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Introduction
In this chapter I want to suggest some ways of introducing ideas from social constructionist and critical psychology into a generic mainstream training context, specifically clinical psychology training.  Given the emphasis elsewhere in this volume on theory and research, this chapter will focus on concrete and practical suggestions for trainers across a variety of domains:  teaching; assessment of case study material; the development of a professional identity; and clinical placements.  What is offered on training courses is obviously influenced by their contexts which I will first briefly describe. 

Contexts for training

In the UK, clinical psychology is a three year full-time postgraduate doctoral training with trainees usually being salaried employees of the National Health Service (NHS).  It is a generic training in terms of: client groups covered (adults, older adults, people with learning disabilities, children and adolescents and some specialist areas); theoretical orientation (cognitive-behavioural, psychodynamic and systemic on many courses); and areas of practice (assessment; therapeutic interventions; research, evaluation and consultancy).  Trainees receive both academic teaching (mainly from practising clinical psychologists) and clinical experience via placements of roughly six months.

There are a number of constraints on the training offered.  Training courses have to receive accreditation by the British Psychological Society and also have to meet quality and other targets made by the bodies which purchase training.  In addition, courses have to meet certain academic regulations since most courses are offered through universities and so have exams, other assessed work as well as a final research dissertation.  Assessment of clinical work is conducted by placement supervisors who determine whether a trainee has passed their placement.  As a result of these different mechanisms there is a lot of similarity between clinical psychology training courses.  However, these different pressures often pull in opposite directions with, for example, academic demands being in tension with practice demands.

These contexts generate a number of dilemmas for trainers wanting to introduce ideas from critical and social constructionist psychology.  One dilemma here as with other generic courses is how to introduce such ideas within a very busy teaching and clinical experience timetable.  Another is how to balance theoretical teaching alongside more practical and skills-based teaching.  Yet another is how to manage the tension between encouraging critical and innovative thinking with the need to ‘pass’ course requirements – a very tricky problem as Crocker (1998) illustrates.  A further dilemma is how to introduce complex ideas without, on the one hand confusing trainees whilst on the other hand avoiding becoming overly pragmatic and losing a critical edge.  Courses are aiming to produce clinical psychologists prepared to work in the NHS rather than social constructionists, critical psychologists or family therapists and course staff are not necessarily being employed to be critical psychologists or social constructionists.  Moreover, critical ideas may be taught in one session to be followed by a less critical session taught by somebody else.  Similarly, trainees may experience critical teaching but be working on placement with relatively uncritical supervisors.  As a result then, critical teaching needs to be tactical and flexible and my own viewpoint is to expose trainees to critical ideas and practice with a view to them forming their own views on what kind of clinical psychologist they want to be.  I will give some brief examples of how these ideas can be introduced into different aspects of training.  

Practice example in academic teaching:  From the scientist-practitioner to the critical and reflective practitioner

In British clinical psychology the historically dominant model for integrating theory and practice has been that of the scientist practitioner. There have been a number of cogent critiques of this model not least that, since the majority of clinical psychologists do not regularly publish in scientific journals and do not read them often, it is more of a rhetorical ideal than a reality (Pilgrim & Treacher, 1992).  The way the ‘scientist’ part is often formulated is to privilege certain ways of doing science, usually quantitative categorical and diagnostic methods published in mainstream psychology journals.  The scientist practitioner approach has been reinforced by the advent of the evidence-based practice movement.  How can one create a context where trainees can learn to develop their practice whilst also enabling them to deconstruct notions of ‘expert knowledge’ and this at a time when they are feeling the need for some certainties and security?

In teaching on this topic at the University of East London training scheme I’ve found it helpful to outline alternatives to that of a narrowly defined scientist practitioner.  Recently, models relating theory and practice which are more consistent with critical and social constructionist approaches have emerged including that of the reflective-practitioner (Clegg, 1998; Schön, 1987; Walsh & Scaife, 1998).  Clegg notes that it differs sharply from notions of technical rationality:

Schön argues that expert practitioners can easily be identified and agreed by peers in any given situation, with consensus focusing upon personal qualities such as wisdom, integrity and intuition.  Research-based knowledge is accessed during this process, but it is combined with knowledge of other cases which bear some similarity and with subjective, emotional perceptions about the particular therapeutic relationship or context.









(1998, p.7)

This model has the potential to encourage trainees to reflect on their work from a number of perspectives, for example from thinking about the influence of personal experience to interpreting their work in accordance with theory or empirical work of relevance.  This model draws on similar philosophies of learning to those described by Kolb et al. (1974) and Andersen (1992):  

practice  reflection/theorising  practice  reflection/theorising  

Indeed, some have argued that there is a need for new forms of knowledge and enquiry, specifically not applying some abstract knowledge to practice, but rather developing practice-based knowledge or a 'knowledge of practice' (Hoshmand & Polkinghorne, 1992).  Since many trainees were, in a sense, waiting to get on a training course to learn the expert secrets of how to ‘do’ therapy and since they are exposed both to course assessment requirements and a professional culture which celebrates technical rationality, they can be left feeling bewildered and confused. In this context it can be helpful to draw on Mason’s (1993) concept of safe uncertainty.  Given that therapy is an uncertain endeavour there is a tendency to want to be certain.  Safe certainty is when we approach therapy thinking we know the answers to all problems.  This is a viewpoint which is likely to end up with many clients feeling dissatisfied (finding their difficulties transformed by the therapist into something they feel they have the answer too) or therapists feeling overwhelmed by the responsibility of having to have a solution for everything.  In embracing uncertainty we do not want clients, their therapists or trainees to feel unsafe. Exercises where trainees are invited to examine the effects of expert knowledge models in their professional life can be useful here since they are often at the sharp end of the theory/practice divide where they are taught expert solutions only to find real life more complicated (Bostock, 1990; Spellman & Harper, 1996). 

This approach can be helpful in learning 'not knowing' approaches to therapy which avoid premature certainty and value respectfulness and curiosity (Andersen, 1992; Anderson & Goolishian, 1992).  However, as a trainee on the course on which I currently work stated “it’s hard to ‘not know’ when you feel you really don’t know”.  So it is important to develop an approach which sustains a safe uncertainty.  Thus, it can be useful to draw a distinction between certain kinds of knowledge and expertise which we hope trainees will gain whilst they are in training (eg about therapeutic techniques or knowledge of the possible life experiences which have led to problems) and the use of that knowledge in particular situations.  Such an approach has much in common with Larner’s (in press) critical practitioner.

In this respect a social constructionist approach can be helpful to trainees.  As Dallos & Draper (2000) note, since social constructionism is not a theory as such but rather a meta-theoretical framework (ie a theory about theories), a social constructionist perspective allows trainees to use other theories in a pragmatic and flexible manner rather than seeing the theories or formulations which flow from them as in some foundationalist sense ‘true’.  Thus Carr (2000) has proposed that social constructionist therapists should take empirical research into effectiveness into account but, since formulations of problems and exceptions to those problems are social constructions they should not be seen as ‘truths’.  Instead the value of a formulation of a client’s difficulties and of professional interventions need to be judged not by some abstract notion of ‘truth’ but by more pragmatic criteria of whether an approach ‘fits’ for a client or is going to be useful.  Gergen has talked of the importance of the notion of ‘usefulness’ as a criterion of what count as better theories and practices in particular contexts (Misra, 1993).  General evidence needs to be weighed against the particularities of the individual case.  As I have noted the aim here is not to produce social constructionist clinical psychologists but, rather, practitioners who, regardless of orientation and client group will work collaboratively, on what consumers define as their goals, with respect, openness and flexibility.  There is, of course, a danger here of fostering an overly pragmatic approach and Willig (1997) has warned that a focus only on tactics is misconceived since 'tactics must flow from a position which itself cannot be the result of tactical choices' (p.x).  So it is also important to discuss the ethical and political consequences of choices which the practitioner might make.  For example, whilst therapists may be influenced by critical and social constructionist ideas the notion of a postmodernist therapy is a bit of a misnomer since therapy is inevitably a modernist endeavour (Frosh, 1995).  However, if you are going to engage in therapy there are some less harmful ways of going about it.  As a result it is also important to help clients judge what is and isn’t useful for them.

Practice example in academic teaching:  Deconstructing ‘us and them thinking’

One effect of expert knowledge approaches to training is that they often make a clear distinction between professionals and the people who use services.  Consumers of services are often seen as Other (Thomas, 1997) and some have called this an example of ‘us and them thinking’ (?). This can invite professionals to act in ways experienced by consumers as lacking in ordinary human qualities.  For professionals too this can be a strain with many feeling a split between their professional persona and their self outside of work.  One way of challenging this is to link professional's own personal lives with their practice but not in the way that much training often does, by seeking to diagnose and pathologise professionals.  Rather there is a need for a celebration of life as it is really lived by professionals (Anderson, 1995; White, 1997c; White & Hales, 1997).  For example, there are increasing numbers of professionals ‘coming out’ about past and ongoing mental health problems (May, 2000).

Another way of challenging the consumer/professional opposition is through more involvement of consumers of services both in feeding back about therapy and in training courses.  Seeking the views of consumers should become a central aspect of therapy, rather than tagged on after.  They can be seen as consultants on themselves and on the difficulties they have faced and can be allied with in the therapy process.  Consumers need to become centrally involved in training otherwise how are professionals to know what is really helpful to them?  Consumers, especially those active in the wider survivor movement, can be invited to teach although it is often helpful for this not to be just a ‘personal experience’ slot but an opportunity to make more general comments about services and professionals. 

Together with my colleagues Anne Cooke and Rufus May, I have helped facilitate a day-long workshop at the Salomons South East Thames course on similar topics.  One exercise involves trainees thinking together in small groups about other psychologists who they think have got a balance between being a person and a professional about right.  Then they are asked to recall times when they themselves feel they have got the balance right and to consider what factors influenced this.  Another exercise involves trainees interviewing each other in pairs about either: a change they have made in their lives; a problem they have overcome; or something from which they have recovered.  They are asked to explore what things helped in this process.  This can help trainees recognise that people draw on many different kinds of support, resources and personal qualities not just those that might be regarded as professional.  Then the trainees are asked to reflect on whether there were any ways in which they could appropriately draw on this experience (ie not just to tell a client ‘this worked for me so you should do it’!).  A further exercise explores the politics of what is considered ‘normal’.  In groups of three the trainees are asked to take it in turns to briefly describe an experience that might be regarded by others as unusual, for example seeing a ghost or a UFO.  In the groups they are asked to think about not only the possible meaning and causes of these events but also how they feel in telling their fellow group members.  Some found this a powerful exercise as the myth that we as professionals are always ‘rational’ was undermined and the significance of social reactions to things seen as abnormal or crazy was understood.

Practice example:  The use of evidence in the assessment of case study reports

As I have already noted, clinical psychology has largely embraced the evidence-based practice movement but often what is regarded as evidence is unnecessarily narrow.  One response to this is simply to broaden out the notion of what constitutes ‘science’ and ‘evidence’ away from simplistic modernist views (Corrie & Callahan, 2000).  As Larner (in press) notes ‘the choice is not between psychological science and non-science, but between an exclusive logical-positivist and a critical science’ (p.x).

Such concerns can come to the fore for trainees when they write up case study course assignments where they are asked not to simply make assertions but to support claims with evidence.  Sometimes this can be viewed in an overly simplistic manner with diagnostic psychometric instruments being the main measure of outcome or, alternatively, with the notion of measurement being inadequately dismissed.  Quantitative evidence can be helpful particularly in wanting to make comparisons over time and in conveying information succinctly.  However, quantitative evidence need not be based on ratings of broad diagnostic categories or on group means which convey little about the individual case. They can, for example, include measures which focus on individual phenomena like ‘symptoms’.  Indeed Besa (1994) has even used a simple single case design to evaluate Narrative Therapy.  Methods like the Personal Questionnaire can be used which attempt to define problems in the client’s words and concepts rather than those of the therapist (Shapiro, 1961). Given that many outcome measures are practitioner-derived, consumer-focused evaluation methods can also be used (Perkins, 2000; Rogers et al., 1997).  It is important, however, to match one’s approach to evidence with one’s theoretical paradigm.  However, numerical evidence need not be based on problem and pathology-saturated notions like symptoms.  Ratings based on solution-focused therapy rating scales can be used to measure progress towards collaboratively-defined goals.  More qualitative data can be useful, for example by drawing on clients’ responses to questions like ‘what is different now at the end of therapy?’.  Changes in the client’s relationship to various domains of power can also be mapped (Hagan & Smail, 1997a, 1997b).  Quotes from interview transcripts (rather than the trainee therapist’s interpretations of their clients’ words) can be used and analysed using a variety of qualitative research methods (eg discourse analysis cf Kogan & Gale, 1997).  Of course, trainees can also be encouraged to write case studies as personal narratives though such work may have to be non-assessed (Green, 1989).  It is important, as Larner (in press) notes not to set up false oppositions between theoretical paradigms.  However, it is also important to help trainees understand potential conflicts and contradictions between different orientations and paradigms and to know how to integrate ideas and methods in a (trans) theoretically consistent manner rather than an eclectic or internally inconsistent hotchpotch.

Practice example:  The development of a professional identity

I have already discussed ways in which the notion of the reflective practitioner can be introduced in teaching but trainees also need to think through how to follow such an approach in practical contexts and how to draw on personal issues in developing as professionals.  Walsh & Scaife (1998) have discussed setting up Reflective Practitioner Groups where trainees are encouraged to discuss their work and think through some of these dilemmas.  In developing similar groups for trainees on the University of Liverpool Clinical Psychology Training scheme with Tricia Hagan, Bev Davies, Susan Mitzman and Richard Whitehead we outlined some guiding principles: that although personal issues might be touched on the groups were not intended to be therapy groups; that although experiences with clients might be discussed, these were not supervision groups; that although aspects of course teaching and organisation might be discussed these were not part of a course feedback system; and that the groups were not part of course assessment.  The groups were not facilitated by course staff but by local clinical psychologists.  We suggested that trainees might be encouraged to reflect on a number of issues, some of which were influenced by ideas derived from Narrative Therapy practitioners.  Questions included:  

· What kind of clinical psychologist do I want to be?

· How does my development as both a clinical psychologist and a professional relate to me as a person?

· How can I develop in a way which enables me to move between roles as a therapist, consultant, researcher, supervisor, teacher and so on without feeling overwhelmed and confused about my role?

· How do I make sense of powerful emotional experiences on my clinical placement (e.g. with clients, supervisors or organisational systems)?

· How might I learn from my experiences in my year group about how groups and wider systems function?

· How might I start to develop an ‘internal supervisor’ to help in the reflective process?

Practice example:  Clinical placements and supervision

Within an expert knowledge approach to training, supervisors are seen as having more knowledge and as teaching and evaluating the performance of trainees.  Introducing critical and social constructionist ideas here can be a challenge since supervisors work with different client populations and within different theoretical orientations.  Again, the aim here is not to produce social constructionist supervisors but rather supervisors who are oriented to the needs, goals and preferences of their supervisees – for example their preferred learning style.

Within the Narrative Therapy community there have been some innovative contributions to rethinking traditional ideas about supervision.  White (1992) critiques the tendency in the training of therapists for the subjugation of trainees’ knowledge and the encouragement of trainees to simply copy their supervisors.  He notes that attempts to copy are often met with failure but rather than see this as a problem to be controlled, he is interested in what is originated in the attempt to copy.  In other words, what is it that trainees bring of themselves to their work?  Similarly, Parry & Doan (1994) see the supervisor as ‘an editor, a catalyst – as one who helps ‘call forth’ the type of therapist the trainee wishes to be, rather than as one who defines the type of therapist she/he should be’ (p. 195).   White has discussed one approach to helping delineate the unique qualities of trainees.  He interviews them using a reflecting team, listening out for ‘the more sparkling facts of the interviewee’s counselling career’ and then helping them understand how they ‘connect to the ideas and practices that they found in the training course into which they had enrolled’ (p. 90).   

Working on the assumption that one way of helping supervisors to work in this way would be to experience this approach themselves, some supervisor training workshops at the University of Liverpool utilised a short exercise.  Supervisors were split into pairs for about 15-20 minutes to interview each other asking questions like:

· Who and what have been some of the important influences on your development as a supervisor?

· When you think back to people who have supervised you in the past what would you say you found most helpful about their approach?

· If you were to track your own history and development as a supervisor what changes would you see in your supervisory practice over time?  What led to these changes?

· How would you characterise your own supervisory practice?  What models and metaphors are most influential?

· What aspects of your style have trainees commented on and said was helpful to them?

· What do you like most about your own style of supervision?

· What aspects of your style would you most like to see develop in the future?  

· What forms of help (eg training, books etc) would you need to support these developments?

On clinical placements too these ideas can be useful.  Most clinical psychology courses visit placements to meet with trainees and their supervisors to review how the placement is going.  This can set up a number of dynamics, for example with both supervisor and trainee feeling they are being evaluated.  Whilst there is an evaluation element, the mid-placement review can also be a time for helping both trainee and supervisor reflect on their relationship and on the trainee’s unique way of learning.  It can be helpful to ask supervisors, in the presence of the trainee, about the trainee’s unique qualities and skills since they often have a wealth of experience with other trainees to draw on in order to make respectful comparisons.  These can help the trainee to begin to develop their professional identity.
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