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The role of the social worker in in-patient child and adolescent psychiatric care has not been widely researched in South Africa. The contribution of the social worker in this context is not well understood, leading to role confusion and overlap or the underutilization of skills. To understand the social worker role, this study aimed to explore the perceptions of members of the multidisciplinary team who work in an in-patient child and adolescent unit in a psychiatric hospital in Johannesburg. The perceptions of social workers and members of other disciplines were compared to determine congruency, and examine whether there were any overlaps or gaps in services or confusion about professional roles. This qualitative study, with a single case study design, made use of semi-structured interviews to gather data. The findings indicate that the participants perceived the role of the social worker as that of assessing, supporting, educating and bridging. These roles were identified as occurring specifically with the individual, family, group and community. The bridging role showed that the social worker served as an intermediary between these levels of practice. The most congruency between perceptions was the description of the role of the social worker with the family of the in-patient. Potential roles of the social worker were identified, and the implications of role confusion noted. Participants also suggested ways for professional roles to be better understood by multidisciplinary teams. The implications of findings for psychiatric settings and universities are described with recommendations for future research. 
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[bookmark: _Toc468113667]Chapter 1: Introduction to the Study
[bookmark: _Toc467744601][bookmark: _Toc468113668]1.1 Introduction
Recently 36 psychiatric patients died in South Africa after being transferred from a government facility to other alternate life care institutions (TMG, 2016). This event has brought attention to mental health care in South Africa and the needs of psychiatric patients, who are often neglected. In particular, the mental health care needs of children and adolescents are seldom recognised, this needs to be prioritised in South Africa. Many young people have psychiatric illnesses and often these go undiagnosed and unrecognised. Out-patient treatment is available for young people who can access this, however when psychiatric illnesses cannot be managed at an out-patient basis, individuals may be admitted into an in-patient unit. During admission, patients are treated by a team of professionals, which include social workers. Knowledge and understanding of the role of some of these professionals is clear, however in my experience of psychiatric hospitals the role of the social worker is not well understood. 
[bookmark: _Toc467744602][bookmark: _Toc468113669]1.2 Statement of the Problem and Rationale for the Study
In a specialised hospital where teams made up of allied professionals work in conjunction to provide patient care there is the potential for confusion about professional roles, allowing for problems to arise. Firstly, role confusion could result in both overlap and gaps in service provision, negatively affecting the quality of services provided by an institution to service users. Secondly, role confusion could result in underutilisation of skills, or expectations for certain allied professionals to fulfil functions beyond the scope of their practice. This could result in inexperienced persons fulfilling a role that they may not be equipped to fulfil or it could mean that very qualified/experienced professionals may be have inappropriate roles. During my field placement at a specialised psychiatric care facility, I observed, during ward rounds and interactions among staff members, that the role of the social worker was particularly misunderstood by some members of the teams. As a result of this, potential services that could be provided by the social workers are not recognised and there are expectations of social workers to fulfil menial tasks that are incongruent with their expertise and skills. 
The purpose of this study was to investigate the perceptions of allied professionals about the role of the social worker in in-patient psychiatric care. My own interest in clinical social work in a psychiatric setting also influenced the rationale for this study. My increasing concern over the importance of recognising the role of the social worker in psychiatric care developed during my placement at a specialised psychiatric facility. 
This research could contribute to both the knowledge base and practice. Firstly, it could inform professional development of social workers as it could guide courses to ensure that the role of the social worker in psychiatric care is well taught and well understood by those wanting to pursue psychiatric care as a speciality. Research like this would therefore provide guidance for tertiary institutions offering social work as a degree. It could also provide a foundation for further research, this could include replication in other areas, for example other health care settings in which social workers operate. Replications can also be done in other socio-economic settings, for example, comparing results in psychiatric institutions in rural areas to those in urban areas. This would add to the current literature base on the topic.  
Role confusion is likely to affect service provision and the quality of services provided to patients and their families negatively. This research could therefore inform practice as multidisciplinary teams can ensure that services provided by each profession are not duplicated and that there is an optimal use of social workers’ skills. For example, Social Workers are trained in individual counselling (Hepworth, Rooney, Rooney, Strom-Gottfried, & Larsen, 2010) and so are clinical psychologists, therefore it is important to identify and understand how social workers can use their skills, knowledge and expertise to provide the best possible care to patients and families in psychiatric settings without replication. A treatment approach is more likely to be holistic if there is a good understanding of how each professional contributes to the process. 
Team cohesion could also be improved if a misalignment of perceptions is identified and addressed, improving the ability of professionals to work collaboratively whilst respecting role boundaries (Suter, Arndt, Arthur, et. al., 2009). If a misalignment is identified, it could lay a foundation for education and awareness in the multidisciplinary team of the social work role in psychiatric care. This research hopes to highlight the importance for professionals to understand and recognise how each member in their multidisciplinary team contributes to patient care which can as research has shown, increase the quality of care provided by teams (Suter, et al., 2009). 
[bookmark: _Toc467744604][bookmark: _Toc468113670]1.3 Contextualisation of the study within the South African Context
One third of all South African’s struggle with a mental illness, however there is a significant portion of this population who will not receive treatment or mental health care services (Tromp, Dolley, Laganparsad, & Goveneder, 2014). This is because there is limited access to and availability of psychiatric care facilities, resources and services across South Africa. Social work is an important profession in a country like South Africa which is rife with social issues and poverty and where there is an unequal distribution of resources.  Despite having a crucial role to play, the role of social workers across all contexts is not well recognised and the value of social workers in South Africa is not acknowledged. This is evident by the poor treatment of social workers, the insufficient salary and the inadequate working conditions that social workers are required to endure. In a country where healthcare is only accessible to a few and there are limited resources, it is crucial that healthcare professionals are able to provide services in their full capacity. In order to do this, institutions, governments and other stakeholders need to be aware of the expertise, skills and types of services that professions can offer. Literature regarding the role of the social worker in in-patient child and adolescent care specifically within a South African context is sparse. It is anticipated that this research will refine current understanding of the role of the social worker in child and adolescent psychiatric care into a South African context. 
[bookmark: _Toc467744605][bookmark: _Toc468113671]1.4 Research Questions
This section presents the questions that this study aimed to address. 
[bookmark: _Toc467744606][bookmark: _Toc468113672]1.4.1 Main Question
The main research question was:
How do professionals in a multidisciplinary team in a psychiatric setting in South Africa view the role of social workers in in-patient child and adolescent care?
[bookmark: _Toc467744607][bookmark: _Toc468113673]1.4.2 Sub Questions
The following sub questions were explored:
1. How do professionals in a multidisciplinary team in an in-patient child and adolescent psychiatric care perceive the role of the social worker?
2. To what extent are the perceptions about the role of social work among all members of the multidisciplinary team congruent?
3. What additional roles could social workers fulfil in in-patient child and adolescent psychiatric care? 
[bookmark: _Toc467744608][bookmark: _Toc468113674]1.5 Research approach, design and methodology
This research used a qualitative approach and had a case study design. The research was conducted at a single site which is a specialised psychiatric hospital located in Johannesburg. Purposive sampling, a type of non-probability sampling was used to select ten participants from the sample population. The ten participants were all members of the multidisciplinary team that work in the in-patient child and adolescent units at the site. The data was collected through semi-structured interviews which were guided by an interview schedule. The data was analysed using a thematic analysis and this was guided by Tesch’s eight step model of qualitative data analysis identified in Creswell (2009). Steps have been taken to ensure the trustworthiness of this study where possible. 
[bookmark: _Toc467744609][bookmark: _Toc468113675]1.6 Organisation of the report 
The second chapter of this report contains the literature review in which key concepts, ideas and theoretical frameworks will be discussed in relation to the topic being studied. The third chapter is the methodology chapter which will explore the research approach, design, method of data collection and method of data analysis. This chapter will also discuss other pertinent issues related to the methodology including trustworthiness and limitations. The final two chapters of this report will discuss the findings of the research and a discussion of these findings will follow. 








[bookmark: _Toc467744610][bookmark: _Toc468113676]Chapter 2: Literature Review	
[bookmark: _Toc467744611][bookmark: _Toc468113677]2.1 Introduction
This study hinges on a number of concepts which require discussion with reference to literature. The first of these is the concept of the multidisciplinary, interdisciplinary or transdisciplinary team. These terms are often used interchangeably however this literature review will distinguish among them. The role of the multidisciplinary team in providing psychiatric care will be highlighted.  This will be followed by a discussion of the roles of the social worker with children and adolescents as well as the role of the social worker specifically in psychiatric care facilities. A discussion from the global and South African context will be provided. Child and adolescent mental health in South Africa and the role of traditional health care in mental health care will also be explored. The theoretical frameworks that underpin this study are the biopsychosocial approach and family system’s theory, these will be explored and other important theories such as Erikson’s theory of development and attachment theory will be discussed. 
[bookmark: _Toc432945436][bookmark: _Toc467744612][bookmark: _Toc468113678]2.2 Multidisciplinary, Interdisciplinary and Transdisciplinary Teams
Research identifies three different teams in which allied professionals work to provide services to users, namely, multidisciplinary teams, interdisciplinary teams and transdisciplinary teams. In a psychiatric health care setting, a multidisciplinary, interdisciplinary or transdisciplinary team would consist of a variety of health and social care professionals including psychiatrists, nurses, psychologists, psychiatrists, dieticians, and social workers (Dziegielewski, 2004). 
A multidisciplinary team can be defined as a clinical team “that collaborate in assessing clients’ problems and delivering services” (Hepworth, et. al., 2010, p.29). In multidisciplinary teams, allied professionals maintain autonomy in their interventions but work alongside one another to provide patient care (Schell, Gillen, Scaffa, & Cohn, 2014). The multidisciplinary team works together to ensure that patients’ physical, mental and emotional wellbeing is cared for and usually information is shared during ward rounds in which each patient is discussed and each professional contributes any new knowledge or updates from their intervention with the patients (Schell, et. al., 2014). In an interdisciplinary team, the intervention efforts of the allied professionals are collaborative in providing patient care and professionals have mutual goals and desired health outcomes for patients. Patients are also included in the intervention process, goal setting and decision making (Schell, et. al., 2014). In a transdisciplinary team, members function without discipline based boundaries and roles and responsibilities are shared amongst professionals (Schell, et. al., 2014). The institution in which this research is being done refers to their teams made up of allied professionals as multidisciplinary teams, however, it could be argued that the teams at this institution embody characteristics of all three of the above mentioned types of teams. 
[bookmark: _Toc467744613][bookmark: _Toc468113679][bookmark: _Toc432945437]2.3 The Multidisciplinary Team in a Child and Adolescent Psychiatric Setting
Coghill, Bonnar, Duke and colleagues (2009) emphasise that collaboration and shared responsibility is crucial for teams working in child psychiatry, particularly considering that the cases are often complex in nature and many systems are involved. In order to provide the best possible treatment and services to children and their families, allied professionals need to have a good understanding of the functions and contributions of each discipline to patient care (Coghill, et. al., 2009). There is an abundance of literature on the role of the multidisciplinary team in child and adolescent mental health.  Meadow, Mok and Rosenberg (2007) discuss the main role of the multidisciplinary team in this setting is to assess and treat mental health disturbances as a result of abuse; they argue that different types of abuse can result in certain adverse mental health outcomes. In their literature, they discuss the role of the mental health care professionals with regards to working directly with the child and his/her family. These interventions can include therapy, psychoeducation, medication or parent counselling (Meadow, Mok, & Rosenberg, 2007). Multidisciplinary teams also have a responsibility to work alongside other child protection organisations (in South Africa an example of this could include Child Welfare) to ensure the safety of the child (Meadow et. al., 2007; Coghill, et.al., 2009). Multidisciplinary teams also have roles at a macro level of intervention. This could include policy planning and development, education and training, research and court work (Meadow, Mok, & Rosenberg, 2007). 
[bookmark: _Toc467744614][bookmark: _Toc468113680]2.4 Roles and Boundaries in Multidisciplinary Teams
A significant portion of the literature discussing roles and boundaries within multidisciplinary teams refers to these teams specifically within a mental health setting. When working in a multidisciplinary team it is inevitable that disagreements and role confusion will arise. Godden, Wilson and Wilson (2010) argue that clear roles that are well understood and valued are crucial for professionals working in social settings. They speak to a lack of role clarity as resulting in problems occurring within teams as well as professionals feeling dissatisfied and inadequate. The authors argue that the level of role clarity in teams is highly dependent on the structure of team, professionals working within the team, leadership, supervision and support and training about various roles. The authors particularly note that feelings of legitimacy and adequacy of social work is dependent on the level of knowledge and understanding professionals have about their role (Godden, Wilson, & Wilson, 2010). These authors take quite a clear stance on the importance of delineated, clear roles and boundaries between professionals. These views are supported by Gene and Beng (2015) who state that confusion and role overlap is a prominent reason as to why teams can be unsuccessful. Other authors, such as Rouff and Meadows (2007 as cited in Deane & Gournay, 2009) seem to promote some level of blurred boundaries and overlapping of roles. This overlap can be seen as desirable because it promotes team strengths. Deane and Gournay (2009) argue that although there needs to be clarification on specialist tasks, there should be common roles and functions of professionals within a team. MacNaughton, Chreim and Bourgeault (2013) found that interchangeable roles have both benefits and drawbacks in multidisciplinary teams.  Despite support for integrated roles, a significant portion of literature argues that clear boundaries and allocated roles are crucial for effective team functioning. 
[bookmark: _Toc467744615][bookmark: _Toc468113681]2.5 Social Work with children and adolescents 
Social workers have an important role to play when working with children and adolescents, it is fundamental that social workers are able to identify their role in working with these populations across all contexts. Although at distinct developmental stages, according to the Children’s Act, a child is any person under the age of 18 years (RSA, 2005). Across all contexts, a main responsibility of social workers is to protect and promote the rights of people. Children’s rights are very often ignored, violated or withheld and for this reason, they are considered to be a vulnerable population. The primary aim for social workers who work with children is to ensure that children are cared for and protected from any harm or abuse and to ensure that their emotional, developmental and physical needs are being met by caregivers, families and by society as a whole (Bell, 2011). Ultimately, a social worker should be acting in the best interest of a child across all contexts. The scope of expertise in child social work is vast ranging from adoption and removals, court work and policy analysis to individual, family and community level intervention (Mizhari & Davis, 2008). Social workers can be found across settings which have contact with children and adolescents including schools and education facilities, healthcare (specialised and general), children’s homes and foster homes, adoption agencies, welfare institutions, juvenile prisons, the justice system, religious institutions, and community centres (Mizhari & Davis, 2008). Social workers are likely to encounter children and adolescents struggling with psychiatric illnesses in all these settings. 
[bookmark: _Toc467744616][bookmark: _Toc468113682]2.6 Child and Adolescent Psychiatric Illness
Psychiatric illnesses can develop for a number of reasons including genetics and biological predispositions, adverse environments, or psychological factors such as resilience. Although there is no link to a specific cause, it is believed that the development of psychiatric illness occurs as a result of a combination of these factors (Rutter, et al., 2002). Psychiatric illness in children is defined as “an emotional disorder in a child that has been present for at least three months and has caused distress to the child and/or the family and/or the child’s environment” (Rutter, et al., 1970 as cited in Thompson, Hooper & Cooper, 2005, p. 3). Classification of child and adolescent psychiatric illnesses are done via the DSM-V and there are three main diagnostic groupings of the disorders namely emotional disorders, disruptive behaviour disorders and developmental disorders (Thompson, Hooper & Cooper, 2005). Often times, psychiatric illnesses can be comorbid, meaning that an individual can have more than one diagnosis; this is common in mental illness in children and adolescents. Psychiatric diagnoses in children and adolescents could include Attention-Deficit/Hyperactivity Disorder (ADHD), Autism Spectrum Disorder, Intellectual Disabilities, Conduct Disorder, Oppositional Defiant Disorder, mood disorders (eg. depression, bipolar, dysregulation), anxiety disorders (Generalised Anxiety Disorders, specific phobias) and eating disorders (DSM-V, 2013). It is crucial that social workers working within child and adolescent mental health care services have a sufficient understanding of psychiatric illnesses that could present, what the symptoms are of these and how these are classified. 
[bookmark: _Toc467744617][bookmark: _Toc468113683]2.7 The Roles of a Social Worker in a Psychiatric Setting
A health care setting can be defined as any institution whose primary aim is to maintain, restore and promote health and provide diagnoses, treatment and care for ill patients (Hirshon, Emlie, Ramirez, et al., 2013). Psychiatric hospitals would fall under the category of a health care setting, despite specialising in their treatment. There are unique characteristics of a psychiatric setting that may influence the role and responsibilities a social worker is expected to fulfil. There are similarities in the roles of the social worker in health care settings in general, as well as in specialised psychiatric settings.  The Mental Health Care Act 17 of 2002 defines a psychiatric hospital as a “health establishment that provides care, treatment and rehabilitation services only for users with mental illness” (p.7). The role of the social worker in a psychiatric setting includes assessment, intervention, discharge and post-discharge care. Social workers can also focus on prevention when providing care and provide services in three levels, namely primary, secondary and tertiary prevention (Dhooper, 2012). Few studies have specified the role of the social worker specifically in child and adolescent in-patient psychiatric care, particularly within a South African context. This section will therefore not be specified within any context but rather provide a global account of the role of the social worker in psychiatric care. 
[bookmark: _Toc467744618][bookmark: _Toc468113684]2.7.1 Assessment 
When patients are first admitted into psychiatric hospitals, the social worker may conduct psychosocial assessments of the patients in which they determine psychological and social functioning of an individual. This will help the social worker determine the strengths and needs of the patient and whether there are any potential barriers to care. They also may conduct risk evaluations through which they determine the patient’s risk to him/herself, others and to property (Engstrom, 2012). When social workers interact with families, assessments may also be done to determine the social support structure available to the patient (Engstrom, 2012). For a child or adolescent patient, an assessment may be done to gain insight into/about the home environment and circumstances as well as the family dynamics of the patient’s family. This will help social workers assess whether there is any dysfunction or deprivation in the home environment or to determine the extent to which a child’s emotional, physical or mental developmental needs are being met. It is common for children or adolescents struggling with psychiatric difficulties also to experience dysfunction in their home environments (Flisher, Dawes, Kafaar, et. al., 2012)
A social worker may also play the role of a case worker or manager. As a case manager, social workers will assume the “primary responsibility for assessing the needs of a client and arranging and coordinating the delivery of essential goods and services provided by other resources” (Hepworth, et al., 2010, p. 28). In other words, social workers will ensure that clients are referred to other services and that these services are delivered in a timely manner. This is particularly important when patients do not have the insight, skills or knowledge to access these services on their own (Hepworth, et al., 2010). 
[bookmark: _Toc467744619][bookmark: _Toc468113685]2.7.2 Primary, Secondary and Tertiary Prevention
Primary level prevention includes efforts that attempt to reduce likelihood of the onset of a psychiatric illness. Primary prevention efforts can aim to target a whole population, groups who are at risk for developing mental health problems or individuals that already have signs of possible mental health conditions (Petersen, 2010) At a secondary level, the onset of the psychiatric illness has already occurred but efforts are put in place to minimise the severity of the impact on both the patient and the family (Dhooper, 2012). At a tertiary level of prevention, the purpose is to limit the effect of the illness, particularly if it is chronic in nature, and reduce the chance of reoccurrence (Dhooper, 2012). Below, the type of roles in intervention will be described with reference to which level of prevention under which they may fall. 
[bookmark: _Toc467744620][bookmark: _Toc468113686]2.7.3 Intervention
Individual counselling is perhaps the most direct role a social worker can fulfil during the intervention process as this usually involves regular contact with patients and their families. In social work, individual counselling with clients involves building a working and trusting relationship and an in depth exploration of problems and concerns and possible solutions (Zastrow, 2010). It is also important that social workers encourage clients to be active participants in the change process (Zastrow, 2010). Individual therapy may also be conducted by social workers. During this process, the intervention is focused on restructuring negative behavioural patterns, facilitating growth and development and addressing issues that are affecting the functioning of an individual (Hannah, 2005). Social workers may employ a range of techniques in individual therapy including Dialectical Behavioural Therapy, Cognitive Behavioural Therapy, Narrative Therapy and Psychoanalytic Therapy (Davies, 2013).
Patients’ families may also require supportive counselling or therapeutic intervention. In psychiatric care, social workers may provide counselling or therapy services to families or parents of users receiving care from a facility. Supportive counselling refers to an approach that values “relationship building, empathy and acceptance” (Feltham, 2006, p. 94). Supportive counselling focuses on creating a safe, supportive environment for the client to express and disclose their most personal thoughts and feelings (Feltham, 2006). Family-focused interventions may also address “interactional, behavioural and emotional problems” (Zastrow, 2010, p. 31) within the family system which may exacerbate the symptoms of a psychiatric illness, precipitate the onset or contribute to the difficulties faced by a patient. Family therapy may be conducted by a social worker and this is a formal process that usually places emphasis one family relationships, patterns and functioning. The process usually involves working with family difficulties and improving roles and relationships to ultimately improve family functioning (Collins, Jordan, & Coleman, 2010). The family unit is the focus rather than individual family members; this means that siblings, parents and other significant members are involved in this process.  Family support is emphasised as a part of child and adolescent health care, particularly considering the significant role that families can play in the treatment process. Walker (2011) identifies family and parents support as an intervention that can be offered in psychiatric settings to families of children with psychiatric difficulties. Family support can be a way of involving the family in a way that is less ‘intimidating’ than therapy. According to Walker (2011), family therapy can also be used to supplement family therapy or therapeutic components can be integrated. 
Parent counselling may also form part of the intervention with families as work with parents or caregivers is always central to child care (Webb, 2011). There is limited literature that explores what parent counselling would entail, rather the literature is focused on family and parent based therapies and interventions. In the opinion of Manichander (2016) parent counselling refers to a process that focuses on facilitating the development of effective and healthy parenting skills and styles. It also enables parents to more effectively relate and interact with their children. This counselling is based on the knowledge that people parent based on their own experiences of family and caregivers and that past experiences are likely to impact how people fulfil the parenting role (Manichander, 2016). Other than the opinion of this author, the literature about parent counselling is scarce. The significance of parenting styles and how these shape and influence development is highlighted by Petersen and Govender (2010) who comment on how the way parents may relate and respond to children can contribute to the child’s mental health. Flisher and Gevers (2010) also highlight the importance of parenting programmes as a part of mental health promotion and note this specifically with regards to adolescent mental health. They comment on the importance of assisting parents in developing appropriate styles and skills that foster healthy development. These authors however do not note this specifically as a role of the social worker. 
Psychoeducation services may also be provided to families and individuals by social workers in a psychiatric setting. The purpose of psychoeducation is to increase awareness about psychiatric illnesses by exploring what the illness is, how it is treated, and managing behaviour that is related to the illness. It is also focused on providing family members with adequate coping and problem solving skills (Lefley, 2009). Psychoeducation may also be focused on the important of treatment adherence and how families play an active role in the treatment process (Lefley, 2009).  Individual and family focused intervention are likely to be categorised under secondary or tertiary levels of prevention as efforts are being made to reduce the impact of the illness and associated symptoms through counselling and support and reduce the likelihood of reoccurrence or relapse through psychoeducation (Dhooper, 2012). At a tertiary level of prevention, psychoeducation regarding management of a chronic psychiatric disorder would also be important. 
Social workers can also offer group work services in a psychiatric setting. This is particularly useful in in-patient care as the patients are usually in the hospital on a long term basis (6 months). These groups could be therapy groups or support groups in which patients with similar conditions can share their experiences, support one another and work through common problems together (Hepworth, et al., 2010). Groups can also aim to facilitate the development of social, behavioural and emotional adjustments that may help patients adequately address and manage difficulties in their lives (Zastrow, 2010). Skills development groups can be run by social workers in psychiatric healthcare settings in which knowledge, skills and expertise can be shared and developed in order to serve a particular purpose (Hepworth, et al., 2010). Supportive or psychoeducational groups can also be run with families or partners of patients receiving care from the facility which is also a beneficial, time effective way of including other social systems in the treatment process (Zastrow, 2010). Depending on the nature and purpose of a particular group, it could fall under primary, secondary or tertiary level of prevention. 
Social work intervention may also occur at a community-based level which could focus on psychoeducation about psychiatric illnesses which would be categorised as a primary level of prevention. Psychoeducation in communities would aim to raise awareness about identifying and treating specific psychiatric illnesses, treatment compliance and the resources available to communities (Engstrom, 2012). Petersen and Governder (2010) also refer to the importance of awareness raising in communities about mental health. Bhana (2010) refers to schools as being an important sector in which mental health promotion and prevention within communities could take place, particularly with reference to the mental health of young people. 
[bookmark: _Toc467744621][bookmark: _Toc468113687]2.7.4 Discharge and Post-Discharge Care
Discharge planning, an administrative service, is an important role that social workers are required to take responsibility for in-patient care in psychiatric settings. The reason social workers are responsible for this administrative task is because of their knowledge of surrounding communities and their resources (Hepworth, et al., 2010).  Having this knowledge and expertise means that social workers are most informed on how optimally to reintegrate patients into their premorbid environments (Hepworth, et al., 2010). In some cases, patients are unable to return to their premorbid environment due to their significant dependency and need for assistance in daily living activities. It is therefore the social worker’s responsibility to research permanent high-care facilities which can take responsibility for these patients once they have been discharged from the institution. Social workers may also work within these placement care facilities, providing support and counselling to individuals and families affected (Brown, 2012).
[bookmark: _Toc467744622][bookmark: _Toc468113688]2.8 Psychiatric Care Globally and in the South African Context
There have been studies on the role of the social worker in psychiatric care, however very few of these are South African. A study completed in Ireland indicated that the main role of the social worker in child and adolescent psychiatric care is work with the parents and the families. The author also noted that the role was very dependent on the demands of the institution, the service being provided and the skills and interests of the social worker rather than the training base (Brennan, 2008). Hooper et al (2005) discuss what the role of a social worker in child and adolescent psychiatric care should include. They comment on psychoeducation, child protection, coordination of work and services, networking with resources, clinical practice and provision of the social work perspective. This however does not specifically pertain to the South African context nor does it specify whether the services should be provided on an in-patient or out-patient level. They also do not provide an explanation of the current role of the social worker but rather give the roles and responsibilities that social workers could fulfil (Hooper, Thompson, Laver-Bradbury, & Gale, 2005). The Canadian Association of Social Workers (CASW) speaks about the role of the social worker in mental health care settings on three broad levels, namely prevention, treatment and rehabilitation. These levels require a vast scope of services from psychoeducation, social action and advocacy to therapy, risk assessment and counselling and coordination of resources, case management and programme management (The Canadian Association of Social Workers, nd). The CASW also notes that the role of the Social Worker may vary depending on the setting. They do not however offer the role of the social worker in specifically child and adolescent mental health care nor do they specify or differentiate the role in an in-patient and out-patient context. An American document reflecting an occupational profile of social work in psychiatric institutions identifies the role as providing individual, group and family therapy, substance use counselling and rehabilitation services (NASW, 2009). This however does not specify the level of services nor does it differentiate between child, adolescent and adult care. There is a dearth of literature that discusses the specific role of the social worker in child and adolescent care. A large portion of the literature that discusses child and adolescent mental health care refers to the role of the primary mental health care worker; this can be but is not limited to a social worker. 
The United Kingdom mental health care system has identified that there are four tiers to child and adolescent mental health care services (Karban, 2011). Social workers are identified as providing services at all these levels however literature does not specify or differentiate the role and function of each professional at these levels. The first tier is services provided at a more general level and for less severe and acute psychiatric conditions. This tier speaks to promotion, early identification and referrals. The second tier focuses on more specialised care and assessment and often aims to identify and serve individuals with more complex needs however this is primarily done in a community setting or generalised health care setting (Karban, 2011). The third tier focuses specifically on community mental health clinics and psychiatric out-patient services for individuals with chronic disorder and the last tier speaks to tertiary level services that include specialised out-patient and in-patient care which focuses on children and adolescents with more severe and persistent diagnoses (Karban, 2011). 
There are only a few studies which have focused on psychiatric care specifically within a South African context but none of these studies draw attention specifically to the role of the social worker in in-patient child and adolescent psychiatric care and the perceptions of the multidisciplinary team.  Ornellas (2014) completed a study about the roles of the social worker in psychiatric care in South Africa, however this study focused on outpatient care and community based services and also drew on the views of social workers on their own role in psychiatric care rather than the views of the other allied professionals. A review done by Van Rensburg (2007) identified key areas that should be addressed by mental health care practitioners in South Africa based on legal frameworks. This study however does not specifically define the role of social workers and does not account for the different services provided by psychiatric healthcare institutions including in-patient and outpatient care. Burns (2011) highlights the gap in psychiatric care service provision in South Africa, noting the deficit in service delivery by social workers and other psychiatric health care professionals. Engelbrecht and Ornellas (2015) also note the huge discrepancy in social work service provision in psychiatric care settings and the deinstitutionalisation of clinical social workers. They also emphasise the issue of the shift in focus to community psychiatric care and out-patient psychiatric care which has reduced the contribution of social work in clinical settings (Engelbrecht & Ornellas, 2015). This literature again does not highlight the perceptions of members of a multidisciplinary team working alongside social workers in child and adolescent psychiatric care settings. These studies form an important foundation for this proposed study, but none focuses specifically on perceptions of allied staff within the multidisciplinary team and child and adolescent in-patient care. 
[bookmark: _Toc467744624][bookmark: _Toc468113689]2.9 Child and Adolescent Mental Health in South Africa
In South Africa, one in every five children (ages 0-19) in South Africa struggle with mental health difficulties (Baynes, 2009). Due to the overwhelming prevalence of socio-economic issues within South African families, vulnerability to mental disorders in children and adolescents is increased (Flisher, et. al., 2012). Services provided by psychiatric institutions that specialise in paediatric mental health treatment play a fundamental role in minimising the burden of psychiatric illnesses on patients and families (Flisher, et. al., 2012). Specialised psychiatric units address emotional and behavioural difficulties related to psychiatric illnesses experienced children and adolescents. These psychiatric illnesses may either be influenced by family systems or other external stressors such as poverty or trauma. Specialised psychiatric units attempt to provide holistic care that accounts for the multitude of interplaying factors in an individual’s life (Flisher, et. al., 2012). Chronic stressors in the home environment, including poverty, HIV/Aids, substance abuse, maltreatment or abuse or familial conflict are likely to produce negative psychosocial outcomes in children and adolescents (Flisher et. al., 2012). These correlations between child and adolescent mental health in South Africa and stress factors in the home environment are pertinent to this research. social workers who work in specialised psychiatric settings providing care to adolescent and children patients need to fulfil service roles that account for the interplaying factors that influence and precipitate psychiatric difficulties. During training, social workers are provided with the expertise and skills to address these issues. It is important that within a multidisciplinary team, there is a good understanding of the role of the social worker so that the rights of children and adolescents are being upheld and service provision is holistic in addressing all dimensions of a child’s health.  
[bookmark: _Toc467744625][bookmark: _Toc468113690]2.10 Traditional Medicine and Child and Adolescent Mental Health
In a country rich with culture and diversity like South Africa, it is important to consider a traditional understanding when discussing issues such as mental health, particularly considering that a large portion of the population view the world from these belief systems. For social workers, it is crucial to have an adequate knowledge base of traditional medicine and how this may impact on service delivery. In addition, it is of utmost importance that social workers and other professionals are able to integrate traditional views, understandings and treatments when providing services to clients (Flisher, et. al., 2012). Having a good sense of traditional belief systems is also crucial for a culturally sensitive practice where a social worker should be able to demonstrate an understanding of an individuals’ beliefs and how these may shape their behaviours, attitudes and perceptions (Webb, 2011). Traditional healers are commonly consulted in South Africa when mental health problems arise and studies have shown that traditional healers are often tasked with providing intervention for children and adolescents with mental illness. The reason that it is common for individuals to seek intervention from traditional healers is because they are in line with the culture of community members and they also treat mental illness based on the beliefs of a traditional system (Flisher, et. al., 2012). Another reason for this is that often traditional healers are more accessible than other mental health care services (Sorsdahl, et. al., 2010). The traditional African belief system has a very different perception of mental illness than that of a Western belief system. Mental health is often viewed as having spiritual causes and illnesses that would be classified and diagnosed under the DSM-V may be attributed to possession by evil spirits, calling to be a healer, madness or bewitchment (Enisk and Robertson, 1999 as cited in Flisher, et. al., 2012).
[bookmark: _Toc467744626][bookmark: _Toc468113691]2.11 Biopsychosocial Model to Healthcare 
The biopsychosocial model to health is increasingly being recognised for its holistic approach that integrates biomedical, psychological, social, cultural and environmental dimensions into patient care (Kaplan & Berkman, 2016). This model is used often by social workers in medical settings and it is a useful tool when assessing needs of patients and their families and identifying the type of intervention that should occur and the various resources available (Kaplan & Berkman, 2016). The use of this approach in service delivery addresses “psychological and social aspects of heath and treatment and include behavioural and environmental factors” (Brown, 2012, p. 21). Allied professionals working in a collaborative team to provide patient care is fundamental when using this model in a health care setting. Different disciplines who treat patients from different perspectives should work together to ensure that all the dimensions of the biopsychosocial approach are being considered when diagnosing and planning treatment and intervention for patients (Brown, 2012). This model therefore provides a suitable theoretical foundation on which this research will be based as it emphasises the importance of a multidimensional approach to care which should draw on the expertise of all disciplines, including that of the social worker. This reiterates the importance for professional roles to be well known amongst teams to avoid overlap or gaps in service profession.
[bookmark: _Toc467744627][bookmark: _Toc468113692]2.12 The Family Systems Approach
This approach is based on the systems theory of social work which has been an evolving theoretical foundation for social work practice. The biopsychosocial model is also hinged on this theory as it requires one to view the individual within their larger social context (Friedman & Allen, 2011). Essentially, the systems theory takes a ‘person-in-environment’ perspective which argues that individuals cannot be understood without considering the systems within which they interact (Friedman & Allen, 2011). Systems could include school, family, religious institutions, political institutions, communities or groups. The key characteristic of the systems theory is that all of these systems are interlinked and that disruption or dysfunction in one system is likely to impact on the other systems (Friedman & Allen, 2011). 
In child and adolescent work, the family or caregivers are considered to be the most important system within which the child interacts (Webb, 2011). Working with the family is viewed as being central to practice with children because of the belief of families and how they impact and shape children’s development as well as because of the professional responsibility for family preservation and unification (Webb, 2011). Family systems are highlighted in child and adolescent mental health care and the family systems theory provides a useful framework for interventions with families (Collins, Jordan, & Coleman, 2010). From this perspective, the problem does not lie with one individual but within the whole family unit (Smeeton, 2013). The family members are viewed as interconnecting units within the system and a change in one family member will affect the whole system (Collins, Jordan, & Coleman, 2010). Dysfunctional patterns of interaction, maladaptive behaviours, parenting difficulties and adverse relationships within the family system would be seen as both contributing to, and resulting from, a psychiatric illness in a child or adolescent family member (Meadow, Mok, & Rosenberg, 2007).  This approach is important for social workers considering the role they play in working with families as described above. 
[bookmark: _Toc467744628][bookmark: _Toc468113693]2.13 Erikson’s Model of Development
Erik Erikson proposed that throughout a life span, individuals go through eight stages of psychosocial development. During each stage a person must resolve a developmental conflict or crises and overcoming each stage by successfully resolving these conflicts results in the development of psychological skills (Watts, Cockcroft, & Duncan, 2009). Those who are successful will excel later in life and will emerge with these qualities, however, those who do not are likely to continue to struggle (Watts, et. al., 2009). Essentially the ability and extent to which an individual overcomes one stage directly influences the outcome of the stages that follow (Barth, 2014). Children, who have had adverse home circumstances or environments early in infancy, may struggle to overcome the first stage of trust vs. mistrust. They may struggle to perceive the world as safe and predictable and may rather see it as hostile and inconsistent. Subsequently, the child will continue to struggle to overcome stages later in life (Watts, et. al., 2009). The difficulty with overcoming stages can also be linked to the development of emotional and behavioural difficulties in children and adolescents who, throughout their childhood, may have struggled. Erikson’s model of development would be important for social workers working in child and adolescent care as, depending on the developmental stage of the patient, social workers could ensure that a relevant or appropriate intervention is planned and implemented that will best benefit the patient and his/her family.  Knowledge of the developmental stages for social work practice is therefore important. 
[bookmark: _Toc467744629][bookmark: _Toc468113694]2.14 Theory of Attachment
When working with children and adolescents across all contexts, the most fundamental knowledge base that a social worker should have is about attachment. This is because early attachment plays a crucial role in a child’s social, behavioural, cognitive and emotional development throughout life (Bailham & Harper, 2004). Attachment provides a foundation on which treatment and intervention programmes with children and their families can be based. Attachment refers to the development of emotional bonds and relationships early with parents/caregivers early in life (Bailham & Harper, 2004). Attachment theory focuses on how these early relationships and bonds may “shape a child’s perception of security, trust in self and others, and self-belief…” (Bailham & Harper, 2004, p. 52). The attachment style that a child develops is dependent on how a caregiver responds to the child in distress, soothes the child and treats the child in early years. Attachment theory often underpins work in child and adolescent mental health care services and psychiatric disorders resulting from unhealthy attachment styles are included in the DSM-V (Bailham & Harper, 2004). In attachment theory, four types of attachment are identified; these include secure, insecure-avoidant, insecure-ambivalent and disorganised styles (Howe, 2013). In a secure attachment style, a child feels confident that adults/caregivers will be able to meet their needs, they are easily soothed and the caregiver is able to respond to distress and needs. An insecure-avoidant attachment style may develop if a caregiver is unavailable and incapable of responding to needs; as a result, a child may be very independent and detached from a caregiver (Howe, 2013). In contrast, a child with an insecure-ambivalent attachment style may be overly clingy and dependent on a caregiver, they may also be difficult to sooth when distressed. This type of attachment forms when caregivers’ responses are inconsistent and unpredictable. Disorganised attachment styles usually develop when caregivers are the source of abuse and danger, as a result a child may fear or be frightened of caregivers (Howe, 2013). Due to the strong link between the development of emotional, behavioural and psychiatric difficulties and attachment styles, it is crucial that social workers have a sufficient understanding of this theory. 
[bookmark: _Toc467744630][bookmark: _Toc468113695]2.15 Conclusion
There is an abundance of literature relevant to social work practice in psychiatric settings and it is evident in the discussion above that social workers have an important role to play both in the multidisciplinary team and in patient care. Social workers can offer services at all levels of care and play a role in assessment, intervention and post-discharge care of patients and their families. There are several theoretical frameworks that can underpin Social Work practice in psychiatric setting and those specific to children and adolescent care include the family systems theory and the theory of attachment. Literature pertaining specifically to child and adolescent in-patient care in South Africa is scarce and represents a gap in the knowledge base of Social Work. The following chapter describes a study that addresses this gap and explores the research methodology.  




[bookmark: _Toc467744631][bookmark: _Toc468113696]Chapter 3: Research Methodology
[bookmark: _Toc468113697][bookmark: _Toc467744632]3.1 Introduction
The aim of this chapter is to discuss the methodology for this study. The chapter revisits the aims and objectives of the study and explores the research approach and design. Sampling procedures, research instrumentation, method of data collection and analysis are also discussed with acknowledgement of strengths and weaknesses of selected methods and justification for why specific methods were chosen. Finally, trustworthiness, ethical considerations and design limitations of the study are explored. 
[bookmark: _Toc468113698]3.2 Aims and Objectives of the Study
This research aims to explore how allied professionals of a multidisciplinary team working in psychiatric setting understand the role of the social worker in in-patient child and adolescent psychiatric care. The focus will be on the subjective opinions or perceptions of professionals in a multidisciplinary team such as psychiatrists, occupational therapists, nurses, psychologists and dieticians on what contribution social workers make to psychiatric care. 
The objectives of this research were to: 
a) explore how social workers working in a multidisciplinary team in an in-patient psychiatric setting view their own role in child and adolescent care.
b) investigate how other professionals in a multidisciplinary team working in in-patient child and adolescent care perceive the role of the social worker. 
c) determine the extent to which the perceptions among all members of the multidisciplinary team are congruent. 
[bookmark: _Toc467744633][bookmark: _Toc468113699]3.3 Research Approach and Design
The research design that this research project has made use of is the Qualitative approach. This research approach is interpretivist and is based on the assumption that people’s perceptions and behaviours are significant (Bryman, 2012). Qualitative research is conducted in order to uncover meanings, provide depth to research issues and to understand and explain people’s perceptions and behaviours. Essentially, the main aim is to explore how individuals and groups perceive a particular social phenomenon (Creswell, 2009). This type of research approach takes into account specific contexts which may shape participant’s perceptions or understandings (Hennink, Hutter, & Bailey, 2011). The importance of beliefs, perceptions and views that guide people’s thoughts, feelings and behaviours are highlighted in this approach (McMillan & Schumacher, 2001). This approach was chosen as it is congruent with my research questions which relate directly to the perceptions of members of the multidisciplinary team. An advantage of this approach is that it is useful for an in-depth analysis of a small number of cases yet it still produces thick descriptions rich data (Hennink, Hutter, & Bailey, 2011). This is appropriate to the level of this research project and to the population and sample. This is also congruent with the specific design chosen for this study. 
The specific design that was used is a case study which allowed for a detailed analysis of a specific setting or context. The setting that was chosen for this study is of a specifically selected psychiatric unit. This is referred to as a bounded system as there are boundaries that differentiate what the case study is and what it is not (Christensen, Johnson, & Turner, 2015).  In case study research, the researcher uses multiple sources of information in order to gather an in-depth understanding about the specific setting or context (Creswell, 2013). The type of case study that was used is a single instrumental case study in which “the researcher focuses on an issue or concern, and then selects one bounded case to illustrate this issue” (Creswell, 2013, p. 99). This case study was an intrinsic case study as it allows for the understanding of a particular case and therefore the purpose of this approach is to contextualise rather than generalise (Creswell, 2013). Further research on this research topic may allow for an instrumental case study which may provide insight into the social phenomena at a more general level than that of this particular study (Christensen, Johnson, & Turner, 2015). 
[bookmark: _Toc467744634][bookmark: _Toc468113700]3.4 Population, Sample and Sampling procedures
The population refers to the group that the sample is selected from (Christensen, Johnson, & Turner, 2015). The population in this study is all the allied professionals that work in the in-patient setting of the selected site that specialises in psychiatric care in Johannesburg, South Africa. This research will specifically focus on in-patient child and adolescent care. The sample consisted of two members from each allied professional discipline working in the multidisciplinary teams at the site that specialises in in-patient child and adolescent care. Overall the sample was ten allied workers and included two psychiatrists, two psychologists, two social workers, two occupational therapists and two nurses. Sample size is important to consider in qualitative studies, too many participants may hinder the researcher from exploring individual experiences in-depth (Achterberg & Arendt, 2008). The size of the sample is appropriate as the data gathered was manageable and that it exhausted all the categories of allied professionals. The site and population were chosen because I anticipated that they would provide information rich data relevant to the study. The site chosen is congruent with the case study design used for this study and the population chosen is in line with the aims of the qualitative research approach. The pertinent characteristics of the sample are that the participants are all professionals working in in-patient child and adolescent psychiatric care in a multidisciplinary team. The sample can be referred to as key informants as they are individuals who are presumed to have special knowledge about the topic being studied. Key informants are valuable sources of information for research studies (Rubin & Babbie, 2010). 
The type of sampling that was used to choose the participants was purposive sampling, a type of non-probability sampling. Non-probability sampling is commonly used within a qualitative research approach and more specifically in social work research studies (Babbie & Mouton, 2011). When using non-probability sampling, every element does not have an equal chance of inclusion (Bryman, 2012). Purposeful sampling is commonly used in qualitative research studies and refers to a process of strategically choosing a sample that is anticipated to produce data that pertains to what the scope and questions of the study (Palys, 2008). Purposeful sampling allows the researcher to use his or her own knowledge of the population and its elements in order to select the appropriate sample. A researcher may use purposive sampling in order to specifically select participants that will likely provide the best information about the research topic (McMillan & Schumacher, 2001). This type of sampling was used because it allowed the researcher to select participants based on the needs of the research. In sampling in qualitative research, trustworthiness is ensured through to ways, firstly is when sample produces relevant data and the second is when the data provides a description of the phenomenon being researched (Achterberg & Arendt, 2008).  
The procedure to select the participants was as follows. A list was obtained that depicted all the professionals working in the in-patient child and adolescent units. Specific criteria for the sample population included the fact that they must be working within the in-patient child and adolescent units and they must have more than a year experience within this field. I attempted to ensure that the population was representative of both genders however this was not entirely possible due to the fact that the allied professionals working within these units are predominantly female. Two participants from each discipline were selected. I approached the participants personally and explained the nature of the study to them and provided them with the participant information sheet. I invited them to participate and if they agreed, I required written consent to participate in the study. I also requested consent for audio recording of the interview.  
[bookmark: _Toc467744635][bookmark: _Toc468113701]3.5 Research Instrumentation 
The research instrumentation that was used is an interview schedule (see in appendix D) which refers to a “formal list used in interviews to aid in the systematic collection of data through questions” (Taylor, Sinha, & Ghoshal, 2006, p. 76). The interview schedule guided the structure and process of the interviews and provided a set of open ended questions which allowed for in-depth responses (Robson, 2011). The advantage of this type of research instrumentation is that it encourages the researcher to identify exactly what they would like to address during the interviews. It also allows him/her to think about challenges that may arise during the interview and plan how these challenges will be dealt with (de Vos, Strydom, Fouche, & Delport, 2011). The schedule was a useful instrumentation when guiding the interview questions but also allowed for probes based on the responses of the participants. Essentially, the schedule provided a structure of topics and questions to be covered but did not restrict the researcher from exploring other topics (Robson, 2011). Open-ended questions were used in the schedule in order to allow for the participant to respond freely. I also attempted to ensure that the questions were neutral and that they were as unbiased and non-judgemental (de Vos, et al., 2011). Funnelling was also a technique used through this instrumentation as I attempted to gain general and more specific views that the participants have (de Vos et al., 2011). The reason the interview schedule was chosen is because it is a common research instrumentation used in semi-structured interviews. 
[bookmark: _Toc467744636][bookmark: _Toc468113702]3.6 Method of Data Collection
Semi-structured individual interviews were used as the method of data collection. Interviews refer to an interaction or an exchange of dialogue that is usually based on a selected theme (Mason, 2004). Interviews are a common method used in a case study research design (Christensen, Johnson, & Turner, 2015). Semi-structured interviews are guided and questions can be changed depending on the flow of the interview (Robson, 2011). Interviews were chosen because this research study aims to explore the perceptions of the allied professionals and therefore values the experiences, understandings and interpretations of the participants. Interviews allow for a researcher to explore these understandings and interpretations (Mason, 2004). I tried to ensure that I was actively interviewing the participants by being responsive and listening attentively (de Vos, et al., 2011). Attentive listening refers to a process of giving full attention to the person who is speaking and conveying this through verbal and non-verbal communication. For example, attentive listening can be conveyed through eye contact and maintaining an open posture or providing verbal cues to encourage the participant to continue speaking or expand a response (Cournoyer, 2011). I also made use of field notes which I wrote down during the data collection process. Field notes reflect the researcher’s account of the interview process and what they may observe (de Vos, et al., 2011). 
Some of the questions were relevant to psychiatric child and adolescent in-patient care. The interviews ranged from 30 to 49 minutes long. The interviews were audio recorded with the consent of the participants. The advantages of interviews are that the researcher is able to gain in depth knowledge and subjective opinions of participants. The semi-structured approach also meant that the interview was flexible and adaptable to participant responses. There is also no optimal answer making the interview open to honest perceptions of the participants allowing more accuracy in the results (Bryman, 2012). Semi-structured interviews also allow for probing which means that I will be able to explore responses in-depth with participants or gain further information if something is unclear (Bryman, 2012). Interviews can be advantageous when attempting to gather a large amount of data quickly. Although probing is controversial in interviewing as it may influence the responses, it is a useful tool when used appropriately (Bryman, 2012). This method was chosen as opposed other methods such as focus groups, fully structured interviews and questionnaires which have the disadvantage of obtaining less in-depth information  (Hennink, Hutter, & Bailey, 2011). The disadvantages however are that interviews can be time consuming and that they may be an imposition on the participants who will have to take time out of their work or personal lives to participate in the interview (Bryman, 2012). This was a very clear disadvantage during the data collection process of this study as many participants struggled to make time for the interviews because of their busy work days and the nature of the setting. Other disadvantages include the fact that participants may not provide desired responses if questions are misunderstood. This did occur with some questions during interviews in this study however it was often easily clarified (de Vos, 2011). 
After recruiting participants, I set up a time and date with the participants that was convenient to them and that did not impact on their work or personal responsibilities. The interviews took place at a venue convenient to the participant; it was most frequently the participant’s personal office space however occasionally I arranged space within one of the departments for some of the interviews. The same interviewer was used throughout the data collection stage which contributes to the trustworthiness of the study. The time required for the interviews was approximately seven weeks and although this was not originally intended, the difficulty I encountered arranging the interviews contributed to this extensive time frame. 
[bookmark: _Toc467744637][bookmark: _Toc468113703]3.7 Trustworthiness of the study
Trustworthiness is an important component of good quality research. Trustworthiness includes four components that are interlinked, namely, credibility, dependability, transferability and confirmability (Bryman, 2012). There are a few things that were done in order to enhance trustworthiness of the data collection which will be discussed in this section. 
[bookmark: _Toc467744638][bookmark: _Toc468113704]3.7.1 Credibility
Credibility refers to the how congruent and true the data is with reality (Shenton, 2004). In order to achieve credibility, the interviews were recorded and transcribed to ensure that the data provided in the interview is captured correctly (Creswell, 2013). I also attempted to enhance the credibility of the study by checking the data and the interpretations of the data with the participants (Babbie & Mouton, 2011). A use of thick description which will be reflected in this report also contributes to credibility of a research study as it provides a sufficient picture of the topic being studied. Referential adequacy is a procedure used to achieve credibility; in this study, audio taping allowed the researcher to accurately capture the data (Shenton, 2004). Having prolonged engagement with the site and participants also helps ensure credibility; this was achieved during this study as I spent the first half of the year at the site as a part of field instruction for my Social Work degree (Shenton, 2004). This prolonged engagement has been noted to have some drawbacks as some authors argue that professional judgement may be influenced if the researcher is overly immersed in the site being studied. 
Credibility was also achieved through triangulation by using a range of participants who I anticipated would have different viewpoints and experiences (Shenton, 2004). By having a variety of participants, I was able to create a rich picture of the perspectives of the topic being studied. Another way that credibility was achieved was through ensuring that the participants were participated were genuinely willing and that the individuals I approached were allowed to refuse to participate (Shenton, 2004). Where necessary I also ensured that the participants were aware that I was independently conducting the research with support from an external supervisor who was not connected with the agency. This contributed to credibility as it increases the likelihood that participants will provide honest data (Shenton, 2004). 
[bookmark: _Toc467744639][bookmark: _Toc468113705]3.7.2 Transferability
Transferability refers to how the findings of the study can be extended to other contexts however transferability within qualitative research is widely debated. Some authors argue that qualitative research has limited transferability because the populations are often smaller and the study is done within a particular context and therefore bound to this context. Other authors seem to view transferability as achievable but only through certain procedures (Shenton, 2004). There is disagreement among authors about whether transferability is compatible with the value placed on context in qualitative research (Shenton, 2004). 
In order to ensure transferability, the details of the case will be described clearly and rich accounts will be provided (Babbie & Mouton, 2011). Thick descriptions give the readers sufficient understanding of the data thus enable them to compare and transfer the findings of the research with experiences in other settings (Shenton, 2004). It is important that the boundaries of the study are clearly conveyed to the reader so that the context of the study is considered before transferability can be measured. These boundaries were clearly depicted in the research report methodology chapter which outlines the site, the size of the population, the method of data collection, the time frame and the nature of the site being studied (Shenton, 2004). Purposive sampling, which is being used in this study also enhances transferability as it “seeks to maximize the range of specific information that can be obtained from and about that context” (Babbie & Mouton, 2011, p. 277). 
[bookmark: _Toc467744640][bookmark: _Toc468113706]3.7.3 Dependability
Dependability refers to how well the data can be relied on and whether it can be replicated in similar contexts with similar participants (Babbie & Mouton, 2011). Dependability is closely linked with the other components of trustworthiness. With dependability, the consideration of context remains highly contested as attempting to replicate the findings in similar settings undermines the original context in which the data was gathered, again something which is emphasised in qualitative research (Shenton, 2004). In order to enhance the dependability of the study, complete records of all phases of the research process were kept and a comprehensive description of the research process was depicted in this report. This allows future researchers to replicate studies in similar contexts (Shenton, 2004). I also worked alongside my supervisor in order to ensure transparency during the data collection stage, this allowed for an external review of the process (Bryman, 2012; Creswell, 2013).
[bookmark: _Toc467744641][bookmark: _Toc468113707]3.7.4 Confirmability 
Confirmability “is the degree to which the findings are the product of the focus of the inquiry and not of the biases of the researcher” (Babbie & Mouton, 2011, p. 278). Bias is inevitable, particularly in qualitative research where the interpretation of the data relies predominately on the researcher. It is important however that the researcher is able to ensure as far as possible that the findings convey the experiences and perceptions of the participants and not the biases of the researcher (Shenton, 2004). One way of enhancing confirmability is if the researcher is able to recognise his/her own preconceptions and biases prior to the data collection stage. It is also important that the researcher is able to justify the methods and design chosen; I have attempted to do this throughout my methodology chapter to ensure that the reader is aware of why I favoured methods over others. I have also tried to comment on the weaknesses of chosen methods, designs or approaches where possible (Shenton, 2004). 
[bookmark: _Toc432945445][bookmark: _Toc467744642][bookmark: _Toc468113708]3.8 Method of Data Analysis	
The data was analysed using thematic analysis. This means that after transcription of the interviews, I found codes in the data and categorise these codes and collapse the categories into broader themes (Bryman, 2012). These codes refer to data or parts of the data that represent something of interest; coding is very often central to qualitative data analysis. Once the researcher has grouped together themes, further interpretation of these themes can take place (Robson, 2011). It is important that from the beginning of the data collection process, a researcher is able to identify possible patterns or themes in the data. One model typically used in the coding process is Tesch’s eight step model which is explained by Creswell (2009).  Tesch’s steps can be summarised as reading the transcripts carefully and then identifying underlying meaning and forming topics. During this process, the researcher can write down thoughts and ideas. It may be useful for the researcher to also read the transcripts more than once in order to familiarise themselves with the data (Roberts, 2010). The researcher then clusters these topics and forms codes which are then organised into categories. Interrelationships between categories are identified in order to reduce the number of categories. The data in each category is then assembled in order to do a preliminary analysis. Depending on this analysis, Tesch identifies that recoding may be necessary (Creswell, 2009). The aim of doing this type of data analysis is for reduction, in other words, reducing the information to manageable portions in a way that highlights the key aspects of the data (Bryman, 2012). The advantages of using this type of data analysis are that it is flexible, accessible and easy to use. Some disadvantages are that it is a generic approach and data can often be broad. Other limitations of this data analysis could be that the data is subjective and therefore other researchers might interpret the results differently (Bryman, 2012). 
[bookmark: _Toc432945446][bookmark: _Toc467744643][bookmark: _Toc468113709]3.9 Ethical Considerations
Ethical considerations are central to any research study as an important consideration of the researcher should be how the research will impact on the participants (Given, 2015). The ethical considerations for this research include informed consent, voluntary participation, anonymity and confidentiality and no harm to participants. This section will provide a brief description of each consideration and what procedures were used to address these considerations. 
[bookmark: _Toc467744644][bookmark: _Toc468113710]3.9.1 Voluntary Participation
Voluntary participation means that participants are given the option to participate and are not forced. It also means that non-participation will not result in any negative consequences for participants and participants have the option to withdraw at any point without consequences (Bryman, 2012). In order to address this consideration, I ensured that the participants were made aware of this both through verbal and written communication (Bryman, 2012). I emphasised that even during the interviewing process, they may withdraw from the study or choose to not to answer particular questions again without any negative consequences. This information was included in the participant information sheet (see appendix C) and in the consent forms. 
[bookmark: _Toc467744645][bookmark: _Toc468113711]3.9.2 Consent 
Informed consent is an ethical consideration that a researcher should be aware of when implementing a study; aside from this, informed consent is also a fundamental ethical principle that Social Workers should adhere to across all contexts (Reamer, 2013). Informed consent refers to the process of gaining permission from participants to conduct the research and ensuring that they are knowledgeable about the process is and what it will entail (Mason, 2004). Informed consent and voluntary participation are closely linked. A few steps were taken in order to address this consideration; firstly, written consent was requested from the participants. The consent was requested after a verbal explanation of the research aimed to achieve. The participants were also given an information sheet with a detailed description of the context of the study and that will clearly outline what participation entails. Consent was also requested for the audio-taping of the interviews; the details of what would be done with the audio recordings were explained in the consent forms (see appendix E and F) and in the participant information sheet. Permission for the study was also obtained from the site where the research was conducted (see appendix B). 
[bookmark: _Toc467744646][bookmark: _Toc468113712]3.9.3 Anonymity and Confidentiality
Anonymity is defined as a process of data collection where identifying details of participants, for example, their names, are not known by the researcher and therefore responses cannot be linked with the participants (Bryman, 2012). Anonymity from the researcher is not guaranteed as I am aware of the names of the participants. I have however ensured that the data will remain anonymous in the transcriptions and research reports. The name of the site will also be anonymous in this final research report. Confidentiality has been assured by using pseudonyms on the results and transcriptions and no identifying information of the participants or the institution will be present in any reports that emanate from this study (Bryman, 2012). I found that assuring confidentiality verbally prior to the interviews seemed to make the participants feel a lot more comfortable disclosing their personal thoughts and experiences. 
[bookmark: _Toc467744647][bookmark: _Toc468113713]3.9.4 No Harm to Participants
Harm to participants could include any part of the research which may negatively impact on the participants. As mentioned previously, the care of the participants should be a priority for the researcher and harm to participants is something researchers should avoid throughout the process (Bryman, 2012). The topic of this study is not sensitive and I am not basing the study on a vulnerable group which means that the potential for harm is limited. I have tried to alleviate any harm to participants during this study by meeting with them at a time and place convenient to them as to not inconvenient them in any way. It was specified in the participant information sheet that no harm will be done to participants. 
[bookmark: _Toc467744648][bookmark: _Toc468113714]3.10 Design Limitations
There are limitations that inevitably arise when using a qualitative design for a research study. Design limitations include the fact that qualitative research is seen as being too subjective and that it is reliant on researchers’ interpretation of important data (Bryman, 2012). This means that there is potential for bias in the interpretation of data (Bryman, 2012). Also, due to the uniqueness of every person’s perspective, results from research using this design may be difficult to replicate. Representativeness could also be considered a limitation because it will be difficult due to the small sample populations and uniqueness of perceptions by each participant (Bryman, 2012). In my study, I had a small sample of participants whom I interviewed and the study took place using only one site. This needs to be considered as it means that the findings may not be representative of all psychiatric settings or of all members of the multidisciplinary team. This also means that the data that was gathered may not be representative of the opinions of all allied professionals working in child and adolescent in-patient psychiatric settings. Due to the fact that this study is a single case study, it is difficult to generalise the data across this population at other sites. Gathering enough information for an in-depth analysis can also be a challenge of single case studies (Creswell, 2013). 
[bookmark: _Toc467744649][bookmark: _Toc468113715]3.11 Conclusion
This chapter has argued the appropriateness of a qualitative approach with a single case study design for this study. The significance of the context of the study is highlighted and supports the use of this approach and design. By making use of purposive sampling and semi-structured interviews guided by an interview schedule, I was able to gather sufficient data from a variety of participants. Despite acknowledgements of this method of analysis, I have identified how these can be mitigated and how the trustworthiness of the study will be ensured. Ethical considerations have been sufficiently discussed to ensure that the study is sound and identify the possible impact of the study on participants and how to minimise this. A thematic analysis was used to analyse the data. The findings of this analysis will be discussed and explored in the following chapter. 




[bookmark: _Toc467744650][bookmark: _Toc468113716]Chapter 4: Findings
[bookmark: _Toc467744651][bookmark: _Toc468113717]4.1 Introduction
This chapter offers the results of the thematic analysis conducted on the data collected through individual interviews with members of the multidisciplinary team at the research site. The data was collected to explore how professionals in a multidisciplinary team in a psychiatric setting view the role of social workers in in-patient child and adolescent care. Theoretical frameworks including the Systems Theory, Family Systems Theory and the Biopsychosocial Model to Healthcare sensitised me to the themes and patterns that emerged during data analysis and have informed how this data has been presented (Bryman, 2008).
Four areas of the social worker’s role are discussed. The first is that of role descriptors, which offers an account of participants’ understanding of what the social worker does in the context of child and adolescent in-patient psychiatric care. The disagreements among participants regarding these roles are also explored in this section. Secondly, role possibilities which signal roles that the social workers could assume but may not be doing so currently, are highlighted. Thirdly, role confusion is deliberated. This section foregrounds specific areas where overlap in function of the social worker and other disciplines are evident. The contestations regarding the boundary of the social worker’s practice as well as professional boundaries in the multidisciplinary team are also discussed. The final aspect is that of role resolution which explores participant suggestions as to how the multidisciplinary team can enhance understanding of professional roles.
[bookmark: _Toc467744652][bookmark: _Toc468113718]4.2 Role Descriptors
Assessing, supporting, educating and bridging are four distinct roles of the social worker in child and adolescent psychiatry care that emerged from the data. The use of verbs as opposed to nouns when naming these roles is to illustrate the action-oriented dynamics of each of these roles. There are four different, but interrelated levels of practice in which these roles are fulfilled by the social worker, namely with individuals, groups, families and communities. The reason that these levels have been identified as such, rather than the more generic terms ‘micro, meso and macro’ is because of the possible complications regarding classification of group and family in these terms. For the purpose of the discussion, each of these levels in relation to the roles are discussed sequentially, however in practice, role fulfilment at each of these levels is interlinked. The relationship between each of these systems is highlighted in The Systems Theory which places emphasis on how these interlinked systems shape and influence the individual (Friedman & Allan, 2011). In practice, working solely with the individual is limiting, instead, according to the Systems Theory and the Biopsychosocial Approach to Healthcare, all factors relating to the individual and his/her functioning should be considered, including the family of the individual and the community context (Friedman & Allan, 2011; Kaplan & Berkman, 2016). The discussion will indicate where these links exist and why they are significant. In addition to this, the link between each of the roles will also be explored. 
[bookmark: _Toc467744653][bookmark: _Toc468113719]4.2.1 Assessing
Assessing was one of the primary roles that participants identified could be fulfilled by a social worker at the hospital. Based on the perceptions of the participants, assessments can be conducted with individuals, families and the community. Varied opinions emerged about the purpose of assessments and what they might entail in relation to each of these levels, and these are discussed in detail below. The individual patients’ assessments conducted by a social worker mainly related to potential social difficulties. Assessments with families focused on parental abilities, family dynamics and family circumstances. The community context was also perceived to be an area where assessments could be orchestrated by a social worker. There seemed to be conflicting opinions on the social worker’s role with regards to individual assessments, but more consensus is noted with the family and the community. All the assessment roles described by the participants indicate the interlinked relationship between individuals, families and communities. Although the assessments are targeted at specific levels, the purpose of the assessments seems to be primarily based on gaining insight into the patient and the social systems and environment with which the patient interacts. Based on the responses, the assessments appear to be conducted for the purpose of providing care to the individual patient. 
4.2.1.1 Individual
There were varied and conflicting comments regarding the role social workers have in assessing individual patients. Most of the participants maintained that the social worker had no direct contact with the individual patients at the hospital. Contradicting this, one participant claimed that the social workers “do have direct contact with patients” and that they are involved in conducting assessments for the purpose of establishing whether there are any social difficulties (eg. abuse, poverty, familial conflict) that need to be addressed. Similar perceptions were noted by another participant, who commented that direct contact may occur if the social worker needs to ascertain whether a patient is being abused. It is clear that these two participants associate the role of the social worker with social difficulties. This could suggest that social workers have an integral role to play if social difficulties are identified. This also suggests that the assessment is aimed at a very specific area of the patients’ overall functioning. In part, the views of these participants are supported by Engstrom (2012) who comments on the social workers’ role in conducting psychosocial assessments. Psychosocial assessments are often used for gaining a holistic picture of the individual’s functioning in all domains (psychological, social and emotional), however only social difficulties appear to be central to the assessments described by the two participants. For this reason, it cannot be maintained that the participants’ views are fully supported by Engstrom (2012).
4.2.1.2 Family
Family assessment was noted by several participants as a role that the social worker could fulfil. Assessment with the families was noted with regards to the family environment, home context and parental abilities. Some participants specified where the assessment may be a part of a family intervention such as in “parent counselling”. The purpose of the family assessment described by participants is multifaceted. 
A few participants referred to the family assessment as a way of “gathering information”, gaining insight into the “family environment” and assessing the appropriateness of the “home context”. One participant commented on the purpose of this role which could be to assess “the ability of the parents” and the “home circumstances”. She noted this as an element of “parent counselling”, an intervention offered by the social worker to the parents of the in-patient. These views were supported by several participants who noted that the social workers are involved with assessing the parents and the family. These responses indicate the value given to the family system with which the child interacts, and therefore highlights the importance of this role fulfilled by the social worker. Less frequently noted perceptions were assessments with the aim of understanding “the resources available to the family” and patient/family “support structures”.
There is more congruence in these perceptions than in those of the individual assessments and it is evident that there is a consensus that assessing is a role social workers can fulfil with regards to the family. These perceptions are congruent with Engstrom (2012) who notes that assessments of families may help determine the social support structures and level of family functioning. A family assessment would also be considered a component of the Family Systems theory described by Smeeton (2013) as having sufficient insight into family functioning is central to the care and treatment provided to the individual.
The link between the family and individual is clearly noted here. In highlighting the importance of assessment of families, four participants noted that the family may be a source of abuse or “volatility” for the child patient. Based on these responses, the assessments are seen to be central to providing care to the patient. This demonstrates a bridge across the divide between the individual and family and signifies the interconnectedness of the family system with the individual patient. The link is also indicated in the Family Systems Theory discussed in Smeeton (2015) which highlights that individual difficulties are often precipitated or exacerbated by family dysfunction. The link between the patient and the family can be further illustrated by one participant who spoke about the “joint sessions” conducted with patients and parents, which are facilitated by the Social Worker and primary therapist. These sessions allow for a more focused and refined assessment, for example, on the “communication styles” between parents and children. 
4.2.1.3 Community 
Community-based assessments were noted by participants as a role that could be fulfilled by the social worker. Two participants commented on the function of assessing the suitability and safety of the community environment for the child/patient concerned. According to one participant, this might entail assessing “appropriateness of the kind of home context within the community”. Supporting this, an assessment to establish “whether the child is at risk in the community that they’re in” was also mentioned. It is apparent in these perceptions that the assessments in the community are also conducted for the care and protection of the patient. This also suggests a link between the patient and the community environment. This link is also highlighted biopsychosocial approach which indicates the need for environmental factors to be considered when treating an individual (Kaplan & Berkman, 2016).
These perceptions contradicted those of the social work participants, one of whom noted that they are “limited to the hospital setting” and the other who felt that the assessment and investigation into the home and community context would be the responsibility of external organisations/professionals. The perceptions of the rest of the professionals within the multidisciplinary team appear to be incongruent with the perceptions of the social workers on their own role. 
[bookmark: _Toc467744654][bookmark: _Toc468113720]4.2.2 Supporting
The supportive role of the social worker was frequently mentioned by participants and can be observed at a family and community level of practice. For the family, support was mainly seen as an element of parent intervention (eg. parent counselling), however it was also noted as an independent intervention that could be offered to parents and families. Parent and family support was focused on admission, in-patient treatment and difficulties experienced by the parents. Community based support was noted with regards to support for placements and community organisations. Individual support was not identified by the participants as being offered by social workers. 
4.2.2.1 Family
Support as a component and a goal of parent counselling was noted by several participants. Supporting the family and creating a “supportive environment” was described as an important function of the social worker when interacting with the parents in counselling. The “supportive environment” was described by the social work participant as “a space where they [the parents] can talk about their fears, their frustrations, their disappointments”. She also noted that social workers can provide “support to the family” through the in-patient treatment process in parent counselling and explore “the impact of the admission on the child”. She also commented on counselling as an opportunity to “look and see what the child might need from the parents and the home environment”. Adding to these claims, the second social work participant also spoke about support given to parents and the provision of a “space to debrief and feel safe”. This participant’s perception of the nature of the support provided is congruent with Feltham (2006) who notes the importance of creating a safe and supportive environment for clients. These views were confirmed by three other participants who commented on the “direct support to family” and “parent support” provided by the social workers. In describing what support with family and parents might entail, the social work participant said:
Just to be able to hear what their frustrations are, to think about it in relation to their work setting, their school setting and the child setting, their other commitments, to help the family explore their circumstances and to look at really what needs to be shifted so that’s quite significant. So the family support might sound like a very basic thing but it really encompasses considering all of their dynamics and what might need to shift so that everyone has better, a better experience of the family.
This extract shows that the supportive role seems to be valued by the social work participant as an integral part of the intervention process. This is supported by Walker (2011) who also notes the benefit of parent support for the treatment process and mental health outcome of the patient. The participant seems to identify support as an initial component of the intervention that enables the social worker to identify challenges and work with the parents to address these. A minor inconsistency emerges in the responses of the participants with some referring to support provided to the family and others to the parents. When exploring the involvement of other family members, most participants felt that the extended family members and siblings (excluding primary caregivers) were not typically involved in the social work intervention but rather are engaged by a psychologist/therapist in a family therapy setting. The synonymous use of these words could be indicative of the participants’ views about who constitutes the family. It appears that the participants who are referring to the “family” in the context of support are in fact talking about the parents. Contrary to this interchangeable use of these terms by participants, the literature appears to refer to the ‘family’, for example within a family therapy setting, as parents, siblings and significant family members (Collins, Jordan & Coleman). Parent-focused work in the literature seems to be primarily focused on the caregivers or parents only (Webb, 2011). It is also noteworthy that some participants commented that the parents may not necessarily have biological relation to the child patient but rather that parents could refer to “primary care givers” such as adoptive/foster parents, grandparents or others. The participants refer to parent support as occurring as a separate process between the specific parents and the social worker. Contrasting this, Zastrow (2010) refers to parent and family support as occurring within a group setting, which comprises several parents or families of patients. 
There are few contestations about the supportive role of the social worker with the family/parents and it is evident that these views are shared by the majority of the participants who were interviewed. The views of participants about the role of the social worker in providing support are congruent with Walker (2011) who also discusses the role of a social work in providing family support in child and adolescent psychiatric care.  
4.2.2.2 Community 
Community support was explored in two ways. First is the role of social workers in facilitating the support of the child and family within the community context and second is the provision of support for communities and community-based organisations by the social worker. The former is highlighted in one participant’s response who commented on the support parents “need in the broader community” to be able to better “support the child”.  These views were held by another participant who noted that social workers can be involved in establishing “on-going support” of patients “within the context of the community”. This supportive role is also related to linking patients and their families with resources in the community; this will be discussed in detail below in section 4.2.4.2.  It is evident in these responses that the social worker links the individual patient, family and the community, despite the support occurring within the context of the community. 
Providing support to communities and organisations was noted by two participants as a role that could be fulfilled by the social worker. One participant commented on the support could be provided to placement facilities or other organisations that are not typically “serviced by social workers or by professionals in the community”. Another participant confirmed these views noting that there are areas in communities that need support and that the social worker can fulfil this need. There is limited literature that supports these views; Brown (2012) discusses the role of the social worker in providing services within psychiatric placement facilities. She does not specify that this is a role of social workers working within primary psychiatric care hospitals. 
[bookmark: _Toc467744655][bookmark: _Toc468113721]4.2.3 Educating
Psychoeducation with groups, families and communities was identified by participants as a role of social workers. The groups are conducted by the social worker with the adolescent patients and have the purpose of psychoeducation on life skills. It is noteworthy that the group context/level only emerges in the role of psychoeducation and it is the only area which is exclusively for the adolescent (in) patients. Psychoeducation with the family is indicated as occurring as a component of a parent intervention or for educating family about the child diagnosis, behaviour presentation and symptoms or resources available to the family. At a community level, awareness raising and psychoeducation is perceived to be about child and adolescent mental health issues. The link between psychoeducation at each of these levels is evident and will be identified in the discussion. 
4.2.3.1 Groups
Six of the participants noted that the social workers conduct groups with the adolescent patients at the hospital. These participants described these groups as being “life skills” or “psychoeducational groups”. One of the social work participants highlighted that the groups are “valuable” and assist her in the parent interventions. She noted that the groups give her insight into family dynamics and allow her to experience the behaviour of the adolescent patients. Through this, she can “appreciate better what the parents are experiencing at home and therefore it helps the process to think with them about managing the behaviour”. She also noted that it is valuable that she can “hear the struggles the adolescents have in relation to the family environment”. The link between the group context and the parent intervention is evident in this discussion as the participant highlights how the interactions in both these contexts are related. The participant highlights the insight that the groups with the patients can provide for the parent interventions. The perceptions of psychoeducational groups are in line with Hepworth et al (2010) who discuss groups conducted by social workers, which could have the purpose of psychoeducation. 
The views were not held by all participants and some did not identify group work as an area where social workers may be involved in psychoeducation. Other participants appeared less positive about the psychoeducational groups conducted by social workers, noting that they can be a source of overlap as occupational therapists run similar groups. In highlighting this, one participant felt that the overlap is an ineffective use of time, suggesting that this could be mitigated by integrating the life skills groups conducted by both professions. Her views about the outcome of overlap in group provision are supported by Gene and Beng (2015) who identify that role overlap can reduce the success of the intervention. The opinion the occupational therapist is in contradiction with the social worker’s perceptions of the importance of her role in conducting groups and how it benefits the services offered to the parents. This misalignment in opinions could be indicative of the need for collaboration and communication between different disciplines in the multidisciplinary team which may not be happening to a sufficient extent in this setting. The need for collaboration is supported by Coghill et al (2009) who note the need for team collaboration, particularly in child and adolescent care. The significant difference in what interventions are considered important is also highlighted in this contestation.  
4.2.3.2 Family
Psychoeducation that can be offered to families by the social worker was identified by eight of the participants. The most frequently mentioned purpose of psychoeducation as noted by participants was with the family and involved exploring aspects regarding the patient and his/her diagnosis. One participant described what psychoeducation with the family would entail:
Psychoeducation just in short means that you would be informing the family about the child’s diagnosis, um what challenges and implications there might be, you are um reinforcing the usage of your treatment and medication adherence. It’s basically just giving them information regarding the challenges that they are experiencing and helping them to understand that psychiatric illness is something that’s real and that needs attention so you can’t just turn a blind eye.
In this response, the participant identifies the main areas that psychoeducation aims to address including the diagnosis, the challenges that might arise and medication compliance. She highlights how improving understanding about psychiatric illness is also a component of psychoeducation. These views were supported by other participants who perceived psychoeducation as “sharing, explaining or teaching on things like the diagnosis” and “what a condition means”. Another participant commented on exploring “symptomology” and helping the parents develop an “understanding of how they [the patient] might present”. The purpose of psychoeducation as described by the participants is congruent with Lefley’s (2009) discussion on psychoeducation with families in psychiatric care where the importance of adherence to treatment is addressed and the aspects of the psychiatric condition are explored. It is evident here that psychoeducation with the family primarily focused on facilitating the development of understanding and insight about the child’s diagnosis and all aspects (eg symptoms, behaviour and medication) related to this. The importance of the family in the care of the child is highlighted here and a link between the patient and the family is evident. It is also noteworthy that one participant referred to this as an “insight-orientated” intervention rather than psychoeducation. 
One participant, who is a psychologist, offered a contradictory perspective claiming that the social worker does not do psychoeducation around the psychiatric illness and rather that this is the role of the clinical psychologists. This view was not noted by any other participants. It is interesting that the participant perceived this to be her role as a psychologist as opposed to the social worker’s role. This could suggest potential role confusion between the social worker and the psychologist and could indicate that there is an overlap in service provision if both disciplines are conducting psychoeducation with the parents. Godden, Wilson and Wilson (2010) would suggest that this role confusion could result in problems arising within the multidisciplinary team. It is however noteworthy that this is only the view of one participant and therefore it may not indicate significant overlap or role confusion but perhaps only between the social worker and psychology. Here again, the need for collaboration and communication between different disciplines within the multidisciplinary team is highlighted and the extent to which is seems to occur in this context does not seem sufficient. 
Other areas of education were mentioned within the context of parent intervention/parent counselling provided by social workers. This focuses on development of skills and capabilities to respond more appropriately and relate to children, particularly children with psychiatric difficulties. Typifying this, one participant said:
Um a lot of our parents, um they parent from their own experience, their own background, so one would explore where their knowledge and experience comes from and then work with that and then try to expose them to much healthier techniques and how to work with the children. At the same time working with relationships between parents and the children so you know work on interpersonal relationships, creating awareness, developing skills
This extract highlight’s the participant’s belief that facilitating the development of healthy parenting techniques, creating awareness and developing skills are the key areas that should be a part of education within the parent intervention. The relationship between psychoeducation and parent functioning was also noted by one participant who felt that if there is a sufficient understanding of the diagnosis (and related aspects) the parents can “enhance their own capacity to reflect on the child’s emotional state so that they can respond more appropriately and congruently”. Insight building regarding “parenting in relation to the child” and areas that may be “destructive” to the child or “contribute to the child’s diagnosis” was identified as a part of psychoeducation within a parent intervention. The goals of parent counselling include looking at “parent-child relationships” and interactions, “parent styles” and techniques and healthy methods of discipline. Manichander’s (2016) discussion of parent counselling confirms the educational goal that this process may entail as described by participants. Manichander (2016) highlights key areas including parenting skills and techniques as well as the way parents interact with their children as being the key focus that is addressed through parent intervention. The educational component of parent interventions is also noted by other participants who comment on the purpose of helping the parents “support the child” and create “supportive structures” so that the child can function more effectively in his/her environment. Other participants seemed to feel that psychoeducation with the family was also done with regards to the “role of different institutions” and “informing either the child or the parent on what is available to them”. Another participant supported these claims commenting that psychoeducation may be with regards to grants and financial assistance. 
The link between the individual, family and community is apparent in this discussion, with psychoeducation with the family being primarily related to the individual patient and the diagnosis. By highlighting education within the family, the participants have indicated the important role that the family haveto play in the treatment process which is supported by the Systems Theory (discussed in Smeeton (2013)) and the Biopsychosocial Approach (explored in Kaplan and Berklan (2016)). The impact of the family on the patient is also highlighted as well as the family and patient in relation to community resources. The interlinked functioning of each of these systems is evident. 
4.2.3.3 Community
Providing outreach programmes to external institutions, communities and organisations is seen as an important part of the community education intervention offered by the social worker. These outreach programmes could be related to primary, secondary and tertiary prevention in mental health described by Dhooper (2012). The outreach programmes mentioned by three participants were those to schools. These views are supported by Bhana (2010) who notes that schools are a good area to provide mental health promotion programmes, particularly for young people. In addition to this, one participant commented that outreach programmes can be to community clinics and children’s homes. She labelled these institutions as areas that “need psychoeducation and support”. Some participants commented on the role of the social worker as “raising awareness” within communities about mental health issues as well as “psychoeducation” regarding mental health and mental health care resources. For example, one of the social worker participants said: 
I think we’ve got the responsibility to psychoeducate the community as well in terms of mental health and what we do in this context. So I think we need to constantly get involved in the community, to get out there either you’re doing some outreaches at schools or you’re sharing a talk with teachers.
This participant identifies the need for community education to be an on-going process. In this response, she notes that education can be regarding mental health, the services offered by the hospital and outreaches. It is noteworthy that the social work participant refers to her “responsibility” to psychoeducate the community as opposed to her role. This could suggest she perceives it as a professional and moral obligation beyond merely a part of her job description. These views are congruent Engstrom (2012) who also comments on psychoeduction in communities as an important function of the social worker in mental health care.
Two participants felt that social workers should be more engaged in this work with the community, particularly regarding psychoeducation as, according to one participant, “there isn’t a lot of awareness about child and adolescent mental health issues”. This participant feels that social workers are in “unique” positions to do psychoeducation in the community. A colleague supports this claiming that “workshops” with the intention of psychoeducation can be conducted with community members, also claiming that “mental health [problems] in kids is also very much missed”. One participant also felt that “outreaches” with communities could be more frequently provided by social workers at the hospital. Another participant felt that psychoeducation regarding resources in communities is a “need” that social workers could fulfil. It is noteworthy that some participants identified that social workers from the hospital (despite providing care in in-patient units) could additionally provide community outreaches. Others were unclear about whether this was specifically the role of the social worker at the hospital or a role that could be fulfilled in general by social workers and not necessarily within that context.  Conflicting opinions emerge in the perceptions between participants of other disciplines and that of the social worker. Some participants feel that social workers are already fulfilling a role within the community, whereas others feel that this role is not being sufficiently fulfilled by the social workers. The conflicting opinions could suggest that the participants are not well informed about the role of the social worker in the community. These contradictions could also indicate role confusion and the misalignment in perceptions. 
[bookmark: _Toc467744656][bookmark: _Toc468113722]4.2.4 Bridging
The last role of the social worker is bridging. This role is distinct from the others in that the bridging occurs between individuals and families and the community rather than being a separate role at each level. Participants mainly identified the role of the social worker in liaising with communities, referrals, advocating on behalf of patients and enabling access to community resources and services. The concept of bridging is used to illustrate the social worker’s position as between the individual/family and the community. These functions were all noted as being for the patient and family care. Some participants also identified the role of the social worker in mediating between the multidisciplinary team and the community. 
4.2.4.1 Referrals
A number of participants commented on the fact that often, due to the limitations of care provided at the hospital, the social workers have to refer cases out to external resources and social workers at various organisations or within the community. One participant commented that families may not always be able to access these services one their own and may “not know how to access facilities that they’re entitled to” and that the social worker can assist them with this. This is congruent with Hepworth et al (2010), who claim that one of the roles of the social worker is to refer clients to other services particularly when they do not have the knowledge or skills to access these services on their own.  One participant noted that this is not always optimal as the “quality of care” and services provided to the patient and family outside the hospital cannot always be guaranteed. 
Some participants noted that referring patients out to seek support through other organisations is an “important part of patient care”. One participant noted that different organisations could “provide support for all the different issues and different social challenges” that the family are facing. She further stated that the social worker links patients and families to “areas of support”.
4.2.4.2 Enabling access to resources
Enabling access to resources and referrals are closely related because linking family and patients with resources is central to both. Enabling access to resources for the patients and their families was frequently noted by the participants as a function the social worker could perform with regards to the community. One participant commented on the social worker’s “knowledge of resources that are available” as well as the “understanding of where services are” and “how they can be best allocated”.  Another participant supported these claims, commenting on the social workers’ function in looking at the “resources that are available”, how to “access those resources and what resources are appropriate”. The optimal position of social workers in the community was also noted with one participant commenting that social workers have extensive “knowledge of resources” available to patients and their families. These views are congruent with Hepworth et al (2010) who note the unique knowledge of social workers about communities and their resources. Participants commented on the social workers’ responsibility in accessing resources for patients in the community, including placements, financial assistance such as grants, and other care services. Some of the examples of resources, according to participants, include financial assistance, community based resources, schooling and placement facilities.  
4.2.4.3 Advocacy
“Advocacy” was a role of the social worker with regards to bridging the patient and family, and community resources. One participant commented on “advocating for access” to community services and resources such as grants. These views were supported by one of the social work participants who commented on the need to “advocate on behalf of the child” and further claimed that this would be in regards to the “school system”, aiding children without birth certificates, and assisting with grant applications.  Only one other participant noted the advocacy role of the social worker however this role was less frequently noted by participants. This also indicates the social workers function as bridging between the patient and the community. Advocacy is seen as an important role of social workers in general settings, however the Canadian Association of Social Workers note that advocacy can form part of the role of social workers in psychiatric care, supporting the participants’ comments.
4.2.4.5 Liaising
Liaising with external organisations was a key function with the community that was noted by both social work participants. One participant noted that the social workers “work on a referral basis” and have to “liaise with a lot of other organisations”. She noted that liaising might be with organisations such as Child Welfare, Life Line or the Department of Social Development. These views were reinforced by her colleague who noted that:
Liaising would be with social workers in communities so whether it is with child welfare or with or with social development office or CMR which is a social work office.
The participant also commented that the liaising may be with the school or school counsellor; however, she felt that this should not be her role and may be the role of other team members. She went on to claim that her “primary interaction with the community would be with welfare organisation”. These views are substantiated by Meadow et al (2007) as well as Coghill et al (2009) who note the responsibility of the multidisciplinary team to work alongside child protection agencies.
It seemed that liaising was mainly for the patient and family and seemed to be directly related to the needs of the patient. Both social workers felt that liaising would also be important to ensure that if the patient is at risk in the home environment or the community, external organisations would “get involved in terms of doing a home assessment” and ensuring the safety and protection of the child. This is supported by another participant who commented that social workers can be involved in protection of children when “they are in situations where they are found quite vulnerable”. The participants here have highlighted the importance identified by Bell (2011) of protecting children who may be at risk of harm in their family or home environment. One of the social work participants commented on the fact that social workers at the institution do not have “statutory power” and therefore must liaise with other organisations if a child needs to be removed from home or a family. These views were also held by three other participants. These responses indicate the social workers’ role as bridging between the patient and his/her family and child welfare organisations within the community. This is supported Meadow et al (2007) who note that mental health care professionals in the multidisciplinary should work alongside child protection organisations to ensure the safety of children. 
4.2.4.6 Intermediary
One participant noted that the social worker’s role in relation to the community is to act as an “intermediary” between the multidisciplinary team and the community. According to the participant, the social worker is responsible for “presenting the concerns of the team of the in-patient”.  She also notes that the social worker acts as a “middle-man” and “translates” the messages of the team. She further comments that this enables the team to set up “on-going support” for the patient in the context of the community. Essentially, the participant indicates the bridging relationship that the social worker has between the multidisciplinary team and the community. 
[bookmark: _Toc467744657][bookmark: _Toc468113723]4.3 Role Possibilities 
The potential roles that social workers could fulfil as noted by the participants are vast and many of these seemed to be interlinked with the participants’ perceptions of the scope of expertise. These roles can be viewed at as potentially occurring with individuals, groups, families and communities.
[bookmark: _Toc467744658][bookmark: _Toc468113724]4.3.1 Individual 
Individual therapy was noted by both social work participants as a role that could be fulfilled by social workers. One noted that the social workers contact with individual patients could take the form of a “therapeutic intervention”. Another participant also indicated that social workers could have a role to play in individual cases. These views were supported by another participant who commented that individual therapy is “within their scope”. These views were also held by three other participants who commented that social workers could conduct “psychotherapy” or “play therapy” however they noted that this would require a “particular kind of knowledge base” and is dependent on the “training the social worker has”. They felt that this role could be fulfilled if there is further training, qualifications and “development in a particular area”. Three participants noted that social workers could do clinical work, however again, some noted the specialised training required for this. These views are in line with global organisations such as the Canadian Association of Social Workers and the National Association of Social Workers (2009) who comment that individual therapy could be a role fulfilled by a Social Worker in a psychiatric setting. Hannah (2005) also notes social workers’ role in providing individual therapy. 
[bookmark: _Toc467744659][bookmark: _Toc468113725]4.3.2 Family
Family and couples therapy was another role noted by some participants that social workers could fulfil. One participant commented that “social workers are trained to do family therapy”. These views were supported by another participant who noted that “family therapy would also be an area that [she] would link social workers to”. These views however were not held by all participants. These perceptions are congruent with Zastrow (2010) and Collins et al (2010) both who note that individual and family therapy can be conducted by a Social Worker. 
[bookmark: _Toc467744660][bookmark: _Toc468113726]4.3.4 Community
Some participants felt that social workers could fulfil more roles related to the community. Three participants supported this with one commenting that social workers could be involved with “running forums to think about outreach into the community”. The social work participant also noted that community work is a role possibility for social workers. The social work participant also noted that getting involved in policy and policy decisions could be more frequent, although they are “asked for feedback” in terms of policies. Three participants also thought that social workers could be more involved with home visits in the community. This indicates a link between the individual, family and community context that could occur within patient care. One participant noted that home visits in the communities could allow social workers to “see the dynamics within the family”, “assess the relationship or communication” and identify “what the challenges might be”. These views are congruent with Engstrom (2010) who comments on the importance of assessment of home and family dynamics. Two participants identified that that social workers could focus on in-service training at the hospital. Another participant’s comments also reflected the link between the patient and the community by commenting on the transition from in-patient to out-patient and the possibility that “more energy and effort” could be directed to that transition for the patient to be reintegrated into the community. In contrast, one participant felt that this was already the role of the social worker who is involved with “helping the patient reach out into the community and settle there”. 
The roles mentioned above were most frequently noted by participants however some participants were more unsure about what other roles the social workers could fulfil aside from what they have experienced in that specific context. Two participants noted this, one commenting that she wasn’t “too familiar with the training” and the other participant noting her limited understanding of the “different kind of paths” of social workers. These responses indicate that not all professionals are well informed about the role and role possibilities of the social worker. Godden et al (2010) comment on the implications of this and how the lack of knowledge and understanding of their roles by other professionals can impact on social workers. Two participants indicated that the social workers’ role was limited to the setting and the nature of the work provided by the multidisciplinary team because other disciplines are fulfilling these possible roles. One Social Worker seemed to feel that there was no other role the social worker could fulfil aside from individual therapy and two participants commented that the social workers have a high “workload” and are already going “beyond their call of duty”. 
[bookmark: _Toc467744661][bookmark: _Toc468113727]4.4 Role confusion
In this discussion, a broader view of role confusion is explored and includes areas that do not fit into the four roles identified above. Specific areas of contestation have been addressed in the discussion of role descriptors. Role confusion between social work and other disciplines was frequently noted by participants. It is unsurprising that role confusion was commonly noted by participants as Godden et al (2010) speak about role confusion as a common occurrence that arises in team work. Six participants commented that role confusion arises because both psychologists and social workers are responsible for family interventions, one noting that “people aren’t always sure which family to refer to which discipline”. The participants note the negative impact that role confusion may have which is supported by Gene and Beng (2015) who comment that role confusion could impact the success of team work and interventions. Six participants also noted that there is role confusion between social work and occupational therapy, when exploring this, one participant commented that there is “space for social workers to clash with OT” because both disciplines are looking at the “person within [his/her] environment”. This was supported by another participant who also commented that “social work and OT overlap in that they want the child to be placed in the correct environment for their ability to function.” Another participant also commented that “groups might be similar”. In addressing this, some participants commented that hat there was “space” for the professionals to work together. One participant supported this claiming that there are “shared spaces” however that these “need to be negotiated”. Deane and Gournay (2009) views’ support this as they argue that there can be common or shared roles among professionals in a multidisciplinary team.  
Three participants seemed to feel that there was no role confusion or overlap at that specific institution however in contrast, one participant felt specifically that there was a lot of overlap which occurs “largely in in-patient” treatment. A differing opinion from another participant was that there was less role confusion in in-patient treatment because of the regular multidisciplinary team ward rounds. The social work participant thought that her team was quite clear on what her role was; according to Godden et al (2010), this may increase her feelings of adequacy and value within the multidisciplinary team. 
[bookmark: _Toc467744662][bookmark: _Toc468113728]4.4.1 Impact of Role Confusion
The consequences of role confusion according to the participants were vast. The responses of participants seemed to be indicative of how the lack of communication can result in role confusion and negatively impact service provision and team functioning. The need for collaboration and communication is clearly identified here which is highlighted by Coghill et at (2009) as fundamental for multidisciplinary teams when providing care. Four participants noted that patients and their families may get confused; this was noted as being a result of “different messages”, “multiple messages” and “contradictory messages”. Another participant commented that role confusion results in the team “communicating different things” or confusion regarding who will communicate the message. She also noted that the worst outcome would be that families are not informed or topics such as diagnoses are not covered. Two participants noted that role confusion may result in poor trust in the team, one commenting that role confusion can lead to “fragmentation of care” and “poor faith in the care or trust in the fact that the team knows what they’re doing”. She further noted that there may be “paranoia about the intention of the team and the capacity of the team to work effectively and responsibly”.  One participant also commented that the child ends up feeling that “you’re another adult they can’t trust”. “Splitting” was another consequence identified by one of the participants which refers to a divide in both the patient/parent and multidisciplinary team or in the multidisciplinary team. Another participant characterised the consequence of role confusion as a breakdown in patient care. Supporting this, the “quality of intervention” was noted as being affected negatively. “Poor compliance” and “disempowerment” were noted as other consequences by participants. One participant commented that services may not be provided if the team “assumes the next person will do it”. Some participants noted the potential impact of role confusion on the team with three participants noting that conflict could arise and one commenting that “professionals might take offence”. Godden et al (2010) comment on the impact of role confusion specifically on the social worker. Some participants indicated that there could be an impact on professional relationships however this was not frequently noted by participants. These perceptions of the negative impact of role confusion are supported by Gene and Beng (2015) who discuss the consequences of role confusion on success of interventions and on team functioning.
[bookmark: _Toc467744663][bookmark: _Toc468113729]4.4.2 Multidisciplinary Team Boundaries
The perceptions of discipline boundaries by participants were very contradictory. Five participants indicated that there should be clear boundaries between professions in the multidisciplinary team. One noting that there needs to be clarity on “intervention and boundaries” whilst another felt that “clear boundaries help a lot”. The need for clear boundaries was also noted by a participant who commented that without this, “patients get confused about what the role is of different people”. These views are also held by Godden, Wilson and Wilson (2010) who argue for the importance of delineated, clear roles and boundaries between professionals. Participants indicated that these roles could be delineated in meetings. In contrast to this, two participants thought that there are and should be “no clear boundaries” or “neatly delineated roles”. Supporting this, authors, such as Rouff and Meadows (2007 as cited in Deane and Gournay, 2009) and MacNaughton et al (2013) promote a certain level of blurred boundaries and overlap and highlight the benefits that this could have for team cohesion.
Some participants’ views were less polarised, commenting that that there shouldn’t be boundaries “dictated by professional backgrounds” but rather with regards to the function of each discipline with the particular patient. Supporting this, one participant noted that “boundaries help in terms of role specification and clarity for the patient” and “role designation is required” but she identified that the “boundaries can’t be so rigid that people are doing their own things in separate spaces”. These views are supported by Deane and Gournay (2009) who note the need for specialised functions and shared functions of professionals in the multidisciplinary team. Two participants felt that it was up to the individual professional to “determine the parameters” and clarify boundaries in the team. 
[bookmark: _Toc467744664][bookmark: _Toc468113730]4.5 Role Resolution
Improving understanding of professional roles was discussed with professionals noting different ways that this could occur. The prevailing perception was the need for education regarding “the function of each person in the team”, one participant however provided contrary perspectives and seemed to view education as a futile attempt, she rather thought that the understanding could improve by “being in action”. Most participants noted that the institution is a training hospital and therefore education and orientation with new staff is frequently conducted, allowing for a “refresh” for all staff members. Three participants commented that on-going communication with the team is crucial and three others noted that addressing issues as they arise would be important. In supporting this, one participant noted the importance of an “open door of communication”. Two participants noted that training and education at a university level would be helpful. Other participants noted that meetings, ward rounds and constant interaction with the multidisciplinary team are crucial to address this. 
Role resolution could be enhanced by better understanding of the scope of expertise of the social worker. It is evident that the understanding of the scope of expertise of social workers by participants varied and perceptions differ. Seven participants agreed that the scope is “broad” and “heterogeneous” however, two noted that the scope is based on experience and training. One participant supported this commenting that through training, social workers can “specialise” and “expand that scope”. Two participants also noted that the scope of expertise may be “dependent on interest” of the social worker. One participant had a different perspective commenting that the scope of expertise is dependent on the individuals “capacity for empathic interaction”, “capacity for insight” and their knowledge base. She noted the “vast discrepancy” between the scope of expertise of different social workers that she had encountered in practice. 
A sufficient understanding of “social factors” that “affect health” including domestic violence, “relationships, substances, property and wealth” was noted by two participants as a part of the scope of expertise of social workers. From the biopsychosocial approach to healthcare, this knowledge would be fundamental when attempting to understand and individual and when contributing to patient care (Kaplan & Berkman, 2016). One of the social work participants felt as though social workers have a more “holistic” and “direct” approach to interventions, noting that the individual in their environment is a key focus. This claim was supported by a colleague who also commented on the fact that the social work may place focus on “the context within which the individual is located”. These views are informed by the Systems Theory often used in social work which primary focus is the systems and environment with which the person interacts (Friedman & Allan, 2011). 
The participants commented on what may inform the scope of expertise such as training, experience and individual capacity as well as what the scope might entail, such as a knowledge base about “social factors”, the approach and skills that are used. Despite these varied perceptions about the scope of expertise, some participants felt that they had a “very little sense” of the scope of expertise and “the boundaries of the scope”. In contrast to this, some participants had more positive responses about the social worker and scope of expertise. One participant commented on the unique skills that social workers may have such as the ability to “gather information” and listen attentively. This was supported by another participant noting the “special skills” that social workers may have.  
[bookmark: _Toc467744665][bookmark: _Toc468113731]4.6 Conclusion
The link between the individual, family and community is perhaps the most prevalent theme that emerges from the discussion above. This link is congruent with the Systems Theory which highlights significance of the systems with which an individual interacts and the reciprocal relationship between each of these systems (Friedman & Allan, 2011). The link between the family and the individual is most frequently noted across the role descriptors. This demonstrates the importance of gaining insight to the family system and involving them in the treatment of the child or adolescent patient (Smeeton, 2013). In the discussion of the four possible role descriptors, the family is the only level which persists across all of the possible roles, suggesting that the main role of the social worker as perceived by the participants is with the family. The focus on the family would be considered central to the patient care according to the Family Systems Theory (Smeeton, 2013). The least noted role was with the individual patient and the predominantly held view was that the social worker is not responsible for engaging with the patient at an individual level, despite two participants contradicting this. 
The role possibilities identified by participants are vast and according to most of the participants, seemed to be dependent on the personal and professional skills, expertise and training that a Social Worker may have. Essentially, in the view of the participants, the scope of expertise is flexible and can be expanded. Participants note areas where the social worker could be more involved (given the training and expertise) however some of these areas may infringe on the roles fulfilled by other disciplines, such as the psychologist. The role possibilities identified in the role descriptor section indicates incongruence in perceptions of participants where some noted a role that is currently fulfilled by the social worker where as others felt that it is a role that could be fulfilled by the social worker. 
Role confusion and overlap was mainly identified as occurring with two other disciplines, namely psychology and occupational therapy. The participants perceived role confusion as having an adverse impact on service delivery to patients and their families as well as on the outcome of treatment processes. It seems as though the multidisciplinary team experiences challenges when working together to provide patient care because the multiple perspective that arise from different disciplines. These challenges include misunderstanding of roles, the lack of collaborative care and communication and the inconsistency in views about interventions. In exploring how this could be addressed, there was a general consensus that professionals could benefit from education about the role and function of each professional within the multidisciplinary team. The following chapter will provide an overview of what has been discussed in this chapter and use the findings to answer the research questions proposed in chapter one. Recommendations that can be made based on the findings will also be explored in the following chapter. 




[bookmark: _Toc467744666][bookmark: _Toc468113732]Chapter 5: Conclusion
[bookmark: _Toc467744667][bookmark: _Toc468113733]5.1 Introduction
Comprehensive and holistic care and treatment that focuses on all areas of functioning is fundamental to psychiatric care, particularly considering the interrelated factors that contribute to psychiatric illness. In child and adolescent psychiatric care, this is even more important due to the complex nature of the cases and the impact that various systems such as the family have on a child’s wellbeing (Coghill, et al., 2009). Social workers play an important role in the multidisciplinary team which is tasked with providing treatment to patients and their families (Coghill et al., 2009). The scope of practice of social workers is extensive and they are able to offer various interventions and services at all levels of practice; including the individual, groups, families and communities (Hepworth, et al., 2010). Despite this, the expertise and skills of social workers are not well understood and as a result can be underutilized. 
Research regarding the role of the social worker in child and adolescent in-patient care in South Africa is sparse despite the significant contribution that social workers can and do have to patient care. Having identified the gap in research, my study has focused on exploring the role of the social worker in child and adolescent in-patient psychiatric care from the perceptions of the members of the multidisciplinary team. The aims of this chapter are to link the main findings to the research questions and to provide recommendations and a conclusion by reflecting on components of the study. This chapter will also highlight the strengths and execution limitations of the study.
[bookmark: _Toc467744669][bookmark: _Toc468113734]5.2 Summary of findings
From the data gathered from the semi structured interviews, I was able to gain insight into the perceptions of the members of the multidisciplinary team about the role of the social worker in child and adolescent psychiatric care. In addition to this, I was able to compare the perceptions of other disciplines with those of the social worker in order to determine if these were congruent. The participants provided “thick descriptions” (Babbie & Mouton, 2011, p.277) of the role of the social worker with individual, groups, families and communities. The outcomes from the findings will be highlighted in relation to answering the research questions.
[bookmark: _Toc467744670][bookmark: _Toc468113735]5.2.1 How do professionals in a multidisciplinary team in in-patient child and adolescent psychiatric care perceive the role of the Social Worker?
There were four roles that emerged out of the data that could be fulfilled by the social worker at four interrelated levels of practice; individuals, groups, families and communities. These roles included assessing, supporting, educating and bridging. In each of these roles, there were varied responses about what role fulfilment would entail and at what level of practice these roles could be identified. There were varied opinions about the role of assessing with the individuals, however the participants who felt that this was a role of the social worker identified that this would be mainly to determine whether the patient was experiencing any social challenges. Assessing the family focused on parent abilities and the family context and the community environment was central to assessing at a community level. Assessing was primarily for the purpose of gaining insight into the systems with which the patient interacts in order effectively to treat the patient and his/her family. The assessing role is supported by literature by Engstrom (2012) which explores assessment of all areas of functioning as a fundamental component of treatment. 
The second role of supporting occurred mainly at a family and community level where the social worker was perceived to be central to supporting the family through the admission of the child/adolescent and supporting the integration of the family into the community context after discharge. The supporting role with the family was identified as occurring within a family intervention. It was also identified that community organizations may also receive support from the social workers. Support is a broad role that can encompass a variety of different interventions. The supportive role of the social worker is also noted by Zastrow (2010) and Walker (2011) who comment on the support that can be provided to individuals, families, groups and communities. 
The role of educating occurred at group, family and community level and the purpose was multifaceted. For the group, educating mainly focused on life skills development for adolescent patients. Developing insight into a child’s diagnosis and symptomology, educating on healthy parenting abilities and about resources available was the focus of education with the family. Educating the community was mainly regarding raising awareness about child and adolescent mental health and mental healthcare services. Psychoeducation is a common role that can be fulfilled by social workers at all level of practice (Zastrow, 2009). The participants’ perceptions of psychoeducation are congruent with Lefley (2008) who discusses psychoeducation in relation to mental health. The final role of the social worker is bridging, participants frequently noted how the social worker acts as an intermediary either between the patient/family and the community or between the multidisciplinary team and the community. The bridging role mainly focused on enabling access to resources and services for the patient and family in the context of the community, referrals, liaising and advocacy. 
In each of these roles, the level of practice at which they’re fulfilled is interrelated. This is because the primary concern of multidisciplinary team (and each professional within the team) is to provide care and treatment for the child or adolescent (in) patient. All roles fulfilled by the social worker, including assessing, supporting, educating and bridging are for providing comprehensive and holistic treatment to the patient, despite occurring at levels other than the individual. This is significant as it is consistent with the biopsychosocial model of healthcare which integrates all aspects of an individual’s functioning into treatment and intervention and considers these central to holistic care (Brown, 2012). 
Although four different levels of practice have been identified, the only level of practice which was noted across all four roles was that of the family. For this reason it can be assumed that the main role of the social worker is regarding the family. This is noteworthy as it demonstrates the Family Systems Theory which underpins social work practice, particularly in child and adolescent mental health care settings. From this theory, the family is included in the treatment process because the family’s functioning is central to the child’s wellbeing (Smeeton, 2013). 
The family was the only level of practice where there was a consensus by most the participants that the social worker fulfilled all four roles. At other levels of practice, particularly the individual and the community, there were contestations and varied opinions about the social worker’s role. The next section will explore whether the perceptions of the multidisciplinary team were congruent with specific focus on conflicting opinions between the social worker and the other members of the multidisciplinary team. 
[bookmark: _Toc467744671][bookmark: _Toc468113736]5.2.2 To what extent are the perceptions about the role of Social Work among all members of the multidisciplinary team congruent?
There were several areas where contestations arose amongst perceptions of the participants however congruency was noted in other areas. Of significance is the comparison in the perceptions between the social work participants and participants from other disciplines. As identified above, the most congruency was noted with the family level of practice which occurred across all four of the social worker roles. 
The main contestations occurred at two different roles, the first was assessing. Conflicting opinions about the role of the social worker in assessing individuals was noted. Community assessing was also a point of contestation and more significantly, the perceptions of other members of the multidisciplinary team and those of the social workers were incongruent. Social workers seemed to feel their involvement with communities regarding assessment was limited where as other participants noted this as their role. This indicates possible role confusion and or misunderstanding of the role of the social worker in the psychiatric hospital setting in relation to the social workers’ role in communities. It could also suggest that there are services that are being expected by the team that the social workers may not actually be providing. 
Psychoeducation was the second role where contestations arose. Firstly, the group work provided by social workers was not noted by all participants, with some not even mentioning that it is a role social workers fulfil; both social workers however commented that this is a service they provide in adolescent in-patient care. This suggests that some staff are not well informed about what the role of the social worker is as well as what services the social workers are currently providing. Family psychoeducation was another contested area, with one participant feeling that it was her role as a clinical psychologist where as others noted it was the role of the social worker. This could suggest possible overlap in service provision and demonstrates the lack of clarity about what professionals are contributing to patient care. Community psychoeducation was also an area where conflicting opinions were noted with some participants feeling it is the role of the social worker and other participants commenting that it could be a role of the social worker. 
Other areas of misalignment were identified in areas where only some participants commented on the specific role at each level. Aside from these areas, most of the perceptions of participants were congruent and there were no noteworthy contestations between the perceptions of the social work participants and the other participants. Overall, a consensus about the roles of the social worker in child and adolescent psychiatric care, however during data analysis there were other areas that indicated that there was not sufficient knowledge about social work as a profession and what their scope of expertise are. 
[bookmark: _Toc467744672][bookmark: _Toc468113737]5.2.3 What additional roles could Social Workers fulfil in in-patient child and adolescent psychiatric care?
It was evident in the discussion in Chapter 4 that there are several potential roles that could be fulfilled by the social worker which are currently not being fulfilled. Social workers skills and expertise are not being fully utilized in the psychiatric setting. This is evident in the responses that participants felt that there were other roles social workers could fulfil at all levels of practice. These included individual therapy, couples therapy, family therapy and community intervention and education. Although some of these roles are, according to participants, limited to social workers with specialised/specific training, it is still significant that these roles were identified. In a setting with limited resources, service provision could be enhanced if professionals were fulfilling all roles within their scope of expertise and capacity. Many participants explored the scope of expertise of social workers noting how heterogeneous it is, indicating that social workers are able to make additional contributions to service delivery. 
[bookmark: _Toc467744673][bookmark: _Toc468113738]5.3 Recommendations 
A few recommendations can be made based on the findings of this study and can be classified into three areas, first are recommendations for multidisciplinary teams in psychiatric settings, second are recommendations for the professional development of social workers and third are recommendations for further research. 
The first recommendation is derived from the fact that some participants identified that they had limited knowledge about the scope of expertise of social workers. It is evident that the members of the multidisciplinary teams are not fully informed about the role of the social worker in child and adolescent in-patient psychiatric care. These insights could indicate that there may need to be more educational programmes and regular review of the role of each professional to ensure that the multidisciplinary team is fully aware of the role of each member and what they offer to patient care. As discussed in Chapter 1, a lack of understanding about the role of professionals within a team can have adverse impacts on team functioning and service delivery. Based on the findings, recommendations can be made for educational programmes and policies that ensure that teams are well informed and educated about each discipline’s role. Numerous suggestions were made by participants in this regard (see section 4.5) that could be considered by psychiatric hospitals when implementing this recommendation.
The second recommendation builds on the deficit in knowledge identified above. Based on this, it may not only be the responsibility of the psychiatric settings to ensure that there is sufficient knowledge but also that university courses are able to integrate multidisciplinary team working and the role and scope of expertise of other disciplines into the curriculum. Some participants also made suggestions regarding this recommendation noting that knowledge needs to be developed at a university level. In order to enhance the knowledge and understanding of professionals, university courses could include areas that address what other professionals may do in certain settings. It is anticipated that this could mitigate confusion in practice and could result in more efficient team functioning, use of skills and service delivery. By learning about other professionals at a university level, there may also be less pressure on institutions to implement educational programmes because professionals will come to the setting already equipped with that knowledge.
Lastly, recommendations can be made for further research. Future research could expand the study beyond one site, extend the study to out-patient or adult psychiatric care, or expand to private institutions. This could help determine whether the findings are transferable to other contexts and could also be useful in comparing the role of the social worker across contexts. The whole multidisciplinary team or a larger sample could be used in future research to provide better insights into the perceptions of the multidisciplinary team and determine the level of knowledge about professional roles. Patients’ and family members or caregivers’ views of the Social Workers role could also be addressed by future research. 
[bookmark: _Toc467744674][bookmark: _Toc468113739]5.4 Limitations in executing the study
When reflecting on the process of my study, a number of strengths and limitations relating to the execution of the study can be identified. Limitations include the fact that some of the participants could only provide a short time for the interviews given the demands of their job which meant that interview length varied. Some participants also did not speak English as a home language which meant that misunderstandings about certain terminology had to be addressed in the interviews. Initially I also had difficulty in recruiting participants and making time to interview them which meant that the data collection period took longer than originally anticipated. 
[bookmark: _Toc468113740]5.5 Strengths of the study
A positive outcome of my research is that the interviews were a reflective process for the participants, encouraging them to be more aware about their level of knowledge about social workers and how they contribute to patient care. This also meant that it drew attention to the fact that some participants were not as well informed about the role of the social worker and what they could offer in psychiatric settings. This may have also highlighted the importance for education programmes to take place about professional roles. The reflective process was evident in a few interviews where participants felt that now that they were thinking about it and being asked, they realized that they were not well informed about the role of the social worker. Other strengths of my research included that I made use of a variety of participants who had different experiences and backgrounds and who were from different disciplines. The research also gave unique insight into the perceptions of members of the multidisciplinary team on the role of the social worker and allowed me to compare these perceptions to establish congruency and determine whether there was misalignment. The study also allows for identification of roles that social workers could fulfil to improve service delivery to patients and their families. Finally, the study begins to address the gap in South African research on social work in psychiatric care and it provides a foundation for future studies.  
[bookmark: _Toc467744675][bookmark: _Toc468113741]5.6 Conclusion
In conclusion, it is evident that the social worker has a significant role to play in child and adolescent psychiatric care. Despite this, there still seems to be some misalignment in the perceptions of professionals which could result in role confusion, overlap or inadequate service delivery to patients and their families. It is imperative to note that the role of the social worker could be expanded and this could contribute to enhancing service delivery and ensuring that effective and efficient treatment and care is provided. Inadequate understanding of professional roles could have adverse impacts on patients and their families as well as on multidisciplinary team functioning (Godden, Wilson & Wilson, 2010). The mental health of children and adolescents in in-patient psychiatric care depends on the clear understanding of professional roles and functions. 
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Dear Participant,
My name is Emily Walton and I am currently in my final year of studying Social Work at the University of the Witwatersrand. As part of the requirements for the degree, I am conducting research regarding perceptions of the multidisciplinary team regarding the role of the Social Worker in in-patient child and adolescent psychiatric care. It is hoped that the information gathered could assist in identifying a misalignment in the perceptions of allied professionals about the role of the Social Worker in psychiatric care and enhance collaboration between members of the multidisciplinary team, resulting in holistic service delivery to the patients and their families. The outcome of this study could inform both knowledge base and practice of Social Work in psychiatric setting. 
As a member of a multidisciplinary team in an in-patient psychiatric hospital working with children and adolescents, you are ideally positioned to contribute to my research. I therefore wish to invite you to participate in my study. If you accept my invitation, your participation would be entirely voluntary and you are free to withdraw at any time without penalty. There are no consequences or personal benefits of participating in this study.  If you agree to take part, I would arrange to interview you at a time and place that is suitable for you. The interview will last approximately one hour. If you choose to participate, you may withdraw from the study at any time and you may also refuse to answer any questions that you feel uncomfortable with answering. If you decide to participate, I will ask your permission to tape-record the interview. No-one other than the researcher and the supervisor will have access to the tapes. The tapes will be kept in a locked cabinet for two years following any publications or for six years if no publications emanate from the study. A copy of your interview transcript without any identifying information will be stored permanently in a locked cupboard and may be used for future research. 
Please be assured that your name and personal details will be kept confidential and no identifying information will be included in the final research report. The results of the research may also be used for academic purposes (including books, journals and conference proceedings) and a summary of findings will be made to available to participants on request.
Please contact me on 079 513 6410 or embaaza@gmail.com or my supervisor, Dr. Edmarie Pretorius on 011 717 4476 or Edmarie.Pretorius@wits.ac.za if you have any questions regarding my study. We shall answer them to the best of our ability. 
You can also the contact Human Research Ethics Committee (Medical):
· Chairperson: peter.cleaton-jones1@wits.ac.za 
· Administrators: Ms Zanele Ndlovu/ Mr Rhulani Mkansi/ Mr Lebo Moeng Tel 011 717 2700/2656/1234/1252 
· Email: HREC-Medical.ResearchOffice@wits.ac.za
Thank you for taking the time to consider participating in the study.
Yours Sincerely,
Emily Walton
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Introduction:
Emphasise that all questions should be answered with specific reference to child and adolescent psychiatric care which will not be repeated throughout the interview. 
1. In your view, what role does the Social Worker play in patient care?
2. How do you perceive the role of the Social Worker in family support?
3. Share with me your thoughts on the role of the Social Worker with regard to the community?
4. In your opinion, describe what other roles could the Social Worker fulfil/play in psychiatric care?
5. If you think about social work as a profession, what are your perceptions about the scope of expertise of Social Workers?
6. Share with me any instances where there could be potential role confusion among the allied professionals in the Multidisciplinary Team (MDT)
7. How does role confusion among the professionals in the Multidisciplinary Team influence the service delivery to patients and their families?
8. In your view, what can be done to improve the understanding of professional roles among members of the MDT?
9. When reflecting on the questions asked, is there anything else that you would like to contribute regarding the role of the Social Worker in psychiatric care?
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[bookmark: _Toc444769500][bookmark: _Toc444769709][bookmark: _Toc444770123][bookmark: _Toc467744515][bookmark: _Toc467744684][bookmark: _Toc467746900][bookmark: _Toc468112993][bookmark: _Toc468113750]Consent Form for Participation in the study: The Role of the Social Worker in Child and Adolescent Psychiatric Care: Perceptions of a Multidisciplinary Team in a Specialised Hospital in Johannesburg, South Africa
I hereby consent to participate in the research study. The purpose and procedures of the study have been explained to me.
I understand that: 

· My participation in this study is voluntary and I may withdraw from the study without being disadvantaged in any way. 

· I may choose not to answer any specific questions asked if I do not wish to do so.

· There are no foreseeable benefits or particular risks associated with participation in this study.

· My identity will be kept strictly confidential, and any information that may identify me, will be removed from the interview transcript. 

· A copy of my interview transcript without any identifying information will be stored permanently in a locked cupboard and may be used for future research. 

· I understand that my responses will be used in the write up of an honours project and may also be presented in conferences, book chapters, journal articles or books. 


Name of Participant:  ______________________________________
Date:                          ______________________________________
Signature:                  ______________________________________

Human Research Ethics Committee (Medical) Contact Details: 
· Chairperson: peter.cleaton-jones1@wits.ac.za 
· Administrators: Ms Zanele Ndlovu/ Mr Rhulani Mkansi/ Mr Lebo Moeng Tel 011 717 2700/2656/1234/1252 
· Email: HREC-Medical.ResearchOffice@wits.ac.za
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[bookmark: _Toc444769502][bookmark: _Toc444769711][bookmark: _Toc444770125][bookmark: _Toc467744517][bookmark: _Toc467744686][bookmark: _Toc467746902][bookmark: _Toc468112995][bookmark: _Toc468113752]Consent form for Audio-Taping of the interview for the study: The Role of the Social Worker in Child and Adolescent Psychiatric Care: Perceptions of a Multidisciplinary Team in a Specialised Hospital in Johannesburg, South Africa
	
I hereby consent to tape-recording of the interview. 
I understand that: 
· The recording will be stored in a secure location (a locked cupboard or password-protected computer) with restricted access to the researcher and the research supervisor. 
· The recording will be transcribed and any information that could identify me will be removed.
· When the data analysis and write-up of the research study is complete, the audio-recording of the interview will be kept for two years following any publications or for six years if no publications emanate from the study. 
· The transcript with all identifying information directly linked to me removed, will be stored permanently and may be used for future research. 
· Direct quotes from my interview, without any information that could identify me may be cited in the research report or other write-ups of the research. 


Name:       ___________________________________
Date:         ___________________________________
Signature:  ___________________________________

Human Research Ethics Committee (Medical) Contact Details: 
· Chairperson: peter.cleaton-jones1@wits.ac.za 
· Administrators: Ms Zanele Ndlovu/ Mr Rhulani Mkansi/ Mr Lebo Moeng Tel 011 717 2700/2656/1234/1252 
· [bookmark: _GoBack]Email: HREC-Medical.ResearchOffice@wits.ac.za
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	Transcript
	Codes and categories
	Themes

	E: ok so its recording. So my first question is in your view what role does the social worker play in patient care?
H: okay um let me just speak from my experience working with social work in an in-patient unit, um so I I mean I think they have kind of multiple roles, I think the first role is somewhat to do with really just helping us mediate just the practical um social parameters of the care of the child. So I think that will be concerned about the literal safety of the child in the context of physical safety, or whether we concerned around um the environment being particularly emotional, emotionally volatile. Something just about with um outside the parameters I guess of just working um say in psychotherapy or with medication I think something which is pertains to the actual environments which would be concerned that if it doesn’t shift, the child would be compromised in some way. I think for me that’s where social work really comes in fundamentally. Um so my understanding of social workers in in-patient care is that they don’t have statutory capacity but certainly that they would be able to be in the best position to partly identify something with um significant enough to take up. Also I think very often to be the one with the um legal knowledge I think with regards to the various kind of acts to know where we can position ourselves as a team in relation to our concerns around the family. um and I also think in terms of being able to link up and negotiate with the various outside agencies for us to have a sense of where to go from there on. Um so I mean I think that’s the one role. I mean I think its particularly a tricky role of the social workers in patient care because I think um because you don’t have statutory rights it can be an incredibly frustrating process if you have to negotiate with the outside sources where I’m not always sure the there’s a shared sense of understanding in terms of child and adolescent um mental health issues. Um so I think a lot of things that people would consider um problematic or really kind of um very harmful to children I’m not sure that they can help with the family level of um understanding um, gravity of things.
E: mmm
H: um I think very often social workers play um almost kind of the role of having to kind of translate something of the team to people who might not have the same kind of um baseline understanding or knowledge base of child and adolescent or child care so I think they often mediating um or being the middle man or um they become almost kind of they they wear a social work hat but they also wear I think um an MDT hat you know I think if they’re having to mediate so that’s something you know I think can be quite complicated. So that’s the one thing, the actual care of um of the child the adolescent. I think the second part is um my experience of working with um social workers in a team is that when they’ve had a really nice understanding um, that hasn’t been my experience of all social workers that I’ve worked in a team with. I’ve worked with different ones and it’s been different depending on the social worker. Um so where there’s been um a real understanding of family dynamics I think that social worker has done really, um really beautiful parent counselling. And I think that very often that kind of parent counselling is quite different to the parent counselling that psychologists do. So um I think that very often I’ve found social work so much better at being clear and direct around issues that I think psychologists can often be a bit you know we skirt around issues and think about feelings a lot but I think social workers can often kind of cut to the chase and go to quite hard things in a much clearer and um ya much more helpful way. I think so many of us here I mean need that kind of intervention more so than sort of that illogical parent counselling intervention. I think where there’s uh, where theres literally structural problems related to care, related to volatility in families, something that really has an overt impact on the child as opposed to just becoming emotional space for of the parents. I think that social workers are in a particularly good position to do parent counselling and my experience of them is that um social workers that have worked in in-patient units haven’t all come in with the knowledge base to do that kind of work. Um we fortunate now that we got that but in the past it hasn’t been the case and so I kind of feel like the role of the social worker in an in-patient setting really shifts according to the knowledge base and capacity according to that social worker so when we have really strong social workers with a very very strong knowledge base and a lot of experience, I think then they taking on the hat of kind of practical intervention, liaising, mediating plus kind of um intervention and counselling level. um but I I’m not sure that the second part is true for all social workers
E: mmm
H: ya
E: so would you say that the social worker has any direct contact with the patient?
H: sorry direct?
E: ya
H: ya I mean absolutely. I think in I mean both conditions. I think in the condition of whether there was concern around practical care of the child um and I think also in relation to and if they if they are able to take parent counselling on then absolutely.
E: mmmm
H: ya 
E: so um I mean you’ve spoken a lot about the parent counselling side. I mean what does that entail?
H: so i mean i think think that parent counselling is one of those things that really shifts and changes according to the needs of the family. so i think when it comes to um the kind of parent counselling we do now it’s often a mixture of um insight orientated, so trying to make sense with the parent of what might me happening for the child, to try help them mediate some kind of understanding of the symptomology, understanding of how they might present so that the parent can increase their own, enhance their own kind of capacity to reflect on the child's emotional state so that they can you know respond more appropriately and congruently. i think in the case of social work I think it’s often very um probably a lot more kind of practical around um trying to get the parent um to think about the way they are um parenting in relation to the child and to think about things that might be particularly um destructive. or ways of just trying to enhance the quality of parent care.
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