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ABSTRACT
Restraint has been used as a method of managing untoward incidents in mental health
practice since mental health care began. Although methods of managing untoward
incidents have evolved over time, restraint remains to this day the principal model for
managing violent and aggressive behaviour in acute mental health settings. Despite
restraint being a dominant force in acute mental health care, the psychological impact
of this intervention upon staff and patients is relatively unknown with very little

research devoted to this area.

Guidelines suggest that some form of Post Incident Review should take place
following untoward incidents but this is patchy in many areas, and the efficacy of
approaches to Post Incident Review has not been clearly documented in related

lterature.

Furthermore, some staff and patients have reported that the experience of restraint
triggers memories of previous fraumatic encounters which have caused further

distress to them during, and in the aftermath of, restraint.

This study explores the psychological impact of restraint for staff and patients who
are involved in these procedures. In addition, a framework for Post Incident Review
is evaluated to establish whether this is a helpful tool to address some of the
limitations of current approaches to Post Incident Review. The phenomena of
restraint reawakening memories of previous traumatic encounters is also considered
within the study to establish whether this has a bearing upon the experience of

restraint for those involved in the procedure.
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The results highlight that the experience of restraint is distressing for staff and
patients. The psychological impact ranges from minimal effects, to distress, through
to full blown Post Traumatic Stress Disorder (PTSD). The framework for reviewing
incidents evaluated within this study was well received by staff and patients and is
offered as a way forward in providing a more structured approach to considering
untoward incidents with staff and patients. This study has found that the experience
of restraint does reawaken memories of previous traumatic encounters for both staff

and patients.

The study concludes with recommendations for education, further research and

clinical practice.
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CHAPTER ONE - INTRODUCTION

“...I felt like an intruder who had moved into a restricted area — that my attempt to
widen the frontier of understanding had instead degenerated into an acrimonious

skirmish with the border guards...” (Tennant, 1997)

1.1.Infroduction

The management of violence and aggression is currently a high priority in mental
health care agenda, with an urgent need for comprehensive, consistent and therapeutic
management of untoward incidents (NICE 2005a; NMC 2002)., The recent
Independent Inquiry into the death of David Bennett (Sallah et al 2003) starkly
highlighted the dire inconsistencies in service provision and lack of guidance within

the UK NHS towards the mentally ill at their most vulnerable.

While there have been some studies and tools developed in the measurement and
prediction of violence within the acute mental health setting, there is a paucity of
rescarch on both staff and mental health service users’ experiences and perceptions of

untoward incidents.

For the purpose of this study untoward incidents will be defined as incidents in which
some form of physical restraint has been employed towards patients in acute mental
health care. Although the term service user is preferable in current mental health
practice, this study relates to inpatient services and after consultation with staff and
patients involved in this study, the term patient will be used throughout when

referring to inpatient participants involved in the study.
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Some studies have examined antecedents and management strategies in relation to
untoward incidents but these studies have relied upon staff accounts as opposed to
patient experiences (Shepherd and Lavender 1999). Whittington and Wykes (1996)
examined both staff and patients and found that interpersonal factors and diagnosis
played a significant role in preceding violent incidents. There is evidence to suggest
that a number of environmental factors could prevent some untoward incidents or, at

least, reduce harm (Gournay and Bowers 2000).

Bonner et al’s (2002) pilot study (Appendix one) examined both staff and patients’
experiences of untoward incidents using a semi-structured questionnaire to elicit what
each group found both helpful and unhelpful in the management of these incidents.
The results highlighted that untoward incidents generated strong and disturbing
emotional reactions for patients and staff.  The study established a possible
connection between experiences of restraint and the reawakening of disturbing
memories of previous violent encounters. Post Incident Review and support was
identified as being helpful although not implemented routinely or formally. In
addition, Bonner et al {2002) found that patients felt that they had often given specific
warnings prior to incidents but that these warnings had not been acknowledged or
acted upon by staff. The study highlighted a lack of research evidence related to the

above issues and recommended further investigation.

This study aims to examine further the issues raised within Bonner et al’s (2002) pilot
study as well as consider some wider issues which may impact upon the experience of
restraint. The study has been deliberately written in the first person. The reason for

this stance is that the research approach has used mixed methods which have

16



contained a large element of qualitative interview data gathering. The interview
process has involved engaging with staff and patients to discuss personal and emotive
issues which deserve to be treated with respect and care. Writing this account using a
third person representation would introduce a distance which I would like to avoid.
Philosophies of the stance taken to address the research questions will be discussed in
depth within Chapter three, and will add further support to the stance of presenting the

study as an active participant rather than a detached observer.

1.1. Research questions and central theme
The study was guided by the following research questions:
e What is the psychological impact of restraint for staff and patients in acute
mental health settings?
¢ Does the experience of restraint reawaken disturbing memories of earlier
traumatic encounters for staff or patients?
e Does a structured Post Incident Review serve a purpose in the examination of

experiences of restraint for both staff and service users?

During the analysis of the data generated within the study a central theme was
identified which encapsulates the work. The theme is offered as, “Events that
contribute to subsequent psychological sequelae following restraint, feelings
experienced as a result of restraint, and perceptions of helpfulness during and after

physical restraint”.

17
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1.3. Thesis Plan

The recommended upper word limit for PhD theses in most UK universities is 80,000
words and this is the case for Thames Valley University. Managing a vast word count
is a difficult and challenging task. As a student embarking upon a large research
study, it is tempting to dive into the research pond on receiving appropriate ethical
approval, to gather data and work with the research participants.  That is the
motivation for the study after all. Having already completed the stringent application
process for ethical approval, and having completed Masters level study, one could
argue that further preparation and consideration in relation to the ‘big book’ is
unnecessary at this stage. An 80,000 word limit allows us freedom to develop the
research in great depth, without the restrictions of structured Masters dissertation
work.  Study guides related to doctoral work, however, advise us to use the
unstructured approach at our peril (Davis and Parker 1997; Dunleavy 2003).
Without some form of breakdown related to how word count is allocated, there is a
risk that three years into the study the researcher will have vast quantities of data, with

little idea as to how this should be presented.

Format of chapters is also 2 consideration to be made when planning the overall
structure of the thesis. Chapters should generally be of a comparative length and the
thesis should be divided accordingly. A 10,000 word limit to each chapter is a
general rule of thumb and will allow for 8 chapters within a thesis (Dunleavy 2003).

This thesis will follow a similar format to that recommended by Dunleavy (2003) and

is divided into chapters as follows:

18
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1.3.1Chapter two — literature review

This chapter will consider relevant literature to support the background to the study
and provide a wider understanding of the research topic. The review will outline
search strategies employed to examine literature and provide a related discussion.
This chapter will consider historical treatments in mental health settings which
include use of restraint, as well as current interventions. The chapter will move on to
consider trauma and Post Traumatic Stress Disorder (PTSD) as they relate to restraint
in mental health settings, and will then critique current research evidence related to

Post Incident Review and support.

1.3.2. Chapter three — research design

Chapter three will outline the research design which was developed to explore the
research questions within this study. A mixed method approach to research design
was employed and a detailed explanation and rationale for these methods will be
offered. A comnstructivist research paradigm was the research philosophy which
underpinned the study and a grounded theory methodology was the approach
identified which would best support the constructivist paradigm within this study.
The mixed methods of data collection employed a concurrent procedure which
involved gathering data in a number of ways. Semi structured interviews offered a
qualitative method of exploring the experience of restraint for participants. These
interviews served a dual purpose by providing a Post Incident Review framework
which was susceptible to evaluation by the participants and was subsequently
evaluated using likert scales to measure whether this was a helpful approach to
implementing Post Incident Review. A focus group provided additional qualitative

data to supplement the individual interviews. In addition, demographic data were
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gathered to provide a detailed description of the participant groups. A scale
measuring the physical consequences of restraint was used to ascertain the extent of
physical injury to participants who were being interviewed about their experiences,
and a Trauma Screening Questionnaire (Brewin et al 2002) provided a measurable
indicator for participants who warranted further screening for PTSD following the

experience of restraint.

1.3.3. Chapter four — Staff findings

Findings of the data which were gathered and analysed in relation to staff participants
within the study will be offered in Chapter four. A variety of techniques for data
collection provided a wealth of information related to the staff experience of restraint
to include demographic data, physical consequences of restraint, screening for trauma
symptoms, and in depth qualitative interviews. Evaluation of Post Incident Review
was also made by individual staff participants and will be included within this
chapter. A focus group was included within the staff data collection to supplement

individual interviews and results of this method will be presented.

1.3.4. Chapter five — Patient findings

Similar methods employed to collect staff data were used to gather data from patient
participants and related findings will be presented within this chapter. Demographic
data in relation to patient participants will be described and will include diagnoses and
legal status, as well as length of contact with mental health services. Findings of in
depth qualitative interviews will be presented, as well as physical consequences of

resiraint, screening for trauma symptoms, and evaluation of Post Incident Reviews.
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1.3.5. Chapter six — Moving the findings forward

Chapter six is a shorter chapter which will describe how early research findings can
be developed to effect positive change in practice. Implementation of Post Incident
Review within the Trust in which the study took place will be described as an
initiative which evolved directly as a result of this study. This chapter will also
examine a related case study to expand understanding and context to the aims of this

study.

1.3.6. Chapter seven —Discussion and limitations

Chapter seven offers a comprehensive discussion of the findings presented within
chapters four, five and six. The discussion will be linked to literature reviewed in
chapter two and offer fresh insights into the research questions being examined.

Limitations to the study will be clearly highlighted within this chapter.

1.3.7. Chapter eight - Conclusions and recommendations
Chapter eight will conclude the main body of the work with final summarising points
being made. Recommendations for future education, research and practice will be

offered within this chapter.

A final reflection will conclude the thesis. This reflection will offer personal points
which will highlight my own development as a researcher during the process of
doctoral study and conclude the journey which has been the psychological impact of

restraint in acute mental health settings: the experiences of staff and inpatients.
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CHAPTER TWO - LITERATURE REVIEW

“...This female patient was placed in a wet sheet for four hours for her violent

excitement, the calming effect of which lasted for months...” (Gilland 1885)

2.1. Introduction

A systematic approach to accessing relevant literature can enable the researcher to
ensure that all available evidence is considered in relation to his or her research
question (Hart 2001). It should be made clear which sources of evidence have been
used, and when, to provide clarity and transparency for the reader. The systematic
review of randomised controlled trials has achieved acceptance as the ‘gold standard’
for evidence based practice (Sackett et al 1997), however the focus of systematic
reviews and meta-analyses is towards rigorously conducted trials of a quantitative
nature. This focus prevents reviewing of smaller qualitative studies and hence often
does not capture the rich descriptions of the experiences of staff and patients which
are described within these papers. Mental health care has many areas in which there is
a paucity of high quality data and in which the application of rigorous quantitative
approaches is particularly challenging. For example, Sallas and Fenton (2004) in their
Cochrane review of seclusion and restraint conducted a search which yielded 2155
citations, however none of the final 35 studies examined met the Cochrane

Collaboration’s inclusion criteria.

More recently qualitative meta-synthesis has been advocated as method of analysis of

a wide range of qualitative studies. The broad aim of qualitative meta-synthesis is to

encompass a wider understanding of a particular topic through amalgamation and
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synthesis of qualitative findings presented in individual studies related to the

identified topic (Paterson et al 2001).

Cresswell (2003) places emphasis upon research design and the way in which
literature is considered. In quantitative studies, a thorough review of the literature
should be offered before framing the research question to be tested (Parahoo 2006).
Consideration of literature is made explicit at the beginning of experimental research
with hypothesis or null hypothesis generated at the start. In qualitative studies, the
methodology highlighted within the design would dictate how consideration of
literature would be undertaken. Strauss and Corbin (1998) suggest that general
reading should be undertaken at the start of the study to enhance background
knowledge, however extensive reading may introduce prior theoretical assumptions to
the researcher. Sirauss and Corbin (1998) highlight the necessity for literature
reviewing to be carried out during and after data collection. This allows the

researcher to compare any existing theories to his or her own emergent categories.

In this study, a literature review was undertaken prior to data collection to establish
the extent of what was already known about the topic area. The review established
that few published studies had examined the aftermath of restraint in great depth and
that this was an area in need of further consideration in mental health care. This
provided justification and support to the mixed methods study design and was
therefore a worthwhile exercise before commencing the data collection. In addition,
as data was subsequently generated and analysed T returned to the literature and
widened my reading as themes emerged. This allowed for consideration of

similarities and differences related to these themes compared to existing theories and
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studies. In this literature review I attempted to evaluate all available quantitative and
qualitative literature directly related to the psychological aftermath of physical
restraint in mental health adult inpatient seftings and to try and capture some of the
important contextual issues in this area. The literature review is presented within this

chapter.

There are a number of areas worthy of consideration when examining experiences of
restraint. 'Within this study, relevant factors would be related to the management of
untoward incidents (that is incidents involving restraint), and links between restraint
and earlier trauma. As well as examining literature related to these areas, it is
necessary to consider some of the underpinning theories and explanations of Post
Traumatic Stress Disorder (PTSD). The experience of restraint can be traumatic for
staff and patients alike, therefore it is important to consider the consequences of the
experience of trauma. Furthermore, one of the primary research questions within this
study concerns links between restraint and reawakening of distressing memories of
earlier traumatic events. Research within the field of PTSD may inform this part of

the study.

This chapter is divided into sections which will discuss and consider relevant related
literature. Section 2.1.1. will highlight the search strategy used to generate the
literature which was reviewed. Section 2.2. will address restraint in the acute mental
health setting. An overview of historical treatments will provide a background
understanding to the current context of restraint in acute mental health care and then
focus upon current trends in managing violent, aggressive and challenging behaviour.
Section 2.3 will move the discussion towards links between restraint, trauma and Post

Traumatic Stress Disorder (PTSD). Section 2.4 will examine psychological

24



explanations of traumatic events and will consider psychoanalytic and cognitive
explanations of trauma. Section 2.5 will discuss Post Incident Review and present
some of the complex issues which surround this area of practice. Each section will be
considered in relation to this study with explicit links made to support the choices of
topics discussed. Section 2.6 will conclude the chapter with a summary discussion of
the main points raised within each section and their relevance to the development of

this study.

2.1.1 Search strategy

A literature search was conducted using the British Nursing Index (BNI) (1994-July
2007), Cumulative Index to Nursing and Allied Health Literature (CinAHL) (1982~
July 2007), EBSCChost (1997-July 2007), EMBASE (1974-July 2007), International
Bibliography of the Social Sciences (1951-July 2007), MEDLINE (1951-July 2007),
PsycINFO (Psychological Abstracts) (1887-July 2007) databases. In addition,
Emerald, ISI Web of Science and Proquest were searched in order to capture any
related material which may not have been identified in the search of health databases.
These electronic hosting services hold compilations of journal articles. The contents
of these hosting services change periodically as different journals subscribe and
unsubscribe. These services were accessed every month between October 2003-July
2007 in order to capture any related material. In an attempt to identify unpublished
works, the database System for Information on Grey Literature in Europe (SIGLE)
and the UK National Health Service (NHS) National Research Register were searched
every month between October 2003-Tuly 2007. Internet sites such as Google Scholar
were also searched in an attempt to achieve the most comprehensive possible

coverage of the literature and relevant internet discussion sites such as the City 128
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project discussion board were accessed to ascertain contemporary thinking in current
approaches to restraint. Hand searches were made to follow up cited references
within papers. Advice was sought from Thames Valley University librarians and the
librarians within the Trust in which the study took place. Initial discussion was made
at the start of the literature review for assistance and guidance, further clarification
was sought periodically thronghout the study, and a final meeting took place in July

2007 to revisit the literature search with the Head Librarian within the Trust.

The initial search strategy decided upon was intended to maximise the chances of
detecting any relevant publications. A broad initial approach employed all possible
combinations of the following terms: restraint, trauma, psychiatric inpatients, mental
health, seclusion, violence, aggvession, untoward incidents, post traumatic stress
disorder, PTSD, Post Incident Review, psychological debriefing and memory. From
this initial search 10,862 hits were generated, however a high number of these were
quickly discarded as inappropriate because, for example, the keywords restraint and
trauma generated thousands of citations related to the building industry and bed
positioning using restraints for orthopaedic and paediatric patients. Citations which
were not explicitly related to mental health care were discarded and after this initial
sifting was completed, the abstracts of 2,178 remaining papers were appraised.
Abstracts of all of these papers were read and the studies were divided into categories
related to aggression and violence, restraint, and post traumatic stress disorder. Some
papers overlapped into more than one of these categories but this simple approach
helped to manage the overwhelming amount of reading to be done. Papers were then
appraised for their relevance to this study. Echoing the experiences of Sallas and

Fenton (2004) only 6 papers were found which explicitly aimed to examine the
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psychological aftermath of physical restraint (restraint specifically, as opposed to
violence and aggression) in mental health care. Although only six papers were
directly related to the psychological impact of restraint, 2 number of papers were
relevant to provide a wider context to the literature review. For example, papers
related to management of violence and post traumatic stress disorder helped to
highlight a wide understanding of issues which can influence the course of restraint
processes and the subsequent psychological effects. Some papers highlighted
psychological sequelae in addition to reporting of other findings and these papers are
included within this review. Table 1. outlines the six papers which specifically
considered the psychological impact of restraint and a brief synopsis of each paper is

included following table 1.

Author and year  Setting, subjects, sample Type of study Resuits of relevance
1. Bonner et a1 2002  Acute mental health, UK, 12 staff, Qualitative Negative experiences
6 patients Reignition of trauma when restrained

Post Incident Review

2. McDougail 1996  Review of restraint literature Literature review Identified lack ofresearch related to
restraint, early trauma and PTSD

3. Gallopetal 1999  Canada, |0 patient participants Qualitative Reignition or trauma when restrained
4. Sequeira and UK secure mental health inpatient unit Qualitative Reignition of trauma when restrained /
Halstead 2002 4 inpatients secluded

5. Brase Smith 1995 US, 4 case studies Qualitative Experience of restraint reignited
memories of previous encounters
of rape

6. Lee et al 2003 UK, 338 nursing staff Postal survey Concerns regarding post incident
review

Table 1. Summary of studies directly related to the psychological impact of untoward incidents
involving restraint

Bonner et al (2002)

This qualitative study interviewed twelve staff and six patients in an acute mental

health setting in the UK, and attempted to explore the subjective effects of restraint.
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The study found that both groups experienced a variety of strong emotions in the
aftermath of restraint ranging from fear and embarrassment through to feeling
dehumanised. The study reported some contextual issues which appeared to
exacerbate the negative feelings experienced following restraint. These included poor
communications and lack of aftercare for both staff and patients. Participants in the
study reported that Post Incident Review rarely took place for staff and was even rarer
for patients. Experiences of Post Incident Review and support ranged from being
perceived as positive and helpful, to feeling blamed and victimised as a result of
poorly managed Post Incident Review, The study did not offer ways in which Post
Incident Review could be facilitated in a more positive way but suggested that there
was an urgent need to examine this area of mental health practice in more depth.
This study also highlighted a link between the experience of restraint and the
phenomenon of this experience reawakening distressing memories of earlier traumatic
encounters but did not describe this link in detail, the psychological impact that this
phenomenon may invoke, or offer any description of how the psychological effects of
restraint could be measured. The main limitation to this study was the small sample
which would not necessarily represent a true generic picture of the psychological

impact of restraint.

MceDougall (1996}

This paper presented a synthesis of the literature related to physical restraint at that
time. McDougall (1996) reviewed 117 papers and aimed to examine the effects of
physical restraint on patients, staff, and the clinical environment. The paper
highlighted that research into prevention of physical aggression tended to focus on

antecedents or triggers to aggression, and that these papers offered ways of preventing
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aggression such as models of de-escalation, use of communication skills, and
alternative distractions such as multisensory rooms and Occupational Therapy. The
clinical environment was identified in this paper as an area for consideration related to
physical restraint in terms of creating personal space, ward design, and addressing non
clinical factors such as boredom, frustration and anger as a method of preventing
violence. McDougall’s (1996) review found little evidence to support use of physical
restraint, other than some findings which suggested that use of control and restraint
methods reduced staff anxieties by increasing their confidence in managing
aggression in a physical way. The paper highlighted that the bulk of papers related to

physical restraint were focused on who was restrained, clinical diagnosis and age.

McDougall’s (1996) review found that support mechanisms were important and
concluded that support systems should be available to all staff and patients. He
suggested that this should take the form of clinical supervision for staff to develop
skills to manage aggression and deal with anger expressed towards them. He did not
highlight any papers which offered a way forward in Post Incident Review for

patients.

The paper emphasised prevention and de-escalation of aggression however it went on
to highlight some of the negative effects of resiraint upon patients who had a previous
history of trauma such as restraint symbolically replicating earlier traumatic
experiences such as rape, citing Brase Smith (1995) as an example. McDougall’s
(1996) paper also suggested that work on PTSD may help to inform our
understanding of the psychological impact of restraint but did not examine this issue

in depth.
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This paper’s main findings suggested that the effects of physical restraint had been
examined more in relation to prevention of violence as opposed to the subsequent
consequences of using such interventions. McDougall (1996) did, however, raise
concern in relation to lack of Post Incident Review and placed emphasis upon the
need to examine the relationship between physical restraint and abuse
retraumatisation, as well as appealing to the literature related to Post Traumatic Stress

Disorder to help inform understanding of the psychological impact of restraint.

Gallop et al (1999)

This Canadian study explored the experience of ten women who were restrained in
psychiatric settings and forcibly administered medication. All of the women had a
previous history of childhood sexual abuse. Gallop et al (1999) used audiotaped open
ended interviews and asked these women to describe their experience of restraint and
the consequences. The interview asked participants to describe in their own words the
events which led up to the restraint, feelings around the experience, and perceptions
of helpfulness from staff. Gallop et al {1999) also asked specifically about
flashbacks, nightmares and anxiety responses following the event but did not attempt
to measure these symptoms in a quantitative way. Although Gallop et al (1999) had
planned to interview fifteen women, they found that after ten interviews the concemns
expressed by the women were similar and felt it unlikely that new information would

be generated by additional interviews.

The women reported similar negative feelings following restraint to those reported by

the participants in Bonner et al’s (2002) study. None of the participants viewed
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restraint as helpful; rather they expressed feelings of terror and powerlessness during
the event. The women reported that the restraint had precipitated flashbacks to their
earlier experiences of childhood sexual abuse and that for some they felt like they
were re-living earlier traumatic experiences, “I actually physically felt like I was
being raped that whole night long” (p.411). The women expressed a desire to talk
about their experiences following the restraint but reported that this was not always
facilitated. Gallop et al (1999) acknowledge that their sample was self selecting and
that women who had not felt strongly following the experience of restraint may not

have opted to participate.

Sequeira and Halstead (2002)

This study explored the experience of physical restraint in a private UK secure mental
health facility. Fourteen participants were interviewed about their experiences and
insights were offered in relation to positive and negative feelings. Sequeira and
Halstead (2002) used similar methods to Gallop et al (1999) and Bonner et al (2002)
by using qualitative interviews to elicit views of participants’ experiences during
restraint. In this study participants were not asked about specific psychological
experiences whereas Gallop et al (1999) asked specifically about psychological
symptoms such as flashbacks following restraint. Emerging data from Sequeira and
Halstead’s (2002) study highlighted that participants did experience psychological
symptoms as a result of restraint. Although participants predominantly reported
negative effects such as anger, anxiety and distress, some participants reported
feelings of containment and safety following restraint. These feelings were reported in
relation to escalating situations being perceived as becoming under control, when

restraint was applied to them.
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A number of participants in this study reported that the physical experience of
restraint provoked simultancous flashbacks of previous traumatic events, and that this
had caused subsequent feelings of fear and panic, for example one participant
described how nurses had removed her trousers to give her an injection and that this
had been reminiscent of her past when she was abused, resulting in her feeling
distressed and upset. Sequeira and Halstead (2002) suggest that individuals who are
restrained may well feel as if they are reliving and re-experiencing the original trauma
during the restraint. They support the view of McDougall (1996) by suggesting that
literature related to PTSD may help to inform the way that mental health care
professionals deal with restraint towards individuals with a trauma history. Sequeira
and Halstead (2002) also highlight the need to offer time to review incidents of
restraint and the necessity to consider trauma histories when making decisions to

restrain patients.

Brase Smith (1995)

This seminal paper explored the experience of restraint in US psychiatric units for
women who had previous histories of rape. Four case studies were presented and
highlighted the negative feelings associated with restraint. These feelings ranged
from agitation through to guilt, humiliation, loss of dignity, and torture. The women
reported that the restraint experiences had triggered flashbacks related to their rape
traumas and Brase Smith (1995, p. 26) concluded that these women would “prefer to
face death rather than the possibility of restraints”. This paper reports cases where

mechanical restraints (leather straps) were used and there is a need to explore whether
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use of mechanical restraints may be more traumatising than using the physical holds
promoted in the UK. Each of the cases reported had traumatic rape histories and it
may be that for individuals with such a trauma history, they would be more likely to
experience psychological symptoms following restraint. Brase Smith (1995) did not
compare her cases to others who were restrained and did not have a trauma history.
Brase Smith (1995) emphasised the need for nurses to consider previous histories
when restraining patients and suggested that where nurses believe that they are
restraining a patient to prevent further harm and promote safety, they may well be

introducing further trauma to an already vulnerable group.

Lee et al (2003)

This postal survey was undertaken in the UK with 338 nurses working in NHS
regional secure units and psychiatric intensive care units. Participants were surveyed
in relation to outcomes of restraint that had taken place in their clinical work. They
were asked to identify a positive outcome of restraint and provide details, as well as a
negative outcome of restraint. In addition participants were asked to highlight the

physical impact of restraint and any other concerns that they may have.

A high number of participants (96.3%) reported positive outcomes appertaining to
incidents being brought under control but reported little consideration of the after
effects following the incident.  23% of participants reported negative outcomes
related to patients in terms of physical restraint being viewed as punitive, and that
patients who had a previous history of abuse were particularly vulnerable.
Participants reported that they had found the experience of restraint as difficult and

stressful and one third of participants reported that they had not been offered the
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opportunity for Post Incident Review. Lee et al (2003) highlighted the need to
identify systems to allow consistent Post Incident Review to take place, as well as
identifying training packages to allow staff the opportunity to develop effective

coping strategies to lessen the psychological impact of restraint.

Although Lee et al (2003) surveyed a much larger group than the previous studies; use
of the postal survey method would have limited the amount of qualitative contextual
data which participants reported. They used thematic analysis to generate their
findings from the questionnaire surveys however further exploration of these themes
would have facilitated wider elaboration of some of the issues raised for
consideration. For example, the survey highlighted that patients who had a history of
abuse were viewed as particularly vulnerable but no detail was included to offer
insight info what was viewed as vulnerable by participants. Staff had reported that
they had sick leave after experiences of restraint however the survey method did not
allow for further exploration of the nature of the sick leave, for example whether this

may have been as a result of psychological or physical consequences of restraint.

The above search demonstrated that most of the published papers related to physical
restraint are of a qualitative nature. This search replicated Sallas and Fenton’s (2004)
failure to find any published confrolled trials evaluating seclusion and restraint
techniques. The absence of any controlled studies in this area is striking given the fact
that a range of different physical intervention techniques for the management of
aggressive behaviour are in use around the world, these techniiques have high training
costs and their use sometimes results in serious adverse events including serious

injury and death (Paterson et al 2003).
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Although the above studies have limitations, particularly in relation to the small
numbers of participants, there were common concerns which were highlighted within
each study which underline the need to examine the experience of restraint for staff
and patients on a wider scale. Post Incident Review and support has been identified
as an area which could be of benefit to individuals who have been involved in
restraint incidents, but there would appear to be no clear way which has been
identified in this literature to take this forward. These studies have also suggested that
the experience of restraint may add further trauma to those with a previous trauma
history, as well as triggering memories of earlier traumatic encounters. The studies
have acknowledged that the study of PTSD may inform further understanding related
to the psychological impact of restraint but that little attention has been paid to this

within acute mental health care.

This thesis aims to carry forward some of these ideas by examining these issues in
much more depth to provide a clearer picture of the psychological impact of restraint,

and to consider ways of addressing the aftermath of restraint in a helpful way.

2.2. Restraint in acute mental health settings

2.2.1. Defining restraint

Untoward incidents, for the purpose of this study, are defined as any incidents in the
acute mental health setting which have required some form of ‘hands on’ physical
restraint. This could range from gently assisting a patient back to a place of safety by
the arm, to a situation involving control and restraint by trained practitioners to
immobilise a patient. This definition of restraint was generated through a concept

clarification exercise which took place as part of an earlier pilot study (Bonner et al
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2002). Practitioners representing the acute areas within the earlier study had difficulty
in identifying which incidents were deemed relevant to the study. Some practitioners
had felt that only incidents that had involved formal control and restraint (C & R)
procedures were relevant while others viewed the more diverse aspects of restraint,
such as gently guiding individuals to a place of safety, as appropriate. C & R
involves the administration of painful holds to contain violent patients using wrist and
arm locks to restrict movement. C & R as a method of restraint has also proved
difficult to define with a variety of methods being taught in a variety of settings

(McDonnell and Gallon 2006).

The concept clarification exercise generated agreement that any 'hands on' approaches
to managing untoward incidents were relevant. The scale of the restraint incidents
examined for the pilot study ranged from manually preventing a patient from hanging,
to guiding patients who were in the process of absconding back to the ward, to use of
C & R by trained practitioners to immobilise patients.  All of the incidents had
involved managing challenging behaviour by 'hands on' approaches. There is a wide
range of force used within this definition in acute mental health care. Part of this study
aimed to consider whether this may have any bearing upon the psychological
consequences of restraint. There is a possibility of a correlation between the more
force used, the more psychological trauma caused however there is limited evidence
to date to support this notion and data emerging from this study may inform this
aspect of the experience of restraint. Richter and Berger (2006) found that the
interpretation by the individual had more bearing upon psychological impact than
extent of force and injury used. If one perceives even minimal intervention as

traumatic, ie., life threatening or threatening one’s integrity, then the psychological
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impact can be profound. A study of the literature on war veterans and victims of
violence suggests that there is a dose-response relationship between amount and
severity of exposure to traumatic events and subsequent risk of psychological injury,
particularly risk of developing PTSD (Stretch, 1985; Goldberg et al, 1990; Basile et
al, 2004), but that this relationship is non-linear. In general, this means that the greater
the exposure to trauma an individual receives, the greater his or her subsequent risk of
developing PTSD but the individual’s interpretations of events strongly influence
outcome. The non-linearity of the dose-response relationship rests on evidence that
non-injury incidents in which individuals may have experienced high levels of fear
and distress have been reported to be more likely to result in lasting psychological
injury than incidents resulting in very minor physical injuries such as cuts and bruises,
but injuries resulting in more serious physical injury are those most likely to also
result in lasting psychological injury (Richter & Berger, 2006). Walsh and Clarke
{2003) have reported that verbal aggression and minor incidents of violence may have
very considerable psychological effects for staff, however there are no published
studies which report the effects of prolonged or repeated verbal aggression on staff, or
the role that verbal aggression may have in the development of PTSD. Applied to
restraint in mental health settings, this literature suggests the possibility that the
greater the force used the more likelihood of subsequent psychological effects. In
addition the more prolonged the restraint and the more painful the holds used, the
greater the likelihood that individuals will experience psychological symptoms and
suffer persisting psychological injury. It also proposes that the experience of restraint
is subjective and that less dramatic events can have an equally distressing impact
upon individuals if they have been perceived as a serious threat to the integrity of the

self. This suggests that during restraint incidents it may be important to provide
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repeated explanations and assurance to all concerned in an attempt to reduce the

subjective level of fear or terror experienced by participants.

Although the examination of current literature has highlighted the non-linear dose
response between physical injury and developing PTSD, another consideration must
be made in relation to this hypothesis regarding the impact of restrainf. Reporting
systems do not always capture incidents which have involved no injury. Staff are
more likely to formally report minor and major injuries which are tangible and fit with
incident reporting criteria. It may be that reported incidents are viewed as more
serious and at least acknowledgement has been made that they have happened, and
they are significant. This may not be the case for incidents that are not reported
through formal systems. This would suggest a more linear description of the impact
of physical injury and subsequent psychological effects; however the impact of
incidents involving no injury could be missed completely as they have not been
reported through formal mechanisms. To date there are no published studies which
have examined how reporting systems may influence the support offered to staff and

patients who have not experienced a physical injury.

2.2.2. Historical influences upon current practice

The historical review includes terminology that would not be acceptable in discussing
mental health care today, however I have used terminologies of those eras to promote
further thought regarding the context of mental health care during those times.

The label of mental iliness was used as an overt form of social control during
Victorian times and although the element of social control is denied in the present day

with various legislation to protect the mentally ill, it could be argued that an element
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of social control still exists (Paterson 2006). The Victorian solution for individuals
who deviated from the social norms of the time was to have them committed to
Iunatic asylums, usvally isolated miles away from their hometowns. One of the sites
in this study was a purpose built mental health inpatient unit that replaced an old
Victorian asylum which previously served the patient population. This institution was
situated some miles from the catchment area that it served, and in keeping with the
national agenda for closing such institutions, reprovision was planned over a long
period of time with the new hospital opening in May 2003. In Wynn-Jones (1993)
examination of archive material from the now closed Victorian site, a fascinating
picture of asylum care is portrayed where women were incarcerated for giving birth
out of wedlock, failing to adhere to their husband's domestic expectations or not
fulfilling their role as mother. Wynn-Jones (1993) examination reflects the general

trend of asylum care of that era.

Methods of restraint date back to the 1700s with shackles, chains and manacles being
common forms of managmg the mad (Scull 1993) and Bethlem Hospital allowed
spectators to view the mayhem at the cost of one penny (Jones 1972). As well as the
moral view of mental illness at this time there was also a belief that insanity had
physiological causes. The theory of the brain being the organ of the mind had been
established and the search for freatments and cures began in earnest. These cures
included aquatic shock treatment that involved a variety of methods of pouring cold
walter, usually over the head, of patients who required calming (Scull 1993). Another
form of treatment was the tranquilliser chair that restricted all body movement, the
underlying theory being that blood flow would be reduced to the brain resulting in a

sedative effect (Scull 1981). Use of restraint, however, remained the dominant model
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of treatment intervention. The shackles and chains of the 1700s were replaced with
restraining gloves, sleeves and waistcoats in the 1800s. Seclusion was introduced in
the form of leather or padded cells. The research site for the pilot study from which
this study has been developed had its own provision of padded cells. According to
the 1871 Annual Report by the Medical Superintendent, these cells contributed to the
tranquillity of the dormitories as there were "more than was usual for an establishment

such as this" (Gilland 1871, page not numbered).

Doors within the asylums were unlocked for the first time as a result of Pinel's
revolutionary moral treatment of the insane. Pinel's belief was that the mentally
disordered should be treated with mental approaches that included kindness and
encouragement. By using these approaches Pinel believed that the mentally
disordered would show self-restraint as opposed to enforced restraint by lunatic
attendants. As word of Pinel's success spread, the asylums of Britain began to adopt
this approach, the pioneering site being the York retreat founded by William Tuke and

carried on through his son, Henry, and grandson, Samuel (Stone 1998).

The 1900s were dominated by physical treatments such as deep insulin therapy for
psychosis and modified insulin therapy for neurotic disorders.  Both involved
inducing coma by the administration of insulin over a period of days or weeks
depending upon the severity of mental disorder. Electro convulsive therapy was used
routinely and is still in use today, albeit as a carefully selected option following a
number of first line treatments. Opiates, barbiturates, bromide and chloral hydrate
were the main drugs of choice for challenging and aggressive behaviour and their use

continued well into the 1970's. The 1950's heralded the advent of psychotropic
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medication as we know it today in the form of Largactil (Chlorpromazine). Largactil
effectively treated symptoms of psychosis for many psychiatric patients, the result for
some being freedom from the instifutions and reintegration to the community

(Goodwin 1997),

The nursing role through history has evolved from lunatic attendant (key
responsibilities chaining, manacling and collecting pennies) to effective practitioner,
with a range of taught skills and interventions.  Medical Superintendents were
responsible for every aspect of care and treatment as well as day-to-day organisation
of the institution managed asylums in the 1800s. A nurse's career usually began with
menial tasks such as cleaning. Promotion was gained through time and experience,
although qualifications for nurses have evolved since the late 1800s when the
Certificate of Proficiency in Mental Nursing was first recognised. While clearly
patients were treated inhumanely by today's standards, this was often as a result of
well-meant intentions. Archive material from the Victorian asylum which one of the
research sites replaced includes an annual report for 1885 that describes a female
patient being placed in a wet sheet for four hours as a form of restraint for her violent
excitement, the calming effect of which "lasted for months" (Gilland 1885, page not

numbered).

Many of the asylums, including the above, were self-sufficient.  Patients were
involved in farming and laundry under the supervision of nursing staff.  The
philosophy was that lunatics must be kept calm and under control, and working was a
method of supporting this philosophy. Work provided a means of channelling

energies in a productive way. This philosophy supported the Victorian work ethic by
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providing structure for the perceived idle and lazy. Although friendships (and
subsequent therapeutic relationships) may have developed, this was not an explicit
requirement of the nursing role. Views of nurses within the pilot study research site
reflected the view of society at that time, that lunatics were committed because they
had misdemeanoured in some form and should be treated with the contempt that they

deserved (Tilbrook 1995).

The plight of the mentally ill was highlighted through the anti-psychiatry movement
of the late 1950's and early 1960s (Szasz 1962). The barbaric treatment of
psychiatric patients was open to public scrutiny and the cruelty administered by
nurses exposed.  Psychotherapy as a treatment intervention was becoming an
acceptable and credible alternative pioneered by Freud in the late 1800s to early
1900s (Stone 1998). Refined methods have continued to evolve and a range of
psychological interventions can now be offered as a first line option for addressing
mental health problems. In America, the nurse was being redefined as a skilled
practitioner with the therapeutic qualities necessary to assist the psychiatric patient
regain control over their life through the nursing process (Peplau 1952). The role of
the nurse changed dramatically from custodian to therapist and alternative approaches
to managing challenging behaviours began to develop. This dual role, however, has
remained a tension in mental health nursing to this day, with nurses struggling to
manage the custodial role within the confines of the Mental Health Act (1983) to the

more therapeutic role of the helper.
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2.2.3. Restraint in the 21 Century

In the late 20™ and early 21 centuries, more rigorous approaches to researching and
understanding mental health and illness have developed and continue to evolve.
Access to research evidence is easily accessible to health care staff and a clear agenda
in education, research and practice has been set for health care staff to become
evidence based practitioners in order to provide the best possible, cost effective

interventions to the service users with whom they work.

McDougall’s (1996) review of physical restraint summed up the state of literature at
that time and a review of subsequent papers related to restraint indicates that little has
changed. The main points are that violence and aggression are widespread and
possibly on the increase (Bower and McCulloch 2000; Wright 1999; Shah 1993),
emphasis upon the prevention of aggression dominates the literature and is supported
by current guidelines (NMC 2002, NICE 2005a), restraint is predominantly counter-
therapeutic (Lee et al 2003; Bonner et al 2002), and interpersonal communication has
a key influence upon the outcomes of incidents of violence and aggression in acute
mental health care (Alexander and Bowers 2004; Lowe et al 2003; Spokes et al 2002).
McDougall (1996) suggested that links between restraint, earlier abuse and PTSD
were worthy of further attention, however some ten years later very few studies have
considered these aspects of restraint. These papers rightly emphasise the necessity of
working in a therapeutic way to prevent aggression and violence, however although
studies have highlighted how these approaches can reduce violence and aggression,
no study to date has claimed to eliminate violence and aggression completely. A

refocus towards inpatient acute services is likely to improve practice and outcomes in
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these arcas; however restraint will continue to be used towards a small population

who have not responded to early interventions and de-escalation techniques.

Studies related to management of untoward incidents have generally focused upon
three areas; what happened before the incident (antecedents), how was the incident
managed, and what happened subsequently. Studies related to antecedents have
identified environmental factors such as poor staff levels and use of agency staff
{(James et al 1990; Gournay et al 1998; Bonner et al 2002; Bowers et al 2007).
Architectural structure is also a consideration in terms of observation within the
environment (NMC 2002; Gournay and Bowers 2000). Some studies have
considered staff behaviour and attitudes precipitating violent incidents and conclude
that aversive stimulation and staff-service user conflict leads to assaultive behaviour
{Sheridan et al 1990; Whittington and Wykes 1996; Wright 1999; Lee et al 2003;

Secker et al 2004).

There are a number of techniques and formal training programmes in the management
of challenging behaviour involving restraint in the UK, the dominant model being
control and restraint (C & R), alternatively called care and responsibility (McDougall
1996). C & R was originally developed by the prison service in 1981 and expanded
into health and social care in the mid 1980's following recommendations by the
Ritchie Report (1985) that training in C & R should be provided for nursing staff in
special hospitals. Special hospitals provided high security care for offenders with
mental health problems who had challenging behaviour which often required physical
containment. Techniques were subsequently modified for less secure environments

and C & R (General Services) evolved in more generic health and social care settings
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(McDonnell and Gallon 2006). C & R involves taught techniques that endeavour to
contain violent or potentially violent situations in the safest manner possible. Nurses
involved in C & R must be trained accordingly by skilled trainers using a variety of
methods which include use of breakaway techniques, immobilisation of a patient,
movement of a patient to a safe area, and placing a patient in seclusion (Duff et al
1996).  Seclusion involves isolating a patient in a purpose built room to provide
private containment with minimal risk. Use of seclusion should be a team decision
and should be recorded and monitored throughout the period that the patient is

contained in this manner.

More recently it has come to light that C & R can contribute to death of individuals
through positional asphyxiation when they are restrained in the prone position (NICE
2005a). It is believed that the use of this technique can restrict respiration resulting in

cardiac difficulties and death.

An alternative to C & R, used more frequently in learning difficulties, is the Strategics
for Crisis Intervention and Prevention (SCIP) programme (British Institute of
Learning Difficulties (BILD) (2001). This method has been used within learning
difficulties care settings for some years but there is a paucity of published research
into its efficacy within mental health care. SCIP espouses a clear and consistent
documented approach by all members of the health care team, and the method
addresses antecedent and aftermath support to the patient. Other methods such as
breakaway skills have been developed and are mandatory in most UK mental health
care trusts; however the efficacy of breakaway training is questionable. For example,

Rogers et al {2006) audited 47 staff in a medium secure unit and found that none of
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the sample had used breakaway in the preceding twelve months, 40% were unable to
break away within a ten second period, and 60% did not correctly employ taught

techniques.

Studio 3 is another altemative to C & R which is beginning to gain credence as an
alternative approach to challenging behaviour, This approach places emphasis on
non-aversive interactions with individuals and managing potentially aggressive
situations through techniques of diffusion. This approach has been developed in
learning difficulty settings and is yet to be thoroughly evaluated in acute mental
health care, however in light of the limited alternative approaches available the
philosophies of studio 3 would provide explicit training in addressing challenging

behaviours through less aversive responses (Studio III Group 2007).

Wright (1999) pointed out some years ago that there was a lack of research into the
efficiency and safety of the methods used for C & R, and more recently Paterson et al
{2003) highlighted that training techniques are costly to provide and their use can
result in serious injury and death. Duxbury and Paterson (2005) have further
emphasised the lack of empirical evidence related to physical restraint and continued
concerns over appropriate training methods. Bowers et al (2007) found that incidents
of aggression were at their highest when staff absences were high, paradoxically when

staff were on leave from the clinical area to attend training in C & R.

Wright (1999) considers a number of areas that contribute to the wider context of

violence and aggression in mental health settings that include mappropriate placement
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of patients, clinical environment, staffing, staff behaviour and attitudes, and staff

training. These areas will now be explored further.

With the advent of court diversion systems, patients are now caught in the net of the
psychiatric services as opposed to the prison system. There are, however, shortages
of intensive care and medium secure beds resulting in already overcrowded admission
wards accepting inappropriately placed offenders with potential or proven aggressive
behaviour (Gournay et al 1998). This is beginning to change in light of more recent
incentives to address these difficulties, the Trust in which this study took place more
recently having consistent figures below 100% bed occupancy. The government have
made mental health services a priority as identified through Modermising Mental
Health Services (DOH 1998) and the subsequent NHS Plan (DOH 2001).
Modernising Mental Health Services (Dol 1998) identified the government vision of
the way forward for mental health care outlining plans for new assertive outreach
teams, 24 hour access to mental health services, secure units in every region and more
modern drug treatments. These services were to be implemented through National
Service Frameworks for Mental Health, which were introduced in 1999 (DoH 1999a),
and underpinned through the Clinical Governance framework (Dol 1999b). More
recently the Chief Nursing Officer’s Review of Mental Health Nursing in England
(2006) has further emphasised the need to work with patients using a Recovery
approach to provide a seamless and patient driven service. These changes aimed to
place mental health at the forefront of the English National Health Service and offered
the opportunity to address some of the difficulties of caring for people with mental
health problems, which may or may not include challenging behaviour. The most

appropriate settings with the best available treatments would endeavour to prevent
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many of the tragedies of the past and offer a more positive future for recipients of
mental health care. Additional funding was pledged to reform mental health care by
providing more secure facilities and expanding and developing community care.
Addressing Acute Concerns (Standing Nursing Midwifery Advisory Council 1999)
paved the way for a refocus towards acute care, however subsequent criticisms of
restraint in mental health care have dominated mental health press, one of the most
damning being the David Bennett Inquiry (Sallah et al 2003). This report highlighted
failures in one NHS Trust where a patient was restrained and subsequently died.
Although this incident took place in an NH medium secure unit, the methods of

restraint were similar to those applied in most acute settings.

The inpatient population within the acute setting in the UK has changed as a result of
the community care movement (Ferraz and Wellman 2008). As more mental health
service users are being cared for in the community setting, the populations within
inpatient units are predominantly patients with complex and challenging needs, who
are unable to be maintained in the community. Shorter admissions for managing
acute behavioural disturbances present new challenges in the delivery of current
services (Hosany et al 2007). The closure of the large psychiatric institutions into
smaller localised community facilities has resulted in a reduction of acute in patient
services throughout the UK and the drive for community care has resulted in shorter
stays within the inpatient facilities. The residents at any one time can therefore be a
population of severely unwell people who are being offered short term admission
while their psychiatric symptoms are at their worst. Over the past ten years this has
had a profound impact upon the inpatient and staff experience of acute care, with

criticisms being made related to the lack of therapeutic interventions available in
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acute services. This is beginning to change for the better however it has some way to

go before catching up with now well established community services.

Wright (1999) highlights the clinical architectural environment as a contributing
factor in the management of aggressive and violent behaviour, however as well as
consideration of the architectural structure of the environment for comprehensive
observation, the balance of individual privacy must also be considered. In
developing the environmental considerations further, Gournay and Bowers (2000)
reiterate the need for careful consideration of an observational environment in risk
management of suicide and self-harm. Suicide and self-harm can present different
challenges to the nurse but may also require similar restraining interventions used in

managing aggressive and violent behaviour.

Staffing is clearly an issue in general mental health care as well as in the discrete area
of managing challenging behaviour, however there is little published research into the
direct impact of staffing and restraint. Oldham et al (1983) found that violent
incidents were at their lowest when staff interaction with patients was at its highest.
Lanza et al (1994) found that poor staffing levels resulted in higher frequency of
assaultive behaviour and Bowers et al (2007) found that incidents were higher when
staff absences were higher. Binder and McNiel (1994) found that high levels of
assaultive behaviour towards staff took place even when staffing levels were
adequate. James et al (1990) found that high levels of agency staff equated to higher
untoward incidents and Bonner et al (2002) found that both permanent staff and
patients had negative views of agency staff, with agency staff playing a less active

role 1n care and treatment interventions.
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There are a number of studies that have considered staff behaviour and attitudes
precipitating violent incidents. In their study, Whittington and Wykes (1996}
reported that 8§6% of assaults to staff had been preceded by aversive stimulation by
staff in the form of frustration, activity demand or physical contact. These findings
supported earlier studies by Sheridan et al (1990) who found that events leading to
assaultive behaviour by patients towards staff often involved patient-staff conflict.
Bonner et al (2002) found that failed communication usually preceded untoward
incidents,  Bxamples of failed communication were in relation to service users
receiving conflicting messages from different members of staff, and that explicit
warnings were given in relation to escalating tensions which passed unheeded by
staff. Lowe (1992) investigated staff interventions used when faced with challenging
behaviour and identified ten categories of effective interventions as; confirming
messages, personal control, staff honesty, providing face saving alternatives, sctting
Himits, use of structure, facilitating expression, monitoring, timing and calming, and
non-verbal skills. Lowe (1992) highlighted positive therapeutic qualities within each
intervention and offered these categories as a framework for critical analysis when
examining challenging behaviour. While Lowe's (1992) study highlighted more
positive approaches to nursing interventions, there have been no subsequent studies to

further evaluate Lowe's (1992) strategies or offer alternatives.

In terms of staff training, C & R would appear to be the dominant model of formal
physical restraint training. Training of nurses in addressing the wider context of
challenging behaviour, such as recognising antecedents, and Post Incident Review,

appears to happen on an ad hoc basis. Wright et al's (2000) review examined the
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management of violence policies in 33 mental health units in the UK and found a lack
of consistency and guidance throughout, with some policies making no mention of a
commitment to training. Bell et al's (2000) review found few alternatives to C & R
training approaches other than SCIP (BILD 2001) and therapeutic holding (Stirling
and McHugh 1998) which are both used within the field of learning difficulties.
Infantino and Musingo (1985) reported a reduction in the number of staff injured
through physical assault following training in verbal de-escalation techniques and Bell
et al (2000) recommend that these techniques should be developed further in
management of untoward incidents. This is supported by the NMC (2002) document,
“The recognition, prevention and therapeutic management of violence in mental
health care’. This document stresses the urgent need for comprehensive, consistent
and therapeutic management of untoward incidents, and highlights the lack of
research evidence related to this topic.  Although emphasis within training
programmes is given towards physical treatment being used as a last resort, formal
strategies for considering antecedents and post incident support are not routinely
included within all training programmes (NMC 2002). More recent guidelines have
responded to some of these issues in the form of the Policy Implementation Guide on
the Management of Violence and Aggression produced by the National Institute for
Mental Health in England (NIMHE) (DOH 2004) and the subsequent NICE
Guidelines for short term management of disturbed / violent behaviour in psychiatric
in-patient settings (NICE 2005a). These guidelines emphasise the need for early
recognition of antecedent behaviours and de-escalation of potentially violent

situations,
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Other commentators assert that a much broader view of psychiatry as a whole should
be considered in relation to the role of the nurse (Morrall 2001) and the management
of violence and aggression (Paterson et al 2006). Morrall (2001) considers that
mental health nurses play a role in maintaining the medical model of madness which
continues to formulate unnsual and deviant behaviours as illness which must be
diagnosed and treated. Morrall (2001) has examined the effects of social and
economic influences which have maintained the mentally ill as a marginalised and
socially excluded group. He acknowledges that there is political will to improve the
lot of the mentally ill, and that continuing developments in medical treatments cannot
be ignored, however these influences continue to maintain the tension between the
roles of custodian versus the therapeutic role of the nurse. Reforms of the Mental
Health Act (1983) include changes to care at government level with the introduction
of powers to use the Mental Health Act as a preventative measure for individuals with
a diagnosis of dangerous and severe personality disorder who are thought to be a
‘potential’ risk. The risk may be that this is reintroducing another form of social
control similar to our Victorian predecessors which keeps social deviants out of the
public domain. Paterson et al (2006) suggest that a public health model of aggression
and violence should be adopted to address prevention of violence within society, and
that a cultural shift is needed to change current approaches to managing violence
which in turn would change the role of the nurse as custodian of the violent

individual.
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2.3. Links between restraint, trauma and Post Traumatic Stress Disorder
(PTSD)

2.3.1. Defining trauma

While this thesis does not propose to research PTSD, it is important to consider how
PTSD and the study of trauma may inform the management of restraint and its
aftermath. The two main classification manuals which outline criteria for PTSD are
the International Classification of Diseases Classification of Mental and Behavioural
Disorders:; Clinical Descriptions and Diagnostic Guidelines (ICD-10) (World Health
Organisation (WHQO) 1992) and the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition — Transcript Revised (DSM IV-TR) (American Psychiatric
Association (APA) 2000). The main differences are that the DSM IV-TR (APA
2000) takes into account the subjective experience of the stressor (criterion A2} and
includes numbing and avoidance symptoms (criterion C) whereas the ICD-10 (WHO
1992) does not. The DSM IV-TR (APA 2000) were chosen for this study as a large
element of the project would examine the subjective experiences of the participants
therefore it was mmportant to include criterion A2 in the definmition of PTSD as it may
apply to the participants within this study. A summary of the DSMIV-TR criteria is
included in appendix two and a summary of the differences between the two

classification manuals is included in appendix three (www .ncptsd.va.gov).

The DSM IV-TR (APA 2000) describes PTSD as a disorder which can occur
following exposure to a traumatic event in which both of the following were present:

e The person has experienced, witnessed, or been confronted with an event that

involved actual or threatened death or serious injury, or a threat to the physical

integrity of oneself or others.
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» The person’s response involved intense fear, helplessness, or horror. The
traumatic event is re-experienced, and there is an avoidance of stimuli

associated with the trauma and a numbing of general responsiveness.

The DSM IV-TR (APA 2000) differentiates between PTSD and Acute Stress
Disorder, the latter meeting the same criteria for exposure to a fraumatic event, as well
as experience of three of the following symptoms: sense of detachment, reduced
awareness of one’s surroundings, derealisation (sense of unreality, detachment from
your environment), depersonalisation (disorientation related to body or self, feeling of
being in two places at once), and dissociated amnesia (inability to recall one or more
important aspeci(s) of the event) (APA 2000). Acute Stress Disorder has a time
frame of two days to four weeks whereas PTSD presents over a longer time frame.
The effects of PTSD can be acute or chronic, simple or complex. These
differentiations are important considerations to be made in relation to treatment

interventions and will now be discussed.

The first consideration in relation fo resfraint, trauma and PTSD is that of how one
defines trauma or exposure to a fraumatic event. The Oxford English Dictionary
(Soanes and Stevenson 2005) describes trauma as: emotional shock following a
traumatic event; a distressing or emotionally disturbing experience; any physical
injury; physical shock following this, characterized by a drop in body temperature.
The definition of traumatic exposure is subjective and personal. What one individual
may perceive as fraumatic, another may perceive as part of everyday life. For
example a near miss in a car avoiding an accident may be viewed by an individual in

terms of the criterion identified in the DSM IV-TR (APA 2000), whereas an
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individual who as been the recipient of years of systematic abuse may view their
situation as their life and their lot. In mental health care, although zero tolerance is
the preferred and espoused option in terms of violence towards professionals, a
counter-argument by many mental health care professionals is that managing violence
is “part of the job” and to be accepted. The range of exposures and interpretations of
traumatic encounters therefore are difficult, if not impossible, to truly quantify and
one can recognise why researchers have failed to reach a conclusive definition of
traumatic exposure. Bonanno (2004) develops this discussion in terms of resilience
and suggests that while most individuals suffer at least one form of violent or life
threatening situation during their lives, not all go on to develop psychopathological
responses. These issues have implications for interventions and treatment of groups

and individuals who have been exposed fo some form of trauma,

Axn understanding of the common, natural responses to traumatic events is necessary
to provide context to this study. When exposed to a traumatic event the immediate
effects of the event provoke a variety of responses related to biological, psychological
and social mechanisms. Responses are usually presented over a limited period of
time, the immediate effects being up to seven days and short term effects up to one
month. The biological responses are related to the autonomic nervous system
responding to the traumatic event when the body increases its physical capacity in
preparation to respond by fight, flight, or freeze. These may manifest in terms of
increased ability to perform outside of one’s usual ability. For example, in natural
disasters individuals have displayed heroic efforts in escaping potential catastrophe;
individuals have moved objects almost humanly impossible to move. Symptoms

would be increased arousal and hyper vigilance. The freeze response is characterised
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by the individual being unable to respond, becoming immobile and unable to react to
the situation being presented to him or her. Psychological responses would be shock,
numbing, distress, anxiety, for example. Social responses may be outcry and
disbelief, for example in relation to terrorist attack. These responses usually pass
fairly quickly when the exposure to the trauma has been removed, but may last over a
period of weeks where symptoms of irritability, intrusive images, anxiety, and
sleeping and appetite disturbance may persist. The experience is usually gradually
assimilated for the individual and symptoms start to subside. When symptoms persist
for more than this period, further assessment for Acute Stress Disorder and PTSD

should be considered.

Acute Stress Disorder presents in the short term and is manifest by symptoms of
dissociation, derealisation, depersonalisation, and dissociative amnesia. PTSD is
categorised as either acute or chronic. Acute PTSD usually manifests in the medium
term with symptoms presenting for up to six months following the traumatic
exposure, and chronic PTSD presents as a longer term condition, usually with
symptoms presenting for 6 months or more. Delayed onset PTSD presents 6 months
or more after the event and may coincide with a new trauma months or years after the

initial trauma.

Herman (1992) developed a description of PTSD further by introducing the concept
of complex PTSD (Appendix four), alternatively referred to as disorders of extreme
stress not otherwise specified (DESNOS). Complex PTSD describes the syndrome of
symptoms related to prolonged and repeated trauma (as opposed to a one off life

threatening incident as described within the DSM IV-TR classification). Examples of
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complex PTSD may present in victims / survivors of hostage situations, prisoners of
war, childhood sexual abuse, and ongoing domestic violence. Herman’s (1952)
description of complex PTSD challenges the DSM IV (APA 1994) classifications of
both PTSD and personality disorders. She asserts that psychiafrists classify the
symptoms and behaviours which develop as a result of prolonged traumatic exposure,
in terms of personality disorders. Consideration of the impact of such trauma as a
complex PTSD can be much more helpful in terms of reformulating treatment
interventions. Personality disorders have historically posed a challenge in psychiatry
as difficult to ‘treat’, the individual being blamed for their difficult and challenging
behaviour. Psychiatrists have often viewed the behaviours displayed by recipients of
trauma as maladaptive and sought treatments to cure these ills, ignoring the cause of
the symptoms that are being presented before them. Herman (1992) challenged the
APA when reviewing the DSM IV (APA 1994) in the 1980’s when a proposal was
raised to include “masochistic personality disorder” as a diagnosis. This diagnosis
had been categorised in relation to individuals who remain in persistently abusive
relationships. The APA had not considered the many underlying reasons for,
particularly, women who remain in such relationships. The proposal caused outrage
in women’s groups in America and was eventually changed to “self-defeating
personality disorder” and included as an appendix as opposed to the main body of the
manual. Complex PTSD is still not categorised within the current DSM IV-TR (APA
2000) however in light of more understanding in the psychiatric community regarding
the effects of prolonged traumatic exposure, it is hoped that it will be included in

future revisions.
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2.3.2. PTSD and mental illness

Although PTSD has been widely studied there has been little attention given to the
incidence of PTSD as well as other co-morbid psychiatric disorders within the
inpatient population (Meuser et al 1998; McFarlane et al 2001). Symptoms of PTSD
are similar to, and overlap with, other psychiatric disorders, for example depression.
Misdiagnosis can easily happen when similar presentations are evident. For example,
the individual who presents to his or her GP with poor sleep, intrusive thoughts,
irritability and dissociation may be diagnosed as suffering from depressive disorder
when, on further detailed assessment it may transpire that the diagnosis should be
PTSD. Depression can be a co-morbid diagnosis with PTSD. Differentiating
between the two may be difficult. A patient with an existing psychiatric diagnosis
may be less likely to be identified as suffering from PTSD, for example in
schizophrenia the emphasis is usually made towards the symptoms and problems
associated with this psychotic disorder. The experience of psychological trauma can
be considered to be a risk factor for the development of a wide-range of psychological
disorders including psychosis and major depression (Coid et al 2003, Koss et al 2003,
Seedat et al 2003), There are also reports that patients may be traumatised by the
onset of psychosis (McGorry 2001) and may also be traumatised by events

surrounding or resulting in psychiatric admissions (Jackson et al, 2004).

Holtzheimer et al (2005) compared two groups with diagnoses of depression with
PTSD and depression without PTSD. Clinical outcomes for the group with
depression and PTSD were poorer in terms of symptom severity, higher levels of
depression, and hostility. The group with poorer outcomes also had a significantly

higher number of discharges against medical advice.
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In a study conducted in Australia, McFarlane et al {2001) reported that 28% of acute
inpatients in a general hospital psychiatric unit met DSM IV (APA 1994) criteria for
PTSD. In studies conducted in the USA, Craine et al (1988) and Cascardi et al (1996)
have respectively reported detecting high levels of sexual and physical abuse in
psychiatric inpatient populations and that two thirds of the victims of sexual abuse
met diagnostic criteria for PTSD. In another US study, Mueser et al (1998) reported
that using appropriate screening instruments, PTSD can be detected in approximately
40% of acute psychiatric inpatients. It is noteworthy that less than 2% of the patients
in Mueser et al’s (1998) study and none in Craine’s (1988) study had a diagnosis of
PTSD recorded in their medical records, probably because appropriate screening had
not been carried out. At the time of writing, a British study using similar methods has
recently been completed which has reportedly replicated these US finding in a UK

general psychiatric inpatient population (Purves et al, in preparation).

2.3.3. Restraint and PTSD

The consequences of these findings must be considered in relation to restraint in
psychiatric inpatient settings. The effects of restraint on patients with undiagnosed
trauma histories and / or PTSD are essentially unknown. It is possible that restraint
may compound existing PTSD in this group and it is also possible that patients may
develop PTSD as a direct result of the experience of being restrained. There have
been no studies to date which have examined whether the experience of restraint has
precipitated PTSD; however Ray et al (1996) have reported that patients who had
been secluded stated that they felt vulnerable and fearful about the experiences for up

to 2 years afterwards. Within PTSD literature it is clear that a trigger which is
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construed by the individual to be life threatening is the precursor to the development
of PTSD. There is no reason why this should not be the case for an individual who
has been restrained in an acute mental health setting. These hypotheses may not have
been examined due to the complexities of the issues for consideration. For example, a
patient who has been restrained is likely to have an existing mental illness therefore
defining whether restraint has then gone on to be a trigger for PTSD would be
difficult to prove. The patient may have existing PTSD which has not been
diagnosed, alternative diagnoses taking precedence. All of these complexities have
implications for treatment and management of this group who may be involved in
incidents requiring restraint. According to Bisson and Kitchiner (2003), there is a
high level of psychological morbidity following accident and assault. Bisson and
Kitchiner (2003) suggest that general health care providers, such as Accident and
Emergency Departments, should be aware of this when treating casualties.  The
experience of restraint in mental health settings can be construed as assault. This too
has implications for mental health care providers in terms of after care and has not

been recognised within related literature.

2.3.4, The psychological impact of restraint upon staff

Needham et al (2005) conducted a systematic review and meta-analysis in relation to
non-somatic effects of patients’ aggression on nurses and highlighted that a number of
studies have identified symptoms of PTSD in nurses. The conclusions made within
this review were that nurses’ reactions to aggression are complex, encompassing a
broad spectrum of non-somatic reactions. They reported that the predominant effects
of aggression towards nurses are those of anger, fear / anxiety, PTSD symptoms,

guilt, self blame and shame. McKenna et al’s (2003) study which examined newly
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qualified nurses’ experiences of threats and violence by patients, respondents
identified common psychological consequences which included fear, anxiety, over-

caution, mistrust and resentment.

In his American study, Caldwell (1992) examined the incidence of job related trauma,
PTSD symptoms and PTSD among 300 staff at two mental health facilities. A
questionnaire generated data related to how many had experienced traumatic events in
the course of their work and how many had subsequently developed PTSD or PTSD
symptoms. Across both sites, 7% (n=5) of non-clinical and 10% (©=23) of clinical
staff qualified for a diagnosis of PSTD using DSM III-R (APA 1987) criteria. 24%
(n=18) of non-clinical and 61% (n=137) of clinical staff had developed symptoms of
traumatic stress but did not meet criteria for a clinical diagnosis. Caldwell (1992)
concluded that one of the most hazardous work settings for employee mental health

may be the local mental health facility.

2.3.5 Restraint and reawakening of traumatic encounters

Only four published studies have highlighted any link between being restrained and
the reawakening of earlier traumatic experiences. Brase-Smith (1995) examined 4
American case studies and identified a link between earlier experiences of rape and
the use of mechanical restraints. Although mechanical restraints are not used within
the UK, the concept of the experience of restraint reawakening memories of earlier
traumatic encounters may be comparable. Sequeira and Halstead (2002) interviewed
14 inpatients on a secure psychiatric hospital site in the UK. Their findings identified
positive and negative consequences related to the experience of restraint. The positive

findings were related to release of feelings and containment. Some of the negative
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findings were related to the restraint being reminiscent of past physical or sexual
abuse and that memories of these traumas were invoked. Bonner et al (2002)
interviewed 12 staff and 6 service users about their experiences of restraint within
acute inpatient services within the UK.  50% of participants reported that the
experience of restraint had evoked memories of previous traumatic encounters;
examples given included earlier experiences of sexual and physical abuse for patients,
and previous traumatic incidents involving restraint for staff. Gallop et al (1999)
interviewed 10 women who had a previous history of childhood sexual abuse and had
recent experiences of being restrained and forcibly administered medication. These
women described the experiences as dehumanising. They also recalled the experience
as reminiscent of previous physical and sexual abuse, with one woman experiencing
flashbacks of being pinned down for many months following the restraint. There is a
need to examine this phenomenon further to identify whether it has any bearing upon

current management of restraint.

2.4. Psychelogical explanations of traumatic events

The psychoanalytic view of the impact of traumatic events would be that
understanding on the part of the enquirer could only be made through understanding
the particular meaning for the traumatised individual (Herman 1992). The
psychoanalytic approach emphasises the need for understanding of childhood
experiences, as the experiences of early relationships shape the individual mentally
and influence their future understanding of, and interactions within, their internal and
external worlds (Bell 1998). Garland (1998) suggests that a severely traumatic event
will undoubtedly stir up unresolved pains and conflicts of childhood. In applying this

theory to the experience of restraint, an hypothesis would be that, if the experience is
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perceived in a fraumatic way to any party involved, the likelihood is that unresolved
conflicts will be reawakened. This hypothesis is partly supported by Bonner et al’s
(2002) pilot study and Sequeira and Halstead (2002). While these studies did not aim
to test this hypothesis, emerging data from the studies highlighted a link between the
experience of restraint and the reawakening of earlier traumatic events. These events
may not necessarily have been childhood experiences, although this was the case for
some participants, and for others the reawakened events were of a more recent nature.
The psychoanalytic approach to resolving psychic trauma would be to enable the
individual to revisit some of these earlier conflicts. By revisiting these conflicts with
the assistance of a therapist, the individual would be enabled to work through the

conflicts to facilitate some form of resolution.

The cognitive model of PTSD highlights the manner in which the traumatic event is
processed cognitively as an important consideration. Rose (2002) has suggested that
distressing symptoms related to traumatic events arise from failures to adequately
process traumatic memories. Ehlers and Clark (2000) have presented a cognitive
model of PTSD in relation to how traumatic events are appraised. They have
suggested that most people exposed to a traumatic event recover naturally over time,
but that for individuals who go on to develop PTSD, the sense of threat (and hence
autonomic and psychological arousal) in relation to the traumatic event remains
current. Ehlers and Clark (2000) have atiributed this to negative cognitive appraisals
of the trauma made by the individual concemed. The result of these appraisals are
that the individual comes to see the world as an unsafe place full of external threats or
that they feel that they were somehow responsible for the traumatic event and that

they attract danger. Rather than viewing common symptoms such as flashbacks as
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natural, time-limited responses, the occurrence of these symptoms reinforces the
subject’s negative appraisals of events and strengthens their beliefs that their life has
changed permanently for the worse. For example; following a terrifying road traffic
accident, experiencing flashbacks may result in the victim believing that he is ‘going
mad’ (reinforcing his internal negative appraisals). He may stop driving out of the
belief that driving is no longer safe (external negative appraisal) reinforcing his
avoidance behaviour and perpetuating his negative cognitions and behaviours. This
cognitive theoretical viewpoint has achieved widespread acceptance in clinical
practice in relation to PTSD and underpins most of the cuirent cognitive treatment
approaches in this field. In applying the above explanations of negative appraisals to
the restraint situation, two factors should be considered. Firstly, given Meuser et al
(1998) and McFarlane et al (2001) have reported that a high proportion of the
inpatient population have an undiagnosed PTSD, it seems likely that the experience of
restraint will contribute to patients developing further negative cognitive appraisals.
If an individual has existing beliefs that they somehow attract danger or that the world
is a dangerous place, experiencing restraint in hospital may well reinforce these
beliefs. Secondly, it is not known how many staff or how many patients develop
PTSD as a direct result of being restrained or applying restraint techniques. If the
principles of the cognitive model in relation to PTSD are applied to the restraint
situation, early screening and intervention may assist in the prevention of longer term

negative psychological sequelae.
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2.5. Post Incident Review and support

Post incident support is also highlighted within the literature as an area in need of
consideration, however there are few guidelines as to what form this should take
(Wright et al 2000). Nolan et al's (1999) study of nurses’ and psychiatrists'
experiences of violence in mental health care found that although both groups felt a
need for after care support, few received any. The literature review found no
published research regarding after support to patients, although Wright et al's (2000)
policy review highlighted a failure to address this issue within the policies examined.
As well as the previous areas highlighted by Wright (1999), post incident support is
also highlighted within the literature as an area in need of consideration, however

there are few guidelines as to what form this should take (Wright et al 2000).

Until recently, critical incident stress debriefing (Mitchell, 1983) had been used for a
number of years in the immediate aftermath of disasters and a wide variety of
common traumatic events. Within the PTSD literature, a number of controlled studies
have examined this single-session debriefing approach following traumatic incidents
(see for example Rick and Briner 2000; Rose et al 1999; Bisson et al 1997; Lee et al
1996). Rose et al’s (2004) most recent updated Cochrane systematic review concluded
that the outcomes of systematic psychological debriefing following a traumatic event
are at best neutral, and in some cases harmful and should immediately cease. These
studies seem to suggest that vividly reviewing and reliving terrifying experiences
soon after they have occurred may re-traumnatise the individual being debriefed thus
effectively increasing the ‘dose’ of trauma they have experienced and consequently

their risk of later developing PTSD.
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Some authors have argued, however, that critical-incident stress debriefing still has a
place in the management of the aftermath of traumatic events. For example, Irving
and Long (2001) have published a small qualitative pilot study and argued that Rose
and Bisson (1998) and Rick and Briner’s (2000) reviews take an overly positivist
stance by not considering the humanistic approach to psychological critical-incident
stress debriefing. However, there is currently no available good quality evidence to
demonstrate the safety or otherwise of the approaches advocated by Irving and Long

(2001).

Caldwell (1992) highlighted that only 15% of clinicians included in his study had
received any form of post-incident review. Also, the format of the reviews which had
occurred had often been supervisory or disciplinary in nature rather than a supportive

approach aimed at facilitating recovery from the trauma.

Some form of low-emotional intensity post-incident review may offer an opportunity
to usefnlly review and revisit events but given that the term ‘debriefing’ is generally
poorly defined and covers a heterogeneous group of interventions which may be
administered in widely different ways and with widely differing components and
approaches it is probably best avoided. Terms such as critical-incident analysis,
critical-incident debriefing, reflective practice, and reflective supervision seem to be
used almost interchangeably in mental health care depending upon the situation which
is being reflected upon or on the events from which individuals are being ‘debriefed’,
or on who is performing the intervention. The main purpose of all of these

approaches, in whatever guise, is to reflect upon an event or situation as a means of
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learning from that situation and effecting positive change where necessary. Within
the study of restraint, although good practice would involve some form of post
incident consultation for staff and service users, this does not always happen for staff
(Nolan et al 1999) and is even more rarely offered to patients (Bonner et al 2002).
There is currently no agreed format within the UK mental health care system (NMC
2002) or within the international literature as to how post-incident support should be

provided.

Recent UK NICE (2005a) guidelines on the short-term management of disturbed /
violent behaviour have recommended that some form of post-incident review should
take place following untoward incidents. At an organisational level mental health
provider organisations in the shape of NHS Trusts are responding to these guidelines
with clearer methods of reporting being implemented. At a more local level (ie., in
clinical inpatient settings), Post Incident Review remains a challenge with no
published clinical models which consider the individual impact of restraint to staff or
patients. Within forensic seftings, structured clinical incident reviews are widely
implemented but there remains a paucity of evaluative outcome research related to the
benefits of the approaches used within these settings. Considering the findings of
Rose et al’s (2004) Cochrane review and the lack of existing literature related to
review of the aftermath of restraint, it may be that a relatively informal and flexible
approach is necessary, The wide varieties of possible approaches to psychological
debriefing are clearly documented within PTSD literature (see for example Orner and
Schnyder 2003); however within inpatient mental health care there are many blurred

boundaries and a distinct lack of any evidence base.
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Nhiwatiwa (2003) used a single-session educational intervention aimed at reducing
distress in nurses who had been assaulted by patients in a study carried out in a UK
private secure psychiatric hospital. The findings of this study were that participants
who had received the intervention had higher levels of distress at three month follow
up than controls who had not received the intervention. Nhiwatiwa (2003) has
cautioned that his results should be mterpreted with care because of the short follow-
up period used. Nhiwatiwa has suggested that individuals do not necessarily all
follow the same time-course for resolution of symptoms of acute distress. This means
that while some nurses may reach a degree of resolution within three months of the
incident, others may still be working through events psychologically at this point and
still be experiencing distress. He has suggested that his intervention may have
encouraged nurses to inspect and reflect on experiences which they may have
otherwise set aside psychologically, resulting in more prolonged processing of the
events and thus in higher levels of distress at the three month mark. Despite these
intriguing observations, Nhiwatiwa’s finding of increased distress in subjects who
have received a one-off intervention following a traumatic event seems highly
congruent with Rose et al’s (2004) finding that such interventions are at best

ineffective and at worst harmiful.

An earlier pilot study conducted by the author (Bonner et al 2002) suggested that the
outcomes of Post Incident Review in clinical settings are often very mixed. Outcomes
range from the interventions being seen as genuinely beneficial for all concerned, to
the other end of the spectrum where the interventions have been experienced as
aversive, counterproductive and damaging. There is therefore a need to identify

some form of consistent, beneficial, non-threatening approach which can be routinely
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offered to all staff and patients who become involved in untoward incidents in

psychiatric settings.

A structured, non-threatening post-incident review could be a method of
acknowledging that an incident has happened, recognising what can be learned from
the situation, and acting as a means to reverse the current lack of aftercare. This lack
of aftercare affects both staff and more poignantly patients, who have been through
what are always unpleasant and sometimes terrifying and damaging incidents. Such a
consultation could also provide an opportunity to screen for early indicators of PTSD
within this population. If, as Meuser et al (1998) and McFarlane et al’s (2001) studies
suggest, the inpatient population within the mental health system already have high
levels of undiagnosed PTSD, it is crucial that this is recognised and appropriate
services mobilised in the aftermath of untoward incidents to prevent mental health

services damaging further those whom they exist to serve and protect.

2.6.Conclusion

The literature review has highlighted a number of areas which may influence the
psychological impact of restraint. Using the search strategy highlighted in Section
1.1.1 enabled a wide consideration of studies which would have been missed using
Cochrane systematic review criteria; therefore it has been helpful to expand search
criteria to consider smaller qualitative studies. This has provided a rich source of
material which has supported the mixed method approach within this study by
providing sound background reading to underpin the research design, as well as
further consideration of literature during the process of data collection and analysis.

An in-depth consideration of how restraint is defined in Section 1.2.1. helped to
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highlight the many grey areas which surround this area of practice and assisted in
explaining some of the complexities and extremes which encircle restraint procedures.

This was a good starting point from which to develop the discussion of literature.

Consideration of historical issues in psychiafric care provided a useful background to
this study and assisted in highlighting how acute care and physical interventions have
evolved over the centuries. Moving this discussion forward to consider the
ramifications of closing Victorian asylums to provide a community focus to care
highlighted that this has brought its own share of challenges to mental health nursing,
particularly in relation to managing acute inpatient care. Despite a much greater
evidence base to underpin interventions, the literature review has highlighted that
training in restraint and management of violence remains an area which is fraught
with inconsistencies and further research into physical interventions is warranted. A
randomised control trial to examine the efficacy of physical interventions may be a

way forward in addressing some of these issues.

Consideration of restraint, trauma and PTSD helped to provide an understanding of
the potential psychological impact of physical interventions, and highlighted that
PTSD is an area of mental health which is vastly under recognised in acute mental
health care. Understanding the impact of traumatic events and the development of
PTSD has highlighted the need to research further the psychological costs of such
traumatic inferventions as restraint to provide the best possible framework from which
to address the consequences. While PTSD is under recognised in patient populations,

this review has highlighted that issues for staff are also neglected. The psychological
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impact of restraint for staff also takes its toll and there is a need to consider this

further, particularly in relation to Post Incident Review and support.

This review has brought to light the potential for restraint to reawaken memories of
previous traumatic encounters for both patients and staff. This highlights the need for
great sensitivity during the decision making process particularly in relation to
mobilising physical interventions. The act of restraint could well increase the dose of
trauma to an already traumatised individual, resulting in either worsening of existing
PTSD symptoms of development of PTSD as a consequence of the intervention.
Even less is known regarding previous trauma in staff groups and there is a distinct
possibility that staff working in acute mental health care may be carrying their own
trawma histories which could be exacerbated by the use of restraint procedures. This
also carries a risk to this group of refraumatisation. Furthermore, if staff are
experiencing symptoms of PTSD they are surely placing the patients in their care at

further risk.

Post Incident Review is an area which may address many of the issues highlighted
within this literature review but there is very little evidence available to provide clear
guidance as to how Post Incident Review should be implemented. This study aims to
address this area while considering further the psychological impact of restraint for

patients and staff in acute mental health settings.
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CHAPTER THREE - RESEARCH DESIGN

“...I've never met a positivist...” (Wellman 2007, personal communication)

3.1 INTRODUCTION

This chapter will examine the design of the research project giving due consideration
to traditional approaches to research as well as placing the project within the context
of current mental health care. In section 3.2 the philosophical underpinnings of the
approaches chosen will be discussed with analysis made in relation to the study. The
research paradigm that was identified to support the study was a constructivist
philosophy. Justification of this choice will be offered within the discussion of
philosophical underpinnings. Alternative research paradigms will be discussed to
provide comparative approaches to the research design, and defend the choices made.
Section 3.3 will offer a discussion related to the methodology and methods of data
collection. The chosen methodology was that of grounded theory and an in depth
discussion of grounded theory and its application within this context will be offered.
Strengths and limitations of the grounded theory approach will be considered, and
justification made for this choice within this study. Methods of data collection will be
highlighted with discussion and justification offered for the mixed methods approach
that was adopted. The various methods of data collection which were identified to
support the mixed methods design will be identified with supporting explanation of
the choices made. Section 3.4.will present a detailed discussion related to how data
was analysed using a grounded theory methodology. The application of thematic
content analysis will be discussed in depth with examples of the process followed
within this study relating to the analysis of transcribed interviews. A study of this
nature requires detailed consideration of the ethical issues which may impact upon

participants. Section 3.5 will offer a discussion of the complex ethical issues which
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impacted upon the study design and implementation, and ways of addressing ethical
issues will be presented. Section 3.6 will conclude the chapter and summarise the

research design which was applied to the study.

3.2 PHILOSOPHICAL UNDERPINNINGS OF THE STUDY

I had to consider within which research paradigm I believed most appropriate to
examine my question. According to Patton (1990, p.37) a research paradigm is "..a
world view, a general perspective, a way of breaking down the complexity of the real
world" . There are a number of paradigms in research, each offering alternative
perspectives to consider your question (Parahoo 2006; Cresswell 2003; Polit and
Hungler 1997; Patton 1990). Each paradigm has a philosophical stance in relation to
how the world is viewed. I had to identify my own philosophical stance in relation to
the area I intended to study and which approaches or methods would support this
stance., In their discussion of inquiry paradigms Guba and Lincoln (2000) highlight
three philosophical considerations: the ontological question; the epistemological

question; and the methodological question.

The ontological question concerns the nature of reality and what can be known about
it. The inquirer seeks to question what we know about this (assumed) reality and
how it functions. Norton (1999) describes ontology as the study of being. She
describes the ontological view of being, in relation to whether reality is viewed as
external to the individual or a product of the individual’s consciousness. The external
view of reality would complement quantitative approaches to research in that reality is
a measurable, observable fact detached from the researcher. The ontological view of

reality being a product of the individual’s consciousness would support qualitative
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approaches to research in that reality cannot be viewed as separate from the
individual, and that the researcher would interact with the subject of examination. The
epistemological question refers to the relationship between the researcher and the 'real
world'. Epistemology concerns the nature of knowledge. Researchers views of the
nature of knowledge influence chotces of methodology and method. If knowledge is
perceived as hard and tangible, quantitative approaches to methodology would be
adopted. If knowledge is perceived as subjective, personal and unmique, then
qualitative approaches would be adopted (Norton 1999). Within a quantitative
research design ontological and epistemological stances would be viewed separately.
The positivist ontology views reality as driven by laws which are context free and
generalisable. The investigator and that which is being investigated are independent.
Conversely, in qualitative designs, ontology and epistemology would merge because
the knower cannot be separated from the known within the overall construction of a
particular reality (Norton 1999). Guba and Lincoln (2000, pl108) suggest that if
reality is assumed (the ontological question) then the researcher must present
"objective detachment" in order to examine that reality. If the resecarcher has an
assumption of reality then he or she must have some preconceived ideas, values and
judgements within his or her constructions of that reality. Objective detachment
cannot therefore be guaranteed. The methodological question concerns how the
researcher gathers information to examine his or her question(s). Guba and Lincoln
(2000) suggest that the preferred methodology would be driven by assumptions of
reality (ontology) and the relationship of the researcher (epistemology).  The
methodology would consider methods to address issues of objectivity and objective
information gathering within the design. The chosen methodology and method to

support this study will be discussed later in this chapter.
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In examining research paradigms there are a number of different terms used by a
variety of competing professions, often for similar stances, which can further confuse
the debate (Daly and McDonald 1992). Within health care research, considerable
reference is made to Guba and Lincoln’s (2000) description of research paradigms.
Guba and Lincoln (2000) describe the different paradigms as positivism, post-

positivism, constructivism and critical theory.

Positivism (or realism) is rooted in the quantitative research camp. The ontological
underpinnings of positivism are that reality is driven by unchangeable laws and that
reality is time and context free. The epistemological belief underpinning positivism
is that the researcher is objective and detached from what is being researched.
Strategies are used to prevent the researcher influencing the study and thus a 'true'
exposition of reality is made. The methodological underpinnings of positivism are
that hypotheses are tested by a devised framework using tried and tested data
collection methods. Experimental hypotheses are identified in advance and are tested
empirically to support or disprove them (Field and Hole 2003; Stangor 2004; May
2001). Manipulation is introduced to prevent confounding influences contaminating
the process. An example of the positivist paradigm would be the randomised control
trial where a specific drug may be researched for cause and effect. One could question
the claim that the researcher is truly objective and detached. If the researcher is using
manipulation to prevent confounding influences, surely these interventions have some
bearing upon the ‘true’ exposition of reality that is being sought? Although
positivism espouses the detached role of the researcher, the researcher influences the

research design to prevent confounding variables and this is contrary to the stance that
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the researcher is truly detached. No data 1s self interpreting and the numbers that are
generated through positivist approaches still have to be translated. Many would view
quantum mechanics as the purest form of the positivist paradigm however, as Brooks
(2007, p32) has suggested, “..we now have to face the possibility that there is nothing
inherently real about the propertiés of an object that we measure...measuring these
properties is what brings them into existence”. Observations underpin these processes
and some acknowledgement needs to made in relation to the influence of the
researcher when using the positivist approach. Post-positivism, while still adopting
the principles of positivism, accepts that objective reality may not be completely
governed by universal laws. While allowing for limited researcher interaction, post-
positivism denies any influence or subjectivity on the part of the researcher (Guba and

Lincoln 2000),

Constructivism is rooted in the qualitative camp of health care research, although
according to Appleton and King (1997) this paradigm has only received limited
discussion within the literature until recently. As opposed to positivism,
constructivism seeks to uncover truth in a contextual sense (Guba and Lincoln 2000).
Norton (1999) describes the constructivist paradigm as mental constructions that are
formed by individuals and that ‘social reality is reproduced by social actors’ (p.34).
The underpinning ontology is that truth does not happen in isolation, that realities are
formed through a number of constructions formed interactively, and that views of the
world can be influenced as a result. The epistemological approach underpinning
constructivistn is that the researcher interacts with the research subject and that this
process assists in uncovering truth. The methodologies used in constructivism are in

interpreting meanings to create shared understanding (hermeneutics) and in secking
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conflicting views to build up a wider contextual understanding. Theory emerges
from the data (inductively) as opposed to theory or hypotheses being tested for cause
and effect in the reductionist approach of positivism (Field and Hole 2003; Stangor
2004; May 2001). This description appears simple at face value and recognises that
the researcher can play an important role in unravelling a contextual understanding of
the research topic. A concern regarding this appreach would be in relation to how this
process can claim to offer a ‘true’ representation of reality when the philosophy
acknowledges that the researcher plays a part in influencing the generation of fresh
insight. The process of generating ‘truth’ through the constructivist approach should
be made explicit to the consumer (ie., the reader) of that truth to consider whether the
representations which are being made are relevant and acceptable to the arena in

which they are being presented.

Critical theory challenges the assumptions of the previous paradigms discussed.
Critical theory adopts a similar ontological approach to post-positivism in that it
views reality as objective however the critical theory stance suggests that this reality
has been influenced by a variety of social, political and cultural factors. Over time
these influences have been accepted as reality however they may not necessarily
represent a true reality. The epistemological approach of critical theory is that the
researcher plays a fundamental role in influencing the researched in a subjective way.
Critical theorists observe social contexts of society and dominating trends which
influence communities (May 01). The methodology is aimed at transforming the
subject areca through emancipation. An example within mental health of this
approach would be the anti-psychiatry movement of the sixties predominantly

influenced by Thomas Szsaz (1961). At a similar time Goffman (1961) observed the
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community of the psychiatric asylum and offered seminal observations around
institutionalisation within these communities. More recently, Morrall (2001) has
commented upon the dominance of the medical model within mental health in
Westemn society. He has examined how this model has evolved over the centuries and
continues to this day as a method of containing ‘madness’ within society. Patterson
(2006) supports this description of psychiatry influencing social control over deviant
behaviours and asserts that a cultural shift is needed to address current Western views
of mental illness. Morrall (2001) and Paterson (2006) assert that such shifts must be
addressed at government level through changes to social policy. The dominance of
the medical model has created a tension for mental health nursing in the split between
the role of therapist and incarcerator. The therapeutic role of the nurse holistically
considers the complexities of the individual and the contexts in which they have
found themselves needing psychiatric care. The incarcerator role of the nurse is in
opposition to the holistic approach whereby the nurse plays a key part in containing
and controlling deviant behaviours through providing custodial care for individuals
within the positivist medical model. Bowers et al (2007) have provided examples of
how this tension can be addressed through creating low conflict, high therapy

environments, changing current cultures within acute mental health care.

Cresswell (2003) examined quantitative and qualitative paradigms from similar
perspectives but developed the discussion further to provide a philosophical
standpoint related to a mixed method approach. Cresswell (2003) discusses the
elements of quantitative enquiry from a post positive viewpoint and echoes Guba and
Lincoln’s (2000) consideration of the reductionist, cause and effect view of reality.

Cresswell (2003) discusses the social constructivist knowledge claim of the
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qualitative stance, with emphasis being given to the examination of the nature of
reality through open ended questioning to understand the setting and context of the
community being studied. Cresswell’s (2003) discussion of advocacy and
participatory knowledge claims concur with Guba and Lincoln’s (2000) discussion of
critical theory. Emphasis within both discussions highlights the emancipatory

dynamic which challenges social and cultural views of reality to effect change.

In considering my research question in light of the above research paradigms, the
constructivist vantage point supported my personal beliefs regarding the philosophical
approaches towards the study as well as providing a scientific stance as a starting
point to develop the project further. From an ontological perspective, the nature of
my study was to examine individual experiences of two groups of people (staff and
service users in mental health settings). The constructivist paradigm supports the
humanistic approach and recognises the social and experiential nature of the human
subject. By adopting an alternative approach such as positivism or post-positivism I
would be accepting that human beings are a predictable entity. 1 had hypotheses
which I aimed to test, however the nature of events that 1 hoped to study were
unpredictable and thus was in opposition fo the positivist paradigm. While I admired
the concept of critical theory and emancipatory research, my aim was not to challenge
socially constructed realities of mental health care. Rather, I wanted to seek further
understanding of how that reality was viewed by different groups and individuals.
From the literature review and earlier pilot study (Bonner et al 2002) I had established
a need o examine the aftermath of restraint in more depth. I had identified that Post
Incident Review was poorly addressed and that the experience of restraint may have

complex psychological consequences which may be linked to PTSD. There was a
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need to examine what could be helpful in addressing these problems. While my study
would be using a constructivist philosophy to examine the qualitative experience of
being involved in restraint, I also had an opportunity to identify whether a structured
Post Incident Review was a helpful approach to overcoming some of the issues
identified within the literature review and pilot study. I could apply a quantifative
approach to evaluate whether the Post Incident Review was a helpful and effective
tool for clinical practice. Furthermore, [ was keen to establish whether participants in
my study warranted further screening for PTSD. By introducing a screening
questionnaire related to this aspect of the study, I could collate quantitative data to
examine this area. Using a mixed method approach would support the qualitative
nature of the constructivist paradigm while allowing flexibility to include additional
methods of quantitative data collection. These additions to the design would enhance
the study and establish the value (or not) of Post Incident Review, as well as
identifying whether the participants did warrant further screening for PTSD. A wider
discussion of the methodology and methods of data collection used to support the

research design will now be considered.

3.3 METHODOLOGY AND METHODS OF DATA COLLECTION

The confusion evident within the research paradigm debate continues within the
methodology / method debate with both terms often being used interchangeably
(Guba 1990). For the purpose of this study Guba's (1990) approach has been adopted
with methodology and method being identified as two complementary approaches to
research design. According to Guba (1990) methodology concerns the process of

gathering knowledge to explore the research topic and method involves techniques
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used in generating data to support the process, for example research tools such as

questionnaires.

I had identified my research paradigm as a constructivist approach and considered
some of the methodologies which support the philosophies of the constructivist
paradigm (Guba and Lincoln 2000; Appleton and King 1997). There are a number
of methodologies which support this paradigm, for example phenomenology,

ethnography, case study and grounded theory (Strauss and Corbin 2000).

Phenomenology focuses upon the interpretation of the experience of the individual,
The aim of phenomenology is to enhance understanding of the ways in which people
understand their world view, and their relationships within that world (Parahoo 2006).
Two main schools of phenomenology have been influential within health care
research. Husserl, a German philosopher, investigated consciousness as experienced
by the research participant, the aim being to gain wider understanding of how the
individual experiences their world. Heidegger, a student of Husserl, developed the
hermeneutical approach. This approach not only examined the experience of the
participants, but considered how they came to experience phenomena in a particular
way. Heidegger took into account social and historical conditions in relation to the
experiences of rtesearch participants to enbance understanding further. A
phenomenological methodology can be a useful approach when examining
phenomena which have been poorly defined within literature and which lack

conceptual frameworks (Polit and Hungler 1999).
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Ethnography involves observation and examination of the behaviour of individuals
within their natural environment. Ethnography considers that people are influenced
by the cultures in which they live, and that shared meaning of their world view is
derived from the cultural group. The ethnographer studies these cultures from within,
being an active participant within the group. The ethnographer immerses themselves
within these cultures and represents the shared view of these cultural groups to others.
In health care ethnography is a useful approach to examining different environments

to gain understanding of the social realities of these groups (Silverman 2005),

The case study approach to examining a research problem can allow in depth
examination of discrete areas of practice to generate rich depth to the study (Patton
1990). A case study as a research methodology “explores a single entity or
phenomena (the case) bounded by time and activity (a programme, event, process,
institation or social group) and collects detailed information by using a variety of data
collection procedures during a sustained period of time” (Cresswell 1994, p12). A
case study provides a snapshot of a particular area of study and may involve in depth
examination of one ‘case’ or a number of ‘cases’ within a particular environment.
The earlier pilot study (Bonner et al 2002) had used this methodology to examine a
number of cases within an acute setting during a set period of six months and

provided a snapshot of staff and inpatients experiences of restraint.

Smith and Biley (1997) suggest that grounded theory is best used when little research
in the subject area is available or when existing theory fails to resolve persistent
problems. Grounded theory involves generating theories from the informants

(participants) of the study.  This emergent theory is then used as a basis of
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comparison with other theories or as fresh discovery (Strauss and Corbin 2000;
Cresswell 1994).  Grounded theory seeks to collect and compare data which is
gxamined and refined to identify emergent categories. Different subject groups can
be used to generate the data which can then be compared and contrasted to generate
new understandings of reality. While grounded theory can offer a more structured
approach to qualitative research by using a priori theoretical frameworks, emphasis is
given to the inductive approach to knowledge generation and data should not become
too restricted by the design (Cresswell 1994). Glaser (1992) warns against being too
specific at the outset of a grounded theory design. Too much structure can restrict the
researcher by suppressing real emergent phenomena from focus. Recognition of the
emerging dialogue between the researcher and the participant is given as opposed to
the detached objective testing of a hypothesis discussed within the alternative
paradigms earlier. Grounded theory can be criticised as subjective. If the researcher
is engaging in a dialogue with the participant, he / she is entering into the relationship
with his / her own view of reality based on his / her own previous experiences.
Concern arises regarding how these views can taint the process either through
influencing the participant or in the interpretation of results. It is therefore important
to consider how these concerns can be addressed through the design of the study to

ensure that the researcher maintains an objective role within the process.

Aspects of these methodologies can overlap and description by different theorists can
offer conflicting views (Dzurec and Abraham 1993). The conflicting views reflect the
confusion within nursing research in general and can be off putting to the novice
nurse researcher resulting in avoidance of research activity (a difficulty in

implementing the current drive for evidence based practice). There were aspects of all
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of these approaches which would assist me in examining my research question
however grounded theory appeared to offer the most comprehensive methodology to
develop my study. I had used a case study approach to support the earlier pilot study
which would underpin this current study. A grounded theory approach would enable
me to develop the insights gained in the earlier study further to generate a much wider
examination of the experience of restraint. This methodology would offer fresh

material for consideration within this area of mental health care.

In developing the grounded theory approach to this study I asked myself a number of
questions related to the process of gathering knowledge; who would collect data
(researchers); who did I want to gather data from (participants); where would the
research take place (single site or multi-site); what other considerations needed to be
made to support my methodologies (supervision, ethical requirements, Trust and

University regulations).
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From these practical considerations I was able to develop a framework to assist me in

formulating my thoughts and ideas (figure 1 ).

RESEARCHERS MULTIL-SITE

PARTICIPANTS CORE SITE

/

wWHO ? WHERE ?

N e

GROUNDED THEORY
PROCESS

'

WHAT ELSE ?

;

SUPERVISION

ETHICS
UNIVERSITY
TRUST (8)

RESOURCES

Figure 1. Grounded Theory Process

The framework assisted me in considering the practical requirements of gathering my
data in depth. In considering the ‘who’ questions of my framework, I hoped to
interview staff and patient participants to provide a wide exploration of the
psychological impact for both groups. I was aware that I was likely to have more
access to nurses than other disciplines and considered that nursing staff had more day
to day interaction with patients. Nurses were also trained in control and restraint
procedures and were therefore more likely to be involved in situations of restraint.
Deciding upon how many participants should be interviewed in a study of this nature

was also a challenge. Strauss and Corbin (1998) place emphasis upon the number of
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participants being less important than the quality and depth of the examination to
develop grounded theory. Qualitative methods consider that the sample size has been
reached when the emerging data becomes saturated, in other words when no further
insights can be gained from the emerging data. In small case study research this may
be as little as one participant (Parahoo 2006). This approach poses a challenge to the
researcher who has limited time and resources available. Cresswell (2003) suggests
that researchers may set a timescale during which data is collected with a cut off point
when data analysis should be completed. In terms of who should gather the data, I
had no additional resources for data collection although I did have the support of two
colleagues for data analysis. I calculated that my time schedule would allow me to
personally interview 60 participants based on an average 45 minute interview over a
period of twelve to eighteen months. This would allow for some flexibility within ny
schedule to accommodate unforeseen circumstances, for example sickness or
difficulty in recruiting participants. The earlier pilot study had involved eighteen
participants of which 50% had experienced memories of previous traumatic events
during restraint. Using this larger sample would allow me to explore whether this
high number of reports of reawakening of traumatic encounters would be supported in
the wider follow up. The ‘where’ question allowed me to consider the research site.
The design was for the study to take place in one NHS Trust in the South of England.
I considered the wider context of this question, for example, how many clinical areas
within the site, issues regarding liaison and access, and storage of data. “What else’
encouraged me to think about other aspects of the study. I would require supervision
for the study by experts within the area that I was examining. Dunleavy (2003)
discusses the role of the supervisor and emphasises the need to identify appropriate

individuals at an early stage. I was fortunate to be offered the support of two experts
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in the areas of research and PTSD at the early stages of the study design, and their
support has been invaluable. Ethical issues required thorough examination and
exploration. In using this framework I identified that a sub-section within this chapter
ought to be devoted to ethical issues to convey the extent to which they had been
considered. In terms of University regulations, I had to prepare a proposal for entry
into PhD study as well as complete separate University ethical approval. These were
completed and approved in Spring 2004. Consideration of the Trust encouraged me
to look at more practicalities regarding the study in action. As I was not a Trust
employee, an honorary contract had to be negotiated, This took some time to organise
and had I not anticipated this early on in the study design, I could have been held up
at a crucial stage in data collection later on. I thought carefully at this early stage
about resources. I considered a clear plan in terms of time, which was being
supported by my employers. At this stage I considered that my time commitments
would allow me to interview 60 participants by myself and I had negotiated some
administration time to assist in transcribing recorded tape interviews. This simple
framework was helpful to me in considering my study in depth before going on to
data collection, when some of the obstacles that I was able to anticipate at this stage

may have hampered the process.

Methods (or techniques of gathering information} to support the methodology must be
carefully considered. Cresswell’s (2003) mixed method approach highlights the
benefits of combining different methods of data collection. Multiple approaches, such
as survey data (quantitative) and interview data {qualitative) can be used within one
study. Cresswell (2003) acknowledges the strengths and weaknesses of both

quantitative and qualitative designs and suggests that by using a combination of
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approaches, these methods could complement e¢ach other by providing a contextual
examination through qualitative methods, and a supplementary robust examination of
measurable elements which could be analysed using guantitative techniques. These
approaches have been used infrequently since the 1960s in the social sciences and
have only recently gained momentum as a method of combining a variety of
techniques of data collection and analysis. Also known as multi-methods,
convergence, integrated, and combined methods (Cresswell 1994), there are three
general strategies which can be applied with a number of variations within those

strategies.

Sequential procedures involve beginning with one method such as a qualitative
interview approach for exploratory purposes, followed by a quantitative method such
as a survey based upon the earlier qualitative responses., or vice versa. Concurrent
procedures enable the researcher to collect both qualitative and quantitative data at the
same time within the study in order to build up a comprehensive picture of the
problem being examined. The analysis of the methods of data collection is then
integrated within the results. Transformative procedures involve the researcher using
a theoretical lens approach to construct a picture of the area being studied. The lens
has an overarching view of the topic area and data collection within the study may
involve both sequential and concurrent approaches, depending upon changes made
within the emergent analysis. All of these mixed methods procedures support the
constructivist paradigm and grounded theory methodology, by allowing the researcher
to interact with the participant and allow a variety of approaches and flexibility to

consider emergent data both inductively and deductively. This study was examining
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the qualitative experiences of individuals in the aftermath of restraint using a

constructivist philosophy and grounded theory methodology.

The main approach was to use a semi structured interview to elicit in depth qualitative
accounts of experiences. The interview questionnaire served as a simple format
which may prove to be an effective clinical framework to review the aftermath of
untoward incidents. To this end, the semi structured interview would serve a dual
purpose. Firstly it would provide a format for gathering qualitative data through the
interview process and secondly, participants would be asked whether this format was
viewed as a helpful approach to address Post Incident Review. An evaluation form
was designed to gather measurable responses using likert scales to ascertain whether
this format was viewed as helpful in addressing Post Incident Review by the
participants.  The evaluation would be completed voluntarily at the end of the

interview by the participants individually.

Early screening for PTSD was also identified as an area worthy of further
investigation within the literature review and pilot study, and there was opportunity to
gather related supplementary data to add depth to the study. These data could be
analysed using simple descriptive statistics. Using a concurrent procedure within the
mixed method approach would generate a variety of data which, if carefully
considered, could provide a wealth of new understanding to this area of mental health

care.

The research design of the study is summarised in table 2.
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Research paradigm Constructivism

Methodology Grounded theory

Method Mixed methods

Table 2. Summary of research design

A semi-structured interview questionnaire in the form of a Post Incident Review
(appendix 5) was identified as the most appropriate method of data collection to
support the qualitative elements of the study. The semi-structured interview was
suitable for a number of reasons. There were specific research questions which I
hoped to explore. However, the nature of the inquiry was to explain individual
experiences and eventually form some common understanding. The Post Incident
Review would allow for some structure within the process while providing the
opportunity for relevant issues to be explored in more depth. The first part of the
review was generated by an earlier pilot study (Bonner et al 2002) and examined
events leading up to the incident, the incident itself, what was helpful and unhelpful in
relation to the incident, and issues that may have been dealt with differently. This
formed part A of the interview questionnaire and was the basis for the Post Incident
Review. The Post Incident Review was based upon the earlier themes identified
within the pilot study and I believed that revisiting these themes on a larger scale
would allow further exploration of the original issues raised. The difficulty with
using this approach was that these questions could be viewed as too leading and
restrictive, which does not fit well with generating grounded theory. On balance, I
decided that it was important to examine the issues raised from the earlier pilot and

using this format would enable me to do this in more depth.
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I shared the draft Post Incident Review format with clinical colleagues in the acute
setting where the study would take place and they raised no objections to the
questions. One ward manager remarked that the Post Incident Review questionnaire
would be a clear guide for Post Incident Review in practice as these were the types of
questions that she would expect and want to be asked during a Post Incident Review.
This prompted me to consider that I had an opportunity using this format to ask the
participants following the interview whether this was a helpful approach to post
incident review. I therefore designed a simple evaluation questionnaire rated on a
likert scale (appendix 10) which would enable me to ascertain whether this was a
helpful way to review incidents for staff and patients. The dual purpose of this
approach would be clearly explained to participants and it would be stressed that
participation in interviews and completing the evaluation would be voluntary, and that
they could withdraw from any part of the study at any time. If this format was
evaluated positively it would be offered as an evidence based effective framework for
clinical practice, a model which could be used to review incidents for staff and
patients which would address the current lack of Post Incident Review highlighted in

Chapter One.

The responses to the prompts used within the Part A Post Incident Review framework
would be analysed qualitatively using thematic content analysis procedures. This
would support the constructivist philosophy to build up a contextual picture of the
participants’ experiences and contribute to developing the grounded theory
methodology employed within the study. In addition to the questions being evaluated

within the Post Incident Review, a question was asked in relation to whether the

91



incident had been reminiscent of any other previous traumatic or upsetting encounters.
If the participant responded positively to this question, a number of other questions
were then asked to examine this aspect in more depth. This formed Part B of the
interview questionnaire. This second part of the semi-structured interview would be
analysed qualitatively to address the second research question which related to

experiences of restraint reawakening memories of previous trauma.

On further discussion with my supervisors, we considered that perhaps it may still be
possible that individuals who deny the reawakening of trauma may then go on to
describe the experience on further review. A compromise was thus agreed that the
initial Post Incident Review would form the questionmaire for all participants (Part A).
A question would be asked regarding reawakening of previous traumatic experiences
and if the participant reported that they had experienced this phenomenon, further
structured interview questions would be asked to elaborate upon the experience (Part
B). If the participant denied the phenomenon, opportunities for any further feedback
would be offered and then the interview would reach a conclusion. I considered that
perhaps I may still elicit responses from individuals who denied experiencing
reawakening of earlier trauma but may then go on to discuss this. If this was the case,

these responses would be included in the analysis of the data.

Process and exit points for participants are outlined in figure 2.
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INCIPENT
H

Post Incident Review (staff and service users) (n=6{)
{use of semi-structured post incident interview Patt A, demographic data, physical consequences of restraint data}

1

Link to previous tranma?
Ne Yes

1 3

complete semi-structured interview part B

complete Trauma Screening Questionnaire complete Trauma Screening Questionnaire
complete evaluation questionnaire complete evaluation questionnaire
‘lr ¢
Exit
Exit

Figure 2. Process and exit points for research participants

Demographics such as length of experience, training in control and restraint methods
for staff, gender and ethnicity for both groups, and Mental Health Act status for
patients were gathered in order to elicit any relevance to the study from both patients

(appendix 6) and staff (appendix 7).

A record of the physical consequences of restraint was adapted from the Staff
Observation of Aggression Scale (SOAS) (Palmstierna and Wistedt 1987) (appendix
8). The SOAS is a tool which quantifies the nature and extent of aggressive incidents
in mental health settings. This scale is a frequently used research tool in evaluating
aggression in mental health settings. The scale consists of five sections which

evaluate provocation, means used by patient, aim of aggression, consequences for the
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victim, and measures to stop aggression. The consequences for the victim section
categorises physical effects upon the person of aggressive incidents. This section was
used for this study with additional sections added to address type of restraint used,
length of restraint, and use of medication. These data were gathered to build a
quantitative element of measuring the physical impact of the incidents for staff and
patients. It has been discussed within the literature review that restraint techniques
are far from perfect in current mental health care and this was an opportunity to help
mnform and expand this debate with tangible data related to the physical consequences.
For the purpose of this study the SOAS was adapted, with the physical effects of
aggression section being used to classify physical consequences in order to establish a
picture of the severity of the incident itself and compare the nature of the incidents
throughout the study. In addition, a record of type of restraint, length of restraint, and
use of medication was infroduced. These additions would help to identify whether
there were any patterns related to the physical effects of restraint and would be
mindful of some of the recent guidelines issued in the UK (NICE 2005a). For
example NICE (2005a) guidelines for management of violence and aggression
recommend that restraint should last for no longer than twenty minutes in the prone
position. This element of data collection would provide evidence related to whether

these guidelines were being routinely followed in practice.

A key issue in measuring psychological trauma is related to timing of assessment and
intervention. In the field of PTSD, a variety of screening tools are available, however
these measurements are not indicated for use within four weeks of the traumatic
event. The reason for this time lapse is that results of screening within the four week

period are unreliable because of natural reactions to the stressor. It was, however,
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necessary to establish some measurable understanding of the impact of the event upon
individuals. As no such measurement has been available for this specific quest, the
Trauma Screening Questionnaire (TSQ; Brewin et al 2002, Appendix 9) was
identified as a tool which would suit this purpose. Acknowledgment is made that this
is not the original intended use of this tool however, with the agreement of the author
of the TSQ; it was adopted for the purpose of identifying participants who may
warrant further screening for PTSD. The TSQ would not be applied to participants
who had been restrained less than four weeks previous to the research interview and if
this was the case, subsequent arrangements would be made to complete the TSQ after
the four week period. The TSQ (Brewin et al 2002) is a ten point check list used in
the arena of PTSD screening and can be used to assess current symptoms of PTSD.
The TSQ does not assess PTSD per se, rather it identifies whether an individual
warrants further screening. The TSQ is a simple yes or no check list related to
symptoms and if six or more positive responses are highlighted this indicates that
further screening should be considered. The TSQ focuses upon symptoms of re-
experiencing of the event and arousal symptoms. Lu and Shen (2002) have criticised
the properties of the TSQ as it does not address avoidance and numbing symptoms,
part of the DSM IV (APA 1994) criteria. In defence of this point, Brewin (2002) has
highlighted that the TSQ was designed as a practical screening tool, and not a
diagnostic tool for PTSD. For the purpose of this study, a simple screening measure
was required and the TSQ supported this aspect of the research design adequately.
The TSQ is indicated for use in acute settings such as primary care and liaison but is
not in routine uwse in management of the aftermath of restraint in mental health
settings. The clinical cut off point for this instrument is six or above positive

responses. Current best evidence (NICE 2005a) advocates that assessment for PTSD
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is not indicated within the first four weeks following a traumatic event, the underlying
principle being that a natural healing process usually happens within this period and
early intervention can potentially worsen symptoms. The TSQ would not therefore be
used until a month or more following a traumatic event, and watchful waiting is the
approach promoted in the early weeks following traumatic exposure. This raises
some conflict in relation to the aftermath of restraint. At present, there is not enough
available evidence which would suggest that being a participant in restraint is
necessarily a traumatic experience. The literature review has suggested that there is
some evidence that the experience of restraint can have severe psychological impact.
Current evidence regarding whether the impact includes subsequent PTSD remains
untested and screening is not routinely offered following restraint incidents. Best
practice guidelines in prevention and management of violence and aggression in
mental health settings (NICE 2005b) advocate some form of Post Incident Review,
preferably within 72 hours of an untoward event taking place, whereas PTSD
guidelines (NICE 2005a) indicate a much longer period as discussed. These polarities
must be considered in more depth to examine the complex factors which played a part
in the decision making process underpinning this study. In appealing to the guidance
of NICE (2005b) regarding management of violence and aggression in mental health
settings, the underlying principles are in relation to risk assessment and management.
Good practice would include thorough risk assessments following untoward events to
identify any failings / good practice in the process. NHS Trusts now have a reporting
system whereby serious untoward incidents are recorded at the very highest levels.
There is, however, a gap in relation to ‘less’ serious untoward incidents. The waters
are muddied by the subjective appraisal of serious untoward incidents and the

interpretation by practitioners regarding the seriousness (or not) of incidents. That is

96



not to say that good reporting systems are not in place. Certainly within the research
sites considered within this study, sound systems appeared to be in place with some
training offered, however clinicians still lacked agreement regarding the scale of
seriousness. For example, the ethos in one ward was that any incident of aggression
including verbal abuse would be formally recorded through available mechanisms,
On another ward in the same site, verbal aggression tended not to be recorded on
incident reporting systems for the sake of avoiding lengthy paperwork. It would
appear that there is organisational drive to address the aftermath of incidents but there
are gaps between organisational goals and more local practices. Post Incident
Reviews which are tailored to consider the ‘less’ serious incidents are not used in
routine practice. The psychological impact of these less serious incidents could well
be missed if reviewing the aftermath of incidents such as restraint in clinical areas
does not happen. The primary aim of this study was to examine the aftermath of such
incidents and consider a way forward in Post Incident Review. It was necessary to try
and consider what the psychological impact may be using tested tools. With the
permission of one of the authors of the TSQ, this tool was used to identify whether
staff participants in this study may be exhibiting symptoms of PTSD following
experiences of restraint. This was used with due respect to the values and limitations
of this tool in the areas indicated for its use. The tool was used to try and gather some
clear form of data which may identify whether PTSD symptoms played a part in the
aftermath of restraint. I was mindful of the potential for harm and re-traumatisation,

and used the tool under close supervision of one of the authors of the TSQ.

At the end of the interviews participants would be asked to complete an evaluation

questionnaire (appendix 10) independently and this data would highlight whether the
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T

use of the Post Incident Review format offered as part of the study would be a helpful

approach to offer as a model for clinical practice.

A focus group can be a useful way of gathering primary and supplementary data for a
study for a variety of reasons. A focus group can be a starting point in developing
ideas and as a method of confirming validity of qualitative material already gathered
(Strauss and Corbin 1998; Cresswell 2003). For example, in generating a definition
of restraint in the original pilot study (Bonner et al 2002) a focus group was organised
to discuss the meaning of restraint for different practitioners. A rich discussion took
place which helped to illuminate the concept of restraint and what it meant to different
people. Preconceived ideas were challenged in a healthy debate, and the result was a
definition agreed by consensus which underpinned both the pilot study and the current
study. A focus group can also generate ideas and offer useful feedback to a researcher
during the process of research design. For this study 1 was keen to adapt the original
framework for Post Incident Review as I had found it helpful in the pilot study and
participants had reported to me that they had found the process helpful, and for some
therapeutic. I therefore arranged to meet with a small group of clinicians very early
on in the design of this study to generate some discussion around the framework that [
hoped to use. After discussion, some of the more repetitive parts of the framework
were removed and the framework in appendix five became one of the methods of data
collection to support the study, as well as the format proposed for a clinical model for
Post Incident Review. The original study design had not included use of staff focus
groups at a later stage in the study; however it became necessary as data collection
progressed to consider use of a focus group both to supplement the staff data and to

validate some of the early findings. The main reason for supplementing the interview
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data was related to recruitment of staff participants. The Trust in which the study
took place has three large inpatient facilities whose staff and patients would have
fitted inclusion criteria. I spent many months before the start of data collection
visiting the various practice areas to inform staff about the study that was being
planned. I attended meetings to explain the aims of the study and to offer further
information for staff both in terms of their own involvement, and in consideration of
recruiting patient participants from their clinical areas. Staff were supportive at these
meetings and appeared keen to engage with the work offering very few questions or
concerns to me. This had been in contrast to the earlier pilot study when I had done
similar networking but had found staff much more challenging of my intentions. In
the pilot study the same staff who had challenged me had subsequently embraced the
study and offered support throughout. Ihad expected similar responses for the current
study and was initially pleased at the positive responses that I was receiving.
Unfortunately the early enthusiasm for the study was short lived, particularly on two
of the older sites within the Trust. This could have been for a variety of reasons. I
had never been based on either of those sites therefore staff did not know me as well
as staff on the other site where I had a presence. | believe that this presence did help
with prompting staff at times, for example on a number of occasions I would be in a
corridor or canteen and the sight of me would jog staffs’ memories. This often
resulted in a subsequent visit to their clinical area to interview another participant. I
actively pursued other areas by arranging more visits to practice where I would again
be assured of support which was subsequently not forthcoming. As data collection
steadily increased on one site while trickling from the others I was becoming
increasingly concerned that my participant groups were not going to be representative

of the whole Trust. After discussion with my supervisors I considered the additional
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strategy of arranging for a focus group of staff from the least represented area in order
to supplement the data that I had already collected. This was also an opportunity for
me to validate some of the carly data that was emerging by presenting some of the
tentative themes back to clinicians for feedback which may support or refute the
emergent data. I was aware that I was already immersed in the other data and was
apprehensive that I may be subjective in my facilitation within the group. 1 therefore
asked an academic colleague to co facilitate the group with me in order to address this
concern. My colleague was also agreeable to taking field notes and assist with the

content analysis of the group discussion at a later date.

There was potential for a blurring of roles between researcher and practitioner. In my
role as researcher I was gathering my interview data within the confines of the design
and aimed to maintain an objective approach within this design. I was also using my
clinical judgement as a practitioner to make decisions regarding traumatic material
presented within the interviews. 1 distinguished traumatic material by considering
whether experiences had caused subjective distress to the participants. This was
elicited through gentle probing when distressing events were alluded to, and

subsequently analysed through transcripts.

I was aware that the participants should be clear about my role as a researcher. I
discussed this at the start of the interviews for all participants and offered
opportunities for participants to pose any questions or concerns that they may have to
me before and during the process. I explained to patient participants that I was a
mental health nurse who usually worked with student nurses but that I was currently

doing a research project to try and help nurses understand more about experiences of

100



restraint. Some staff participants knew me in my role as a lecturer. I explained to
those staff that this was a specific research project that I was undertaking over and

above my role as a lecturer.

The tension between the role of researcher and practitioner was discussed in depth
with supervisors during the process of designing the study, and subsequently during
the process of conducting the interviews. This experience of supervision was

invaluable to maintaining the boundaries between researcher and practitioner.

Post Incident Reviews and the focus group would be analysed qualitatively to
generate data to inform the study. Content analysis of qualitative data generated from
these semi-structured interviews and focus group would be made, with appropriate
computer package support if necessary. Other methods of data collection would be
analysed using descriptive statistics, with appropriate computer packages used to
assist this process. Data analysis of each of the methods used will be now be
discussed.

3.4 DATA ANALYSIS

Robson (2000) suggests that there are no prescriptive formulae for analysing
qualitative data. He asserts that while the collection of data, for example through
participant interview, is straightforward, the main difficuity of qualitative data is the
analysis. He acknowledges that some qualitative researchers resist use of a scientific
framework for analysis, as their work is an art as opposed to a science. There are
disadvantages to this stance, however, when presenting findings that do not appear to
have any rigorous objective inspection. Grounded theory begins with identification of

a research question followed by simultaneous data collection and analysis (Strauss

101



and Corbin 1998). Analysis involves several phases where theoretical concepts are
developed according to the data. This is a repetitive process where the researcher is
constantly returning to the data to check emerging themes and gather further data for
comparison and analysis. Parahoo (2006) describes the characteristics of grounded
theory as the interplay between induction and deduction through the use of theoretical
sampling and constant comparison. Themes are generated from the data inductively
and are then verified against further observation (by deduction). The research
questions should provide a focus for the researcher but should be broad enough to
investigate complexities of the phenomena being examined. The broad question
within this study was to examine the aftermath of untoward incidents. Priest et al
(2002) highlight a lack of detailed guidance regarding qualitative data analysis. They
suggest that many researchers state that they have used grounded theory; however this
has been limited to the procedures of amalysis as opposed to the development of
substantive theory. Grounded theory approaches to analysis should highlight a
systematic way of analysing data which is consistent and fransparent. Miles and
Huberman (1994) suggest that systematic approaches to analysis will demonstrate
reliability and replicability. Reliability refers to an unswerving approach using an
appropriate method of research design towards a representative sample group who
have been chosen objectively (Parahoo 2006). In this study the research design had
identified consistent methods of data collection to be applied to every participant.
Participants were staff and patients within inpatient acute units during a specified
timescale who were identified as a representative sample of the wider population, in
this case the wider population was the population of staff and patients in acute
inpatient care within the UK. Although traditional qualitative researchers have

claimed that the uniqueness of these approaches should not be applied to the wider
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population there is growing acknowledgement that the use qualitative material should
be applied to wider andiences (Paterson et al 2001; Cresswell 2003). Furthermore if
findings related to a sensitive area of practice, such as restraint, can provide a much
clearer picture of experiences of staff and patients it is vital that these findings be

shared and replicated in other areas if necessary.

A common approach to analysing qualitative data is through content analysis.
Robson (2000, p275) describes content analysis as "codified common sense: a
refinement of ways that might be used by lay persons to describe and explain aspects
of the world around them". Content analysis involves sorting data into categories or
themes that best define the observations emerging from the data. While it is desirable
for categories to be exhaustive and mutually exclusive, it is recognised that the
volume of information generated through semi-structured interview can be difficult to
manage, A category for information (or 'dump’ category), which the researcher finds
difficult to group, may be necessary during the process (Robson 2000). Strauss and
Corbin (1998) place emphasis upon considering conflicting responses in order to gain

a multidimensional view of the phenomena being studied.

Rubin and Rubin (1995) describe the coding of data that involves detailed
examination of transcripts. Each time a particular subject or topic is described, a
code is assigned. Data is then categorised according to assigned codes and as the
examination progresses, themes emerge relating to the coded material. Categories
can be changed or refined as the analysis develops. As themes emerge, a broader
description or overall theory can be built. Parahoo (2006, p393) summarises the

process of content analysis as ‘opening up’ the data into as many parts as the analyst
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can identify. Similarities within these parts are then grouped together in order to

describe the whole.

Miles and Huberman (1984) distinguish between first and second level coding. First
level coding attaches labels to groups of words. These groups of initial codes are
then organised into a smaller number of themes or patterns (second level coding).
Strauss and Corbin (1998) described three coding strategies: open coding, axial
coding and selective coding. Open coding is the first part of the process where data is
taken apart and discrete parts are examined for differences and similarities. This stage
in the analysis identifies discrete concepts which form basic units of analysis for
grounded theory. Concepts are then sorted into similar groups which in turn become
categories. Axial coding is the then used to highlight the way that connections are
made between categories and sub categories. This stage identifies specific features of
the categories, conditions and contexts, which make it unique. This promotes a
systematic approach and adds precision to the analysis. Tentative hypotheses related
to the data are generated at this stage and verification is made against the rest of the
data or as a focus for future data collection. Discrepancies within this process should
be highlighted and not ignored. For example, if a category of fear is generated related
to reawakening of earlier trauma following an incident of restraint, verification would
be sought in revisiting data to identify supporting statements. Where this may be
identified in a number of statements, it may have been refuted in a smaller number.
By highlighting such discrepancies the researcher can demonstrate consideration
towards the variation and depth of the data. Selective coding is the final stage in the

coding stages described by Strauss and Corbin (1998). Within this stage one or two
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core categories are developed to which all sub categories relate. From these core

categories the conceptual framework to develop grounded theory is built.

These approaches to managing the data appeared to be practical, although time
consuming, mechanisms. They would allow me freedom to compare and contrast
transcript contents, and flexibility to review and change themes as the analysis
developed. I felt that a manual coding approach through thematic analysis would
enable me to immerse myself within the data. Having interviewed the participants,
this would provide the opportunity to revisit those interviews in depth and become
truly familiar with the content. Soon after data collection had started my access to
administration support with transcribing was withdrawn. This resulted in a decision
being made to transcribe the tapes myself. While this would have an impact upon my
time, it would also allow further opportunity to consider tone and other verbal
nuances during this process. I believed that this in-depth approach would support my

stance as the interviewer being a part of the process to uncover meaning.

1 also considered Computerised Assisted Qualitative Data Analysis (CAQDAS)
packages (Lewins and Silver 2006) as potentially helpful approaches to managing
vast quantities of qualitative data. CAQDAS packages can help the researcher to
develop broader, higher order categories, as well as more detailed specific codes.
They also allow easy access to data, with less demand for flipcharts, stickers, coloured
pencils, and similar mediums. Legeiwe (cited in Strauss and Corbin 1998) highlights
that computers are incapable of comprehending the meaning of words or sentences
but can assist in creating order, structure, retrieval and visualisation of tasks. Some

computer packages can build theories out of text segments and formal properties
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analysed within the data can be checked. Concepts can be easily connected and
groundedness more readily verified. This approach to data management can also be
helpful when more than one person is working on a project. Input of data can be
managed on one database by a number of people; however caution should be made
regarding consistency and clarity around the data that is being inputted, and the
approach to analysis that is being taken. CAQDAS packages also allow for different
media to be used within data programmes, for example audio recordings. Hutchinson
(2005) describes how use of GoldWave v5.04 was used to assist in the qualitative
analysis of focus group research. Interactions and responses in group meetings were
coded, while taking into account the complex distinctions which textual transcription
can miss. For example, if tension or antagonism was evident in audio replay, codes
could then be categorised within the database with links to the audio recording. This
system can be helpful in analysing the vast content and interaction that takes place
during the group process. A drawback to this approach is the loss of the visual aspect
of the written word. Individual leaming styles may dictate the preferred method and
this approach may not suit all (Honey and Mumford 1992). I had no experience of
working with computerised approaches to qualitative data analysis but in my reading
had identified that this was becoming a more acceptable and reliable way to manage
large amounts of qualitative data (Williamson and Long 2005; Hutchinson 2005). I
therefore attended an introduction to qualitative packages (University of Surrey 2006)
to familiarise myself with the more common packages available and what they may
have to offer in helping me to manage my data. From this I identified that Atlas or
Nvivo packages may be helpful to me and 1 attended subsequent fraining in both
(TVU 2006). Computerised packages can assist in labelling coded data in the same

way as manual coding however they offer the additional attraction of managing vast
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quantities of data on one database. Master codes can be created to form basic units of
analysis with sub codes created as themes emerge. Free nodes can be created to store
data which may not fit initially into specific categories, complementing the ‘dump’
category described by Robson’s (2000) description of manual content analysis. A
database created for qualitative data would be useful for returning to data for checking
points highlighted within the analysis and would also be a practical approach which
could assist triangulation methods for addressing objectivity within the design

however I had some reservations.

Burton (2000) warns that over reliance upon computerised analysis of qualitative data
can detract from the contextual meaning, whilst Barry (1998) suggests that
researchers can become overwhelmed by the use of new computer applications and
learning new approaches to managing data. As a result they can lose the closeness to
data that can be formed through more traditional methods. This caution made me
consider carefully the stance that I was taking in this study. I have discussed earlier in
this chapter the philosophical underpinnings of my research design and did not want
to compromise this in any way. Although manual coding would be time consuming it
would offer less opportunity for missing finer details within the contextual analysis. I
had already transcribed a number of the interviews and was making some advances in
identifying early codes to the data. Lewins and Silver (2006) suggest that this early
analysis of data should be made before considering CAQDAS, and that use of
computerised approaches should not replace underlying philosophies and
methodologies, rather they should assist identified approaches. The codes and
tentative themes that were emerging appeared to be straightforward and I did not

envisage at that point that further application of a computer package would enhance
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the analysis any further. I was close to the data having interviewed and franscribed
tape contents for all of the participants myself. I was mindful of context, tone, and
emotion as well as written word, and did not believe that use of additional software
would add further depth to the analysis. I had already used this traditional approach in
previous studies and was familiar with strengths and weaknesses of the method. 1
therefore chose to apply traditional manual methods to qualitative data analysis of the

interviews.

Strauss and Corbin’s (1998) framework was applied to ensure a rigorous and
systematic approach to the analysis. The first step of the analysis involved open
coding. Open coding involves breaking data down into discrete parts to compare for
similarities and differences. Strauss and Corbin (1998) describe this as the first
process of concept formation. Events, descriptions and interactions found within the
text which are related in meaning (or ‘conceptually similar’ p102) are grouped under
more abstract concepts described as categories. Coloured highlighter pens were used
to group categories which had similar meanings within transcripts. For example, a
number of participants described feelings that they experienced during the incident of
restraint. Phrases within transcripts which described feelings were highlighted in red
and assigned the conceptual name of “feelings”. TFollowing the first process of
concept formation, Strauss and Corbin (1998) advise returning fo the data to make a
more detailed microanalysis. This involves the researcher reviewing transcripts line
by line and recording further thoughts through use of memos to record interpretations,
questions, and directions for further data collection and analysis. For example, a
category labelled “antecedents” was assigned at this early stage to group concepts that

had been identified as events described by participants that had preceded incidents of
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restraint. In considering this category during microanalysis I recorded a number of
memos which assisted me in interpreting this phenomenon. One patient participant
described boredom which I categorised as an antecedent. My memo related to this
concept considered my thoughts and questions related to the concept of boredom,
“What does boredom mean to this person? If I were to say I am bored what does this
mean to me — I would consider having some form of stimulation and interaction to
combat boredom. As I continue with my analysis I will look for descriptions which
may help me to understand the term boredom and the impact that this may have upon
situations of restraint”. A category should be a logical description of the group of
concepts therein. Once a category has been identified, properties and dimensions of
the category can be differentiated. Strauss and Corbin (1998) describe properties of
the category as general or specific attributes within the category and dimensions as
the ‘location of the property along a continuum or range’ (pl17). Specifying
properties and dimensions can assist with the formulations and variations of patterns,
thus contributing to the development of grounded theory. For example, within the
content analysis a category entitled “feelings” was highlighted in the open coding
phase of the process. During microanalysis, memos related to feelings were recorded
within the analysis, and from the analysis properties and dimensions were identified.
The data analysis highlighted negative emotions as a sub category of “feelings”.
Anxiety was identified as a negative emotion within the concept of negative emotions.
Classification of anxiety was then identified across a range of dimensions which were
summarised as anxiety being “ a psychological and physical consequence of restraint
which can range from feeling slightly shaken to being gripped by overwhelming

physical symptoms such as hyperventilation, fear and panic”.
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The open coding process that was used can therefore be summarised as follows:
1. Identify concepts from the data transcripts.
2. Define a category for the concepts.
3. Micro analyse the concepts using memos.

4. Define properties and dimensions within the categories.

Axial coding is the second phase of Strauss and Corbin’s (1998) model of content
analysis. Axial coding involves the process of reassembling data which has been
broken down during the process of open coding. Coding occurs around the axis of a
category linking categories at the Ievels of properties and dimensions. This facilitates
the expansion of well developed and related categories. Axial coding examines how
categories link and should take place on a conceptual level as opposed to a descriptive

level.

Strauss (1987) identified the axial coding process as follows:

1. Laying out the properties of a category and their dimensions, a task that begins
during open coding.

2. Identifying the variety of conditions, actions / interactions, and consequences
associated with a phenomenon.

3. Relating a category to its subcategories through statements denoting how they
are related to each other.

4. Looking for cues in the data that denote how major categories might relate to

each other.
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Axial coding analysis involves two explanations, the use of the words of the
participants, and the conceptualisation of these words by the researcher. For example,
where the category “negative emotions” had been conceptualised by the researcher,
the participants’ words which influenced the conceptualisation were ‘feeling bad’,
‘angry and humiliated’, and so on. The process involves asking questions related to
the context of the phenomenon that is being analysed such as how, when, where, why,
in order to deepen understanding. Strauss and Corbin (1998) describe axial coding as
the study of structure and process within the inquiry to establish why certain events
occur (structure) and how persons act or interact (process). Within this phase the
researcher would also consider her own field notes to assist the analysis. Diagrams
can also be used as a visual aid to highlight links identified during this phase of the
analysis. Strauss and Corbin (1998) advise caution against being too restricted during
this phase of the analysis and that while structure can enable novice researchers to this
model feel more in control of the analysis, too much adherence to structure can

restrict deeper consideration of contextual factors.

In order to add further depth to this phase of the analysis I considered that application
of Walker and Avant’s (1995) theory of concept clarification could assist me in
managing the balance between being restricted by use of too much structure or being
less rigorous by not using enough structure. Walker and Avant (1995) provide a
model of breaking down a concept in great depth by considering all uses of the
concept, defining attributes, model case constructions and take into account additional
cases related to the concept. This model has been applied in other mental health

settings with good effect (Bonner 2001; Kettles 2004) and I made a decision to apply
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this model to the emerging categories through the process of axial coding. This
would enable me to consider the structure and process in further depth and ensure

additional rigour to this stage of the analysis.

The stages of Walker and Avant’s (1995) process of concept clarification are as
follows:

1. Select a concept.

2. Ascertain aims of concept clarification.

3. Identify all of concept uses.

4. Ascertain defining attributes.

5. Construct model case.

6. Identify antecedents and consequences.

7. Define empirical referents.

Although this additional process was time consuming it did facilitate more depth to
the complex consideration of the emerging data as well as supporting early findings
within the data.

The third stage of Strauss and Corbin’s (1998) approach to content analysis is
selective coding. This is the process whereby data becomes theory. The procedure
involves presenting the data analysis in a general sense to explain the collective voice
of the participants. A central category should pull the other categories together and
should completely capture the other themes. The central category should appear
frequently in the data, and within (almost) all of the cases the central category should
be linked. Even when conditions vary, the central category should still hold. During

selective coding the researcher should step back from the data and ask herself, “what
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is the main issue with which these people [participants] seem to be grappling (Strauss
and Corbin 1998, p148). A memo or descriptive story encompassing main themes
can then assist the researcher to name the central theme. From naming the central
theme, the researcher then goes back to the existing categories to ensure they fit the
central theme. Diagrams can be used again as a visual representation of how the
categories link to the central theme. The central themes for this study were identified
towards the end of this lengthy process of content analysis and are summarised as,
“Events that contribute to subsequent psychological sequelae following restraint,
feelings experienced as a result of restraint, and perceptions of helpfulness during and

after physical restraint”.

These central themes encompassed the core categories identified through the process
of content analysis; antecedents, feelings, helpful aspects, unhelpful aspects, and
reawakening of previous traumatic events (figures 3 and 4). The findings related to

these themes will be presented in depth in chapters three and four.
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Analysis of qualitative data can be subjective and mechanisms must be included in the
design to address this issue. Analysis of the transcripts would be more rigorous if
they were examined by a third party to provide an external overview (Cresswell 2003;
May 2001). Patton (1987) describes this approach to evaluation as investigator
triangulation. Different evaluators examine material and interpretations are then
compared for similarities and differences. Evaluators should be familiar with the
topic area that is being examined as well as being confident in applying the techniques
of evaluation that the researcher has used within the analysis (Strauss and Corbin
1998). The same rigour would be applied by each evaluator using similar coding
techniques. The data set would be examined separately by each individual and
interpretations made independently. There are differing views in the qualitative
research field regarding this method of triangulation. Mason (1998) suggests that the
research design, having made the epistemological standpoint clear, allows the
researcher privilege to present his or her own interpretations showing that other
perspectives have been considered, and giving reason as to why they may have been
discarded. Mason (1998) describes checking the validity of interpretations through
respondent validation. This involves sharing interpretations with participants to seek
assurance that the interpretations are a true representation of the participants' views.
After considering the various arguments to support ensuring rigour and validity within
the analysis, I believed that investigator triangulation best supported my
epistemological stance. 1 was not convinced that my own interpretations would
necessarily make a true representation of the content analysis. While I recognised the
benefits of my subjective part within the interviews I was aware that this was only one

view. I was concerned that my judgement could be influenced by my experience of
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individual interviews and that I may interpret more or less of some of the content as a
result. I could miss important factors that may be identified through external
scrutiny. I could adopt respondent validation to address this; however I was acutely
aware of the issues which arose within the ethical considerations. I felt that one
examination of the incident was enough and did not want to risk unnecessary upset if
there was an alternative solution. I therefore made arrangements for two colleagues to
view the transcripts separately. Both colleagues were familiar with the techniques
described for qualitative analysis and were experienced in applying this approach. I
would then present my own analysis for comparison. Differences could then be
challenged and justification of findings considered. Although this was a lengthy
process for all concerned, it enabled further consideration of the concepts and
categories that I had identified within my own analysis. Use of Strauss and Corbin’s
(1998) model allowed a similar systematic approach by the other analysts to ensure
rigour within the process. Use of Walker and Avant’s (1995) theory of concept
clarification enabled further discussion following the process of investigator
triangulation to refine the categories, concepts and support the central theme. Each
investigator independently examined each transcript. They followed the thematic
coding process described earlier and identified emerging themes from the data. Once
they had completed the process we compared the themes identified by each
investigator. There was some variance within the themes identified, for example I
had identified themes related to what was helpful and unhelpful to participants,
whereas my colleagues had included these aspects within other themes. We revisited
the data together and reached consensus on the themes after much deliberation and

discussion. The data analysis was subsequently presented to supervisors and areas
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which had been challenging in the process of reaching consensus through investigator

triangulation were discussed further with supervisors.

Analysis of the focus group was made by myself and my co-facilitator. We had
hoped to tape record the group however one member of staff was not happy with the
group being recorded. The group were agreeable to my colleague taking detailed
notes during the process which were subsequently useful to assist us in generating
themes which supported the analysis of the individual interviews. At the end of the
meeting we made further field notes in relation to the process and other observations
that we had made, for example when emphasis and agreement had been made at
particular points during the process. As well as supporting some of the themes
generated within the individual interviews, the focus group offered further insights
into aspects of training and avoidance of aggression which will be discussed in

chapter four.

In addition to the content analysis of the Post Incident Review interviews and focus
group I had identified additional methods to supplement the qualitative data. These
additional instruments were intended to generate further data in relation to the

incidents and will now be discussed.

Demographic data was gathered using a checklist for patients and staff. Staff
demographic data (appendix 7) included name, sex, ethnicity, role / grade, length of
service, and previous training in management of violence and aggression.
Demographic data collected for patients (appendix 6) included sex, age, ethnicity,

legal status, diagnosis, number of previous admissions, length of contact with mental
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health services, and previous history of aggression / violence. The demographic data

was analysed using descriptive statistics to provide an overview of the participants.

A scale related to the physical consequences of restraint was also identified within the
design to establish extent of physical injuries for staff and patients who were involved
in restraint (appendix 8). Descriptive statistics were applied to analyse the
information generated with this tool to establish the extent of physical injury, types of

restraint used, length of restraint, and use of medication.

The Trauma Screening Questionnaire (TSQ) (Brewin et al 2002) was used as a tool to
identify participants who may warrant further screening for PTSD. The clinical cut

off point for the TSQ is 6 or above and descriptive analysis of responses was made.

Finally, an evaluation tool related to the Post Incident Review was used to establish
whether participants had found the interview to be a helpful way of considering the
incidents (appendix 10). This consisted of four statements related to the perceived
value of Post Incident Review and two statements which asked whether the
participant believed that the incident had been managed well and whether they
believed that it could have been predicted. These statements were rated on a seven
point likert scale where 1 equalled strongly disagree, 7 equalled strongly agree, and 4
acting as an anchor point where the participant neither agreed nor disagreed with the
statement. The purpose of the evaluation tool was to establish whether this approach

to Post Incident Review could be a useful model to advocate for clinical practice.
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Descriptive statistics would be applied to highlight whether it was perceived as

helpful.

A summary of methods of data collection and analysis are offered in table 3 below.

Methods of data collection | Type of data Methods of analysis
Semi-structured interview | Transcribed interviews Content analysis
Focus group Detailed notes and field | Content analysis
observation

Demographic data Nominal data Descriptive statistics
Physical consequences Nominal data Descriptive statistics
TSQ Nominal data Descriptive statistics
Evaluation of review Ordinal data Descriptive statistics

Table 3. Summary of methods of data collection, type of data, and methods of analysis

This section has offered an overview of the data analysis. Further consideration
related to data analysis will be offered in chapters three and four where findings are

presented.

3.5 ETHICAL CONSIDERATIONS

The nature of this enquiry presented a number of ethical issues that required careful
consideration. The area of restraint in mental health remains a somewhat taboo
subject. While restraint was historically a common method of managing the mentally
ill, as mental health care has evolved the use of restraint has become a thorn in the
side of humanistic care. If the nurse aspires to the role of carer, nurturer, therapist,

then the use of restraint within this role is in conflict with the underlying humanistic
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philosophy. To question what nurses find helpful during and following restraint is to
acknowledge that this is an aspect of their work that is worthy of investigation. In
making this explicit we are inviting the nurse to confront this aspect of their role in
depth. This may create feelings of discomfort within the nurse who, according to

Marangos-Frost and Wells (2000), may well view restraint with a sense of dread.

There is also a sense of intrusion into a situation of conflict where nursing decisions
have been made. The culture of nursing has historically been that of blame, where
any indiscretion brought to management eyes is duly met with punishment. Clinical
Governance (DoH 1999b) espoused a change in culture where mistakes are remedied
through supportive intervention. Clinical Governance (DoH 1999b) recognises that
change does not happen overnight and I was mindful that my study might be viewed
by some staff as a management investigation to expose mismanagement of untoward
incidents, for which staff would be punished. Holloway and Fulbrook (2001) advise
caution regarding the halo effect - participants responding in a way that they wish the
researcher to view them in a favourable light. To address this I made arrangements
to speak to staff groups and individuals about the project, my aim being to allay any
underlying fears from staff. I was not a Trust employee and was not in a
management position. I hoped that my existing positive relationship with staff as a
teacher and the knowledge that I was not in a management position would allay any
misconceptions regarding my role as a researcher. Holloway and Fulbrook (2001)
suggest that previous association with the researcher can enable participants to feel
more relaxed during interview. Many of the staff were aware of previous research
that I had undertaken, and some had been participants in the pilot study. Both staff

and patients had reported the experience within the pilot study as helpful, and for
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some therapeutic. This was advantageous in helping to dispel fears for staff. By
taking these preliminary steps to promote the study to the staff groups, I hoped that
this would subsequently encourage staff to consider whether the patients that they
were working with may be appropriate to be included within the study. I also wrote
to Consultant Psychiatrists in the Trust requesting written agreement for patients
under their care to be included in the study. I received no objections from the

Psychiatrists.

I was also aware of the potential for misconduct being disclosed in the process of the
study. While this could create a dilemma for me as a researcher in terms of my study
being unsuccessful, I was bound by both my personal and professional codes (NMC
2004). Ihad a clear boundary set that should any accusations of misconduct be made
I would refer this through the appropriate channels and if my research project was

hampered or stopped in the process then so be it.

The main areas of risk for patients would be from the reawakening of recent untoward
incidents and from the release of distressing emotions surrounding these incidents.
There was a risk that by revisiting these incidents this would introduce further distress
thus increasing any ‘dose’ of trauma. For the pilot study I had considered these issues
at great length and questioned whether it was right to go over distressing events.
These questions echoed Etherington's (1996) consideration of the researcher gaining
from the subject's distress. On balance, my view was that if my study were to
identify helpful interventions for patients this would eventually promote positive
outcomes in restraint situations. Subsequently, the pilot study had not subjected

participants to further distress. Although the content of the interviews had examined
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sensitive and upsetting experiences, most patients had welcomed the opportunity to
review events and some had reported the experience to be therapeutic. If sufficient
consideration were given to protect vulnerable individuals during the investigation
then there would be gains for every stakeholder. Nevertheless, arrangements were
made to address ethical issues in a number of ways. No approach would be made
unti] patient participants were deemed fit for interview by a key or associate nurse. If
patients were deemed fit they were provided with an information sheet (appendix 11)
and offered the opportunity to discuss the project. All participants were offered a
minimum 24 hours before agreeing to consent to the study and formal consent was
documented in writing (appendix 12). Arrangements were made that interviews would
be terminated should patients become distressed, and appropriate psychological
support for participants mobilised if necessary. If the TSQ (Brewin et al 2002)
identified that patients warranted further screening for PTSD, this would be fed back
to staff with a request for this to be followed up through appropriate channels.

Despite my considerations, I was aware that some staff may still be uncomfortable in
engaging with this research. 1 recalled the earlier pilot study. Discussing my
approaching a patient who had already been deemed appropriate for interview and
who was expecting to meet with me on the ward, one member of staff expressed her
concern,

"...well it doesn't seem right to me to be going over this stuff with patients. It's
distressing enough for them without having to go back over it."

On that occasion I explained that my intention was not to cause distress and that, so
far, my interviews had felt therapeutic. Although I was not intending to include the
therapeutic aspect of patient interviewing for research purposes, there is evidence

within the field of narrative research to support my comments made to this particular
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nurse (see for example Sedney et al 1994; Jones 1998; Murray 2003). I did not go on
to interview that particular patient in the pilot study but this raised further thought
around the ethics of patient interviewing in mental health settings. While I had
carefully considered a sensitive and protective approach to gaining access to patient's
thoughts and feelings about being restrained, an individual who considered that they
had superior knowledge of what was best for the patient was denying this access. If
the patient was making an informed choice to be interviewed, this choice was being
denied through a paternalistic stance which may not necessarily have been in the
patient’s best interests. Nursing ethics are about balancing fairmess and justice in the
dilemmas that face us daily. In protecting our patients for 'their best interest' without
sound justification we are dissmpowering them. The drive to give patients a voice is
now a fundamental aspect of mental health policy (see for example National Service
Frameworks for Mental Health, DoH 1999a) however there is a danger that this may
be supported through window dressing, or surface support, with little real depth in
consideration of truly recognising the patients thoughts and wishes. In this example
it starkly highlighted how this patient had no prospect of being heard, having been
struck dumb when the opportunity arose. I had hoped that having now completed the
pilot study, the more sceptical staff may be more amenable to further examination of
the area, however this remained a problem in some cases. For example, on discussing
in one clinical area whether any of the patients may wish to be interviewed, one senior
member of staff reported that none of the patients would have anything good to say
about the staff at the moment. According to this staff member it would therefore not
be a good idea to interview any of the patients at that particular time. As the study
developed these responses reduced, possibly as a result of my increased presence in

clinical areas gradually becoming more acceptable to the more cynical staff.
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I was aware that staff participants were also vulnerable to becoming distressed during
the information gathering process. This had not happened during the pilot study,
however should this happen during this study, I was aware of the staff counselling
service within the Trust, which was available for all staff to seek confidential support
as required. Should staff become upset I would suggest that they may wish to
consider this avenue for further support. All participants were free to withdraw at any
time and if I identified individuals who were becoming very distressed I would stop
interviews and mobilise additional psychological supports if necessary. Soon after
data collection began I revisited this ethical consideration. I had identified that two
members of staff had scored above six on the TSQ and may warrant further screening
for PTSD. I was concerned that I had a duty of care to these participants and that
suggesting staff counselling may not be an adequate response. There were issues
regarding how these symptoms should be managed and whether psychological
treatment may be necessary. For these two staff I shared the information generated by
the TSQ and suggested that they may wish to consider accessing further assessment.
Both staff agreed to my suggestion; however I was concerned that not all staff may be
as responsive. After discussing with my supervisors I made a decision to make this
area more explicit within the patient information sheet. The wording was changed to
draw attention to the results of the TSQ for staff. Wording explicitly emphasised that
if TSQ scores were six or above, staff would be advised by the researcher to contact
their GP or the Trust Occupational Health Service to arrange further assessment. An
additional statement was added to the consent form to reflect this new emphasis. This
question asked if the participant would be agreeable to consult with their GP or

Occupational Health Service should TSQ results be six or over. I also discussed this
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aspect of the study with the Trust Occupational Health Consultant to ensure that this
would be an adequate route to appropriate interventions being mobilised and was
satisfied that staff presenting to Occupational Health with high TSQ scores would be

offered appropriate help.

As well as protecting staff and patients as described, I endeavoured to protect
confidentiality by anonymously coding each participant, clinical area and taped
transcript.  Data was stored in a locked cupboard and computerised data was
accessible via a password known only to myself. This had been emphasised to both
staff and patients.  Tape recording of interviews was stressed as optional and
arrangements were made for tapes and transcripts to be stored for up to eight years

and then destroyed.

Ethical approval was also sought by the Local NHS Research Ethics Committee prior
to starting the project (reference 04/Q1603/17). The ethical concerns which were
raised by the committee were not in relation to the possibilities of upsetting
participants during the interview, or the impact of revisiting unpleasant experiences.
Concerns were related to the research design, part of which was predominantly being
analysed using qualitative techniques as part of the mixed methodology. My own
concerns were raised in relation to this when it transpired that none of the members
present on that particular committee had any background in mental health. I had
myself been a representative at a Local Research Ethics Committee and my first
Supervisor played a leading role within our Local Research Ethics Committee. I
believed that our experience in this area informed the ethical process, however I also

felt that my research participants may be at an ethical disadvantage if the proposal
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was being scrutinised by a group with no clinical background experience in mental
health. The committee subsequently requested that a member of another Local
Research Ethics Committee with substantial psychiatric experience cast his eye over
the proposal to offer an additional opinion and the proposal was passed as ethically
sound. The Committee was consulted subsequently to seek further approval regarding
amendments made following changes to the information sheet and consent forms

discussed earlier.

3.6 CONCLUSION

This chapter has described in detail the research design of the study. Section 3.2 has
outlined the underpinning philosophy of constructivism as a realistic viewpoint from
which to examine the research questions and offered both strengths and weaknesses
within this stance in relation to examining the aftermath of restraint. Section 3.3
offered a discussion of grounded theory as a methodology which supports the
constructivist philosophy in examining the complex area of restraint, taking into
account the challenges presented in gathering data using a mixed method approach.
Section 3.4 examined in depth the lengthy process involved in analysing data using
content analysis to generate grounded theory from the rich interview transcripts, and
offered justification for the methods used. A variety of ethical considerations were
summarised within section 3.5 which clearly presented the challenges of embarking
upon a research study which examines a topic that can be uncomfortable and

potentially distressing to the participants.

Reflecting upon the process of research design and implementing the strategies

outlined within this chapter, engaging with the participants was a valuable experience.

126



Putting this aspect of the design into practice very much supported the constructivist
philosophy and made me feel a part of the process. Hearing participants’ stories first
hand was humbling, thought provoking, at times funny, and a motivating force to
continue the study to completion. Being so close to the research process had its
drawbacks. The content of interviews was upsetting and frustrating to hear at times,
and this was where supervision was invaluable. The investigator triangulation
methods described in section 3.4 were to prove very useful in addressing the
subjectivity which could have influenced the analysis of the data as a result of this
closeness. Use of traditional methods had benefits and disadvantages. Whereas the
approach that I chose helped me to completely immerse myself in the data and offered

a very in depth analysis, it was very time consuming.
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CHAPTER FOUR - FINDINGS - STAFF PARTICIPANTS

“...The main feeling was foolishness and humiliation. I couldn’t release myself from

her grip on my hair or her teeth in my cheek.” (Anon 2006)

4.1. Introduction

This chapter will present findings related to staff participants. Core categories were
identified in relation to antecedents; feelings; helpful and unhelpful aspects; and
reawakening of earlier traumatic events. Section 4.2. will offer a discussion of how
restraint was defined for the purposes of this study Examples of some of the restraint
incidents which participants were reflecting upon will be included to provide some
context to the situations which were being discussed. Section 4.3. will present
demographic data which was gathered during the research process. This section is
further divided into subsections to separate demographic data in terms of age and
gender, grade of staff, length of service, previous training in prevention and
management of violence, and ethnicity. Section 4.4. will offer findings related to type
of restraint used, length of restraint, and use of seclusion. Section 4.5 highlights the
physical consequences of restraint which were reported by staff participants within
the study and section 4.6 presents findings related to use of medication during the
incidents. The chapter then moves on to the findings related to the categories which
were generated through analysis of the interview transcripts. Section 4.7 discusses the
theme of antecedents. Section 4.8 presents findings related to feelings and is broken
down further into subsections related to feelings before, during, and after the incident.
Section 4.9 presents what staff participants found helpful, and section 4.10 presents

unhelpful findings. The interview asked specifically about whether participants had

128



felt that the incident had reawakened memories of previous traumatic encounters and
findings related to this question are presented in section 4.11. Following the taped
interview, participants were asked to complete the Trauma Screening Questionnaire
(TSQ) (Brewin et al 2002) and an evaluation form related to the efficacy of the Post
Incident Review in which they had just participated. Section 4.12 will present
findings related to the TSQ and section 4.13 will offer findings related to how the Post
Incident Review was evaluated by staff. A focus group was arranged following data
collection for staff participants which served a number of purposes. Strauss and
Corbin (1998) suggest that a focus group can be a useful approach to cross-validate
data generated from qualitative interviews as well as offering further insights to
support the grounded theory process. Findings related to the focus group will be
offered in section 4.14. Section 4.15 will conclude the chapter with a summary of the

main points raised within the findings related to staff participants.

4.2. Restraint incidents

Defining restraint has proven to be a challenging task and there is no clear definition
which suits all. In the earlier pilot study (Bonner et al 2002) a concept clarification
exercise was arranged with staff representatives from acute and intensive care settings
to try and reach some common definition for that group. Agreement was made that
restraint could range from gently guiding individuals to a place of safety, to using
formal taught techniques of Control and Restraint (C & R) to immobilise a patient.
The earlier concept clarification exercise identified that any form of ‘hands on’
approach to managing untoward incidents was relevant within the umbrella of
restraint. This definition was applied during this subsequent study. Incidents within

this study were wide and varied, and covered the broad scope that the definition
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allowed for. Examples at the less extreme end of restraint were of staff guiding a
female patient out of danger when she was trying to set fire to a waste paper bin. This
patient was gently taken by the arm by two members of staff to a quiet area and
allowed time to voice her fears. The lighter was removed with consent and there were
no further incidents with this particular lady. Another example was staff escorting a
male patient back to one unit after he had absconded to local shops. Although
initially resistant, this patient did finally come back with staff although they kept
hands on contact with the patient throughout the journey back by foot due to concerns
that he would abscond again. All parties concerned in this incident felt embarrassed
and humiliated by the attention from bystanders as it was clear that “they were taking
me back to the madhouse”. More extreme restraint incidents included a woman who
was badly lacerated by a sharp knife during an act of self harm. Nursing staff
intervened to prevent the woman harming herself further; however safety issues were
of a paramount concern. The lacerations were deep and needed urgent medical
treatment, the staff had to attempt to remove the knife while the patient continued to
try and harm herself, and there was a large quantity of blood in the immediate area.
Attempting to use control and restraint in this situation was particularly challenging
because of the gaping wound in the woman’s arm where usual techniques would have
been used to hold her. Universal safety precautions related to the blood spillage and
open wound were compromised raising further concerns. All of the incidents which
underpin this study made an impact in some way upon the participants involved and
one could not make a judgement as to which could be described as worse than
another. What may appear to be a minor incident to one person can have a very
damaging impact upon another. For the researcher, the most harrowing tale to be told

was from a recently qualified staff nurse. She had only just returned from leave and
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was not familiar with all of the newly admitted patients. A situation which had been
escalating over at least twenty four hours reached a point where the staff nurse was
attacked, wrestled to the ground, and beaten severely. This nurse pulled her alarm,
cried for help and tried to defend herself while a multidisciplinary meeting took place
in a room within a few paces distance. She was aware of a colleague nearby watching
the incident but doing nothing to help. Nobody came out of the meeting room and the
patient was eventually pulled off of the nurse by a visitor. The nurse received no Post
Incident Review or support following the incident. She subsequently developed Post

Traumatic Stress Disorder and has not worked in acute care since.

4.3. Demographic data

4.3.1. Ages of staff participants

Thirty (n=30, 100%) staff were interviewed with a split of seventeen (n=17, 57%)
female staff and thirteen (n=13, 43%) male staff. The age range for the whole group
was between 28 — 57 years, the mean age being 40. Female participants’ ages range
from 28-53, the mean age being 38. These ages were fairly evenly distributed (figure
5). Male participants’ ages ranged between 28-57, the mean being 42. These age

ranges reflect a mature group of people within the setting.
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Ages - all staff participants

20-30 31-40 41-50 51+
Age Range

Figure 5. Ages of staff participants

4.3.2. Grades of staff participants

Grades of staff ranged between Agenda for Change bands 2-7 (figure 8). Eight (n=8,
27%) of the participants were Health Care Assistants, five (n=5, 17%) of whom were
female and three (n=3, 10%) of whom were male. Half of the staff participants were
Staff Nurses, the division being eight female (n=8, 27%) and seven male (n=7, 23%).
Three (n=3, 10%) were Deputy Ward Managers were included in the study, two (n=2,
7%) of whom were female and one (n=1, 3%) of whom was male. Three (n=3, 10%)
Ward Managers were interviewed, two (n=2, 7%) of whom were female, and one
(n=1, 3%) of whom was male. The skill mix in terms of banding was typical of the
general skill mix in most acute generic mental health settings within the UK. See

figure 6 for breakdown of skill mix.
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Skill mix

16

14

Number of participants
@

Health care assistant Band 3 Band 4 Staff nurse (band 5/6) Deputy ward manager Ward manager (band 7}
(band 2} {band 6)

Role title - agenda for change

Figure 6. Skill mix

4.3.3 Length of service

Length of service ranged from six months to twenty four years, the mean length of
service being nine years and six months. For female staff this ranged from one year
to twenty four years, the mean length of service being eleven years. For male staff
length of service ranged from six months to twenty four years, the mean length of
service being eight years. The group were therefore an experienced group of staff
who should be familiar with the custom and practice, guidelines and protocols for the
areas in which they were working. A summary of length of service is presented in

figure 7 below.
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Length of service

Number of partlcipants 5 {+—

6mths - 2 years 3 -5years 6-10 years 11-15 years 16-20 years 21-25 years
Number of years

Figure 7. Length of service

4.3.4. Previous training in management of violence and aggression

All staff participants interviewed had a minimum training of breakaway skills.
Within this Trust the minimum benchmark is mandatory for staff and the staff
interviewed reflected that this benchmark was being reached. Eight (n=8, 27%) of the
female staff and six (n=6, 20%) of the male staff had gone on to complete training in
Control and Restraint, and two (n=2, 7%) staff participants, one (n=1, 3%) male and
one (n=1, 3%) female, were Control and Restraint instructors. Figure 8 (p135)

summarises previous training in prevention and management of violence.
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Previous training in management of aggression

Number of participants
(=]

0 - oy
No training Breakaway skills C&R C & R Instrucior
Type of training

Figure 8. Previous training in management of violence and aggression

4.3.5. Ethnicity of staff participants

Ethnicity was included among demographic data for the staff group (figure 9). The
majority (n=24, 80%) of staff interviewed were white British, thirteen (n=13, 43%) of
whom were female and eleven (n=11, 37%) of whom were male. Two (n=2, 7%)
female staff were of Philippine ethnic origin, one (n=1, 3%) female staff participant
was black Caribbean, and one (n=1, 3%) was white Irish. Of the male participants,
one (n=1, 3%) was black Caribbean and one (n=1, 3%) was white Irish. Ethnic
distribution did not reflect the local population of the catchment area which the Trust
serves. The Trust spreads over a large county in Southern England; two of the largest
towns within the County have a diverse ethnic mix of British, Asian, African, Eastern
European, and Caribbean cultures. Staff recruitment within this Trust reflects the UK

recruitment difficulties in attracting applicants from a variety of ethnic backgrounds
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to help accommodate the diverse needs of the population that the Trust catchment

arca Serves.

Ethnicity - staff

Number of participants

Black Carribean Filipino Irish White British
Ethnic background

Figure 9, Ethnicity staff participants

4.4. Type of restraint, length of restraint and use of seclusion

4.4.1. Type of restraint

Type of restraint was broken down into four categories; gentle guidance to a place of
safety with minimum force used, guidance to a place of safety with some force used
(eg., taken by each arm to a quieter area), restraint involving two or more staff with
force using C & R techniques while remaining upright, restraint involving two or
more staff using C & R techniques with force in the prone position (ie., lying on the
floor). Current training programmes in C & R advise that a three man team, ie., three
C & R trained staff, should implement these interventions in a planned, coherent

approach. It is known, both through my own experience, and through working with
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staff throughout the Trust, that a three man team is not always used. For reasons such
as staff shortages, or quick responses, it is known that two staff will employ C & R
techniques to quickly contain escalating situations of aggression. These categories
were therefore widened to include less than three people to employ C & R holds to
examine the extent to which this was happening in practice. Length of restraint was
noted for each incident and participants were asked if seclusion was used and, if so,

for how long.

Within the first category, staff participants reported that two (n=2, 7%) incidents
involved gentle guidance to a place of safety with minimum force. In the second
category, guidance with some force was used in five (n=5, 17%) of the incidents.
Eleven (n=11, 37%) examples of restraint involving two or more staff using force
while the patient remained upright were given using C & R techniques. Seven (n=7,
24%) of the incidents within this category involved only two nurses employing these
techniques. Twelve (n=12, 40%) incidents involved the patient being restrained in the
prone position using force by two or more staff, on further clarification it was
reported that all of these incidents involved a three man trained team. More forceful
measures were therefore used in the majority of incidents, as reported by staff
participants, in this study with a total of twenty three (n=23, 77%) using C & R
methods to restrain patients in the standing or prone position. A summary of types of

restraint is provided in figure 10 below.
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Type of restraint used

14 - ST e——

o e | e

number of incidents

1 2 3 4

1 gentle guldance, 2= guldance wih some force, 3= 2 or mor e staff remaining upright, 4= 2 or more staff prone position

Figure 10. Type of restraint used

4.4.2. Length of restraint

Length of restraint was measured in minutes. Participants were asked to recall the
length of time approximately in minutes that restraint was directly applied.
Responses were broken down into five categories; less than five minutes, five to ten
minutes, ten to twenty minutes, twenty to thirty minutes, and thirty to sixty minutes.
Twelve (n=12, 40%) participants reported that direct application of restraint
techniques lasted five minutes or less, five (n=5, 17%) participants reported that
restraint lasted between five and ten minutes, eight (n=8, 27%) participants reported
that restraint lasted between ten and twenty minutes, four (n=4, 13%) participants
reported that restraint lasted between twenty and thirty minutes, and one (n=1, 3%)
participant reported that restraint lasted between thirty and sixty minutes. Twenty
five (n= 25, 83%) staff participants therefore reported that hands on restraint had
lasted for twenty minutes or less, as per current UK guidelines. Five (n=5, 17%) of

the incidents lasted more than twenty minutes which is outside of recommended
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guideline limits (NICE 2005a). These figures should be viewed with caution. Staff
do not, as a matter of course, time lengths of restraint therefore these were estimates
given by staff participants. There is also the possibility, although speculative, that
staff may have underestimated lengths of restraints due to their concerns about staying

within set guidelines.

Length of restraint

number of participants

1= below 5 mins, 2= 510 mins, 3= 10-20 mins, 4= 20-30 mins, 5= 30-60 mins

Figure 11. Length of restraint

4.4.3. Use of seclusion

Of the thirty incidents that were examined, staff participants reported that eight (n= 8,
27%) incidents had resulted in the patient being secluded. Half (n=4, 50%) of the
incidents that resulted in seclusion took place on an intensive care unit where
seclusion rooms were readily available and the other half (n=4, 50%) took place on
admission wards where seclusion rooms were not available. These patients were

transferred to intensive care and placed directly into seclusion on arrival. Twenty two
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(n=22, 73%) of patients who were restrained did not go on to be managed in
seclusion. Of the eight (n=8, 27%) patients who were reported by staff to have been
secluded, five (n=5, 17%) were kept in seclusion for less than one hour, two (n=2,
7%) were in seclusion for between one and two hours, and one (n=1, 3%) was
secluded for between two and three hours. The average length of seclusion was one

and a half hours.

4.5. Physical consequences of restraint

Staff participants were asked whether injury occurred during the restraint incident.
Injury was to include either to a member of staff involved or the patient to whom
restraint was being applied. An adaptation of the Staff Observation and Aggression
Scale (Palmstierna and Wistedt 1987) was used to measure the physical consequences
of restraint. Physical injuries were categorised as; no injury, felt threatened or brief
pain (less than ten minutes) with no visible injury, physical pain (more than ten
minutes) or visible injury not requiring treatment, injury requiring some kind of
treatment but not necessarily by a doctor, and injury requiring some kind of treatment
or supervision prescribed or performed by a doctor. Half (n=15, 50%) of staff
participants reported that no physical injury occurred as a result of the restraint. Two
(n=2, 7%) members of staff felt threatened or brief pain, five (n=5, 17%) members of
staff received injuries requiring no treatment or pain for more than ten minutes, one
(n=1, 3%) staff participant reported that she required some treatment but not from a
doctor, and seven (n=7, 23%) participants required treatment by a doctor. Of the two
(n=2, 7%) staff participants who reported feeling threatened or brief pain, these
ratings were in relation to themselves and not the patient who was being restrained.

They reported that the patient had no physical injuries. For both staff this category
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related to brief pain as result of being involved in the restraint as opposed to feeling
threatened. The threatening aspect of the impact of restraint was, however, discussed
in the subsequent interviews and results will be presented later in this chapter. The
member of staff who reported that she required some treatment explained that this
was as a result of hot coffee being thrown at her and basic first aid skills were used
with no further treatment required. Of the seven (n=7, 23%) staff who reported that
the incident of restraint had required intervention from a doctor, three (n=3, 10%) of
these were in relation to staff and four (n=4, 13%) were in relation to patients being
restrained. For the staff, examples included requiring treatment at Accident and
Emergency for a back injury with further time off and referral for specialist
intervention, and for patients examples included treatment at Accident and

Emergency for suturing deep lacerations.

Extent of physical injury

number of participants
@

1 2 3 4 5
1= no injury, 2= felt threatened or brief pain. 3= injury requiring no treatment or pain for more than ten minutes, 4= some
treatment required without doctor, 5= treatment required by a doctor

Figure 12. Extent of physical injury
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4.6. Use of medication

One of the outcomes of restraint is frequently to use some form of medication to
reduce agitation. This study provided an opportunity to examine the extent of
medication used and means of administration to patients who were involved in
restraint incidents. Medication was recorded as; none used, oral (by mouth)
medication offered and accepted, oral medication offered and accepted after
persuasion, intramuscular injection offered and accepted, intramuscular injection
forcibly administered. For eight (n=8, 27%) of the participants interviewed, no
medication was used in relation to the restraint incident. Discussion within the
interviews highlighted that situations where medication had not been used were often
quickly resolved and medication was not considered an appropriate option. For
example, one incident involved an altercation between two patients and staff had to
intervene to separate the two. When time was offered to both patients individually to
air their grievances, an amicable solution was reached and the situation calmed
quickly. Four (n=4, 13%) staff reported that patients were offered oral medication
which they accepted. An example of this was for a female patient who regularly self
harmed and occasionally was restrained to prevent self harming. She would be
offered Lorazepam for her anxiety and agitation, accept this medication readily and
then spend a couple of hours in her room quietly with no further self harm. Eight
(n=8, 27%) staff reported that patients were offered oral medication which was
initially refused but then accepted after some persuasion. Staff accounts of these
events related to patients being angry and staff believing that medication may help to
reduce agitation. Staff felt that persuasion to take medication was in the best interests
of the patient and would prevent further escalation of aggression and violence. Two

(n=2, 7%) accounts reported that intramuscular medication was offered and accepted
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by patients. Both accounts related to patients that the staff felt they knew well, that
patients had not responded previously to oral medication but responded well to
intramuscular routes, and were agreeable for this treatment on this occasion. Eight
(n=8, 27%) staff reported that patients were given intramuscular injections by force
against their will. Examples of this were when staff felt that the situation was
dangerous and unlikely to be resolved without drastic interventions, that patients were
not responding to verbal interventions during restraint and were refusing offers of

medication orally or intramuscularly.

No medication oral medication accepted oral medication after intramuscular injection intramuscular injection
persuasion accepted administered by force

Figure 13. Use of medication - staff

4.7. Antecedents

The literature review has identified that often there are contributing factors which may
influence the development of untoward incidents in mental health care and
recognition of such factors can frequently prevent situations escalating if suitable

approaches are used to intervene as the situation develops. In this study, 23 (n=23,
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77%) out of 30 (n=30, 100%) staff reported some form of antecedent or warning had
been evident before the incident had taken place. Some staff reported a lack of clarity
in relation to antecedent behaviours, particularly those who had come in response to
alarm calls from other wards. These staff (n = 4, 13%) felt unable to comment on
antecedents as they had not been involved with the patients previously. The two
staff (n = 2, 7%) who were involved in incidents within their own clinical areas had
recently returned from time off and did not know the patients. They felt that they
should have been warned of previous minor incidents that had taken place but were
not. Three (n = 3, 10%) staff reported that communication had been poor in relation
to patients not taking medication in the day(s) leading up to the event. This
information had not been handed over to them and they reported that they only found
out after the event that this had been an issue. It is not clear whether these issues had
been clearly documented within the system,

“...I was responding to the PIT alarm [personal alarm system in place within this
Trust] to x ward. I didn’t know what I was going to really, or what situation I was
going to find myselfin”

“..I'd been off for four days. They'd told me to look out for him but they didn’t
explain how bad he'd been.”

“...He hadn’t taken his evening meds for three days but that wasn’t handed over. If

we’d known that, we would have been more prepared or maybe tried to do something

about that.”

More common antecedents were described directly in relation to mental illness.

Eleven staff (n = 11, 37%) stated that the patient’s mental state had deteriorated and

that the incident had occurred as a result of this,

144



“...She was manic. This always happens with her. You try and intervene but she gets
annoyed. Then you try to give her some space but she gets over stimulated. It’s a no
win situation.”

“..I think on hindsight we could see that his mental state was worsening but I
personally don't think we realised just how badly he was deteriorating.”

“..I could tell that he was deteriorating. He was pacing the ward and not
responding to any [talking) interventions.”

Other staff (n = 12, 40%) reported clear behavioural antecedents, not necessarily
related to mental illness,

“...well his behaviour was getting worse. He kept coming and demanding to use the
office phone and he could see we were all busy. I told him to come back later when
things were a bit quieter but he wouldn't listen.”

Eight (n = 8, 27%) staff reported that earlier minor incidents had taken place which
indicated that potentially situations could escalate,

“...He had gone up to x and kept pulling at her arm. She diverted his attention to
something else and then he kept coming up to the clinic [clinical treatment room
where medication was dispensed on this ward] when we were trying to give out the
meds. We had to shut the door in the end.”

Ome (n = 1, 3%) patient had taken amphetamines which resulted in him becoming
aggressive,

“...well we should have guessed because he’s done this before. Soon as he gets some
time off the ward he goes down x Road [a notorious area for illegal drug dealing] and
gets amphetamines.”

Some staff (n =9, 30%) found difficulty in explaining what antecedents were present

but reported that they ‘just knew’ events were escalating,
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“...The atmosphere was tense but you couldn’t really pinpoint what it was all about.
There wasn’t anything happening where you could say, “X is going to kick off today
and this is why”...”

The findings of this study support current literature related to antecedents. There are
some common themes related to worsening mental state, lack of / unsuccessful early
intervention, earlier minor incidents, stopping medication, and poor staff
communication. Staff experience and intuition also play an important part in

recognising early warning signs for the prevention of untoward incidents.

Many of the antecedents in this analysis overlapped. For example, staff described
worsening mental state and earlier minor incidents. Where this was the case, these
examples have been included in both categories. The theme related to behavioural
antecedents includes only situations where staff felt that patient behaviour was not
necessarily linked to mental illness. Some staff reported that patients had been angry
and abusive prior to incidents happening without this being triggered by mental
illness, for example when a social worker had not turned up as planned a patient had
become irritated. He paced around the ward and became increasingly more abusive to
staff. This was described by the staff participant in terms of his behaviour becoming
increasingly disturbed however it is of concern that this behaviour was not interpreted
through a framework of understanding that this patient may have been angry at being

let down by his social worker.
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A chart of the sub-themes related to antecedents is presented below:

ANTECEDENTS N=30 %
Mental state worsened n=11 37%
Behavioural disturbance n=12 40%
Intuition ‘just knew’ n= 30%
Unclear / assisting from another clinical area n= 13%
Not taking medication n= 10%
Use of illegal substance (amphetamine) =1 3%
Earlier minor incidents n=8 27%
No antecedents noted n=7 23%

Table 4. Antecedents

4.8. Feelings

4.8.1. Feelings leading up to the incident

The management of untoward incidents evokes strong feelings in staff. This has been
demonstrated in previous studies and these findings are supported within this study.
Feelings within this theme were broken down into sub themes related to before,
during and after the event. These will now be discussed.

Seven (n = 7, 23%) staff reported that they had no particular strong feelings in the
period leading up to the incident,

“...I was fine, business as usual.”

“...Nothing really, quite relaxed. Had just got back from leave so was feeling quite

relaxed.”
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The majority of staff (n = 23, 77%) reported feeling a variety of negative emotions in
the time span leading up to the incident itself. While not directly related to antecedent
behaviour, these feelings appeared to be contextual and were related to the imminent
potential for danger. Anxiety, apprehension and fear were the predominant feelings
(n=23, 77%), and a number of participants went to describe physical symptoms of
anxiety (n=11, 37%),

“...I could feel the adrenalin.”

“...I was scared, my adrenalin was pumping... I was shaking. My heart was

racing.”

FEELINGS - leading up to the incident N=30 %
No strong feelings n=7 23%
Anxiety, apprehension and fear n=23 T7%
Physical symptoms of anxiety n=11 37%

Table 5. Feelings leading up to the incident - staff

4.8.2. Feelings during the incident

During the incident the same staff reported that their feelings of anxiety continued but
they were less aware of them while being engaged in the act of restraint. Four staff
(n=4, 13%) specifically described feelings of automatically responding to situations
and being less aware of emotions,

“...Iwas on auto pilot...scared.”

“...Iwas aware of the adrenalin but I was more focussed on what was going on.”
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Other feelings which were reported during the incident were fear of the consequences
(n=3, 10%) and concerns regarding the situation becoming out of control (n=5, 17%).
These were linked to feelings of fear.

“..Iwasn’t sure what to expect.”

“.. It felt out of control, I didn’t know what was going to happen next.”

“..It was all a muddle, too many people were giving instructions, too many got
involved.”

“..Iwas scared.”

“...Frightened. Ireally was worried at this point.”

One participant (n=1, 3%) who had been involved in restraining a patient who had
thrown a kettle of boiling water at staff expressed concern about practical /
environmental safety issues,

“...I was acutely aware of the water all over the floor and we were slipping. [ was
worried that we wouldn’t be able to keep a hold of him because we were slipping all
over the place. ”

Another staff participant (n=1, 3%) was also concerned about practical /
environmental safety issues,

“...There was blood everywhere. It was spurting out from her cuts. Before I got
involved I took my gloves from my belt (I always keep a pair there, at the start of
every shift 1 get a fresh pair because you can't be too careful). I thought there’s
blood everywhere and none of them [her colleagues] are bothered.”

Other emotions described during the incident were of foolishness and humiliation,
“...The main feeling was foolishness and humiliation. I couldn’t release myself from

her grip on my hair or her teeth in my cheek.”
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One nurse (n=1, 3%), who subsequently went on to develop Post Traumatic Stress
Disorder, summed up her feelings during the incident,

1

“.. Terror.’

A summary of feelings of staff during the incident is offered in table 6 below.

FEELINGS - during the incident N=30 %
Anxiety n=11 37%
Out of control n=>5 17%
Fear / terror n=6 20%
Fear of consequences / outcome n=3 10%
Environmental / safety issues n= 7%
Foolish / humiliation n=1 3%

Table 6. Feelings during the incident - staff

4.8.3. Feelings after the incident
Common feelings in the immediate aftermath of the incident were relief (n = 11,
37%), anger (n = 8, 27%), guilt (n = 8, 27%), frustration (n = 4, 13%), concern (n =
4, 13%), and tiredness / exhaustion (n = 4, 13%). Relief was related to the situation
being managed and controlled, and was expressed regarding the event concluding
with perceived safe closure,

“...Relieved it was over. At one point I thought we were losing it. We were grappling
about the floor and it could have went one way or another.”

“...Relieved about the fact that she was safe.”

“...Relief. At one point I really didn’t think it was going to end.”
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Anger was mainly related to teamwork and resource issues such as poor staffing,

“...I still feel very angry with them [the team]. They sat in a ward round while I was
fighting for my life. I just don’t understand why. I trusted them. And x [a colleague]
Jjust stood and watched. 1 still can’t believe it.”

“...We’re not at our full compliment [of staff] and the ward is over crowded. We can
have up to forty patients here during the day, what with people sleeping out [if no
beds are available arrangements are sometimes made for patients to sleep in other
wards but return to their host ward during the day] all over the place.”

Guilt was related to using restraint as a last resort after other avenues had been
exhausted,

“...We’d tried talking to her, hoping she’d come round [to accepting medication] and
the doctors were pushing, and we were resisting, but eventually we had to give it. She
was becoming more and more unwell and just couldn’t reason with us.”

One member of staff (n = 1, 3%) related her feelings of guilt to the way that the
situation was managed,

“... Guilty about the process in that I thought we should have handled it better.”
Frustration was related to relationships with patients and external influences, mainly
resources,

“..I was really frustrated with her to tell you the truth. I'd given her a lot of
individual time and we’d talked about it, and she still did it.”

“...1 get very frustrated. We had a full day planned for the ward and then a member
of staff was sent to x ward and things just went downhill from there.”

Concern was expressed regarding the breakdown of therapeutic relationships and a

perceived lack of recognition by line management related to safety and support,

151



“...I was concerned [long pause while participant considers her response]. [ felt like
I'd let her down. We’d been making good progress and she was doing really well
until this setback. I think we’ll be ok, but at the time I really was concerned that all
the good work would have gone to waste.”

“...I just think...well what is it going to take before something really bad happens
[participant then goes on to talk in length about faults in wider support systems]. ”
Four (n = 4, 13%) staff reported to feeling tired and exhausted in the aftermath of the
incident,

“...Exhausted. As it went on it got more and more difficult to hold on to her whilst
trying to persuade her to come back.”

“...I was worn out. I went home and slept.”

A summary of feelings in the aftermath of the incident for staff is offered in table 7

below.

FEELINGS - in the aftermath N=30 %

Relief n=11 37%
Anger n=8 27%
Guilt =8 27%
Frustration n= 13%
Concern n= 13%
Tiredness / exhaustion n= 13%

Table 7. Feelings in the aftermath of the incident - staff
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4.9. What was helpful?

Teamwork was described by 50% (n = 15) of staff participants as the most helpful
aspect of managing the incident. This was broken down into various descriptions
which the teamwork theme encompassed,

“...Teamwork. We are very lucky here in that X [ward manager] runs a tight ship.
We had it planned what we were going to do and how we were going to approach it.
She took the lead and that made a difference. We knew who was doing what at all
levels.”

“...There was good co-ordination. Everybody worked as a team and that meant that
the situation was dealt with quickly and effectively.

“...Planned, co-ordinated, well managed...that makes a big difference when you get a
situation like this.”

Staff placed great emphasis upon this aspect of managing untoward incidents as
crucial in achieving a positive all round outcome,

“..You can’t underestimate what a difference that [teamwork and co-ordination]
makes. I've been in both situations and it can leave a bitter taste if the team don’t
work well together, or if it ends up in bun fight...you know, nobody knowing what the

]

next person is doing...all arms and legs everywhere.’
“...Reliable staff.”

Staff support during and after the incident was also specifically mentioned as helpful
by nine (n=9, 30%) staff,

“...I had excellent support from my colleagues and that made such a difference.”
“...Ifelt supported [by the staff team]. That was helpful.”

Post incident support will be discussed in more depth later in the thesis.
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Prompt responses were identified as helpful with nine (n=9, 30%) staff reporting this
as a helpful aspect of the incident,

’

“...There was a very quick response to the PIT [alarm]. Within seconds...’
“...Quick responses helped in this situation. That always makes a difference.”
“..The guys from X [Intensive Care Unit] arrived very quickly. That was very
reassuring.”

Training was also reported as a positive influence in managing untoward incidents
(n=6, 20%). Staff felt more confident if they were trained themselves and if they had
a team of staff who had previous training in Control and Restraint (C & R),

“...This [C & R training] has made a difference to our team. Since we’ve had this
chap we’re all being supported in getting the further training. That has made a
difference. Before, you might have one if you're lucky but now quite often we have
three on [duty] and we manage him much better.”

“...Even though I was really shaken up I was grateful that I'd done my C & R before.
I don’t quite know how I would have managed otherwise...I think the outcome could
have been much worse.”

“...You have more confidence in approaching the situation. I certainly feel happier if
1 know the people who are backing me up are C & R [trained].”

Knowing your patient and having good relationships with patients was a feature
described as helpful. Six (n=6, 20%) staff described this in a positive way,

“... Afterwards we sat down and talked about it. I was worried that the relationship
would be broken down but she apologised to me and, in fact, if anything our

’

relationship is better now.’
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“...Ithink the fact that I know X [the patient] really well helped. I was able to talk her
down and I think it could have been a lot worse even though it felt bad enough at the
time.”

“...There are issues about how well you know your patients. ['ve known X for years
now and I think weve built up a bit of respect. She’ll listen to me whereas one of the
newly qualified [nurses] might not get away with it.”

In some instances patients were transferred from acute wards to intensive care in
order to manage challenging behaviour in a more secure environment. Transfer
provided its own challenges and was highlighted by four (n=4, 13%) staff as a factor
which affected how positively incidents were subsequently viewed. This could be in
terms of physical transfer through corridors and heavy doors, as well as availability of
beds in PICU,

“...We had a smooth transfer and that was helpful.”

“..Transferring patients from here to the other ward can be a major problem but in

this instance the transfer went smoothly.”

A summary of what was helpful for staff is offered in table 8 below.

WHAT WAS HELPFUL? N =30 %

Teamwork n=15 50%
Staff support n=9 30%
Prompt response n=9 30%
Training n=6 20%
Nurse patient relationship n=6 20%
Smooth ward transfer / availability of PICU | n=4 13%

Table 8. What was helpful for staff participants?
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4.10. What was unhelpful?

As expected, staff reported some of the opposite to what they had found helpful when
asked the question about what was unhelpful. While teamwork was cited as being
most helpful, lack of co-ordination was cited as being most unhelpful (n = 6, 20%).
Lack of support was reported (n = 5, 17%) as well as poor responses to incidents (n=
3, 10%) although these unhelpful responses were much lower in relation to the same
helpful responses.

There were additional factors which staff reported to be unhelpful when being
involved in untoward incidents. Staffing (n = 6, 20%) was reported negatively in
terms of poor staffing and skill mixes,

“... We have lost a few staff recently and this reflects on how these incidents are dealt
with. We have new staff who don’t know the patients or the set up well.”

“...We were working on low numbers with agency staff”

“...It makes a big difference when we are on our full complement [of staff].”

Poor communication was cited (n = 6, 20%) in relation to nursing staff as well as the
multidisciplinary team,

“...The rest of the MDT sat in the meeting room while it was all kicking off. I don’t
believe that they didn’t hear what was going on.”

“...I was called over to X ward and they just stood there waiting for me to do
something. They think we are telepathic, that all they have to do is ring the phone
and we will appear and solve their problems for them. All I did was go up and talk to
the lady and she soon calmed down.”

Long decision making processes were also cited as a difficult area of communication

when deciding management plans for challenging patients, sometimes resulting in

situations escalating,
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“...Nobody could decide what to do for the best. We all had different views and we
all felt strongly about the best way forward. This delayed things which I don’t think
helped the situation.”

Environmental factors were cited as unhelpful (n = 4, 13%). These included
manoeuvring heavy doors when trying to transport patients to a safer area (n=2, 7%,
location of incident (n=3, 10%), and overcrowding (n = 1, 3%),

“...We can have over forty patients on here at any one time, what with people
sleeping over on other wards at night [over bed occupancy| and others attending for
meetings during the day. The place is not built to house that many and we aren’t
given the amount of staff needed to compensate for the extra.”

A summary of what was unhelpful for staff is offered in table 9 below.

WHAT WAS UNHELPFUL? N=30 %

Lack of co-ordination n=6 20%
Lack of staff support n=5 17%
Poor responses to incidents n=3 10%
Poor staffing / skill mix n=6 20%
Poor communication =6 20%
Environmental factors n=: 13%

Table 9. What was unhelpful for staff participants?

4.11. Reawakening of traumatic events
In the earlier pilot study it emerged that, for some participants, the experience of

restraint reignited the experience of earlier traumatic events. Examples included staff
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who had been in previous particularly traumatic restraints where serious injury had
taken place, and situations had become out of control. On interviews related to
different incidents involving restraints staff had described the previous event being
‘re-lived’ or that the event had been reminiscent of previous encounters. There were
some difficulties in examining this phenomenon in terms of distinguishing between
the terms used. The description of re-living the event suggested that the more recent
event of being restrained activated a process whereby access to stored unconscious
memories was triggered and brought to consciousness. This process was not activated
at will and was therefore out of the participants’ control. This phenomenon could also
be described as a reawakening of events resulting from the recent experience of
restraint, but not under the conscious choice of the participant. Examples from the
previous pilot study (Bonner et al 2002) included a member of staff who had been
injured as a result of an assault by a patient some years previously. When she was
interviewed in relation to a more recent restraint incident she described feeling as if
she was experiencing the earlier event again. This had caused subsequent distress to
her and she was reluctant to engage in further restraint situations. From a patient
perspective, an example of this phenomenon was regarding a patient who had been
raped by strangers fifteen years before the recent restraint incident. She too described
feelings of “being back there” during the recent restraint and was very distressed
during the event, and for some time afterwards. Use of the term ‘remembering’ the
event is distinguished differently for the purpose of this study. Some participants had
described how recent restraint incidents had been reminiscent of earlier incidents.
These descriptions were different to the more vivid descriptions of re-living /
reawakening and had not carried subsequent distress to those individuals. These

terms are therefore distinguished between re-living and reawakening being vivid
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recollections which had caused distress, and remembering which had been within the
control of the participant and had not caused subsequent distress. This study aimed to
explore this phenomenon further and a question was included which asked whether
this event had brought back distressing memories of previous traumatic encounters. If
participants responded positively further open ended questions were asked to try and
ascertain a more comprehensive picture of this phenomenon and how it was
experienced. Seventeen (n=17, 57%) out of thirty participants reported that the
incident had brought back memories of previous traumatic encounters. For the staff
group who responded positively their descriptions were divided into two groups, work
related encounters and non-work related encounters. Work related encounters were
then broken down further into specific work related events and non-specific work
related events. Work related encounters were when the recent experience of restraint
had brought back memories of previous work related traumatic events. Specific work
related events were identified as events that staff were clearly able to recall that had
happened on a previous occasion but that memories of the specific event resurfaced
during the more recent untoward incident. For example, one nurse had been involved
in a particularly nasty incident over two years previously, whereby a member of staff
had been seriously hurt and the situation had taken some time to control. The
participant described how this event subsequently sprung to mind on almost every
occasion that she was involved in restraint, no matter how ‘minor’ the incident. Non
specific work related traumatic events were categorised as generalised remembering
of distressing memories related to experiences of previous restraints. Staff found
these difficult to articulate and when asked whether the memories were related to an
event in particular they would respond that the memories were of different restraint

€Xperiences:
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“..At’s hard to explain. I just think about lots of the other ones that have happened.
Am I going to manage this one alright, what’s going to happen, that sort of thing.
You might remember one that was similar to this but you don’t always.”

Non work related encounters were related to memories of traumatic events that had
happened to the individual previously but had been remembered during the course of
restraint. For the participants who experienced this phenomenon, the events were
always clear and specific. For example, a member of staff had been assaulted some
eighteen months previously. When being interviewed about the recent restraint
experience he described how disturbing images of the earlier encounter had come to
mind and that this had happened during other incidents of restraint. Describing the
experience for this participant proved difficult and this was in keeping with other
participants. The phenomenon was not experienced as a flashback per se, as
commonly experienced with PTSD. Rather, participants readily recognised that the
memory / experience was disconnected to the current restraint situation and in the
heat of the moment the participants still felt in control of their thoughts and feelings.
They admitted that they hadn’t given these experiences much thought until being
directly asked about them. A breakdown of these responses is offered in table 10

below.
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REMEMBERING TRAUMATIC EVENTS N=30 %

Remembering previous encounters n=17 57%
Work related - specific | =3 10%
Work related — non specific n=10 33%
Non work related n= 13%

Table 10. Remembering previous traumatic events - staff

4.12. Trauma Screening Questionnaire (TSQ)
The TSQ was used to ascertain whether participants were experiencing symptoms of
trauma and may warrant further screening for PTSD. The results of the staff findings

for the TSQ are highlighted in figure 14 below.

TSQ scores - staff

Number of participants

zero one two three four five six seven eight nine ten
TSQrating

Figure 14. TSQ scores- staff
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Out of 30 participants, 2 staff (n=2, 7%) scored above clinical cut off points and
warranted further screening for PTSD. Both staff went on to have further assessment
and treatment. Although the rest of staff participants were below clinical cut off
points, 20 staff (n=20, 67%) still had some existing PTSD related symptoms as

indicated in figure 15 below.

Breakdown of TSQ ratings - staff
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Reactlon to traumatic event

Figure 15. Breakdown of TSQ ratings

The x axis indicates the questions listed in the TSQ from 1-10. Question one asks
whether the participant has had upsetting thoughts or memories about the event which
have come to mind against their will in the past week. 3 staff (n=3, 10%) indicated
that this had been the case for them. One member of staff (n=1, 3%) reported
positively to the second question which asked whether the participant had upsetting
dreams about the event. 2 staff (n=2, 7%) felt as if the event was happening again in
response to question three and 4 staff (n=4, 13%) felt upset by reminders of the event

in response to question four. Question five asks about physical symptoms such as fast
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heartbeat, stomach churning, dizziness; 3 staff (n=3, 10%) responded positively to
this. 3 staff (n=3, 10%) had difficulty in falling asleep (question six) and 5 members
of staff (n=5, 17%) reported having irritability or outbursts of anger (question seven).
3 staff (n=3, 10%) responded positively to question eight which asks whether the
participant has had difficulty concentrating. The last two questions rated more highly
over the others. Question nine asks whether the participant has had heightened
awareness of potential dangers to yourself or others and 22 (n=22, 73%) reported
positively to this. Question ten generated 10 (n=10, 33%) positive responses to
whether the participant was jumpy or startled at something unexpected. These last
two points were of particular interest. These are recognised symptoms for PTSD but
for the majority of participants, overall ratings were below clinical cut off points for
further PTSD screening. When completing these forms a number of staff reported
informally that they had positively rated the heightened awareness questions in
relation to their nursing roles, ie that they were generally more aware of surroundings
and risk than they would be outside of the clinical setting. This would be in keeping
with policies, guidelines, and training related to observation, risk and safety. Further
consideration was given towards the severity of the restraint incident and the score on
the TSQ, the untested hypothesis being that the more severe the incident, the greater
the risk of trauma. On re-examining all of the incidents in relation to TSQ scores, this
hypothesis would be supported. The two staff who went on to develop PTSD had
been involved in more dramatic experiences, both members of staff being beaten

severely and perceiving risk of severe harm or death during the incident.
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4.13 Staff evaluation — Post Incident Review

The Post Incident Review formed the framework for the semi structured interviews.
This format had proved helpful in the earlier pilot study and had been positively
evaluated but no measurement of these evaluations was taken at that time. This was
an opportunity to evaluate more thoroughly to establish whether this may be a
framework that could be advocated for use in clinical practice. An evaluation form
(appendix 10) was offered to staff at the end of the interview and they were asked to
complete this anonymously and return to the researcher. 100% of staff returned the
evaluations. The evaluation was made up of six questions which staff were asked to
rate on a likert scale of 1-7 where 1 equalled strongly disagree, 7 equalled strongly
agree, and anchor point 4 equalled neither agree nor disagree. Four questions asked
specifically about the efficacy of the framework and two questions were included
which asked whether the incident could have been predicted and whether the incident

was managed well. Results are presented as follows:
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Question one (figure 16) asked participants whether the framework provided an
opportunity to discuss the aftermath of an incident which they may not otherwise have
had the opportunity to do. All of the staff participants agreed with this

statement.

Post incident review offered opportunity to discuss aftermath

Number of participants

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 16. Post Incident Review evaluation question 1 - staff
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Question two (figure 17) asked whether the review had allowed the member of staff to
think about some of the events leading up to the incident. Two (n=2, 7%) participants
neither agreed nor disagreed that the review had allowed them to think about events
leading up to the incident, the remaining staff (n=28, 93%) agreed that the review had

offered this opportunity, and out of those 37% (n=11) strongly agreed.

Post incident review offered opportunity to think about events leading up to the incident

Number of participants

o ==
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Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree
Likert scale

Figure 17 . Post Incident Review evaluation question 2 - staff
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Question three (figure 18) asked whether the Post Incident Review had helped the
participant to think about how the incident was managed. Four (n=4, 13%) staff
neither agreed' not disagreed that this was the case and the remaining twenty six
(n=26, 87%) agreed that the review had allowed them to think about how the incident

had been managed.

Post incident review helped me to think about how the incident was managed

Number of participants

o e s

Strongly disagree Disagree Slighlly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree
Likert scale

Figure 18. Post Incident Review evaluation question 3 - staff
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Question four (figure 19) asked the participant if the framework was a useful way to
review incidents of restraint in the practice setting. One participant disagreed and the

remaining twenty nine (n=29, 97%) agreed.

Post incident review was a useful way to review incidents of restraint in practice

10 ety

Number of participants

Strongly disagree Disagree Slightty disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 19. Post Incident Review question 4 - staff
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The last two questions asked about management of the incident (figure 21) and
whether the participant believed that it could have been predicted (figure 20). These
questions were used to provide supplementary data to the qualitative interviews which
were being undertaken as part of the wider study. Mixed responses were generated
from these questions. 60% of participants (n=18) agreed that, on reflection, the
incident could have been predicted, 17% (n=5) neither agreed nor disagreed that the
incident could have been predicted, and 23% (n=7) believed that it could not have

been predicted.

On reflection, | think that the incident could have been predicted

12

Number of participants
(=]

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 20. Post Incident Review evaluation question 5 - staff
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The final question asked whether the participant believed that the incident had been
well managed. 67% (n=20) agreed that the incident had been well managed and 13%
(n=4) neither agreed nor disagreed with this statement. Of the 20% (n=6) who did not

agree that the incident had been well managed, 6% (n=2) disagreed strongly.

On reflection, | think that the incident was managed well
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Figure 21. Post Incident Review evaluatiou question 6 - staff
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4.14 Staff focus group

Despite my reservations that no staff would turn up I was delighted to have the
opportunity to discuss restraint with twelve members of qualified staff. The meeting
had been arranged to be slotted in with another training day hence the number of staff
available at that time. This focus group proved to be a great source of data and a
discussion of the content will now follow. The demographics of the focus group were
not noted in depth; however the majority of the group already had C & R training and
appeared to be an experienced group of clinicians. Some of the group members had
worked in different localities within the Trust and others had been employed
previously within another neighbouring Trust therefore they compared their
experiences within different areas in relation to their current places of work. This
provided a wealth of rich discussion related to the topic of current restraint in a
variety of practice settings.

The staff focus group discussed similar antecedent behaviours to the other staff
participants. They discussed how sometimes, in their experiences, incidents could be
avoided through earlier therapeutic interventions as opposed to waiting while
situations escalated,

“Sometimes we create the incident. We're not actually prepared to deal with it so we
let it continue. Complacency gives the wrong message.”

“The atmosphere is tense. We just look at each other waiting for it to happen.”
Training was discussed with mixed feelings. Staff reported that in general they felt
safer and more equipped to manage situations of restraint if they were trained in C &
R methods and if they had the back up of a trained C & R team on shift. This was in
keeping with individual responses from the qualitative interviews. Reservations were

expressed within this group in relation to C & R training, however, which were not
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evident within the responses from the other staff participants. Staff in this group
expressed concern that colleagues used lack of C & R training and updates as a way
of avoiding situations involving restraint procedures. There was some resentment
within the group surrounding this issue, and some participants expressed anger that
they were regularly placed “on the front line”, or colleagues went off sick when there
were particularly challenging patients on the ward,

“There is a core group who avoid training. Management need to push training or
those staff should be redeployed elsewhere.”

“You can end up in the situation where the people that avoid restraint end up going
off sick if you've got somebody [a patient] that needs a lot of management [of
aggression| and they [the staff member] have o get involved. ”

“People opt out by not doing training but can’t respond [to situations requiring
restraint].”

In relation to this issue others expressed concern that clinicians who attended C & R
training were being assessed as competent in class but were incompetent when
applying their newly acquired skills within the clinical area,

“I have been in dangerous situations with one particular member of staff who has
attended training but can’t do the holds properly. I suspected this for a while because
it [staff in restraint situations] wasn’t working as a team, and patients were getting out
of holds. I didn’t like to say anything but in the end I did to another member of staff
and she agreed with me. We had a word with her [the member of staff who they
believed was incompetent] and she admitted that she didn’t think she was doing it
properly. We were lucky enough to be able to talk about it and she has since got
much better but we are a good team and I don’t think that I would be comfortable

doing that in some of the other places that I've worked.”
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Another staff member expressed her concemn regarding reputation within clinical
areas in relation to proficiency at management of violence and aggression,

“I'was trained in another area in C & R and I'm blamed for what went wrong [during
a previous incident] so I don’t respond. It’s handed over discreetly, “Don’t let her be
involved in C & R, she’s not helpful” but nobody has actually said it directly to my
face.”

Other issues surrounding training which support some of the issues raised through
other individual staff interviews were that training should be provided for whole staff
teams at the same time. The group agreed that training with colleagues that you were
subsequently working with as a C & R team would make sense in terms of working in
coordination with each other in the training environment, and then applying these
techniques as a team in practice,

“I know it has practical implications, but it would make it so much more sense if the
whole team could be trained en masse. Sometimes if you're in a restraint situation
with somebody that you've never restrained with before, you don’t quite get the
coordination right and it makes it that bit more difficult. I know managers don’t want
whole teams to go off together but it would probably save them in the long term from
injuries and badly handled restraints.”

The focus group participants supported comments made within the staff data analysis
in relation to issues of the restraint situation having more positive outcomes if there
was some semblance of coordination and control. Participants agreed that if one
person took the lead in restraint situations the whole team worked better, and as

individuals they felt safer and in control,
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“If you are a leader you can take over and be on top [of the situation]. One person in
control is easy. Don’t leave it to somebody to take charge if they’re wary — time
wasting is risky.”

Issues of Post Incident Review for both staff and patients was discussed and the group
agreed that Post Incident Review within the areas that they had practised had been
inconsistent or non-existent. Ward cultures and management styles were discussed in
relation to Post Incident Review with regards to the lack of commitment to Post
Incident Review in some camps,

“Following one difficult incident I was complaining that we should have some kind of
support and a manager said that everyone gets assaulted in this job and that why
should I be treated so special. It gives the wrong message.”

“They [some members of staff] keep it in. They say that it’s part of the job and that if
you do the training you should be prepared to get on with it.”

As far as support to patients was concerned the group also agreed that this was
lacking in the areas that they had worked,

“I believe that it [Post Incident Review and support for patients] does get forgotten.”
“Well it tends to be a bit like, you go up to the patient, and you ask them if everything
is ok, and then you carry on as usual.”

“I think in some areas there are favourite patients. Nobody would admit that but for
those patients they do get a bit more time to look at what’s happened. But it doesn’t
happen as a matter of course for everybody.”

“I think that sometimes it's [Post Incident Review] done to patients. Often it’s about
not asking the right questions. The event has passed and it’s meaningless, it’s

discussed in the ward round and the patient can’t remember. They don’t want to talk

about it in the ward round or the MDT [multidisciplinary team meeting].”
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One nurse who was in the group was now working in a post which involved
community work with clients who were very recently discharged from inpatient care.
She spoke at length about the time that service users who had been discharged
discussed some of their experiences in hospital, particularly in relation to restraint
incidents,

“It is horrifying to hear their experiences and how professionals abuse their power.
This appears to be the norm and needs to be looked at more broadly.”

This supported my own experiences as a Community Mental Health Nurse and this
issue had underpinned some of my considerations related to the pilot study some
years previously.

The discussion of Post Incident Review developed into a recollection of what staff
had found helpful or unhelpful on a more personal level. Some staff described some
dramatic events that had happened to them in practice, for example one nurse had
been aware that a patient had a dislike towards her and had verbally threatened her.
Subsequently she was followed into the office by this patient and was attacked
physically,

“I found it traumatic. We couldn’t get control. Iwent to staff support [afterwards]. I
went to counselling. It helped me to face work again.”

Night staff had their own particular issues and reported that they had to actively seek
support following incidents that happened during the night. They felt particularly
vulnerable as a result of lower staffing numbers on nights,

“There is no support at night. It’s good to talk about it. I put it in the diary so I can
manage to make time. I'll come in a bit earlier to speak to [ward manager].”

2

“I wasn’t offered it [post incident support] until later. It should be offered sooner.’
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The focus group went on to speculate about the consequences of not accessing
appropriate interventions following restraint and appeared to be acutely aware of their
own, and their colleagues, psychological vulnerability following restraint. They
returned to the discussion of colleagues who avoid restraint situations while putting
their colleagues at risk, and were more sympathetic towards their colleagues than they
had been earlier in the discussion,

“You wonder if they ’ve had some really bad experience and this is why they avoid it
now. Maybe the best way for them to cope, maybe it’s the only way, is to avoid
situations that remind them of it.”

“I know one guy who had a really bad time of it. He got badly injured and was off for
months. He does talk about it sometimes and I think that had made him more wary.”
“I think for some people it has affected their lives in many ways. They re never quite
the same after they’'ve had a really traumatic experience [of restraint]. But some
people have been in the job for years and can’t really do anything else. They’ve got
their pensions and everything, and maybe they just think they can stick it out.”

One nurse summed this part of the discussion up,

“There for the grace of God go the rest of us...”

The staff focus group was a worthwhile exercise. It provided further opportunity to
gather information from a group of staff who had a wealth of experience and training
in management of violence. The group was not representative of all of the other staff
interviewed as the staff in the focus group were all qualified and had some years of
experience amongst them; however they did support comments that were made from
individual staff interviews whose demographic data were similar. Many of them had
worked in other areas and were able to make comparisons which were not particularly

alluded to within the individual staff interviews. This may be because of the group
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discussion which generated further thoughts for individuals whereas for individual
interviews this element was not built in to the interview questionnaire. The group
were also attending a training session which may reflect that they were already
motivated to continue to improve their practice and as such were more willing to
engage in the research process. The focus of the group tended towards the negative
aspects of restraint, and lack of support. During facilitation attempts were made to
establish positive experiences and some of these aspects have been highlighted above,
for example access to staff counselling; however the group were inclined to return to
more negative experiences throughout the discussion. The group also focussed more
on staff issues than concerns regarding the patient experience. Reflecting in action
during the group process I considered offering this observation back to the group for
further discussion; however I was aware that I did not want to influence the group any
more than was necessary to respect the parameters of the research study design.
Reflecting on this dynamic subsequently with my co facilitator, we agreed that
perhaps this was a fairly unique opportunity that this group had been offered to share
their experiences and that they placed their own personal experiences as the priority
for discussion. This supported the notion that perhaps staff do not feel cared for, are
not a priority, and unless their needs are addressed they are unlikely to be able to fully
address the needs of patients in their care. The assistance of my co facilitator was of
great value in terms of maintaining boundaries in the group, steering conversations
back to the topic in hand, as well as taking extensive notes. 1 had hoped that the
group would allow me to tape record the meeting but some members were reluctant
for this to happen therefore this method was not used. Detailed field notes assisted in

the subsequent analysis of the discussion and provided a tool for comparison for

177



myself and my colleague when discussing the various themes which emerged within

the group discussion.

4.15 Conclusion

This chapter has presented findings related to staff participants and has offered a
number of themes which support some of the issues identified within the literature
review as well as offer fresh insight into the complexities of the experience of
restraint for staff. Restraint is multifaceted and section 3.2 highlighted how some of
the complexities involved in defining the term can be teased out among clinical
colleagues to provide a working definition which has helped to underpin the research

approaches used within this study.

Demographic data which were gathered from staff participants highlighted that the
group were mature clinicians, largely Staff Nurse Grades who were of a
predominantly White British cultural background. The minimum standard of
breakaway training had been met by all participants including unqualified staff.
Despite this training the findings suggested that the experience of restraint has a broad
psychological impact for staff, ranging from viewing the experience as part of the job

which has little emotional consequence through to PTSD and its associated disabling

symptoms.

The types of restraint which staff discussed were also wide ranging but more
obtrusive restraint procedures were dominant with 77% (n=23) of the incidents using
C & R techniques in the standing or prone position. 83% (n=25) of staff reported that

the length of restraint had lasted for less than the twenty minutes maximum
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recommended in current NICE (2005a) guidelines, however this study is a snapshot of
one particular Trust in the South of England and may not necessarily represent
practice in the wider UK population. It may be that other areas, such as more secure
forensic settings use restraint procedures for much longer than the stated guide of
twenty minutes and further research is indicated related to lengths of restraint
procedures and the physical / psychological impact that his may have upon both the

recipient of the procedure and the nurse who engages in this practice.

27% (n=8) of the incidents involved use of seclusion. The study did not aim to
examine experiences of seclusion but qualitative interviews with the patient group
highlighted that this was an area worthy of further attention. The staff group did not
discuss aspects of seclusion in depth but some staff on acute wards where no
seclusion rooms were available believed that having a room available could be
helpful, particularly in managing aggressive patients within the acute area without

having to transfer to more intensive care settings.

Recording extent of physical injury added further understanding related to the dose —
response theory discussed in the literature review. Of the two staff who scored highly
on TSQ (Brewin et al 2002), both had been recipients of severe physical injuries
therefore this would support the notion that the more severe the physical
consequences, the more likely trauma symptoms will occur subsequently. Caution
must be taken as this study interviewed relatively small numbers of participants,
although anecdotally during the course of the research a number of nurses have
approached the researcher with stories of trauma symptoms following more physical

assaults and there is a need to examine this aspect of restraint on a greater scale. This
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small sample does not necessarily represent a true picture of the possible links
between physical injury and subsequent psychological sequelae. It may be that a
similar study on a different site would find a much clearer link or no link at all
therefore replication would be important to support or refute the findings presented

within this thesis.

Eight (n=8, 27%) staff reported that no medication was used during the restraint
procedure, however this was offset by another eight (n=8, 27%) who reported that
intramuscular injections were administered against the patient’s will. Administering
medication without consent was an ethical dilemma which staff discussed in the
course of the interviews with no staff member offering a view that this was a positive
aspect of their role. On the contrary, staff viewed this as a part of their role that they
disliked most and were very reluctant to engage with this procedure unless absolutely

necessary.

The themes generated from the qualitative interviews highlighted further how
complex the experience of restraint can be. Antecedents were described by a number
of staff and 77% (n=23) reported that, on reflection, they believed that the incident
could have been predicted. The literature review identified that aversive stimulation
by staff is a factor that can influence the course of aggression and violence in mental
health settings; however staff in this study did not report examples of aversive
stimulation. The patient findings did report this to be the case therefore it would have
been helpful to examine this further in this study. Staff described warning signs more
in relation to mental states worsening, often linking this to not taking medication.

Staff appeared to use their skills of observation to detect such changes but did not
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speak at length about any early interventions which were made to prevent situations
from escalating. This may be a weakness in this study as this specific question was
not asked of staff however one would expect some discussion of preventative

measures which may have been used in the context of reporting antecedents.

Discussion of feelings dominated the qualitative interviews, as was the case in the
earlier pilot study (Bonner et al 2002). Feelings of anxiety and apprehension were
evident prior to, and during, the experience of restraint. These feelings of anxiety
seemed to subside as the situations were controlled, and the aftermath of the restraints
were dominated by feelings of relief. In addition, staff had longer lasting concerns
following incidents which were not always resolved to their satisfaction. Guilt at
restraining patients was a feeling that was described by a number of staff, as well as

anger at situations escalating to the point of restraint.

The staff described helpful and unhelpful aspects of incidents in the course of the
interviews. Practical issues such as keeping a safe environment (eg., use of gloves
during blood spillage) were a factor which had not been considered by the researcher
but were a concern to staff involved. Good teamwork and coordination was described
as helpful whereas when this did not happen for staff it was viewed as most unhelpful.
Staff described having some form of training as helpful, both in terms of feeling more
confident in situations as well as being able to physically manage restraint. The focus
group, however, highlighted that despite previous training, some staff are still viewed
as incompetent by their colleagues. This affects the notion of good teamwork, and

can ultimately be a risk factor in managing challenging behaviour.
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57% (n=17) staff participants reported that the experience of restraint had invoked
memories of previous traumatic encounters. This is an area which warrants much
more scrutiny in considering how staff should be supported in acute mental health
settings. In addition to the strong feelings which were described by staff, there is a
possibility that the act of restraint may be an additional dose of trauma to staff who
may already be managing trauma symptoms from previous encounters. If restraint is
perceived as a traumatic event by staff then they could potentially become a high risk
for more serious psychological consequences of restraint. This study has identified
that previous events take many forms, and are not necessarily linked to earlier
restraint procedures, which would suggest a need for a holistic approach to managing

staff who are using restraint procedures on a regular basis.

The TSQ highlighted trauma symptoms evident within the group during the course of
the study. Use of this method was a helpful supplement to the data collected,
particularly in light of the experience of restraint triggering memories of earlier
traumatic events. Two out of thirty (n=2, 7%) staff scored above clinical cut off
points on the TSQ. While this may seem a relatively small number, there is a
possibility that in real terms the percentage may be higher. Staff do not always report
psychological effects of their roles. The TSQ asked staff specifically about
psychological symptoms and there is potential to use this tool in a larger study to
establish a better understanding of trauma symptoms in staff following restraint.
Asking staff about such symptoms could address the issue of under reporting and
provide a clearer picture of the extent of trauma experienced by staff following
restraint. A greater number, 57% (n=17) reported that the event triggered memories

of earlier traumatic events. It may have been that staff felt more able to talk about
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this aspect of restraint as opposed to reporting specific symptoms. There is a need to
examine this on a much larger scale before coming to any clear conclusions in relation

to traumatic effects of restraint.

Finally, these findings suggest that use of a structured, Post Incident Review can be
helpful for staff. The evaluation of the Post Incident Review was positive and this
framework was acceptable to the group of clinicians who were interviewed for this
study. The literature review highlighted that there is a lack of guidance and clinical
models for Post Incident Review and the framework used for this study could address
this issue. The framework avoids in depth re-living of the experience, as
contraindicated by NICE PTSD (2005b) guidelines, but provides a more informal
consideration of events which may offer staff an opportunity to review incidents in a
non-threatening way. These findings should be considered with caution. Evaluation
questionnaires were completed straight after the interviews took place and it may be
that this approach facilitated a more positive response than if participants had
completed the evaluations at a later date. It could be that my role in facilitating the
research interviews may have skewed participants’ perceptions of the efficacy of the
Post Incident Review in a more positive way. It would be of value to conduct wider
evaluation to larger groups after allowing some time for reflection following the Post

Incident Reviews to establish whether these positive responses would be replicated.
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CHAPTER FIVE - FINDINGS — PATIENT PARTICIPANTS
“.I almost felt like it was him on top of me. I thought I was going to suffocate, I
could almost smell him. I just wanted to get in to the bath afterwards...” (Anon

2006)

5.1. Introduction

This chapter will present findings in relation to the thirty (n=30) patient participants
who took part in the study. The same methods that were used for staff data collection
and analysis were also applied to patient participants. These techniques have been
described in depth in Chapters two and three, and data will now be presented in
relation to the information that was collected from patient participants. The grounded
theory process applied to the data enabled a qualitative analysis of the transcribed
interviews using Straus and Corbin’s (1998) description of content analysis and
themes were similar to those identified within the content analysis of staff interviews.
The core categories identified through the analysis process for patients were in
relation to antecedents; feelings; helpful and unhelpful aspects; and reawakening of
earlier traumatic events. The format of the interview questionnaire for patients was
the same as the format used for staff and this may be why these themes occurred more
frequently within the analysis. Using the mixed method approach described earlier,
supplementary data was gathered to support the qualitative analysis as well as provide
a wider picture of the patient group and these findings will be presented within this
chapter, with bar charts offered to support the presentation. Section 5.2. will outline
the restraint incidents being reflected upon by patient participants and highlight any
differences which may not have been evident within the staff data analysis. Section

5.3. will present demographic data gathered from patients during the research process.
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This will be divided into sections related to gender and age; ethnicity; diagnosis and
legal status; and previous admissions, length of contact with mental health services,
history of violence. Section 5.4. will outline type of restraint, length of restraint, and
use of seclusion described by the patient participants. Section 5.5 will present
physical consequences of restraint for patients and section 4.6 will offer findings
related to medication. The core categories identified within the qualitative analysis
will then be presented within section 5.7. which will be broken down into separate
themes. Section 5.8 will go on to present findings related to the TSQ (Brewin et al
2002) which was applied to patient participants in a similar process to staff.
Following the research interviews and use of TSQ (Brewin et al 2002), patient
participants were also asked to complete an evaluation form related to the format that
had been used for the research interview as a method of Post Incident Review. The
findings related to the evaluations for patients will be offered in section 5.9. Section
5.10 will conclude the chapter with a summary of the main points presented in

relation to patient findings.

5.2. Restraint incidents

The definition of restraint illustrated in findings related to staff was applied to
incidents which patients described in this study (see chapter 4.2). Restraint ranged
from gentle hands on intervention to guide a patient to a place of safety to full
application of C & R techniques by a trained team. Some of the patient interviews
related to the same incidents that some staff interviews related to, however there were
other incidents which took place that only patients were interviewed about. This was
done for practical reasons as staff were not always available to be interviewed, and

similarly patients were not always well enough to be interviewed, or refused to
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participate. Some insight was offered by patients in terms of other professional
groups who were involved in restraint, namely police who had brought individuals in
to hospital. Two patients who described this experience expressed mixed feelings.
One patient described the experience as “humiliating and degrading” however he
went on to say that one of the officers had been “understanding and kind”. Another
patient stated that “the hospital staff were a bit better than the police; at least they

didn’t cuff me up”.

5.3.Demographic data

Demographic data for patients were made up of gender, age, ethnicity, diagnosis,
legal status, number of previous admissions, and length of contact with mental health
services. These categories were chosen to try and build up a picture of the patient
group who were involved in incidents of restraint and to establish whether particular
demographic profiles experienced any different psychological responses to restraint
within the patient group. There was also opportunity to consider whether legal status
or length of contact with mental health services were factors which may have any

influence upon the consequences of restraint.

5.3.1. Gender and age

Thirty (n=30, 100%) patients were interviewed with a split of seventeen (n=17, 57%)
female patients and thirteen (n=13, 43%) male patients. This was a similar gender
split to the staff participants. The age range for the whole group was between 18 — 58
years, the mean age being 35. Female patient participants ages range from 24-53, the
mean age being 36. Male participants’ ages ranged between 18-58, the mean being

32.
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A summary of ages is highlighted in figure 22 below.

Age ranges - patient participant:

Number of participants

18-20 20-30 31-40 41-50 51+

Figure 22. Ages of patient participants

5.3.2. Ethnicity

Ethnicity was included among demographic data for the patient group. The majority
of patients (n=21, 70%) interviewed were white British, thirteen (n=13, 43%) of
whom were female and eight (n=8, 27%) of whom were male. Three (n=3, 10%)
female patients were of black Caribbean ethnic origin and one (n=1, 3%) was black
African. Of the male participants, two (n=2, 7%) were black Caribbean, two (n=2,
7%) were black African, and one (n=1, 3%) was Asian. The male participants
reflected more of the local catchment area however, due to the small participant

group; it would prove difficult to replicate the local general population.
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Ethnicity of patient participants is highlighted in figure 23 below.

Ethnicity - patient participants

Number of participants

Asian Black African Black Camibean White British
Ethnic background

Figure 23. Ethnicity — patient participants

5.3.3. Diagnosis

In terms of diagnosis, 14 (n=14, 47%) patients had a dual diagnosis, 14 (n=14, 47%)
had a single diagnosis, and 2 (n=2, 7%) were not diagnosed. The latter were being
assessed under a Section 2 assessment order of the Mental Health Act 1983. Within
the dual diagnosis group, 6 patients (n=6, 20%) had a diagnosis of schizophrenia and
substance abuse / misuse. The gender breakdown of this group was 3 (n=3, 10%)
female and 3 (n=3, 10%) male patients, with one (n=1, 3%) male patient having
alcohol as his substance of choice, the others being illegal drugs which included
cannabis, amphetamine and crack cocaine. 5 (n=5, 17%) of the dual diagnosis group

had a diagnosis of depression and personality disorder. This group consisted of 3
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(n=3, 10%) female patients and 2 (n=2, 7%) males. The remaining patients with a
dual diagnosis were one (n=1, 3%) female with a diagnosis of bipolar illness and
personality disorder, one (n=1, 3%) male with depression and alcohol misuse, and one
(n=1, 3%) female who had a diagnosis of schizophrenia and personality disorder. A

summary of dual diagnoses is offered in figure 24 below.

Dual diagnoses (n=14)

Number of participants

Schizophrenia / Substance Depression / Personality Bipolar illness / Personality Depression / Alcohol misuse  Schizophrenia / Personality
misuse Disorder Disorder Disorder

Diagnosis

Figure 24. Summary of dual diagnoses
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The fourteen patients who had a single diagnosis consisted of 6 (n=6, 20%) who had
bipolar illness, 4 (n=4, 13%) of whom were female and 2 (n=2, 7%) of whom were
male; S (n=5, 17%) had schizophrenia, 3 (n=3, 10%) of whom were female and 2
(n=2, 7%) of whom were male; 2 (n=2, 7%), one (n=1, 3%) female and one (n=1, 3%)
male, had a diagnosis of personality disorder; and one female (n=1, 3%) patient had a

diagnosis of schizoaffective disorder.

Single diagnosis (n=14)

Number of participants

Bipolar lllness Schizophrenia Personality Disorder Schizoaffective Disorder
Diagnosls

Figure 25. Single diagnoses

5.3.4. Legal status and diagnoses

In terms of legal status, S (n=5, 17%) were informal patients. All of these informal
patients were male. Three (n=3, 10%) of these patients had a dual diagnosis, 2 (n=2,
7%) being depression and personality disorder and one (n=1, 3%) being depression
and alcohol misuse. The remaining 2 (n=2, 7%) patients had a single diagnosis of

bipolar illness. The informal patients therefore all had mood disorders of different
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natures and were all male. Four (n=4, 13%) patient participants were being held
under Section 2 of the Mental Health Act 1983. One (n=1, 3%) of these patients had
a dual diagnosis of schizoaffective disorder and substance misuse, one (n=1, 3%) had
a diagnosis of schizophrenia, and 2 (n=2, 7%) patients were being assessed with no
formal diagnosis made. The gender of this group was evenly shared between 2 (n=2,
7%) females and 2 (n=2, 7%) males. The remaining patients (n= 21, 70%) were being
treated under Section 3 of the Mental Health Act 1983. Ten (n=10, 33%) of the
patients detained under Section 3 had a dual diagnosis. Three (n=3, 10%) of this
group were male with a diagnosis of schizophrenia with drug (n=2, 7%) or alcohol
(n=1, 3%) misuse, and the remainder (n=7, 23%) were female. Three (n=3, 10%) of
the female participants within this group had diagnoses of depression and personality
disorder, 2 (n=2, 7%) had schizophrenia with drug misuse, one (n=1, 3%) had
schizophrenia and personality disorder, and one (n=1, 3%) had bipolar illness and
personality disorder. Eleven (n=11, 37%) patients who were under Section 3 of the
Mental Health Act 1983 had a single diagnosis. Five (n=5, 17%) of these patients had
a diagnosis of bipolar illness and were made up of 4 (n=4, 13%) females and one
(n=1, 3%) male; four (n=4, 13%) had a diagnosis of schizophrenia and were made up
of equal groups of 2 (n=2, 7%); one (n=1, 3%) female had schizoaffective disorder;

and one (n=1, 3%) female had personality disorder.
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A summary of legal status and diagnoses is offered in figures 26, 27, 28, 29, and 30

below.

Legal status

Number of participants

Informal Section 2 Section 3

Figure 26. Legal status all participants

Informal patients - diagnoses

Number of participants

Depression / Personality Disorder Depression / Alcohol misuse Bipolar Iliness

Figure 27. Informal patients — diagnoses
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Section 2 patients - diagnoses

Number of participants

Schizoaffective Disorder / Subslance misuse Schizophrenia No diagnosis

Figure 28. Section 2 patients — diagnoses

Section 3 patients - dua) diagnoses

Number of participants
w

5

Schizophrenia / Substance misuse ~ Depression / Personality Disorder  Schizophrenia / Personality Disorder  Bipolar liiness / Personality Disorder

Figure 29. Section 3 patients — dual diagnoses
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Section 3 patients - single diagnoses

Number of participants
©

Bipolar lliness Schizophrenia Schizoaffective Disorder Personality Disorder

Figure 30. Section 3 patients ~ single diagnoses

5.3.5. Previous admissions, length of contact with mental health services, and

history of violence.

Data around previous admissions, length of psychiatric history, and history of
violence were gathered in order to build up a fuller representation of the client profile
of the patient participant group, as well as to ascertain whether there may be any
significant factors in terms of experiences of restraint. For example, if a patient had a
lengthy psychiatric history with numerous admissions would this have any influence
upon the psychological impact of restraint. These data helped to provide a contextual
picture of the group being studied. Numbers of previous admissions were recorded
for each individual and those with more than 10 admissions were recorded as 10+.
The reason that this method was chosen was due to time constraints of the researcher

and to suit practical purposes. Patients who had more than 10 admissions usually had
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more than one set of case notes which were not always available. Clear summaries of
psychiatric timelines were not always available within patient case notes, and often
patients were not able to recall exactly how many admissions they had. To establish a
clear number of admissions would have been labour intensive and this time was not
accounted for when designing the project. After discussions with supervisors it was
agreed that if an individual had 10 or more admissions this was sufficient enough to
highlight that his person had a greater experience of the admission process than
others, and it was unlikely that if somebody had 14 admissions as opposed to 10, the
impact of this upon this study would illuminate the findings any further. Of the 30
participants, 27 (n=27, 90%) had one or more previous admissions. 3 (n=3, 10%) had
no previous admissions, however one (n=1, 3%) of this group had recently moved in
to the area, and the multidisciplinary team were of the impression that this patient had
a previous history elsewhere, but at that point had no evidence to support this.
Number of previous admissions ranged from 0-10+. 3 (n=3, 10%) had one previous
admission, 6 (n=6, 20%) had two previous admissions, 4 (n=4, 13%) had three
previous admissions, 5 (n=5, 17%) had four previous admissions, 2 (n=2, 7%) had
six previous admissions, 1 (n=1, 3%) had nine previous admissions, and 6 (n=6, 20%)

had ten or more previous admissions.

The data therefore highlighted that a high proportion (n=27, 90%) of the patients
interviewed in this study had some experience of the process of being admitted to an

acute mental health facility. A breakdown of these figures if offered in figure 31,
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Number of previous admissions

Number of participants

None One Two Three Four Five Six Seven Eight Nine Ten or more

Figure 31. Number of previous admissions

Length of contact with psychiatric services was long and varied. This measurement
was included within the study to supplement the information gathered around number
of previous admissions. This again, was to assist in building up a contextual profile
of the patient group. It was hypothesised that individuals may have a small number of
acute admissions, but may have had lengthy contact with the services outside of the
admissions ward. This was indeed the case when information was examined. For
example one participant had two previous admissions, but had been in contact with
various community services over a period of 19 years. Only two (n=2, 7%) had no
previous contact with mental health services before admission. One (n=1, 3%) had
been admitted for assessment after being arrested for criminal damage, but had been
assessed via court liaison services and was admitted directly from there. The other
(n=1, 3%) person had recently moved to this area and it was suspected that previous

contact had been facilitated through services elsewhere but no proof of this had yet
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been established. Length of contact varied from none to 35 years, the average length

of contact being 9.6 years. These data are broken down further in figure 32.

Length of contact with mental health services

o

.;‘.‘- »

Number of participants

0-2 years 3-5 years 6-10 years 11-15 years 16-20 years 21=25 years 26-30 years 31-35 years

Figure 32. Length of contact with mental health services

Previous history of violence was recorded as a simple yes or no. This aspect of the
study would be of interest to consider types of previous history of violence and
aggression for this group and establish whether there may be any unique patterns for
particular units, or individual clients. This information was already being collected
through Trust audit systems and being examined in other arenas, and on an individual
basis work was happening with some patients to examine their aggression in a
therapeutic way. The reporting of untoward incidents within this Trust was an issue
that had been highlighted through audit systems and there were some concerns
regarding the consistency of reporting. This study was able to support the concerns
raised within the Trust. For example, it was clear that one particular area were keen
to report incidents to the author as they happened, and staff and patients were

encouraged to take part in the research. This same area had much higher rates of
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reporting incidents of aggression to the Trust compared to other areas. Through my
work within the clinical areas I was able to feedback to the Clinical Governance Lead
that this area was proactive in reporting a wide range of aggressive incidents, for
example verbal abuse and threats which may not necessarily result in incidents of
restraint, but that the team strongly believed that these incidents were also of concern.
Other teams felt that unless an incident had been of a severe nature requiring restraint,
then there was little point in, “wasting more valuable time on unnecessary
paperwork”. These concerns have implications for staff training and are worthy of
further investigation through further research. Twenty (n=20, 67%) patient
participants had a previous history of violence in this study. Although this was not
documented in depth for this study, the incidents of violence ranged from threatening

behaviour, property damage, through to physically attacking staff and other patients.

5.4. Type of restraint, length of restraint and use of seclusion

The same measurements which were used for staff were applied to patients in this
study to measure type of restraint, length of restraint, and use of seclusion. Type of
restraint was broken down into four categories; gentle guidance to a place of safety
with minimum force used, guidance to a place of safety with some force used (eg.,
taken by each arm to a quieter area), restraint involving two or more staff with force
using C & R techniques while remaining upright, restraint involving two or more staff
using C & R techniques with force in the prone position (ie., lying on the floor).
There are some concerns in relation to some of the restraint methods used. C & R
training programmes advocate use of a “three man team”. The team should
complement each other with the methods used and these are advocated as the safest

methods for restraint. [ was aware through my own clinical experience and
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anecdotally that these methods were not always employed, for example if only two
staff were available they would use holds taught in C & R to contain an escalating
situation. I therefore widened the term to include use of these methods using less than
three people. This would further illuminate whether taught C & R procedures were

always followed in clinical settings.

Length of restraint was noted for each incident and participants were asked if
seclusion was used and, if so, for how long. Patient participants were less clear in
their responses to this part of data collection and required some assistance in
translating the content of the questionnaires. For staff participants they readily
applied a category to the situation that they were describing but for patients some
assistance was sought from the researcher. For the patients who did struggle with
questionnaires the researcher assisted them in identifying the category by reflection
upon the incident and asking which category they thought may be best used to
describe their experience. For example, one participant described being restrained by
a number of male nurses with whom she was unfamiliar. Gentle questioning enabled
her to identify how many were involved, that she was manoeuvred into a side room,
and forcibly administered an injection while lying down. Although she was
unfamiliar with the terminology of C & R, it was clear that these techniques had been
applied and the appropriate category was identified within the questionnaire. For
other patients, psychiatric terminology was a language in which they appeared to be
fluent, “...Oh, I got the full works. The C & R team were straight in there...I was

put in seclusion for about an hour while I calmed down”.
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Within the first category, 3 (n=3, 10%) of the patient participants reported that they
had been gently guided to a place of safety by use of minimum force. An example of
this was when a patient described that she had been arguing with another patient, a
member of staff had intervened and led her back to her bedroom to calm down.
Within the second category, 3 (n=3, 10%) patients reported that some force had been
used, and example being when a patient had refused to leave the staff office and two
members of staff had removed her from the area by taking an arm each and guiding
her towards the day room.. Thirteen (n=13, 43%) of patient participants reported that
restraint had been applied by two or more staff using C & R techniques while
remaining upright. Of the thirteen (n=13, 43%) who reported the restraint to be in this
category, ten (n=10, 30%) of the patient participants reported that only two members
of staff had applied the holds. An example of this was a patient who had been
fighting with another patient and had to be separated by staff who used C & R
interventions to remove him from the situation against his will. The remaining 11
(n=11, 37%) reported that they had been restrained in the prone position using C & R
techniques by three or more staff. An example of this was a patient who had wanted
to leave the ward but was told by staff that he could not. He became very angry and
physically assaulted the nurse who had told him that he could not leave. This resulted
in him being restrained by three members of staff who manoeuvred him to the floor to
prevent him from continuing to attack them. C & R interventions were therefore
applied in 80% (n=24) of the restraint situations identified within the patient
interviews, either while patients remained upright, or in the prone position. Types of
restraint are highlighted in figure 33 below. These figures should be viewed with
caution as all patients may not be familiar with specific C & R techniques, however

where the patient reported that they were restrained by two or more staff they were
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prompted to describe this further and categories were then assigned by the researcher

and supported through investigator triangulation.

Types of restraint used - patient participants

Number of participants

|
|
_1'
.. | a
o0t Z — e ]

Guidance to place of safety with Guidance to place of safety with C &R restraint while remaining C &R prone position
minimum force some force upright

Figure 33. Type of restraint used — patient participants

Length of restraint was measured in minutes. Participants were asked to recall the
length of time approximately in minutes that restraint was directly applied.
Responses were broken down into five categories; less than five minutes, five to ten
minutes, ten to twenty minutes, twenty to thirty minutes, and thirty to sixty minutes.
Some patients were not clear about the length of time that restraint lasted and in these
cases were asked to guess how long they thought it lasted. These figures, therefore,
should be viewed with some caution. Twelve (n=12, 40%) patient participants
reported that direct application of restraint techniques lasted five minutes or less, ten
(n=10, 33%) of patient participants reported that restraint lasted between five and ten
minutes, five (n=5, 17%) of patient participants reported that restraint lasted between
ten and twenty minutes, two (n=2, 7%) of patient participants reported that restraint

lasted between twenty and thirty minutes, and one (n=1, 3%) patient participant
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reported that restraint lasted between thirty and sixty minutes. These figures were
similar to staff data in that only three (n=3, 10%) patient participants reported that
restraint had lasted over the recommended guidelines of twenty minutes, slightly
lower than the staff figure of five (n=5, 17%). A breakdown of length of restraint for

patient participants is offered in figure 34 below.

Length of restraint - patient participants

Number of participants

Below five minutes 5-10 minutes 10-20 minutes 20-30 minutes 30-60 minutes

Figure 34. Length of restraint — patient participants

Ten patients (n=10, 33%) of patients reported that they had been secluded as a result
of the restraint incident. Eight (n=8, 27%) of these patients were being cared in an
intensive care setting when the incidents took place, one (n=1, 3%) was admitted
directly via police custody to a seclusion room, and the other patient participant (n=1,
3%) was secluded after being transferred from an admissions ward to the intensive
care unit on the same site. Length of seclusion was measured in hours, with figures
being rounded up or down to the nearest hour. Two (n=2, 7%) participants were

secluded for up to one hour, four (n=4, 13%) were secluded for up to two hours, one
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(n=1, 3%) participant was secluded for up to four hours, one (n=1, 3%) participant
was secluded for up to six hours, one (n=1, 3%) participant was secluded for up to
eight hours, and one (n=1, 3%) participant was secluded for approximately twenty
four hours. Some patient participants had difficulty in recalling the length of time that
they had spent in seclusion and these figures were checked via the patients’ notes to
enable further accuracy. Within this study, one in three (33%) of the patient
participants who had been restrained were subsequently secluded, and length of
seclusion averaged 5.2 hours. One of the participants had a more lengthy seclusion of
24 hours and if this figure is not included, the average length of time for seclusion
would have been 3.1 hours. The participant who had the lengthy seclusion had been
taken out of seclusion briefly on three occasions during that 24 hours, but had became
aggressive very quickly and was taken straight back into seclusion on these occasions.

Length of seclusion is summarised in figure 35 below.

Length of seclusion - patient participants

Number of participants

Up 1o one hour 1-2 hours 2-4 hours 4-6 hours 6-8 hours 8-24 hours

Figure 35. Length of seclusion — patient participants
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5.5. Physical consequences of restraint

The same methods which were used to ascertain physical consequences of restraint to
staff participants were applied to patient participants. An adaptation of the Staff
Observation and Aggression Scale (Palmstierna and Wistedt 1987) was used to
measure the physical consequences of restraint. Physical injuries were categorised as;
no injury, felt threatened or brief pain (less than ten minutes) with no visible injury,
physical pain (more than ten minutes) or visible injury not requiring treatment, injury
requiring some kind of treatment but not necessarily by a doctor, and injury requiring
some kind of treatment or supervision prescribed or performed by a doctor. Half of
the patient participants (n=15, 50%) reported that they had no physical injury as a
result of the restraint incident. Eleven (n=11, 37%) of patient participants reported to
feeling threatened or brief pain for less than ten minutes with no visible injury. Three
(n=3, 10%) patient participants reported that they had experienced physical pain for
more than ten minutes or a visible injury which did not require treatment, and one
(n=1, 3%) reported that he had an injury which had required treatment but not by a
doctor. No patients reported injuries which would have required treatment prescribed
by a doctor. The majority (n=26, 87%) of patient participants therefore had no or
minimal injury as a result of restraint incidents. Examples of injuries were related to
holds being used on patients through C & R techniques, “my wrist didn’t half hurt for
a while afterwards”, to incidents which patients reported to have been harmed during
the process of being moved to an area of safety, “I had a bit of a bruise where my leg
had bashed against the bed” (patient then went on to show this evidence to the
researcher), to incidents of self harm which had been treated by nursing staff, ‘7 had
some scratches to my arms but they just bandaged them up for a couple of days”.

Extent of physical injury to patients is highlighted in figure 36 below
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Extent of physical injury - patients

Number of participants

No injury Felt threatened or brief pain  Physical pain for more that Injury requiring treatment  Injury requiring treatment by
ten minutes without a doctor adoctor

Figure 36. Extent of physical injury — patients

5.6. Use of medication

The same process for recording of medication that was used for staff participants was
also used for patient participants. Medication was recorded as; none used, oral (by
mouth) medication offered and accepted, oral medication offered and accepted after
persuasion, intramuscular injection offered and accepted, intramuscular injection
forcibly administered. The context of medication use was similar within the patient
data to the staff data. In situations where medication had not been used, patients
reported that they had discussed their reasons for being distressed and that had been
enough to facilitate resolution to the situation. Some patients believed that they never
really had a choice in medication and that they opted to take it when offered orally as
they would only be forcibly given intramuscular medication if they refused the offer

of oral medication. One participant summarised this scenario by recalling, “..well I
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Jjust took the Lorazepam [that had been offered]...otherwise I know what would have
happened.  Before you've got time to try and tell them what’s happened, they've
Jjumped on you with the needle [intramuscular injection]”. For other patients who had
received intramuscular medication by force similar views were aired, “...I've been
there more times than you could imagine. 1 kick off, they get the heavy boys in, and
away they go, next thing I know I'm on the floor with the heavies on top of me
[administering intramuscular injection]”. Patients who were offered intramuscular
injections which they accepted reported that this had worked more quickly for them
on previous occasions and that they preferred this route to oral when they felt
particularly agitated. Six (n=6, 20%) of patient participants who took part in the
study did not receive medication during or following restraint incidents. Three (n=3,
10%) of patient participants reported that they were offered oral medication which
they accepted. Five (n=5, 17%) patient participants reported that they had initially
refused oral medication but went on to accept the offer after persuasion. Two (n=2,
7%) patient participants reported that intramuscular medication was offered and
accepted by them, and fourteen (n=14, 47%) patient participants reported that they

had received intramuscular injections against their will.
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Use of medication - patients

Number of participants

No medication Oral medication offered and Cral medication after Intramuscular injection Intramuscular injection
accepted persuasion offered and accepted without consent

Figure 37. Use of medication — patients

5.7 Antecedents

Similarly to staff interviews, patient participants reported some form of antecedents
although their descriptions and concerns were different to those of staff. Staff
described previous circumstances in terms of observations of mental states worsening,
behavioural disturbances, patients not taking medication, and earlier minor incidents,
whereas patients describe antecedents more in terms of unhelpful interactions with
staff, boredom, frustration and negative interactions with fellow patients. Patients
were less clear in their descriptions of antecedents however on analysing the content
of their responses it was evident that antecedent issues were a strong collective theme.
Twelve (n=12, 40%) of the patient participants reported that there had been some
form of antecedent prior to the incident of restraint. Of these, six (n=6, 20%) reported
that they had given staff clear and specific warning that situations were escalating.

Comments to support this element of the analysis included the following,
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“I got angry because they [the staff] wouldn’t listen to what I was trying to tell them.
Telling them that I needed help, wanted to hurt myself. I had cuts on my hand. The
bloke [nurse] from another ward said that my cat did it. He didn’t believe me. It was
horrible. I never want it to happen again.”

“They should have got him [another patient] out of there or got me out until he was
gone. I was saying, “I'm going to smack him when he comes out of that room.. It’s
going to kick off”. I warned [the staff nurse].”

Six patients (n=6, 20%) reported that there mental state had been a contributing factor
to situations escalating,

“I'was ill. Iwas very distressed.”

“I was manic at the time. I was high.”

“I hadn’t been well for a while. This is what happens, I get worse and on it goes.”
Denial of requests made to staff was another example given by patients as a
contributor to situations worsening and was reported by five (n=5, 17%) participants,
“I'd been running off a lot, I just needed to get out but they wouldn’t let me go”

“I wanted to make a phone call and I kept going to the office to ask [a male nurse].
He kept saying he’d sort it out later but every time I went back I got another excuse.”
“I wanted to see my Social Worker but they said that wouldn’t be possible. I wanted
to know what was happening with my stuff at home. The more I kept on, the more
they said I wasn’t well enough yet. I just wanted to make sure everything was ok at
home.”

Observation was a recurrent theme within the patient interviews and for some (n=3,
10%) was related to the build up of tension before situations developed into restraint
scenarios,

“I felt like a prisoner [during observation].”
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“They even left the door open when I went to the bathroom.’
“They wouldn’t leave me alone. [Iknew [ was under obs (observations) but they didn’t
actually tell me that and I was just getting angrier and angrier.”

Boredom was cited by three (n=3, 10%) of patient participants as an antecedent to
restraint,

“There’s nothing to do. You just sit about there all day getting more and more wound
up. You can’t go out and the staff are busy in the office.”

“I actually think that boredom has a lot to do with it. You are sat around with too
much time on your hands and you get a bit fed up with some of the patients.”

“Often people just get bored. They wind up the staff to try and get them going. 1It’s
usually the same people, you can see it happening.”

Frustration was also a recurring theme throughout the patient interviews and was

usually as a result of the other issues highlighted above, such as denial of requests.

A breakdown of more common antecedents described is highlighted in table 11

below.

ANTECEDENTS n=30 %
Specific warnings given to staff =6 20%
[llness / mental state n=6 20%
Denial of requests n=5 17%
Observation =3 10%
Boredom n= 10%

Tabl;e 11. Antecedents — patients
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5.8 Feelings

Strong feelings were expressed by the patient participants as well as staff. Within the
patient group there was a sense of powerlessness and negativity, reflected both within
the transcript contents and observed during the interview process. Feelings were
described by patients in terms of how they may have been feeling before the incident,
during the incident, and subsequently. For some individuals similar feelings were
expressed in relation to before, during, and after the event, and for others the
predominant feelings were either before or after the event. These findings are now
presented.

Anxiety was a prevailing theme before (n=14, 47%), during and after the event for
patients as well as staff. Patients (n=7, 23%) also described physical symptoms of
anxiety leading up to the incident of restraint,

“My heart was racing and I was hot. I thought my head was going to explode.”

“I was shaking all over.”

“I was tense... ready to snap.”

Linked to anxiety was fear expressed by four (n=4, 13%) participants,

“I was scared, I didn’t really know what I was doing.”

“Frightened. I was frightened about what was going to happen next.”

Three (n=3, 10%) patients reported feeling suicidal before the event and a further nine
(n=9, 30%) described feeling low in mood, upset, or distressed.

“I was suicidal”

“Desperate, just wanted to kill myself, suicidal.”

“My mood was at an all time low. I was feeling desperate.’

“Upset and distressed. 1didn’t know how I had got this bad.”
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Anger was expressed by five (n=5, 17%) participants as a strong emotion they had
leading up to the incident,

“Angry, frustrated.”

“Annoyed and angry. Ididn’t think that I was asking for much.”

“I'was still angry, distressed.”

A summary of the most common feelings described leading up to the incident of

restraint is included in table 12 below.

FEELINGS - leading up to the incident n =30 %

Anxiety n=14 47%
Physical symptoms of anxiety =7 23%
Fear n=4 13%
Suicidal n=3 10%
Low, upset, distressed =9 30%
Angry n=5 17%

Table 12. Feelings leading up to the incident — patients

During the incident patients reported similar feelings to events leading up to the
incident but for some, even more disturbing feelings were expressed. Some patients’
(n=4, 13%) feelings mirrored those of staff in that they felt less aware of their
emotions, responding in detached ways,

“It’s a bit of a blur. A bit like watching a film, I didn’t really feel like I was there.”
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“I was going through the motions. They were holding me back but I was still
struggling. I felt numb.”

Nineteen patient participants (n=19, 63%) reported feelings of anxiety and fear during
the incident,

“I was worried and scared at this point, I didn’t know what was going to happen.”
“Frightened.”

“Scared. Ithought I was going to get hurt, I was really scared then.”

“I was still distressed and frightened.”

Six (n=6, 20%) patient participants described feeling out of control / overwhelmed by
the situation,

“I felt overwhelmed.”

“It got out of control then. We were all over the place, 1 didn’t feel safe.”

“Things got out of control very quickly and before I knew it I was on the ground and
they were on top of me. There was no need to inject me. I was overpowered.”
Feelings of humiliation, embarrassment and lack of dignity were also expressed by
patient participants (n=5, 17%),

“The whole experience was humiliating; to see it getting that far was humiliating.”

“I was intimidated. Embarrassed.”

One (n=1, 3%) patient participant echoed the response of one of the staff participants,
“ I was terrified”

A summary of key feelings during the event is included in table 13 below.

212



FEELINGS - during the incident n=230 %
Anxiety and fear n=19 63%
Out of control / overwhelmed =6 20%
Humiliation and embarrassment =5 17%
Emotionally detached n=4 13%
Terror n=1 3%

Table 13. Feelings during the incident — patients

In the aftermath of restraint patients’ feelings were similar to staff. Anger was
expressed by nine (n=9, 30%) of patient participants,

“I was still angry, distressed.”

“I was angry with myself that it had gone that far”.

“Angry and humiliated.”

Guilt was another theme which was evident when analysing the transcripts of patient
data. Seven (n=7, 23%) patient participants felt guilty following the incident,

“I felt that I'd let them [the staff] all down. They were trying their best with me and
[a female nurse] must have been frustrated that it happened again.”

“I felt bad that I'd caused all this.”

“Disgusted and disheartened. I was upset that the nurses felt that it was necessary.”
Seven (n=7, 23%) of patient participants were relieved in the aftermath of restraint
incidents,

“Relief, glad it was over.”

“I felt relieved that it had ended and I was ok.”

“I'was glad it was finished. I didn’t want it to happen again.”
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Feelings of humiliation, intimidation and embarrassment were evident in the
aftermath of incidents and four (n=6, 20%) talked about these feelings in depth,
“I was embarrassed. Devastated that I had got this bad.”

’

“It was humiliating. I was left in seclusion and nobody spoke to me.’
“Upset and humiliated. I wanted to go home.”

Three (n=3, 10%) reported feelings of fear continuing after the incident,

“Low, anxious, and scared. I was put in a side room and they kept checking up on
me.”

“Frightened and scared. I didn’t know what to do with myself.”

More positive feelings were expressed by two (n=2, 7%) people in relation to
feelings of safety afterwards,

“I felt safe in seclusion.”

“I felt calm and safe afterwards. He’s great [a male nurse]. He really made me feel

better just by talking to me after it had all calmed down.”

A summary of patients’ feelings in the aftermath of restraint is included in table 14

below.

FEELINGS - in the aftermath n =30 %
Anger =9 30%
Guilt n=7 23%
Relief n= 23%
Humiliation, intimidation and embarrassment | n= 20%
Fear n= 10%
Safe n= 7%

Table 14. Feelings in the aftermath of the incident — patient participants
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5.9 What was helpful?

Each patient participant reported their own unique experience but there were some
common themes which were generated. Good relationships with nursing staff and
being accepted with positive regard appeared to have an impact upon how patients
perceived the management of the aftermath of restraint. The patients who reported
helpful aspects during interview had less negative views of the incidents in general,
and were less critical of the restraint procedure. Eleven (n=11, 37%) patient
participants reported that the positive relationship that they had with nursing staff had
been helpful in the aftermath of restraint. They described positive qualities of nursing
staff such as kindness and caring, making time for them, listening, familiarity, and
being approachable as being helpful. Patients found some of these elements difficult
to articulate but spoke with feeling during interviews about how much they valued
positive responses from nursing staff,

“She [female nurse] doesn’t get in a flap. She’s calm but she listens to what I've got
to say when I calm down. She tried to sort things out for me.”
“[Female nurse] always takes the time to talk to me. She’s got the patience of a
Saint.”

“[Male nurse| is my key nurse. He talked to me about how it all blew up. He did
listen to where I was coming from. He does seem to care about how I felt about it.
They're not all like that but [male nurse] does care.”

“I trust [female nurse]. She’s not like the bully boys from [another ward]. They
come down and they just wade in. You don’t get a chance even to try and say what

the problem is but she gives you time and listens.’

Medication was viewed positively by some (n=8, 27%) patient participants,
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“They offered me my PRN [as required medication] which I took. That was helpful.”
“Medication. I can sleep it off in peace then.”

“Pills. Largactil and Lorazepam. It meant that I could just lie down and fall asleep.”
Closer observation was regarded by four (n=4, 13%) of patient participants as helpful.
Three (n=3, 10%) of these participants had been restrained during episodes of self
harm,

“They upped my level of obs [observations] and that helped. Made me feel a bit
safer.”

“I was put on close observation for a couple of days after that. That was helpful. I
had a bit more one to one time which I think I needed at the time.”

Not inflicting pain during restraint was reported by three (n=3, 10%) patient
participants as helpful during the process,

“Not fucking hurting when they are restraining you would be helpful,” was the
response to this question by a participant who described a number of restraint
experiences during a recent admission, and who was still clearly angry with staff

during the research interview.

“They didn’t hurt me when they were pulling me away. They tried to be quite gentle

with me.”

WHAT WAS HELPFUL? n=30 %
Good relationships with nursing staff n=11 37%
Medication n=8 27%
Close observation n=4 13%
Not hurting during restraint n=3 10%

Table 15. What was helpful? Patient participants
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5.10 What was unhelpful?

Patients spoke at more length about what they had found to be unhelpful as opposed
to helpful. They spoke in depth about specific aspects of experiences that had been
troubling to them, whereas when staff discussed helpful and unhelpful aspects, they
had spoken in a much more detached and dispassionate way. While staff recollections
regarding unhelpful aspects of restraint had been related to more organisational issues,
the patient participant interviews provided a more personal insight into the
experience. Staff attitudes came high on the list of unhelpful aspects of restraint, with
fifteen (n=15, 50%) patient participants reporting that negative staff attitudes had
worsened an already unpleasant experience. Within this theme, being ignored was
reported by twelve participants (n=12, 40%), and specific denial of requests was
highlighted by ten (n=10, 33%) participants, as unhelpful to them,

“I was ignored until I deliberately sought somebody out.”

“It was not helpful being ticked off on a board to make sure that you were there,
instead of being spoken to.”

“They never talked to me about it. If somebody had sat down and talked it through,
that would have helped.”

“I asked [the nurse] to use the shower and he said, “You can’t do that on your own,
you have to wait,” and I was just ignored. He kept saying they were too busy. In the
end it wasn’t until I was screaming the place down that they actually listened to me.”
“I wasn't allowed to go back [home for money and cigarettes] and I didn’t know
anybody, 1 felt more like a criminal than a mental health person.”

Male nurses being present during restraint was referred to as unhelpful by seven (n=7,
23%) of the female patient participants. No male participants reported this to be an

issue,
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“Disgusted that a male nurse was present. It was bad enough having the injection
without the embarrassment of having a male nurse present. Only female nurses
should be present when restraint or injections are given to female patients.”

“I didn’t like the male nurses from the other ward being there. They are strong and
they hurt you.”

While medication had been viewed as helpful by some patient participants, it was
viewed as unhelpful by six (n=6, 20%) participants,

“I am very much against injections. It goes against my beliefs [goes on to describe
physical and psychological effects of medication].. I prepared myself for them and
I've been on a depot ever since. I've made a lot of progress but I'm not allowed to
return to oral. The consultant has made that decision.”

“They wouldn’t give me a chance to calm down. They kept giving me Lorazepam. 1
was very dopey.”

Similarly with observation, while some patient participants found this aspect of
restraint helpful, five (n=>5, 17%) reported this experience to be unhelpful,

“It’s like being in prison and you've done nothing wrong,”

“I found the observation afterwards intrusive. I couldn’t even go to the bathroom in
peace.”

One patient summed up her experience of what she found unhelpful,

“Being in hospital.”

A summary of the key themes related to what patient participants found to be

unhelpful is presented in table 16 below.
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WHAT WAS UNHELPFUL? n=30 %

Negative staff attitudes n=15 50%
Being ignored n=12 40%
Denial of requests n=10 33%
Male nurses in restraint procedures n=7 23%
Use of medication n=6 20%
Observation n=5 17%

Table 16. What was unhelpful for patient participants?

5.11 Reawakening of traumatic events

The pilot study had highlighted that both staff and patients had recollections of earlier
traumatic or upsetting events during more recent incidents of restraint. This had been
emergent data from the earlier study which had been unexpected and the study design
had not allowed for further examination at that point. Examples from the earlier study
included recent experience of restraint resurrecting memories of rape for one woman,
previous traumatic restraint incidents for others, and childhood sexual abuse for
another male participant In order to explore this phenomenon further within this
study, a question was included which asked whether this restraint incident had
brought back distressing memories of previous traumatic or upsetting encounters. If
participants responded positively, Part B (appendix 5) of the Post Incident Review
was completed with further open ended questions being asked to try and ascertain a
more comprehensive picture of this phenomenon and how it was experienced.
Gender of participants has been further broken down within this section due to the

nature of the experiences that patients reported. Seventeen (n=17, 57%) out of thirty
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participants reported that the incident had brought back memories of previous
traumatic encounters. In terms of gender, eleven (n=11, 37%) female patient
participants and six (n=6, 20%) male participants responded positively to this element
of the study. This sensitive aspect of the interviews provided unique stories, some of
which went in to much depth, while others were discussed on a very superficial level.
Rape and sexual abuse was a theme which encompassed seven (n=7, 23%) women
patient participants’ responses. Of these women, two (n=2, 7%) had experiences of
rape by a stranger, the rest (n=5, 17%) experienced sexual violence by a partner,
family, or other person(s) known to them. A further two (n=2, 7%) reported domestic
violence without sexual abuse. One (n=1, 3%) male patient participant discussed
childhood sexual abuse in relation to restraint. While some participants had difficulty
in articulating how the experience of restraint invoked recollections of earlier
traumatic experiences, others were quite clear about the links,

“Do you [asking researcher] imagine what its like to come in here? Because you’ve
been fucked up in the head by years of abuse and then you get big strapping blokes
that you've never met in your life before holding you down while somebody else gives
you the needle [intramuscular injection]? It was like going over it all [previous sexual
abuse] again.”

“I almost felt like it was him on top of me [participant linking restraint to earlier
experience of rape]. I thought I was going to suffocate, I could almost smell him. I
Jjust wanted to get in to the bath afterwards. I don’t know if it was [be]cause I was all
hot and sweaty because I'd been struggling or whether it was because that’s what I
did back then [referring to the aftermath of rape].”

Other links were related to violent encounters outside of the hospital setting for five

(n=5, 17%) of the male patient participants and two (n=2, 7%) of the female
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participants. These situations included being attacked, mugged, and witnessing
violence to others,

“I got attacked in [notorious street in the local area] about two years ago. It was like
that. They were all on top of me with arms everywhere.”

“A friend got stabbed in a nightclub. I didn’t know what was happening. Chaos. It
[restraint experience] reminded me of that night.”

The patient participants had even more difficulty in articulating the links between
restraint and earlier experiences than staff. Where staff had still felt in control of
thoughts and feelings and were aware that the restraint situation was not connected to
earlier events, some patient participants were less clear about this.

During interviews, the experiences of patients in relation to restraint were described in
a more harrowing way than with staff, and the discussion of restraint reigniting earlier
experiences was more upsetting during recollection with this group than with the staff

group. A breakdown of these responses is offered in table 17 below.

REAWAKENING OF n=30 Female Male
TRAUMATIC EVENTS patients patients
Reigniting of previous encounter n=17 (57%) | n=11 (37%) | n=6 (20%
Rape, sexual assault / abuse n=8 27%) |n=7 (23%) | n=1(3%)
Rape by a stranger(s) n=2 (7%) n=2 (7%) -
Domestic violence (not including sexual | n=2 (7%) n=2 (7% -

assault

Other violent encounters n=7 (23%) | n=2 (7%) n=5 (17%)

Table 17. Reawakening of traumatic events — patient participants
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5.12 Trauma Screening Questionnaire (TSQ)

The TSQ (Brewin et al 2002) (appendix 5) was applied with patient participants in the
same way as it was in collecting staff participant data. The TSQ is a ten point, tick
box yes / no, self report questionnaire which identifies current symptoms for PTSD
and is indicated for use in acute settings such as primary care and liaison but is not in
routine use in management of the aftermath of restraint in mental health settings.
Indications for using the TSQ have been described in the presentation of staff findings
in chapter four. Presently there is not enough evidence to support use of the TSQ in
inpatient mental health settings following restraint and this was a unique opportunity
to establish whether if may be helpful in examining the aftermath of restraint. The
TSQ is not indicated for use for up to four weeks following a traumatic event, and
arrangements were built into the research design to revisit patients to complete the
TSQ if necessary at a later date to adhere to this criteria, however this was ultimately
unnecessary as all interviews took place four weeks or more following the incident of
restraint. The study design allowed for participants to be interviewed seventy two
hours or more after an event, as ethically some time was needed to allow participants
to consider taking part in the study. In reality, all of the patient participants were
interviewed more than four weeks after the event when their mental states were much
more stable and they were clearly able to consent in a fully informed manner. Patient
participants found the TSQ an easy to understand tool which they were able to
complete quickly and independently. Twelve (n=12, 40%) of patient participants had
trauma symptoms which were above the clinical cut off point of six, and warranted
further screening for PTSD. Of the eighteen (n-18, 60%) of patient participants who
were below the clinical cut off point, eight (n=8, 27%) score zero. The remaining ten

patient participants’ (n=10, 33%) scores were fairly evenly spread from one to five.
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The TSQ ratings were also examined in relation to the severity of the restraint
incident to establish whether the more severe the incident, the more likelihood there
would be of experiencing trauma symptoms. For patient participants who rated more
highly on the TSQ the restraint incidents were varied, some being from the less
intrusive end of the scale to incidents involving C & R and forcibly administered

medication. A breakdown of TSQ scores is offered in figure 38 below.

TSQ scores - patients

Number of participants

zero one two three four five six seven
TSQrating

Figure 38 . TSQ scores patients

5.13 Patient evaluation — Post Incident Review

The evaluation of the Post Incident Review (appendix 10) that formed part of the
research interviews was also offered for patients to complete at the end of the
interview. This was the same form that staff were asked to complete, however where
staff had been asked to complete the evaluation independently and return by internal
post to the researcher, patient participants were asked to complete the evaluation at

the end of the interview in the presence of the researcher. This method was built in to
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the study to allow patient participants the opportunity to ask questions or for
clarification of the items within the evaluation that were to be rated on the likert scale.
An explanation of how to complete the evaluation was offered and all participants
participants completed the evaluations. This part of the data collection took longer to
complete than anticipated but did prompt further reminders to participants around the
issues that had been discussed in the earlier tape recorded interviews. This offered a
slight dilemma in that the interviews were complete and the tape recorder was
switched off but further valuable information was being offered which could assist in
developing depth and context to the individual interviews. With the agreement of
participants, the researcher made additional notes in response to these comments in
order to capture this additional information. These comments were subsequently used
to supplement the analysis of the tape transcripts. Additional time was necessary to
allow time for participants to think about their responses which had not been
anticipated by the researcher, as well as explaining some of the statements which were
included on the evaluation form. The evaluation was made up of six questions which
patient participants were asked to rate on a likert scale of 1-7 where 1 equalled
strongly disagree, 7 equalled strongly agree, and anchor point 4 equalled neither agree
nor disagree. Four questions asked specifically about the efficacy of the framework
and two questions were included which asked whether the incident could have been
predicted and whether the incident was managed well. Results are presented as
follows:

Question one (figure 39) asked participants whether the framework provided an
opportunity to discuss the aftermath of an incident which they may not otherwise have
had the opportunity to do. Twenty eight (n=28, 93%) of patient participants agreed

with this statement, two (n=2, 7%) neither agreed nor disagreed with this statement,
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and no participants disagreed that the framework provided an opportunity to discuss

the aftermath of the incident.

Post incident review offered opportunity to discuss aftermath

Number of participants

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightfy Agree Strongly agree
disagree
Likert scale

Figure 39. Post Incident Review evaluation question one — patient participants
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Question two (figure 40) asked whether the review had allowed the participant to
think about some of the events leading up to the incident. One participant (n=1, 3%)
strongly disagreed that this was the case. Two (n=2, 7%) participants slightly
disagreed that the review had allowed them to think about some of the events leading
up to the incident, and one (n=1, 3%) neither agreed nor disagreed that the review had
allowed them to think about this aspect. The remaining patient participants (n=26,
87%) agreed that the review had offered this opportunity, and out of those nine (n=9,

3%) strongly agreed

Post incident review offered opportunity to think about events leading up to the incident

Number of participants

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 40. Post Incident Review evaluation question tweo — patient participants
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Question three (figure 41) asked whether the Post Incident Review had helped the
participant to think about how well the incident was managed. Three (n=3, 10%)
patient participants slightly disagreed that the review had helped them to think about
how the incident had been managed, nine participants (n=9, 30%) neither agreed not
disagreed that this was the case, and the remaining eighteen (n=18, 60%) agreed that

the review had allowed them to think about how the incident had been managed.

Post incident review helped me to think about how the incident was managed

Number of participants
3

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 41. Post Incident Review evaluation question three — patient participants
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Question four (figure 42) asked the participant if the framework was a useful way to

review incidents of restraint in the practice setting. Two patient participants (n=2,

7%) strongly disagreed that the framework was useful, eight participants (n=8, 27%)

neither agreed nor disagreed, and the remaining twenty (n=20, 67%) agreed this was a

useful way of reviewing incidents of restraint in practice.

Number of participants

Post incident review was a useful way to review incidents of restraint in practice

14

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree
Likert scale

Figure 42. Post Incident Review evaluation question four — patient participants
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The last two questions asked about management of the incident (figure 44) and
whether the participant believed that it could have been predicted (figure 43). These
questions were used to provide supplementary data to the qualitative interviews which
were being undertaken as part of the wider study. Mixed responses were generated
from these questions for staff participants with eighteen (n=18, 60%) agreeing that the
incident could have been predicted. For the patient participants, a higher proportion
(n=20, 67%) disagreed that the incident could have been predicted. Four (n=4, 13%)
of patient participants neither agreed nor disagreed that the incident could have been

predicted, and six (n=6, 20%) believed that it could have been predicted.

On reflection, | think that the incident could have been predicted

Number of participants
[+-3

Strongly disagree Disagree Slightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 43. Post Incident Review evaluation question five — patient participants

The final question asked whether the participant believed that the incident had been
well managed. Despite some of the content of the interviews highlighting that patients
had negative views regarding staff attitudes and interventions in relation to restraint,

half of the patient group (n=15, 50%) agreed that the incident had been well
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managed. Seven (n=7, 23%) neither agreed nor disagreed with this statement that the
incident had been managed well, and eight (n=8, 27%) reported that they believed that

he incident was not managed well.

On reflection, | think that the incident was managed well

Number of participants
(]

Strongly disagree Disagree Stightly disagree Neither agree nor Agree slightly Agree Strongly agree
disagree

Likert scale

Figure 44. Post Incident Review evaluation question six — patient participants

5.14 Conclusion

This chapter has presented findings related to the patient participants (n=30) who
were interviewed as part of this study. They offered further insights into the
complexities around the experiences of restraint by adding other dimensions which
staff participants may not have been aware of or thought to be of particular
significance, for example in relation to the traumatic impact of restraint for patients

who already have trauma histories.
Patients’ recollections of restraint incidents in section 5.2. provided further thought to

the wide range of restraint procedures that are used which include restraint while in

police custody. Police have different restraint procedures using mechanical restraints
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such as hand cuffs and these are not currently in use in nursing practice in the UK.
Whether this may have additional psychological impact upon patients is unknown.
There are studies of restraint in other countries which use these methods such as US
and other European countries, however no comparison has been made to examine
whether mechanical restraints have a greater of lesser psychological impact than UK

traditional C & R procedures.

Demographic data highlighted that there was a fairly equal distribution of gender in
the patient group providing a balanced representation of gender for this study. Ages
ranged from 18-58, the majority (n=21, 70%) falling within the 20-40 category. As
regards ethnicity, the majority (n=21, 70%) of the patient participants were White

British which was slightly less than the staff group (n=24, 80%).

Diagnosis reflected the changes in recent years within the client group in acute care.
47% (n=14) had a dual diagnosis with substance misuse and personality disorders
being comorbid to other serious mental illness such as schizophrenia. It is of note that
none of the patients had a diagnosis of primary or secondary PTSD despite recent
studies identifying that up to 40% of the inpatient population may have this diagnosis
(Meuser et al 1998; McFarlane et al 2001; Purves et al, in preparation). These
diagnoses offer complex challenges in this area of care, often presenting with
associated aggressive and violent behaviour which result in restraint. 83% (n=25) of
the patient participants were under a section of the Mental Health Act (1983), with
70% (n=21) of them being detained under Section 3. This section is lengthier, has
powers to treat, and is used in more severe cases which again reflects the changed

population in current acute care. 90% (n=27) of patient participants had previous
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admissions to acute mental health settings and 67% (n=20) had a previous history of
violence. This may help in planning of care when arranging admission for patients
who have previous histories in terms of staffing in anticipation of untoward incidents.
For example using the demographics in this study, a patient who has a dual diagnosis
and is being admitted under a section 3 of the Mental Health Act (1983), has a
previous history of violence, and has previous admission(s) may be a high risk for
untoward incidents which may require restraint. Staffing may need to reflect the
potential challenges that this scenario may create by having more experienced, and

higher numbers of staff to manage such challenges effectively.

80% (n=24) of patient participants reported to being restrained either in the standing
position or the prone position with C & R procedures being used. This was similar to
the staff figure of 77% (n=23). These figures indicate that restraint procedures within
this study reflected the more extreme end of the definition for restraint and the
subsequent consequences. 10% (n=3) of the incidents reported by patients were
above the recommended time guideline of 30 minutes and this reflected staff
reporting. One third (n=10, 33%) of patient participants reported to being placed in
seclusion with times varying from less than one hour to twenty four hours. This was
slightly higher than staff reporting. Staff had not gone on to discuss seclusion in
depth, however the patient group did discuss this aspect of the aftermath of restraint.
They reported the experience of seclusion being degrading and humiliating, often

feeling ignored and neglected by staff while in seclusion.

The physical consequences of restraint were fairly minimal for patients. 87% (n=26)

of patients had either none or minimal injury. 50% (n=15) reported no physical injury
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at all mirroring staff figures for this category. Patients reported that 47% (n=14) of
the incidents involved more extreme interventions of restraint using C & R either in
the standing or prone position. 47% (n=14) of patient participants reported receiving
intramuscular injections during the course of restraint against their will. This was
much higher than the staff group who reported 27% (n=8) of restraints requiring this
intervention with medication. Despite these invasive interventions minimal physical
damage was reported. This could suggest that safe techniques of restraint are being
used within this particular Trust and that C & R training is effective, certainly in the
physical management sense of the experience. The qualitative interviews however
found that, despite minimal physical injury, the psychological impact for patient

participants was great.

The core categories generated from the qualitative interviews provided thought
provoking material which informs existing evidence regarding the psychological
impact of restraint for patients. While staff described antecedents in relation to
mental states worsening and not taking medication, patients described a wider variety
of antecedents which were described in a passionate way. Some patients agreed that
mental states had worsened in the lead up to untoward incidents; however other issues
such as denial of requests, observation which was perceived as counter-therapeutic,
and boredom were also described in detail as important components in the escalation
of restraint situations. These themes support current literature related to antecedent

behaviours.

Patients also described feelings in depth with anxiety, fear, distress, anger and

suicidality being evident in the lead up to restraint. Intervention may have prevented
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situations escalating had these feelings been attended to at an earlier stage. During
the incident patients described feelings of being out of control and overwhelmed
emotional detachment, and terror. These descriptions are reminiscent of trauma
related phenomena and symptoms of PTSD, and are worthy of much wider
consideration in light of the links raised within the literature between mental illness,
trauma, and PTSD. In the aftermath of restraint feelings of anger, relief, guilt,
humiliation, fear and safety were described. These are strong emotional reactions
which were often ignored in the aftermath of restraint. These emphasise the
importance of Post Incident Review to address the strong emotional impact that

restraint can have for patients.

Patients presented mixed views of what was helpful and unhelpful. Therapeutic
relationships with staff were helpful in limiting the severity of emotional
consequences of restraint. For some patients medication was helpful in calming their
feelings, while others found medication most unhelpful, counterproductive, and
perceived it to be used as a punishment. Some patients found observation,
particularly in the aftermath, to be helpful and reassuring. Others, however, found
observation to be intrusive and humiliating. Although physical impact was not rated
highly using the measurement scale, the qualitative interviews highlighted that
physical consequences were important to patients, and that not hurting was an
important aspect of restraint. Denial of requests and being ignored was viewed as
unhelpful and more comprehensive and consistent Post Incident Review could address
this. For female patients, using male nurses for restraint procedures was perceived as

unhelpful, and for some traumatic. Patients with a history of rape and sexual abuse, in
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particular, found the experience of restraint by men very distressing and reminiscent

of their earlier traumatic experiences.

57% (n=17%) reported that the experience of restraint had reawakened memories of
earlier traumatic events. These figures mirrored staff reporting however the content
of the earlier experiences was different for patients and patients appeared to be more
willing than staff than describing these events in depth. Examples of earlier traumatic
events for patients were mainly around rape, sexual abuse, domestic violence, and

other violent encounters.

Using the TSQ (Brewin et al 2002) was helpful in this study to highlight patients who
had trauma symptoms. 40% (n=12) of patients scored above clinical cut off points
and warranted further screening for PTSD. This aspect of the study was reported
back to ward teams in order for patients to have further assessment. It would have
been helpful for this to be followed up to establish whether those who were further
assessed were eventually diagnosed with PTSD however this element was not
designed within the study and would have proven too time consuming to pursue.
Furthermore ethical approval had not been sought to follow up this aspect of the
study. The early indicators, however, support current limited literature that around
40% of inpatients may have PTSD as a primary or comorbid disorder. The TSQ
scores were varied in relation to physical extent of intervention. Some patients who
reported minimal restraint interventions still scored highly on TSQ ratings and other
who had extreme interventions also had both high and low scores. This may support
the dose — response theory discussed earlier but warrants a more thorough

examination.

235



The framework for Post Incident Review which was applied in this study was
evaluated very positively by patients, as presented in section 5.9. This adds further
weight to the patient data which suggests that a simple, non threatening framework

would be a welcome adjunct to current practice in Post Incident Review.
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CHAPTER SIX - MOVING THE FINDINGS FORWARD

“..Iwill recommend this technique to anyone who wants a way out of that dark place

and to safety, love and happiness again....” (Anon 2006).

6.1.Introduction

During the grounded theory process of data generation and analysis it became clear
fairly early on in the study that post incident support was an area which was
inconsistent and patchy within this Trust, and that both staff and patients welcomed
the opportunity to engage in Post Incident Review. This shorter chapter will highlight
how the findings which were emerging from this study informed an initiative in
practice to address some of the inconsistencies related to Post Incident Review and

support for staff.

Section 6.2. will outline how a proposal to set up more formal mechanisms within the
Trust was implemented to offer Post Incident Review for staff, taking into
consideration some of the concemns raised within the findings of this study. Section
6.3. will detail a case study of a member of staff who experienced PTSD following an
untoward incident in practice. The member of staff was not a participant in this study
but was referred to the local Trauma service after developing PTSD following an
incident in her workplace. This chapter is included to illuminate some of the findings
and emphasise how research findings can be implemented to change and inform
practice for the better. The case study draws together the many points raised in

relation to staff within the literature review, as well as highlighting how staff can be
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successfully treated following untoward events and enabled to return to practice. The

chapter will conclude with main points being summarised in section 6.4.

6.2. Implementation of Post Incident Review in practice for staff

A proposal was presented to representatives from the Trust outlining a system of Post
Incident Review and support to be set up for all localities within the Trust. The aim
was to have a list of practitioners who would be provided with in-house training in
post incident staff support who could be accessed by staff groups following untoward
events to facilitate Post Incident Review. Providing a list of practitioners would
enable choice for staff in recognition of some of the issues which had been raised
within this study in relation to inappropriate facilitation of Post Incident Review. An
example of this included Post Incident Review being imposed upon one staff group by
a manager who was simultaneously conducting an investigation into the incident for
which the review was taking place. This had resulted in that particular group feeling
angry and victimised and individual staff within this group felt that this experience
had tainted their views of the benefits of Post Incident Review and support. By
offering a list of facilitators from a variety of areas, this would be a less threatening

approach to staff who may already be in fear of recrimination.

A number of issues had to be considered when setting up this initiative. There were
already systems in place for staff support in a variety of forms. These included staff
support groups which were already running in some clinical areas, staff occupational
health services, and staff counselling services. The staff support groups were
facilitated by very experienced practitioners who were already engaging in post

incident support through these mechanisms. Occupational health services were seeing
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staff on the more severe end of untoward incidents who may already have been on
sick leave and this service was helpful in ongoing referral for staff who were
exhibiting trauma symptoms. Staff counselling services were a confidential
contracted external agency which staff could access for a maximum of four sessions
but the remit of this service was not around trauma focussed interventions.
Discussion with all of these parties allowed for an open exchange of potential
problems and overlaps which enabled a clear pathway specifically related to the
implementation of Post Incident Review within the Trust (figure 47). This pathway
would work in collaboration with the other support networks which were already in
place to provide an additional system which could be accessed if necessary. More
importantly, this new initiative would provide a mechanism of Post Incident Review

for the many areas which did not have support systems in place.

In preparing practitioners to facilitate Post Incident Review some fundamental issues
were made explicit in the process. The literature review has highlighted the potential
for exacerbating trauma symptoms through critical incident stress debriefing, and the
model which was being advocated in this initiative was through an educational
approach. This would involve a facilitator being chosen by the staff group from a list
of trained practitioners. These practitioners were senior clinicians within the Trust
with a wealth of experience and knowledge in many areas of mental health, including
facilitation. Arrangements would be made for the facilitator to meet with practice
staff at a suitable time and a review of the incident would be conducted using the
psychological first aid model. This is a health promotion approach to post incident
support which places emphasis upon the natural responses that are evoked during and

following a traumatic event. Staff are prepared to expect some upsetting symptoms
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which usually subside within two to four weeks, or less for many individuals, and
additional educational material, such as leaflets, are offered to supplement the
discussion. The TSQ can be used subsequently to screen for trauma symptoms and
provide evidence to support onward referral for further assessment of PTSD, if

necessary.

As this approach to Post Incident Review had not been implemented previously in this
Trust, and no research evidence of similar initiatives was available in the literature,
arrangements were made for the project to be evaluated and reviewed on a six
monthly basis following implementation. Figure 46 highlights the process of Post

Incident Review proposed.

List of Post Incident Review / support staff available in all localities

|

Following incident, staff group agree person from contact list to facilitate review
Arrangements made for support link to meet practice staff

At this meeting: review of incident using psychological first aid model
Use of educational material
Education re screening for trauma symptoms (TSQ)
Follow up contacts and support offered

Figure 45. Implementation of Post Incident Review for staff

This model was embraced by staff and, although in its early stages, it is anticipated
that this will be a successful approach to addressing the existing gap in Post Incident

Review and support in acute mental health care.
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Sadly for some staff, this initiative came too late. The following case study highlights
how staff who have not been well supported following incidents in practice can go on
to develop PTSD. The case study highlights the assessment process and the
subsequent interventions which were used to treat a member of staff who developed

PTSD as a result of being the victim of assault by a patient in her clinical area.

6.3. CASE STUDY

The study aimed to examine the psychological impact of restraint and this overlaps
into the arena of PTSD. The findings have highlighted that although the majority of
staff did not score highly on the TSQ which would warrant further screening for
PTSD, staff still scored above zero in many cases. As data was emerging it was clear
that restraint did have a psychological impact upon staff. Thought must then be given
to how this issue is addressed. The Post Incident Review was very positively
evaluated and would be offered as framework for clinical practice as a result of this
study. I was mindful of what does happen to staff who go on to develop PTSD as a
result of restraint and undertook further training to enhance my skills in assessing and
treating individuals with trauma related symptoms. This training included an
enhanced clinical skills based course which broadened my theoretical understanding
and offered the opportunity for supervised clinical assessment and treatment
(Berkshire Healthcare Trust 2005). In addition, I completed training in Eye
Movement and Desensitisation Reprocessing in order to gain further clinical skills
and be in a position to offer treatments recommended with NICE (2005b) guidelines
for PTSD (EMDR Workshops 2006). I subsequently continued sessional work with
the Trauma service based within the Trust in which the study took place to further

enhance my clinical skills. I had taken a special interest in working with staff who
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had been referred to the service as I wanted to develop my clinical skills and
understanding related to this group. This was an area which I aimed to pursue in my
future career following completion of this study. My role within the Trauma service
was quite distinct from my role as researcher. This clinical role involved use of
specific skills and techniques which will be discussed, and was markedly different
from the role that I undertook as a researcher interviewing participants about their
restraint experiences. The clinical role involved an in depth facilitation of trauma
focussed interventions under supervision with clients who had specific traumatic
material for which they were seeking assistance to address through therapy. I viewed
this role quite separately to my other roles as researcher and lecturer, and any conflict
which could potentially arise was discussed through supervision within the Trauma

service and through supervision with my research supervisors.

The following case study highlights how staff who have gone on to develop PTSD
can be successfully treated and return to work following treatment. The person
described in this case study was not a participant in the research study but did work on
one of the wards where the study was taking place. She had heard about the study but
had not been approached to take part in the study following the incident which
precipitated her developing PTSD. She was referred to the Trauma service by the
Occupational Health Service for assessment and treatment during a period of sick

leave.

Anne (pseudonym) was a staff nurse on an acute ward who was attacked by a patient.

The circumstances surrounding the incident had been that Anne had returned from

leave and been given a handover of the new admissions to the ward. She had noticed
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that Peter (pseudonym) had been agitated, restless, inteffering and was not responding
to any verbal attempts by her to try and ascertain the reasons for his agitation. She
was also aware before the incident that staff on duty were avoiding Peter and were
reluctant to engage with him. His agitation escalated and still no interventions were
offered. She reported her concerns to the nurse in charge but the ward was
particularly busy; a multidisciplinary meeting was about to take place, medication
round was underway, and a number of other demands were being made upon the staff
available. Shortly after the meeting began Anne was attacked by Peter. She was
offered little assistance during the attack. Following the attack Anne was taken to the
ward office and she asked to go home. She called her husband who came to pick her
up. She remained on sick leave for her physical injuries, mainly as a result of the
patient punching her head. She developed symptoms of PTSD over the coming weeks
and was eventually referred to the local Trauma service by Occupational Health. On
assessment Anne completed a variety of assessment measures (table 18) to ascertain
the extent of her symptoms and establish whether she fulfilled DSM-IV criteria for
PTSD. As well as the Semi Structured Clinical Assessment used within the service,
Anne completed the Impact of Event Scale-Revised (IES-R) (Horowitz et al 1979),
Beck Depression Inventory II (BDI-II) (Beck 1996), PTSD Symptom Scale — Self
Rating (PSS-SR) (Foa et al 1993), General Health Questionnaire-28 (GHQ-28)
(Goldberg 1981), and Hospital Anxiety and Depression Scale (HADS) (Snaith and
Zigmond 1983). The IES is a tool which identifies fifteen statements related to the
traumatic experience which must be rated from not at all to rarely to sometimes to
often. Scores are assigned to each rating and added up. The clinical cut off point for
this scale is 26 and Anne scored 55. The BDI-II is used to assess levels of depression

with scores rated by the patient regarding a number of different depressive symptoms.
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The clinical cut off points range from 10-15 being mild, 16-19 being mild to
moderate, 20-29 being moderate to severe , and 30-63 being severe. Anne scored 17
on this scale which indicated that she had mild to moderate depressive symptoms.
The PSS-SR is a diagnostic tool for PTSD which is based on DSM-IV criteria. The
tool is broken down into different sections which include questions related to re-
experiencing symptoms, avoidance symptoms, arousal symptoms, perceived or real
life threat during the event, effects upon levels of functioning, feelings of guilt,
homicidality, and disillusionment. To fulfil DSM-IV criteria, scores of at least one or
more re-experiencing symptom, 3 avoidance symptoms and 2 arousal symptoms
would be needed. Anne scored 13 for re-experiencing symptoms, 10 for avoidance
symptoms and 13 for arousal symptoms. The HADS is used for measuring levels of
anxiety and depression. Scores range from 8 to 10 for mild anxiety or depression, 11
to 14 for moderate anxiety or depression, and 15 to 21 for severe anxiety or
depression. Anne scored 11 for anxiety and 11 for depression which indicated that
she had moderate levels of both. With the evidence gathered via the battery of
assessment tools and through subjective assessment of Anne’s presentation, she
clearly fulfilled assessment criteria for PTSD and further treatment was warranted.
She was keen to engage in treatment as soon as possible and a course of treatment was

agreed with her.
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Assessment scale

Type of assessment

Clinical range / cut off points

Impact of Event Scale (IES)
(Horowitz et al 1979)

Beck Depression Inventory
(BDI) (Beck 1996)

PSS-SR (Foa et al 1993)

General Health
Questionnaire-28 (GHQ-28)
(Goldberg 1981)

Hospital Anxiety and
Depression Scale (HADS)
(Snaith and Zigmond 1983)

Scores related to impact of
the traumatic experience

Depressive symptoms

Diagnostic tool based on
DSM-1V criteria

Measures somatic symptoms,
anxiety, social dysfunction
and depression

Anxiety and depression

Clinical cut off 26

0-9 Normal

10-15 Mild

16-19 Mild-moderate
20-29 Moderate-severe
30-63 Severe

At least one re-experiencing symptom
At least 3 avoidance symptoms
At least 2 arousal symptoms

Clinical cut off 4/5 for each section

0-7 Normal
8-10 Mild
11-14 Moderate
15-21 Severe

Table 18. Assessments used for PTSD

According to NICE (2005b) guidelines for PTSD, the first line of treatment would be

trauma focussed Cognitive Behaviour Therapy (CBT) which is a well established,

evidence based approach. CBT can be supplemented with Eye Movement

Desensitisation and Reprocessing (EMDR) which is also a recommended treatment

within NICE (2005b) guidelines. Ehlers and Clark (2000) describe a cognitive model

of PTSD as related to the manner in which the trauma has been processed by the

individual. Two key processes impact upon the development of PTSD, one relates to

the way that the individual has appraised or interpreted the trauma, and the second

process involves the nature of the memory of the event and how it is linked to other

memories. Brewin (2001) explains that experiences of trauma are encoded in
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Situational Accessible Memory (SAM) which encodes non verbal data such as smells,
pictures and sounds, and Verbally Accessible Memory (VAM) which is narrative
based. VAM is linked to abilities to evaluate and integrate past and present
experiences, as well as future consequence. When an individual experiences trauma
these processes can be encoded differently to other experiences as a result of the
autonomic responses that the individual experiences during the trauma. The fight,
flight, or freeze response to stress results in distortions in focus and the encoding of
the experience can be limited. In terms of SAM the amount of detail may be
distorted, for example small details, such as a smell, which may have been present at
the time of the trauma, is interpreted with more significance than in more normal

circumstances. Other detail may be missed, for example images of the scene.

To illustrate these points, in the case of Anne’s recollection she could clearly
remember the smell of the patient’s clothes when he was attacking her but had
difficulty in remembering other people who were present on the periphery during the
attack.. In terms of VAM, recollection of the memory may be inadequately integrated
within the autobiographical memory, in other words the memory does not fit with that
person’s running narrative of their life view and experience. They are subsequently
unable to place the experience within a context of time, place and person. To
illustrate this in relation to Anne, she had felt overwhelmed by the attack and feared
for her life. She had no prior experiences with which she could integrate this event
and was therefore unable to find a metaphorical hook within her mind to hang the
experience upon. The result was that she could not assimilate that this was an event

which had been time limited, was now over, and she was now safe.
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The effects of these processes can result in symptoms of PTSD. These symptoms
include; re-experiencing of the event which may take the form of intrusive thoughts or
images of the event; avoidance of stimuli associated with the event which may take
the form of avoiding thoughts and activities which are associated with the trauma;
numbing of general responsiveness which may be depicted as restricted affect such as
feelings of detachment or inability to experience feelings such as love; and increased
arousal which may manifest as irritability, hyper vigilance or exaggerated startle
response. Anne’s assessment had highlighted that she was experiencing symptoms
related to all of these criteria. She had re-experiencing of the event which took the
form of nightmares and images of her attacker on the faces of strangers she passed on
the street; she was avoiding work since the experience; she felt numb and felt unable
to experience feelings of joy or happiness which was unusual for her; and she felt
hyper vigilant, on edge, and jumpy most of the time. The aim of trauma focussed
CBT is to facilitate integration of incompletely processed material related to the
trauma and to challenge negative appraisals of the event through restructuring of the

narrative with the client.

Ehlers and Clark (2000) suggest that the trauma memory needs to be integrated within
the clients preceding and subsequent experiences in order to prevent continued re-
experiencing of the event. This can enable the client to incorporate the trauma within
the here and now thus providing a context within which the experience can sit, in
other words assist the client to find a metaphorical hook within their own mind set on
which to hang the experience. Working through the narrative, or the client’s story,
with the help of a trained clinician can assist in restructuring material through

integrating the narrative within the here and now, highlighting hotspots (problematic
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appraisals of the event) through cognitive reprocessing, and challenging negative
appraisals through cognitive reframing. EMDR can assist in the processing of
hotspots as well as reducing some of the more distressing symptoms of re-
experiencing associated with these idiosyncratic appraisals. Homework exercises,
methods of relaxation and educational material are provided at the outset in order to
supplement therapy and assist the client in moving forward as quickly as possible.

An explanation of the treatment was offered to Anne and education material had been
provided at earlier assessment. This had been helpful to her in terms of trying to
normalise her feelings and symptoms, but she had not been given this material until
three months after the incident when her symptoms of PTSD were well established.
She was provided with further self help references which she was agreeable to access

independently.

Anne was particularly distressed with a recurring nightmare which involved her
waking with her attacker’s hands around her throat. This happened most nights and
she had difficulty in bringing herself back to reality when this happened, feeling as if
she was still experiencing the event even though she was awake in her own bedroom.
Her sleep was greatly affected by this and she saw this as one of her main problems.
We discussed grounding techniques which involve use of an external stimulus which
can help to revive individuals from this trance like state and return to reality.
Grounding involves use of distraction as a strategy to detach from emotional pain by
focussing upon an external stimulus using mental, physical, or soothing techniques.
Mental distraction can involve focusing the mind on activities such as counting;
describing surrounding environment; or describing activities to divert attention from

distressing thoughts. Physical grounding involves focussing upon the senses for
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distraction, for example by running cool water over the hands or smelling essential
oils. Soothing grounding involves focussing upon soothing thoughts or statements
such as “I am a good person, I will get through this” (Najavits 2002). Anne agreed
that use of an essential oil such as lavender (the smell of which had no connection
reminiscent of the incident) may help with this.

We discussed using a narrative approach initially with a view to using EMDR if
necessary at subsequent sessions. In addition, I used a technique commonly used in
EMDR which can be helpful both in therapy and used outside of the therapy room to
reduce symptoms of anxiety, visual imagery. Before embarking upon this exercise I
asked Anne to rate her Subjective Units of Distress (SUDS). This is a way of
measuring distress when working with clients individually to ascertain levels of
anxiety and discomfort. These units are usually ranked from 0-10, where 0 means that
the client is experiencing no distress whatsoever and 10 means that they are extremely
distressed. At the start of this exercise Anne rated her SUDS at 7. I encouraged Anne
to think of a ‘safe place’ that she may be able to recall. It is preferable that the safe
place is not connected to any memories which may later affect the client’s progress.
For example if the client remembers a seaside resort as a child and recalls feelings of
happiness and relaxation but at a later session discusses how she was raped on a
beach, the ‘safe place’ may no longer be symbolically safe and may worsen
symptoms. The image of the beach would now represent a reminder of trauma and
would not be viewed with safety. It is also encouraged that family or close friends
should not be included in the scene for similar reasons, for example a happy event
with a husband may not be as helpful if it subsequently transpires that the client’s
husband is being unsupportive to the client at the present time. Anne was able to

recall a landscape from her childhood which she had found relaxing and invoked
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warm memories for her. She was able to recall smells and sounds which were later to
be helpful to her when using the technique. After the exercise she rated her SUDS as
2, quite a reduction. Her homework was to read some of the material that she had
been provided with and start work on her narrative which we would then look at the
following week.

Anne returned the following week and we began the challenging task of working
through her narrative to integrate the trauma. We looked at facts, thoughts and
feelings around her narrative, keeping the discussion within the present tense. This
assists in the process of contextualising the event. She was able to recall many
aspects of the trauma in great detail but other aspects were patchy. She was very
angry with colleagues and we were able to look at facts, thoughts, and feelings in
relation to this which assisted in her depersonalising some of her colleagues’ actions.
Over the weeks, she began to tackle some of the areas of her life that she had been
avoiding since the trauma, such as socialising with friends and family. After working
through Anne’s narrative she still had some negative cognition which proved difficult
to shift, for example where she had felt confident and successful in her work before
the incident she now felt that she doubted herself and she was unsure if she could
succeed. She was still experiencing some sleep disturbance. We used EMDR
techniques to target the remaining symptoms which had been proving difficult to shift
through CBT. EMDR involves use of bilateral stimulation to free information
processing systems which in turn allow links to more adaptive information within the
memory (Shapiro 2001). The client focuses upon disturbing images related to the
trauma while simultaneously focussing upon an external stimulus such as visually
following set hand movements of the therapist, or simultancous hand tapping.

According to Shapiro (2001) this procedure activates the information-processing
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system and allows adaptive processing of the disturbing material. Homework
exercises, methods of relaxation and educational material are provided at the outset in
order to supplement therapy and assist the client in moving forward as quickly as

possible.

The assumption within this model is that the processing of the trauma that was
ineffectively coded through SAM and VAM can be spontaneously processed through
use of EMDR to reconnect the networks, facilitating insight and change.
Measurements of SUDS are taken throughout the process, the aim being to reduce
them to zero. EMDR had a remarkable effect upon the residual symptoms that Anne
was experiencing. Within two sessions her SUDS ratings were zero and she was
actively planning her future with renewed confidence. Anne’s ratings on all of the
assessment scales had also reduced significantly and were all below clinical cut off

points.
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A summary of her pre and post treatment ratings are highlighted in table 19.

Assessment scale Before treatment After treatment
IES 55 6
BDI-II 17 11
PSS-SR 13 (re-experiencing) 2
10 (avoidance) 2
13 (arousal) 5
GHQ-28 5 (somatic symptoms) 2
7 (anxiety) 2
6 (social dysfunction) 2
0 (depression) 0
HADS 11 (anxiety) 4
11 (depression) 8

Table 19. Pre and post treatment scores.

She was able to reflect upon the event without the distress that she had previously
experienced and although she still wished that it had not happened, she was able to
think about some of the positive aspects that had resulted in relation to her “not taking
life for granted”, a common response from people who have successfully come
through a life threatening experience. Anne wrote a brief account of her experience

of therapy which is included below with her consent.
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“Quite a few of us have experienced trauma either as a child or as an adult and
sometimes both. We freeze certain parts of ourselves after trauma, pushing the
memories back out of sight. From this place, we lose our connection to all of who we
are. Our fullness is repressed, our creativity suppressed. After the incident I never
thought I was going to be affected that badly. I started counselling for my traumatic
experience, which I found to be very helpful. After a couple of weeks the counsellor
spoke to me about EMDR, wanting to know if I had heard about this technique. 1
replied no, so she explained the process and procedure to me. I was very sceptical
about the whole process and being negative about the procedure. I went away and
did my own research and was impressed... the treatment had its positive and negative
sides but the comments were more on the positive side. The process helped me to
bring to mind negative thoughts caused by the incident, for example your mind acts
like a moving train bringing the negative thoughts forward and changing them to
positive and new thoughts you want to have. It also helped me to always return to my
safe place at any given time when I am distressed or finding it hard to cope and deal
with my thoughts on an everyday basis. I found EMDR to work safely and rapidly. It
helped me to restore normal ways of dealing with my problems. EMDR is a creative
and safe way to see what is in the way of living a full, joyful life. Therefore I will
recommend this technique fo anyone who wants a way out of that dark place and to

safety, love and happiness again.” (Anon 2006).

6.4. Conclusion
A criticism of research activity for academic purposes is that the research is
undertaken and then not developed to full potential when the purpose, such as PhD,

has been met. As emerging findings from this study were considered it was clear that
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there were gaps in practice which could be addressed. This chapter has highlighted
how one of these gaps, providing meaningful staff support, can be addressed with
further systems put in place to evaluate the changes. It would have been tempting to
delay this initiative until the thesis had been completed; however it would have been
unethical to ignore this aspect of the study when the demand was obvious. Although
there were also issues related to Post Incident Review for patients, the research design
allowed for feedback to staff to mobilise further assessments and support for patients
if necessary therefore this aspect was viewed as less urgent than the need to organise

staff supports.

Presenting the case study within this chapter has highlighted the extent to which the
psychological impact of restraint can affect the lives of staff. Furthermore, the case
study has shown how staff can be assisted to return to work using recognised

treatments for PTSD, in order to re-engage with their careers in a meaningful way.
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CHAPTER SEVEN - DISCUSSION

“...one of the most hazardous work settings for employees’ mental health is the local

mental health facility...” (Caldwell 1992, p839)

7.1 Introduction

The data generated by a study which has a large qualitative element can be difficult to
manage and clear structures and processes are needed to analyse and interpret such
data. Within this study the findings of the data have been presented in a structured
way with discrete themes being offered to the reader as well as presentation of
quantitative elements such as measurement of physical impact of restraint and use of
TSQ (Brewin et al 2002). In order to present a comprehensive debate related to data

findings a similar approach to the discussion has been taken.

The findings of staff and patient data have been presented within chapters 4, 5, and 6.
A discussion related to the findings will now be offered. The themes identified within
the findings will be reflected upon and considered within the context of the literature
review and what is already known about the topic. Further observations related to the
data will be offered as new insight for consideration within the study of the aftermath
of restraint. Section 7.2. will offer a discussion related to the restraint incidents which
were the focus of this study. Section 7.3. will discuss further consideration given to
the demographic data presented for both staff and patients. Section 7.4.will discuss
diagnosis and legal status which applied to the patients interviewed in the study.
Section 7.5. will discuss previous admissions, length of contact with services, and

history of violence which were also data collected from patient participants. Section
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7.6. offers a discussion related to type of restraint used, length of restraint and use of
seclusion related to staff and patient participants. Section 7.7. considers the physical
consequences of restraint and offers discussion related to the data presented for staff
and patient participants. Section 7.8. offers a discussion related to medication issues
which were identified within the study by both staff and patient participants. Section
7.9 then goes on to consider the themes of the qualitative interviews which were
identified for all participants. This section will be broken down further into individual
categories which were identified within the presentation of findings. Section 7.10.
offers a discussion around the findings of the application of the TSQ (Brewin et al
2002) to staff and patient participants and section 7.11 goes on to discuss the positive
responses gathered in the evaluation of the Post Incident Review framework. Section
7.12. will discuss further elements of the staff focus group which must be considered,
and section 7.13 will provide a discussion related to chapter six which offered a way
forward in integrating some of the findings of this study to effect positive changes to
mental health practice. Finally, a discussion of the study limitations will be

summarised at the end of this chapter in section 7.14.

7.2 Restraint incidents

The literature review identified that restraint has been a method of managing
aggressive and violent behaviour for centuries. In 1885, Dr Gilland reported the
positive effects of using a wet sheet for four hours to calm a violent female patient,
however more sophisticated techniques have been developed over the centuries with
Control and Restraint (C & R) being the dominant method in current UK mental
health care (NICE 2005a). There is currently no nationally agreed definition in

relation to what a restraint incident consists of, however the concept clarification

256



identified within the earlier pilot study (Bonner et al 2002) proved helpful in this
study. By allowing consideration of a wide range of ‘hands on’ approaches to
managing untoward incidents this allowed a greater scope within the recruitment to

the study. This in turn generated a wealth of qualitative data around restraint.

The literature considered whether there was a relationship between the severity of an
incident of restraint and the subsequent psychological impact. It was highlighted that
traumatic incidents which involved physical injury were more likely to result in
subsequent psychological injury (Stretch 1985; Goldberg et al 1990; Basile et al
2004), however the literature review also highlighted that violent incidents in mental
health settings which did not result in physical injury could also have subsequent
psychological sequelae if they were perceived as life threatening or a threat to self

integrity (Richter and Berger 2006).

The findings in this study have highlighted that for some individuals who had
experienced more severe physical effects, this did equate with more severe trauma
symptoms, but this was not the case for all participants. Conversely, some
participants had experienced high ratings for trauma symptoms with none or minimal
physical impact of restraint. The physical impact of restraint will be discussed in
more detail in section 7.7., however the findings in this study support the notion of the
non-linear dose response relationship. This would suggest that a wide ranging
definition of restraint, similar to the definition discussed in section 2.2.1., is necessary
when considering the aftermath of restraint. There are a broad range of psychological
responses during and following restraint incidents, along a wide spectrum of severity

of incidents. This also supports the decision to use the DSM IV-TR (APA 2000) to
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define PTSD for the purpose of this study as these criteria include the subjective

perception of the event as a precursor to PTSD.

Although a wide range of restraint incidents were examined in this study, these
examinations were in the context of one-off events. The psychological impact of
regular, persistent physical interventions was not addressed within this study and
warrants further attention. It may well be that regular altercations provide ongoing
‘doses’ of trauma similar to those who experience systematic violence as described by

Herman (1992) which often results in complex PTSD.

In addition, a greater trauma history could have been taken from participants to
examine ongoing / multiple trauma histories and their relationship to current
symptoms following restraint. This is an area which would benefit from much wider

exploration in a subsequent study.

7.3. Demographic data

Gender differences were fairly evenly split between both staff and patient participants.
The staff demographic data was fairly representative of a generic UK mental health
Trust. The mean age of staff interviewed was 40 years and the skill mix ranged from
Ward Manager to Health Care Assistant. There were varied lengths of service
ranging from 6 months to 24 years, the mean being 9 years and 6 months. All staff
had reached the Trust benchmark of minimum training in management of aggression
being breakaway skills. In terms of demographics for staff, this was a mature group
of fairly experienced staff who had some form of training in management of

aggression.
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While training in breakaway skills within this Trust is a minimum benchmark that is
being maintained, there is a need to further audit the efficacy of this training. If, as
Rogers et al (2006) suggest, taught breakaway skills are not subsequently used in
practice, it may be timely to review the content of these training days. This study has
found that Post Incident Review needs to become a recognised element of everyday
practice and it may be more cost effective to provide further training in Post Incident
Review in place of breakaway skills. This would prevent a waste of training
resources if breakaway training is ineffective and equip staff to address the aftermath
of restraint in a much more comprehensive way. This may ultimately save further
resources in terms of prevention of sick time for staff and psychological injury to staff
and patients. C & R training is a longer programme and has more formal mechanisms
of assessment and this may be the most appropriate avenue that practitioners take to
develop skills of physical intervention. The extent of Post Incident Review and
support that is offered within C & R training programmes varies across the UK and
this is another avenue where more explicit approaches to teaching skills of Post

Incident Review could be addressed.

The majority of staff interviewed in the study were white British and this did not
represent the population of the county that the Trust serves. The predominance of
white British nursing staff who were interviewed within this study may have some
impact upon the findings. Cultural issues have long been a concern within UK mental
health care with a need for issues of diverse cultures to be considered. It is known
that Black Caribbean males are more likely to be compulsorily detained under the

Mental Health Act (1983), are more likely to receive a diagnosis of schizophrenia,
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and are more likely to be restrained (Department of Health 2005). It may be that
cultural differences between these groups result in poor communication and
misinterpretation, resulting in more frustration and aggression, and consequently
restraint. Within this study, this was not reported by staff or patient participants
however within the demographics there were clearly more white British participants

than other ethnic groups.

The demographics should be viewed with caution as this was a small study group and
generalisations cannot be made upon such a small sample. It may also be that White
British participants were more likely to volunteer to take part as the researcher is

White British.

7.4. Diagnosis and legal status

Almost half (n=14, 47%) of the patient participants had a dual diagnosis with an equal
number (n=14, 47%) having a single diagnosis. Of the group who had a dual
diagnosis, 20% (n=6) had a diagnosis of schizophrenia and substance misuse. This
would suggest that this client group may be more likely to be restrained and would
support current literature related to the inpatient population in current UK mental
health care. Of the group who had a single diagnosis, 20% (n=6) had a diagnosis of
bipolar illness which would suggest that this group may be more likely to be
restrained. None of the patients in this study had a case note diagnosis of primary
PTSD or co-morbid PTSD. Bearing in mind that previous studies have found that
around 40% of inpatients fulfil criteria for PTSD but have little or no case note
diagnosis (Meuser et al 1998; Purves et al, in preparation), these figures may not be a

true representation of the study group. A number of patients had trauma symptoms on
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the TSQ (Brewin et al 2002). These symptoms may have been related to undiagnosed
PTSD, as opposed to the psychological consequences of the restraint incidents for
which they were being interviewed. From this data, it is concluded that the
behavioural and cognitive problems associated with the diagnoses identified in this
study, and the possibility that some patients may have had undiagnosed PTSD, may
play a part in the instigation of restraint procedures and may also play a part in

subsequent psychological impact of such procedures.

An inpatient with a dual diagnosis of schizophrenia and substance misuse or a single
diagnosis of bipolar illness may prove to be at greater risk of being restrained. The
reasons for this are manifold. The mental state of an individual with these diagnoses
may be highly symptomatic therefore communication can prove more difficult. Use
of de-escalation techniques may be less successful as a result. For example a patient
with a diagnosis of schizophrenia and substance misuse may be experiencing positive
symptoms such as hallucinations, and may be less able to engage in a coherent
dialogue as a result. Sensitivity must be given to this situation and assumptions
should not be made that communications have been understood. It may be that
conversations need to be repeated or more time taken to communicate and to check
out understanding. The individual with a single diagnosis of bipolar illness may be
less tolerant of aversive staff interventions than patients with a different diagnosis
such as depression. For example the individual in a manic state may not be happy
with being confined to a ward area when he or she would prefer to be active in a more
stimulating environment. Attempts to restrict his or her movements may not be

welcomed and frustrations raised as a result. Sensitivity on the part of the nurse is
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also indicated in this scenario and some form of compromise necessary to prevent

escalation of frustration on the part of the patient.

Patients who have an unrecognised trauma history may have similar behavioural and
cognitive disturbances. Use of restraint with this patient group is likely to cause
further trauma, thus increasing the likelihood of further psychological sequelae. This
further emphasises the need for a trauma history to be taken and a diagnosis made

early in the process of psychiatric assessment.

In legal terms, 17% (n=5) of the study group were informal male patients. Of the
remainder, 13% (n=4) were under Section 2 of the Mental Health Act 1983 and 70%
(n=21) were under Section 3 of the Mental Health Act 1983. The exclusive
proportion of male informal patients was unexpected and raises some points for
consideration. It may be that female informal patients are less likely to become
aggressive therefore they would not have come to the attention of this study. All of
the informal patients had diagnoses of mood disorders. This would suggest that this
diagnosis is likely to be less risky in terms of restraint incidents for females and
would support the issues discussed earlier in relation to people with diagnoses of
schizophrenia with substance misuse and bipolar illness being more likely to be
involved in restraint incidents. It may also be the case that female informal patients
receive less aversive responses from staff, and more therapeutic interventions than

their sectioned counterparts.
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7.5. Previous admissions, length of contact with psychiatric services, and history
of violence

The findings highlighted that clear summaries of psychiatric timelines were not
available in most patients’ notes. This would have been helpful for this study, but
perhaps more importantly, this is essential in considering risk in terms of management
of violence and aggression to reduce incidents of restraint. This aspect of assessment
should be incorporated at all levels of training and is beginning to be addressed in
some training programmes but needs to be made much more explicit within
management of restraint. 90% (n=27) of the participants within this study had at least
one previous admission and 20% (n=6) had ten or more previous admissions. It could
be that the participants who had a higher number of previous admissions had more

severe levels of symptoms which resulted in higher levels of physical interventions.

Length of contact with psychiatric services ranged from 0-35 years, the average
length of contact being 9.6 years. The data highlighted that length of contact with
services did not always equate with number of admissions. For example, one
participant had been in contact with services for 19 years but had only been admitted
twice during this lengthy period. Assumptions cannot be made in relation to this part
of the study as the length of contact was varied and individual. For some individuals
regular admissions had taken place throughout their psychiatric histories and for
others admissions had been few. It may have been that some individuals had built up
good supports outside of the hospital through community services, only needing

admission in crisis, whereas this may not have been the case for others.
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67% (n=20) of patient participants had a previous history of violence ranging from
verbal threats, property damage, to physical assault. It was noted during data
collection that reporting systems were not consistent and this was supported via Trust
data records. It is not known if this is an issue for this particular Trust or whether this
should be a wider consideration for practice. The inconsistent reporting of incidents
has a number of implications at local and organisational levels. If reporting systems
are inconsistent at local levels this could impact upon staff. For example, in this study
one clinical area reported all incidents including verbal threats, while other areas only
reported more ‘severe’ incidents. The repercussions of perceived over reporting could
be that this particular area is not taken seriously and when a more serious event does
occur, responses are not forthcoming. Conversely, if areas are perceived to have
fewer serious incidents as a result of less reporting, they may be budgeted to have less
provision of resources in managing aggression and violence. No clear evidence was
generated to support these scenarios within this study however the impact of
inconsistent reporting could prove dangerous. The implications of these issues are
warranted at an organisational level. Further training and development for staff is
indicated to facilitate a more explicit, shared understanding of levels of seriousness in

terms of reporting of untoward incidents.

7.6. Type of restraint, length of restraint, and use of seclusion

Types of restraint were divided into four categories; gentle guidance to place of safety
with minimum force, guidance to a place of safety with some force, restraint
involving two or more staff with force using C & R techniques while remaining
upright, and restraint involving two or more staff in the prone position. For both of

the participant groups, the majority of restraint situations that were described by
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participants fell into the latter two categories. It would be expected that a high
number of incidents would involve more extreme measures of restraint as the aim of
the study was to examine the aftermath of restraint. It was explained to staff that
inclusion into the study involved a wide variety of restraint approaches but it may be
that staff only referred more serious restraint situations to the study. The less extreme
examples of restraint within this study were referred from clinical areas that had
higher reporting of untoward incidents and this would support the notion of
inconsistency regarding perceived severity of incidents and reporting of said

incidents.

If this sample of incidents is representative of restraint episodes in general then a high
proportion of untoward incidents on acute admission wards would require
intervention from a restraint-trained team of staff to contain the situation. This has
implications for training and resource management in terms of ensuring adequately
trained staff and adequately resourced staffing are available in these areas. The
literature review highlighted that incidents rise in wards when staff are attending
training (Bowers et al 2007) therefore this creates a dilemma which must be
considered in relation to ward cover when staff are receiving training in these areas.
The focus groups indicated that despite training, some nurses were perceived as
unskilled therefore there is also a need to further address competency within training
programmes that nurses attend. Despite these concerns, the techniques that were used
inflicted minimal physical injury which would suggest that staff were using these

procedures in a safe manner.
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Use of restraint in the prone position is a current concern in mental health care with
positional asphyxiation contributing to deaths of patient recipients of these procedures
(Sallah et al 2003). No deaths occurred as a result of positional asphyxiation during
this study and it is noteworthy that nurses did not raise this issue in the qualitative
interviews. One would have expected this to have been an issue of concern due to the
current high profile of positional asphyxiation. It would be worth pursuing this issue
in further follow up studies to establish whether nurses have a raised awareness as a
result of recent public enquiries and publication of NICE (2005a) guidelines. In this
study it would appear that nurses were not particularly concerned about positional

asphyxiation and this may be a matter of concern.

Length of restraint was measured in minutes and broken down into five categories;
less than five minutes, five to ten minutes, ten to twenty minutes, twenty to thirty
minutes, and thirty to sixty minutes. Reporting between groups varied in relation to
length of restraint. This may have been due to the wide variety of restraint incidents
that were being discussed. Data was not collected regarding which staff and patients
were involved in particular individual incidents therefore comparisons of time
estimations were not able to be made for the same incidents and this is a limitation to
this study. One could question whether staff underestimated timing of restraint in
order to stay within guidelines; however the patient participants appeared to support
staff reporting, albeit within the limitations highlighted above. This group was taken
from an acute generic psychiatric inpatient setting and may differ widely in proportion
to other settings such as secure forensic hospitals where, according to forensic
colleagues, restraints can last for much longer periods than those reported within this

study.
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The majority of the incidents which involved seclusion took place in an intensive care
setting. It would be expected that a more challenging group of patients would be
placed within this setting and therefore a higher need for seclusion would be required.
These units are also purpose built with seclusion rooms whereas the newer admission
wards do not contain seclusion rooms. Some staff (n=5, 17%) did express an opinion
regarding this in terms of having a seclusion room available for use. They felt that
this would be more helpful than taking patients to their bedroom for time out and they

would have felt more confident in observation in this setting.

The term seclusion is open to interpretation. Although use of seclusion is framed by
set guidelines and procedures, other methods of isolating patients were described
within this study. “Time out”, “being kept in open bedroom to calm down”, “kept
away from other patients until the situation was settled”, were terms that were referred
to by some staff, and patients certainly reported that having quiet time alone in their
bedrooms was helpful. One could argue that these are forms of seclusion which are
being used outside of the standards and guidelines meant to support these approaches
and protect the patients to which they are being applied. Uses of covert forms of
seclusion are illegal and unethical, and the extent to how much these forms of
isolation are used is unknown. It may well be that they are used in the patients’ best
interests with good effect, however an open debate regarding these practices is

warranted within the wider mental health field.

The average length of seclusion in this study was 1.5 hours and this was recorded

through formal seclusion procedures. Records of ‘time out’ and other ways of

isolating patients were not recorded. This would be worth investigating in more depth
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in a subsequent study. It may be that these less formal methods of isolation are
another form of aversive staff intervention and another example of avoiding

meaningful engagement.

7.7. Physical consequences of restraint

In terms of physical injury, half of the study participants reported no physical
consequences, and those who did report injuries generally had physical consequences
on the lower end of the scale. Two members of staff who went on to develop PTSD
had been physically injured and their presentations fit well into the dose response
theories described by Stretch 1985, Goldberg et al 1990, and Basile et al 2004. These
figures should be viewed with caution as each situation had its own unique
circumstances and although a high proportion of participants were not physically
injured these figures highlight that risk of injury remains an issue when using restraint
techniques. Despite minimal physical injuries, this study has highlighted that the
psychological consequences of restraint can be great and even situations which have
resulted in no physical injury can have a severe psychological impact on those

involved.

7.8. Use of medication

Responses to medication varied between groups. Staff discussed how the situations
where medication had not been used were managed through therapeutic interaction
with patients, using good communication and problem solving approaches to address
escalating situations. Patients supported these views in respect of situations where
medication was not used or was offered and accepted. Some patients were happy to

take oral medication and viewed this as the preferred choice of calming escalating
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situations. One may question whether this was as a result of being socialised within
the medical model of the mental health care system or whether for some patients,

medication was the only option which they felt could resolve high tension situations.

It would have strengthened this study to explore some of these issues in more detail,
for example by observing staff-patient interactions during situations of tension to
establish whether any therapeutic communication techniques were used to diffuse
situations, thus negating the need for medication. Bowers et al (2007) have
highlighted that use of high levels of therapeutic interaction in acute areas reduces
aggression and creates a more therapeutic environment and it would have been helpful
to examine whether the principles of Bowers et al’s (2007) research were being

applied within this study group.

The incidents that had involved use of forcibly administered intramuscular injections
were fraught for both staff and patients; however patients described these situations
more vividly than staff, and displayed greater emotional depth when recounting their
understanding of these events during interview. Staff reported that they viewed
forcibly administering medication as a last resort, and that this was an aspect of their
role that they found difficult. They believed that it conflicted with their perceptions
of what a good nurse was, and that they were not prepared during training for some of
the feelings that they would subsequently experience when becoming involved in

these procedures.

Enforced medication was discussed in depth during subsequent interviews with

patients and was reported to be highly distressing for some, and for others being
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reminiscent of previous violent encounters. Patients who had been the recipients of
enforced medication expressed the opinion that some staff enjoyed this aspect of their
role and that this was part of a game of power that was commonplace. These patients
expressed anger at their predicament and felt helpless to challenge staff as they
believed that this would result in further use of restraint and more use of medication

by force.

These polarised views highlight the complexities of mental health -care.
Communication in these circumstances had broken down and a vicious circle of
anger, conflict, and restraint was the result. The patients who expressed these views
were patients who reported that they had not been offered any form of Post Incident
Review, and perhaps this could have been a mechanism that would have addressed

these situations and broken a self-perpetuating vicious circle.

7.9. Qualitative interviews

7.9.1. Antecedents

A wide variety of antecedents were identified by both staff and patients within this
study related to situations which eventually resulted in restraint. Many of the
antecedents identified support the points raised within the literature review, for
example patients reported aversive experiences with staff such as denial of requests.
A common theme identified within the antecedent categories expressed by both
groups was that of mental state worsening, reported by 37% (n=11) of staff and 20%
(n=6) of patients. This raised a number of dilemmas expressed by nursing staff
during interviews. Early intervention may have prevented some of these events from

escalating but some staff felt unable or unwilling to intervene. One nurse, who
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subsequently was attacked by a patient, did not feel supported by her colleagues to
intervene.  Although the patient’s mental state was deteriorating there was a
reluctance to communicate with the patient, perhaps through fear or perhaps in the
hope that ignoring him would make him go away. It may be that the patient’s
symptoms were worsening and that the situation would have happened whether staff
had intervened or not. That particular nurse, however, felt that earlier intervention
should have happened. If the violent situation had arisen despite efforts to
communicate with this patient, perhaps the psychological effects for that nurse may

have been lessened.

Some staff expressed a reluctance to offer medication but on reflection these staff
believed that doing this may have prevented rising tensions. It is of interest that the
nurses who discussed medication did not discuss using talking interventions as an
alternative, however this was not fed back to them during interview and it may be that
there was an assumption on the part of the participant that this was a given, and did

not need to be expressed to the researcher.

Other reporting of antecedents was quite different from both groups. Staff discussed
intuition and more advanced practitioners were able to articulate that this intuition
was related to their existing knowledge, skills and experience. Benner’s (1984)
influential work on reflective practice in nursing describes how advanced practitioners
appear to make decisions based on intuition and nurses in mental health often talk
about ‘gut feelings’ in relation to this phenomenon. Benner (1984) highlighted how
nurses were able to articulate prior knowledge that triggered these gut feelings

through reflection. The practitioners interviewed within this study demonstrated how
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reflecting upon the incidents enabled them to examine components that had
contributed to their raised awareness of escalating tensions. This reinforces the value
of using reflection, particularly through the Post Incident Review process, to identify
how and why decisions have been made. This approach can help to reinforce

strengths and address weaknesses in decision making in a supportive way.

Related to this, staff reported earlier minor incidents which were not viewed at the
time as particularly serious but subsequently developed into more serious events.
Earlier interventions in these cases may have prevented escalation of these situations.
20% (n=6) of patient participants reported that they had given specific warnings to
staff which had been ignored and this finding should be considered for training in the
prevention of untoward incidents. Not responding to specific warnings is
unacceptable unless there is a sound rationale and agreed plan of care among the
multidisciplinary team to respond in this way. While staff may be very busy with
competing priorities, surely avoiding an incident of restraint will save a lot of time,

resources and upset in the long run?

Observation was reported by some patients to contribute to incidents developing.
Jones et al (2000) have reported that lack of information sharing and lack of
therapeutic engagement during the process of observation creates an unwelcome
experience for patients. The patients in this study reported that these elements of
observation had been factors that had led to frustration, aggression, and ultimately
restraint despite Trust guidelines placing emphasis upon the therapeutic aspects of

engagement during observation.
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Boredom was also viewed by patients as contributory to situations escalating. Bowers
et al (2007) have shown that structured activities in a low conflict environment can
reduce levels of aggression and violence, and it would appear that this type of
environment was not available for a number of the patient participants interviewed in
this study. There is a need to examine this in further depth to establish the nature and
extent of structured activities, and the impact that they have upon the patient

experience of acute care within this Trust.

Aversive staff-patient interactions were highlighted in the literature review as a
precursor to aggression and violence (Sheridan et al 1990; Whittington and Wykes
1996; Wright 1999; Lee et al 2003; Secker et al 2004) and this has been identified as
an issue within this study. Some patients described requests being ignored or denied,
others described being “fobbed off”, and a general lack of empathy was described by
other participants. This suggests that, on at least some occasions, the issues raised in
Addressing Acute Concerns (SNMAC 1999) still hold true, and that we have some
way to go in redressing the balance. Kindness, empathy, and politeness cost nothing
and should be evident in all aspects of mental health care but it would appear that
these basic forms of engagement need to be re-emphasised in some areas of acute
care. Poor manners need not necessarily be addressed in a punitive manner, however
they cannot be ignored. Positive cultures can be fostered by role model example, as

well as through clinical supervision and performance appraisal.

The evaluation of the Post Incident Review highlighted that 60% (n=18) of staff and

patients believed that the incidents could have been predicted. This suggests that
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identifying antecedents and establishing ways of addressing early interventions could

prevent untoward incidents happening in practice.

The City 128 project (Bowers et al 2007) has encapsulated many of the points raised
within the antecedents discussed here. They have highlighted how a low conflict,
high therapeutic environment can reduce many of the risks which nurses work with on
a daily basis. Brennan et al (2006), however, have stressed that effecting change in
acute care is a complex process and commitment must be made at the highest
organisational levels. During the course of this study I have been impressed at the
commitment within this Trust at all levels and agree with Brennan et al (2006) that

change can happen but takes time and sustained commitment.

7.9.2. Feelings

The pilot study (Bonner et al 2002) had established that strong emotions were
experienced by staff and patients before, during, and in the aftermath of restraint. The
findings of this study supported the evidence generated by the earlier pilot study.
Fear and anxiety dominated both groups, with specific physical symptoms of anxiety
also being reported. Feelings of being out of control, terror, and humiliation were
also expressed by both groups. These feelings can be interpreted within current
theoretical understanding of trauma and have serious implications for practice. The
feelings expressed within this study mirror those articulated by individuals who have
experienced a traumatic event. In response to trauma, an educational approach would
be used as an intervention to assist individuals to process the traumatic event. For
example, following a major disaster the current model would be to offer social

support and psychological first aid, providing practical help and information
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regarding normal reactions which people experience following these events.
Watchful waiting would then be suggested and psychological supports mobilised if

necessary after a minimum of four weeks (NICE 2005b).

This response avoids medicalisation of symptoms and reinforces the notion of a
natural response to an unnatural or unexpected event which is time-limited. If
symptoms continue unchecked there is a possibility that the individual may go on to
develop PTSD, and specific assessment and intervention would then be required.
Within this study, if trauma theory is applied, the participants who expressed these
strong emotions may not have been prepared for them and had not been offered the
opportunity to discuss them subsequently. Bowers et al (2006) found that staff had
little time to process events following an untoward incident as a result of the busy
ward environment and in this study staff éxpressed feelings of tiredness and
exhaustion after the event; however some had been expected to complete their shifts
without a break. These issues could contribute towards subsequent development of
trauma symptomatology if natural assimilation is hampered in this way. The case
study presented within chapter six illustrates how these psychological effects can
result in PTSD, the effects of which were devastating for that particular member of
staff. There is a need to ensure that the examples set within NICE (2005b) guidelines
for PTSD should be routinely practiced in mental health care following incidents of

restraint to minimise risks of longer lasting psychological injury.
Following the event more positive feelings of relief were expressed by both groups

and a sense of regaining control was conveyed. Some staff had been offered brief

time out for a short break and this had been helpful to them. Staff who felt tired and
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had not been offered a break felt angry and resentful. They reported that they felt
undervalued and there are issues here to be considered from an organisational point of
view. Emphasis needs to be made at the highest level and clearly filtered through all
levels of accountability, that nurses’ efforts should be valued. In some areas, ward
managers conveyed this message clearly as a matter of course, however this was not
standard. Even at very busy times, acknowledgement that staff have undertaken
difficult tasks which have been appreciated helps to reinforce feelings of being valued
for these staff. This negates feelings of anger and fosters feelings of worth. Fostering
a sense of value and worth does not require a great effort, nor does it require any
additional resources, however this approach reaps benefits in terms of staff morale
and team cohesion. This may ultimately reflect a sense of value and worth towards

the patients in their care.

Both staff and patients spoke at length about feelings of anger and guilt. These strong
feelings were expressed during research interviews but the opportunity to discuss their
feelings had not always been routinely offered to staff or patients following incidents.
Had this opportunity been part of routine practice, this may have facilitated venting of
some of these strong emotions and allowed opportunity for communication and

growth on both parts.

7.9.3. What was helpful and unhelpful?

Some common responses were reported by both groups in reply to being asked what
may have been helpful and unhelpful in relation to the incidents of restraint. The
positive themes were related to good relationships between nurses and patients as

reported by 37% (n=11) of patients and 20% (n=6) of staff. Conversely, 50% (n=15)
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of patients reported that negative staff attitudes were unhelpful as well as 40% (n=12)
who reported that being ignored was unhelpful. These findings support the
importance of facilitating therapeutic relationships and underpin the process of care in

mental health settings.

Observation was not reported by staff within this theme however patients expressed
mixed views. Some patients (n=4, 13%) found the experience of close observation
following restraint helpful, and this may have provided an opportunity for some form
of review and resolution during this process. Other patients (n=5, 17%) viewed
observation as punitive, feeling that this experience was intrusive and invoked further
feelings of humiliation. These mixed views would be supported by current literature.
There is an abundance of literature which would suggest that observation is often not
therapeutic and this is beginning to be addressed following publication of reports such
as Addressing Acute Concerns (SNMAC 1999) and more stringent guidelines for
observation have been developed within Trusts. It may be that the more positive
experiences reflect a change in practice as a result of raised awareness and training

around observation.

23 % (n=7) of female patient participants reported that having male nurses applying C
& R to them was unhelpful. For some, this was reminiscent of previous traumatic
encounters and this will be discussed later. Other patients felt embarrassed and
humiliated that male nurses were present. Having a choice of gender of therapist is
promoted as best practice, however in the restraint scenario this is rarely possible.
The experience of restraint rarely happens through choice and is often in response to

unmanageable behaviours. It could be argued that it would be inappropriate in this

277



case to request a preference. If an individual is rational enough to discuss which
gender of nurse they would prefer to be restrained by, then they must surely be
rational enough to have a dialogue about what is upsetting them and how it may be
overcome. There is some room for compromise, for example by using advanced
directives. These could be negotiated during a period of recovery and applied during
times when consent is tenuous. Another alternative would be to ensure that enough
female trained C & R staff are available to cover admission wards; however this is not
always practicable and could be resource intensive. Often admission wards can have
periods where restraint is not required for lengthy periods and it may not be necessary
to have such a skill mix. It is possible, however, to be proactive when a situation such
as restraining a female patient in anticipated. This study has highlighted that advance
warning can be identified in a variety of ways and forward planning could allow for

extra female staff to be made available at these times.

Within the Trust in which this study took place, there are no single sex wards. In
contravention of government policy, the predecessors of the existing Trust executive
team rejected plans for single sex wards in the planning of reprovision. This was an
opportunity to create purpose built facilities when the large institution which housed
inpatient services was closed and a new hospital was built within the local catchment
area. Although the new build was a great improvement with single rooms and ensuite
facilities, wards remained mixed sex. At an organisational level this may need to be
reconsidered, particularly in clinical areas where vulnerable female patients with
trauma histories are being nursed such as acute admission wards and psychiatric
intensive care units. In other neighbouring Trusts the single sex model is

implemented and a study to examine differences between how restraint is managed in
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these environments compared to mixed sex wards is warranted. This may establish
whether the single sex approach reduces the psychological consequences of restraint,
particularly for vulnerable female patients, and whether this may be a more cost

effective approach to reducing restraint incidents.

Trusts also have a duty not to harm patients in their care. It could be viewed by a
Court of law that by not providing single sex environments for such vulnerable
patients, Trusts have not made reasonable arrangements to prevent foreseeable harm.
This has not been tested in a Court to date, however it may only be a matter of time

before such a test case of negligence is brought before a UK Court.

Staff were able to identify a number of factors that could be improved. Good
teamwork was identified as helpful by 50% (n=15) of staff and this appeared to
underpin the subsequent themes. Staff support was another strong theme which
appeared to be valued and the staff who were more positive around the impact of
restraint were linked to clinical areas where there was more evidence of post incident
support taking place. Poor communication and lack of co-ordination were identified
as unhelpful by staff and this supported the notion that good teamwork is invaluable

to staff when managing restraint situations.

Other issues of note from a staff perspective were environmental factors such as
movement between areas during restraint, and safety issues such as blood spillage.
While these examples were reported in relation to a small proportion of the incidents
reviewed within this study they are worthy of further consideration. Training

refreshers could include such issues to raise awareness for staff, for example to
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remind staff about the necessity to maintain universal precautions at all times.
Proactive consideration of environmental factors such as opening heavy doors during
movement could be made in training situations and strategies identified for

overcoming some of these difficulties, for example through role play exercises.

7.9.4. Reawakening of memories of trauma

The pilot study identified that for some people who experience restraint; memories of
previous distressing events can be brought to the surface during, and in the aftermath
of, restraint. The pilot study (Bonner et al 2002) highlighted that 50% of staff and
patients experienced this phenomenon. In this study 57% (n=34) of participants from
both groups reported that the experience of the restraint, which was the focus of the
research interview, had reminded them about other previous traumatic events. These
figures must be viewed with caution as this was a small sample which may not

necessarily be representative of the general acute inpatient / staff population.

Articulation of this phenomenon was difficult for both groups, although the staff were
more able than the patient participants to describe their experiences. Staff appeared to
be able to maintain some distance and control during and after events, whereas this
appeared to be more difficult for patients. Lowe (1992) has described an element of
personal control within the nursing role in challenging behaviour. The nurse remains
calm and avoids identifying with personal feelings related to the incident. This may
have been an approach that nurses maintained during the qualitative interviews when
examining their recollection of events, and would offer further explanation to my

sense of nurses being more detached from the experience than patients.
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The design of the study was to ask staff and patients about recent incidents involving
restraints. This prompted some staff to relate to other encounters in which they had
been involved both inside of work and outside of the work setting. These reminders
of other encounters were broken down into three areas; reminders of previous more
dramatic restraint incidents, previous incidents that were similar in nature to the

current incident, and reminders of other distressing events outside of the workplace.

A number of theories may be applied to explain these points. In nursing theory the
explanation of intuition, as described by Benner (1984) would support the nurse
relying upon earlier experiences of nursing events to inform current practices. These
are not always recognised by experienced nurses and not always easy to articulate, as
discussed earlier, hence use of the word intuition to explain advanced skills of
decision making. Decision making for the novice practitioner is based upon linear
reasoning. For example, if a patient is admitted to an acute ward a novice practitioner
may rely upon a clear checklist for risk assessment. This may include consideration
of previous history, weighing up other risk factors such as age, diagnosis, and use of
substances. Through a process of identifying these factors on a surface level, the
novice practitioner makes a decision regarding the risks applicable to this patient.
This process can take some time in gathering clear evidence to inform decision
making. The advanced practitioner is more likely to use non-linear reasoning. This
is based on a deeper understanding of relevant factors which influence decision
making, as well as more tangible surface issues. Using the example of risk
assessment, the advanced practitioner is more likely to quickly draw conclusions
without necessarily following a clear checklist to inform the decision making process.

The advanced practitioner may not be aware on the surface that previous experiences
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of observing non-verbal behaviour, for example, may influence a decision regarding
risk for a patient who is presenting with threatening body language. On describing
the decision making process the advanced practitioner may say that this has come
with experience, that they have a ‘gut feeling’ about these situations, however Benner
(1984) would argue that these ‘gut feelings’ are based upon deep learning which has
developed over time in relation to caring for a number of people with similar
presentations. This explanation could be applied to the theme which emerged from
nurses’ descriptions of current restraints reminding them of other similar encounters.
It may be that reminders of other incidents, which are not directly related to the
current experience, are triggered by the event without conscious reasoning. While
nurses described these reminders as being unexpected, it may be that the experiences

were being accessed through a deeper process not readily recognised during the event.

Nurses are also taught throughout their training to maintain professional distances, the
aim being to sustain an objective relationship with the patients in their care. It could
be that these professional boundaries prevent nurses from considering their own
feelings related to restraint. Clinical supervision and Post Incident Review allows
nurses time and space to examine these experiences in more depth to facilitate a
greater understanding of how their own experiences may influence feelings that they

have had difficulty in articulating following restraint incidents.

The other themes, current restraint incidents reminding nurses of more dramatic
earlier events and memories of traumatic encounters experienced outside of the
workplace, may be more related to theories of trauma discussed in the literature

review (Chapter 2) and case study (Chapter 5). For example a smell, such as cigarette
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smoke or aftershave on a patient or another member of staff during the restraint
incident for which they were being interviewed may have triggered situational
accessible memories related to a previous distressing event. Nurses did not articulate
these triggers in depth and this may be a weakness within part B of the interview
questionnaire which had been deliberately left open ended to support the grounded
theory philosophy underpinning the study. A more detailed interview questionnaire
related to trauma theory would be suggested for a subsequent study to examine this in

more depth.

Patients’ recollections of the current incident being reminiscent of previous
encounters were more harrowing, and patients were subjectively more distressed
when discussing this aspect of restraint. This may have been because they do not
have the professional protective mechanisms described above. It could be that the
patients interviewed had more dramatic trauma histories than the staff and that the
feelings experienced had more intensity than those of staff participants. Furthermore,
patients may have felt more comfortable in sharing their feelings around restraint than

staff participants.

The element of control was identified by staff as a positive outcome when managing
restraint situations, however disempowerment and lack of control was identified by
the patient group as a negative aspect of the experience. In trauma theory the element
of control during trauma is a predictor for subsequent development of PTSD. The
more control that an individual believes that he or she has during a traumatic
experience usually affects psychological outcomes, the more control meaning the

better outcome (Herman 1992).
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Some patients felt that they were reliving earlier traumatic experiences during
restraint, for example one patient described in vivid detail how being restrained had
felt as if she was being raped in relation to an earlier rape trauma. It has been
highlighted that for over half of participants in this study, the experience of restraint
invoked distressing reminders of previous traumatic events. For some individuals this
experience was vivid and graphic, for others it was less so. Again, a more detailed
interview questionnaire would be recommended for future studies to establish a wider

description of this phenomenon.

The implications of these findings are numerous. Awareness of previous trauma
history is essential in managing individuals in acute care. Sensitivity to these traumas
must be made in managing patients who have challenging behaviour and appropriate
responses should be considered in advance. Nursing staff are also vulnerable and
there is a need to facilitate awareness at all levels related to the potential
psychological impact of restraint for nursing staff, particularly those who have a
previous trauma history. This is fraught with difficulty as many nursing staff are
unlikely to disclose such histories to employers or colleagues. Indeed in this study, it
may be that numbers of nursing staff interviewed with trauma histories may have

been greater than those identified for this specific reason.

The current culture in some inpatient areas does not embrace such types of disclosure.
Within some units, discussion of the psychological consequences of restraint goes
against the grain of the macho approach to managing violent patients. Stigma is

attached to acknowledging ‘professional’ frailty resulting in a reluctance to examine
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the after effects of restraint in a formal or structured way. This is a challenge to
practice which may take some time to overcome, however it is not insurmountable.
The evaluation of the non-threatening approach to Post Incident Review used within
this study may be a step towards addressing this issue. The observations made within
this study in relation to experience of restraint reawakening memories of previous
traumatic encounters provide food for thought and are worthy of a much more in

depth examination on a greater scale.

7.10. Trauma Screening Questionnaire (TSQ)

The TSQ (Brewin et al 2002) (appendix 9) was used to screen participants for current
PTSD symptoms. This tool is not indicated for use within four weeks of a traumatic
event as the authors’ highlight that natural responses must be allowed to take their
course within this timescale. This tool had never previously been used for screening
in the aftermath of restraint and was administered with caution under the supervision
of one of the authors of the TSQ (Brewin et al 2002). The reason for using this
instrument was to ascertain a measure of the extent of trauma related symptoms
within the study groups. Results should be considered with caution as some
participants completed the instrument soon after the four week window. These
participants may have still been processing events therefore scores may have been

higher as a result.

The TSQ does not assess for PTSD but does highlight whether further assessment is
warranted, the cut off clinical point being 6 out of a potential 10 positive responses.
The results for staff highlighted that 7% (n=2) of these participants scored above

clinical cut off points and warranted further screening for PTSD. Despite the majority
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of staff being below clinical cut off points, 67% (n=20) of staff reported some positive
responses. A high proportion of these were related to heightened awareness of
potential dangers which one would expect to be present for clinical staff who are
working in acute areas. This response therefore should be interpreted in a positive
way. Other trauma symptoms were highlighted, however, for example 10% (n=3) of
staff indicated that they had upsetting thoughts or memories of the event in the last
week. Although these symptoms may not necessarily warrant an assessment for
PTSD, they are still distressing to the recipient and may influence their performance
in the workplace. A nurse who may be distracted by upsetting events may be less
likely to participate in other situations which could exacerbate these feelings, for

example using restraint to manage other challenging behaviours.

Although these staff were in the minority they support the findings within the
literature review in that staff are at risk of developing trauma related symptoms
following untoward incidents at work (Needham et al 2005; McKenna et al 2003;
Caldwell 1992). It may also be the case that staff who do not go on to experience
symptoms have higher resilience factors (Bonnano 2004). Conversely, avoidance is a
trauma related symptom and could also have been a factor in staff failing to disclose

trauma symptoms.

Of the two staff who warranted further screening, both were subsequently diagnosed
and treated for PTSD. The implications of these findings are of concern. Staff who
have acute PTSD will be symptomatic and should not be working in clinical areas.
Some symptoms of PTSD would directly affect performance leaving those individual

members of staff, their colleagues, and the patients in their care, in danger. The
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findings must however be viewed with caution as this was a small sample which does
not necessarily represent the wider picture in acute mental health care. A larger study

to examine this further would be indicated.

The symptoms of PTSD; re-experiencing of the event, avoidance, numbing of general
responsiveness, and increased arousal, would affect interaction and performance at
all levels of clinical work, and a nurse who has PTSD cannot be a fully competent
member of the team. Anecdotally, during the course of this research study, other
colleagues and students reported related issues to me. These issues were not
identified during the course of the formal study, but were brought to my attention in
other arenas and are noteworthy of further consideration. Student nurses, who were
not included in this study, also described traumatic experiences that had deeply
affected them during the course of their duties either on placement or when working
as part time agency staff. When presenting some of the early findings in other
settings, colleagues from a variety of different areas, such as forensic settings,
reported similar issues. Crudely working out the informal figures which were
anecdotally reported, a similar percentage of staff (7%) may have warranted further
screening for PTSD. These considerations are offered cautiously. It may be that
students and colleagues who had been recipients of trauma actively sought me out as

they were aware of my research interests.

Patient participants reported higher positive responses to the TSQ. 40% (n=12) of
patient participants scored above clinical cut off points and warranted further
screening for PTSD. Analysis of these responses is complex. The literature review

has highlighted that approximately 40% of inpatients may have an undiagnosed PTSD
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therefore this screening tool may have been identifying those patients who had PTSD
prior to the experience of restraint for which they were being interviewed. It is unclear
whether these symptoms therefore were directly related to the recent experience of
restraint or an undiagnosed PTSD. Mechanisms to examine this complex area in
more depth were not built in to the study and this is a weakness in the study design. It
is clear, however, that 40% of the patient participants in this study had symptoms of
trauma which warranted further screening for PTSD. Ward staff were alerted to
patients who scored above clinical cut off points and arrangements facilitated for
further assessment outside of the research study. A limitation to this study is that
these instances were not followed up by the researcher to establish outcomes. Further

examination of this would be indicated for future consideration.

Similar consideration should be given to the implications for this group as the
discussion related to the staff group. If the patient group has high rates of trauma
symptoms then reformulation of care may be indicated. Consideration of trauma
focussed interventions should be made, and explanations of challenging behaviour
examined, through a framework of trauma and recovery in addition to other models of

psychiatry such as the dominant medical model.

Thorough assessment of trauma histories on admission would establish whether this
should be pursued for further intervention. By establishing trauma focussed
interventions at an early stage, the causes of challenging behaviours could be
addressed, thus preventing potentially lengthy, repeated hospital admissions for

individuals who would otherwise remain in the psychiatric system for years to come.
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7.11. Evalunation of Post Incident Review

The literature review has highlighted that Post Incident Review and support is under
researched with no clear guidelines as to how Post Incident Review should be
operationalised. Reviewing incidents in practice is complex and some understanding

of these complexities is necessary before engaging in review and support.

Guidelines that are available are contradictory which at best may be confusing to
staff, and at worst may discourage staff from attempting to review incidents in
practice. The earlier pilot study (Bonner et al 2002) highlighted post incident support
as an area in need of development; currently there is little guidance available as to
what form the provision of post-incident support should take (Wright et al 2000).
Some recent UK guidelines have addressed the aftermath of incidents; but this
guidance has limitations. For example, NICE (2005a) guidelines suggest that serious
untoward incidents should be reviewed within 72 hours with appropriate reporting
procedures. Structures to accomplish this are now in place within most UK mental
healthcare providers at the organisational level;, however, at more local ward/unit
levels, and particularly for less ‘serious’ incidents, (i.e. for the much more frequent
incidents which do not directly result in death or serious bodily injury) post-incident
support remains patchy. This study has highlighted that there appear to be strong
links between restraint and PTSD, however NICE (2005b) guidelines for PTSD

emphasise caution in the aftermath of traumatic events.

A technique used for managing the aftermath of trauma in the general public until

recently was Critical Incident Stress Debriefing (CISD) (Mitchell 1983). This
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technique involved participants being facilitated and encouraged to vividly relive the
incident and to talk through their feelings about what had happened during the
incident. This intervention was in use for many years but has recently been revealed
to be at best neutral in its effects and at worst harmful for participants, with a
Cochrane review (Rose et al 2004) suggesting that people who receive the
intervention are at increased risk of developing PTSD. The mechanism for this may
be related to the non-linear dose-response relationship between exposure to traumatic
events and subsequent risk of developing PTSD. This means that dramatically
‘reliving’ traumatic events soon after they have happened may re-expose participants
to the feelings of helplessness and terror they experienced during the incident so
increasing the ‘dose’ of trauma they have received and their subsequent risk of
sustaining lasting psychological injury (Rose et al 2004). This intervention is now
contraindicated by NICE (2005b) guidelines for PTSD and should be avoided in light

of this current direction.

The literature on critical incident stress debriefing suggests that an unambiguous
distinction between ‘debriefing’ and ‘post-incident review’ needs to be made when
addressing the aftermath of the physical restraint of patients in psychiatric settings. It
is clear that critical incident stress debriefing can no longer be viewed as a beneficial
therapeutic intervention and therefore both the use of this term and the use of review
methods likely to generate high levels of emotional distress should be avoided.
Ideally, post-incident reviews should also serve to identify areas where organisational
processes and professional practice can be improved. This would mean that reviews
would not be seen as one-off exercises so that issues arising from a review can be

addressed at the organisational level and for example, adjustments made to the
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assessment of patients, to staffing levels, to staff training, or to the availability of
particular mediations or ongoing support for injured staff and patients. This study
provided an opportunity to test a form of low emotional intensity post-incident review
which was positively evaluated by staff and patients, however there is a need to
further test this intervention to a wider participant group to support or refute the

findings presented within this thesis.

The Post Incident Review framework was designed to be used as a method of
acknowledging that an incident had happened, recognising what could be learned
from the situation, and acting as a means to address the aftercare of staff and patients
following the physical restraint of patients. The review also provided the opportunity
to consider what, if any, longer term interventions or changes may be necessary to

address concerns raised within the consultation.

The findings (sections 4.13 and 5.9) have highlighted that the format of the Post
Incident Review used within this study was positively evaluated by staff and patients.
The Post Incident Review framework is plain and simple and this user friendliness

may have helped generate such positive responses.

The review gave participants the opportunity to think about events leading up to the
incident and in the evaluation 60% (n=18) of staff participants reflected that the
incident could have been predicted. This raises a number of points for consideration.
Firstly, if participants had not been offered this formal opportunity to review events,
to what extent would they have reflected upon the incidents anyway? This was a

comparatively small study, however if the participants were right about predictability
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of the incidents in which they were involved and these figures are generalisable, then
potentially 60% of incidents which involve restraint may possibly be prevented if
earlier interventions are mobilised when predictors are recognised.  The literature
review (chapter two) and discussion of antecedents (section 7.9.1) have highlighted
that a number of factors contribute to the escalation of incidents involving restraint
and this evaluation further supports current evidence that a high proportion of
incidents may be prevented by staff being alert to early predictors, and responding in

a non-aversive way.

A limitation to the research design is that further exploration of predictors would have
provided a more comprehensive overview. Consideration of what those predictors
may have been and their clinical utility in preventing incidents may be positive both
for the individual reflecting on their own practice and that of their colleagues and for
shaping future clinical practice. The evaluation did not allow for wider discussion of
the statements that were rated, for example what components the participant believed
made the difference between an incident of restraint being managed well or not.
Wider exploration of these factors may have provided a fuller picture of how such

incidents can best be managed.

The responses captured within the evaluation data were from staff and patient
participants that were keen to contribute, and this participation was voluntary. It may
be that the data presented here did not reflect the views of those staff and patients who

did not participate in the study.
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7.12 Staff focus group

The focus group was used as method of data collection to supplement the individual
interviews for staff and as a method of validating emerging data during the grounded
theory process. The group discussion was semi structured and themes which had been
raised within the analysis were used as a framework to guide the discussion. The
group supported the notion that some incidents could be avoided through earlier
interventions and de-escalation of potentially aggressive situations. These findings
add further weight to the issue of training in identifying techniques of de-escalation

for staff and mobilising early interventions.

Training was discussed in depth with this group. They reported that they felt safer
and more in control if they had previous training in C & R which supported the
findings of the staff individual interviews. In considering these findings within a
trauma theoretical framework these feelings of safety would be important in the
outcomes of perceived traumatic events such as restraint.  If the individual has
maintained a sense of control and safety they may be less likely to subsequently
develop psychological disorders such as PTSD. This would support the argument that
training in C & R should be made available to practitioners within acute care, if only

to promote feelings of safety and control as a preventative measure.

There is a counterbalance to this argument. In Bower et al’s (2007) study, they found
that adverse incidents were more likely to arise when there were high rates of staff
absence such as sick time and unfilled staff vacancies. If staff take leave for a full
week for C & R training this will have an impact and if, as some individual

participants suggested, whole teams are trained en masse while other staff look after
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the ward, there is potential for chaos. The positive effects and psychological
protection that will be facilitated by staff attending C & R training could result in
serious negative effects upon the patient group that they have left behind on the ward,
with a possible rise in untoward incidents directly resulting from their absence.
Furthermore, if staff feel confident in newly taught C & R procedures they may be
more willing to use these methods to contain high tension situations rather that using
de-escalation techniques to avoid restraint. This is a speculative assumption however
it would be worth evaluating whether use of C & R rises in clinical areas where staff
have been recently trained to establish whether rates of restraint rise as a result. Baker
and Bissmire (1994) found that staff working in learning difficulties who had recently
been trained using the SCIP model used more physical interventions following
training. In the earlier pilot study which underpinned this thesis (Bonner et al 2002),
staff in one learning disability unit were interviewed about their experiences around
restraint. These staff had been trained in both C & R and SCIP and they reported that
their training in SCIP had greatly reduced their physical interventions. A much wider
study would provide a clearer picture of whether different training models increase or

reduce rates of restraint.

Other issues around staff competence following C & R training were discussed within
the staff focus group which were not alluded to within individual interviews. While
staff reported the positive effects of training in individual interviews, there were
concerns within the focus group that staff who had received training were not always
competent in performing restraint procedures. The impact of this was that teams did
not feel confident if a member of staff formed part of that team who was not

perceived as competent. This would negate the feelings of safety and control that
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staff had reported as a result of training and possibly contribute to adverse
psychological effects of restraint at a later date. There is a need to examine this
aspect of restraint in much more depth in order to provide clarity to inform training

programmes.

The focus group also highlighted that some staff avoided situations which may require
use of restraint. They believed that for some staff this was as a result of earlier
traumatic experiences of restraint and this could be explained using the theory of

PTSD, with avoidance being a prominent feature.

The staff focus group supported many of the issues related to Post Incident Review
which had been identified within the individual interviews. For most, experiences of
Post Incident Review had been patchy and inconsistent. Staff who had received the
opportunity for Post Incident Review presented mixed views of their experiences.
Some staff had felt that the person who facilitated the review had been inappropriate,
bringing their own agenda which influenced the group process. For example, one
nurse described that a line manager had “made” all staff participate in a “debriefing”
following a particularly harrowing incident. Staff had felt that the manager was
looking for someone to blame for the incident and left the meeting feeling angry and
undervalued. Other staff had found the experience a helpful process which had
allowed them the opportunity to take stock in a supportive environment to discuss
their distress and concerns related to the incident. These points underline the
necessity for the facilitation of Post Incident Review to be undertaken by a person
who has a wide repertoire of skills, as well as a measure of objectivity to the situation.

If staff feel threatened and intimidated, they may be less likely to engage in the
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process of Post Incident Review. This may perpetuate the culture in some areas of
non-disclosure and reluctance to share any subsequent feelings related to restraint

experiences.

Some raised the issue of macho cultures within inpatient units and the notion that
restraint was a necessary evil. Within these environments staff were discouraged
from reflecting upon incidents and were encouraged to view restraint as part and
parcel of their workload. The staff within this focus group resented working in
cultures where reflection and acknowledgement of distress were avoided. This again
introduces the tension between the roles of custodian versus therapist. Some staff in
acute care may view their role in relation to management of violence as that of
enforcer of boundaries and rules, for the greater good of the patient(s). A dominant
ward leader can influence how this view impacts upon the team by encouraging this
approach as the norm for all patients. Challenges to this view may be scorned and
some staff who are not prepared to fit into this view of nursing either leave to an area
which supports their own philosophies, or fits in with the team ‘view of care’. There
is limited research which examines the ward culture in relation to post incident
support and there is a need to examine the impact that such negative cultures have

upon the staff working within them.

The staff focus group presented similar views on post incident support for patients.
They supported the points raised in individual interviews that post incident support
was not readily available for patients and that there were no clear systems as to what
form this should take. Within the focus group additional comments were made in

relation to some patients receiving informal support following incidents and that this
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was more likely to be offered to more favoured patients. This may be as a result of
better nurse / patient relationships which were perceived by both individual staff and
patient groups to have more positive outcomes following restraint. Where the focus
group had viewed this support as only being offered to patients who were favoured
above others, staff and patient interviews related this to already existing positive
relationships. This raises the question of malignant alienation and the unpopular
patient (Watts and Morgan 1994). Is there a likelihood that patients who are less
popular with staff are more likely to be restrained? It may be that patients with
particular diagnoses, for example personality disorders, or with a history of violence,
may be less popular than others. It may be that these patients have more severe

boundaries set by staff therefore there is more tension within these relationships.

There is anecdotal evidence to suggest that certain diagnoses impact upon
relationships, for example patients with a diagnosis of personality disorder are not
always offered the same therapeutic time as patients with a different diagnosis. This
study did not explore whether nurses who described more positive relationships were
with regard to patients with a specific diagnosis. For the patient participants who
discussed positive post incident support, their diagnoses were varied, and not
significant enough to support the notion that patients with a specific diagnosis may be
treated less favourably than others. There is need to examine this in further depth
through more explorative studies which look at the relationship between diagnosis,

history of violence, instigation of restraint, and post incident support.

Finally within the staff focus group, support to night staff was offered as a neglected

area of practice. The member of staff within the group who was most vocal around
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these issues described how she actively sought out support from day staff and that
there was not a clear avenue for Post Incident Review on night duty. Night shift
concerns were not raised by the individual interviews and this is a weakness within
this study. All of the participants were interviewed in the course of day shifts
therefore views of night staff were not actively sought. Although the majority of staff
interviewed had worked nights, it may be that they were more focussed upon day shift

issues and prompts were not offered to generate responses related to night shifts.

7.13. Moving the findings of the study forward

The findings in the study identified that Post Incident Review and support was
welcomed by staff and patients but that there were severe inconsistencies within this
Trust. An opportunity was made to start to move this aspect of the study forward in
terms of mobilising more formal and consistent support systems for staff. This had
not been built into the design of the study but was an example of how the evolving
nature of generating grounded theory can offer flexibility within the analysis. A
limitation to this aspect of the study is that the initiative is yet to be fully evaluated
however this has offered an early glimpse of how research findings can be addressed

quickly and effectively in the practice setting fo effect positive change.

The case study brought to life some of the more severe psychological consequences
which can result from managing untoward incidents in acute mental health care.
Anne was an example of how restraint can have a life changing impact upon staff, and
how poor post incident support can influence the extent of that impact. Anne was not
well supported in the immediate aftermath of the incident and she subsequently felt

angry and bitter towards the establishment. It may be that Anne would have gone on
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to develop PTSD whether she had received some form of post incident support or not,
but the sense of being valued was missing from Anne’s narrative. Had that sense of
value been acknowledged, her anger towards the organisation may have been less
evident. Presenting a clinical case enabled a clear understanding of the theories and
treatments of PTSD, and how they can be applied successfully in the clinical setting

to enable staff to return to work following a traumatic experience of restraint.

7.14. Limitations to the study

A number of limitations have been raised within the discussion and further limitations
will now be highlighted. This study has a large qualitative component which is
fraught with difficulties in addressing the subjective nature of the work. The research
design has identified ways of addressing many of these issues and methods of
overcoming these limitations have been employed in the gathering of data and

analysis of the work as described in preceding chapters.

The study took place in one mental health trust in the south of England and the sample
may not be representative of every mental health frust in the UK. Quantitative
theorists would emphasise that overall this is a very small sample, and a much larger
study would be indicated to provide a more robust examination. There was
opporfunity in the early stages of the study to collaborate with another comparative
Trust in central Scotland and two forensic secure hospital sites, one in the south of
England and one in central Scotland. Unfortunately, the logistics of moving this
collaboration forward without additional finances proved unwieldy and although
applications were made in the early stages to secure additional finances, these were

unsuccessful. It is hoped that the new evidence that this study has generated will
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spark wider interest and that some of these earlier collaborations may be developed in
the future. It is important that this study is replicated to establish whether this
snapshot of restraint experiences in one Trust is representative of a wider UK

population.

Supporters of grounded theory would advocate that the nature of qualitative work is
unique to that particular subject area and that replication of studies is unnecessary
(Charmaz 2006). Mixed methods advocates, however, would promote a pragmatic
approach to using a variety of methods to establish a clear picture of the research
topic. The findings in this study provide a concerned picture of the aftermath of
restraint; however they also raise many positive points to address these concerns.
These findings must be shared with wider audiences and examined further in other

areas to support or refute the points raised.

The data was collected over a period of eighteen months and offer a snapshot of the
participant groups’ experiences during this time. Follow up of the participants
involved would have identified longer term outcomes for these groups, particularly in
relation to developing subsequent PTSD for both groups, and regarding further
in;tervention and treatment for patients who scored highly on TSQ (Brewin et al

2002). Further work is planned to address this limitation at a future date.

This study sample was mental health nurses and inpatients and while rich data was
gathered from the participants involved, views of other allied professionals and other
agencies were not elicited. Ryan and Bowers (2006) suggest that the views of these

other groups are important in widening our understanding of the management of
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restraint situations and this study would support those views. One patient in this
study discussed his experience of being restrained by police and brought to hospital
and there is a need to consider these wider perspectives. Occupational therapists have
historically collaborated with nurses and patients to provide structured activity within
inpatient settings. In some acute areas the role of the Occupational Therapist has been
eroded and diminished, often due to financial cutbacks. It is important that the skills
and support that other professionals can provide are embraced within acute care. The
role of the Occupational Therapist in particular could assist in addressing issues of
boredom which often contribute to rising tensions within acute care. That is not to
say that the historical stereotypical role of the Occupational Therapist as a redcoat /
basket weaver who is mocked by other members of the team should be reintroduced.
There is much to be learned from the Occupational Therapy profession in terms of
assessing and addressing skills deficits in our patients. Full programmes to promote
recovery in these areas can prevent tension in acute care and prevent some of the

antecedents which were identified in this study.

Additional attention was given to some elements of this study for staff which were not
fully addressed for patient participants, namely use of focus groups and
implementation of a strategy for Post Incident Review. The focus groups were
arranged for staff participants to provide concept clarification of restraint, and to
validate data generated from individual inferviews, as well as provide an opportunity
for fresh insight during the research process. This method of data collection and
validation was not offered for patient participants for a number of reasons. It was felt
that inviting patients who had already been interviewed may have subjected them to

distress in revisiting events that had already been discussed in depth. Alternatively,
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patients who had not been individually interviewed were considered to take part in a
focus group; however in practical terms it proved logistically impossible to facilitate a
meeting of a cross section of patients from the various areas of the Trust. Some
patients would have needed to be escorted across county to attend such a group and a
budget had not been identified to meet the additional costs to support this. This could
have been overcome by facilitating smaller groups in more local areas. This was
considered, however numbers who would have been able to attend without additional
supervision would have been limited and a decision was made not to pursue this
avenue as it could have proven to be a time consuming exercise which may not have

added additional insights into the area being researched.

A strategy for implementation of Post Incident Review and support for staff was
discussed i chapter five and a limitation to this aspect of the study was that a strategy
for patients was not identified at this point. This decision was made after much
thought and discussion with colleagues and supervisors. Practical issues, mainly time
and human resources, did not allow for forrmal mechanisms of training for Post
Incident Review to be rolled out simultaneously for staff and patients. It was
highlighted during this study that both staff and patients may prefer 2 more
comprehensive approach to Post Incident Review and support. Some mechanisms
were in place for patients who were identified as having trauma related symptoms to
be referred to trauma focussed services; however this was not the case for staff. My
concern was that if staff needs were not addressed they would not function effectively
in terms of offering comprehensive support to patients in their care. A decision was
therefore made to address Post Incident Review and support for staff first, with a view

to implementing a robust system for patients when the mechanisms for staff support
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were in place. At the time of submission, Post Incident Review for patients is now
being rolled out across the Trust through breakaway and C & R training. Following
completion of this study, the implementation of Post Incident Review and support for

staff and patients will be evaluated for efficacy to further inform this area of practice.

Time and resources have been major forces which have influenced decision making
within this study. Justification has been offered throughout the work to support
decision making processes made during the study. However many decisions have
ultimately been made for practical reasons. Despite many setbacks which have been
encountered in relation to time and resources, earlier chapters have considered a
variety of approaches to overcome these obstacles, however the limitations which
have been identified must be considered with caution when reviewing the findings of

this study.
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CHAPTER EIGHT ~ CONCLUSIONS AND RECOMMENDATIONS

“...Jong-term, far-ranging and sustainable change can only become reality if the

organizational agenda is addressed...” (Brennan et al 2006, p481)

8.1. Introduction

In concluding this work I have reflected on the coutent of the thesis while asking

myself three questions:

e Did I answer my research questions which were offered in the introduction to this
work?

e Was my chosen methodology an appropriate way to examine the aftermath of
restraint for staff and patients in acute mental health settings?

» Have I made an original coniribution to the field of mental health practice?

This chapter will now go on to consider the questions above in light of the research
presented in earlier chapters. Section 8.2 will consider the original research questions
and offer conclusions related to whether these questions have been addressed.
Section 8.3. will reflect upon the efficacy of the chosen methodology for this study
and the sensitive area which has been examined, and Section 8.4. will go on to
highlight the original contribution that this study has made to mental health practice.
Section 8.5. will conclude the chapter with recommendations for education, research

and practice, and section 8.6 will offer a final personal reflection..
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8.2. Answering my research questions

The first research question considered what is the psychological impact of restraint for
staff and patients in acute mental health settings? I cannot conclusively take credit for
answering this question completely. The literature review highlighted that there was a
lack of empirical evidence related to the experience of restraint for staff and patients
but that there were psychological consequences which needed to be considered and
examined in more depth. This study has supported the issues raised in the literature
review and extended further contextual understanding of the psychological impact of
restraint. The study highlighted that restraint sifuations are wide and varied, that the
more severe restraint situations can have a severe impact such as PTSD, but that less
severe restraint situations can also have far reaching psychological effects for staff
and patients. These psychological effects include a wide range of feelings such as

anxiety, distress, anger, and guilt through to trauma related symptoms and PTSD.

Within this study the majority of restraint incidents involved minimal physical
injuries with 50% (n=30) of all participants reporting no injury at all. A larger UK
wide study to examine physical and non-physical consequences of restraint, and any
subsequent psychological impact, is indicated. Issues of reporting bias have been
identified in section 2.2.1. in relation to whether incidents involving non-physical
injury are under reported. Participants recruited into this study had not necessarily
reported the incidents through more formal channels therefore it is probable that this

section of staff and patients would often be missed through Trust audit processes.

The second research question asked whether the experience of restraint reawakened

distressing memories of earlier traumatic encounters for staff or patients. 57% (n=34)
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of the participants in this study, split evenly between staff and patient groups, reported
that they did experience a reawakening of previous traumatic events from past
experiences. These experiences were often related to highly traumatic events, such as
rape for patients and assault for staff. The impact of this has been discussed in earlier
chapters and there is an urgent need to examine this in more depth. If this figure is
representative of the general population for patients and staff then training
programmes, staff support, and access to frauma focussed services for both patients
and staff need to be radically reconsidered, not only at local levels but at a national
level. While current guidelines such as NMC (2002) and NICE (2005a) are a helpful
step forward, they need to be expanded to consider the aftermath of restraint in much

more depth.

The third question asked if using a structured Post Incident Review served a purpose
in the examination of experiences of restraint for staff and patients. This study has
evaluated a clinical framework for use in the aftermath of restraint and has reported
very positive findings in relation to the efficacy of this approach. This framework
bridges the gap between the current conflicting direction offered in the form of NICE
(2005a) guidance related to violence and aggression and NICE (2005b) guidance
related to PTSD. These guidelines offer opposing views which are unhelpful in
addressing the aftermath of restraint. While NICE (2005a) guidance for violence and
aggression suggests a Post Incident Review following untoward incidents, NICE
(2005b) guidance for PTSD advises caution in early psychological intervention and
that critical incident stress debriefing should be avoided. The framework evaluated
within this thesis has avoided the systematic reliving of experiences advocated in

Mitchell’s (1983) critical incident stress debriefing model which has subsequently
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been discounted as having the potential to re-traumatise individuals. Rather, this
framework has provided a less intrusive approach to review events in a non-
threatening way to allow staff and patients to discuss events leading up to the
incidents and any subsequent psychological effects which the events may have
triggered. Using this approach also enables early identification of trauma symptoms
which may warrant further screening for PTSD. There are currently no published
trials, related literature, or pilot studies which examine Post Incident Review in depth
and the review framework that has been evaluated in this study offers a way forward

in addressing this crucial gap in current acute mental health practice.

8.3. Using an appropriate methodology to examine the aftermath of restraint for
staff and patients

Chapter two offered a discussion of the methodology which supported the research
study, and a constructivist paradigm was offered as the philosophical stance that I had
chosen to underpin the work. This paradigm has suited the nature of the study and
allowed me to engage with the research participants in a reciprocal process which has
helped to facilitate depth to the qualitative aspects of the study to enable a wide

understanding of the experiences of the participants.

Using grounded theory to generate fresh insight and further examine existing
knowledge is open to criticism due to the subjective nature of this approach, however
this study has highlighted that mechanisms can be built into the research design to
address subjectivity. Use of investigator triangulation methods in the data analysis
provided a mechanism to step back from the data. Employing other qualitative

analysts to examine the data offered an opportunity to generate objective insights
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which supported my own thematic analysis. While the prospect of using grounded
theory methods was daunting, the flexibility within the approach facilitated revisiting
material and prompted further investigation to support and refine insights info the

experience of restraint.

The earlier pilot study (Bonner et al 2002) (Appendix 1) was a qualitative study which
generated contextual insights into the psychological impact of restraint. The mixed
methods design of this subsequent study has allowed for a much wider investigation
of the experience for participants. The qualitative interviews provided the opportunity
to examine experiences of restraint in depth, as well as to establish whether the Post
Incident Review framework which was being used as a prompt for the interviews was
a helpful clinical tool. The evaluation which was used for participants provided
measurable data which confirmed its efficacy and this framework will be offered as a
clinical model for future practice. Use of other methods, such as TSQ, helped to
identify extent of trauma symptoms for participants to establish whether the
experience had been influential in the development of more serious psychological
effects which warranted further screening for PTSD. Although demographic data
were not significant in the analysis within this thesis, they nevertheless offered a full

picture of the participant groups who informed the study.

Ethical considerations were also highlighted within chapter two and a number of
issues were influential in the study design. The nature of the study could have
potentially caused distress and upset to the participants and I was mindful of this
throughout the process. Embarking upon a study of this nature is challenging and the

ethical issues which must be considered may be a reason why there is such limited
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qualitative research in the literature around the psychological impact of restraint. This
study has shown that aspects of mental health which are fraught with ethical
dilemmas can be researched if sensitivity is used within the design. Research studies
such as this can help to inform our understanding of patient and staff experiences and
if we are not prepared to ask the questions, then the answers may not be forthcoming,
It transpired during the course of the study that participants found the research
interviews to be helpful, as reported in the evaluation of the research questionnaires

and reported subsequently following interviews.

8.4. Original contribution to the ficld of mental health practice

This study has contributed a number fresh insights into the psychological impact of
restraint. The literature review highlighted that restraint appears to invoke strong
feelings for staff and patients but research evidence around this area of mental health
care was scant. This study has expanded and supported the current evidence base and
found that the psychological impact for staff and patients can be profound, ranging
from feelings of anxiety through to symptoms of trauma, and at the far end of the

scale, PTSD.

Post Incident Review is now advocated following untoward incidents involving
restraint (NICE 2005a) but this study has highlighted some of the difficulties that
prevent effective Post Incident Review from being implemented in practice, indeed in
many areas Post Incident Review does not happen at all. At the time of writing, there
are no published studies which address the practical implementation of Post Incident
Review in practice. This study has offered an original contribution to mental health

practice in this respect. A framework for Post Incident Review (appendix 5) has been
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evaluated positively by staff and patients and this framework provides an opportunity
to offer a flexible, non-threatening way to consider the effects of restraint for both
staff and patients. This approach to Post Incident Review and support is simple and
effective, and can be routinely integrated into practice with no costs and sound
benefits. The framework used within this study has been evaluated positively and is
offered as way of addressing some of the current lack of guidance in relation to Post
Incident Review and support. Use of this approach also ensures an opportunity for

early intervention should symptoms of trauma be identified.

The study found that systems to provide further support, should trauma be detected
for staff and patients, was varied with no clear channels for onward referral for staff.
As a result, within this Trust, there is now a clear process for post incident support for
staff following untoward incidents which will continue to be evaluated. In order to
address some of the issues raised within this study, a comprehensive proposal
(appendix 13) to streamline Post Incident Review and support was developed and is
now in the early stages of implementation (chapter five). A number of clinicians have
been trained to facilitate Post Incident Review for staff and are now easily accessible
to clinical areas should the need arise. The initiative will be evaluated with interest,
and results will be disseminated widely both within the Trust and the wider mental

health arena through publication and conference presentation.

In respect of moving forward the findings of this study to improve the patients’
experience of services, similar initiatives are being planned at the time of writing.
This has been a slower process because of the wider consultancy which has had to

take place. Post Incident Review is now included in training for breakaway skills and
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C & R within this Trust and close links have been forged between the leads for
prevention and management of aggression and leads for Post Incident Review to
ensure that this is seamlessly rolled out. It is anticipated that the evaluations of these
initiatives will be of interest to wider audiences within mental health care and results

will be written up for publication in due course.

The earlier pilot study (Bonner et al 2002) found that for some staff and patients, the
experience of restraint invoked memories of other traumatic encounters. This study
aimed to examine this phenomenon further and has produced findings to support that
this was the case for 57% (n=34) of participants. This is an area of mental health
practice that has received very little attention in the literature with only three other
small studies reporting this aspect of restraint (Brase-Smith 1995; Gallop et al 1999;
Sequeira and Halstead 2002). This study has provided a greater understanding of this
phenomenon, although there is a need to research this in much more depth. The study
found that restraint can trigger memories of other distressing encounters which may
have a re-traumatising effect for individuals with a trauma history. This must be

considered in training programmes for staff in the future.

While this study has effected positive change within this Trust, the original
contribution that this work offers must be shared with wider populations. The
findings of the study have been presented to a variety of audiences, from local to
international arenas, and have been well received. Publications of other findings are

planned following successful completion of the thesis.
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8.5. Recommendations

A number of recommendations are offered as a result of this study in three areas —
education, further research, and clinical practice (table 20). For education, the
following recommendations are suggested:

¢ Training programmes must consider the psychological impact of restraint and
this should be made explicit in terms of learning outcomes in pre-registration
professional programmes, post qualifying programmes, and aggression and
violence focussed training.

s Post Incident Review as it currently stands is unclear, and clarity can be made
through education programmes. The framework evaluated within this study is
advocated as a model which can address Post Incident Review for staff and
patients.

e Training programmes must embrace the issues of trauma which have been
highlighted within this study. Many training programmes do not place
emphasis upon the extent of trauma histories for patients and consideration
towards trauma histories in staff is non-existent. This needs to be included in
training programmes across the board for all professionals, and for untrained

staff through induction and in-service fraining programmes.

This study has barely scratched the surface of the psychological impact of restraint for
staff and patients. It has, however, established that there are a number of areas which
would benefit from further research initiatives to explore the issues raised in this

study further. The following recommendations for research are offered:
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A larger multi site study would identify whether the results produced within
this study are representative of the experiences of staff and patients throughout
the UK.

This study has identified a framework for Post Incident Review which has
proved helpful to the participants. This will continue to be evaluated and it is
recommended that this be further evaluated on other sites, and in other
services, for example community settings.

Further exploration is recommended in relation to the experience of restraint
reawakening distressing memories of previous traumatic events. This study
has highlighted that this is a common phenomenon but the extent and nature of
this phenomenon is relatively unknown and there is an urgent need to develop

a large study to examine this further.

In terms of clinical practice, this study has offered valuable insights into deficits in

practice in relation to the experience of restraint. The following recommendations

should be embraced urgently in practice settings:

The potential psychological consequences of restraint can be great, and this
must be considered by practitioners as routine and not as an afterthought.
Trauma histories must be given much greater consideration in practice and
clear documentation of such histories should be explicit within notes, care
plans, and through existing channels of verbal communications.

Post Incident Review is in urgent need of implementation throughout the UK
for both staff and patients. This study has offered a practice model which can

be implemented effectively in other areas.
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Post incident support to staff needs to be defined with clear channels for
onward referral should trauma be identified. This will involve a cultural
change for some groups and there is a need for this to be facilitated in a non-
threatening way.

Post incident support for patients should also have clear channels for onward
referral. This does not always happen in all areas and there is a need for a

more systematic approach to onward referral for patients should the need arise.
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The table below summarises the recommendations arising from this study.

EDUCATION

Learning outcomes in all programmes of training related to management of untoward
incidents should explicitly address the psychological impact of restraint

Post Incident Review should be clearly considered within training programmes with
models of review and support explained within these programmes

Clearer emphasts related to early identification of trauma history should be integrated
within training programmes

RESEARCH

Larger multi site study to extend the findings of this study further

Further evaluation of Post Incident Review framework used within this study

Wider exploration of the phenomena of restraint reawakening distressing memories of
earlier traumatic encounters

PRACTICE

Routine consideration of the psychological impact of restraint

Clear documentation and communication of trauma history

Implementation of clear models of Post Incident Review and support for staff and
patients

Clear channels of onward referral for staff and patients who develop trauma related
symptormns

Table 20. List of recommendations for education, research and clinical practice
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8.8. Personal reflection

Asking individuals about their experiences of restraint is an intrusive and emotive
task. This thesis has considered that the psychological impact of restraint is an area
which is easier to avoid than to examine. Taking into account the ethical implications
of the research study I had given much thought to the intrusion that I may be imposing
and the emotions that I may be triggering for the participants. The quote highlighted
by Tennant (1997) at the introduction to this work highlighted his struggle in
attempting to implement group therapy in acute inpatient care in the mid 1980°s. His
words echoed my own concerns at the beginning of this project. I was unsure as to
whether my interest in the experience of restraint would be welcomed. On reflection,
these stories needed to be told. The participants embraced the opportunity to share
their experiences and, at times, emotions ran much higher than I had envisaged. I was
touched by the depths of feelings that were shared by staff and patients, and was
moved on many occasions by the experiences that I had the privilege to hear. This
study has reinforced my compassion for both the recipients of acute mental health
care and the providers of that care. Acute mental health care is arguably at its most
challenging ever, and nursing staff are continuing to embrace these challenges in a
caring way. Occasionally these interventions cause more harm than benefit,
particularly where restraint is concerned, however the harm is unintentional and
inflicted with benefit in mind. In years to come perhaps we will lock back upon our
current interventions, as I have done in the historical discussions within this study,

with horror at the interventions that we have applied.
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Before embarking upon this study I believed that post incident support was lacking in
mental health care and this study has reinforced that belief, however I have had an
opportunity to examine how supports can be mobilised fairly easily with good effect.
A change in culture is needed to allow staff to discuss the psychological impact of
working in acute care. A small step has been taken in moving this issue forward in
this study and I hope that this is a start of something much greater in terms of
effecting quality support to staff and patients, both within this Trust and in the wider

mental health community.

It is striking that use of a trauma related framework to view acute mental health care
is so lacking in current practice. I had always considered prior to this study that
trauma histories usually preceded referral to mental health services, whether the
trauma had been ongoing many years previously or more recent. 1 had made
assumptions that this view was shared by most practitioners but having the
opportunity to examine this in more depth has proved me wrong. In my lengthy
experience in acute care and community services I had always considered trauma
histories, although had not applied the comprehensive tools for assessment or the
trauma focussed interventions that I have since become familiar with, relying on more
eclectic models tailored to suit the presenting problems or to suit the service in which
I found myself. I now firmly believe that trauma histories must be comprehensively
considered from the very earliest stages of referral for patients, and for staff who are
working in mental health services. While a trauma focussed approach should not
replace other models, it must be at the forefront of services alongside other models to
provide a much greater understanding of the needs of people who are referred to our

services.
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The research process has been long and frustrating at times. Before embarking upon
this study I believed that using quantitative methods was much more difficult than
using qualitative methods however I have been proven wrong again. Qualitative
methods are extremely complex and require an incredible depth of thought. Each step
of the way has to be justified and because of the differing approaches and viewpoints
described in chapter three, this has been exiremely challenging. The depth of
examination of research methods for this type of study requires mwuch rigour. I
expected to be an expert in mixed methods by the time of completion, however this
process has highlighted to me that I have much to learn still. Although our methods
continue to be refined and sophisticated, the complex nature of the human being will

probably never be completely understood whatever methods we apply.

In terms of professional development this project has enabled me to develop my
clinical skills further in relation to assessment and treatment of PTSD. In turn I have
been able to influence pre and post registration education particularly for nurses in
terms of curriculum development as well as face to face teaching. I have had the
opportunity to share findings of the study in both local and international arenas and I
have been impressed by the compassion and commitment to mental health care shown
by the people that I have encountered in these venues. I have collaborated with
colleagues to widen understanding of the psychological impact of aggression and
recently published an article related to this thesis and the work of a colleague around
verbal abuse (Bonner and McLaughlin 2007) (appendix 14) as well as submitting a
book chapter which is due for publication in December 2007 (Bonner, in press). I

intend to publish further findings on completion of the thesis.
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I have discussed in depth, and offered personal views on, the lack of support available
to staff in acute mental health care, particularly in relation to the psychological impact
of restraint. Early on in research design for this study, I considered that I would need
to identify my own supports. At times the process was upsetting, indeed emotionally
exhausting, and without the supports made available to me through the supervision
process, as well as through friends and colleagues who are acknowledged at the start
of this work, I would not have completed this thesis. These role models have proved
that support is fundamental to remaining psychologically intact when working with

vulnerable people, and when undertaking academic study.

This has been an incredible journey. Undertaking PhD study can be a lonely process

which, on reflection, I would equate with childbirth; unless you have experienced the

process it is impossible to describe it to another. Would I do it again? Absolutely yes.
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BURONER G, LOWE T, RARCLIFFE D, & WELLMAN 3. (30024 fonrnai'of Popsblorss

Trauma for all: a pllot study of the subjacthos wperiencs of phgsical rstraint for

Vinlence and sgaression s ooemmen. in prychiaic inpacient units. Despite the rear unk
varyal pravatence of reswaint, thers tyvery lttle published research om either the efficacy
or chiesbyscive effecey of eestraint onocaff or patients, nothis pllotatudy senisiouctarad
Intereiews were given to the paciens and staff volved In six untoward Incidenty in
which the patiens parcicipant had been subjact oo manual physical restraing, Participanis
ware Innerviewed a5 soon as possibl: after tha vecurrancs of the Inddents, The inrepdees
askad vhie parient and staff parttcipanee to (dareify and dissussche factors that they found
iedptul and unbelpful during and in the fmmediace aftemath of thew Incdens. The Inck
dency grnesaned yirony exeriins for all concernsd, The patents valued walf tioe and
antenition bt 2t char chey peceived oo Hiele apvention, Boeh marses and patlenn dis
crimsinared bewazn permansne and vmperary staff, Paiens cepoorad feding upss, dis-
el and tgnoced peice oo rhe inddens and welarsd and astamed sferwards,
Postincidant debriefing was valued fy all but was parchy for safl and rarer sail for
pagienrs, Farienis feared rhe possibility of being resrrained, Half ol the parients and sev-
erad staff nvebery reporrad char the incldees had reewakensd dturening zemeries of
previows crawmatk evenis, Further reearch ea the wbjective effacn of resraing iy

Yiywords comol and rencanr, potfent experiency, physod rarrain, purraman

ward incideny, Mechanial rarrainis 2eenorin roudne e

inthe UF amd are o considerad dn this snady,

Nigi Feibear aud Matal Fealth Nuratup 9, 465473
Beskibirs Heshcare B2 Tru
Fair Mo Hugpra! meantal haalth Inpatients and staff In the UK
oy
ey GG ANH
42
unganrly nesdad
smrass, paychateic Inpacients, siaff avperionce
Hoswpred for pablation: 16 Rbesary 202
Intredustion
Diefinitkin of restraing

Far e purpeses of this siudy, an incident invedving
restraim was defined avany inclden where anaff phyeally
lahd ramsddy v 3, pctent in thecmire of manging an untie

GERE Riwwerd Jagmn .

Livaraturs reviowr

Wright [1999) hav deribed current guidance reganding
afbertivs yyviso of physeal restraind a3 dnche s o ceult
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3, Boaraer afai,

of 2 fack of revsarch inpo the sfficiency and safey of meshe
acdy e, & Cochrane restew of the literarure on the use of
sachiston and restraine for prople with serkus sencal i
Tien [Sailas & Fenton 20007 wa unabls w find any ran-
drumized controflad trials, which sxzined theafficacy and!
or gafery of manual reuraire vactalques.

In thie UK, the domtnant sl of physical inrervention
wied In NHS paychiairic ssestess & knewn a3 coned and
rateaing (€8 ¥ Parices 19961, This was devabyped by che
UK Prison Sareice in 1941 and was expumed tnoo heatth
and social cars In the mid 19508 fullowing recoomenida.
tfiowm ade by the Rochis Repore (Rickls 1985) that wah.
ing & R ahould be poovided for nursing maff (o the
high security prpchiamic beapital,

€ % B irpobess rhe we of eactnlques which emdsavour
o contan viokere or pocncilly vinkant sitwarions in 2 safe
manner, The actual ntervancion fechnlgues have basmmod-
itiad ovvar rime, and varanroodal such 2z © % R General
Servives huve alw somrgsd, This varkane was developed
indapendendy of che UKy forensic secvioss, bacaseof con.
carmy kot the avpsive nanee of © & R and the appro-
prizteness of the use of £ 80 B vachalgques In nondorensic
aemiingy (numay 20000 The UK b alse recently 2een an
amemg oo ‘rebrand’ € X R as ware und rapeodbiliny
rather han ‘conirud and rearaine cDongll 1996,

iy {2000 bas stared char che main benedfi of &
B approaches 15 thar chey Incremse aaff coafidence,
Adthiptgh Mumizer {1335 found 0 sl reduction In
vicderce powards staff afvr che nmoduction of C & R,
awverall levdls of violence were not rsduosd and Pakes
§L8%8 found thar the we of injection: increansd. Gournay
g concluded chae C % B a rdaitvaty effective
suettiod, bat it renaim compreersial bacpasedt-nvolves the
siie of hodids, which we pain tn coneal bedvaviour, docond.
It Gognay (2001}, e Depanment of Healih Serekes
repearch ream resporatble for @ recent consadration docue
mare wers wrangz o in their opinka chiat the weoof pain
ini this way hresches parients’ ciehn and should b immea.
distdy ahandomed

Theee are a rumbay of alernariess 1o T & R whichane
iri g It ohie UKL Theseinehude Studio 3, Therapauns Hold:
inig (Stfeling & McHugh (9975 and Serategles fur Crigly
Intervercion and Frevercion (SCIP; OMBUD L9ER), 8C1P
1 uwed most freguently In earning, divability services but
bz 2 growing flloeing In ovennal healih services In the
LK, thivegh thers i a paucity of published research into ity
efficacy within mvental health care, SCIF bolds do ner rdy
win patn to conmol de ndividual under restralne and 5CIP
raining placs mawch geeater suphasts on 2arly Intawven.
ton and on deescalaion than © & R, which prizarly
omtsts of 1 %0 of ceactive nachnlgues,

In an whservarional study published in 1996, Whizing.
won & Wpkas {19960 reported thar 36% of auauln o saff
wars preceded by avensive mocunters baween patients and
staff, Thes srocancars obten pock the fem of safl mem.
bes frusirarng paciencs' wighes, saking sctivity demands
o paten of making unwantsd physical coatact with
el These firdingy supported an sarhier siudy by Shel-
dan 2t (iwan whio found s ety ading oo assail
Iex bsbavkur by patiey wwarh faff ofien. invelyad
patient-sratf conflict,

Vindent and orher untowand incidents which fead to
eestralne vend To gensrae strong mrofiont n ol conzerned,
Figher (135845 has dawcribed the diffouliier fnvolved n
warking with pecgle with severe memal linssa, withour
using restricive mathnds, bur the use of nich metheds ars
fraught with syl and ahical concgns. Acvording
iGovenay {20001, the centeal lssuss are: wha consticwes the
use of reacaabls force; what consiiniees acceprabiemath.
vds of Imeerventton; and the dute of care o safeguand
employes, Postinctdent smeppnm has abe been highlighesd
within the lperature 23 an are b oneed of comsideration;
bwever, chers are Tew guideline as oo what form posiin.
cidne support shiould take (Wright ar el 20001 Mol
of i 15560 anuddy of mursey’ and psychiaiminy sl
ences uf viclence (n zmancal healeh care o that altough
boits rensps felt a mesd Sor after cave suppeer, B pecetesd
aty such care, Nodan #r2l (19595 ware also wnable 1w find
any published raearch regarding afrerincident wigport o
patiems, Wright 2ral, (2000; bave highlighead 2 wids
spread faflurs of WHS policies to addeess this smus

&lms of the study

“Theatns of thesoudy were, fine, ro smablih tie fasibility
of sirgg s isiructursd Intervises wii patiens and staff
In the afvamath of ureoward inctdenss tvolving physcd
eestralnt, Ciiher aime vers, second, oo gather Infemarkon
vt ehie factors pattents aned staff groups Bound betphul and
unhedpl, durtng and in the shemath of rarnaint and
third, 1o enplors the (ved subjsctive sxprrisnceof restratar,

Methed

All procadures ware approvad (o advance by the celevanr
XH5 Local Besearch Eiles Commiivss, The medical and
nursing saffof the undis where daxa oollscdon waz 1o ke
place were biefed in ahanoe about che sudy, The oo
eence ef umoward dncidene involvig resmaing were ascen
cained by s aiky phore call re sk of the pardeipating
wards made by the woretary of one of rhe researchens
79 The raearcherywere crmtzeresd by the ssersary and

55 & TS Rhadowrd] Rz L, Foancalf Popntaon aadt Mvensi Weat Srumg §, 45047
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infomzad of the coourrenee of incideres The ressarchens
suibwequendy Dated with ward paam s o chsck the nanrs of
the incident and che identiries of the panidpant Ixwa
dectided in adearcs that no patlear would b2 inerdewsd
abotr more than 3 singe lncidang,

Ciree an inclilent hisd been idendfisd, ard pebire sy
approuch was muade to 1 patieny, comens was nbiined
frogn the patients comamleant prpchiacist, Padan wae
approachad ar the discrecion. of thelr ke o amcdats
niirss who was askad to-wsses the pariene's firness for inter
vize and abilify ro gve infommed consent. 1 the medical
staff and the keylasscties mune both judyed that te
parient war able o coasent and coufd be approached with-
kil causing urdue dirsss, che keypassodate nine wa
aed oo approach the paten show che sdy Patlenny
whi sepresed an interest in dis anudy wore then provided
with 3 copy of the patient informacion shesdiatte of il
wation by didr warse, After paceding die wetizen fnforsua.
e, pariems wece glven 2 sinbmsy of 34 hoans to dectde
wihihier o Tt Uy axight wiah to participars, before being
approachad by onze of the repsarch ream The rawrcher
gave the pariere a furdhar verhal explanation of the shady
ard ampwarsd thar quasion. Alver srifing chemadvn
that the pattent way able v gve valid inforzed comen, e
ressaccher asked the padere 1o dgn the consn form, A
ammsber of et reing sealf wieeseed these signarunss amd
e parienrwassubsequantlyinteriewsd using st
nired Ingarvisw schedule,

Memhary of staff who were ivvoived In the untowand
incldenis were dirscily approuched by 2 member of e
ressarch teazs and provided with ¢ copy of che Informarin
sheen, Adeer recaiving ihe weitten informatien, scaff mem.-
bers ware alin gieen 3 mintmu of 24 houns 1o decde
whhar ernot duey wished copardeipate in che siudy, Staff
mamhers whi wished o take pam in the wely wers aho
grven a further verhal swplonation and 2 chanee fo ak
questiom before being askad 1o algn the vamsent farm.,

The ssmisioeciirsd loerviess sach took about
Jiveinute to cwmplere, After the collecdon of sme bale
demgraghite aned clinfeal dara, sach participane wa aiced
o brtetly desseribe whiae biad hapypened in the racere nddent
ard alsoro describe any precipleants v dravincidme o wdl
a denilling thelr smetional st prinr tooche Incldents
pcouErence. They were then asked. oo Idenuify the-pariotar
Eacraes thar they fond hefplid oo inhelpful during che Incl.
den, After bedng aaked 1w reflecr oo cheir ezotionad sz in
dve afvarmach of the imcident, they wees dhien askad oo lden.
tfy helplul and wmhelpiul Baciors 0 the ahemar. of te
incident. Parkipanes wae then given an appcamity 6
volunreer further Informarion and o mk quastons of the
reszaochian

Traewne for wib o pllosabudy

The pevsarchers recognized thar chere was 2.0k that the
razanch studymighe redgnite racen wrmoaant ncidents o
e instrignanial in rdaasing dicrasing emotton suround.
I these Incidents, and che procedursy mitlined abreewere
partly deskined ro protect againat this The ressech raam
agresd beboer commencing thisarudy thar incereiews woull
be comminaeed should patients o sialf masbery beoame
disirewed and agpropriate vupgor machunlems for dhe
disiresed individual wonild be mokilized if necessary. In
giractice, thiy did 1e prove necessary ard mowr pamicipants
cuementad thar they found that the Intervisw poocen
helpad thiem 1o darify and resoles thielr houghes and fesd
inegs abousr the unroward inclifems.

A% pamizipants were amked for permission. for thelr
tntersiew 1o be raperecordad and all agpend 1o this. The
tapa-reordings of the interviens were tranmcnbed verba.
i, All participann enbeing the shady ¥ereassignad anon.
yeus onde migmbey and the rapececordings, mterview
schisdules and eranscipts wers arorad and anakpssd ordy
e rhese ancnymous oolde nbers,

“The transcripts of dos interdees wers analyed indeper.
chenitly by thres members of the repearch team wing the
technige of Miles & Hubeozan (19541 & fintleed ond
Irg of the dara woo underiaioen and thew iniial codeswere
then cepanized (so 2 wmaller nuezher of s In a2
omd-leret cosding axercie. The dan yere sxasined in nvo
wwatys: indvidual incidents were examined one by one
astabiish chamas spacific v each Incidem, The wanscripe
were then analyssd a5 a whols roamablish an overstew of
the dara, The three differsm svzlustors chen ommparsd
thedr codings and Imecprensions and agreed 3 consensual
ooding of the daiz,

Results

Becane o dme comeratnes, dnothis piled smdy six inek
dents were analysed bowehich both the padenr and e
aafl mambers were intervtensd. Whils anabysing mdivid.
wal drcidains, It quicky became apparent ihat che faerugl
geeonnty froax the differsee (ndisitualy inverviewsd groen
ally supporred cach othen Theee wees soms discrepancles
i the way thar evsms leading up 1o hie incken were
peroateed by parierey and staff and abo some minor dis.
crepancies bevwesn patdenr and stalf acooams eelansd 10
the afemath of evems, bur the core dhalme of ey
wire ganaally agresd by oll. To maximize the oohereros
af the remlo, the presemraten of dhe diemes which
aergesd In the analyss are presertd here in 2 ssopannial
arder has manches the ords of necurrecs of the svens
anatyssd,

TR it S b, Prrastof Pigehimn: an Mostud Heaiih Werey 8440475 A7

348



G, Boarar et

Anrecedanis

The word atemsbbare datwrbed warde amd
Aatarbedd petfients
The whuission wands m the ressarch sles were axrandy
buisy with high levds of bed svcupancy and many betay.
pnsraly disharhed parierits, Both pacients and staff tdenri.
fied arneeedens Borors rdating po the concmpration of
simrbasd padanes on the wandsersaringa niviy and uree
ling amvimazen
Ewan dl, . Do very diveessnd, . Twmpmanic sed high
i the ting.
e had amasic padens barsiang snd shousng sbuie
ut e pasem).
I owar Jzling]... doperas. Just wamed w Kl
myssh. . oosididal,
<ot waed was very; very Banched
At e nme we'd bad snoawdl lei of incidenis, of difs
freeni gypes, nos mually invelving resteaing kot things
liks axlbhaming, wprefeiadly swming fes 10 the wwrd,
Swen of the 12 smif members bightigheed thatthere bad
bean eventy leading np oo die (ndex inckdent thae bad
nicregsed thelr awarsnessof the kebhond of furcher dnel
ey veourrig. Thar t they acknowledysd the ffect of
ihie disturbed envivonment oa tie padens
Ukrmw thar wofl on the ward wan wpsctiing bim ben
chers wus rochingg | aould do s i

Fatied commuenization

Much of what pattenrs found unbalpiul and unseitling in

their sxperience on the wardy relined o the fasing that

arati oo bers did movt speak o tham or approach e o

wmvedmes g oonflicting menges:
I war eodd dhas [wann't wlbowed out, Then [Texrar &)
gave a4 new mcdiine card and wldme gy ro e
pharmazy, w1 wene m pharmacy foo oy droge and
o back and thoy wore ararcking farome [The doe.
o] by wore e e the phaomacy koo shel kigoen
mz an loeg, and yor U novauppoand 1 be allewnd sur
S whont do o ded Yo duedt kneew wher you aoind
bz,

They didn's wani-vo ke snch, They shuald de and
watk nos ehe padens, They shoukd wmndasand that you're
in beapial bresure pou’re wwaezil

Three of the alx pattents intervewed felt srongly thay
thiey had expliciely warned snaff drat thelr disturking fasl.
inign and behavionn ware escalating ot of conered. For o
paitene this war 2ddrened chocugh saff awarding e
individual time o hen hewverer, despite chb she sill
amenpred 3 serbonr 30t of selfherm, Anoiber pasient
amphiastiad bow heddt thathe had reprarsdly warnsd anaff

ehiat Bie was abour to beonme aggressive bur Iedt thar b
warnings wars gnorad:
I goe angry bavane they woaldn's lomn e wha [owaa
wying o mll chem, Teling them choe 1 needed belp,
wanied w huremypeslt., L i weor beerible, D never wanti
1m appen agan.

Thizy abialid have pochiin Jarsebee pasieat] v af the
ward se g soiurel he was gore. You waen chem,
T s waping, “Tom evrnna, sk biim. whien bz semisr e
sharrosn .. ¥ going rokick 260 [warned jihe sperey
niee]

Tagked [tz mree] v wee the phone sod be aaid, e
the pay phune’, and D oxid oo bim, 'y private snd nee
fur everpe w hear’, ared | owan bagicaly ipnomd. He
wa, Sy, we'ne vow buy' [foe oo s use the phure in
she nifor], and i ance uned Lissre die sorzamingand the
dhoweing and lesing my wmper tha snyehing ix done,

T che ket of sonflic

Feor and gnberssmmant
Patients rapoered a rangs of powerfil and diseuing sue
rions during rhe tee of aorual conflicn with anaff; in some
cissy these enotion wie exacehated by paranoid Mea
abour the vwand sl
[ didn's feed ke L w hueman boing, ielid v juen s
i ber, | thoughi they weee poing so kill me,

“Tw fazale pattenny reprered belng upest by ihe pra.
enee of naale murs during rhe ineidenis when they wer
resiralngd:

Ie wiss unifain mades sepraining e 1adn' like chae.
Males wrs wrvogrr than femalen wed baer mune when
they're ponraining yeu.

Dhigguuaeed shas womials nurss wan prosese i wan bad
argsaph. bving che inpodon without the sn bureanmens
of having 2 malz mune proznt Onle donale surics
dundd be perazny when revmainy oo injrorive apz given
o fomals paricoe.

T it rassat
Thres marses emphaatzad ther diawess and discomfort in
teplmzenting remraine when the weam bad decided thar
sz edicationg had robe compulsanly adexinrensd or ccher
bpundarizs mfosced:
D' fike duirg . Thaie feseesudiaee confransaton 1
son's Bk ing, o fures, lomal dedd like wr'ves
failed and & Frighreraema,
It onz of thsz thingy thar peessnally 1 don'e ke and
any uther way ufdeakng with & would be boes, Tyihe
Tantremm,

1 dunlt e ireideres, Tdon’s ger sany enjopment s ol
them, They'er an. sbacdure bt soneet
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Planeiy, contaimend sed sppurt
Planning ard ralking abous how bzinent incideoes woud
be meanaged was Wdendfsd o tmpornng by four stalf
mamkers:
Theyp suleed brfonchand sbow whirthey wees goivg
i
The: waf kaew the patizny well, They aprat o boy of
time with kes Thers wae grod sommunicstinn, befoee,
charing and siezethi insddene, Thees woan wwaencasof
bisow dhie padientbod bren boowuse of prmvin incidents
ihiat wezkond an we wres able o ek abue poscrdal
funee diffieuitiz xy well we the problens dise bad bosn
sxxureing weer this weskend.

Free staff participants Hghlhiad e mpominee of
helpireg sach other o, whitle s furber four ot the prac-
deal suppom freas anaff from anodier wand e inrensie
cars unk) hadpfd:

1 can snly wny due geremally [ have boen vy bappy
wking with she men. duse e boon with, and | didns
fonl char anyteady wanosdoireg lo chan diey diould be
expmstmd 1

G pgmwone wan ahe viewsd o Epomant 13w
having podcis in place wo supponr and guide dectaton.
mabing in respect of incident managsmet,

The afiecmath

Distraz & e gftaraath
The patienis cegorted char the powerlul and diswrssing
maoticas which had driven the idemes peraisted in cheir
afiemarh:
1w wiill arggrp diwrenind,
Diaguwed. . dishoacrned that ] bad woaped e bow |
war upethas the nures flrivaeses nmraay soietin
S5
Enbaransd. . firdum svrowching char pedar
Leow, suriiovur, weared. | was inon side-mon sred ehey
aht ez dew,

Thie axaff mirroesd many of the fealings expraised by
pariems, reporiing anger dicras and frcration bock at
e fuibrirey ool compminicainn beowsen thazdve and tie
parier and an fadures toomvee pattent nesde

| fhi] . angry chat be even soammpluisd duing i
brese we'd been talking weer che peeviou fow dyy
and b had diee: sthier things,
¥ushe fruneasn of nie mosting ber vexds, dehuagh
Tery
Cne of e inckdaney wan pamiularly serin, invibdng

Traena fFor alk a plctriudy

Tewag merificd Ty never bren s soared in allany i
The: insident happoed az 1530, [dick’t by down wnil
1620 Thiad webamopelf browae T wan s eeificd wnd |
aukdny go heme o chargs my wowen, The dusy
wenier mees wodidn's et goboosue sz waid thag v
coubdn’ fond a feoe teaived mamber of sradi throughar
ehe bearpionl. [ dide’s wani me wll ber e seepbendy che
choe Vel wermyueiian Dhiad seoanay &y wee wowsens ansl
che eod ufmy difs

Rasalatim Jarients - the aed e andymtzading
anid awppont
“The comm on consant il whar packenes Jound helpfil in the
afterzaitt of the modenns was what they peeceived s kindd
rizps in the sl and artention fow anefl Do parient, whe
find Fed ignored and holared from ward anaff price s and
ini the Emapsiiane aftermath of te evae, descrbed bow o
aridery, nurse agpeosched her:
Lok bnnow why chey didn's wit domns ased ralk oz,
Fd bom s mute anw. © dunggbe shae they’d oy oo
onne wred apeak e Ader [ehe ineident] o nukar
nures cenz and spoke tome 3 owse dbe few converias
sion b in deyn, 1 foand vhas delptal The waed aadi
inybesd wars snappooschshi,
Crying on {¥uew i) shodder wan belpfd, The faxt
ehise be ot bt e cry o hla shoadder,

Cne pamicipant spke 3 lengeh about bow sl fad
allowed e for her o eamine hee vevoody amd il
aitwervattons nfher afier the nchdenr. Whitear rhe time she
fead ouned nidiing helpful, she batee Bl char s hiad
eriabied her e bulld up amoes whipctive mdersianding of
the Incideai:

Tz wrn wsne afmy eovordde B helped o Lonk ap die
enpramin thay shey bad ol me an the doe 1 helped.
ws brudld & browe plesare, Theranie baes aoe dowe wish
me and v threughong sowedewith me, b kel bome
oo ksok back with o broer dnsight, Yoo o er whem
pon wmes peing weong, You oan we whom w amke
changes ar where poatve made s The nueer
ealbing seome [orbaequently] had heferd, [ure O fuw
eadbinng dhrsugh ireidere withmy belps you fexl ko
absavie, Trwae good o nalh b throgh shrrwandizipe-
cidly i thor b hoon avkwardeo donng e
exmrsint.

Huowzver, derpits the abowe, nee all of the parteney had
sxperienced any therapeutic debriefing in b afemmath of
thedr rexrant:

They wever talkzd about b wome Thai wenld how
hetped, Tanmehidy bl owe deewni wnid ealbed & sheough

an ariack on siaff members by a patient ammal with 2 wir iz,

weipon, This ndens pmaratsd propodenally soong They haven't discmed frwith me, rhey haver't asked
iy in stalf members: e b 1 il on whe | did i

U Bisrwd Soirer b, bl of Piys btz ang Mrend Readih Wriy 8, 841475 448
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13, Bosrar atail.

Fasohitkoe debivfing
seaff spembery viewed debnding o helpfil whather o
ooctimed formally or infommally. They uaed the tem
dsbelefing principally ro describe reviewing the events
which had bagpened and sealuating their decisions and
actbg caken at wach point o the procesding:
Yeoss are always ehinking, “wndd | have done someshing
bezture the ovene wronughe i before we b o do dur'd,
arad 1 think shar soes pou canonie down and 1alk thar
reaziurms: you when pou've had dhae chasr.
Dzbricting, cven ifivs calyinthe foem ola op s ea,
Mexbingmugos; bavasi uschal You nover know how it
peirge v g aned in's elptul o o back ever dvt amm it
yea have duee svzrprhing thar pon dioald,
Adter s, Thoaveeery sy fehingraboai i &
s rarwidk ez provide amves aveeall piom so
help wdwusand the sinaanon . Having e apporeie
nity s chaconn the aitwanian as woon ax puuibk:

While debridfing way genenally siewsd posifivdy, thiese
weee als I of concen arotmd pasible hame tha
might arts foe poody manaped debriefing, T nises
ducribed whelphil expenace rélatng oo a serkons ik
dere which orourred some meonthy hefore, whens debriefing
fiad been se up wome § weaks after 2 gamicdarky diswirk
Ang Inchdent:

I wa

verp  awhelphal. B wan poscly
bxcibionrcd . [Mavager 3] wasnlt the perssn to dodtba
she vean the only one wha offcecd T fele an i we woe
pring through chemasiony, e undy sne menbee of die
oot haad ther oournge to il bee i the end wi the seuion
chae be Beivir had boon pocely managzd.

Anochi maff participany ot chet you bad 10 ‘g on
with 18 and s o need for debrisfing howeny, hls wa
ey o the view ol the maperdny of #aff paricipams
i described debriefing as belpdul far support and learn.
reg Cone parkipant rabved the issue that vioke: incidents
always darupt plamed ward acewvities. Crhas regarned
frusrrations from having to deal with @ raft of pressing
taties In the ahemmak of incdenn, wuch thar taking
patiemes aftar evenns coubl be nsgacied:

Thay ware oo ialk abour things sbmewsrds and Lhinkii
ann demage the lueksndip if you deolt, Putienes dud't

wire ‘pntegsmme g, show ordemuse whie-
e ek hon withous then ging back and explaine
iz or talking it shreasgh, Tow oxn ord upowithon Loy uf
[2ttaiooi Bt v Y
This lattr poinr cerrainly schied the potienis’ fdings
of beitg fgooeed 1n the aftarzath of inctdents and perhaps
offersd soma explanation of why this may weeur

Qthe bauss: paticats

Fear of restzait
Twn parienty who fud expaienced wevious admiston
repinrted @ Baar of being ramained Bodk of thae paciens
stated thie they eealizd diat they wees beooming unwed
prior 1o adshston, but bad wroided contect with wrvios
because of their fear thar if admitesd dvey would gt inm
vontlicy with seaff and be resivained. Tha In mm fad
restitied in thadr Muations swalaing and ther woost fan
being confirmad -ty belnp admimed agaimr thelr will
crezing dnpo confhior wath maff and belng resmained o
bespinl:
Wy biggew foar belver cuming inm beapiosl & brirg
meaeained, [n punome off wecking helped beonas Um
frigheered. | thm boomes L and end upboing wdnined
angd mamaired anyway.

Fastrotet ovd ra-frwastiyitbn

Extrurbingdy, thres pafients reported chac beig resraimed
bromghi back memorles of previows widlen incklenes,
mehuding I coe coe the experiznee of having bem rapad
ared inanother case e experience of having been abised in
chitidhisd

Aoy il
Throtghear their Invaviews, the pafars deow o disting
vion. hetwesn, ragular ward staff and agemey sl de gen.
eral sense being thay ward acoff had mooee lnvened in
patlent cace dhan ayency sadh
Thy jthe sgerey safl] arealy i i foe homuney, They
sie and wasch edly, ploy poed aned basdeally ignar the
patizres,

Oihy bsies; staff

Eriice! ises
Thirss tiurses ratysd ehileal comons related 1o restoaing
O als descibed ber difhoulies n babinving manipula.
CERL 78, CoRTion v Qﬁlﬁiimﬂ
The we of restraine b wphoesar sod wdiprifed The
dlrnmurthse s cnwensdd a loved fivtiva fur the wall,
Yo bave oo weigh up wheshry gou'ee wdng manipas
iinn, somoun ur porgadun in managing dfficds
patizrss,

Eatesiastiznion
Members of the nursing zaff gho rpored axpaiences of
eerramataten by the congoenoe of volenr inckba:

470 5 20005 Bimcwnid Bimeam Lo, Jormad o gtz ant ot Westo Maoumg 8, 484475
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Even amaller incidenes Ske dhis con wiggee dongher of
peevinu reidenes jshe nure dien war on es deeribe s
parseularty harrewing insidonr i wkich abis had bees
o
Creapits the smany negarie sxperiznces highlighead bok
Bor stalf and pantenbn, inwas clear i che dneerviews that
the nuress Bt 2 sreng sense of @ strong comezitment
tisse I rheir care,

Dilscusslon

The findings of rhis nudy prasenr 2 grim ploues of de
experience of physcal resteaing for boch araff and patann,
Pariarits rajeesd fesling fnursd and unheard both belors
ard, paeioulady, o the shemmah of wrovand Incka.
The iy hightighesd thar paitens efoen folt char chey had
preen gl and specific warnlngy of how they wae
Teeling, and thar they Jsit char these warmingy weee deher
igreored, fer reognizad or not adeguaidy acted oo by
staft,

Wor of the parients in this plvg stady Gt lgnored in the
abiemaarch of inctdants and, while waff valusd posincident
debrixfing, its provigion was paichy and efvartable gualig
Thie araff expreieneof poaiincden dedmsfog ranged from
infommal dehrisfings over o cup of tey in the ward affice
derikigh 10 meors Pormal, exiermally facilitarsd oresting.
The sudy Husteared aclesr nasd o establih peficles and
s echantE s o enmive tiatadequaee and prafasional afeer
ircident debrisfing b ooutingdy offersd 1o all suff ad
pariemty involved in wreowand incidenns In acute prpchiaenc
inpasiarg uniis.

Pacieres vlewsd apency aaff dfferently and mauch e
negadvely than pemuanent ward staff, Permanent ward
stalf were also criifeal of soma sgency staff, Althogh
apenicy staf ware imterviemed in this suidy, from die par
sitial axperance of the ressachens 10 vemy fthely that
ety mafl were aware of these Degmive views, Gieen e
auerert dependence of lange secticns of e UK prpchiaenc
service o temporary staff (Downay ool 1238 diere
semns 1o be an urpen need o soamine chese lasust [n s
derail and tmplemenr sancardiesd malmng, orismarin
ard socradisaton prosocols for chese staff. The adoprion of
such an appevach would zrure thar all parder would e
e of what 1 axpecesd of mparany waff, Tenporary
staff vewald e enabled 1o work moes cohesteely with per
manay wafl ard tave 2 greane smse of bedonping and
valie, whil patients zeight abe fool safer amd more vakisd
a4 resuli,

Curmsit nuese rraining In the physial manmen et of
aggraskn 31 the UK prafaninandy means traintng in one
of che several foemsof O & R Thes U & R ooures teach
arergtee and rescnve pachmiques of phydcal Interveria

Traene For all & mlotrtudy

wikch are unpoplar wih £all and, fom the eadence of
this sy, sieneiimas scdvely Sared by patisats. Wright
{1993 fas snated thar amempts toouse chsse technigee by
urskitted atail emay fead to sscalution and Infay wooacaff
and pattents. Theae cchniques (gnoer die ingoommnoe of
atigagmtt, nfsrvalianes and of taking patienpastoudy
andastingsa srly warning g prevenl sgeessiveand
withier untawand ncblenns from ever evoureing

Cocmzeniing o the shical lsusr posed by che use of
resrnienive methods, Bopton [1995] ha supgested that the
e ol fopce shiwdld e proportionat, tur abas soat ohe fail
e 1 use theve methinds oy be hametul O pariens, mafl
and cehers are oy peovsred, He ponesd o though thar
thivse subject m e ue of these methods often feel a fus.
itfiable anger at tiedr trammer, Tesfing that they kave been
appressed and have b ehalr privacy invaded

& R intervensions aee required o be carded out by
trained cheew-parson taama. The research afbe wheos tis
pilet studdy was undertakon bay not been evenpe foe the
sraffingrists affacting TR ste prychisitk serioes {Go
niy et af. 13385 With che exesption of the neenve oo
wnir, deare e narely 2 Bell complement of rhies © & R
wwatnesd stalf avatlable va any single qoue sdaisgon ward
an rhs sy wite Thissltuarion [ s unigue ro the research
sige amd lemds Rurther urgeocy w0 the vask of reuranting
tealning in the sanpsment of Jggrewion away fne fhe
upe of the #ffeorive, though unpleaant, ineersention vach-
miguss of C & B and wowards prevercive rachriques fir
delissing and calming aperesion and distres.

Holrwarh & Wills 11999 nporied finding significar
diffwences barwem individual runes when making judg.
meres aboui the tuposition of schaien of resranr, These
differences wers hoth in how they tnierpreted ouss and n
thair cholee of intsrvanrioa siraragles, Moerion (1943 has
alse repertad that mases often diegres shout tha potentisl
sensnas of the rhks poasd by gkt befeaeionrs This
opera up the poetbiliy tar nar 2l mstanos of regnaine
aredrevieable and uravesdabde, and Bach & Shoes (2000
fiawe describasd prograsaes which hoe best sucomstul in
rachiing dncidemy of refrainr. Chelnmer 2000% bas
argeed thar sectusion and resteaing agpeoaches as invark
ably pycholegically damaging and rhar alsrnucie soea
wares shodd be used

By far the mosr disturbing fnding of chix study was thoe
thrae of the alx patient partcipane reporisd thar being
rerratned browghe back trastic menons of previows
incidenes of sbuse and viokmee, Thy finding in partents
partly ceplicates the vaul of 2 mody camied out in the
Ve by Smith (19%2) which examinsd the psycholvgieal
impat of being mansally restrained and suhospuently put
tnmachanical raraing (e resmained on o hed wr trolley
via leather awap), on patients whi fvad sarler ousati:

G Banewrd eimenad, Braoastof Prpeiei and Nl Padiih Noweg § 481475 47
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13, Bonner ot i,

axpeieness of mape. Two our of the firee patisnts in
aithe's 11985 smdy axpenmesd 2 rediving of cher s
fier experiences while they ware in rayraims. One of these
ibsfers Tikered the expertsnce of being resmained o that
of hedrg, rapad without the vapingl pesration Echong
the sxperimes of the paneney, several ovembers of the
nigwing wnaff Jn the ourene study also reponied thar ihe
reuralte Incidants wiggered ssenovies of previous dishurh.
inig I,

While itis difficult oo generalize from such 2 vmall gz
plz, Ie 13 clear thar further research Iy urgenely nesdsd to
sorabslish the extens o which thiy experisnce b ooz
gttty whi are renrained and teomaff memhas whe e
{meniteed (5 managing wioker incidents in the UK. Hreph
cased in wider studles, these fndings would. dearly have
auajor Emplicators for the mamgenent of aggreslea i
prychiamic inpanent wnlek Sodth (1995) linked che
rasmaie axpariences of the pattents in ha study 1o pae
franmank sren daonder which fedr emphizes the
poeerty of cur undeestanding of the long-rem impart of
thie experience of resmaint on the mened health of hoth
st and parienty. It seems astonidhing givan the ey
with which prite are rermined in pupchinicle units
shooughons e workd diat chis subfecr fas bem alom
whully tgnared by nuesig rewarchens,

Coreluslon

“Thiis pilor siudy bz demsonnrarsd ehe feanibiliny of wsing
seminiraured interview tachnlgues v explione the vews,
axperienes and fedings of paciems and messs Invelved in
ke In which e peient pamkipanty had bem
repratresd 1t was clear that fhe Incidmn generaned stwng
and oiffen disurbing szvorkns for all concsenad Half of
thie parienis and weverd mumes repomed fuat the Incldents
tad revodvarad dareming menocles of snfier ramak
sy, Mire research fs urgenehy nesded o che prycholog
ieal effzcis of vinlenr incidents and regralnt In aciee pay-
<hiamt: umits, The fecw of this ressarch shvedd be bochto
chiar the sxent of the prychilogical distress and damage
cansed to pacieney and seaftanid o explors ways v prossct
against hizwe effeon. Also evidar & ohe nesd 1o smphasls
hor enprgeman, predivhiea and pravention in fraining on
thie marapemenr of apgrasion ond womov ey s
avepive inpgvarka wchoigus,

Agknowledgements

The authoes would. ke 10 dunk Mira Pryce for he
work In phoming the wands dally ard reconding the
incidans and alf thearafiand pattentewho wek partindiis
andy or ceerwiae suppomed i,
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APPENDIX TWO

DSM IV-TR (APA 2000) CLASSIFICATION PTSD
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Criterion A: stressor

The person has been exposed to a traumatic event in which both of the following have
been present:

1. The person has experienced, withessed, or been confronted with an event or events that
involve actual or threatened death or serious injury, or a threat to the physical integrity of
oneself or others.

2. The person's response involved intense fear, helplessness, or horror. Note: in children,
it may be expressed instead by disorganized or agitated behavior.

Criterion B: intrusive recollection

The traumatic event is persistently re-experienced in at least one of the following ways:
1. Recurrent and intrusive distressing recollections of the event, including images,
thoughts, or perceptions. Note: in young children, repetitive play may occur in which

themes or aspects of the trauma are expressed.

2. Recurrent distressing dreams of the event. Note: in children, there may be frightening
dreams without recognizable content

3. Acting or feeling as if the traumatic event were recurring (includes a sense of reliving
the experience, illusions, hallucinations, and dissociative flashback episodes, including
those that occur upon awakening or when intoxicated). Note: in children, trauma-specific
reenactment may occur.

4. Intense psychological distress at exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event.

5. Physiologic reactivity upon exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event

Criterion C: avoidant/numbing

Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by at least three of the
following:

1. Efforts to avoid thoughts, feelings, or conversations associated with the trauma

2. Efforts to avoid activities, places, or people that arouse recollections of the trauma

3. Inability to recall an important aspect of the trauma

4. Markedly diminished interest or participation in significant activities
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5. Feeling of detachment or estrangement from others
6. Restricted range of affect (e.g., unable to have loving feelings)

7. Sense of foreshortened future (e.g., does not expect to have a career, marriage,
children, or a normal life span)

Criterion D: hyper-arousal

Persistent symptoms of increasing arousal (not present before the trauma), indicated by at
least two of the following:

1. Difficulty falling or staying asleep
2. Irritability or outbursts of anger
3. Difficulty concentrating

4. Hyper-vigilance

5. Exaggerated startle response

Criterion E: duration

Duration of the disturbance (symptoms in B, C, and D) is more than one month.

Criterion F: functional significance

The disturbance causes clinically significant distress or impairment in social, occupational,
or other important areas of functioning.

Specify if:
Acute: if duration of symptoms is less than three months

Chronic: if duration of symptoms is three months or more
Specify if:

With or Without delay onset: Onset of symptoms at least six months after the stressor

References

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders DSM-IV-TR ( Fourth ed.). Washington D.C.: American Psychiatric Association.

Source: United States Department of Veterans Affairs, www.ncptsd.va.gov, accessed

22.08.07
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APPENDIX THREE

DIFFERENCES BETWEEN ICD-10 (WHO 1992)

AND DSM IV-TR (APA 2000) CLASSIFICATIONS
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Comparison of the ICD-10 PTSD diagnosis with the
DSM-1IV criteria

The DSM-1V is the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR), the
criteria most widely used in the United States to classify mental disorders.

The International Classification of Diseases (ICD) is the classification used since 1994 by
the World Health Organization (WHO). It has become the international standard diagnostic
classification for most general epidemiological purposes. The ICD-10 Classification of
Mental and Behavioural Disorders: Clinical Descriptions and Diagnostic Guidelines provides
international guidelines for the diagnosis of PTSD.

The DSM-1V and ICD-10 criteria for diagnosis of PTSD are similar but there are also some
differences.

Stressor

Subjective
Resxperiencing
Avoidant

Amnesia

Numbing
Foreshortenad Futire
Arousal

Onset

Functional Impairment

Both diagnostic criteria for PTSD include a history of exposure to a traumatic event and
symptoms from each of three symptom clusters and include intrusive recollections,
avoidant symptoms, and hyper-arousal symptoms. An additional criterion concerns
duration of symptoms. Differences are outlined below.

Criterion A: stressor

Exposure to a stressor. Unlike DSM there is no subjective stressor criterion (A2).
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Criterion B: re-experiencing

Persistent remembering of the stressor in one (as is true in the DSM-1V) of:

e Intrusive flashbacks
e Vivid memories or recurring dreams
e Experiencing distress when reminded of the stressor

Criterion C: avoidance

Requires only one symptom of actual or preferred avoidance (DSM requires three and
includes numbing and avoidance symptoms whereas the ICD-10 does not).

Criterion D: hyper-arousal

Either D1, or two of D2 (DSM requires two from this entire hyper-arousal cluster).
D1: Inability to recall
D2: Two or more of:

e Sleep problems

o Irritability

o Concentration problems

e Hypervigilance

e Exaggerated startle response

Criterion E:

Onset of symptoms within 6 months of the stressor. (Differs from DSM-IV that specifies
symptom duration of greater than one month).

The ICD-10 also does not specify a functioning criterion. Plans for future revisions include
a merging of DSM-1V and ICD-10.

References

World Health Organization. (1992). The ICD-10 Classification of Mental and Behavioural
Disorders. Geneva, Switzerland: World Health Organization.

Source: United States Department of Veterans Affairs, www.ncptsd.va.gov, accessed

22.08.07
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APPENDIX FOUR

COMPLEX PTSD (HERMAN 1992)
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1.

A history of totalitarian control over a prolonged period (months to years).
Examples include hostages, prisoners of war, concentration-camp survivors,
and survivors of some religious cults. Examples also include those subjected
to totalitarian systems in sexual and domestic life, including survivors of
domestic battering, childhood physical or sexual abuse, and organised sexual

exploitation.

Alterations in affect regulation, including
Persistent dysphoria

Chronic suicidal preoccupation
Self-injury

Explosive or extremely inhibited anger (may alternate)

. Alterations in consciousness, including

Amnesia or hypermnesia for traumatic events

Transient dissociative episodes

Depersonalisation / derealisation

Reliving experiences, either in the form of intrusive post-traumatic stress

disorder symptoms or in the form of ruminative preoccupation

Alterations in self-perception, including
Sense of helplessness or paralysis of initiative
Shame, guilt, and self-blame

Sense of defilement or stigma
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e Sense of complete difference from others (may include sense of specialness,

utter aloneness, belief no other person can understand, or nonhuman identity)

5. Alterations in perception of perpetrator, including

e Preoccupation with relationship with perpetrator (includes preoccupation with
revenge)

e Unrealistic attribution of total power to perpetrator (caution: victim’s
assessment of power realities may be more realistic than clinician’s)

e Idealization or paradoxical gratitude

e Sense of special or supernatural relationship

e Acceptance of belief system or rationalisations of perpetrator

6. Alterations in relations with others, including

e Isolation and withdrawal

e Disruption in intimate relationships

e Repeated search for rescuer (may alternate with isolation and withdrawal)
e Persistent distrust

e Repeated failures of self-protection
7. Alterations in systems of meaning
o Loss of sustaining faith

e Sense of hopelessness and despair

Source: Herman, J. (1992) Trauma and Recovery: From Domestic Abuse to

Political Terror, Pandora, London
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Room 2.2.30,

Prospect Park Hospital,
Honey End Lane,
Reading

Berks

RG30 4EJ

RESTRAINT AND TRAUMA IN MENTAL HEALTH CARE - AN
EXAMINATION OF THE AFTERMATH OF RESTRAINT

Researcher:

Mrs Gwen Bonner, RMN, BA(Hons), MSc, PG Dip Ed. Senior Lecturer in Mental
Health Nursing, room 2.2.50, Prospect Park Hospital, 01189 605625 or 07904 891205
891205891205

Instructions for use: please use the following questions as a guide to discussing
the incident in which the participant was involved. Please use the prompts in
brackets as guide to framing the questions. Please make brief notes to document
the main points raised.

POST INCIDENT REVIEW - PART A

1. ’'m interested in what happened on (date/time of incident) when
(outline brief details of incident)

Notes:

2. Can you describe to me what happened?

Notes:

3. Can you describe to me anything that was happening before this
or which led up to it?

Notes:
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4. Can you describe to me how you were feeling before (use patient /
staff member’s words to describe the incident)?

Notes:
5. How did you feel during (use patient / staff member’s words to
describe the incident)

Notes:

6. Was there anything that you found helpful during (use patient /
staff member’s words to describe the incident)

Notes:

7. Was there anything that you found unhelpful during (use patient /
staff member’s words to describe the incident)

Notes:

8. How did you feel after (use patient / staff member’s words to describe
the incident)

Notes:

9. Was there anything that you found helpful afterwards?

Notes:
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10.Was there anything that you found unhelpful afterwards?

Notes:

11.Do you think that there is anything that the staff or anybody else
could do to help prevent something like this from happening
again?

Notes:

12.1s there anything else that you would like to tell me about (use
patient / staff member’s words to describe the incident)

Notes:

13. | am particularly interested in how this incident may have reminded
you about other upsetting events that may have happened to you in the
past. Can you tell me if this happened to you?

Notes:

If the participant responds negatively (ie, the incident did not remind
him / her of any past events), ask if there is anything else related to the
incident that they would like to tell you about and then finish interview.

If the participant responds positively, proceed with the following
questions:

PART B

14.Can you tell me a bit more about the earlier incident(s)? (prompt:
the interviewer should allow the participant to recount event(s) in their own
words but should clarify any points as necessary, eg who was involved,
how old were you, details of the event)

Notes:
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15. Do you think that this / these earlier event(s) have had an effect on
your life since they happened?

Notes:

16.Can you tell me about how your life has been affected? (prompt: allow
the participant to describe in their own words how their life has been affected)
Notes:

17.Moving on to the recent incident that happened on the ward, can you
tell me how it reminded you about the earlier event(s) that we were
discussing? (prompt: for example some people have described being
restrained as if they were reliving experiences of violence in earlier
encounters. Clarify what role individuals involved in restraint took and who
they may have represented from earlier incident(s)

Notes:

18.Did you feel as if you were re-living the earlier experience when the
incident happened on the ward? (if so, clarify details of how long the
experience lasted, the nature of the experience, did the participant continue to
re-live the experience following the immediate period of restraint)

Notes:

19.Has the recent incident made you think about earlier events more
than you would normally? (prompt: ascertain how much more, how
regularly)

Notes:

20.Has the recent incident brought back memories that you had
forgotten about or were not aware of previously? (prompt: ascertain
details (if possible) of the participant’s perception of how / why these
memories may have resurfaced)
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Notes:

21.Have you told anybody on the ward, for example a member of staff,
about how the incident has reminded you of earlier upsetting events in
your life? (prompt: the aim of this question is to ascertain whether the
participant has discussed the experience apart from the earlier post incident
consultation within this study)

Notes:

22.Has anybody on the ward, for example a member of staff, asked you
whether the incident has upset you or reminded you of previous
upsetting events? (prompt: the aim of this question is to ascertain whether
the participant has been offered the opportunity to review events apart from
the earlier post incident consultation within this study)

Notes:

23.Is there anything else that you would like to tell me?

THANK YOU VERY MUCH FOR PARTICIPATING IN THIS STUDY
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RESTRAINT STUDY — DEMOGRAPHIC DATA - SERVICE USERS

Name:

Sex:

Age:
Ethnicity:

Place of birth:

Status:

Diagnosis:

Number of previous admissions:

Length of contact with mental health services:

Previous history of aggression / violence (brief details):
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RESTRAINT STUDY - DEMOGRAPHIC DATA - STAFF

Name:

Sex:

Age:
Ethnicity:

Place of birth:

ROLE / GRADE:

LENGTH OF SERVICE:

PREVIOUS TRAINING IN PREVENTION AND MANAGEMENT OF
VIOLENCE:
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PHYSICAL CONSEQUENCES OF RESTRAINT INCIDENT

Please highlight which of the following statements best describes the
consequences of the recent incident in which you were involved:

Type of restraint used:

Gentle guidance to a place of safety with minimal force used.

Guidance to a place of safety with some force used (eg, take by each
arm to a quieter area.

Restraint involving 2 or more staff while remaining upright.

Restraint involving 2 or more staff in the prone position (ie, lying on the
floor.

Was seclusion used? Yes/no

If so, for how long?

Length of restraint (from beginning to end of ‘hands on’ restraint:

Less than 5 mins

5 —-10 mins
10 — 20 mins
20 - 30 mins

30 - 60 mins (please state length of time)
over 60 mins (please state length of time)

Physical injury:

No injury
Felt threatened or brief pain (less than 10 mins) with no visible injury

Physical pain (more than 10 mins) or visible injury not requiring any
treatment

Injury requiring some kind of treatment but not necessarily by a
physician
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THE TRAUMA SCREENING QUESTIONNAIRE

Please consider the following reactions which sometimes occur after a traumatic
event. This questionnaire is concerned with your personal reactions to the traumatic
event which happened a few weeks ago. Please indicate whether or not you have

experienced any of the following AT LEAST TWICE IN THE PAST WEEK:

YES, AT LEAST | NO
TWICE IN THE
PAST WEEK

1. Upsetting thoughts or memories that have
come into your mind against your will

2. Upsetting dreams about the event

3. Acting or feeling as though the event were
happening again

4. Feeling upset by reminders of the event

5. Bodily reactions (such as fast heartbeat,
stomach churning, sweatiness, dizziness) when
reminded of the event

6. Difficulty falling or staying asleep

7. Irritability or outbursts of anger

8. Difficulty concentrating

9. Heightened awareness of potential dangers to
yourself and others

10. Being jumpy or being startled at something
unexpected

Copywright: Brewin, CR., Rose, S., Andrews, B., Green, J., McEvedy, C., Tumner, S.

and Foa, EB. (2002)
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Please complete this form after completing the post incident
consultation with staff member / service user

EVALUATION POST INCIDENT CONSULTATION

On a scale of 1-7 where 1 = strongly disagree, 4 = neither agree nor
disagree, and 7 = strongly agree, please rate the following statements:

1.

using this consultation framework provided me with an opportunity
to discuss the aftermath of an incident of restraint which | may not

otherwise have had the opportunity to do.

(Strongly disagree) 1........ 2.0 K T 4........ LI L T 7 (strongly agree)

this consultation allowed me to think about some of the events
leading up to the incident.

(Strongly disagree) 1........ 2. < T 4........ 5........ 6.euees 7 (strongly agree)

this consultation helped me to think about how the incident was
managed.

(Strongly disagree) 1........ 2.t I T 4........ L T TR 7 (strongly agree)

on reflection, | think that the incident could have been predicted.

(Strongly disagree) 1........ 2. < 4........ L - 6........ 7 (strongly agree)
on reflection, | think that the incident was managed well.

(Strongly disagree) 1........ 2. 1< . 7 S L - 6........ 7 (strongly agree)

| think this consultation would be a useful way of reviewing
incidents of restraint that happen in practice.

(Strongly disagree) 1........ . i T 4........ L T 6..cnnns 7 (strongly agree)

Any other comments:

Thank you for the time that you have taken to complete this form
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MENTAL HEALTH STAFF AND SERVICE USER INFORMATION SHEET
AND LETTER OF INVITATION

RESTRAINT AND TRAUMA IN MENTAL HEALTH CARE - AN
EXAMINATION OF THE AFTERMATH OF RESTRAINT

Researcher: Gwen Bonner, Senior Lecturer in Mental Health, Thames Valley
University, Telephone 01189 605625 mobile 07904 891205
Email: gwen.bonner@tvu.ac.uk

You are being asked to take part in a research project. Please do not be put off by the
title. This is a study about what happens to mental health service users and staff after
incidents that happen during a hospital admission. An incident may be something
upsetting that has happened — a person may have harmed themselves or someone else.
A member of staff or another service user may have done something upsetting which
could have made things worse for you or somebody else on the ward.

I would like to find out more about how these incidents affect people and about what
is helpful following these incidents on the ward. If I can gather enough information it
may help to understand the best way to deal with what happens after these incidents.
This would help staff in caring for service users in the future by learning ways of
managing the aftermath of these incidents more effectively.

I would like to invite you to help me with this study. If you agree, a member of staff
will ask you some questions about an incident that has happened to you. You will

also be asked to complete a simple form about how the incident has affected you.

What will I have to do if I want to take part?

If you agree to take part, a member of staff will come and see you in a private area on
the ward. If you would like another nurse, family member, or friend to sit with you
this can be arranged. The member of staff will ask you to complete a simple form
asking questions about how the incident has affected you and will then go on to ask
some questions about the incident. If you decide during the meeting that you do not
want to take part or you want to leave then you can do so.
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—_— Room 2.2.30,
— Prospect Park Hospital,

Honey End Lane,

— Reading
——— Berks
T V RG30

Telephone: 011189 605242
Mobile : 07904 891205

CONSENT FORM FOR PARTICIPANTS

RESTRAINT AND TRAUMA IN MENTAL HEALTH CARE - AN EXAMINATION OF THE
AFTERMATH OF RESTRAINT

Researcher:
Mrs Gwen Bonner, RMN, BA(Hons), MSc, PG Dip Ed. Senior Lecturer in Mental Health
Nursing, Thames Valley University

Have you read the Invitation Letter/Information sheet? Yes/No
‘Were you given an opportunity to ask questions and discuss this study? Yes/No
Are you satisfied with the answers to your questions? Yes/No

Do you consider that you have received enough information about the study to make your
decision?

Have you spoken to Mrs Bonner, researcher? Yes/No

Do you understand that you are free to decline entry into the study and to leave the study at any
time without having to give a reason for leaving and without affecting the standard of your
medical care?

Yes/No

Do you agree to this interview being tape recorded for the benefit of the researcher ? (please note
that recordings will be kept in a locked cabinet which will only be accessed by the researcher, her
assistants and her PhD study supervisors)

Yes / No

Do you agree to any points made in your interview to be used as quotes in any papers that are
published after the study?

(please note that any quotes will be made anonymous with no reference to your identity)

Yes /No
Do you agree to take part in the study ? Yes/No
Signed..ccciiverieriiiiiiiiriiiiiiiiiriiiiiiiiiiieieiiaee Date..cooecerernnnee.
Name (in block letters).c.ceieierrerererirrerererecereieciceneseiecrnnererercrcscsnn
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DRAFT PROPOSAL FOR IMPLEMENTING POST INCIDENT REVIEW
AND SUPPORT TO STAFF - BERKSHIRE HEALTHCARE NHS TRUST

Background:

Post incident support for staff is a growing area of concern in mental health settings.
There is an emergent evidence base which suggests that there is a patchy and
inconsistent approach within the UK to organisations offering accessible mechanisms
for staff to access support (Wright 2000). For serious untoward incidents, reporting
systems are in place but there is much less clarity at a more local level for less serious
events that happen in practice. The NICE (2005) guidelines on Prevention and
Management of Violence and Aggression, for example, suggest that some form of
review should take place and that supports should be mobilised if necessary but these
guidelines are not clear about how this should be operationalised or what form it
should take. While Occupational Health and Staff Counselling Services offer some
mechanisms to address staff psychological needs, these are often not accessed, not
always cost effective, and do not always provide the less formal approach which staff
within mental health settings appear to prefer (Nolan et al 1999; Bonner et al 2002;
Lee et al 2003).

Proposal:

It is proposed that a system of easily accessible post incident support be set up for all
localities within the Trust. The aim would be to have a list of practitioners who have
received in-house training in post incident staff support. They would be nominated
staff representatives from different localities that may have an interest in participating.
A training session in post incident review and support would be provided to these
staff and their contact details would be kept on a central list of trained post incident
review staff. These practitioners could be accessed by staff groups within all of the
Trust localities to come and review incidents in a non-threatening way. Providing a
list of accessible staff would enable a system of choice for practice areas and
overcome some of the issues which have been reported in relation to staff not
accessing support because of fear of recrimination. Staff could choose a trained
practitioner with whom they feel comfortable.

Implementation of review:

List of post incident review / support staff available in all localities

'

Following incident, staff group agree person from contact list to facilitate review

Arrangements made for support link to meet practice staff

|

At this meeting: review of incident using psychological first aid model
Use of educational material
Education re screening for trauma symptoms (TSQ)
Follow up contacts and support offered
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CASE STUDY

Bonner, G. and McLaughlin, S. (2007)

The psychological impact of aggression on nursing staff, British Journal of
Nursing, 16(13), 810-814
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v aucwriain devsh of mexiety snd dicomfir, Thes anivare
umadly ranked fom 830, whare O maan due the client 12
experienaing e divren ahaseevee snd [Gmasrs thai they
ax wxsrenate divivaved &1 the v of iy exersie Aune
ratesd her 5L ax 7.

Anne wn ancouraged v think of w'ufe plac’ thar die
may be able w0 recall, Je i preferable thae e wfe plhice i
e connested v amy memnior which mape s affecs
the chents prograw, Fur example, sf she chent romerchens
asestide neon & a child snd recalk feelings of bappinen
and viboosicn b as 4 lover wosien dicunes by the
wut papad on a beach, the nafe placd moe an longer ke
rembaficalle oufe and moy wonen vemptonn, I b dee
ancparaged thar Bomily or <hoe Slend oboadd nee b
ichided tn thie ecsne dior similar ressum, for wample 9
happy event with  hwbond wary noe b s hadpful it e
rabuauandy transgine thas thie dient babuod 2 being
unvigparive b the client st dhe proent tme

Aoz v able oowed o dndieape S ber shilihood
whivch thi hod fand rilidng and invoked wam 1
far hen, Shi wan able o recall ernelboand vounds which were
Lamer v b hslpftal e hue wibven iy ihe veshoniqui Ao
chi oserzing dha eafed bee SUDS @ 1o et cedacnion
froen e previow awenaes, Har homeanck we o eead
wanve nf ik maneriad thatohe bed b prended with and
st werk un har marvsties which sl be exumived die
felloming wuch,

Lise of aye myoement desensitafion
and repeccessing EMDH)
Annaverarvod tfnllosing woek s thie challonging ok
of wwrking thesagh her sarnnve e bneegras the iauna
kaga, Fasts, dionghtn and foelingy wound hir nareative
wers suntidired, keaping the &
seras, Thiy s i she procens nf onmerualising the
avant. Sh war sble o cecall many arpect of dhe tnvamain
great detail bur odver peen were snll onenaled She was
wvery angry with collsagun and dheoughs looking ot facu,
heostighis, asd feelingy in rebiton s thiv angar, she wa
anivad w deperwnaize some of her colbagra’ acinw,
e the wweks, the began 1 consend with aome of da
aean of her lifa that die had been wooiding wines the
srans, sach. a1 soeiakizing with friench and Samiby

At working threagh &nnely naresive she nill bad
s g ognithon which peowed difiouk ol
Fur example, where the boud feli souidens and smovendul
it har work befose the dnddens e vow B thar she
Juubsed heeself and ahe wan urrane B due cvald weed
St e el erprriencing soae duey dimhuncs, BMDRL
wechmiquin woure wed o crpget dhe rmsining synproms
which had buen proving difficult v ihife thoough CHT
EWIL dnoenlven he wee of bilaensd simulation we free
infrenurizo. provening neeny which in s alloy irks
s moes wedipdve infurmation within diememery Shapice,
20615, The oy miovemans semlite beth beodiphierss in
shie brain which snable procosing in « dnile wye w
eapid apv moveant JREM) alip on e ursonsciou
mnid, Thie suenystion i this mided i thar the provoving

within ihie pravnt

AGGRESSION IN NURSING

Bubars trestuent

o ghie traama s e ineffeedsdy coded devgh SAM
and VAM can be apensumannly precesnl thoough ue of
M 1o ihi o, faciliesting indghtand
chunge, Meaurmany o SUT0 sre taken chroughens the
pracans, chie dm being to reduce them o s

MU bl 2 ugrificans «ffvct on the roidual naupems
ghat hnne wan experiencing Within fwo senivra hee
S eating were vern and ahe e setivedy planning e
faeur wath enewsd onnfidence Snuels saings on all of
she awaument sl had abo reduweed sigmiSzantly and
werg all bebow elimieal el off poins JTakly 21 She v able
so weflece ou che event withoui the dirren thay she kad
prencushy experienced snd, slihoagh de will wekied thae
16 had nst bappend, b wan able xo think dbous v of
shie psigwe aipeon shist bad sevabed i relating v b sz
saking fiffe for grasoed’, & commen voponse fow poople
who hee roccenfully come tiocagh 2 lifedhreatning
axpanience ek a thin

Comclasion
With Annse's agreesnt dhe w4 brief s of b
experienioe +f thoragy which iz indhided bebow with bar

LRI

“Quite o few of ns e wxperlonoyd Do
slifier as 4 chilsl or o a0 adult and sometlives
bath, W frarzs cortuln paris of sumedves sfler
trorng, pushing te menmelas back ou of
slyhe, From Hek plave, we loge aur congectiv
b all ol who we e, Our Mallness 15 repressed.
e cradtiviey suppressecd. Aiber the Incident 1
s hoaghit L was paing b be alfected tha
Daatly, | staried cobumieling for ey tmummatle
expeeleie, whileh ) Townd G be vy halpiul,
Alter u conple el weeks e comnalhar spinky

Eeowe ot} o Moty SRR e 1

83

390



b vy ity BTV, wea it knoor 1ET hiid
hssied abwout this ehinlque 1 seplled ao, oo she
wxphibied the process ol procadu fo me 1
wus wery scepileal about e whele procoss snd
toelng neputlve abount thi procedure. 1 went sway
dad dld oy owen msenrdy s s lmpavged..
the trewtagnt hacl dis postilse and negative stdes
bue th cuimens were wiore on ohe peddiivg
sl The peocsss helpad e o belag w0 vilisd
nagarive thonghds cased by e Incldent, e
wnnmple your mfid acts e 2 mendag tradn
telngtag the awgabive thopghts firmend amd
chanzlng tham. o praitive and now ronghits
v wint by teve, Tt gk helped e to diwars
EEPUFS [0 Ay safy place ab eny ghan time when
T oty dibetressd or Bandlog e w0 oo and
desl wlEh pny thou phis on gn earyday basls,
B EMEMES 1wk ealely wnd mpldiy. it
ledpsd mag b estones marocel wavs of dusblng
with woy probdims, EREAC K b creathe ang

sl wary o see what Iy b the wy aflvtny o
g, jowml 1 Thasetor T el soammgad tis
techuluue to anyene whi wet o way eul of
thesk ek place and o saiery, Jowe and hupjsiies
sl LA, J0065.

Thi prpchiairic tmpas of sggromion sowsedt musing
sl mmang wndie vasachd ad posdneident wuppoes
oty ewveiiled v omany amenn This cee wody b
laghdighsed bieow el whin hovvw dovadoped TFTEE s voauls
»f aggonnn. v b seaved susoenbilly and eeturn 0wk
11 vesane thads parexnn I

Aderabipwnh
Ttk o Fgane S R aof Prghoor Nl B fr ogey
appnad ,@pmm Akl ik

.!am‘ﬁxs hr.ﬁ:mw Ruwgivees (9561 D) ad mu Meowws of
S AER Pk, Sodingen, VI
lmﬁ.l giwz} ek s demenny B¢ T A et
Hexe xed Sl mhm ] ¥ %m m
Yatast o Lrwe T erwed & ilmmz ‘é‘(ﬁ%ﬁ“nwfm i1 gm Hady

m £y Comprier aed vkl seutiont o Tl pet
Lm; o ponaz wamando. b 30 My Hed ITE

uédwﬁ Bl §|5§4 ey of FUSE wsany vl wictmo o pivaw
i by £48L E35
mm d’f&% it%‘i‘%‘ Teat Mor Wy oo Tk S

mmm, Ao T {BAELA Wmm o prreTas v Suede
e Wer Ther Toialy W 348
i Bobvead C dedvomb T 308 Wm%kmr TG
st el S vt pnady 1 A & Qe 3535 168
Pt g D Pewne 1, Fackburnn 5 70953 Biiefey amd wlidey s
bl waranani i xmxa# et wen dande. { Tean Ty
iy AT
Gy v (0081 e Ciowest el Qe dion PRty
1xp, Lomda
Hedd smr; farmatin (VRS by Tnt Sooug 0 (il
i o Xy KHS Sy ki Auied mad S dtonr i
HHE Wih xsd Bty Cooashion Londm
HMMMM1 (R Pl dgpesion Morgrasel Ty
Ty aed Mo, Hhk m*ﬂqmm Landas
izt WL Whme N R S A% gt Bvmeonde i e
alvprent. A 17 318
S T a8, Aracita 1 Kowln B 0eemane b Rl
wapien of wetdl dhene w0l visherer ¥ poendt o rame estg
prisiuic demban. RSy OO Mowe Wi B-00
e 3. Gy . Comamry K. Syl & m 8, Toge
v i n! gh*gm e, ) ok S Hedip
L]
Hanvad leiiis Dievice Ssgpboper 003% ay z«ww R0 ]
st gy Mol Terkeh Savvive Ephoper. Losston
Woidoaald Uatiade oy Hidi wd Qied Bedma mm T Mo
Newypevet i Dunved Vit Skziver 1 s Frpkein Sy o
&gm Vel Gkt 31 % "
‘W Kovisase e eddt and Dinid Bmvenae m’&ﬂ PamauE)
Ty Drawder gm;ff‘b gf PERT n A L.Lim m
Mh imd m&? eoe. ¥
l‘x‘.lma R by .mmrw,lm&w
Yoseidun | Kedatades Pam Bt B | Dinen T 2200 See
BTt EREN T PR AP 5 T T W AR
S VB M
HobnWDitsdic | o) Vnermen § Kosioe B (0800 man mszant
mwm Betr seds e el prshiaing, LAR
A0
1 K R Pt Ren dupds Sdawing pifinn
winly ey Wl waten of Xexi b doaghde 1 pz;:mm
ongeritnd 1k BN oy AW 12
Fowe M, Shadend BB S wtd m: sy de bl
SALTAREL I Y Yorng? P Men M EET %Y
g £, B e Dsuataston vy g, B i,
e Dot S s, Crkiclond Boent Badiony
G B Sognond A, | WM Hopid womery uad dpmrses vade AN
[
wunn Lol ERE Mo manta syngon 1 el warkiz i
wémmmm gt Ytk Mt VYR8
mmm} 13 S5 Mo sy ey vdewns! e wd
m«;ma onion s sp el an s {hes g
fap L it 130 16 1

atta tntay  WHRE, mw
s i s UK, i S hg Heait Ny pr B e Ay 4 e A Mo 5
KEY POINTS

skagarussion

B By marsas Frce sggerenaion andw ke ¥ Hre voue of i evsrpday wed
HThwe pchobogleal injust of sggpession zam b grat forscma muning st
i Peabincdant reylaw can ity numexwho iy have sipasianced papchedogieal affacts Blowing an ncidiee

W Tenurnw Focgond nasbrnts, aoch w cogpithee baburslow dhanry sod sy oyamant dessnsbiasn and nposaing s
ke s pibvn ere derekepad poak traimantic smans dbowder wn & vk of aggrusion and wichenendn

topephis.,

#14

Toiadh Jowtiad i Py, NI N 19

391



	Gwen Bonner 2007.pdf
	Appendix one



