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Challenges in consultation and training: Chapter 2

lacked the confidence and so-called expertise to continue arguing against the model. One can
speculate that leaving the service was the only way counsellors could protest against the
inappropriate model. One can extrapolate from this example to consultation and training: The
consultation and training process is unlikely to work if the consultees do not experience the
consultants' framework as being compatible with their own values and with client needs. Turton
concludes: "The point is not magnanimously to share our (emphasis in the original) knowledge
and skills with them, but to share in their knowledge and skills as well as giving what is valuable
in ours" (1986: p.99).

2.7.5. Resources: Staff and time

Consultation and training aims to address the shortage of professionals such as psychologists.
However, it is well documented that front-line workers themselves are overburdened with work.
It has already been mentioned that the Community psychiatric nurse at Tintswalo Hospital has as
little as five minutes to assess and treat each patient (Lee, 1990) and that this is considered a
typical problem. This is why Freeman (1990a) advocates decentralisation - a shift of the work-
load to clinic nurses to free the community psychiatric nurse for the more difficult and complex
cases. However, as Freeman (1989b) points out, training workers makes no sense unless they
have the time to use their knowledge, and even the most efficient interventions require a lot of
time. Consultation and training programmes are hindered if there are insufficient resources to

avail care-givers of the time to spend attending to their clients' psychosocial needs.
2.7.6. Role adequacy

Shaw, et al. (1978) wrote about anxiety about "role adequacy" (p.164) to describe mental health
workers' feelings that they lacked confidence, knowledge and skills to identify and intervene with
certain disorders. This perception of their abilities influenced their belief that successful
interventions could be made with a group of clients with alcoholism. Even asking for consultation
or help may be viewed by the consultee as a weakness reflecting a lack of adequacy and therefore
may also contribute to resistance of consultation (Caplan & Caplan, 1993). The consultation and
training process will be affected by the consultee's degree of anxiety about role adequacy. It is
expected that the process of trainin‘g will address some of these feelings of inadequacy.

2.7.7. Role legitimacy
Shaw, et al. (1978) found that some consultees faced with alcohol abuse problems felt that they

had the right to ask their clients for information about drinking ("role legitimacy"), (p.164).
However, some thought they did not have the right to ask questions and that working with
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alcohol related problems was not a legitimate part of their jobs. Clearly, the more legitimate the
role is in the eyes of the consultee, the consultant, other professionals and especially clients, the

more successful consultation and training is going to be.

2.8. HIERARCHICAL PROFESSIONAL RELATIONSHIPS

One issue underlies the aforementioned factors which are seen to inhibit or facilitate consultation
and training. This is the issue of professionalisation. Each factor mentioned in the previous
section will now be explored in the light of the system of professions and power relationships
implicit in professional hierarchies.

2.8.1. Support and professional hierarchies
2.8.1.1. Personal support and experiences

Caplan & Caplan (1993) advises that the consultation relationship should be non-hierarchical.
They describe this non-hierarchical, egalitarian relationship as a relationship of "coordinate
interdependence” (p.60). Caplan & Caplan (1993) advise that in order to maintain such a
relationship a contract should be negotiated prior to consultation:

"The contract should also specify what the consultant will not (emphasis in the original) do; for
example psychotherapy for personal problems of consultees, discussion of intrastaff problems such as

relationships of line workers and supervisors, or intervention in staff conflicts" (p.54).

Of course, consultants have the right to define their role but this is typically a unilateral decision.
What if consultees thought it would be helpful to discuss their personal experience, particularly
since front-line workers are considered appropriate counsellors because of the very nature of their
personal experiences (for example, Karafat & Boroto, 1977), and their status as natural helpers?
It seems as if the decision to avoid discussion of personal feelings and to provide support for
personal experiences could be made only in the context of an hierarchical professional
relationship.

It is possible that if consultants refuse to allow personal experiences and feelings in consultation,
they may paradoxically, be unwittingly reinforcing their professional power. Gyarmati (1975)
writes that professions maintain their dominance through a university education system which
devalues "knowledge acquired outside the formal system by means of practical experience,
autodidacticism, etc.” (p.648). There seems to be a contradiction in the literature between

holding natural helpers in regard for their informal knowledge and personal experience, and not
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allowing this to be discussed in consultation sessions for fear of the making the consultee feel
subordinate to the consultant as argued by Caplan & Caplan (1993). For example, if a
paraprofessional health worker has struggled to help her own child overcome enuresis, she is
ideally suited to help other mothers with the same issue. If her personal experience and feelings
about the case are not included in the consultation discussions, valuable knowledge is overlooked.
To exclude such knowledge may function to support the dominance of university-educated
professionals and reinforce inadequate feelings of subordinate professionals and paraprofessionals.
The nonhierarchical ideal cannot be achieved in this context, and the consultation and training
process may be hampered. If personal experience and informal knowledge of the consultee is
included, and seen as valuable, role adequacy and egalitarian relationships are more likely to be
fostered.

An unusual deviation in the tradition is described by Spratley (1987) who takes a
psychodynamically-oriented approach, and asks consultees questions like: "How does the client
make you feel?" and "Who in the past does the client remind you of?" Spratley believes that it is
important that the consultee likes the client and that their relationship is not harmed by negative
feelings towards the client. He writes that consultees cannot fail to bring their own experiences
into the relationship with their clients, and these can be explored in consultation. Nowhere does
Spratley write that he has found this a dangerous practice or that the consultee feels intruded
upon, or put down. Rather, dealing with these feelings seems to be a necessary part of the
consultant's role. How else can the consultee receive emotional support and increased
understanding of the dynamics of the case, as Caplan (1970) suggests?

2.8.1.2. Role support

In the study referred to above, Mgoduso & Butchart (1992) concluded that the eighteen nurses
they had trained were unable to use their skills in the context of the intraprofessional power
relationship between nurses and matrons. The nurses were not supported in the new role they
tried to take on and did not have the intra-professional power to make the changes necessary to
support their new roles. Mogoduso & Butchart argue that these hierarchical relationships help to
maintain the hegemony of the biomedical model which in turn maintains the focus on the
individual rather than socio-political roots of illness. The important point for the present study,
however, is that consultation and training aims for front-line workers such as nurses to change

their roles, and unless agency support is given for these new roles, consultation and training will
fail.
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2.8.2. Professional politics and frameworks

It makes sense that the more powerful a profession is, the more likely and able it is to impose its
framework of theory and practice on a subordinate profession or group of paraprofessionals.
Turton's (1986) study has already been mentioned as an example of a more powerful (middle-
class, white) group imposing their counselling model on a less powerful (working-class black)
nonprofessional volunteers. Turton argued that the trainee counsellors did not have the
knowledge or wherewithal to argue with the so-called "expert", professional trainers. They did,
however, leave the agency which may have been a expression of their lack of faith in the model in
which they were trained. The medical profession has also been criticised for imposing its
biomedical framework on less powerful audiences such as the nursing profession and the general
population to the exclusion of a psychosocial one (for example, Seedat & Nell, 1992). Abbott
(1988) argues that the unequal balance of power which allows imposition of frameworks, rests
partly on the knowledge base which the superordinate profession possesses and which defines
them as expert, and serves to accomplish legitimation of their jurisdiction. Furthermore, Abbott
points out that superordinate professions, like medicine, rarely lose the ability to instruct
themselves, whereas subordinate professions such as nursing often lose this ability to dominant
professions. The result of instruction by a dominant profession is that the values, theory and
practice of that profession are passed on, hence maintaining the culture and therefore power of
that particular profession. Rose (1992) describes how the Tavistock institution has managed to
spread psychoanalytic "therapeutics" (p.1), which describes the way events are problematised,
diagnosed and remedied. Instead of teaching professionals, Rose (1992) argues that training is a
matter of:

"transfiguring (emphasis in the original) them, remaking their personhood at a very fundamental
level, so that the ways in which they experience the world and their own desires would be

indistinguishable from the Tavi's own" (p.2).

Gyarmati (1975) points out that not only is education controlled by superordinate professions, but
in order to maintain dominance,

"It is...necessary to draw up a set of rules governing the role of each group, its sphere of competence
and corresponding rights and obligations ... the hierarchical relationships between several
occupational groups, and so on ... to co-ordinate the activities of the various occupations and to

regulate and supervise them" (p.633).

Now, consultation and training is frequently defined as a relationship in which an expert helps a
non-expert to do the work (for example, Caplan & Caplan, 1993; Williams, 1982). On the other
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The question of power, and of psychology imposing frameworks on other groups, will be taken
up in a later section in which parallels are drawn between biomedical power and the power of the
psychology profession.

2.8.3. Professional politics and resources

Mgoduso & Butchart (1992) found that the nurses in their study were unable to implement their
skills because of a lack of resources such as time and privacy. Because of their subordinate
professional position and lack of autonomy, they could not make the changes in the system to
enable them to create resources to counsel their clients.

In theory however, consultation and training assumes that front-line workers will be able and
willing to fill the gap for the shortage of psychologists. Botsane (1990) argues that although
there is a drastic shortage of psychologists, psychiatrists and other mental health professionals as
well as psychiatric nurses, it is traditionally the nurse, who is not always sufficiently trained and
overburdened, who has to fill the gap resulting from this shortage. Vitus (1990: p.35) writes in
this respect: "While psychiatrists, psychologists and social workers have fought about who
should do the work, nurses have had to get on with it." It follows that unless it is negotiated with
the professional or paraprofessional groups who are expected to fill the gap, and unless consultees
are empowered to create more flexible working conditions, consultation and training efforts will
be blocked by a lack of resources. Caplan (1970) recognised this problem:

"...nurses are particularly sensitive to being given extra burdens, which not infrequently happens
when people higher in the public health authority system react to new ideas and add new functions to

the agency without being able to supplement its resources " (p.71).

Because of their relative low status in the hierarchy, Caplan (1970) believes that nurses may have
to

"...work out ways of resisting pressure from the higher levels of the power hierarchy, who may try to
force them to take on all kinds of new responsibilities as the changeable winds of fashion blow.
...Public nurses are...trained to adopt a disciplined compliance with orders from above. The result has
been the development of a subtle informal type of passive or hidden resistance to pressure and a
cultural suspiciousness of promises of support and extra resources to be given in return for

supplementary or new duties" (p.75).

If consultation is viewed by consultees as a powerful imposition of extra work, they may react by
passive resistance, thus rendering the consultant powerless. There seems to be a danger in
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consultation and training being perceived as a new idea, or fashion which translates into more
unrewarding work for the already overburdened consultee.

A recent article (Schaufeli & Janczur, 1994) contains a list of factors positively correlated with
burnout in nurses. These include: time spent in direct contact with patients, emotional demands
of patients, patients with poor prognosis, a heavy workload, poor personal support and role
conflict and ambiguity. Consultation and training requires that care-givers have more direct
contact with patients, and are more in touch with the emotional demands of patients who may
also have poor prognoses or insurmountable social problems. All of this in addition to an already
heavy workload in the context of poor support and role conflict adds up to high risk for burnout.
Nurses and other care-givers may avoid the psychosocial needs of clients and resist consultation
and training in order to protect themselves from burnout. Consultants need to acknowledge the
risk and include protective measures in their work in order to facilitate the consulting process.

2.8.4. Role adequacy, legitimacy and confusion

This section is based on the argument that subordinate professions and paraprofessionals are more
likely to experience role inadequacy, lack of role legitimacy and role confusion than members of
more autonomous professions.

Paraprofessionals may be particularly prone to experiencing role confusion. The paraprofessional
movement has grown in response to personnel deficits in health care systems. It has been argued
that paraprofessionals have also proved to be more efficient in delivering mental health care
because they bridge the gap between consumer and professional, and because of their knowledge
of communities (Karafat & Boroto, 1977). It is also a commonly held belief that better mental
health care can be provided by an 'ethnic' or 'racial' equal, but this is an hypothesis which has not
been conclusively demonstrated (Sue, 1988). Their training and employment is also less
expensive than professional training and employment, the "least noble" factor giving rise to the
movement (Morell, 1979). Their usefulness as natural helpers makes them obvious target
consultees.

Community psychology often concerns itself with psychologists moving away from front-line
work to new roles such as "administrator, trainer, consultant, researcher and conceptualiser”
(Karafat & Boroto, 1977: p.9). Paraprofessionals are one group that can provide front-line,
direct services. However, Karafat and Boroto point out that their roles are not always clearly
defined. This results in lack of identity and low morale as paraprofessionals are not always sure
where they fit in the overall scheme of mental health care provision (role legitimacy and role
inadequacy). Role confusion may lead to friction with professional members of the team over

-22-



Challenges in consultation and training: Chapter 2

who does what. Finally, paraprofessionals may be evaluated (presumably by professionals,
consumers and themselves) by unfair professional criteria which would further reinforce role
inadequacy. Tensions between professionals and paraprofessionals resulting from differences in
status, power and salary and conflict over who really does the work makes the consultant's task
difficult to achieve (Morell, 1979). Although roles are more clearly defined in professions such as
nursing, friction may arise if psychologists are seen to be redefining them by giving away the work
(Hollister, 1982).

Abbott (1988) argues that traditionally professions have been defined partially by the body of
abstract knowledge that they possess. The more members of a profession are associated with
pure abstract knowledge, the higher the status they have (for example, academics in medicine).
The practical work which actually legitimises a profession tends to compromise abstract
knowledge with practical realities and therefore tends to be delegated to low-status professionals
(for example interns within a profession or nurses) or paraprofessionals, particularly if it is
unrewarding and routine work. Sometimes when unrewarding and routine work is given away it
loses its worth and actually serves to reinforce the degradation of the group of people doing it
(Abbott, 1988).

If Abbott is right, psychologists may be reinforcing their higher status by taking on roles such as
consultant and researcher and giving away 'hands - on' work. Therefore inadequate feelings
amongst both subordinate professionals and paraprofessionals may be reinforced. This is
particularly so when one considers that hands-on work is time-consuming, emotionally draining
and does not bring financial rewards (except in the private sector where psychologists are unlikely
to relinquish their jurisdiction to paraprofessionals or subordinate professionals). This is probably
why Orford (1992) suggests that consultants must be experienced in areas in which they consult,
and continue to have hands-on experience with the work in order to maintain credibility with the
consultee.

Magical powers are often attributed to psychologists. For example, Seedat & Nell (1992)
describe responses to the presence of a psychologist in a clinic in Soweto. These include fear that
the psychologist could read minds and other anxieties that the psychologist could intrude
uninvited into the intrapsychic worlds of the clinic team members. Seedat & Nell (1992) suggest
that the magic powers attributed to psychologists may arise from the expectation that clients
surrender their inner worlds to the psychologist, 'the expert', and that psychologists are seen to
have special powers of observation which can be employed in interactions beyond clinical
encounters. It is possible that the lay perception that psychologists have magical powers may
arise from the professional knowledge which psychologists possess and paraprofessionals and
subordinate professions do not. It is possible that this knowledge (perceived as magic) may be
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3.2.2. Enthusiasm about support

All target consultees, i.e. professional nurses and social workers (7) and paraprofessionals (5)
interviewed expressed the need for more work-related support when they deal with their clients'
emotional and behavioural problems, for example, needing to be reassured that they were doing
the right thing, "on the right track". Suggested support from the psychologist or intern in
individual case consultation for those (9) who were not receiving it was considered a good idea.
Suggestions for staff support groups and case conferences, neither of which was offered at the
time of the interviews to any of the target consultees, were unanimously met with enthusiasm. All
of the consultants interviewed placed high priority on their role as support-giver.

3.2.3. Joint assessment and intervention

Most (11) target consultees thought that joint assessment and counselling is a more supportive
way of working than pure consultation, mainly because of feelings of role inadequacy. One
paraprofessional however, preferred pure consultation and felt that the presence of the
psychologist in the session would be anxiety provoking and undermining;

"I have my ways of working with the client. If someone else is there, I don't know if [ am doing the

right thing."
An intern psychologist interviewed, felt strongly that:

"you can't sit back and say to them 'you do the work and I'll supervise you', you have to model or co-

counsel."
3.2.4. The role of management in support

Only one social worker and one professional nurse mentioned superiors/ managers as a source of
work-related support. The paraprofessionals and professionals at the MCHP were reportedly
supported by one another and the psychologist or intern and did not mention management as a
source of support.

Three professionals actively complained about the lack of support from management. One social
worker reported that she sees her supervisor only once a month and most of the time is spent
checking files and statistics rather than offering support and discussing the case-load. A
professional nurse felt undermined by her employers (lack of role support), and her informal role
as counsellor and innovations within her organisation were not sanctioned or appreciated by
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(111) The presence of personal support, and space for exploration of personal feelings, experiences
and counter-transference issues.

(iv) Successful resolution of personal problems which increases the confidence and desire to help
others.

On the other hand, the following factors are inhibititive:

(1) Lack of role support, particularly from managers.

(i) Consultees' experience that the consultation and training approach is imposed by unhelpful
psychologists who are unwilling to use their skills in case-work.

(i) Consultees' experience of being overburdened and the concomitant perception that
consultation and training means extra work.

(iv) Consultees' non-acceptance of a counselling approach which does not permit advice giving.
(v) Feelings of role inadequacy and lack of role legitimacy.

(vi) Lack of resources.

The following chapter consists of a discussion of the findings and recommendations regarding the

future practice of consultation and training.
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CHAPTER FOUR: DISCUSSION AND RECOMMENDATIONS

4.1. INTRODUCTION

Salient points from the thematic analysis of results are taken up for discussion in Chapter four.
Recommendations are made regarding the future practice of consultation and training. In the
conclusion, areas for further research are suggested.

4.2. THE CASE OF SUPPORT FOR PERSONAL PROBLEMS

The expressed need for work-related support is not unremarkable and supports Hargrove's (1982)
contention that this is a much neglected area. What is striking however, is the value attached to
personal support and the use of personal experience in consultation and training by consultees
who have used the consulting service at Mamre. It has been noted that this level of support is
unusual and probably due to the influence of psychology in the design of the services at the
MCHP. Usually in health care teams psychology is not accorded enough power to have the
influence it has in the MCHP.

As far as personal support and the inclusion of personal experience in consultation and training
goes, it appears that the guidelines given by Caplan & Caplan (1993), Heller et. al (1984) and
Steinberg (1989) are not necessarily appropriate for the situation in Mamre and Atlantis. This is
not to say that these guidelines are not appropnate in situations where there are resources for
consultees to obtain support for their personal problems. Neither are the disadvantages of
providing support and including personal experience in counselling to be ignored. There is clearly
a possibility for the abuse of power, and the possibility of placing the consultee in a subordinate
position. However, the difference in contexts needs to be taken into account. The way of
working needs to be tailored to meet the specific context. It is recommended that in areas (such
as Mamre and Atlantis) where there are no resources, consultants need to be flexible with regard
to the inclusion of the consultee's personal material, even if this means taking on the role of
counsellor and consultant interchangeably. The results of this particular study suggest that this

can be done if the consultee has the power to decide what may or may not be discussed.

Consultants in effect need to take on multiple roles if the situation requires it. There does not
seem to be room for strict boundaries and role definition in Mamre and Atlantis. Caplan &
Caplan's (1993) advice that consultants should not be involved in activities such as conflict

resolution in agencies also needs to be revised in this context. Again consultants may need to
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4.4. CONSULTATION, TRAINING AND NEGOTIATION
In the wake of their intervention in the Soweto Health Care System, Seedat & Nell (1992) advise:

"Democratically informed psychological interventions may not be imposed. In order to maximize the
success of their programmes, psychologists would therefore do well to negotiate the processes and
mechanisms through which to insert their proactive modalities into the health care system. It is
necessary to gain consensus on how to initiate, implement and incorporate psychological services..."

(p.192).

Maybe even negotiating and then 'inserting' modalities is too much like an imposition. Even one
of the most eager consultees at Mamre, who felt extremely supported by the service, felt that
there was an element of the psychologists withholding their services by offering consultation
rather than case-work. It is likely that consultation and training would be more acceptable if not
imposed as a unilateral decision by the psychology profession. It is recommended that, in the
future, before offering any service at all, the problems of providing mental health care in South
Africa be presented to possible target consultees in a workshop situation. This would mean
giving a detailed account of the crisis of mental health services in South Africa similar to that
presented in chapter two of the dissertation. For example, statistics on the ratios of professionals
to the public, the inequities of the present system, and possible solutions could be included. If
target consultees are involved in a process of making decisions about the problems that pertain to
their particular areas, they may offer creative solutions hitherto unthought of. If target consultees
are included in the broad picture and have a part in deciding upon solutions it more likely that
consultation and training, (or whatever way of using the psychologist's skills is negotiated) will
seem to them like an acceptable way of working. This approach would allow for consultation and
training to be offered within a framework that is acceptable to consultees. Attention could be
paid to the specific state of resources or lack thereof in particular groups of consultees. For
example, a programme could be specifically designed to deal with a problem of lack of space if
that was an issue for that particular group.

In short, too often subordinate professional or occupational groups, and low-ranking members of
professions have been told how to work without having an idea of where their work fits into the
broader picture thus creating a sense of lack of control and alienation. Democratising psychology
implies including consultees in the decision making process. It is postulated that including them in
the aforementioned way, will impart a greater sense of autonomy and control, thus increasing role

adequacy and role legitimacy and flattening the interprofessional hierarchy.
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to implement them rather than imposed by an outside profession. It is recommended that
psychologists invite managers of agencies and other professions to form interprofessional
partnerships, and negotiate mutually acceptable solutions. When working with management,
psychologists need to engage with them as power-brokers so that intra-professional influence can
be used co-operatively for the benefit of clients. If power issues, and fear of loss of control, were
openly acknowledged and discussed there would be less chance of programmes being sabotaged.

4.7. THE NEED FOR ADVOCACY

In the conclusion to the report on the Salford experiment, Clement (1987) reflects on the
consulting process. The reader is reminded that the consulting teams (CAT) were initiated with
the belief on the part of the consultants that much could be done to improve community care
using the existing resources rather than lobbying for more resources. This hope is very much like
that expressed by Pugh (1990) and Hayes (1993) cited in the literature review of this dissertation.
Clement, however, ends up modifying the belief that much can be done with existing resources:

"...it is also apparent that such an approach alone cannot facilitate a comprehensive community-
based service. Until sufficient resources are made available to primary care agencies...the CAT [or
any consultation service] can only be seen as an additional tier of specialist services, bringing
specialist services into the community rather then facilitating a truly community-based response at

the primary care level" (p.143).

Lack of resources was cited by all those interviewed as an overwhelming obstacle to the
consultation and training method. While working with existing resources, it is recommended that
community psychologists also lobby for more resources and increase involvement in health and
welfare policy making, or there will never be enough time and space for health workers to meet
the mental health needs of their clients and as Freeman (1989b) points out, no amount of training
will make a difference.

4.8. LACK OF ROLE LEGITIMACY

Reluctance to take on role as consultee and expectations that there should be a multi-disciplinary
team may be a function of inculcation of biomedical values in the process of socialisation and
education. Maybe talk about a multi-disciplinary team is appropriate in Europe and North
America where there are resources for specialist services. However, it does not seem appropriate
in third world countries such as South Africa, as it seems to create expectations which are simply
not realistic to fulfil. There are no specialist services for psychosocial needs to be met, and

complaining that they should be is unrealistic. It is recommended that psychologists continue to
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