated and analys&y. presenting sufficiently large segments of

data in this thesis, a reader can draw their own conclusions about what the data say.
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Silverman (2000) suggests this strategy attempts to address the potential problem of
anecdotalism that could arise from reporting data without discussion of it
representateness nor with discussion of contradictory dasl was both the
researcher and the change agent, the use of a reflexive diary as a data source was
critically important in illustrating how my thoughts and actions linked with my
beliefs about what wasappening. This allowed for transparency about decisions
made in the field and assumptions made during the analytical prdeesxample
of this can be seen below, during which | reflect upon two interviews | had
conducted.
| think | made a good conneati with practitioner A1 when | interviewed
them. | find myself very sympathetic to their position in the team, more so
since | interviewed her. This was quite different to my interview with
practitioner A2 as | found my interview with them difficult, s#idl and
awkward. Perhaps this was because | suspected them of bullying others and
because of the higher hierarchical position she is held in the team. Listening to
the tape again, it sounds quite balanced. In the second interview, Practitioner
A2 is thoughtul, considered and spontaneous, contrasting with my
recollections of the interview. That surprised me.
[Diary 2 October 2005
By recalling my thoughts and feelings as | was conducting the fieldwork, this allowed
me to consider how | was feeling, and #ssumptions | was making was impacting

upon the data | was generating.



Ethical Considerations

Research ethics are a set of principles about how researchers conduct themselves
when conducting research projects (May 2001). These principles ensure research
participants enter into studies knowing the parameters of the study, how their data
will be generated used stored and disseminated, the degree of anonymity that the
study affords thus allowing them to make an informed decision about whether to take
part. L is also critical to ensure that people taking part in a study are not harmed
consequential to their involvemeiherent within my practice as a researcher is that

as a registered nurse, | am bound by an ethical code of practice. This informs all of
my work including as a researcher. Therefore when ethical dilemmas presented
themselves during this study, the decisions | made how to address these dilemmas
were based on my principles of professional practice.

One dilemma | was faced with during the figldrk was clinical presentation of a

child with serious mental health issues who was not in receipt of mental health care at
that time. When researching vulnerable groups as a mental health practitioner, | found
I needed to prioritise the clinical need bétchild over my investigation as a
researcherThis challenging relationship between practitioner and researcher is
referred to frequently in the literature (Bate, 208art and Bond 1995

Action research as an approach fundamentally requires thigenvent of people

within a context in order to involve them in a change in practices whilst evaluating

the impact of those changes. This therefore throws challenges to the researcher as to
how to offer and then enable the option for people within the xboteot taking

part in the study. In this case, the people working within the context were a changing
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group so the process of recruiting people into the study was continual. Some people

were in the context in training positions, for example student siarse: social

workers. Others were on temporary secondments for set days a week or a set period.

Both of these groups of people were excluded from the data generation aspect of the
study but by the very nature of working within the context where the stady w

located, they were involved in the development and implementation of change. As
discussed earlier, the direction and pace of action research studies can be
unpredictable so it is important that participants understand that potential when
consenting toake part. With any study where professional practice is illuminated, the
activity of professionals comes Od6under
where poor or bad practice is uncovered, there is an ethical requirement for the

researcher to addresssth

Seeking Ethical Approval

There were two levels of anxiety raised about the proposed intervention: one was
from the Local Research Ethics Committee (LREC), the other from the CAMHS
practitioners themselves. Interestingly, it was a paediatrician dfRBE, and

therefore a potential referrer to CAMHS, who expressed concern that the introduction
of a triage system might result in a child with a mental health problem being
overlooked by the CAMHS service. Of course, this potentially could have happened
with the preexisting system if the pertinent questions had not been asked by the

practitioner, or the child and family declined to respond openly to questions posed.
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This possibility had been raised doing the CAMHS practitioner team meetings during

the peparatory stage of the project and it had been acknowledged that a safety
mechanism for retrieving any missed O6casene
feedback to all families discharged at the point of triage to return to their referrer if

t h e c h iptonts pessistedyomwvorsened. The inclusion of this safety mechanism

appeared to reassure that paediatrician and LREC.

One of the factors that appeared to satisfy the ethics panel was clarification that in the
existing system of conducting initial asseests, individual practitioners already had

the authority to accept or decline referred children into CAMHS, a fact about which
they appeared unaware. The main difference between the former system and
proposed new triage process was the amount of timétfaers had to conduct a

clinical interview with a child and their family and the volume of information

generated on which to base their decision about suitability of the service, need and
priority for that child. At the point of going to LREC, the adtpeocess had not been

fully developed, and had not been tested at all. The inclusion of the possibility for
fuller assessment where the practitioner was unsure what action to take helped

reassure the ethics panel.

There is a degree of unpredictabilitithvaction research methodology that makes it
difficult to identify at the outset of the study key individuals might later become
important as the study evolved. This certainly happened with this particular study. At

the outset | had failed to apprecidte value that the administrative support would be
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in generating and thus feeding back into the action research spirals. | sought approval
to use all the CAMHS practitioners in the team through research governance
procedures but when | made what | thoughbé courteous enquiries to use data from
the team Administrator, | was advised to resubmit my study to the Local Research
Ethics Committee as this was a deviation from my original protocol. This process

took a further two months.

Chapter Summary

In thischapter | have discussed the methods used that to generate data for the change

process during the action research study conducted in a CAMH service. The four

methods chosen were participant observations in the field generating field notes

(n=72), team memgs that were recorded and transcribed (n=13),-samctured

interviews with key informants pre and post intervention (n=hd)areflexive

research diary8920 words). These data were managed using a computerised

software package Atlas. Examples binitial coding of the data are found in the

chapter as is an example of creating o6fami/l
data.

Throughout the study my practice was informed by my professional code of ethics

and in this chapter | give examplestio¢ dilemmas posed during the study.
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Chapter Four: Findings

I n this chapter | present my analysis of th
as change agent to facilitate the teambs ch
system® In the previos chapter, | described how the data were generated and

analysed using Atlas predominantly as a tool for managing and manipulating the

high volume of data.

Throughout the field work in the action research, | was mindful of the experience of
repeatedcdni r mi ng answers to Owhat if6 questions
collaborating team, we appeared to revisit some aspects of the development several

times. On reflection of this, and from looking at the data at a latertdategulation

of the data allowed eto see thahe mastdominant discourse that pervaded the

change process appeared to bereeltnt he change participantsod e
of anxietyand my response as charaggent tahat expressed anxiety. | have

presented the data therefore ambtime three significant aspects of the change

process, where the interaction of myself as agent, the participants and the process of

change are illuminatingaturation of data was achieved across all three thdrhes.

three themes are initiating changadetating the change process and sustaining the

organisational changepresent the data thu® demonstrate the interaction between

the change agent and the levels of the change organisation, from the practitioner

participants to the wider CAMHS orgaat®n. The focus of the data presented here

is how anxiety was expressed atsdrelationtat he change agentds rol e

process.
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Theme one :Introducing Anxiety into the Systemrr

Perceived Consequences of the Intervention

When this new idea of cdncting brief clinical interviews in place of the established
long, thorough clinical interviews with referred children was suggested, some
practitioners expressed their worries about what this new process would Gdéke.
idea of dbrief assessment moldeas floated early in the discussions (September
2004) It was the specific idea tfrevity thatappeared teoncernpractitioners about
their practice and whether they were sufficiently prepared to conduct such an
assessmentn the extract below, theractitioner expressed their concern about being

too inexperienced in CAMHS to conduct a shortened assessment.

| had met with the CAMHS team to explore the possibility of developing with

them a oO6triaged model of assaedarstment é0ne
expressed their unhappiness about usibged assessment particularly if they

did not have direct supervision in the room. They felt they were too

i nexperienced to make decisions about a
information than wouldbe gathered in a stdardised full length assessment.

[Field notes, 20 September 2004]

This practitionedescribed their feelings about conducting a brief assessment. They
expressed feeling too inexperienced and unsure whether they would be sufficiently
competent to conduct the assessment in this way. djy@sared to feel anxious about

the prospect of doing something new, an assessment that was quite different from the
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style of the assessment for which they had originally traifleely believed that more

ti me was needed to conduct an assessment of
need supervision during this process becaudeeaflimited experience in the field.

| later learned that although they had been qualified for five years, they were new to

CAMHS as a specialityso the newness was associated with the CAMHS speciality

in particular.

Feeling uncertaity

In this section, | present data that suggests practitioners were unsure about making a
transition from a welkstablished way of working #new untested approach for

which they had not been trained. Different disciplines had been formally trained in a
range of systematic ways through their original professional training and the
suggestion of a brief assessment was a departure for all siesif@londucting brief
focussed assessmestemed to ba challenging and new way of working for some

of the practitioners in the CAMHS team. Some of these practitioners had been trained
in a particulaly formal way. Practitioners from both psychology qsgchiatry
backgrounds described their standardised assessments taking at least an hour to
complete and so the invitation to conduct a condensed clinical interview from which
to make a similar decision was challenging. Other practitioners had worked over
twenty years in this organisation and as thegxisting assessment had been well
established prior to their arrival, they felt it had been embedded into their practice.
Inviting team practitioners to do a much shorter assessment felt uncomfortable for

them and they reported feeling unsure how successful or achievable it would be for
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them. It was interesting that the fear appeared to be associated with the brevity of the

assessment interview particularly.

PractitionerA7: [Doing triage]feels very new andnfamiliar at the moment.
ltds the first time in my I|ife I06ve

feels really weird after always having an hour to an hour and a half

had

assessments, té@atde habhiet ttfi saasskoeky th

something in such a short assessment

[Practitioner A7, Prantervention interview]

In this extract the practitionelescribedhat they felt anxious at the prospect of
engaging in such a different way of practgsiparticularly as it was quite a deviation
from the way they had learned to conduct assessments in theirpgrofiessional
training. The new brief assessments seemed to be such a big change from two aspects
of their existing practice. The original assment practice in CAMHS was very well
established, known across the CAMHS network. It formed the cornerstone of the
induction package for new practitioners into the servibe uniformity of all

practitioners using this method to conduct initial assessypossibly provided
reassurance that p Sothdwastheonganisabod normmthe i t
tried and tested unilateral assessment process for new referrals. In addition, all
disciplines had been trained and socialised into their own agiptoassessments
depending on the orientation of their discipline. So for psychiatrists, they would have

had a diagnostic lens influencing their assessments and social workers may have had
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a family functioning lens influencing theirShese established pmaches were not
time constrained, but it seemed to be the thought of gaining sufficient information to
inform an assessment within a short timeframe that was resulting in the practitioners

feeling uncertain or unsure of they could do it.

The comment ahd the brevity was repeated by the CAMHS practitioner team at
several junctures. The fact that it was raised repeatedly suggested to me that it was a
continuing anxiety felt by practitioners and it seemed to be associated with no
previous experience of thapproach. For one CAMHS practitioner, there was a real
sense of uncertainty about whether their triage decisions would be supported by their
line manager, particularly given their lack of confidence in being able to conduct a

thorough enough assessmeithim the required brief timeframe.

Practitioner A6: | feel that practice has to change, but when practice changes

then everybody feels a |ittle bit unstea
fine you can do your assessments in 20 minutes and istgaing to be

supported by your consultant, then no problem.

[Practitioner A6, Prantervention interview]

In this extract there is a suggestion that the practitioner is prepared to try out the new
style of assessment notttilneg btihta tu nfseteel a dnygd ainsx
feeling when changing practicéheir anxiety is heightened by the uncertainty with

whether they would be supported presumably by their line manager, or consultant in
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the team, in the event of making a wrong clinical decialoout a child through the

proposed triage process.

The invitation to do something different in relation to conducting initial assessments

of referred children was sufficient to cause a general feel of uneasiness or anxiety

within the clinical team. Thigvas expressed openly as well as displayed in behaviour

such as asking o6what i f things go wrongd qu
feeling anxiousThere seemed to be a number of aspects that contributed to this

uneasiness. Making clinical decisgowithin time constraints was a completely new

way of working for these practitioners so how to do that was a new skill to be

acquired. They were also concerned about what the consequences of getting these

new type of assessments wrong would be for theprmaatitioners and for the

children assessed in terms of their needs not accurately determined and thus met.

Potential Consequences and Repercussions

There were three areas of consexgces and reperssionsabout which the

practitioners expressed concefiey worried if they would make a wrong clinical
decision during this new assessment process and what the consequématesight

be. They worried about the extra workloads that would be involved in doing the new
assessment seeing more children andtitess associated with that. They also

expressed concern about how they might manage high risk cases in the proposed new

assessment process.



Anxiety about making the wrong clinical decision

Frequently vithin the team plannig meetings, questions wewsedabaut the
consequences shouwdd incorrect clinical decision be made &rhild assessed in the
proposed new systerirom this practitioners wanted to knewhat the repercussions
might be then for both thessessedhild and thg themselves ggracttioner

conducting the assessmeshbuld a mistake be made frequently expressed concern
for these wrong or incomplete assessments in such a brief timeframe was is any
potential risk areas for the ithwere overlookedThe most worrying risk for
practitioners was if they overlooked if the child was intending harming themselves.
Another key area was if the child was experiencing harm from someone and did not
have the opportunity to disclose this in such a short assessment opportunity.
Practitionerexpresedtheir concern of how significant the consequences of missing

a risk issue could be for the child.

This was the first team meeting in the study site after my meeting with the
Clinical Director and getting permission to move forward with the study.
There were five practitioners present, but this was not the whole @©am
team membestated thathey were unhappy with conducting a brief
assessment rather than a full assessment without direct supervision. They
queried who would be responsible for thecome decision made given they
themselves felt too inexperienced to do thisase the risk issues were

missed(l presumed this meant suicidal risk that a child might posesked
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what specific areas of riskere the team worried about? Suicide was tlagnm
one, but also child protection was mentioned several times.

[Field notes, 29 September 2004]

A commonly held worrgliscussed at team meetings was whether practitioners would
glean sufficient detail from the brief assessment to identify any issuesenitial

harm or rsk to the child. The overding philosophy of care within the team was the
chil dés needparamoudandstizeir rele as CAWMHSE gractitioners was

to ensure this was maintainécis topic was raised repeatedly at both team

meetings, in individual conversations and during seminar presentations with the
wider CAMHS networklt was useful for practitioners to raise their individual
concerns about getting the risk assessment incomplete or inaccurate whilst the
consultant was theiia the room and could respors several weeks of iterations
about this issue and from consulting widely with the literature, two strategies were
introduced to address the potential issue of incomplete risk assessments. The first of
these was specificglto introduce a section in the proforma (see appendices for
complete clinical interview proforma) for the clinical interview which asked about
risk. The second was to introduce a review meeting directly post triage clinic as an

opportunity for CAMHS pradtioners to review clinical decisions they had made.

Concerns abottigh risk @ases

A number of the team practitioners expressed their fears about the impact of the new

brief assessment would have on their workl@dds practitioner, data extract belpw



explained that one of the scenarios that they were more apprehensive about was
coping with completing a thorough assessment and the corresponding paperwork

when there is a child protection issue raised during the initial assessment.

In the future we wi be seeing clients in a very short period of time that may

require a | ot of work. That is one of my
When there is a more severe probleméone
qguery ADHD... because hed6d beemuttrying t

of the window and she had to physically restrain him on three occasions. This
iI's a problem, first 1tds a social proble
dondét think you can deal with it in tria

you need @ create an environment of safety, you may need to ring Social

Services, fill up a referral for m, expl a
the child awayél think when you start to
time.

[Practitioner A6, Prantervention interview]

Facing child protection issues generally appeared to cause discomfort and sometimes
distress for the CAMHS practitioners. It was a situation they said they preferred not

to encounter but given it was part of the territory, they accep&dviould inevitably
encounter such presentations. This concern was shared amongst others on the
CAMHS team, and although it was agreed that the disclosure of information

requiring referral to Social Services wasaacasionarather than common event, it
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was agreed a reasonable precaution to inclu
clinic to accommodate such instandésvas interesting that the team seemed to be

worried about how they would cope with the occasional high risk or challenging case

rathe than how they would cope with the more common routine cases. The fear of

the high risk case seemed to distort the thinking about the overall new approach to
assessments. Interestingly of course, they already had to deal with high risk or

challenging casethat arrived or disclosed unexpectedly so they were already

accommodating that into their work and accepting there were times when this would

add an additional dimension to their workload.

Concerns abouidditional Volume ofWork and theAssociatedstress

There was the suggestion however that introducing the new system did in fact create
an additional workload as is evidentiin a discussion at the endabusy triage day.
The following filed notes demonstrate what different people in the team had been

saying at the end of the working day.

It was absolute chaos today. There was a gas leak in the street so families
coul dnét get to the hospital. Five pract
be running |l ate, | thoughéeéwedd be here

We definitely need to have a planning me

copeé
ltés always chaos, no matter what we doé
ltés all too pressurede

[Field notes 18 July 2005]
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The team appeared to be quite uncomfortable with the way the triagerhtet

day. There was the suggestion that a more definite arrangement needs to be in place
before the next clinic, perhaps to reduce the anxiety some practitioners felt about a
repeat of todayobds experience. nMingd at e was
meetinga fortnight lateras an attempt to plan in advance for some of the difficulties

that were experienced today.
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Features and Impact of Anxiety

Reluctance t&€Change

At the beginning of the negotiations about developing a new assessmens pitises
practitioner was supportive about the new assessment process. She offered
encouraging remarks and listened carefully to discussions. However this engagement
remained at a distance and | understood this to mean she did not want to object to the
proposed new practice but gently resisted to it by expressing her preference for the

former established system.

When | had interviewed this practitioner before introducing the triage clinic, they

gave a clear example of when they thought the previous syateich they refer to

as the ¢6éreal formatd) had worked well

Practitioner A3: | do feel quite happy using the real format simply because

|l 6ve used it for a | ong ti me. I'tds easy.
in itself and @csométliymés ngouyoandondt n
more because it can be quite catharticét

a family who it was so obvious and blatant actually | mean that they had a lot

of life events that had been stressful and they overwltelmby it and t he |
behaviour was going haywire, but when they sat down and looked, [the father]

had been made redundant and [the mot her]
much about communication, dynamics in the family and | said do you think

youode me kt o refer you to [family therapy.

165



youbve given us what you needo. . and

spell it out.

[Practitioner A3, prantervention interview]

The practitioner explained that they had experienlseddrmer assessment process
as reliable as they had used it for over ten years, with apparent success and no
apparent complications. For them, this was tried and tested method that the

organisation was familiar with and in which she had familiarity amfidence.

Therefore the rationale for any suggested change in this process was not clear to her.

She considered the first appointment with a child to be the initial stages of an
engagement in treatment process, a therapeutically important task from her
perspective This overlapping of conducting an assessment and engaging in
therapeutic work appeared to be a feature of the original system. Usually, the person
conducting the initial assessment would be the person who offered an intervention for
the child. Inthe new system, one of the proposals was that these two functions were
separated, so practitioners conducting the initial assessment would often not be the
practitioner who offered an intervention for the child. The sense of interrupted
engagement that &ctitioner A3 described in the extract above was an unexpected

consequence of the new intervention.

This case appeared to confirm to this practitioner that moving to a triage process

would eliminate the opportunity for similar successful outcomes afteritaal longer

discursive initial assessment. For this practitioner, this would be a serious limitation
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of offering a briefer assessment. This practitioner also wanted to be helpful to me so
| wondered they had used the clinical cases to illustrateaigiment as a less

confrontational approach.

A reluctance to change from the familiar way of conducting initial assessments was
evident from a number of practitioners in the team as can be seen from the data
extract below. The following practitioner &k theoriginal assessmeptocessShe

was veryfamiliar with it and could not see any limitations usthgt approach

Practitioner A3 said she is happy with the original method of conducting

initial assessments as it is a tried and tested, and fondmds the beginning

of a therapeutic process. | questioned whether there was any evidence base to
the existing initial assessment, but there does not appear to have been any
research or evaluation of its effectiveness.

[Field notes, 5 May 2005]

Even pratitioners who had expressed keenness on the proposed project, the
anticipation of the extra workload required to prepare for the new clinic was causing
some concern.
Another practitioner mentioned that they had read that people conducting
triage assessmenbecome burned out quickly so would introducing triage be
such a good thing?

[Field notes, 29 September 2004]
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Practitioner A4: The one thing thatods be
i's really is the prepar atringghe pagsks,de of it
what we said initially was about being a bit one step ahead of the game which

| feel like chasing it a little bit.

[A4 Practitioner, Prantervention interview]

There had been no time set aside for any preparation of new paperworkaibor
packs or template letters to support the triage project at this stage. This practitioner
was involved in a number of specialist clinics that happened throughout the working
week each with their own processes, and the thought of the workload inuolved
setting up a new specialised clinic was clearly worrying this practitioner. | addressed
this by developing some of the material myself and circulating for feedback and by
negotiating set days for this admin activity.

Engaging theWhole Organisation in the ChangeProces:

Seeing the Whole Picture

At the outset of the study, | had no real sense of who the critical stakeholders might
be, but creating a metaphorical map at an early stage helped to identify those
individuals with whom initial conversations veerequired. This is better
conceptualised as a series of spiral activities rather than a linear one. The CAMHS
team in which the study was located was part of a larger Managed Clinical Network
that covered three NHS Trusts. The Clinical Director of thiei€l Network was a

critical stakeholder. He had the authority to either permit or block the project, so
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before any further work was done | arranged an early meeting. This allowed the frank
discussion of my aims for the project, whilst inviting his resgoand clarifying what

he would want from such a project.

I had a brief meeting with the Clinical Director. He explained the CAMHS
Network is taking forward the partial booking idea, which means that families
will be asked to confirm their appointmentde attendance otherwise that
appointment will be given to someone else. He explained that the practitioners
had not yet been consulted about this approach. He was very interested in the
idea of a triage system that could be rolled out across the Netwbdgreed

it should be trialled in one team first. He suggested | read a report compiled
by a research psychiatrist in the Network on the management of waiting lists
(Salmon 2003).

[Field notes, 22 July 2004]

The clinical director appeared to be corsidg how this proposed project would fit
into the overall strategy for the networ kos
partial booking system: driven by improving service user satisfaction and service

efficiency.

Provoking Discomfort in the CAMHS Network

As part of the training and development schedule for the CAMHS Clinical Network,

regular seminars were held which a high proportion of staff attended. | had used one



of these as an opportunity to engage the stakeholders in hearing, thinking and
cortributing to the development of the intervention after LREC permission had been
given to proceed with the study.

| also used the seminars as an opportunity further into the study to invite stimulating
discussion and feedback about the developing projeberefore arranged to present

a further two followup seminars.

The following clinical scenario was one that | used in the network seminar to
illustrate a clear deficit in the existing system of managing referrals and conducting
initial assessments.yRusing a real example of a child | had assessed, | hoped it
would provide a connection for the audience particularly given the gravity of the

mental disorder the child was experiencing.

| presented the following story about a girl | had seen when ledarkthe

Clinic. There was quite a response from the practitioners in the audience,

mostly about severity of the childbds pre
was and how she was now. | was asked how quickly into my assessment of

that child | thoughtlse was experiencing psychosis and specifically what the

symptoms were that led me to that conclusion.

00One 14 year old girl had waited for app
assessment. She had been referred because she was experiencing bullying at

school. Within ten minutes of starting my assessment, she displayed

symptoms highly suggestive of psychosis that had been present for some time
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according to her mother. This girl needed an immediate CAMHS intervention
because of the severity of her symptdias had inappropriately waited on the

waiting list for a long time. Her parents were shocked and relieved to hear that

something could be done to help her.

[Field notes, presentation at CAMHS Network Seminar, 19 July 2005]

This case example proved uergally suitable possibly because of the emotional
connection the audience appeared to make with the child. They asked questions

specifically about the childdés wel fare

linked with their beliefs abouttheproomence of addressing chi

interesting questions predominantly about the child discussed, but it also led to
discussions about the potential new way of workirggtriage clinic. What was
evident was the unequivocal stance that céildrvith such mental distress should
never have to wait for an appropriate clinical response. This story provoked both
emotional responses from practitioners and comments about inefficiencies about

practice, service delivery and organisational procedures.

There were a lot of comments and questions from the practitioners in the
audience, mostly about severity of
intervention was and how she was now. | was asked how quickly into my
assessment of that child | thougheshas experiencing psychosis and
specifically what the symptoms were that led me to that conclusion. | was also

asked specifically about the risks this child posed to herself and others. The
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presentation of the case maempleeyusedd t o mak
the actual detail of this childds circum
People were clearly uncomfortable that t

on the waiting list for such a long time.

| recorded the questions asked byahneienceWhat if the referratates

increase? How will you manag&fght you useoo many resources to run the

triage?What about the rest of the teavho are not doing triagelo they feel

excludedDo families know in advance it will be a brief assesstrninstead

of a 6properd6 one?

[Field notes, 19 July 2005]

This showed the interest mixed with scepticism in what a solution might look like as

a response to the care the child described above had received. Practitioners quickly

began to question the ptaal aspects of introducing a triage clinic, possibly

considering how they themselves would cope with the impact of working within a

triage clinic. 1t was interesting that the
assessment in lieu of a triage ass@snt, giving me the sense that the correct practice

was the original and fuller initial assessment that the CAMHS network had

hi storically been using. The questions abou
perception hint at tubiecregpsedavorklaad andanssverisgd conc e
difficult questions that families might raise about the new system. | was also

interested in the question about whether practitioners were included or excluded from

17C



taking part in the triage clinic and the meaning atteld to that decision. One of the

comments offered by the network audience was that:

It is better to use two very experienced practitioners rather than five less

experienced in the new venture to ensure success.

[Field notes, 19 July 2005]

| wondered ifthis was to ensure that clinical decision making would be more robust
under these circumstances and there would be a reduced chance of mistakes being

made.

Engaging with the stakeholders in this way enabled them to verbalise their anxieties

in an open foum. These were either directly responded to, or fed back into the triage
planning meeting® inform further developments.

There was interesting feedback from the team practitioners about this seminar. One of

the practitioners commented that:

Practitorer A2: There were more questions r ai
Practitioner A4: We really need a planning meeting before we go rushing

ahead nowe

Practitioner A2: | am so excited and ful
thateéstop and think before we move ahead

[Field notes, 19 July 2005]

171



By engaging with the wider CAMHS network in this way, it seemed that the anxiety
was again raised about this significant departure from the established practice. This
i ncreased sense of feelimg umsuwmkéd, aindvitwoedgl

further about some of the detail raised during the seminar.

Theme two: Tolerating Anxiety

Working with the Team on Tolerating and Managing Anxiety

| was aware from reading about change processes and from raggeestandings
abou anxiety in clinical presentations that reassurance had limited impact on
reducing anxiety. | believed thatdling anxious abowonducting new practice \sa
normalfeaturebut | also wanted to offesomekind of support to the team. In an
attempt to aeate donger lasting solution for the practitioners who felt anxious, |
wanted to help them discover their own solutions to feeling anxious with this new

way of working.

Offering Reassurance

In the extract below, discussed witlthe team the similaritiebetween the previous
system and the new triage in terms of their level of responsibilitypaodss of
decision makingvith the aim of helping practitioners find their own rationale for

maintainng the proposed change.
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PractitionerA2: Whenwe starte [doing triage] in the beginning it was very

di fficult, we would check decisions on a
though even if we make those decisions, even if we see people, at the end of

the day, you know that you were there to go and digtusth if you felt

unsure

Researcheé But the other thing | began think
when you saw a new case on your own, and you do a full assessment for an

hour, then ultimately those decisions would be yours anyway. So you are

already makig those independent decisions coming to the team the next week
saying | saw this kid and this is what I
the amount of time youdve got with a fam
Practitioner A3: Di schar gisogafufles, but vyo
assessment.

[Team meeting, 12 January 2006]

This reassured some but not all practitionears can be seen by Practit
comment whappeared to preféhe surety of the longer clinicassessment

interview. In the post triage review reéng, mentioned above, there was to be the

opportunity to think together as a team about decisions made when conducting a

clinical interview with a family. This had been identified as a strategy in some

literature for reviewng decision making and collabatively planning a suitable

intervention for a child but again, it was another process unfamiliar to the team and

consequently the suggestion met with a little apprehension.
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Reflection on Risk

At the introductory stages of using triage, the finagediscussion had a very clear
clinical focus, with an opportunity for the consultant to indirectly review cases that
had been assessed that day. Sksmed to havead a complementary effect of both
allaying the consul tant assessmenkwoeldbg about whe
adequate and individual s anxi ety about whe
clinical decisionThis data extract shows one of the practitioners reflecting upon the
risk issue after the introduction of the triage intervention.
Desp t e peopl eds concern about t-he ri sk, i
managed risk because if there was any doubt about risks and uncertainty after
assessment, [the patient] just came back for a full assessment. After a bit of
reassuring about that fpractitioners] | think people felt that much easier
about it

[Practitioner A5, post intervention intervigw

They were concluding that on reflection that there were risks present about making
clinical decisions within time constrains but these wereaged effectively enough
for them. Other practitioners recalled the difference over time in the way clinical

information was discussed.
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In the beginning, éeverybody was very
at the end [of triage] so there was a lot ofdiat the meeting talking through
cases in detail cases to help people decide what shall we do about this case.

[Clinical team meeting, 12 January 2006]

Within this discussion at team meeting, it was remarked how impovtsthe time

spent talking throgh detail of casesn the original system there was opportunity to
reflect on cases in supervision or within the standard clinical team meetings if a
practitioner wishes to raise any issues. This opportunity to discuss cases was
immediately after seeingpé families so their recall of detail was sharper and the
feelings associated with seeing that particular family were more likely to be
remembered or even still felt. So, where there were uncertainties in the practitioners
mind about details of a case, yheuld explain those at the time to help them process
their decision or even get advice about the decision to be made. Therefore the team
review promoted decision making where practitioners were unclear what to do. This
review opportunity with the teamsal helped to reduce any anxietadsmut their

response to the child assessed where they were concerned about any issues or not sure
what next to do. Initially practitioners found the experience of discussing the detail of
their assessments uncomfortable ey became accustomed to this and found it

usefulto both allay anxiety and to help with the decision making process.

anx

| 6d probably started off with reservatio

going to be and really whether it was going to allow ghonformation to be
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gathered that was really pertinent and a bit crucial. But so far, | find it has

been okayé To see triage in that sort of
is it weé are doing assessmentsothat giyv
deci de. Il think my view of it has become
more focusedéand | was concerned to star
hi story model for so |l ong we can slip in
knowénot hi ng isi®n withvacokef, tniage amsesbraent, is no
more fallible than doing a full assessment.
[Practitioner A3, post intervention interview]

This transpired as the need for someone with sufficient experience and confidence in

decision making to offer guidaadn the more complicated cases where a decision

was not straightorward
Do you need a consultapteser? | t hi nk you probably donc
need somebody there with sufficient experience, training and authority to both
make decisions but alsoiree ve ot her peopl eds anxiety a
deci sionsél think itbds easier if it was
psychiatrists dondét have to work so hard
itds sort of accept ed jushtlettean butpgpt a k e h a

outside the team as well, GBndpaediatricians.

[Practitioner A5, post intervention interview]
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Practitioners discussed that introducing a new way of conducting initial assessment
was potentidy a risk because the new approacmswew, untested and such a
deviation from the practices with which they were accustomed and comfortable.
Despite this, they commented that strategash as the post triage reviemere

useful in helping them manage their anxieties in relation to tveanray of working.

Testing out the new idedo reduce anxiety

Part of the talk during team meetings inclu
potential events that could happen should the new system of triage be introduced.

[A Practitioner] was not hapst all at the prospect of conducting any brief

assessment with out direct supervision from a consultant. They are a training

psychiatrist and are becoming used to the standard psychiatric assessment in

readiness for their exams. They feel too inexperietwednduct a triage

assessment and worry about who would take responsilbgimething were

to go wrong with a decision about a child. The main issue raised in the debate

between full and brief assessment was how risk would be sufficiently assessed

for the child.

[Field notes, 30 September 2004]

This practitioner moved on to another post before the triage actually started running,
but the concerns they expressed exemplified the general uncertainty practitioners felt
about the consequences of gettingir decision wrong. In order to help alleviate

some of this anxiety and test out how team members could make decisions through a
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shortened assessment, trials of this process were conducted during the team meeting

as the following data extract shows.

We conducted an experiment in the team meeting today. We reviewed eleven
referrals from the files, took two each to see what decision we might make if
we were conducting a triage assessment with them. Of the eleven cases we
decided the following:
1 two of them ought to be managed in tier one and referred to
appropriate agencies.
1 six would have been typically dealt with via triage, three appeared to
require specialist tier three intervention and
1 two of the cases required an immediate intervention as theyhgin
risk and urgent.
In the triage categoryhere were children who had identified needs and
whosetreatment options needed to be consideféere were others who had
previousengagement with CAMHSThere was one with@uery about the
presence of emental disorderOther issues that were evident in the sample of
children selected werephysically ill parent, offending behavioby the
child, drug/alcohol usey the childandin some the presence of other
agencies alreadyorking with the child

[Field notes, 21 October 2004]
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The exercise wasonductedduring a team meeting and everyone agthatlitwas a
usdul exercise to do. fie deft triagecriteria that had been developesdre usedo
see whether it would be possible to sort and prioritsea y 6 s new cases usin
criteria. For those unsure about criteria application, this exercise opened up the
deci sion making process so each practitione
their choice. Conducting this exercise in itself was a nqverence for the team
practitioners. Their decision making processes were on show and available for
critique by their peers. There had been no advance notice that this was going to
happen in this team meeting as it evolved as an idea during discus@ahghab
triage project. Although there was no press
as these cases had already been dealt with, under the former system, and as such they
were simply paper cases, suggestions about cases were offered tentatively.
wondered if this was because practitioners were unsure how others would view their
suggestions, or even if they were worried about being criticised and getting it
Owr ongo.
One of the cases discussed was a child whose parent had mental health issues.
Practitioner A3 suggested they would need a series of appointments to help
them cope wi t {ealthhPeactitionep A5rinsisted thesy shiodldl
go to primary care as they had no symptomology themselves. Practitioner A3
then asked itf wrinemy a@ahddthpetsei years?06 1t
some referred children, the outcome was not absolute and so practitioners

talked about the safest option for this child. Primary mental health or further



CAMHS appointments would allow investigation of apecific mental
health issues for that child.

[Field notes, 21 October 2004]

The outcome of the exercise appeared to leave the team with a sense that such a
system might work as there were options to take when unsure about the extent of a

c hi | d dasfirshegagnohation. These were paper cases, children previous assessed
and the information was drawn from referral letters only so the practitioners had been
making their suggestions based on this small amount of information. It appeared to
reassure theeam that on balance, decisions were straightforward for most of the

children and where unsure, there were options for them.

Supporting the Team through Anxiety

As practitioners became more familiar with the triage process I noticed and fed back
into the team my observations that practitioners appeared to be expressing less

anxiety after conducting triage assessments.

ResearcheMhen we first started piloting [triage], everybody was very

anxious about making the decisions at the end so there wasf aihoé

talking through cases in detail, to help people decide what we should do about
this case. As time has gone on there has been less time required to talk about

cases so people have been able to say
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Il 6dm disghéahgs or referring back and ther
very difficult to make a decision.

PractitionerA2: The other thing is that | think individual therapists are

making the decisions there and then in the room so the decisions are made

befae we get to the dbrief.

Practitioner A5For most of them

PractitionerA21 t hi nk that for meéitds the secu
we make those decisions, even if we see people, at the end of the day, you

know that we could discuss it if we felbsure.

[Team meeting, 12 January 2006]

There was a suggestion that practitioners felt more confident in makitig-epot
deci sions about a referred childbés needs Om
roomb6 and that even wachildthayfelesyppovtedrbgthea n x i ou s

opportunity to review their cases afterwards in the team meeting.

It appeared that the team wanted to test out my competence in the field and offered
opportunities to do thig.attempted to respond by immersing myselthie work of

the team, and thus sharing the experience of feeling uncertain about triage decisions. |
was involved in the post triage discussions in which clinical cases were reviewed. |
was often drawn into clinical decision making to offer an opiniotherway forward

for a child. The following extract shows the extent of my clinical involvement from
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my having assessed a referred girl with one of the CAMHS practitioners and we were

discussing the case in the post triage team meeting.

Researcher: This the second girl we saw.

Practitioner A3: 14 year old.

Researcher éthe mot her sadigdtoschoel mai n pro
and the girl was saying that she is frightened that her father, who was the

alleged abuser, is going to turn up somewheresaatth her.

Some of her behaviours are mildly suggestive of her trying to avoid some

things in case she might meet the father
Practitioner A5: Her mother isnd6ét a safe
Researcher: Her motherdéds not war m, her m

Practtioner A3: parenting issues, the previous practitioner has written...
ResearchelSo her main thing is her fear of bumping into Dad. So | did some
problemsolving with her about what she going to do should that happen. She
has the str at ehgve thesconiderce ts dmploydhems.s n 0

[Post triage meeting, 31 January 2006]

This extract shows the discussion around one of the cases | assessed in triage. There
were no particular anxieties about this child and the decision making seemed clear,
but the fact that | was taking part in the actual clinical assessments and as such
immersing myself in the field may have added to my credibility as a competent

practitioner in the field. | had been inviting this team to radically change their method
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of workingand so by modelling the process | was demonstrating my confidence in

the approach and my competence in the field.

Reflecting back on the former standard practice

In order to move the project forward, a strategy | employed was to invite an
evaluation fromeach of the practitioners about the existing system for conducting the
initial assessment. | did this to identify those aspects of the former system that were
unsatisfactory for practitioners so they could be changed and equally to identify

useful aspectthat could have been adapted and incorporated into the triage clinic.

The Role of Administrative Staff

It became apparent that a degree of decision making about the priority of referred
children was being made by administrative staff within the CAMH@ &2 They

were the ones who opened the post or took the phone calls from referrers. There were
occasions when the administrative staff would seek a clinical opinion from whichever
practitioner was available but often they would allocate where on thegvist a

child would go from the information they themselves gleaned from the referrer as

indicated in the data extract below.

Researcher: Wat happens with referred ca®es
PractitionerA7:1 woul d think they go by whatodés w
referr ameiss oimetwoul d be categorically urg

looking at it, its blatantly urgent from the referral, other ones would be that
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the admin staff would come and ask one of us, and | have been asked in the

past, this has come in and says urgehiit do you thing

Researcherr® t hereds some kind of scrPeening g«
RespondenA7: They 6r e just | ooki ng dfoonrd tt hteh iwokr d
its thati ttéesc hanibciag ér ol e for t hegm actuall
|l i ke theyod6re hearing voices or éldm not
about what sort of cases by now, having done so much paper wahke for

consultanthe sort of things that are highlighted as the top concerns, you hope

but you cotlkéndhaguat agtliefe not trained

[A7 Practitioner, Prantervention interview]

As referred children often had to wait for an initial apjpoient, this caused both a
builddup of wor kl oad for each pr-acwalyicdhi oner as ¢
either caused stress with that practitioner feeling burdened or an additional task of

negotiating handing back these cases.

Practitioner A7.The old system used to be witlatnew cases they were put
in your tray¢ if you were choe-block and anthersix appeared in your tray,
you were too busy to see them forthefextmont hs youdd think go
theconsultanand say sorry |1 6m overloaded at th
threeor four months or do you want to think about giving them to soraeon
elsl 6ve never had a problem dithe ng t hat . I

consultantwould keep giving until you said no
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[A7 Practitioner, Prentervention interview]

Practitioner A6: Definitely, the system has potential for abuse. Case allocation
could be used to give certain types of cases to certain individuals leading to
superspecialisation, meaning that you get all the sanegsge all the time
Researcher: ADHD cases all the time?

Practitioner A6: That coul tinkingethisone possi

onedbs working harder so therefore | ets f
seeing that thereds more productivity in
inclined to use that memberél am not say

just saprkxom@gren a team and youbre not g
consultant , well you could be thinking

[A6 Practitioner, Prantervention interview]

These two data extracts show the different attributions and approaches that were
taken by diferent members of the CAMHS team with the former method of
allocating new assessment cases. The second of these was a junior medic, the first
was another discipline. It would be difficult to attribute the difference in response to
feeling overburdened tahe professional background but there did appear to be an
expectation for subservience by junior medics in this team. With both cases, in the
former system of dealing with new referrals, working through the volume of cases

created a high volume of workrfthe individual practitioner and was unsatisfactory.
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In a similar way to my discomfort at knowing children with potential mental health

iIssues were waiting for assessment and treatment, another practitioner identified this

as an unhelpful aspect of tfremer system.
Researcher: What didndét you | i ke about t
Practitioner A2: Everybody was flat by the time they got here.
Researcher: What, you mean families?
Practitioner A2: Yes, because they were pretty exhausted, having to tell the
storyamad it wouldndét have been the first ti
much fresher, the story feels different
more workable so for me youdre seeing pe
was the fact that people wereefiy tired when they got here, tired of fighting
the system, tired of everything. | didno
| was sitting doing some paperwork and my door was open. This lady came in
with this young girl and i tlgghisa shame th
child was catatonicéMum just said | é&dm de

[A2 Practitioner, Prantervention interview]

This highlighted a fundamental belief that a CAMHS service should be resp@sding
soon as possible to the needs of unwell childrehat a time when the family are
motivated and enabled to change. This practitioner connected with the exhaustion that
a family coping unaided might feel when they had been waiting to access an

appropriate service.
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Engaging the CAMHS practitioners

Overtime my contact witthe CAMHS practitioner team evolved such that |

attended the clinical team meeting on a mon
clinicé as a standing item on the agenda. G
was important irestablishing momentum within the participating team for the project

without them feeling that this would be dominating their time and resources and

prevent them attending to their regular wdabkie of the practitioners revealed their

association with seefy me and the triage project although they did not necessarily

see this in a positive way, particularly when | arrived during a busy clinical team

meeting.

Practitioner A2: It was the days when we were still doing the referrals in the

room, doing the timsheets in the room. So in a small team meeting space of

time we were fitting everything in, everything possible. And it was a cramped

room wasnodét it, it was hot and a | ot of

swinging off desks enpuglasedtsiincttelrobny. | t her e we

remember thinking, oh Nicola is coming n
ti me, but once you got in the room, it d
But that wasn6ét about you, | tatemams about

meeting sort of thing?

[Practitioner A2, Posintervention interview]



This practitioner expressed that they were keen on being part of the evolving project
but was feeling overwhelmed by their existing workload. They said it felt to them that
there was going to be an additional aspect of their daily work involving learning new
skills, new ways of organising their practice as well as planning and developing the
work, but despite this, this practitioner continued to express enthusiasm and
commitment. The worry appeared to be connected in part with the requirement to
alter the pattern of working and to incorporate new administrative processes, on top

of the new clinical skill of conducting time constrained clinical interviews.

At first, my presene at the team meetings tended to interrupt busasesan be seen
from the following data extractsut over the course of this year, there was more of an

overlap or integration between their work and mine

60l had forgotten vy o ueofepractitionermdashg t odayd
arrived after tea break for the team meeting.

[Field notes, 21 October 2004]

6Youbre here a |l otdé, O6You again, | thoug
were two comments passed by team members and left me with the feeling that
triage was certainly not on their agenda today.

[Field notes, 17 November 2005]

18¢€



These comments left me wondering if some practitioners were trying to avoid
thinking and talking about triage. | wondered if this was because it was anxiety
provoking to chage their practice so dramatically, and in fact required an investment
of effort on their part especially as one practitioner reminded me of their training to

date.

| have spent years learning how to do the full assessment properly whereas
this triage iscompletely contradictory to that.

[Field notes, 18 July 2005]

This felt to me like a plea to revert back to the old system. Perhaps this practitioner
had just began to feel competent and confident in conducting initial assessments of
children referred t€ AMHS and through the introduction of triage, they were being
asked to suspend their existing knowledge and potentially start again with the
learning process.

I instantly think your role was holding it together to start with, because we

sometimes drited bi t and youdd pull wus back.

Or

and youdbd say yes you can, pul/l It back

quite jittery when you werenb6t thereévYes

and neone was telling us it was going to goong sort of thing, | felt a bit of
security thereéel felt that 1f | got
save me. When you werenodt there, I

[Respondent A2, post intervention interview]

t
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The team appeared to be testing outahmyical credibility throughout the change
process and perhaps this was part of my process of engagement with them. They
watched me doing the triage assessments several times as well as questioned me
intently during post triage discussions as can be fseanmy field notes. | wondered

if part of thefunction of my modelling the triage assessment may have been to
demonstrate my clinical skills, approach and orientation, so that my clinical

credibility was proven.

Todayl had been subject to testing quess during team meetings and post
triage discussions, such as what my view was partcularissue. Here was
the visible evidence, how | would manage a real triage assessment.

[Field notes, 20 May 2005]

The practitioner team both observed my conduasgessments and questioned me

about specific cases which appeared to be checking how robust my own clinical

decision making was and what approaahight take with particular presentations.

Collaborative solution finding

Collaboration began by developifrom the outset a shared understanding and
clarification of what the problem was and what a solution might lookTike.
following extract is taken from my field notes of a triage planning meeting that | had

with the CAMHS practitioner team.
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Weagreed t [t he solution] needs to acknowl e
includes working with children who have been abused, it needs to use the
principles of the CAMHS Core Business. W
functioning, and degree ofimpairmemt t h a f ocus on the chil

[Field notes, 21 October 2004]

In this team meeting, we had reached a broad agreement about the criteria for

prioritisation of children seen in a potential triage clinic. This felt an important stage

as there was sonshared clarity about how to make difficult clinical decisiomiso

to accept into CAMHS and who to refer back to primary care. The use of the recently

i ntroduced Royal Coll ege of Psychiatristso
Business provided an extermaference point. Its contents did invite debate, but

allowed for convergence around specific clinical presentations.

Using Spirals of Feedbacko Inform On-goingProject Bevelopment

We generated feedback from the stakeholders group to evaluate thejptjmer of
the triage clinic and refine it accordingly. | brought data from a survey conducted of

referrers to the team meeting for discussion.

ResearcherThe feedback from the questionnaires from referrers suggests that

holding the triage clinic one drhalf days a month is not enough? We know

itdéds enough but the referrers have the i
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Practitioner A12Wh at t hey mean is they need to be
that feeling if they miss the day theyol
PractitionerAl: When they have a family coming in, in distress, for a GP

thatodos an emergency isnodt it?

Practitioner A12For t he GP itdéds an emergencyéperh
Is have fortnightly half days?

PractitionerA9Because you can t elavetpwaibapy eét hey
longer than a fortnight. In fact that would be the maximum wait, a fortnight,

when you think that people used to be waiting 18 months and now they can

wait two weeks.

[Clinical team meeting, 8 June 2006]

In this extract, we see that theaptitioners interpreted the data presented to them as
the referrers not understanding the benefits that the triage had brought. This
suggested to us that further information sharing was needed with referrers to help
them understand the new system and Hawinpared to the previous onéhe
practitioners were trying to use the feedback to consider the timing and frequency of
the triage, and whether in fact it needed changing or whether because of the
experience the referrers had when faced with a famieudistress in front of them,

that emphasised the need for a speedier response from CAMHS.
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Theme three: sustaining chang

Embedding the new triage clinic in the wider system

The team had a real sense of the triage being part of theioady busines. This
led to their integst in better understanding it impact across théesysn their locality

and discussed how to generate feedback from referrers locally

There was some discussion within the team meeting in determining whether the

new system hasorked. This could be by surveying all referrers, by looking at

whet her the waiting |ist has reduced at
referrers in thinking in advance about the new system and what their prospective
views were.

[Field notes, 16 Deceer 2004]

There was further discussion how to better engage with referrers and primary care
including the Primary Mental Health Workers who sit on the boundary between
primary care and CAMHS. The practitioner in the extract below identifies how this
aspetwas of adequate interaction with primary care, in this case the GP, was
important to them for the triage clinic.
Researcher: How does the triage clinic in CAMHS need to adapt in order for
it to fit in better, for there to be the best fit possible betwtbe primary

mental health role and the CAMHS role?...
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Practitioner A4: | mean | think referrers need to get feedback as to, because if

in future a referral comes into us and we see it as more a business triage,

CAMHS business, then that GP needs to getesfeedback somehow as to

why was it CAMHS core business

Researcher: So the letter back needs to be something about the clinical

problem with the child but also about how the decision was made between

primary mental health and CAMHS?

Practitioner A4: Yes.l would prefer it that that GP gets some feedback about,

because in your letter you describe the symptoms of such and such and this

could be indicative of a clinical proble

[Practitioner A4, Posintervention inteview]

This practitioner highlighted the egoing dialoguehiat CAMHS has with primary

care and the potential benefits of improving communication within this channel. The
practitioners here suggested that there should be more clarity in the letters theck t

GP about the childdés presenting problem and
CAMHS. | wondered whether this was indicating that practitioners were worried

whether referrers would accept decisions based on the triage assessment and if they

would consequentially seek justification for decisions mddhs process would be

clear not only for this child, but hopefully inform the referrer for future cases.

The primary mental health workers were positioned on the boundary between

CAMHS and primarycare. They contributed in part to the development of the triage
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clinic initially but due to theiown workload this involvement reduced over the
course of the project. It became clear that communication between these two
componerts of CAMHS had become tsm | had brokered a meeting between
CAMHS and the primary care team to discuss the evolving triage clinic with them

feeling that | was stepping outside of my remit.

| feel like | am leading the team in relation to triage at the morhenhdts
even my @QMHS team, but | am inviting them to a meeting on behalf of the

triage project | suppose.

[Field notes, 14 April 2006]

The tension became the two teams became more evident during the meeting.

| felt | was doing a relationship repair job between the weonis. One of the

people at the meeting stated 6ésome psych
pri mary mental health workerséthereds so
serviceéthis is an opportunity to furthe
s y st e msuggested to ms that in part the difficulties were the

relationships between key players in both teams as well as the introduction of

the new process that had impact for both teams.

[Field notes, 14 April 2006]
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So in order for the triage project to conte to develop, | needed to explore with the
primary mental health team their concerns about the triage clinic as it stood, how they
would like to influence its oigoing development and to create an opportunity fer on

going dialogue between the teams.

Spreading the innovation across the CAMHS network was also of interest to the
CAMHS practitioners. This helped to embed the practice and because of its success
in reducing the problematic waiting list was considered a helpful strategy by the
team. We worke with a neighbouring CAMH&amwho were interested in

adopting the triage model that we had developed.
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Meeting with [Neighbouring CAMHS]

| had sent in advance two presentations that | had given at the CAMHS
seminar programme launching the triage andmsansing results of the pilot.

| explained the process of setting up the triage and shared with them key
findings from my literature review. They asked for pitfalls as they need to do
something with their waiting list, being heavily criticised for it. I@rasised

the importance of good admin support and suggested that our admin speaks
directly to their admin to ensure similar systems could be used.

They were interested in pilot results, low DNA less than 10% from pilot. Of
95 cases seenje were able to mke a decision on next step required for 93 of
the referred children. They seemed very impressed with this. | was invited to
come back to talk with the team again. The practitioners asked if they could
observe a triage clinic, so were invited to attendiisé mutually convenient
triage clinic.

[Field notes, 10 April 2006]

After setting up and running the clinic for some time they reported back their

impressions of the triage in the email extract below.

First | am glad you have not patented the idezbse we have found it very
useful. We have reduced the waiting list by two months over the last three
mont hs and fantasies of catastrophe have

with the HAS tiered approach and sorts w



Thetriage system as set up with us shares that, does not overwhelm
individuals and stops problems of transition, whereby a teenager who is an
eligible referral becomes ineligible by the time they come to the top of the list,
has to be referred on to an #dist or is inappropriately seen for a while by
chastened CAMHS staff.

[Field notes31 July 2006

It is interesting to think about the words
catastrophedé, which to me is vgdhisy suggestiv
method of conducting initial assessments. They suggest their fears were connected

with practitioners being 6overwhel medd with
clinical decisions wrong in furthering the emdihis acted as a peer review of the

triage systenand wageassuring for the CAMHS practitioner team that the CAMHS

triage was useful, safe and fit for purpose elsewhere.

UnexpectedConsequences

There were a number of aspects of my work with the team that seemed to be relevant
to the develoment of this project. They include the role | had in affecting the

dynamics within the teanincreasing their sense of teéelonging specifically how
decisions were made in relation to this propeud creating clarity about delineation

betweenteammembr s r ol es.
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Coming together more as a teéarsense of belonging

The process of change invited an increased opportunity for practitioners to work
together more whilst actually assessing familiewas commonplace for families to
be seen ptwo practitoners in the triage clinic initiallparticularly when the
intervention was being established and practitioners were becoming skilled in
conducting brief assessmernitéie practitioners commented on this new process of

joint working in the interview condied post intervention.

| tfosnny i1 snodot it because in the beginnin
up you know and peoplchecking out with one another.

[Practitioner A3, post intervention interview]

This practitioner further described how theyoymid that aspect of the new clinic,

having the opportunity to work more closely with some colleagues for the first time.

This enabled individual practitioners to watch one another work, to increase their

understanding of t heiapeuticwdkingaadjteenliiasce appr oach

their own skills and knowledge.
Practitioner A1l: I think its something t
thereds been a definite-wotrtkd mpgtéiitf madkue sl
people feel they belongtoateathidaer t han t heyodére working
think that thereds been a conscious effo
changed the Tuesday so [another practitioner] and | can do it.

[Practitioner Al pre-intervention interview]



Practitioner A4: | ejoyed the triage because you are working as a team |
think arenét youéYoubre | earning from

pulling together thing so | think its valuable in that way. Doing things

together because sitting in these rooms can be quitesisoi ng canodot it .

[Practitioner A4 postintervention interview]

Both practitioners here reported an increase in the opportunity to work together and
by doing so increasing their perception of being within a tedma.tiageclinic
becamesynonymous witlgenuine teanrworking where practitioners had the
opportunity to work alongside colleaguegh whomthey would not usually work

The shared lunch on triage days, although brief and busy became an important

opportunity to socialise with one another and ekavorking relationships.

Practitioner A21 think that you get to know people in the triage in the de

€ a

briefing.y ou get to know people very differen

course was the lunchévery sociabl eéa

only thing the team did as a team, and that was one of the things that [new

um

consultant] has picked upé.on a Friday w

nice actually

[Practitioner A2, post intervention interview]
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This increase in social connection betwé&=sam members was an unintended but

welcome outcome of the new practice and a benefit they frequently menfldned.

increased familiarity and ease with one another may have contributed to a reduction

in the general anxiety about presenting cases or mgmkithin a new intervention. In

the above extract, the practitioner acknowledges the isetdbaeadth of

understanding they had aboutthelice agues é wor k and al though
explicitly the inference was that there was increased respect fortortehre r 0 s

knowledge and skill base.

An unexpected opportunity that arose from the depth of discussion around clinical
decisions following triage assessments was that this became a rich source of sharing
knowledge about different treatment modalities. Tlhegie opportunity and timier
practitionerdo ask one another about specific approaches, medication or to arrange
specific training and supervision in a therapeutic appraaatan be seen in this

clinical discussion about a child who had been assessed.

Practitioner A10: | saw a 9 year ol d chi
main concern was the vocal tics. She has throat clearing and whistling and

mum was worried. She still doesndt want
Practitioner A2: Isthereaour et t eds support group or al
Practitioner A5: It might be worth sending them a [sic Royal College of
Psychiatrists] College factsheeté

Practitioner A2: How does the child cope with it though?
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Practitioner AlOWh en t he ti cs aok dhewmrdytprolilemsat bad sh
she has in school she finds it hard to c
Practitioner A4: Whatodés the treatment fo
Practitioner A10There are different forms of treatment. Medication is one

option i f t he ¥itddistressiegandinot furctoming,amtid |
psychoticmedication such dsaloperidolorr e s pi ri doneéor you cou
clonidine that has less side effects but is less effective

Practitioner A5SWell it depends who you ask actually, some people say it has

more side effects and is less effective

Practitioner A10Relaxation techniques?

Practitioner A5XYou can. A lot to do with tics is about coping with your life

with tics. There is some evidence about CBT for tics.

Practitioner A4Are there specific exeras for vocal tics?

Practitioner A5The evi dence isndot great actually,
practise. Whatoés it called when you do t
to be reasonably effective andpyt he CBT s

can focus anxiety on the tic and that makes the tics worse.

[Post triage meeting, 18 October 2005].

This extract offers an example of when an unusual clinical presentation had been seen
in triage and it offered the opportunity for discussion abastgarticular type of
presentationThere werea number of disciplines present in this team meeting so the

information sharing went across professional boundaries but was in a relaxed manner.
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This was informal and unpressured a&mid type of discussioabout types of clinical
presentations and therapeutic optibappened frequently throughout the fieldwork.
Other practitioners, perhaps previously not wishing to exposelale&iof knowledge
about particular therapeutic approaches wouldonetiouslyhave openly asked

about the detail of an intervention unfamiliar to them, but the post triage discussion
meeting inadvertently lent itself to this knowledge and skill sharing as well as
creating the opportunity for further structured coaching and supamiisia clinical

skill. The following extract sums up for one practitioner their overall impression of
one of the benefits of the mutlisciplinary team discussion that happened post

triage.

In the debriefing you have to say something, you have to lspeacause you

had that case to present and so it, you get to know people very differently

| saw people and ill nesses and different
chosen to see...and so | looked it up afterwards to find out, or ask questions, or

I learnt from the debriefings sort of thing about that iliness, therapy or
whatelvefreelt a bit | ike a sponge in itéei
had to go and look it up or you know we did learn about it from other

peopl eél t ook idrapwsessidns witleotherpeopldybuer t h

know.

[Practitioner A2, post intervention interview]
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This practitioner is suggesting that part of the value of the post triage review meeting
was hearing about different formulations of clinical problems and alteenati

treatment options of which they had little prior knowledfee exposure to the
opportunity for new learning was an unexpected consequence for this practitioner in
engaging in the triage project. They recognised the benefit of being able to share

learnng with one another in an informal environment.

Decision Making

One of the key tasks of this new approach to assessments was an invitation to make
clinical decisions differently. There were also decision making processes occurring
within the team andider network about the development of the new way of

working. This involved decisiomabout who would be involved in the triage clinic,

how workload would therefore be measured and attributed and what happened during

transitional points during the evohg project.

How DecisionsWere Made about theOrganisation of the Triage Cinic

| attempted to include all team members in the decision making about the triage and
how it would or could operate. | realised there was interpersonal conflict between
some tam members and tried to make decisions and lead discussions with that
knowledge in mind. Below is an example of one of the difficult dilemmas that
presented itself. There appeared to be interpersonal conflict within the team and | was

given information thil had been asked not to discuss in the team. The dilemma for
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me was how to both respect the disclosure of this information and continue to make

decisions in a transparent way with the team.

A practitioner approached me in the corridor. They told me ¢beid not

work with A.N.Other practitioner because thipatédeach other. Therefore

they told me they would not be volunteering for the triage project even though

they would love to take pasbecaus¢é hi s wor ki ng combinati on
work and wouldthus jeopardise the success of the project.

[Field work notes, 13 January 2005]

| decided not to raise this overtly in team discussions but keep on the agenda how we
determine who actually contributes to the triage clinic from the outset in an open a
wayas | could. This particular situation resolved itself shortly afterwards when there
was a natural change in staffing within the team, but this did bring home the realities
of team working, the effect of team dynamics and hierarchies and how they impact
upon negotiations within the team. Interestingly, team dynamics was a topic also
raised by another practitioner in the interviews | conducted during the evaluation of
the triage clinic. For them one of the most problematic aspects of being in this team
wasthe team dynamic. The disclosure of this during the interview was unexpected as
I had not observed anything during my field work suggestive of this particular
interactional challenge between the practitioner interviewed and the person with

whom they felt onflict.
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Researcher: Il s there anything | havenot
Practitioner A6: Team dynamics

Researcher: What do you want to say about team dynamics?...

Practitioner A6: [l ong pause]émy view co
I nto anything personal and anyway |1 6m | e
|l 6m very grateful for the opportunity ¢th
to the team but we could | eave it as thi

t hereds wsgu alnldy fsapcltiitotnis and di fferent t e
deci sions here are autocratic thatodés one
decisions.

[Practitioner A6, Prantervention interview]

This was interesting because here, the practitioner remarked thawvdseas issue

about interactions between team members but then declined to elaborate on the detail.
I had made an assumption about the person they were referring to and was mindful of
the career pathway this practitioner was on. CAMHS is a small fielchofipe and
particularly in this geographical area there are limited opportunities for career
development for individuals. | therefore wondered whether they thought too much

disclosure might affect their career opportunities locally.

Given there were taions in the team, | wanted to ensure there were alternative

methods of facilitating involvement in decision making other than by direct

discussion. | created a memo which | circulated to all team members for their
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consideration. They were invited to eitmespond openly in the team meeting or
feedback to me directly outside of the meeting any thoughts they had. This memo
(see below) summarised the project development at that point, and included a mixture
of data already generated but synthesisednay that the team could not determine

its sources: a synopsis of views from practitioners | had already interviewed, families

| had interviewed and my observational data from the field.

Stocktake: Wherelriageis Now and What is Left to Do

New cases: Whicbnes do not go to triage (overdoses, deliberate self
harming behaviour referred from paediatric ward, known diagnosis eg
ADHD re-referral, transfer from other CAMHS team after their
assessment & formulation). Any others?

Triage Assessment Schedule

Relaticnship with primary mental health team: please see flow chart
attached. Rule of thunibif child referred by PMH team after they have
complete an assessment, straight to allocation

Relevance of the post triage meeting. What is its function? Is it
permissibé for practitioners to not attend this part? How long should be
set aside?

Development of the triage outside of this teahow should we
accommodate this, if at all? Visitors, students, new staff, succession

planning, Network seminar presentation



Frequeng seems to be 1% days per month. Referrers who have responded
all think this is too infrequent, but demand upon service now seems to be

matched by provision. Should we avoid school holidays or not?

[Field notes, 8 June 20D6

As | was engaged in trying thaintain a spiral of continuaktion feedback, and

review, this was one of the strategies used to generated feedback from the CAMHS
team itself. It did offer structure to the feedback session and ensured all practitioners
present had the opportunity tomment on these specific points but the limitation of
this approach to generating feedbaas thait only focussed on the points raised. |
suspect it restricted time and focus such that there was insufficient opportunity for

people to raise other idea

DecisionM aking and Roles in theTeam

In the beginning stages of developing the triage clinic, great care had been taken over
decidng who would take part in the early runs of the triage clinic and how to decide
that. There was discussion over aahbility and whether or not part time staff would

have sufficient time to take pafthere was discussion over length of experience in

the team, with a suggestion that those more experienced would have the knowledge
and experience to draw on to inform tha@cisions. Here | try to raise the topic of

how we maintain a philosophy of inclusion in the project but there appears to be

tension in the relationship between this practitioner and the other mentioned by me.
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Researcher: | worry about [a practitionedt having been involved enough.

Practitioner A2: Do you know what worries me, was everyone worrying about

[the practitioner]. Everybody worries ab
is that people choose to dip in and out. | choose to dip in and out of this

network, it is incredibly selfish.

[Practitioner A2 postintervention interview]

There was also discussion on a practitioner
specifically employed in a training capacity and therefore requiring exposure to

innovative approaches.

I mean youdd expect medics because of th
what was relevant in what a patient is presenting you and decide whether this

was an appropriate case or not. Perhaps it was because the medics coming
through, p u know, didndét have such a | ong exp
although the staff grades would have had a few years.

[Practitioner A5, post intervention interview]

I mean for social work it doesnodot fit wi
we 0 r e monalirdarfamily dynamics, relationships, stuff that is as long as it

takes someti mesée Well | mu st admi t | f ee



model i tds I mpoverished because | t
having a medical backgrounbecaus | see it as much wider and broader

really than that. | think a lot of, psychiatric problems you know, can be social
or emotional i n origin and theyore
you know. lt6s | ooking tat what <can

[Practitioner A3, post intervention interview]

So practitioners from both psychiatry and social work identified reasons fontmeir
compliancewith the triage approach yet both practitioners were willing to engage in
the process. However, the renhivas that all practitioners within the team took part

in triage at some point or other and it was the acknowledgement by others as a triage

practitioner that seemed to carry a degree of kudos.

Identifying and Responding toAnxiety in Relation to Roles

There was an issue that emerged during the introduction of the triage in relation to
counting cases and workloadistbrically within the CAMHS Networknew cases

seerfor assessmentere counted and recordads 0 n e w .cThesagsaciatore e n 6
seemed tdethat themore cases seday a practitionegrthe more industrious and
hardworkingwas the practitioneiWith the introduction of triage, this process
inadvertently changed. Thus, those practitioners doing triage saw many new cases for
assessment. Thoseaptitioners not conducting triage assessmentloatewcases.

The practitioners described their anxiety about what this might mean to the managers

of the service and how this would be interpreted in terms of their work ethic.
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The issue raised today whasw cases are counted, ie whether new or not and

to whom they should be attributed. For those people not doing triage, they

will never see new cases. For those doing triage they have a high volume of

new cases and that split between practitioners wikeguoblems in the

Net wor k. We talked about the creation of
how that might be represented on the statistics sheets for the Network. The
O6nearly newd would be cases accepted thr
nearly newby the practitioner who then sees them for therapeutic work. The

consultant agreed to raise this issue at management level, how triage cases

could be better captured and differentiated in the statistical records from the

previous system still operating ather CAMHS teams in the Network.

[Team meeting, 31 November 2005]

The team recognised the importance the Network placed on the throughput of new
referrals and were anxious how their contribution, or indeed lack of it would be
reflected in the overall atistical records. It was known that for each practitioner it

was recorded the volume of cases seen. This caused anxiety for practitioners who
thought their perceived work rate particularly in relation to new cases, would be seen

to be reducing.

There dd seem to be a degree of kudos attached to being part of the triage team, but

interestingly some practitioners struggled to decide whether they were in or out.
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Researcher: Do you know if youdre an act
now?

PractitionerA 6 : I havenét got a clueél think 16

[Practitioner A6, Prantervention interview]

As my rationale had been to try to make the decisions about involvement transparent,
| was alerted to noting whether practitioners were actually indalvériage, how

they felt about that and how this decision was reviewed.

This was a CAMHS weekly team meeting in which most team members were

present.

There was much talk about how the first triage had gone, how chaotic and

busy it was, where the pitfa were. There was a general buzz of excitement

about the triage, but | was aware that not all team members had taken part. |

noted the rest of the team were disengaged in the conversation. Did they feel

out of the loop? What was their investment in thgert? | made my

thoughts explicit to the teamé | express
might feel fed up with the triage, so the question is how do we keep them

involved?

[Field notes, 5 May 2005]
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This question to the team invited individuaagptitioners to declare where they
wanted to be in relation to triage. Those who worked part time found it practically
difficult to commit as this would be a large proportion of their working week. Junior
staff stated they needed to be told by their supenar senior what work they

needed to do, so despite my thinking it could be a democratisedeliting process,

other contextual factors influenced these decisions.

In the semistructured interviews | conducted with the research participlawess

int erested in understanding how the individu
through the change in practice and differing perceptions of these role changes. In this

extract, | had already generated data about the significance of the role of the team

administrator in helping the new clinic run smoothly and was curious how their role

was perceived.

Researcher: What do you think sheds done
triage clinic?

Practitioner A2: Basic things like practical things like photocogwll the
questionnaireséAll the practical things
says cOomon youodore slacking behind you go
keeps us on task really, you have done t
withitsortoft hi ng so thatodés really, so sometim
it you tend to slack a bit or you not realise that there is someone out there or

whatever, but she certainly keeps you on
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organising and taking the teleptecalls and reassuring people from that end
that you know itds ok at the triage you
say they want an appointment, she does do a bit of reassurance for people.

[Practitioner A2, Prantervention interview]

It became evidat that the role of the administrator had become pivotal in keeping the
triage running smoothly. This was most evident when they were on annual leave and

gaps in the organisation became evident.

Responding to Critical Events Allaying Anxiety

Before commencing any of the fieldwork or indeed planning for this project, | had

not anticipatedhe inclusion of what I refer to here as critical events. The first of

these was the consultant in the CAMHS practitioner team leaving their post during
thefieldwork. They were a key gatekeeper, their permission for the project was an
absolute necessity. They were a keen stakeholder because they were also involved in
changing their own practice and working with the team to enaltfetehole team
approach to chaye. The/ were also very supportive of the project and committed

significant time and energy in the planning and impatationof the triage project.

Taking the leadi OrganisationaPlanning

Theconsultant in the team announdéey would be leaving their postidway
through the change in practice project. This was met with surprise by a number of

practitioners although it was evident that others had been given prior warning, me as

214



researcher include&iven that the secret was now in the public domain, it was

possible for me to introduce this topic openly in team discussions, to both raise any

concerns that the team had and also to begin preparation for the consequential change

in the team routine. The following data extract illustrates conversations heél in th

weekly clinical team meeting about the consultant leaving.
Researchel: suppose 1 6m thinking what would n
between now and whehe [consultant]leaves and what needs to happen after
heds gone to make ¢?he triage clinic stil
Practitioner A3The one thing | think abo{iPractitionerAl] and | doing it, |
thinktheyhaved one it twice, and | 6ve been once
because other things happened that day, a family was brought along by a
social worker, | eneld up seeing them instead of doing the triage, so | need
another intro on the next one really. So
done two and I 6ve not done one yet, but

OP It needs to be pr i decausewha idhinwtheo s goi n

consultants are verygood atisgkte e pi ng, skeeppwgthedr e gat e
referrab é
ResearcheiSo per haps the question is whods goi

threemo n t h s?ds there sormething that needs to happen nowefmape

the team to manage the referrals in?

PractitionerA10: Howdo we decide which patients come onto the triage and
who sees whom...we might be making some decisions beforehand.

[Team meeting, 12 January 2006]
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Members of the team are asking questiansut specific decision making tasks in

relation to the organisation of both the triage clinic and the CAMHS team in general.

At this early stage, just two weeks after the consultant had announced his intention to

leave, there were more questions and dredgeaised than solutions found. There was

a period of five months when there was no consultant at all in the team. Within these

conversations, anxieties were expressed about who might take over and their

anticipated style of clinical leadership, with peular worries expressed about the

CAMHS Clinical Director potentially holding this role.

Researcher: When youbve |l eft your post,
doing the post triage discussion? Is it just for the people in the team, or do

youth nk youdre going to need the Clinical
step in?

Consul tant: Heds saying that heds going
Researcher: Hedés going to join for the p
Consul tant: Heb6s going toawopkdnered t wo days
The trouble is, well I donodot believe it,
the trouble. Thatoéll cause more probl ems
there, weol |l book people in and then heo
Researcher : So abobthowdoplan fdr this gossibilitykini n g

the team?
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Practitioner AZ2: | don @steasterhtawork heds goin
without them and then itdés a bonus i f th
worked with thed@mawaysalpsdbobhén ksowwt i1t but
wait for people and they let you down, wed@dan r eal | y can we becau
got patients coming in whether we |ike i
people at the last minute cgou?

[Team meeting, 2 March 2006]

There was clar uncertainty about how the Clinical Director might respond to the

consul tantdos departure. There were obvious
clinical director. This influenced how the
on t he t &aomdgshisweosiokwas present and appreciating the pivotal

position the Clinical Director had in relation to the continuation of the triage clinic, |

arranged to meet them directly.

| had prearranged this meeting after some thought about what wappeéhn

to the triage clinic after the consultan
discussion with the consultant, it was clear that none of the team knew who

would be taking consultant responsibility after his departure and this

uncertainty was affectintpe ability of the team in my view to make decisions

about how they could commit to the-gning triage project.

| had discussed earlier in the team meeting that | would be seeing the Clinical

Director to which there were a range of responses. | was afvargaging



the Clinical Director as a critical stakeholder but two team practitioners

vi ewed his involvement as suspiciousé o6d
A5].
The Clinical Director said they were oO6ve

whether | reommend triage for all CAMHS services and invited me to

present the project across the CAMHS Network. They suggested that in the
absence of a consultant for the team, the triage, everything was to carry on as
normal, inviting me to let them know how theyutd help. They agreed with

my suggestion that we need to incorporate the triage clinic within the normal
routine of the CAMHS clinic.

[Field notes, 21 January 2006]

During the five months in between the consultant leaving and the new appointment
starting the Clinical Director did in fact hold responsibility for the team.
Unexpectedly for the team, the Clinical Director rarely did any clinical work with
them, but was very supportive from a distance and encouraging of the new practice,

the triage clinic.

Taking theLead inClinical Decisions dring Transition

In a clinical team meeting, we were discussing a case that had been referred by a
Primary Mental Health Worker. The presenting practitioner did not know how to deal

with the case as it was difficillto det er mine i f the childds pr.
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enough to warrant specialist CAMHS intervention or whether they were best served

by the primary mental health service. .

Researcher: |l 6m wondering I f a case com
theysayf her eds enough evidence to suggest i
of the team and maybe the thing then to do is send out for those assessments

and write to the family and say the appointment willbe intiveee k s 6 t i me

when we have the feedback from #elool but without coming into triage?...
Practitioner A10: I f theyodore thinking al
éthe forms come back not suggestive [ of
Practitioner A2: What do we do with them?

Researcher: Di scharge them then dondét vyo

[Post tiage discussion team meeting, 12 April 2006]

In this extract we see suggestions that practitioners were reluctant to make decisions
and were looking for definitive guidance whether to discharge children who did not
meet the criteria for the CAMHS serviddy direction to discharge the child in

guestion was accepted without question.

During the triage project, a primary mental health service had coincidentally been set
up attached to this CAMHS service. Negotiating the boundaries between the two
servicesvas ongoing but with the absence of the consultant, this dialogue between

the two aspects of the CAMHS service had stopped. This interface was critical to the



successful continuation of triage, so that clear boundaries were evident between the
two parts 6the system, such that assessing practitioners could effectively make
decisions about appropriate placement of referred children. This section of data is a
discussion held in the CAMIS team meeting. It shows how having noticed the gap in
communication beteen the two aspects of CAMHS, | attempt to negotiate between

them in order to clarify boundaries and working practices.

Researcher: Primary ment al heal th were

pre-existing groups or services or the resource packssaifthelp material

for them to say | can see [to a family]

information. So maybe the triage is just highlighting that gap. Should we do
anything different with primary mental health?

Practitioner A2 :swihatreallpbedause | gat my fioderg f i
burnt recently. So | feel a bit I|ike
feel a bit sensitive really.

Practitioner A8: Maybe with primary mental health on board, we should be
seeinglessreferralsP1 it i s supposed to be |ike
direction.

Practitioner A2: What will the team leader of primary mental health be

looking for? Can we know that?

Researcher: Well |l suppose | 6ve been
while, do you remember three months ago, we were talking about what might

be useful for primary mental health is if they do consultation within the triage
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clinic and all of a sudden that [meeting] was pulled. So this is me trying to get
an appointment with them talk about it. | wanted to join their team meeting
but the team | eader didndot want me
wants me to talk to him first.

[Post triage discussion team meeting, 12 April 2006]

In the absence of the consultant | squeel to be the only one placed to move between

the two teams, primary mental health and CAMHS team.

Chapter Summary

The data generated in this study were thematically analysed. In interrogating the data
for evidence of the interelationship between thehange agent and change
participants, there was evidence that anxiety was a prominent factor. The chapter is
organised around three clear thendsere was saturation of data in each of these
themes. In the first theme, from interrogating the data, | baggestedhat the role

of the change agent was use anxiety to lever change in the organisation, thus by
introducing anxiety into thelinical teamthis createl the space and opportunity for
different practice to emerg&he second theme presented desti@tes that the

change agent enabled the change participants to tolerate anxiety during the change
processAnxiety felt by individuals in the immediate team and the wider network was
expressed verbally in both open forums and during individual interviéwsdant
behaviours suggestive of anxiety were also displayed by individuals throughout the

organisation. It was evident that one of the required functions of the change agent
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was to help the practitioners tolerate or cope wisttahxiety during this ltzange
processThe third theme that has been drawn from an examination of the tata is
the change agent workedllaboratively with the change participaots developing
strategies to manage anxi@tythe longer term thusromotng sustainability of te
organisational changdn the following chapter, the significance of these findings are
discussed in relation to the existing literature of change agency and what this thesis

adds to the body of knowledge
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Chapter five: Discussion of the Findings ad Contribution to New
Knowledge

The research question being addressed in the thesis was
How does a change agent facilitate organisational change in a health setting?
The objectives of this study were to
i.  explore the current literature available discussimggrole of the change agent,
thus identifying what is already known about this mechanism
ii.  through a secondary analysis of the data generated through the
aforementioned action research in CAMHS examine the relationship between
the change agent and the cpamarticipants
iii.  formulate an understanding of the mechanism of the change agent during
organisational change

iv.  use these findings to make recommendations for practice and further research

Summary of findings

In this study | investigated the nature of therk of the change agent, in particular

how the change agent initiated behavioural change by a team in a clinical setting.
The anxiety expressed by participants during the change process was significant and
thus drew my attention to its relationship wilie change process and how | as a
researcher/change agent was connected to it. By interrogating the data generated in
this study, three themes were created that summarised what the data illuminated in

relation to the change agent role of using anxietyfunational way. The first of
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these themes was that the change agent generated anxiety in the field, to generate
momentum for change. The second theme was that part of the role of the change

agent was to facilitate participants to tolerate a level of analigring the change

process. The third theme was that in recognition of the impact that anxiety had played
during the change process, that the change
manage the egoing anxiety in the new practice for the orgatienal change to be

sustainable.

What is Already Known from the an Examination of the L iterature

Initiating Change

There are two maibodiesof literature to consider her&he first of these relates to
Ohowé a change agent that gissussed tlkegange offiolkes e i s e v
change agent might take to effect organisational change, but the detail of the actual
behaviours in which the change agent engages is not fully descrhme. Was
acknowledgemerthatthe mechanism a change agent usexffectorganisatioal

change may not yet be fully understood (McCormack et al 2007, Simmons 2004). It
contains hidden aspects which might be the critical parts of this function. What is
available in the literature howevisran exploration at three ldgeof influence of the
change agentnacro, meso and micro. At a macro level, the need for the leader to pay
attention to the emotional state of the participants was identieatfberg, 1973).

There was also an acknowledgement in the literature that gha pivotal time

during the initial stages of a change process during which leverage occurs from

inaction to action, and that change theorists note the role of the change agent in
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facilitating that process, (Weiner, 2009). From reporting a signiftaidty in 1946,

Lewin had suggested that 0 wrgahisadoeavasngd t he e
needed for an organization to embrace the possibility of change. If we accept that to

be valid, the change agent Oserruptthéd e i s to do
established practice of the usoayanisational behaviouinterestingly, in Kilbride et

al 6s study (2005), they considered that the
theorganisationaproblem was sufficient to trigger the change meass in the team.

In the literature on the meso level of influence, there are suggestions that the change

agent operates by spanning boundaries withganisationgThompsonEstabrooks

and Degner, 2006) and thus by aligning people within the orgamzat by enabling

people to meet and talk with other significant peoptiayes 2010) Neither of these

however, explain how a change agent can initially lever an organization to change its

practices.

The Change Agenb Role in Using Anxiety to Lever Clange

In this study| would like to propose from a thorough examination of the data that the

change agent might use anxiety as a lever for change to become possible. Davidson
(2002) suggested that change anxiety could
process but did not expand upon this idea in a detailed way. In this study, | have

identified data that demonstrates how the practitioner team particularly and also the

wider stakeholder group were invited by the change agent to feel a degree of

discomfortwith their existing practice in relation to initial assessments in order to

consider the possibility of an alternative process and thus embark on a change

processSt acey (2003) created a term O6bounded i
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just enough ingbility within an organisation to prompt people to change, to look for
innovative solutions even though this might be uncomfortable for them.

It is useful now to consider systems thinking to understand organisations and
organisational behaviour (von Baldnffy, 1968). A underpinning assumption of

this theory is that organisations (systentsys to maintain homeostasis through their
boundaries, structures and processes when faced with an external stimulus (Flood
2006). If we accept the idea that orgations seek to achieve homeostasis, then we
also accept that reverberations or external stimuli are required to initiate a change in
structure or behaviour in an organisation as the organisation accommodates the new
information to create a new stability momeostasiéMaturana and Varela, 1992).

It is this introduction of a reverberation to a system or organisation that | propose a
change agent brings during the process of organisation change in thénNIKS.

study the reverberation brought into thrganisation was the increased anxiety
experienced by participants in the change p
actions.

| have earlier discussed how a case study was presented to the stakeholder group to
illustrate the inefficiencies in the esting practicesThe case presented demonstrated
inefficiencies in the existing process for conducting assessments. The presentation of
this case resulted in the audience (the wider network of change participants) voicing
enthusiastic responses about thegpect of creating a negvocess (see pad€0).

This was tempered by the expressed anxiety felt by practitioners on radically
changing their welhoned process for conducting initial assessments and testing out a

new methodThroughout the change prosesviting the practitioner team to
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experience the discomfort of a new practice appeared to enable the change process

(pages 156, 137

So integral to the initiation of the change in practice was the creatsuffmient

discomfort for people in the oagisationto consider altering their practicehis

suggests that one aspect of the change agent role is to generate anxiety to promote the
possibility of change within an organisatidrhis builds on the existing literature

about change agents, noting therk of Lewin (1946) about unfreezing the status

qguo of the organisation, Weiner (2009)0s wo
the organisation move from inaction to action and adding todSamd £002) idea

of harnessing anxiety for change to lfieeed.

Tolerating Anxiety during the Change Process

Buffering or protecting participants from change anxiety idastified in the

literatureasone approach taken by change agents (Stefancyk et al 2013, Hyde and

Thomas 2003, Baruch and Lambert 20Pfrtoghese et al (2012) reported on a

study in which they hypothesised that it wasr#lationshipbetween the change

agent and participants that influendbd chang@rocess; they suggested that by

reducing uncertainty about the anticipated changerteisdt uced t he partici pa
negative expectations about the change, which resulted in a higher level of
participant s egoingrhargenrpocaesBoth Baruthlrard Lambert

(2007) and Hyde and Thomas (2003) suggest that effective change agéraders

absorb the anxiety experienced by tinganisatioras part of their function.



Thereisalsawelle st abl i shed body of work suggesting
|l iterature does not discuss chaiptge agents s

experienced by people in an organisation.

Object Relations Developmental Theory

Klein (1975) was a pioneer of contemporary object relations theory which describes
the unconscious processes that involve the psychological splitting of the ego that
Klein believed originated in infancy as a defence against persecutory anxieties.
Splitting of the ego meant that whole objects (others) became part objects dividing
and discriminating oneself and object (or other people) into good or bad, all or
nothing, nuriiring or rejecting, loving or hating. People experience anxiety about
change and the uncertainty associated with it. These psychodynamics often provoke
regression (adults in chiiike roles) and psychological splitting (us against them
mentality). Klein (975) described the role of parenting at this developmental stage as
holding the paradoxes of good and bad for the infant so that the infant would grow to
learn, understand and tolerate these paradoxes themselves. The Tavistock model of
organisational dymaics is based on the assumptions of the object relations
developmental theory. This, using the Tavistock model, it is considered that when a
group of people in an organisation face challenges, people become anxious and when
anxious, people may revert tdantile protective behaviours classified by Bion

(1961) as basic assumption behaviours. People are more likely to revert to basic
assumption behaviour when they face uncertainty, or are under increased anxiety

such as when they are facing organisatiohahge. This basic assumption behaviour
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can lead to destructive group behaviour if unchannelled as it can interfere with the
primary function of the group, which means the group may not be able to complete

the task(s) for which it was set up.

It is impor@ant to also mention here the noteworthy work of Menzie6Q1&ho

conducted an observational on nursing behaviour. In her study, she noticed that

nurses failed to develop close relationships with patients but rather focused on tasks

to be completed as aay of protecting themselves against emotional pain (or

anxiety). So in order to avoid feeling anxious and distressed, in this study, nurses

created distance from their patients, to protect themselves from feeling anxious. It is

from combined body of work, hat t he i dea of d&écontainment

leadership strategy has evolved.

Barnett (2010) reicedu pon t he | mp a c tworlkbdnanvetionzi es Lyt hos
research study carried out between 12939. The material for the analysis was an
observationastudy in a nursery where they looked at the interactions of the

caregivers to the children, of note some of the children had had 20 caregivers during

their five year stay at the nursery and the research team linked this to earlier

formulations avoidance @motional involvement in nursing work. They did find

however, that introducing an opportunity for reflection for the-garang staff in this

nursery, that anxiety experienced by bothdtganisatioras a whole and by

individual caregivers was manageetter. Their conclusion was that increasing-self

awareness and encouraging staff to become more observant were successful strategies



to manage anxiety. 6lt is often maintained
but in fact it makes existing anxyeconscious, which leads to finding ways of

dealing with it. This increases the emotional involvement of staff and leads to greater

job satisfaction and stability, all of which was found in this single case study of one

nursery' (p150). Thus, a reasonat@sideration of a leader or indeed change agent

might be to use reflective processesiganisatios facing anxiety, such as facing the

prospect of change, for people to express the anxiety they are féidag or

containing anxiety experienced btaff appears to be a valuable strategy that a leader

might take in an organisation.

The reason thatdhding or containing anxiety has been suggested as a useful

approach duringrganisatioal changemight beto prevent the reversion to basic
assumptiorbehaviours described above (Barrett 2003, James and Clarke 2002). If we

wereto accept this theoretical basis for anxiety during change, and its expression,

then we can accept and understand the value of a change agent in containing that

anxiety to increasthe opportunities for functional behaviour by the team facing

change (Baruch and Lambert 2007) and reduce

behaviours (Stacey 2007).

So the body of literature currently available suggests that the change agent either
holds, manages or reduces the anxiety felt by participants during the change process.
The experience of feeling anxious was reported throughout the study by a number of

the practitioners. The role of the change agent was to help the team of practitioners
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toleratefeeling anxious, rather than removeithanxious feeling¢see pagel190,

174, 182.

This suggests that integral within the role of the change agent was the task of

enabling the team to tolerate their anxiety and simultaneously continue with the

planned practice under these uncomfortable conditidms.builds on the expansive

work written about the function of containing anxiety during group processes but

of fers a tangenti al addition to this worKk.
role is to enable participants to tolerate anxiety, this implies the participants

themselves continue to experience anxious feelings but are enabled to cope or tolerate

them during the change process, rather than the change agent ameliorating this

discomfortpreviously suggested (Barrett 2003, James and Clarke 2002, Ruch 2007).

The Development of Sustaining Struires

Ruch (2007) explored the use of reflective practice in social work. He found that it

was used as a strategy for enabling social workerscowi t h duncertain an

unpredictable contextsd in which they worke
spaces6 all owed practitioners to reflect an
their practice. He found dihmd Bihemé&s pocarcdep

1961) by clearly definedrganisatioal and professional frameworks, there appeared

to be 6greater scope for the creation of <co
secure professional identities, who as a consequence were dblelop as

reflective, confident, autonomous and creat

already some evidence inthe literaturet r oduci ng a process such
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reflective practiceould be effective in managing or holding anxiabput in ths

case clinical work.

In this study, there was significant evidence that there were structures put in place by

the change agent to offer a long term facility for managing anxiety experienced from

the new way of working.

The introduction of the post tga meeting became a fundamental feature of the

triage clinic. As it was built into the structure of the clinic, it was not dependent upon

the change agentdéds continued facilitation a
change agent created with theamgsation a long term structure to help the

organisation manage anxiety associated with a change in practice for the period after

the withdrawal of the change agent from the fi&llis in effect became a strategy for
participants to selimanage once théyad become accustomed to and confident in the
process offered by the post triage review.
practice ideg2007)that was found to be useful to help social workers manage their
unpredictable and difficult work. IR u ¢ h 6 s(20p73 thesopportunity for

reflection was facilitated but ultimately the post triage review was managed by the

team themselves after it had been established by the change agent. So part of the role

of the change agent in addressing anxiefyressed by participants in the change

process was to establish routine processes that would continue after withdrawal of the

change agent from the field to increase the possibility of sustaining the change.

In this change management project, part ofikegral role of the change agent was

ensuring mechanisms were built into the structure of the intervention that would have
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a fundamental function in enabling the team manage any anxiety resultant from the

change in practice.

Ma s o 8afedncertainty Faradigm

There is a theoretical idea that brings together change processes, systems thinking
and the management of anxiety in change processes. The idea of uncertainty being
conceptualized as an asset in change processes was generated by Barry Mason, a

family therapist, in his paper Towards a Position of Safe Uncertainty (1993).

In his work as a family therapist, Mason developed a model of helping a family move

to a position of O0safe uncertaintyd. The
agent of chage. Mason suggested that the satedstainty paradigm is a useful

framework for thinking about work with families, helping them not to think about

certain or absolute solutions and helping them to cope with other possibilities not yet
considered so tolating the possibility of uncertainty about the possible solution to

their difficulties. He suggests that in order for the family to be able to accept the

invitation by the therapist, the therapist needs to hold an attitude of authoritative

doubt so portrang confidence in the expertise of the area of practice with the

humility of accepting outcomes are often unknown and unpredictable. Mason

believes that:

OFor change to happen, we need to become

we become lessertain of the position we hold, we are more likely to become
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receptive to other possibilities, other meanings we might put to events. If we can
become more open to the possible influence of other perspectives we open up space

for othe views to be stated n d  h @asond 1®93, p194).

Underpinned by this belief, he created a framework for understanding the positional

state of a system in relation to change, see below.

SAFE
Safe ertainty Safe uncertainty
CERTAINTY UNCERTAINTY
Unsafe certainty Unsafe uncertainty
UNSAFE

Figureeight Positionsof Safe Uncertainty (Mason923)

In order for change to occur, Mason suggests that groups of people facing change
need to be positioned in one of the uncertain quadrants of the abovecsafaityty
paradigm in order for them to be open to the possibility of change in their behavio
when they are in a position where whatever happens next is reasonably predictable

(certain) and either desired (safe) or undesired (unsafe). For organisational change,
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Mason argued that the group would want to feel sufficiently safe about the proposed
change otherwise fear, resentment andem@gagement in the process would result.
The group would then be reluctant to take a risk with a newly proposed way of
behaving if the proposed change were unpredictable (unsafe uncertainty quadrant).
Thereforethe ol e of change agent from Masonds per
people move into the safe uncertainty quadrant so that they are safe enough to face
unpredictability but prepared to take a risk on not knowing the outcome, other than it

would be differehfrom the existing situation.

Limitations of Masondés theory

The main | imitation of Masondés theoretical
empirically tested. It was an idea that Mason generated through studying a particular

group, family therapists wking with families seeking therapeutic involvent. My

application of the idemencompassed within it are tangential to the original source of

the development of the thinking and workplace groups are quite different in nature to

families, in terms of sizeelationships, boundariemdmembership.

Nevertheless Masonds safe uncertainty idea
conceptualise the relationship a change agent has with change anxiety particularly in
relation to generating anxiety for change to beeq@ussible, or as Mason describes

inviting a system (family or workplace grouping) to move into a less ceytsition.
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Invitation toMove into aLessCertainPosition

Stacey (2007) discussed the need for participants in a change process to move outside
their comfort zone for change to be initiated, tétu s e of a o6cri ti cal
discomfort with the status quo sufficiently to invite the participants to feel the
discomfort about the existing practices such that they could consider alternative
processes. This may be considered as a critical juncture (Hannigan and Evans 2013)
in the trajectory of the change process, a point which alters the landscape, in this case
about that area of practice, and which trigdbeprocess into an irreversible use

of action.

Mason considered the invitation to become less certain as the mechanism that enabled
change to be possible, inviting a system to hold a degneecertainty about the

future butin a contextually safe place. The data from practitionetiseaputset of this
change process demonstrates the uncertainty they were experiencing about the

direction of travel of the project but were able to proceed.

Use ofAuthoritative Doubt

Mason also discussed the need for the family therapist (or chaegg tmhave a
degree of authoritative doubt that allowed the family (workplace group) to accept the

invitation into the uncertain place.

There is significant evidence in the organisational change literature drawn from

different ontological perspectivéisat one of the clear and accepted functions of a
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change agent is to hold or contain anxiety during a change process. The containment

function of a change agent (Baruch and Lambert 2007) is not under dispute, but being

able to contain tanxiveetby wiany asnu coha uthhaotr t he gr
practices which have uncertain outcomes is a new way of considering this function of

a change agenthe participants initially testing out the authority of the change agent

by examining competence ingtlield and thus clinical credibilitgpage 183)

It is the mechanism of containing that anxiety that can be considered in a different

way. Mason talks about this aspect of the therapeutic processfasitlygherapist

having authoritative doubt, suthat the therapist is knowledgeable about the

processes and potential outcomes to engender confidence in the family such that they

can take a risk in the uncertain path ahead. In the CAMHS study, the potential for

hol ding o6aut hor i tmattihvee pdouhbtcd praenst slot epde rfcreg t
credibility in the field which appeared to be tested intermittently throughout the

change process

In this study, the invited change was from a tried and tested method of assessment of
the needs and priowts of children experiencing mental health issues to a new
untested, innovativérief assessment process about which the participants had
anxietiesregardingts fit for purpose, safety and their competeridee

demonstration of authority therefore neetletde founded on my own competence

and credibility in such a clinical skill, | would arguather than in facilitating change

processes per se. Commanding and holding authoritative doubt was an essential



strategy used by the change agent to enablectis to take a step into the unknown
and embrace the possibility of a new way of assessing children with mental health

issues.
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Limitations of this Study

At the outset of the study my intention was to work in a collaborative way with this
CAMHS team tcaddess theexcessive waiting listn the servicel became more

interested in the contribution that a change agent makes as the study progressed. This
meant that the data | collected at the start of the field work was more focussed on the
development oftte intervention rather than the specifics of the change agent and
anxiety expressed by the participarfthere may have been missed opportunities for
data generation at that early stage or indeed attention to tangential happenings other

than to what ultimgely became the focus of this study.

There may have been factors that | have not uncovered during this research process
that made this particular study site unique. Having previously worked clinically with
some of the practitioner participants, this rhaye encouraged their commitment to
the study or disclosed information to me because they had known me previously.
Also, the converse is possible, that our previous shared clinical encounters deterred
practitioners from engaging had | been a neutral reseaMuch has been written

about the tensions within the practitioner research position and how this determines
the methods takethe questions asked and data generated in a study. Given that this
study was driven by the need for a change in practicéhad was both the

practitioner and researcher, the possibility of objectivity was a challenge. It might be
argued that data generated by another researcher or by a combination of mixed
methods would have allowed a more rounded and less reflexive acftat

change process to have been generated.



Alternative approaches to investigate the role of a change agent in initiating change
might be to use a mixed methods desigom it would be possible teynthesis data
generated from multiple perspectivéisvould be possible to use standardised
measures, for example, to create more objective data in relation to anxiety
experienced and behaviours exhibited. Interviews conducted by a researcher
positioned outside of the change process itself would gerdiffsieent data about

that process and could observe interactions between change agent and participants

from a different perspective.

Within the NHS, there is a natural culture of change so there would be lots of
opportunities to study ihin naturally ocurring experimentsAs the focus of this

study became an interest in the change agent specific, to have investigated that role
during change in another setting would have demanded a different design and
methods but would have reduced the influence tepétifically had on the progress

of the change and hence findings.
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Implications for Healthcare Practice

This study of organisational change was conducted in an NHS outpatient team with a
multi-disciplinary composition and an external change agenteere some clear
benefits to having an external change agent in the way that anxiety was introduced
and then managed through the change process. Highlighting inefficiencies in the
existing system by the change agent resulted in participants feeling thscwoith

their existing practices. This discomfort and associated anxiety appeared to offer
leverage for the participants to consider alternative ways of working. Therefore,
where there is a need for organisational change in a-tistfiplinary health
ervironment, the use of this approach by the change agent was valuable in initiating
the change process. Strategies for helping practitioners to tolerate the feelings of
anxiety during the change process were also found to be helpful for those
practitionersduring this study. Therefore, a change agent might want to develop
strategies to provide sustainable measures for teams to tolerate anxiety in future

health related organisational change projects.

As the NHS is a constantly evolving organisation, theedr@quent occasions when
services or teams need to alter their ways of working. Often managers of these
servicessuch adead nurseandward managers are expected to create the motivation
for change in their teams and lead a successful change proaeggdve practice in

l ine with the organisationébés requirement.
to invite such teams into a safe uncertain position in relation to that practice might

create sufficient discomfort to allow change to proceed.
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Sugeestions forHealthcare Education

This thesis might have utility in two ways feealthcareeducation content specific

and pedagogical approachhe first, more straigHhiorward use might be to include

the findings of this study to inform teaching and teag material concerned with

organisational change. Organisational change is frequently included within healthcare
education across the academic levAlshough emotional intelligence (Goleman,

2004) often features within this content, this thesis cooildribute more fine detail

about the specifics that a change agent need to attémstigate manage and sustain

changes in practice.

In the second instance, if we consider that learning is a change paticegn an

individual basis, then the fditation of that learning process could also be informed

by the Iliterature and proposed new thinking
attention to participant OWs iamg idwafsyo déur i ng t
uncertainty ideavould suggest than order to help students learn effectively, they

need to be invited into a position of safe uncertainty, thus provoked into feeling

uncomfortable enough with their knowledge or skills in an area, such that they are

sufficiently motivated to engage in aasige process to alter them.
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Suggestions for Further Researc

This thesis offers evidence that the role of a change agent initially is to introduce
anxiety into a team to instigate organisational change, that the change agent assists
the team toleratédne change anxiety and that helps develop structures to manage the
orrgoing anxiety experienced by the participants during the change process. This
study was conducted in an outpatient mdisiciplinary service that has quite a
specialist remit. This intaction between change agent and participant could be
investigated in other clinicalettings thahave quite different characteristics to the
study site, such as inpatient services, ordistiplinary servicesFor inpatient

settings often there is a diffent skill mix, and thus a different context for teams to
operate, often in health having a predominance of nursing and medicine. There might
be contextual influencing factors about skill or team mix, given it was a-multi
disciplinaryteam, whichhave cotributed to the findings in this study, but in another

setting might become evident.

Taking an ethnographic approamha change in practice would offer a different
perspective than this reflexive secondary analysis of an action research study in
which researcher was also change agentlearer focus on generating observation
data by a nonparticipant observer might enable a medtepth investigation of the
nuances between participants and change agent that this study did notfattmne
detailedobservational data were to be generated at the planning stages andhduring

developmenbf the change idedhismight help to understand in more detail how
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Masonds invitation to safe uncertainty
change in he#thcare practice.

The example of change iniststudy had a positive outcome in terms of clinical
practice, but there are occasian$ealthwherechange in practice was intended and
action taken to facilitate the change but either the change procdssemas
unsuccessful of the intended outcome has not addressed the original ptoblem.
would be interesting to see how the change agent works with the anxiety expressed
by participants under those conditions.

In the study that informed this thesis, the @dewas optional. | was a PhD student
working with a team that actually had the authority and freedom to decline the offer
of engaging in this project. In many instances in health and social care, change is
required as a result of restructuring, financgtrictions, changes in policy or

evidence to guide practice and thus change in organisation of services is often not
optional. It would be valuable to examine the role of the change agent in those
situations, whether this thesis has resonance underdbod#ions and how the nen
negotiable nature of the chance in those instances affects the experience of change

anxiety in the team.
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Appendices
Appendix one Practitioner Interview Schedule

1. Warm up question how long been in team, role in team, how that fits in with
team, whatoés it |ike to work here?

2. How would you explain to, eg a student on plaeetrhere, how does a child
get seen by the service?

3. Elicit: how, long would they wait, what if problem was urgent, who decides if
urgent (parent/GP/CAMHS)?

4. What do you particularly like about the system as it stands?...because
And if you could change ityhat do you think you would want to change,
becauseé

6.l n what way is the way the referral I i st
workloads within the team? In what way are the stats returns related to
wor kl oad, whatos your wunderstanding?

7. So everyone has an edisay on who is seen as urgent, who waits on the list
and everyoneds happy with that?

8 Can you think of a time when the current
there has been a complainté from a refer
happened?

9. Given that this syste has existed for a long time, it has bound to have been
effective in many ways. What would you say are its 3 main advantages?

10.Given that | am interested in understanding things from your point of view
before the triage system is started properly, whastopres have | not asked
that you thought | might?

11.Sometimes, people have been preparing in their minds something to say
during such interview situations, was th

chance to say?



Appendix two: List of Codes for Analysing Clange Proces

CodefFilter: All

HU: FINAL coding change process 14 aug 08 office

File: [E:\\FINAL coding change process 14 aug 08 office.hpr5]
Edited by:  Super

Date/Time: 20/06/12 08:11:47

change process, anxiety

change process, authority

change process, miscellaneous

change process, options

change process, planning

change process, skill acquisition
change process, sustaig change
change processes, feedback into system
change processes, fine tuning

change processes, problem solving
change processes, unexpected events
clarifying roles

clinical

decision making, miscellaneous
delegation

delegation, authority

organisation ofeam meetings

other service involvement

research experience, anxiety
researcher role facilitated reflection
researcher role, clinical commentary
researcher role, empowering ownership
researcher role, feedback

researcher role, holding anxiety
researcher rel, keeping focus
researcher role, miscellaneous
researcher role, moving change forward
resistance

service parameters

supplementing other services

system, effect upon

team roles, teaching

tension, differences of opiniolppendix two
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Appendix three: Triage Brief Assessment Forr

Assessment completed by

Name: Age:

Date:

DoB:

Gender:

Address:

Post Code:

Referrer & Profession:

Phone:

E mail:

GP:

Surgery:

Parents/Carers (relationship to child)

Date of Referral:

School

Head Teacher:

Class Teacher:

259

Agencies Involved:



Names of all present

Symptomgbehaviour causing concern

Level of impairment (within family, social and schod)

Risk to self or others

Brief formulation

Expectations of the Child and Adolescent Mental Health Services

Questionnaires/rating scales used
SDQ
M&F

Plan of action
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Appendix four: Schedule for Patient SemiStructured Interview

Preliminary warrrup questions

How long didyou wait in between getting referred and being see¢heaChild and
Family Clinic, (in fact didyouknowyou were being referrg@

What was the experience like of going to @leild and Family Clini@

Ifa friend was askingou whathappenedvhen you first went to the Child and Family
Clinic, how wouldyoudescribet to then?

What were the best bits aboyatur first appointment?

What were the worst bits?

If youcould give the practitioners the Child and Fanily Clinic some advice about ho
to do it better, what advice might you offer?

After your firstappointmentwhat did you think was going to happen next? How was
discussed in that appointmert®w were decisions made abdmatving further
appointmerg or not?

What are your thoughts on whether the relevant information was sought from you
before or during the first appointment? If there was too little or too much detail req
or required, what did you decide to do about that?

What were youthoughts on the length of time the first appointment took?

Was t here anything that | havendét as

Is there anything else you think would be helpful for me to know about you referra
first appointment with the Child and Fam@/inic?
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Family interview participants

Code Present Gender Age

F1 mother male 10

F2 mother female 16

F3 boyfriend female 16

F4 mother female 13

F5 grandmother & female 13
[grand]father later

F6 Mother, sister female 16
joinedlater

F7 mother female unknown

F8 mother female unknown

F9 mother, father female 13

F10 mother, brother male 8

F11 mother male 15

F12 mother male teen

F13 mother female 12

F14 mother female 7

F15 mother female unknown

F16 mother male 18

F17 mother female 5
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Appendix five: Referrer Survey

Research studyJsing Action Research Methodology to Inform the Development,
Implementation and Evaluation of a System of Care that Addresses the Demand

on a Child and Adolescent Mental Health Team

Q1. Role: How would you describe your main role?

GP Paediatrician
Psychiatrist Social worker

Health visitor Educational Psychologis
School teacher Police

Educational Welfare Officer CPN

Other, please

////////////////////////////////

rrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrr

Eééééeéeéécécécéceéeeeeeéeéeécéecececcee
eééé
Q2. Referrals: In last month how many CAMHS referrals have you made

(approximately)?

0 1-5 5-10 10+

Q3. Triage clinic: Have you referred a child to CAMHS who weensn the Triage

Clinic?

Yes
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No

If yes continue with Q4, if no go to Q5

Q4. Triage clinic: What did you think about the following aspects of the Triage
Clinic?

a) Length of time between referral & appointment:

Very unsatisfactory

Quite wnsatisfactory

Neutral

Satisfactory

Very satisfactory

Additional comments

///////////////////////////

b) Decision made about the child

Very unsatisfactory

Quite unsatisfactory

Neutral

Satisfactory

Very satisfactory

Additional comments
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c) Feedback meemism about that decision

Very unsatisfactory

Quite unsatisfactory

Neutral

Satisfactory

Very satisfactory

Additional comments
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e) Difference from previous CAMHS initial assessment process

Very unsatisfactory

Quite unsatifactory

Neutral

Satisfactory

Very satisfactory

Additional comments
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f) Communication between CAMHS & Referrer

Very unsatisfactory

Quite unsatisfactory

Neutral

Satisfactory

Very satisfactory

Additional comments
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Q5. The triage assessment is a brief assessment that lasts approximately 20mins.

Families are given questionnaires to complete in the waiting araativby arrive for
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their appointment. The questionnaires and assessment interview form the basis for

decisioamaking about the contribution that CAMHS could offer the referred child.

Q6. The triage clinic currently runs for 1% days per month. This seelagatace the
demand for appointments against the availability of follgmappointments. Does

the triage clinic run?

a) What do you think are the key benefits of a triage clinic?
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Q7. Currently the following referred cases are seen outside triage eg overdose

assessment, Domiciliary visit requests by GPRseferrals where clear diagnosis
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exists, (such as ADHD), requests for court reports. What is your view on this aspect
of management of the triage clinic?

Very unsatisfactory

Quite unsatisfactory

Neutral

Satisfactory

Very satisfactory

Additional comments
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Q8. How would you like to see the triage aimork in the future?
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Q9. If you would be prepared to comment further on your views of the triage clinic,
please include your contact details below.

Name:

teééeécéceéeceéececeéeecéeecéeecéecéecctecte
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Contact telephone number:

éeééeééecééeecéecéecéecéece.
| would like to thank you very much for taking time to complete and return this

guestionnaire,

Nicola Evans



Appendix six: Consent Forms and Information Sheei

Family Information Letter
[Cardiff University Headed Paper]

24 March 2006

Dear Family Member

I am working with the Child and Family Clinic as part of a research project to try to

make the appointment system awaiting list for that Clinic better. We have
introduced what we have called a Atriagebo
after they are referred.

As a nurse who previously worked within Child and Family Services, | am aware of
how difficult it can be to have to wait for some months for an appointment and it was
this that helped me decide to examine this for my PhD studies at Cardiff University
under the supervision of Professor D Allen.

The reason | have written to you is to invite you to taftd in a research project that

is looking at whether the triage clinic has made anything better. | would therefore
really like to talk to children, young people and their families about their experience
of getting an appointment with the Child and Fan@lynic. | would very much like

to speak to families who were seen in both

clinico.

What you tell us will help us decide what we do next, and what works best for
children, young people and their families. There wél & special certificate for all
children and young people who take part in the research.

Thank you very much for carefully reading the enclosed notes, and for considering
whether you would like to take part in this research project.

If you would like to ake part please complete the consent form and contact details
enclosed and return in the envelope provided.

Yours sincerely

Nicola Evans
Lecturer
School of Nursing & Midwifery Studies
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Tel no: 02920 917830
Email: Evansng@cf.ac.uk

Patient information Sheet- Parent

Research projectAddressing and Managing the Demand on the Child and Family
Clinic

Purpose of the study

We have been trying to improve the appointment system in the Child and Family

Clinic at the Princess of Wales Hospital, Bridgend, sb¢hadren and young people

do not have to wait too | ong for an appoin
clinico. This is a short appointment when
their families to work out if there is any service the Child Badhily Clinic can offer

or if they would be better going somewhere else. The reason we set this up was
because some families have waited over 6 months to be seen.

We now need to find out if the changes we have made are better or not. To do this |

would like to speak to children and young people, with their family, to see what they

think. | would like to talk to people who came to the Child and Family clinic before

we changed things and would also like to talk to families who came to the triage

clinic.

Why Have | Been Selected to Participate?

A sample of families seen under the old appointment system and new triage clinic are
being invited to participate. These families are being selected upon the basis of the
time period during which they had their firgtpintment.

What is Involved?

Children, young people and their families are invited to take part in an interview
conducted by myself. The interview can take place at your home or another venue
convenient to yourselves. The purpose of the interview isnferto hear from
children, young people and their families about their experience of getting an
appointment with the Child and Family Clinic. The interview will last480minutes.
Children and young people can be seen with or without their parents & aaithiey
prefer.

This interview will be recorded. When all data has been recorded and transcribed, i.e.
written down exactly as stated on the tape, the recording will be destroyed. These
notes will be securely stored by myself on Cardiff University presis

Consent to take part in the research study may be withdrawn at any time.

Do | Have to Take Part?

Whether you take part or not is entirely your choice. If you decide to take part, you

will be given this information letter to keep and you will be askedign a consent

form. A copy of the consent form wil/| be pl
You can withdraw your consent at any time.
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Your decision to take part or not with the research project or, if you withdraw from
the project, will not affect # standard of care you receive from the Child and Family
Clinic.

What are the Possible Risks or Disadvantages of Taking Part?
The only disadvantage to taking part in the study is that it will require you to give up
a little of your time to be interviewed.

What are the Possible Benefits of Taking Part?
The main benefit to taking part in the study is that you will have the opportunity to
give your opinion about the appointment system of the Child and Family Clinic. Your
views will influence the way the sece develops.

What if Something Goes Wrong?

If you are unhappy about the way you have been treated during the course of this
research study, you are entitled to complain through the normal Pontypridd &
Rhondda NHS Trust complaints route.

Will Taking Partin the Study be Confidential?

All information which is collected about you during the course of the research will be
treated as confidential. Any information which leaves the clinic will have your name
and address removed from it so that you cannot beifigel from it. Your GP will be
informed that you have consented to take part in this study, but what you say in your
responses will not be given to the GP. Any information that you give as part of the
research may be examined by my academic superviseotved in the research
study to ensure the study is being carried out correctly.

Any publication arising from this research will only contain detail that does not
identify the source, that is there will be no names and addresses associated with
directly quoted material.

What Will Happen to Results of the Study?
The initial results of the study will be reported as a poster in the Child and Family
Clinic and later through publications in academic journals.

Who is Organising and Funding the Research?
Cardiff University is responsible for sponsoring the research. The Health Foundation
is providing funds to support this research project.

Who has Reviewed the Study?
The study has been reviewed by Bridgend, Neath, Port Talbot and Swansea Local
Research Ethics@nmittee.

Contact for Further Information

For further information about any aspect of this research please contact Nicola Evans,
School of Nursing & Midwifery Studies, 353 Newport Road, Cardiff CF24 0AB or

by telephone 02920 917830.
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Thank you very muchor carefully reading the above notes, and for considering
whether you like to take part in the study.
[Cardiff University headed paper]

Respondent Number:

Patient Consent Form- Parent

Title of Project: Addressing and Managing Demand on the Child and
Adolescent Mental Health Service (CAMHS)

Name of Researcher: Nicola Evans

Please initial box

1. | confirm that | have read and understand the information sheet dated[date]

4.

(version 3)
for the above study and have had the opportunity to ask questions.

| understand that my participation is voluntary and that | am free to withdraw at
any time, without giving any reason, without my medical care or legal rights
being affected.
I understand that sections of any of my medical notes may be looked at by
Nicola Evans or her supervisors from Cardiff University or from regulatory
authorities
where it is relevant to my taking part in research. | understand that any
information
about me will be anonymous for the purpose of this study. | give permission for
these
individuals to have access to my records.
| agree to take part in the above study.
Name of Parent or Carer Date B
Signature
Name of Person taking consent Date
Signature
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(if different from researcher)

Researcher Date
Signature
1 for patient; 1 for researcher; 1 to be kept with hospital notes
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Patient Information Sheet- Child

Research projecAddressing and Managing the Demand on the Child and Family
Clinic

Purpose of the study

We have been trying to impve the appointment system in the Child and Family
Clinic at the Princess of Wales Hospital, Bridgend, so that children and young people
like yourself do not have to wait too long for an appointment. We have started
running a #ftri agd appoinimant when we Tamimset dhiklrena s h o
young people and their families to work out if there is any service the child and
Family Clinic can offer or if they would be better going somewhere else. The reason
we set this up was because some families waitedg time to be seen.

We now need to find out if the changes we have made are better or not. To do this |
would like to speak to children and young people, with their family, to see what they
think. 1 would like to talk to people who came to the Child &amily clinic before

we changed things and would also like to talk to families who came to the triage
clinic.

Why Have | Been Selected to Take Part?
The children and young people and their families have been chosen because they
attended their first apji@ment during a particular month.

What is Involved?

All families will be asked if they would talk to me about what it was like for them
coming to the Child and Family Clinic. | will tape record our talk, so that | can play it
back and write it down exdgtas stated on the tape. You can hear what your voice
sounds like on the recorder if you want. After | have written it down, the recording
will be destroyed.

I will meet with families either at their home or at a place that is convenient for
families, sub as the Clinic, or the school. | will see children with or without their
parents whichever they prefer. The meetings will take betwed 3finutes.

The notes | make from the recording will be safely stored in Cardiff University so
that nobody else caiead them.

Do | Have to Take Part?

Whether you take part or not is your choice. If you decide to take part, you will be
given this letter to keep.

You can change your mind and stop taking part at any time. This will not affect any
contact you have with €hChild and Family Clinic now or in the future.

What are the Not so Good Bits of Taking Part?
I will need to take up some of your time to talk to you. This will probably be at your
home or in a place that is easy for you and your family to get to.
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What ae the Good Bits of Taking Part?

What you say will help us decide if we are organising the appointments properly in
the Child and Family Clinic.

Wi | | Ot her People Know What 1 6ve Said in th
All information which is collected about you duringetbourse of the project will be

treated as confidential. That means | will not be able to repeat things you have said to

me and say that it was you who said it. The only time | may have to say anything to

anyone else is if | am very worried about the satétsomeone in the family. | will

have to tell someone about that

Your Family Doctor will be told that you have agreed to take part in this project. Any

information that you give as part of the project may be looked at by my academic
supervisors to chedkis being carried out correctly.

What Will Happen to Results of the Study?

The initial results of the study will be put on a poster in the Child and Family Clinic.
After the project is complete, articles will be written for journals, or magazines that
are read by doctors, nurses, social workers and other people who work in the hospital.

Who is Organising and Funding the Research?

Cardiff University is responsible for sponsoring the research. This means Cardiff
University is responsible for making suteetresearch is done correctlshe Health
Foundation is providing money to pay for the project.

Who has Reviewed the Study?

The study has been reviewed by Bridgend, Neath, Port Talbot and Swansea Local
Research Ethics Committee. This committee makes thate projects for people
living in your area are done properly.

Contact for Further Information

For further information about any aspect of this project please contact Nicola Evans,
School of Nursing & Midwifery Studies, 353 Newport Road, Cardiff CF24AB or

by telephone 02920 917830.

Thank you very much for carefully reading the above notes, and for deciding whether
you would like to take part in this project.
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[Cardiff University headed paper]

Respondent Number:

Patient Consent Form- Child

Title of Project: Addressing and Managing Demand on the Child and
Adolescent Mental Health Service (CAMHS)

Name of Researcher: Nicola Evans

Please tick box

1. | have read and understand the information sheet about this research study.

2. lunderstand that | can choose whether or not to take part. | can change my
mind at any time and stop taking part later if | want.

3. lunderstand that any information about me will be anonymous, that means
will not have my name or address on it.

4. | agree to take part in the research study.
Name of Child or Young Person Date -
Signature
Name of Person taking consent Date
Signature

(if different from researcher)

Researcher Date
Signature
1 for patient; 1 for researcher; 1 to be kept with hospital notes

pr2

pr2
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Family Recruitment Poster

CARDIFF

UNIVERSITY

PRIFYSGOL

CAFRDY®

Child & [ nily Clinic

® O What did you think of your
first appointment here?

The Child and Family Clinic has introduced a new way of organising first appointments. You
may be familiar with the ‘Triage clinic’ at which children and young people are now seen for
the first time.

1 am currently working with the Child and Family Clinic at the Princess of Wales Hospital to
find out what people think about the new triage clinic and how it compares to the previous ap-
pointment system.

As well as asking practitioners in the Child and Family Clinic, and referrers like GPs, School-
teachers and Social workers, I am very interested to hear about your experience of
being referred to and your first appointment here.

If you would like to offer your
views in confidence, please either
complete you name and address and
post in the envelope below or con-
tact

Nicola Evans
Phone: 02920 917830

Email: EvansNG@cf.ac.uk

Mental Hoalth & Learning Disabliitios Directorate
School of Nursiag & Midwifery Studies
Cardiff University

Nicola Evans
Phone. 02920017830
Emak EvanshG@ct ac Uk
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GP Letter
[Cardiff University Headed Paper]

[GP name & address]

[Date]

Dear [GP]

Re research studyUsing Action Research Methodology to Inform the
Development, Implementation and Evaluation of a System of Care that
Addresses the Demand on a Child and Adolescent Mental HelalTeam

I would Ili ke to inform you that [ pati ent O s
research study that | am conducting as part of my PhD studies at Cardiff University

under the supervision of Professor D Allen.

Please find enclosed a copy of theommfiation sheet that they were given, so that you

have an understanding of the project outline.

If you require further details of the project, please feel free to contact me.

Yours sincerely

Nicola Evans

Lecturer

School of Nursing & Midwifery Studies
Tel no: 02920 917830

Email: EvansNG@cf.ac.uk



Practitioner Consent Letter

[Cardiff University Headed Paper]

[Name of practitioner
Address of practitioner]

[Date]
Dear [Practitioner]

| would like to invite you to take part in a research project treah doing for my

PhD studies at Cardiff University under the supervision of Professor D Allen.

| have enclosed an information letter that gives an overview of the project in addition
to a description of what would be expected from you if you agree tipate. If

you would like further information to aid your decision making, please feel free to
contact me.

| would be very grateful if you could respond to me within 2 weeks of the date of this
letter.

Thank you very much for your careful consideratand for consenting to participate
with this study.

Yours sincerely

Nicola Evans

Lecturer

School of Nursing & Midwifery Studies
Tel no: 02920 917830

Email: evansng@cf.ac.uk
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[Cardiff University Headed Paper]

Project Information Sheet

Project Tite: Addressing and Managing the Demand on a Child and Adolescent
Mental Health Service

Purpose of the study

The aim of the project is to develop, implement and evaluate a system of care that
addresses the demand placed upon a Child and Adolescent Meatti Hervice
(CAMHS). The current demand exceeds the service provision with the result that
referred cases remain on a waiting list for assessment and treatment for
approximately 6 months. This project is designed as an evaluation of practice
development.

A system of triage, or brief assessment of cases referred to CAMHS is being
established, with the intention of improving the system of making decisions about
suitability and prioritisation of referred cases. Having introduced a new method of
working, it is imperative that the impact of the new system is systematically
evaluated.

The proposed evaluation will contain two strands:

1. An evaluation of the impact of the new system of working upon patients,
referrers and practitioners within the team

2. An evaluationof how the practitioner team has negotiated the process of
change.

Selecting Participants

| am asking all practitioners within the Bridgend team of Pontypridd and Rhondda
NHS Trust Child and Family Service to take part in the research. This will exclude
people who join the team for brief periods, such as student nurses.

What is Involved?

All practitioners will be asked to consent to be audiotaped during the team meetings
on a once monthly basis. The data collection will take place over a period of 12
morths. All practitioners will be asked to consent to being interviewed once pre
intervention (introduction of triage system) and once-pustvention.

For those practitioners who decide not to consent to the study, their contributions to
team discussionill not be transcribed and used in analysis.

Do You Have to Take Part?
Whether you take part or not in the research study is entirely your choice. Given that
the study is evaluating a change in clinical practice, your choice to take part in the
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study islimited to whether you would like to contribute to the evaluation of the
change. Whether you contribute to the new clinical working practices needs to
determined between you and your line manager.

If you decide to take part in the study, you will be gitkis information letter to

keep and you will be asked to sign a consent form. You can withdraw your consent at
any time.

What are the Possible Risks or Disadvantages of Taking Part?
You will be required to give up a little of your time to be interviewed

What are the Possible Benefits of Taking Part?
The main benefit to taking part in the study is that you will have the opportunity to
give your opinion that may influence future developments within your service.

Will Taking Part in the Study be Conédtial?

All information that is collected about you during the course of the research will be
treated as confidential. Any information collected from you will have your personal
details removed from it so that you cannot be identified. Any informationythat

give as part of the research may be examined by my research supervisor to ensure the
quality of the study is satisfactory.

What Will Happen to Results of the Study?
The initial results of the study will be reported to the patients through the Cidild a
Family Clinic and later through publications in academic journals.

Who is Organising and Funding the Research?

Cardiff University is responsible for sponsoring the research; this means Cardiff
University are responsible for the monitoring and supeEmwisf the study. As | am
conducting this project for my PhD studies, | will be supervised by Professor D
Allen.

An application has been made to the Health Foundation to fund the research.

Who has Reviewed the Study?
The study has been reviewed by Bridde Neath, Port Talbot and Swansea Local
Research Ethics Committee.

Contact for Further Information

For further information about any aspect of this research or to be sent a copy of the
research proposal that was submitted to the Local Research Ethicsitanplease
contact Nicola Evans, School of Nursing & Midwifery Studies433\ewport Road,
Cardiff CF24 0AB or by telephone 02920 917830.
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Respondent Number:

Practitioner Consent Form

Title of Project: Addressing and Managing Demand on the Child and
Adolescent Mental Health Service

Name of Researcher: Nicola Evans

Please initial box

1. 1 confirm that | have read and understand the information letter dated [date]

(version 1)
for the above study and have had the opportunity to ask questions.

2.l understand that my participation is voluntary and that | am free to withdraw at
any time, without giving any reason.

3. | agree to take part in the above study.
Name of Practitioner Date
Signature
Researcher Date
Signature

1 for practitioner; 1 for researcher;
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Referrer Information Letter

[Cardiff University Headed Paper]
[Referrer Name

Referer Address]

[Date]

Dear [Referrer]

Research studyJsing Action Research Methodology to Inform the Development,
Implementation and Evaluation of a System of Care that Addresses the Demand
on a Child and Adolescent Mental Health Team

| would like to invie you to take part in a research project that | am doing for my
PhD study at Cardiff University under the supervision of Professor D Allen. Please
find enclosed an information sheet that gives an overview of the project as well as
what would be expected participants.

You may be aware that the CAMHS Service, also known as the Child & Family
Clinic, in the Princess of Wales Hospital, Bridgend has been operating a Triage
Clinic on a regular basis since September 2005. Predating this was a 4 month trial
period between Apriuly 2005.

The reason for setting up this Triage Clinic was to address the long waiting lists for
the Bridgend CAMHS service. In trying to evaluate this new initiative, we very much
would like your view of the triage clinic.

Thank yas very much for carefully reading the enclosed notes, and for considering
taking part in this study.

To take part, please complete and return the enclosed questionnaire. If you would be
able to offer further information, please either complete the seactiothe form or
leave contact details so that | can have a telephone conversation with you.

If you would like to discuss any aspect of the research propetse feel free to
contact me on the details overleaf.

Yours sincerely

Nicola Evans

Lecturer

School of Nursing & Midwifery Studies
Tel no: 02920 917830

Email: Evansng@cf.ac.uk
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Project Information Sheet Referrers

Project Title: Addressing and Managing the Demand on a Child and Adolescent
Mental Health Serice

Purpose of the study

The aim of the project is to develop, implement and evaluate a system of care that
addresses the demand placed upon a Child and Adolescent Mental Health Service
(CAMHS). The current demand exceeds the service provision with st that
referred cases remain on a waiting list for assessment and treatment for
approximately 6 months.

A system of triage, or brief assessment of cases referred to CAMHS is being
established with the intention of improving the system of making desisabout
suitability and prioritisation of referred casd$e triage clinic will involve a brief
assessment that lasts approximately 20mins. Families are given questionnaires to
complete in the waiting area when they arrive for their appointnidmd. refered

child or young person are then interviewed usually with their family or carers to
establish the main problem areas, the degree of impairment in functioning of the child
or young person and the level of risk. This information along with the information
generated by the questionnaires are used as afbagsiecisionmaking about the
contribution that CAMHS ould offer the referred child or young person.

The possible outcomes from a triage are for the child or young person to
1 Be allocated immediately

1 Be allocated for a specific intervention and be told approximately how long
they will wait for that appointment

1 Be referred to the primary mental health worker who can liaise with the
appropriate provider in primary care

1 Be referred on to a more suitable agg

1 Be discharged, with or without useful information as appropriate (such as
reading material, or web address).

A letter indicating the outcome of the triage is then sent back to the referrer.

Having introduced a new method of working, it is imperathat the impact of the
new system is systematically evaluated.

The proposed evaluation will contain two strands:

3. An evaluation of the impact of the new system of working upon patients,
referrers and practitioners within the team

4. An evaluation of how therpctitioner team has negotiated the process of
change.
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Selecting Participants

All practitioners who referred children and young people to Bridgend CAMHS within
the 12 months preceding the project start date will be invited to participate in this
study.

What is Involved?
All practitioners will be asked to complete a questionnaire at 2 points after the new
triage system has started; at 6 months and at 12 months.

Do You Have to Take Part?

Whether you take part or not in the research study is entirely glaice. If you
decide to take part, you will be given this information letter to keep and you will be
asked to sign a consent form. You can withdraw your consent at any time.

What are the Possible Risks or Disadvantages of Taking Part?
You will be requied to give up a little of your time to complete the questionnaires.

What are the Possible Benefits of Taking Part?

The main benefit to taking part in the study is that you will have the opportunity to
give your opinion that may influence future developteewithin the CAMHS
service.

Will Taking Part in the Study be Confidential?

All information that is collected about you during the course of the research will be
kept strictly confidential. Any information collected from you will have your personal
detals removed from it so that you cannot be identified. Any information that you
give as part of the research may be examined by my research supervisor to ensure the
quality of the study is satisfactory.

If you withdraw consent to take part in the study, datayou previouslycontributed

to the study will be destroyed.

What Will Happen to Results of the Study?
The initial results of the study will be reported to patients and referrers through the
Child and Family Clinic and later through publications indegaic journals.

Who is Organising and Funding the Research?

Cardiff University is responsible for sponsoring the research; this means Cardiff
University are responsible for the monitoring and supervision of the study. As | am
conducting this project fomy PhD studies, | will be supervised by Professor D
Allen.

The research is being funded by the Health Foundation.

Who has Reviewed the Study?
The study has been reviewed by Bridgend, Neath, Port Talbot and Swansea Local
Research Ethics Committee.
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Conta¢ for Further Information

For further information about any aspect of this research or to be sent a copy of the
research proposal that was submitted to the Local Research Ethics Committee, please
contact Nicola Evans, School of Nursing & Midwifery Studi@s43 Newport Road,

Cardiff CF24 0AB or by telephone 02920 917830.

Thank you very much for carefully reading the above notes, and for considering
taking part in this study.




Referrer Survey Letter

Cardiff University Headed Paper]

[Referrer Name
ReferrerAddress]

[Date]

Dear [Referrer]
FINAL survey

Research studyJsing Action Research Methodology to Inform the Development,
Implementation and Evaluation of a System of Care that Addresses the Demand
on a Child and Adolescent Mental Health Team

Please could you complete and return the enclosed questionnaire relating to the
CAMHS Triage service. This has been in operation for 15months in total and we are
now at the stage of the final data collection. Even if you have completed a previous
guestionnairgyour current views are valuable.

| have not included an information sheet this time, but should you like one, or to
discuss the project, please contact me.

Yours sincerely

Nicola Evans

Lecturer

School of Nursing & Midwifery Studies
Tel no: 02920 97830

Email: Evansng@cf.ac.uk
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Appendix Seven Specialist CAMHS at Tiers 2 and :

Specialist mental health services for children and young people up to their 18th

birthday, including:

i

i

c: c: c: c: c:

c: c: c: c: c: c:

Liaison with and consultatiom tother agencies.

Assessment and treatment of psychiatric and reevelopmental disorder,
including

Psychosis

Depressive disorders

Attention Deficit Hyperactivity Disorder

Autistic spectrum disorders

Touretteds syndrome and complex tic
Seltharm and suicide attempts

Eating disorders

Obsessive compulsive disorder

Phobias and anxiety disorders

Mental health problems secondary to abusive experiences

Mental health problems associated with physical health problems and

somatoform disorders

The fdlowing services can also be provided exclusively by specialist CAMHS but in some

areas may be provided for by other agencies and specialists such a community paediatricians,

health visitors and mutagency teams, with input by specialist CAMHS workers:

i

Services for under five year olds with milder behaviour or sleep problems
(e.g. provided by health visitor sleep and behaviour clinics)
Mental health problems associated with learning disability (e.g. provided by
multi-agency teams)
Disruptive behaviour an@onduct disorders (e.g. Youth Offending Teams
and local authority services)
Adjustment disorders (e.g. voluntary sector services dealing with parental
separation)
Elective mutism (e.g. speech and language therapy services)
Elimination problems (e.g. pa&diic and health visitor services)

(York and Lamb, 2005)
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