Overriding the choices of mental health service users; a study examining the acute mental health

nurses perspective

Author: Grahame Smith

A thesis presented for thedegree of Doctor of Philosophy

Liverpool John Moores University

November2017



Acknowledgements

I would like to thank the following people for their support duringPimp journey,

Rose Khatri, my supervisor, for her constant encourageanentise wordsSue GilesEcho Yeung

andJohn Harrisorior their help with the technical aspects of the research.

Most of all, | would like to thankhe participantswho contributed their time and thoughts tésth
study

| also would like tchighlight thefollowing publications, whicthave been published during my PhD
studies andhave beetnfluenced by thavork contained within this thesis

0 Smit h, G. (2012b) 6Psychol ogi cal interve
(Editor) (2012) Psychological Interventions in Mental Health Nursing, pp-183.
Maidenhead, Open University Press

0 Smith, G. (2016) A Practical Introduction to Mental Health Ethics. Oxon, Routledge

@ Smith, G. (2017) OEthical | s s ulkey Conceptshhe n t «
Nursing Ethics, pp.14858. Cham, Springer



Abstract

This study explores the ment al heal th nursed
choices of mental health service users within an acute mental health context. Orkeg wvith
service users in acute mental distress a men:
el ement, which can | ead to the service wuser
freedoms also known as coercion can bdiexpit follows the rule of law, and implicit; ways of
controlling that are O0hiddendé. The ethical wu
reasoner who understands both the explicit and implicit nature of this power. Coercivevploater

is explicit, has been thoroughly explored; however, there is limited work exploring the use of this
power within an ethticméd cpmada etxitc eanids satse .a 160 «
exploring implicit power as a practice issoieas an ethical issu&o examine this knowledge gap

this study adopts an interpretative phenomenological analysis (IPA) approach to engender ar
understanding of the ment al health nurseds p
and implicitcoercive power. This approach affords the researcher the opportunity to tease out the
personal 6ethical 6 meaning of t h-depthand gemsitivie p a n
dialogue, which focuses on stimulating conscious ethical refledi®gnis an idiographic mode of
inquiry where sample purposiveness and analytical depth is more important than sample size. On thi
basis, six qualified mental health nursesre recruitedvho haveused coercive strategies while

nursing service users inwe mental distress.

The semistructured interviews were thematically and interpretively analysed, the five superordinate
themes thatvere generated gréhe nurse as a practitioner, their values, their practice, their use of
coercion, and their ethick addition, the results of the study highlighted that coercive strategies are
a key part of a ment al health nursebds daily
can be beneficent; however, this is dependent on the ethical reasonitygoaiiie nurse and the
professional support they receive in practice. Being an effective ethical eeasguires the nurse

t o acqui r eabagsdooehablngtbeinarsevworkt hr ough an et hi cal
ti mebo. Fur thlremcrmo rt eh,e steo gmmd habits they al so
Considering thespoints, this study recommends mental health nurses when using coercive power
use a multfaceted ethical reasoning approadihis approach should aim tweate goocethical

habits through continually rehearsing good responses to common practice lisgaklition, his
approach should not neglect the need for the nurse to use their ethical imagination and to feel for a
ethical solutiorwhere requiredAs a future aga forresearchthis study recognises the skilled use of

ethical imagination in the field of mental health nursing requires further exploration.

Keywords
Mental Health Nursing, Coercion, Interpretative Phenomenological Analysis, Ethics, Ethical

Practice PragmatismEthical Imagination
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Chapter 1: Introduction
1.1.The need for the study
The following thesis details in depthstudy, whiche x ami nes t he acute me

perspective of overriding the choices of mental health service 0$gsschapter willdescribethe
need for this studyits intention,and itsoriginal contribution in addressing a significant knowledge
gap. In a@dition, this chapter will signpost the chosen reseanethodology;it will also briefly
explain why this approach was chosen

The clinical decisions mental health nursgke on a daily basis whiteorking with people in acute
mental distress cahave acontrolling elementThese decisionsan lead to the freedoms tife

service user being restricted ibis implied their freedoms could be restricté@darroll 1991 Hall

2004 Roberts 2005Cutcliffe and Links 2008 This element of control imbues the mental Healt
nurse with two forms of poweexplicit power and implicit powerSpecifically within irpatient
settings &plicit poweraccording tcdRoberts (2005)elatestoth®é us e of ment al hes
control and restraint, seclusiolgcked wards and the coveatiministration of medicinés ( pp . 35
Implicit poweragain according tRoberts (2005) e | a tlegets oftolmsend@tions, record keeping,
ongoing assessments and reviews, care planning, and nursing interve(io:3%). These forms

of powercan lead to @ctices that turn the service user into a subject to be controlled by others and
by themselvegRoberts 200p Taking this into consideration the challenge for the contemporary
mental health nurse is to practice in apthat both acknowledges explicit and implicit power while
promoting a recoverpased approadBorg and Kristianse 2004 Roberts 2008Borg and Davidson

2008. Being a recoverprientated mental health nurse requires the nurse to be collaborative in a
waythatfie¢é means shari ng pusewandacknowtedging tiesedons amd insight e

of people with the lived experience of mental illogBerg and Kristiansen 2004, p.501

As a mental health nurse with nearly thirty years jostlifying experience | havalwaysbeen
fascinated by the capacity of some of my péeedfectivelybalancebeingin controbagainstbeing
collaborativeand sharing powér It was not until late on in my career tHastarted to linkthis
capaci ty t avithbbang éticalReflaxicely Ustarted toelatethis dascinatiodwith my
own clinical experiencethis includes twancidencesvhich have had a significamtnpact.The first
incident happened many years ago. A service user on the acute mental healttvagid ¢harge

of was extremely unwell and risky. Tlservice usr wastrying to smash a window on the wé
escape and they were not responding to any verbal interventions. They were becoming increasingl
frustrated and as they could not break wiedow, they started to attack the ward staff. At this
juncture the staff foreda control and restraint teaamd physically restrained the service user. As
the service user was standing ugyhried to move away from the team and in doing so the

momentunof this actionpushedeveryonetirough the ward doand then onto the corridor flaor



The door which was not reinforced at t lands t i
some of the team were injured, minor cuts and bruises. The service useliateiyeit one of the

staff members. Within seconds the team were back in control, subsequently the service user wa
given medication and in tintbe service usdyecame less distressattahe risk they posed reduced.

In terms ofoutcomesthe team appeaed t o have done the o&6right
mess or was it¥es, the incident was messy, howevbhg teanthroughout actedthically, always

trying to do the right thingControlling only when necessary and always treating the service use
with respect even ithe most difficult circumstanced.he second incident happersametimeafter

the first incident. | was offluty and someone tapped me on sheulder,| turned around and |
recognised theerson as someone | had nursitey immediately shook miyand, told me | was a

good personand thanked me for looking after them. | was surgrigg this encounter due to
restraining this person on a numbeipotasionsunder theseircumstanced,would not have been
surprisedifthg 6 bor e a gr atanefGhougiCouldconsol aad résteaoht be a good
thing? If it is ethical,does this relate directly the actions and intentions of theople involved in

the restrain proce83 hese two incidents among otkereded a sense of curiosity about how mental
health nurses ethically reason during these types of incidents and how this prfluesses a

mental healtm u r ®thidalbehavioufi potential need foaresearctstudy

When reviewing thédliterature, it was with great disappointment that | noticadsignificant
knowledge gap relating toow little researchethad specifically explored this areathin a mental

health nursing contexMy disappointment stems froabelief that ifwe can engender thisalanced
approachin all mental health nurses thisn only be good for service useThis belief has tde
temperedalongsidethe radical view should we at any time be controllingdimiduals by the virtue

they are givetheé me nt al i (S4asz a%6® 16 addlit@rbitdsl essential to recognise three
important points related to the context of mental health nursing practice. The first point is mental
health nursing practice is practical in nature and on this basis ethical reas@tsogrisre likely to
bepractical or pragmatic in nature (Cohen 2004). The second point is there is a uniqueness inherer
within mental heal t h pfullg cobsciaugeadut Of ndrmeal imealigeazb | e
without their consent (Fulfordd®9, p.62). This second point links to the third point whereby society
over time has created special rules to control mental health service users which the nurse as an ethic
agent enacts (Morse 1977). The assumption biiaghe mental health nurse iméd with these
special power s wi | | withthe peobldms antl nisks edudecthby the perpléxing d

phenomenon of mentally disordered behavdour( Mor se 1977, p.529).

1.2.Background to thetudy

The societal expectatidhatthe mental healtmurse contrd aspects of a ser vi
while being recoverjocusedcancreatea certain amount of tensidBorg and Kristiansen 2004
Borg and Davidson 200&larkeet al.2015.



Themental healtmursewill strive to be recoverjocuseda n d 6 s h awhike at the samertithe
balancinghesharing of power against¢ need to take control if the situation necessi{@esy and
Kristiansen 2004Woodbridge and Fulford 2004It could be argued thahtough operational and
strategic policieswvhich highlight the common feates of a recoverpased approachpntrol within

this context is expected to lkeenpowering, fair and responsilfeepartment of Health 20)1l ike
mostpoliciestheydo not give explicit examples of how this approach would work in practice rather
they providegeneralprinciples(Leamyet al. 2011, Slade 201 An example it he 6 No He
without Me pdliey Idocurhens(Depahntrdent of Health 20)1which articulates the
following three general principlashich should guide the delivery of mental health chreedoni

having persoal control;Fairnesg respecting equality and rightandResmnsibility | everyone is
valued Providing principles rather than specific detail is not surprising as the intention of any social
policy is to articulate a visigrin this case what a recovepased approach would look like in a
modern societyNolan 2014. At a policy level agcoverybased approach &spiratioml, something

the mental health nursesego frame their practie(Anthony 1993Borg and Kristiansen 2008lade
2012.The O6No Health without NDepattn@gehtof Healhl20)kbides p o |
provide a definition of recovery witth a mental health context which is based on the work of
Anthony (1993)

fiThis term has developed a specific meaning in mental health that is not the same as, although it i
related to, clinical recovery. I 't hashalmiege n d
oneds attitudes, values, feelings, goals ski
and contributing life, even with limitations caused by the illness. Recovery involves the developmen
of new meaning aed purpose in oneods | if
(Department of Health 2011, p)J90

This definition situatesecoveryas apersoncentred approaghhoweverit has tobe acknowledged

this approacis contextualise@nd potentially limitedby the power dynamic of mental health nursing
practice(Roberts 2005Gilburt et al. 2008. The mental health nurse is professionally accountable
for the clinical decisiosthey makewithin this power context, if they are too controlling this could
lead to an accusation of abuse, if they are not controlling enough this could lead to an accusation the
there is a derelictiom their duty of cardCoady 2009Nursing & Midwifery Council 2015z In
addition clinical decisions can involve a high degree of complexity with little time to make a reasoned
decisionandwith the mental health nuesnot always certain of the outcoWegelsh and Lyons 2001
Fairchild 2010. Irrespective of thesssueshe mental health nurse will alwaliave to be able to
justify the decisions and arsubsequent actiorthey have takereven if a great deal of time has
elapsedNursing & Midwifery Council 2015a

1C



This professional expectation that mental health nurses ought to behave and act in a certaiis way give
clinical decisioamaking an ethicalimensionRoberts 2004Cutcliffe and Links 2008Coady 2009
Nursing & Midwifery Council 2015g6Abma and Widdershoven 2006lurses in all fields of practice

will make clinical decisions that have an ethical dimendimuniquedifference forthe menal

health nurse within their fieldf practiceis that; fé . a fully conscious a
intelligence may be treated without consent, not for the protection of others (though this is also
possible) but in their own interest@~ulford 2009, p.6R Controlling people with a mental health
condition is not a new phenomenon it is something thatlbasloped over a long period of time
(Porter 2002 This includes the use of legal rutbsit have developeavertimei For hundr e
years, theAnglo-American legal system has been developing special rules for dealing with problems
causedby he i nherently perplexing phenMorsend/7i, of
p.529. Specifically mental health nurses practicing within acute mental healticesmplement

rules and strategies on a daily bggikexander and Bowers 20Pthat hare the effect of controlling
mental health users in their cgRoberts 20056 The City 128 Study published by the Department of
Mental Health & Learning Disability explores this controlling aspétiin in-patient seatngswhich
includes such measures as special observations, door locking and restraint to nafbe pdament

of Mental Health & Learning Disability 20Q06Preventing harm to self and/or others is an intended
aim of these measures but as a consequence these measures also restrict the freedoms or liberty
the mental health service usier effect they are coercii®ipstein 2004Roberts 2005Department

of Mental Health & Learning Disability 2006

Roberts (2005puilding on he work of Foucault(1961)illustrates how the use of the power to
confine and conform operates within contemporary mental health nursing practice. Two forms of
power are identified bRRoberts (2005 e x p | i ci ©d® mpd W e EXpl@dinpgrenis awer

that mental health nurses exercisging the law and/or through medical treatments, whereas
0i mpl i citd throughsubtleistsategies to madnitoreadd control the mental health service
user.Thesesulstl str ategies or Panoptic strategies (I
the form of interventions that are used in everyday mental health nursing p(goticault 1961
Roberts 200p The common function of these strategies is ¢oeater or lesser degree to monitor a
ment al heal ttehadoeirand wlese daemesl nagcessary by the mental health nurse
correctiveand controlling action is taken, thusaintaining the powerelationship(Robers 2005.

The danger ofhis approach ishe mental health service udsgcomes & s u b j be comtroled®d

rather tharbeing viewed as a truly frggerson in their own righiRoberts 200b The mental health

nurse aghe societalexpert determines whaehaviour is acceptabndwhat behaviour needs to
changethey also hav@ower over the service user to ensure they con{éoucault 196, 1Roberts

2005. This power may alsbe open to abuse, especially in a society wheoppock and Hopton
(2000, p.146highlightst h e rligle tolesancé towards thenentally distressed .
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At a minimal level having the power to contadrtainly creates a potential ethical tendietween
respecting thenental health service usas a person arlgeeping them safe agatient- duty of care
(Roberts 2004Rabertsonet al. 2007, Robertsoret al. 20079. Mental health nursestilising this
power in the form of controlling or coercive interventions require specific knowledge and skills, but
there is also the professional expectation they will folibesrequired ethical and legalles andn
addition exhibit the requiredvalues and behaviouf€oady 2009Nursing & Midwifery Council
20153. A mental health nurse would ordinarily locate themselves within the professionalioasnm

of nursing including following the relevant
(NMC) code of conductCoady 2009 Nursing & Midwifery Council 20153 The aim of any
professional code including the NMCbs code i

doing so a code also offers behavioural guidelibes,it does not and nor does it intend to give
specific detail that aabe used in every situatigNursing & Midwifery Council 2015a In addition,

the code does not provide the mental health nurse with a specific methedobfing ethical
dilemmas, though it does give the nurse a framework to work within as they develop their own ability
to ethically reasowmithin a professional contex€ohen 2004Ford 2006 Smith 2012h.

Clearly being ethical is dependent on effective ethical reasoning skills but it must also take into
account the valutaden nature of mental health nursing prac{d&®odbridge and Fulford 2004
Fulford et al. 2006 Fulford 2008 Cooper 2009 Fulford 2009 Lamza and Smith 20)4The
importance of recognising this valdleased dimesion relates to the conflicting nature of control. A
mental health nurse may take the view thatdsyricting freedomthey aredoing good, however the
service user may have afternative view anbelieve that it is a bad thing; this places conridhin

the ethicaldomain(Fulford 2008 Fulford 2009. Taking this into consideratiotihhe mental health

nurse must baware of conflicting valuemherent within their clinical practice and in a way that
assists them to make ethical decisions that enables tihequickly respond in the right way
(Woodbridge and Fulford 200€ooper 2009Lamza and Smith 20)4To make clinical decisions

that are also ethical and take into account the context of their clinical practice the mental health nurse
has to be an effective ethical remer(Cohen 2004Ford 2006 Smith 2012p. Ethical reasoning will

be framed by ethical rules, frameworks, and theories, it will also be influenced by the practical and
situdional nature of clinical practiqgg€ohen 2001 On this basis the mental health nurse should be
adept at toglown ethical reasoning, using rules and frameworks, and baipoethical reasoning,
paying attention to the situational nature of clinical pragt@hen 2001 Making clinicd decisions

that lead to a mental health service user being controlled and their freedoms restricted will be base
on topdown and bottorup ethical reasoning, however one form of reasoning may be preferred more
than the othefCohen 2004Roberts 2001 This preference will be dependent on such factors as the
rules inherent within a situation, the character of the nurse, and their relationship with the service
user(Cohen 2004Cushmaret al. 2006 Ford 2006 Dierckx de Casterlet al. 2008 Carson and
Lepping 2009%.
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Whatever the preferenche professionalexpectation is that ethical reasonwgl be structured
rational and any subsequent actions will be justifiat@hen 2004 Ford 2006 Nursing &
Midwifery Council 20153 These decisions are not made in isolation, they are made in the real world
where complexityis a given within mental health nursing pract{@imblecombeet al. 2007,
Anderson and Waters 200€urrid 2009 Bowers et al. 201Q Duxbury 2015. There are
acknowledged difficulties of workmwith people inacute mental healttistress whether it be in the
community or within iapatient settings, these include safety concerns, lattlecdpeutic activities,

high staff vacancy rates, bekdostages and crisidriven carg(Currid 2009 Clearyet al. 2013 The

King's Fund 201p Due to this complexity andituaional pressurét is not always clear how the
mental health nurse shoukthically act in situations that can be interpreted in different ways
(Cutcliffe and Links 2008Fulford 2009 Lutzenet al.201Q Abma and Widdershoven 2006 has

to be acknowledged that the controlling and coercive nature of mental health practice and how menta
healthpractitionersn generakhould act in these situations has been thoroughly de@hati®004
Bindmanet al.2005 Cutcliffe and Happell 200NewtonHowes 201D However, his body of work
doesnot specifically explorefrom themental healtm ur s e 8 s p e theypmalke sénse®f h o

those experiencgSmithet al.2009.

Making ajudgement on how the mental health nurse shoultsantdeby referring toacceptable
standards of behaviowsuch as codes of conduct and agreed princ{@eben 2004 In effectthis
work is exploring the ethical dimension of these practibes$ notin way that is explicifCohen
20049. In addition ty usingé p r o f e @isciplesraradIstdndards as a frame of referemegplore
how mental healtlpractitionersact there is an attempd understand theractitionersreasoning
processs within the ethical dimensioras topdown ethical reasoing (Cohen 200% Ethical
reasoning can be tegown, driven by principles or standards, or botigonwhere an ethical
evaluation of a situation leads tiee applicationof what is deemed to benappropriate ethical
principle or principlegCohen 200 Mental healtmurseswill tend to use both types of reasoning,
however due to the practical nature of their practice they will more often than not engage in bottom
up ethicalreasoning(Cohen 200% Mental health nursing rpctice constantlygenerags ethical
situations that need to be reasotiedugh these situations can be fast paced and complex, the mental
health nursé sesponsevill need tobebothimmediate and relativie naturg(Welsh and Lyons 2001
Cohen 2004Clearyet al. 2012 Clearyet al. 2013. This will involve a pragmatic use @thical
principles where the mental health nurse wihstantly be critically reflecting and deciding at a
postconventional level which ethical principles do and do not have ufiligrckx de Casterlet

al. 2008. Being able taritically reflect inthis way in the momentis a common feature @xpert
mental health nursingndcan bedescribe as reflectingn-action(Schén 1983Welsh and Lyons
2001, Berg 2008. Taking this into considerativa mental health nurée knowledge ofin ethical
incidentinvolving coercive strategiasill not only berational and objective it will also be personal
and tacit(Polanyi 1958Welsh and Lyons 2001
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In addition, t is a professional requirement for the mental health nurse to reflect continuously on
their practice and in a way that improves the care they d¢hesing & Midwifery Council 2015a
Nursing & Midwifery Council 2015p In summary e important issue of coercion within mental
health practice has been thoroughly explorecdbunhately there is little work on the botteup

ethical reasoning of mental health nurses using coercive strafiegizsn 1998Cohen 2004Kjellin

et al.2004 Roberts 2004Roberts 2005Department of Mental Health & Learning Disability 2006
Jarrettet al. 2008 Link et al. 2008 Ohlenschlaeger and Nordentoft 200&wtonHowes 2010
NewtonHowes and Stanley 201Rlutchinsonet al. 2013 Lorem et al. 2015. To tease outhis

missing personal and tacit knowleddhis studywill adopt a research approach that focuses on
exploring in depth t hemeaningahdeXperiéneeaol usitlg samationede 6 <

authority to override the choices of mertiehlth service user

1.3.Researclapproach

Teasing out personél e t hneanand od an experiencequires auitablemethodological approach
(Flick 2011 Dowling and Cooney 2032 On this basis his study use an idiographic
phenomenological approach which not only acknowledges the complexaguith mental health
nursing throudbkpbdhf f di(Beangtsab2Qbdpi62y it also addresses the
experience and meamuhgtdhogoecnosnscoi (Boplmspettahi c a
2006, p.24% Theopportunitycreated byising this type of approach is that any subsequent data will

b e &inmnatre  effectively managethis richness of data this study will use an interpretative
phenomenological analysis (IPA) approgbeanet al.2005 Eatough and Smith 2006angdridge

2007, Smithet al.2009 Pringleet al.2011, Shinebourne 20)1IPA as a specific phenomenological
approach gives the researcher not only the tooéffextively address th@pportunitiesrich data

affords italsogives theresearcherh e scope t o explore in great
experiencgLangdridge 200,/Smith et al. 2009. Smith and Osborn (2007, p.528s0 highlight
IPA,asinthiscasda s o6usef ul where the topic under st

relatively undesstudied and where issues relating to identity, the self and -sealgay are
i mp or IPAasta éesearch method came to prominence through the work of Jonathan Smith in
themidl 990606 s, it was intended as research meth
the oOqual it at i(Smghetaln2609,@4 PAISG ®ind ri @hithet &1.2009 p.3

being based on ideas that stem from phenomenology and hermennuatitdition, it is centrally;

fié concerned with the detailed examination of human lived experience. And it aims to conduct this
examinatia in a way which as far as possible enables that experience to be expressed to be expresse
in its own terms, rather than according to predefined category systems. This is what makes IPA

phenomenological and connects it to the core ideas unifying the pleeotogical philosopherso..

(Smithet al.2009, p.32
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As | PA broadly focuses on édhow people engage
of psychology but as a research method it maintains its psychological essence by being used primaril
to explore a per s oSmitheetat200P,pi). tIPA also adcknmowledges tab this d

exploration of a persondés inner world has ar

explicit interpretative methodolog@mithet al.2009. Philosophically;

i | P Ancurs avith Heidegger that phenomenological inquiry is from the onset an interpretive
process. IPA also pursues an idiographic commitment, situating participants in their particular
contexts, exploring their personal perspectives, and starting with aelbtaibmination of each case
before moving to more general claims. o

(Smithet al.2009, p.32

This detailed examination is based on the p
number of participants rather t(RumrandSmithi2004 n e r
p.100). IPA also offers a systematic approach where eacluntis examinedseparatelyn great

detail before more generad g r oclaim® aremade;these generaed claims are shapednd

supportedby a narrative that includes detailed e
(Osborn and Smith 200&mith and Osborn 200Bmith et al. 2009. It is also important to note
duing t his process | PA explores O6how particip

research that connect s t h¢éDaviesebab2010,ppM4P tnesgenteh i
IPAvi ews the person O6as an experiencing, mean
concerned withabduwnahelpl beg welea wa dRatougreand | e
Smith 2006, p.486 Further to this(Eatough and Smith 2006, p.48Bighlight that to IPA,
6cognitions are not i sol ated sgndhpwonrlt &d,.f unfce
cognition is not detached reflection but in fact partafoubasi ¢ at t i tPAdfferdst o t
the researcher the opportunity tease out anforegr ound t he ment al heal
experiencesof using coercive strategieso explore in detailhow the nurse interprets those
experiencesand in addition explore howthe nurse constructs meanings in relation to their

interpretation of the experien¢®&mith and Osborn 2007, p.520

1.4.Researckim

i Explore low mental health nursegho within their practice have used sanctioned coercion

makedethicabsense of theiexperiences
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1.5.Researclobjectives

U Elicit the participants shared experience of making ethical decisions while applying
sanctioned coercion

i Drawoutt he participantodos personal meaning o
sanctioned coercion

U Frame the participants personal and shared experiences within a theoretical context

1.6. Moving the study forward

To address the aim and objectives of the study a purposiveness sample was,riner diéea accrued

from this activity wasthematically andnterpretively analyse¢see the methodology and methods
chapters for greater depth). The following chaptiee literature reviewsituates this studyand its
intentionswithin theliterature;it also articulatet h e -pdrneosncr i pti ved natur e
within an IPA contex{Smith et al. 2009)Due to the philosophical nature of ethical reasoning both
contemporary and historichieratureis consideredPorter 2002, Smith et al. 2009, p.11@2)IPA

the literature is reviewed in detail after the analysis stage, thereforitettaure chosemwas
influenced bythethemes generated from the analyséye In addition, to ens@ra robustness to the
literature reviewwhile at the same time being resgdattto the hermeneutic nature of IPA
hermeneutiditerature reviewapproachwas usedBuilding on the literature reviewhapterthe
methodological chaptembeds the study within its underpinning methodological cobietdasing

out the distinct ingreéints of IPA as a research method. This includes examining the origins of IPA
and the theoreticapproaches that have directly influences its development. The methods chapter
describes in detail how, within the context of this stuBy was usedThe findngs and discussion
chaptersthough separatexplorein depththe themes that were generated through the analfysis

the data The findings chapter is more reflective in it presentatigmere the readewill find the
resear chealobgsideéxmasts fgpom tthe participant interviews. Whereas the discussion
chapter starts to link the findings of the study witherelevant theories and literature. Both chapters
refer t o t he participants®o i nsights t hr ohegh
phenomenological essence of the study. The conclusion chapter highlights the main points of the
studythrough a brieBummary;it thenaffords the researcher the opportunity to critically reflect on
the study includi ng o tribution to the lgpdyoffkreowledgeuwdilg & e o r

same time considering any practice implicatiorscommendations
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Chapter 2: Literature Review

2.1.A literature review within an IPA context

The purpge of this literature review te aetermine if the topic is researchabiereport the results

of closely related studies and other relevant literature, and to establish the importance of the study
in relation to its original contribution to the subjectatea ( Rocco and HR25alRA 0Lt N
provides a flexible structure that is natended to beprescriptive, howeveit is suggestedhe
existing literature is not examined until the data is analybkcht and Smith 2004Eatough and
Smith 2006 Osborn and Smith 200&mith et al. 2009Smith and Osborn 20)15Nevertheless
Smith et al. (2009loes acknowledge that to formulate se@rch topic and then a research question
the researcher will look to the literaturerhich is indeed thecase in relatiorto this study.
FurthermoreSmith et al. (2009advises thatuting this process the researcher should remain-open
minded and bracket any underlying assumptions wheving onto condudhe researchSmith et

al. (2009)alsohighlight thattypically within IPA the literature review can be shardit is more
evaluativeand discursive than other types of literature revi€@vsthis basis thishaptercaptures a

6 br ac k e of thalliferature whichh walsriefly undertaken when considering the research topic
andafter t he st udy fateda ffullen gkvisiting sof the aaleeant djiteratussas
undertaker{Smith et al. 200Q

To ensure a sense of robustness literature reviewfocuses ordevelopng an overviewof the
Gurrent state of resear@andthinking within the topic areacluding identifying any knowledge

gaps; contemporary and histori¢Rlorter 2002Smith et al. 2009, p.1)2The literature chosen is

also driven by the themes tiva¢re generatefilom the analysis of the dafaangdridge 200,/Smith

etal. 2009. The range of literatunevieweds extensive; it includes naturalistic amahpiric studies,

in addition, due to the nature of t he,whiaghpi c
includes an overview of major ethical thesrand model§_angdridge 200,/Smith et al. 200R To

make sense of tkedifferent typeof literaturethis chapter has beaplit into two contextual parts,

the first part relates to the development of contemporary mental health nursing practice from its
earliest roots to the practices we know today. The second part relates to the ethical dimension o
mental health nursing prace and hovit is shaped bynajorethical theoriesgthicalrules, ancethical

values.

To evaluate the literatureshile still connecting to the methodological context of the stady
hermeneutic approadb reviewing the literaturevas used (Boell and Cec&ecmanovic 2014)in
essencethis approach requidethe researcher tanalyticaly readand then identify key concepts,
theaies, and potential assumptiorn&his process startl at the research proposal stagdiere the
researchebecameorientated to the literatut@roughliteraturedatabasendmore generainternet
searchesusing &key word terms such as ethics, coercion amongst oth@sell and Cecez

Kecmanovic 2014le May and Holmes 20)2
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To be congruent witin an IPA approach this knowing is bracketed and then revisited after the
findings have been generat@dngdridge 2007, Smith et al. 2009his knowing of the literaturis
iterative andit dunfoldsand develog8 as the researcher recognis
publications to the aim of the s tKecthgnovic@dd4,t o
p.266). In addition to recognising this importanttee following questions were considered when
reviewing each publication (Silverman 2011);

U Is it related to the topic area?

U Does it critically add something to the topie®

U Has another publication said something similar?

U Does it present the latest position and/or most significant position?

2.2Part Onel The Practice Context

2.2.1.The historical context

Mental disorder as label is relatively new, historically people who would now be considered as
having a ment al di s o(Paiter 20028eult 201} .| Parterq2002Hedcribeess 6 n
madness as possibly being aseoldgizdl evideace to rsuppokt i N
this viewPorter (2002jighlights that human skulls dated at@®C had holes drilled into them to

all ow 6devi |l s Ptedomirately maueeds waspripwed & )a punishment by the gods
which was visited upon a person who had committed a supposed (@origr 2002Scull 201).

This view changed during early Christian times where madness was viewed in a more dualistic light,
it could be good or bad. Good if it related to saintly visions and bad if it was related to satanic
possession, the remedy for possession being exor@smier 2002 Scull 201). Around the
Enlightenment (16204.780s) madness was starting to be medicalised with it increasingly being
viewed as a O6mental disorder 6 (Pooter2002%5duly20ld.a u s e
Studying madness at close hand became possible due to the risagyfitines and the confinement

of t h éPoreen2@02Scull 201).

During this period it was stil!]l relatively |
their family or the local community could not take care of them or if they were viewed as being a
risk to themselves or other§Porter 2002 Scull 201). By 1800 5,000 people in England were
confined in an asylum out of a population of
(Scull 1977 Porter 2002 At the same time as mbnement become a societal optittve medical
discipline of psychiatry was forming and in time became more influential this included the
introduction of a requirement that asyl ums w
the staff(Porter 2002Smith 2016. Thetypes and standards of care offered in the asylums varied
greatly this was irrespective of whether the asylum was futidedghprivate money or through
charitable donationdorter 2002Killaspy 200§.
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Care tended to constitute anything that appe
the use of mechanical restraints, and or physical punishment such as reatirgspsome asylums

did offera regime of rest and recuperatiolan 1993 Porter 2002Nolan 2009. As the asylums
becamemoreestablished legal rules started to follow;

ACounty asyl ums wer aHdude®f Conenots isateet mamanittae,omhich dvdd
been set up in 1807 to O6enquire into the sta
of asylums foll owed, including Wynnés Act of
beng paupers or criminals6é and the Shaftesbu
treat ment of lunaticsd. o

(Killaspy 2006, p.24Y

Creating these rules started to standardise the care that was delivered within the @sgtumty
hospital s, it was also the beginning of c¢re:
viewed by society as not being the norm, not criminglriot normal 6 me nt a(Mdrsg 19771 | 6
Killaspy 200§. Displaying behaviour that was not considered to be normal was not in itself a good
reason for overriding a persond6s autonomy,
irresponsible, breaksocietal rules and norngBarry 1964 Morse 1977 McGrath 1998 Sayce

1998 Newton-Howes 201pCr eat i ng speci al rules and speci
was the start of sodildtby apse rac aii(ldokse 967 Ndveoncroenrt

Howes 201D

The societal imperativetcontrol the behaviours of individuals who are perceived to be a threat or
risk to society has been debated throughout history by political philosophers, however little attention
has been paid to risky behavi ouyWolf&006 Newworg f r
Howes 201D For the Onormal 6 person a societal exp
free from state interference if they did not break certain social rules amd (Wolff 2006). If they

broke these rules and norms they could be punished whffiect meantheir freedoms could be
restricted(Wolff 2006). Having and usingocietal rules in this wagotentiallyprevents individuals

from engaging in behaviours that are destructive to self, others, and wider §a#t,2006). An
important and influential philosophical position famously articulated by John Stuart Mill in the

phil osophical essay 60On Libertyoselfgoverh;859 was
AiThat the only purpose for which power can b

society, against his will, is to prevent harm to others. His own good, either physicataly ismiaot

sufficient warrant.
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He cannot beightfully be compelled to do or forbear because it will be better for him to do so,
because it will make him happier, because, in the opinions of others, donnikl be wise, or even
right. These are good reasons for remonstrating with him, or reagamith him, or persuading him,

or entreating him, but not for compelling hi

(Mill 1991, p.14

There is aestriction to this sel§overnance which relates to riming allowed to harm othgrthis

positiondid notgo as farasti€ant i an position that a personi
was for the 6go o dNeatbnHewes2D16,tp. 218 MHetherdKanvaiMdl toeké@

specific position on the édmentally illd, how
Alt is, perhaps, hardly necessary to say tha
the maturity of their faculties. We are not speaking of caildr, € [and]. Those

state to require being taken care of by others, must be protected against their own actions as well
against external injury. o
(Mill 1991, p.19

The second part of this position has been broadly interpreted as relating to people diagnosed with
mental disordefWolff 2006, NewtorntHowes 201p The impactob ot h aiid | KWant 6s p
on Opower hasbeen sigoificdmethinsadnental health conte¢gGostin and Gostin 2009
NewtonHowes2010. The Kantian position has influenced mental health law and the formation of
special rules to restrict the freedoms of people with a mental diswittethe view that it is for the

good of society as whol@orse 1977NewtonHowes 201D Mi dsitiod is mgre subtle in that

it conveys power to those taking care of person with a mental disolelly the psychiatrist,
however this power can be delegated to the rest of the professionglReberts 200pNewton

Howes 201D Having this power is of course explicitly conveyed through mental health legislation,
however O6power 6 can al so b é&oucantglo6lendthenwithin@ar t i

mental health nuiisg context byRoberts (2005)

This increasing use of special rules enshrined in mental health law continued after the Shaftesbun
Acts of 1845 with an e miKihaapy2086. Tihhe11830 &he LundcyActn g
set the conditions for the certification of
0 a s y (Kilasp§ 2006. This did not meapeople were not admitted who were not certified insane,
however this only took place at registered hospitals such as the BdHikaspy 200§. The
differences between registered hospitals and local asylums changed at the advent of the welfare sta
in 1948(Killaspy 2008.
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The i mpact of these special rul es \(ode labellech e ¢
Omentally ill 6 being sl owly sdfgieneagylutnseodwhétmo m
time would become county hospitéRoiter 2002 Killaspy 2006 Scull 201). Mental health nursing
similar to the discipline of psychiatry albeit at a slower rate started to becorsinatgrofession

as the asylums moved into becoming county asylums and then county h¢sioitaits1993. In the

1930s mental health nursing became recognised as a field of nursing practice, however its root:
within the UK can b ¢@olanrl@8Noldn2009.ck t o t he 1800

The origins of mental health nursing practice are closely aligned to the origins of psychiatry, as the
6asylumdéd doctor in time became the psychiatr
mental health nursg@Nolan 1993 Nolan 2009. The role of the keeper emerged during the adetnt
the asyl ums, their role was to | ook after th
to the asylum doctdiNolan 1993. With the asylums becoming more medicalisedfocusing on

both control and treatment the keeper role transformed into the role of attévolamt 1993. This

move towards considering treatments was influenced by the burgeoning view that mental health
conditions | i ke physi @Nadn1993%Berdos 19968arter 2002Clarked b e
2008 Nolan 2009. Treatments could include rest, promoting good hygiene habits, a better diet, and
a regime of exercise, it couldso include fettering (tying people down), and blketting (Porter

2002 Scull 201). The role of the attendant was to assist the doctor in the delivery of these treatments
(Nolan 1993Nolan 2009. The attendant like the keeper was initially given no training, this changed

in 1889 where there was a requirement dttendants to attend a national training cogksmdan

1993. From around 1923 female attendants couldabed nurses, and male attendants from around
1926(Nolan 1993.

With the advent of the nurse role there became a greater emphasis on the deliveryvdiiclre,
includedrest, good hygiene, nutrition, and exerdielan 1993 Nolan 2009. At this time talking
therapies were in their infancy, over time these therapies used in conjuwdtiopsychiatric

medi cati on became an i mportant part of t he 1
physical control as a treatment became less common as practices such a fettering and mechanica
restraining began to slowly disappg®olan 1993 Roberts 200p Tr eat i ng a per s
distress was continuing to be influenced by the medicalisation of madness; different mental disorder:
were béng identified and corresponding treatments were then formul@edios 1996 Porter

2002. By the 1920 to the 19506s ment al hospi't
the new psychiatric medicationsn t h e -datgebt @avesstaried to become less politically
fashionable(Scull 1977 Killaspy 200§. By t he 1970086s pl ans were be
patient bed provision by at least hiiffillaspy 2006§. By 2012 theraverearound 22,000 kpatient
beds a reduction of ar osThaKing'2FeNnd@0D® beds si nc
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This reductionin available inpatient bedsvasunderpinned by a greater emphasis on community
based mental health care with current mental health policy advocating a more public health approact
O6preventi ng merentpalicyalsobdvocdies arkbcovargised approacbepartment

of Health 2006aDepartment of Health 2006Nolan 2009 Department of Health 201Nolan

2014. At the same time the law evolved to take into consideration this change to combasgeitly

care with special rules developed to convey some service users bagatein care if they do not
comply with their treatmerglan (Murphy and Wales 2033Up until these changes a mental health
nurse wold spend most of their career working withingatient services, now it is more common

for a nurse to work across different settings with the expectation they possess an adaptable set «
skills (Nolan 2009 Nursing & Midwifery Council 201

Even with the advent of human rights law and amendments to mental health law within the UK there
is still an expectatiothatwhere a mental health servibgerd e monstr at es Or i s k)
mental health nurse through their duty of care establishes a reasonable level of Depadiment

of Mental Health & Learning Disability 200&ulford 2009 Murphy and Wales 20} 3Protecting

people against themselves where they have a mental disorder, are acutely unwell, and potentiall
risky, is a human resource challenge irrespeativthe settingNolan 2009. The nurse has to have

the right skills and knowledgé¢he rightsupport and access to thight physical resourcgdNolan

2009. Certainly within inpatient care an increase in demand for these types of sseicgainst

a decrease in physical resource makes the n
occupancy and the increase in detained service users admittqzhteeint servicegl'he King's Fund

2015. At the same time communityased services are increasingly dealing with service users who
are6 hi gh r itsHde éanhgadvin thegcommunity due to a lack of appropriate se(Vices

King's Fund 201p

Since this shift to communitigased care the media have negatively portrayed people with mental
health conditions through high profile #tlyncid
supervisedWalsh 2009Woodet al.2014. Usually mental health services are highlighted as failing
which is based on the view that incident could have been prevented if services had controlled the
individual through better supervision and monitorfidéalsh 2009Woodet al.2014). Theview that

people with mental health conditions need to be monitored and supervised has led to mental healt
legislation being amended in a way that in certain circumstance mental $exafdeshave been

given more control(Coppock and Hopton 2008urphy and Wales 20)}3This expectation that
people with mental health conditions should be controlled by society stems both from the
philosophich position of protecting certain groups for the good of society and from the
O0medi calisation of madnessd® where there was
the very least controlle@lill 1991, NewtonHowes 2010Scull 201). One outcome of this increase

in control is the recent increase in compulsory admissions to mental health sgoficeson 201)3
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Anot her i s the i nc r-mtestaentalrheatthdvardshmore2008iDuriggd o0 n
the 19600s and 19700s it was wunusual to | ock
door to be permanently unlockédishmae 2008 Bowerset al. 2010 CQC 2013. In 2015 it was
reported by the Care Quality Commission (CQC
doorsé (pp.34). This practi c edcongollingpracgicesoétnec e
past(Hall 2004 Ashmore 2008 Not locking the main ward do@nd encouraging more freedom
was a key part of creating an environment that felt and looked therafidali2004 Ashmore

2008. A study byAshmore (2008, p.182)ighlights;fithey locked the doors not to safeguard patients
but to protect themselves from criticisms from service managers, potiig#ion and their own

fears about being held accountable for events they saw as out of their admteiling doors is not

a return to the brutality of the past such as fettering and {dtiolg, however it does highlight that
mental health servicesers are still treated in a way that still focuses on confining and conforming
(Roberts 2005Scull 2011).

2.2.2 Acuteness

Acuteness in contemporary ment al health serv
disorder and the service they subsequently req@&ueton 2006 Nolan 2014 Morrison 2014a
Measuring severity is something that is now embedded within the process of diagnosing a menta
disoder (Morrison 2014% Traditionally inphysicalillnessthe terms acuteness meafiss hor t a
recentd with a O6sudden and s e v-termdnesgiisoe20 wh e
Taitet al.2016. The types of servicedferedt end t o be defined by the
and 6acut eb, hence t he (ENaan200%Horsfieldet a2l tNaldn h e 3
20149.A personds mental disorder including thei
elicited through an assessment process which is underpinned by the latest classification system,
this juncture a decision is made abdle services they should receifiurton 2006 Morrison

20143. Currently there are two, albeit similar, classification frameworks used in the field of
psychiatry; the International Classification of Diseases (ICD) version 10, published by the World
Health Organisatigrand the Diagnostic and Statistical Manual of Mental Disorders (DSM) version

5 published by the American Psychiatric Associat{viprld Health Organization 1992merican
Psychiatric Association 201.3To ensure compatibility and consistency in terms of global data
collection it is a World Health Organization requirement that DSM version 5 maps to ICD version
10 (World Health Organization 1992American Psychiatric Associath 2013. The diagnostic
process within in psychiatry is similar to physical medicine in that it aims accordiudftod et al.
(2006)to;pr ovi de a descri pti ve | aslppoltthetfeatneentsaeonsy i c e
making processand stimate prognosidVhere this process differs from physical medicine relates

to establishinga causert he service userd6s condition, how

establishing a cause is difficult such as migrdfdford et al. 2006 Blows 201).
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For mental health conditionsoh being able to link symptoms to cause means that symptoms are
descriptive, staying at the level of the service user reporting their symptoms rather than highlighting
a specific cause such as paimtetl toan identifiablephysical change in the bodizulford et al.

2009. Fulford et al. (2006)describes psychiatry position as a conceptual challenge one that relies
on trying to makes sense of complex processes, higher cognitive function, rather than simpler
processs physical function, hence the diftilty in pinning down causatio@n this bais psychiatry

and to the same extent mental health nursing is dependent on exploring and describing the experien
of mental distres@ulford et al.2006 Brimblecombeet al. 2007, Coombset al.2013.

Describing and conceptualising a personds me
uses to view these descriptiofierleauPonty 1945/1962Bracken and Thomas 20050o0mbset
al. 2013. Fulford et al. (2006)providesa br i ef hi st ori cal summary

changed over timesee Figure 1

Figure 1. a summarisedtimeline

win the classical Greek period mental distress was described as madness and conceptualised within the harmony of the humours
theory
wy GKS aARRtS 1383 IyR RdNAYy3I GKS NBTF2NYI A2y YIRyS&éusgl a =

Preenlightment framework.

win the enlightenment period madness was viewed as something caused by nature including poverty and iliness, and was
conceptualised by a more humanitarian view.

The enlightmer wFrom 1850 to 1910, the first biological phase, madness was being medicalised and started to be conceptualised as an organic
problem to be solved and treated.

onwards
wThe 20 century onwards multiple ways of describing mental distress were being formed and this included multiple ways of
conceptualising mental distress, this includes biological, psychoanalytical, behavioural and social theories.
The 20th WCNBY (KS mpynQad 2yglNRaz (KS aS02yR o6A2t23A01t LKIF&ASE YSyd
Century conceptualised through agreed classifications.

The work ofJaspers (1913/199#%) the field ofdescriptive psychopathology has heavily influenced
how psychiatry descri bes and (Fuforkletal. 2086iThoentom f  a
2007. This work was shapedy the first biological phasevith psychiatry focusing on the
experiences and subjectimeaning of mental distre¢see figure 1jThornton 200Y. By taking this
approach Jagps was not subscribing to a particular theory or cause of mental distress, this theory
free approach underpins current psychiatric classification systathssnow part of thecurrent
diagnostic proces@ hornton 200Y. Jaspe@approacho assessing mental distressplit into two

phasesstatic understanding and genetic understan@ihgrnton 200Y.
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Static understandingi wher e t he practitioner understand
distress from a phenomenological viewpoint; they only capture the phenomena presenting itself to
the individual 6s consciousness, sashoyldhestdppedp i n
away(Jaspers 1913/199Thornton 200Y. Genetic understanding is where g&mpathiqoractitioner

both rationaly and emotionallyunderstands the meaningful connections betvtbenpresenting
phenomengJaspers 1913/199Thornton 200Y. Thornton (2007)provides he following examle

of genetic and static undéating in action;

fiThus, the relationship between static and genetic understanding is like this. The articulates and
vividly represents what it is like, for example, to have a sudden realisation or what it is like to be in
a state of happiness. It makbégse kinds of state clear for further inquiry prior to the imposition of
psychological theory. Genetic understanding adds to this the connection of how one state arises
ideally and typically from the other. Such connections are shared empathically byagiegical
subj e&cts ¢é

(Thornton 2007, p.96

Gathering diagnostic information in this waynmwframed by a structured assessment process which
includes collecting historical information, conducting a psychological examination, and then
conducting a physical examinatigBurton 2006 Geddeset al. 2012. Once this information has

been collected a diagnosis is assigned through comparing this informatiaiiagmostic criteria,;

either DSM 5 or ICD 1QWorld Health Organization 199&edde®t al.2012 AmericanPsychiatric
Association 2018 Geddeset al. (2012) highlights that diagnostic criteria have the following five
elementssee table 1which need to be considered when assigning a diagnb&isrison (2014b)

d e s c rsymptenss asithe features that a service user will complain of and signs as the features the
practitioner willnoticd ( p. 8) . Se v@edde®tpn. (2012} srr diNWteea expr
extent of f unct i(Geddeset ali20ig, 4} Seeenity caré also include risk
especially where harmteelfandot her s i s a feature of an indi
thoughts of killing oneself may i mpair an in
present risk where they have clear intent to kilhtkelveqGeddeset al.2012 Morrison 2014#.

Suicide according ttMorrison (2014byxnd Gedde<t al. (2012)account for approxnately 1% of

all deaths, the rate of suicide beimgher in males than femaléd/hen assessing for risk of suicide
within a mental health context the following factors need to be consi{feesttleset al.2012; are

suicidal ideas present; does the individual have a mental disorder, and are there other factors prese

such as adverse social circumstances?
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Table 1: five diagnostic elements

Element Description
1 Main features of the disorder, usually referred teigss and symptoms
2 Associated features of the disorder, other signs and symptoms
3 Duration of the symptoms
4 Severity of the symptoms
5 Other disorders which need to excluded before a final diagnosis can be as

Geddeset al. (2012, p.63)also recommerxlthe practitioner during the assessment process is
cognisant oBocial factors related to suicide which include;

Old age

Living alone

Lackof family and other support

Stressful events

[T e B e B e S o

Publicity about suicides

In addition,Redfield Jamison (2000%eddeset al. (2012) andMorrison (2014b)make the point
that in the majority of cases of suicide or
disor der . In about 50% of suicides the individ
or a bipolar disordefMorrison 2014p. Depression as a component part of another mental disorder
such as an anxiety disorder also increases the risk of siRat#field Jamison 200Morrison
20148. Approximately 10% of individuals diagnosed with schizophrenia who have depressive
and/or paranoid symptoms commit suic{#orrison 2014b. In addition,the presence of substance
abuse also increases the risk of suicide especially opiate depe(iderison 2014h. These figures

and statistis underpin the design and use of clinical risk management watis contemporary
mental health nursing practi@epartment oHealth 2007Eales 2009Boland and Bremner 2013

It is important to note mental health nurses do not medically diagnose, however the information they
provide feeds into the diagnosing process as does the infornfitiorother nommedicd mental
healthprofessionalgAmerican Psychiatriéssociation 2013Morrison 2014aMorrison 2014, Of

course mental health nursing practice over time has been greatly influenced andsihapead by

the medicalmodel, yet at the same timehias also been influenced by other models which include
psychological, social, and nursing mod@®mme and Escher 198®atkins 1998 Barker 2001
Silverstein 2008Gournay 2009Nolan 2009 Clearyet al. 2013 Kilbride et al. 2013 Clifton and

Banks 201X In terms of current practice mental health nurses would focus less on the diagnosis and
more on the experienceokfd i ng depressed and 0§ spesentinglissied i r
and therfocusing on the types @olutions or interventions thabeld be delivered in partnership

with the service usdilhompsoret al. 2008 Anderson and Waters 2008ournay 2009MacNeela

et al.2010.
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Neverthelessthis processven if persorcentredcam e const r uct tohyernarativev i c e
naway that fits both the nurseds professiona
they believe is required to complébe assessment procé€bterleauPonty 1945/196Bracken and
Thomas 2001 Bracken and Thomas 200Brendel 2006 Martinez 2009. Managing risk is a
professional obligation and one that requires the mental healthtourssage risk in accordance

with therelevant legahnd professional frameworks, and in addition any relevant clinical guidelines
and policiegNursing & Midwifery Council 2015a

One of the challenges facing the mental health nurse whenthssgirameworks and guidelines is

how they make sensd them within their practicéAs an example the issue of managing risk within

a mental health context cuts across a number of clinidgdelines, some of these guidelinesate

to the risk posed, selfarm or harm to others, and some of these guidelines are disorder specific
(Wand 2011 Hugheset al. 2013 National Institute for Health and Care Excellence 3003 this

basis there is the potential for these guidelines to provide conflicting advice especially where a
service user presents a complex clinical picture which referencesumiaer of guidelines and
corresponding treatment optiofEales 2009Wand 2011 Hugheset al. 2013. In the case of
prescribing medicsktéloat @€dé sympmbms bf ooul d
being prescribed, an approach which could lead to greater fldugkeset al.2013. In addition to

these frameworks and guidelines there is alBmpartment of Health (200Best practice guide

Best Practice in Managing RisRrinciples and Evidence for Best Practice in the Assessment and
Management of Risk to Self and Others in Mental Health Sertiteguide was updated in 2009
Theguides et s out Osi xteen best pr actseedigure@oi nt s f

This best practice guide was developed after an extensive review of best practice across the heal
care system, however it did not go as far as to mandating the implementation of these sixteen be:
practice points, instead implementation was left to lootdrpretation by healthcare provider
organisationgBoland and Bremner 201.3n part this approach is due to not wantingriandate a
6one size fits all approachdé especially in t
utility, and also in part recognising that management of clinical risk is a dynamic and interpersonal
endeavour which is not easily reddee a6 t i ¢ k b o(BolaadxardrBoemrerc20)L3

This dynamic and interpersonal context is acknowledged by the best praatieg gui

fiSafety is at the centre of all good healthcare. This is particularly important in mental health but it
is also more sensitive and challenging. Patient autonomy has to be considered alongside public
safety. A good therapeutic relationship must inclim#h sympathetic support and objective
assessment of rigk.

(Department of Health 2007, p.4
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Figure 2: best practice points

1. Making decisions based on knowledge of the research evidence, the individual

user and their soci al context, and
judgement

2. A positive risk management approach

3. Risk management should @enducted in a spirit of collaboration

4, Risk management should emphasise recovery

5. Risk management requires an organisational strategy

6. Risk management involves developing flexible strategies aimed at preventi
negative event from occurring minimising harm

7. Risk management should take into account that risk can be both general and s

and that good management can reduce and prevent harm

8. Knowledge and understanding of mental health legislation is an important comg
of risk management

9. The risk management plan should include a summary of all risks iden
formulations of the situations in which identified risks may occur, and actions
taken by practitioners and the service user in response to crisis

10. Wheresuitable tools are available, risk management should be based on asse
using the structured clinical judgement approach

11 Risk assessment is integral to deciding on the most appropriate level G
management and the right kind of interventiond@ervice user

12.  All staff involved in risk management must be capable of demonstrating sensitiv
competence in relation to diversity in race, faith, age, gender, disability and g

orientation.
13. Risk management must always be baseaveareness of the capacity for the serv
usero6s risk |l evel to change over ti

a consistent and individualised approach.

14. Risk management plans should be developed by multidisciplinary aneagerity
teams operating in an open, democratic and transparent culture that emk
reflective practice.

15.  All staff involved in risk management should receive relevant training and sho
updated at least every three years.

16. Arisk management plds only as good as the time and effort put into communica
its findings to others

(Department of Health 2007, pp/®

The process of assessing and then managing risk is situated within the mental healgemvicee

user therapeutic relationship; it is also situated at a macro level within a geester and Glasby

201Q Geddeset al. 2012 Kapur et al. 2014 Nolan 2013. Typically, service users have been
admitted to acute ipatient serviceslue tobeing a risk to self and/or others, however the level of
risk necessitating an admissiemot always cleaffitzpatricket al.2003. What is clear is that acute
in-patient leds have decreased in number making it more difficult to admit to these types of services
(Thompsoret al.2004 Royal College of Psychiatrists 200%e King's Fund 20)5As bed numbers

have decreased compulsory admissions have risen in number therefore it could be argued that
service user is more |likely to be admitted c
within the mental health act legislatigdohnson 201)3 This may mean services users who are
acutely unwell who do not yet meet this criteria have to be managed outside of these types of service
(Johnson 2013

28



Indeed, over recent years there has been agablirive will to reduce acute-patient services and
to focus of providing more communifgcused servicelillaspy 2006 Department of Health 2011
Hannigan 2014Nolan 2014. This includes community services having a greater remit to prevent
admission and also to promote early discharge from acynatient services leading to the potential
of more acutely ill service users being managed in the comm{Riityal College of Psychiatrists
2009 The King's Fund 2015This restructuring of acute mental services has led to actpatents
services being one part afargerservice whicmow contains a numbers of parts, according to the
Royal College of Psychiatrists (2008gse inclde;

U crisis resolution and home treatment teams

U respite care

U crisis house, place of safety, and supported housing provision

u

a range of other services with direct and indirect links to acute services

At the forefront of acute mental health sergiaee thecrisis resolution and home treatment teams,
these teams have an increasi ng ragreater numberrofa n a (

service users who at high risk of har@he King's Fund 2015, p.6

2.2.3.Coercion

Restricting an individual ds freedom is a tor
legal philosophergAnderson 201l Coercion is a term that is used broadly within society to infer
anyrestricioomf an individual 6s fr eedoms(Andersoh20Hli n g
This broad understanding emanates from a lack of an agreed deffAitiderson 201}l Anderson
(2011)taking into account the work of a number of prominent philosophers describes coercion as a
type of power where one individual or the state compels another individual to do somethihg or n
do something, during this pr ocFeisbsrg(@00Gighiightsl i v i
when being coerced the individual has choice, albeit a limited choice which is also potantially
Ounappealingdé choice. Coercion can be a vio
sanctioned as a way of controlling individuals so as to prevent harms, or it can be used by society t
punish individuals who break the laiiFeinberg 2000Anderson 201}l Coercion can be indirect
through the use of coercive offers or what is more commonly known as thre&arif¢i 988, p.65)

a coercive offer i s an 006 mshtiacnhc eu tafc tiant peehryminse:
freedoms.According to Feinberg (2000¥or an offer to be coercive a vulnerability within the
individual has to be deliberately created which potentialljddeto exploitation. Preventing
individuals harming others and promoting societal cooperation is a general justification for coercion
at a societal levglAnderson 2011l An article byRipstein (2004 Authority and Coerciomxplores
state authorised coerci on i bothdhe asadf dfficial fioroe asdu mm
the claim of states to tell people what to do are justified because, in their absence,narbitra

individual force prevails, even if people act in good faith( p . 3 ) .
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Based on tis justification that coercive measures are sanctioned by the stadefor the good of
societythese measures are more likedyberight and mora(Ripstein 2004Anderson 2011 Ryan
(1980)points outthere is a rightness and a wrongness to the use of codrgustein (2004 puilds

on this O6moraldé view by explicitly linking
coercion as a justification for the moral use of coercion. On this basis sanctioned coercion is the righ
thing to do; if it hinders wrongful action, as an exaniilestein (2004, p.21)ighlights that coercion

can wrongly interfere with external freedoms
ability to pursue their own course of action, and it fer@e individual to adopt a course of action

that is not theirs. In addition, faig to support an individual to pursue a course of action where there

is a moral obligation to do so is also viewedigstein (2004as being hypothetically coercive. The

right thing to do where there is wrongful coercion present would be to hinder this coercion, the

original wrong, at this point this type of coercion would be the right thing {Rigistein 204).

At this point it is important to note that the body of work on coercion emanating from a political
phil osophy perspective is focusi ng(Smith20&6 f i c
Taking this into consideration the challenge is to understand coercion in terms of individuals who
have considerable periods of being classed as notbeingt i onal 6, i (Selll1977 he ¢
Porter 2002 Radden 2002aRadden 2011Scull 201)}. Ov e r ti me Ospecial d
developed by the legal system within the UK to sanction the restriction of certain freedoms of
individuals who are diagnosed with a mental health cond{titorse 1977. Currently the Mental

Health Act 1983 (amended 2007) for England and Wales details how the freedoms of an individual
diagnosed with a mental health disorder can be restricted and by (ubgislation.gov.uk 2017a
Legislation.gov.uk 2017bThis act does not sit in isolation it intetswwith other relevant legislation
which will further specify this power to restrict freedoifMurphy and Wales 2033A further
justification for the use of the power is not just that an individual is diagnosed with a mental disorder
it should also be in the interest of tihes i nc
(Legislation.gov.uk 201jaMental health legalisation also conveys certain rights and protections
however ithasstill led to the view that restricting freedoms, coercion, is a necessary evil within
mental health carNewtonrHowes 201) This power to coerce is @dy sanctioned by the state
andechoeswi t h Ri psteinb6s views on the use of s a
specifying harm to self not just harm to othgRipstein 2004 Legislation.gov.uk 2017a

Legislation.gov.uk 2017bThis state sanctioning process includes;

filnitiation of Mental Health Act legislation to require admission to hospital, locked psychiatric
wards and the use of community treatment orders that require commuatigyntp to accept
treat ment are examples of interventions that
them into accepting psychiatric management.

(NewtortHowes 2010, p.237
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Using coercive power in this way is an explicit use of power and is easily identifiable unlike more
implicit or subtlefforms whichcan beno less coercivf_utzen 1998Roberts 200b NewtonHowes
(2010)highlights thateven though the use of explicit forms of coercion are on the increase the use
of these types of coercion does not necdgsanprove treatment outcomek.is important to note
asNewtonHoweshighlightsthes er vi ce user 6 S ne g @adrcvemeasargsmer i ¢
lessened if the respective mental health service has a listening and caring culture(iNgidcs

Howes 201D These negative feelings are not just experienced by sesgce who are the recipients

of explicit coercive measures; services users who experience subtler fornescidrcdnave similar

but less intense feelingStrack and Schulenberg 2Q008wtorrHowes and Stanley 201 2I'he stugt

by NewtonHowes and Stanley (2018pes not say why this is the case, however it infers that the
culture of mental health care as a controlling culture is a faetdrets (2005)from a Foucauldian

perspective highlights that;

fA psychiatric hospital ward, for example, can be understood as employing a variety of Panoptic
strategies. Varying levels of client observations, record keeping, the ongoing assessmeng,plannin
i mpl ement ati on and evalwuation of Onursing i1
risk assessments, regular ward reviews, and so on, can all be understood as examples o
Panopticismd

(Roberts 2005, p.36

Panopticism in this context is understood as a form of power that emanates through the observin
and monitoring activities inherent within the delivery of mental health @@oberts 200b The
service user is aware they are being observe
on their part will be dealt witfRoberts 200b The effect of power is the service user also monitors
their own bé&aviour and where able they correct their behaviour to fit in and cowfoselfregulate

their behavioul(Foucault 196, 1Roberts 200p Duxbury (2015)acknowledges mental health care
can be overly coercive, however the term 6ci
rather than more subtler fornlBuxbury (2015)efers directly to the work d@é Br i en and (
(2003) who again acknowledge the widespread use of coercive practices, this work also
acknowledges the lack of an agreement of veimabunts to coercion within mental health cére.
partthislack of an agreed definitioemanates fromiewing coerciorwithin the context oexplicit
power(O6 Br i en and). IBtimd ofrsuptler2f@r@s3of coerciadd Br i en and (
(2003)recognise the role that manipulation, persuasion, and restricting choices play, however they
do not mentiorpracticessuch asobsering and monitoring. By acknowledging a broader view of
coercionO6 Br i en and definé abéraing wWi2t0h0i3n) a ment adsanye al f

use of authority to override the choices of anabher( p. 16 8) .
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InadditionO6 Br i en and ré&eutljudtifyingghe (otifeQuse of a coercion on the grounds

of being in the best interesif the serviceuser. b est i nterest 6s ar gument
where it takes into account situational and interpersonal fa¢@ds Ben and Golding 2003
However OO0 Br i en and rGejl edtngt {i29 0@B9 si tatchanl [wh eanp pirt
which sometimes happens in soft or weak paternalBeauchamp and Childress (20d®scribe
thesetwo types of paternalism;

Ailn soft paternalism, an agent intervenes 1in
nonmaleficence ith the goal of preventing substantially nonvoluntary conduct. Substantially
nonvoluntary actions include cases such as poor informed consent or refusal, severe depression the
precludes rational deliberation and addiction that prevents free choice andoaat. 0

Whereas hard paternalism;

fneé. by contrast, invol ves interventions inte
despite the fact t hat t he personos ri sky (
autonomous. 0

(Beauctamp and Childress 2013, pp.2267)

O6Brien and Ildghligd theregis an 2ar@leérydng assumption that hard paternalism is
more difficultto ethically justif whereas soft paternalismless difficult to justify and in some case
is not justified at all especially where subtler forms of coercion are used. This lack of justification
accordingtdOdé Br i en and rd8aids tthathree{lodvi@gldmmarised factors;
1. A mental health nurse may assume that just having a duty of care is a legitimate justification
for using a coercive stregy
2. ltislegitimately justified to use coercion where it appears to protect others even if the service
user does not lack capacity
3. The presence of a mental health condition and a lack of capaeitputinely perceived to
go hand in handndonthis basst he nur se has a duty of <ca

behalfi best interests

These factors may stem from the generally accepted view that individuals diagnosed with a menta
disorder are irrational and are more likely to be risk to themselvesraridéwsand on this premise
society has a right to act on their behialfest interest§Coppock and Hopton 200Tuckett 2006
Varelius 2009Joyce 201) Taking this bst interests argument into considerateing paternalistic

and restricting the freedoms of service users is also generally accepted withentaghealtliield
(Roberts 2004Hoop et al. 2008 Gostin and Gostin 200®rinsen and van Delden 2Q0%ewton

Howes 201D However, Roberts (2004)does highlight that there should be further ethical
justification rather than just accepting this position this includes ensuring that a coercive act is

beneficentjt ensures good, and it is nomaleficent, it prevents harm.
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As an example stopping a service user from harming themselves @rm#yebe justified firstly by
presenting the evidence (facts) that they have a mental disorder, theaadity(competene),

and the intervention prevents harm and in doing so promotes(Bobérts 200% Beauchamp and
Childress (2013)aking a similar approach garther and argue on the grounds of being beneficent
the mental health practitioner has a duty to intervene and not to do so would be a breaclutyf th

The difficulty with taking this almost dogmatic position is that an act of coercion may well be
unde t aken on the grounds of Dbeing in the ser\
necessarily follow that it is ethically justifialBerlin 1998 Berlin200Q0d6 Br i en and, Gol
Weiner 2007Hoopet al.2008. Routine measures to prevent harm such as the use of locked doors
are indiscriminateoercive strategyfor one service user they may justifiablyepent harm as an
antiFabsconding measuréor another service useéhey may be harmful by increasing emotional
distresswhichrelatesto being locked ifO6 Br i e n  a n d). AS @ulthdrijustificatidnOit indy

be argued that the service user lacks capacity with evidence being provided this is indeed the cas
however it is important to recognise capadtycompetencuct uat es so a seryv

capacity can change from situation to situaordo Br i en an d,D&umétdli2010@. 2 00 3

The challenge with using an indiscriminate coercive strategies is that at one moment it can be
ethically justified for one situation and potentially at the same time it cannot justified for another

albeit similarsituation(O6 Br i e n a n d, AShmdred200BAshndr@ 8nd8 Carver 2014n

this basis there is@se for the assessment of situational competéHaeygncompetence is a reason

to coerce smeone, they must be roampetent in the situatiofO 6 Br i en and Go.l di n
Asanad i ti onal concern Ovbdvrciereive stkategiee ds dlunbigstruments 0 3
and ones that should be used as alastrégort;,e ven i f beneficence jus

the good of the client, this doest justify any type of coer@wpractice. To be beneficent, we can

only justify the least coercive means of achieving the goaall@d Br i en and Gol di n
The work ofO 6 B randeGolding (2003 an important contribution to the rightness and wrongness

of applying coercive strategies within mental health care, however it does not address in detail why

mental health practitionerse coercion in the way they do.

Duxbury (2015)suggests the endemic use of coercion arises out of the societal pressuzatédr

health services to control certain behaviours. Having the mandate by society to control these
behaviours has led to a culture where coercion is more acceptable than in other healthcare field
(Lutzen and Nordin 1994Berlin 1998 Duxbury 201%. These approaches still have to be justified
and some would argueahon the whole this process of justification is based on the facts and yet
others would argue that mental health care cannot be viakeeand what appear to be facts are
values turned into factSzasz 1960Boorse 1975Kendell 2004 Woodbridge and Fulford 2004
Fulford et al. 2006 Fulford 2008 Cooper 2009Fulford 2009 Lamzaand Smith 201¢4
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In relation to this valuefree debatd-ulford (2009, pp.662) presents a scenario where a service
user diagnosed with depression, feeling suicidal, and believing they have brain(esenghough
there i s no Otlsisghe caBeovasllegaiywdétainednnchespit&ulford (2009)uses
this scenario to make the point t hattaddegen a |
conceptual level is more problematic than first thought (p. B&)m the ethical perspective of
principlism the issue of detention does not appear to be problematic as it appears to be the case th
the service user was not acting autonomously and they were actively trying to harm themselves, ot
this basis an explicitoercive measure such as legal detention would be justified and the right thing
to do(Beauchamp 20Q8Beauchamp and Childress 2013

To tighten up this fornof ethicaljustificationBeauchamp and Childress (20E8)ggest being nen
autonomouslacking capacityor being norcompetentjs empirically established through use of a
test. Within the UK mental capacity is measlutkrough an agreed legal framework such as the
Mental Capacity Act 2008.egislation.gov.ukk0179. Beauchamp and Childress (20%8pgestions

for what should be tested are slightly wider than this Act nevertheless they are Slgalachamp

and Childress (2013commendhat rational abilies such as coherent thinking, understanding and
deliberation are tested, whereas the guidance on how to use the capacity framework within the Ac

is more specific;

AThe Act makes use of a oO6functional 6 fomss of
on the decisioimmaking process itself. First it must be established that the person being assessed has
6an i mpairment of, or a disturbance in the f
ability to make the decision in question.
Under the Act, a person is regarded as being unable to make a decision if, at the time the decisior
needs to be made, he or she is unable:

i to understand the information relevant to the decision

U to retain the information relevant to the decision

i to use or wajh the information; or

i to communicate the decision (by any means).

Where an individual fails one or more parts of this test, then they do not have the relevant capacity
and the entire test is failed.o
(British Medical Association 2008, pp1d)

Focusing on the firstart of the capacity framework there is a need on the part of the practitioner to
establish that the personhdsan i mpair ment of, or a disturba
braind which may affect t hei,;ronceathisebtablistythetrest ofma k
the test is applieBritish Medical Association 2008, p.1L.0
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Returning to Fulfordbs scenario the service
include suicidal thoughts and delusionalniing in other words thewppear tohave a clear
disturbance of the minahfluencingthemto make irrational decisiongBritish Medical Association
2008 Fulford 2009. The challenge for mental health practitioners is that unlike testing for an
infection that is not a specific test fdepression, admittedly there is an agreed framework; however
like all frameworks it can only provide guidance and not definite ans(ferford et al. 2006
Fulford 2008 Fulford 2009. Focusing specifically on the issue of delusion thinking, the definition
for a delusion is based on the work X#spers (1913/1997, pp-268) in effect @hey are false
judgments held with extraordinary conviction and incomparable subjective certainty, they are
impervious to other experiences and to compelling counterargument and theiricomtent mp 0 s s i
Due to ongoing criticism this definition is only used as a working definition and it is suggested that
del usions ardausderbettoed sds woth the deci si
delusional being a judgement call madahyexpert external observ@yebode 2008 This process
of diagnosing and determining capadiypears to bbased orthe accumulation dfacts where it
may be the case that is based on vélased judgements and valbased framework@-ulford et al.
2006 Fulford 2009. Due to the valubased nature of mental health practice this can leave the
rightness and wrongness of applying coercive strategies open to interpretation, especially the subtle
forms of coerion (Olofsson and Norberg 2000 6 Br i e n a n d, WGanlbridge andFulto@ 0 3
2004 Anderson and Lux 200%hlenschlaegeet al. 2007, Ohlenschlaeger and Nordentoft 2008
NewtonHowes 200, NewtonHowes and Stanley 200206 Br i en and dBproviléan g (
minimum standard of when coercion should be used:;

1 The service user lacks capacity

1 The harms prevented or benefits provided outweigbdirms caused by the coercive act

1 The least coercive intervention is used that will promote good or prevent harm

Liegeois and Eneman (2008ighlight that applying coeree strategies that are justified on similar
grounds, incapacity, harm and proportionality, would be compatible with human rights legislation
not do so would be incompatible with human rights legislathayain this work relates to more
explicit forms of cercion with subtler forms not being mention&bberts 200p Coercion that is
applied sensitively has better outcomes which includes decrease rateshafrsetind aggression,
however most of these studies focus anube of explicit coercio(Bowerset al.2002 Bowerset

al. 2003 Alexander and Bowers 200Bowerset al. 2005 Ryan and Bowers 200Bowerset al.

2006 Jarrettet al. 2008 Bowerset al. 2010. Studies like the City 128 Study published by the
Department of Mental Health & Learning Disability take a general view of coercion, in the report it
is refer to as containment measures and only ones used withifpatiart context(Department of
Mental Health & Learning Disability 2006By exploring thisnore generic focus some sulbfierms

of coercion are briefly addressed such as pressuring and persuading a service user to take the

medication(Department of Mental Health & Learning Disability 2006
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Pressure includes strong pressure; a service user being told that they must take their medication
not it will be given forcibly; and weak pressure, the service user being told they must take their
medication to get better and ortbey arebetter they can go honf#&/iddershoven and Berghmans
2007, Verkerk et al. 2008 Widdershoveret al. 2009 E Landeweeet al. 2017). In the City 128
reportsummary it infers the forms of coercion that were explaréte studycan be a good thing if

they are justified and prevent harm, lead to better treatment outcomes, and are sensitive to the nee
of the service usgDepartment of Mental Health & Learning Disability 2006

2.3.Part Twoi The Ethical Context

2.3.1. The ethical dimension of mental health nursing

A number of ethical theories influences thimical decisions that mental health nurses make on a
day-to-day basigRoberts 2004Bloch andGreen 2009Barker 201). Mental health nurses due to
the apparent inaccsibility of ethical theory do not always acknowledge this influetteese theories

may also appear not to be relevant to everyday practice;

AAn initial encounter with ethics can be bot
of ethicalapproaches, technical terms and critical discussions may lead to the conclusion that ethics

is somehow too 6abstractd, oO6philosophical 6 o

(Roberts 2004, p.583

Ethics as a term is derived from the Greek
6di s p o(Bloch and @réen 2009, p.FEthicsas asubject is located within the wider subject
area of moral philosophy and generally relatesité;the study of conduct with respect to whether

an act is right or wrog, to the goodness and badness of the motives and ends obtfi@dt and

Green 2009, p)3The study of ethics can lmoken down intae<riptive and prescriptive ethsc
broadly descriptive &ics describes ethicalctions andbehaviours, whereas prescriptive ethics
prescribes how a person or groups of people ought to act and [{€udnen 2004 It is important

to recognise that prescribing ethical behaviour is not necessarily deduced from describing ethica
behaviour(Cohen 20041 Cohen (2004)méakes the point based on the originalork of Hume
(1738/1973)describing and belieng that an action is ethicdloes notnecessarily mean a person
ought to act in the wathatis describedSimilarly, ethical theories can be divided into prescriptive

or normative andlescriptive omonnormative theorie€Sumner 196y Nonnormative theories are

not just descriptive they can also be concerned with the high level aralygismativemeanings
(Sumner 196)f However, mnnormative ethics igenerallynotconcerned with what a person ought

to ethicallydo (Sumner 196,/Cohen 2004
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Normative ethical theorieme concerned with what a person ought to ethically do, this inaiigii¢s
and wrongoehaviours, intentions, and character trg@ismner 196,/Cohen 2004 In addition,these
theories advocateertain approachesp@rson should adopt, this can inclddéowing certain duties,
and principles or considering the outcome of an action or cultivating the right ch{&.ataner
1967 Cohen 2004

Traditionally two main ethicaltheories have dominated normative ethics, Consequentialism and
Deontology LaFollette (2000ahighlightsthat other normativéheorieshaveemergedver time as

the dominance of these theories have been challenged. Consequeidiaismmonly known as
utilitarianism; however theuse of theterm consequentialism poates theuse of theterm
utilitarianism (LaFollette 2000p Utilitarianism became a popular term first through the work of
Jeremy Bentham in 178Bentham 1996andthe work ofJohn Stuart Millin 1861 (Mill 1991).
Consequentialisris subdivided into twomainforms; actutilitarianism and ruleeonsequentialism
(LaFollette 2000n Act-utilitarianismtakes the position that an action can viewed has right or wrong
dependenbn theaggregated basis tife outcoméFrey 2000. Whereas ruleonsequetialism does

not just focus on the aggregated outcome of an act it also considers the rightness and wrongness
an actthrough the lens of selected set of rules such as th@Hawker 2000. Even though there are
differences within these two approaches generahsequentialism focuses on the outcome of an
act as the determining factor of whether the act is etl{iRabertsonet al. 2007, Plant and
Narayanasamy 20}4In addition,the outcome tde ethical has toreatefé t he gr eat est
the greatest numbefPlant and Narayanasamy 2014, p)J12& example of this approach in action

is where a ment al health service usemanagind r ee
riskin this way, measured by outcomegduesharming behavio¢Smith 2012p. Thedifficulty with

using a consequentialigpproachrelates to agreeing wayof calculating which action led to which
outcome(Bloch and Green 2009

Deontologyalso known a&antianism;however Kantianismbased on the work of Immanuel Kant
circa 1797js in reality a deontological approgaeontology iressence views the ethical person as
someone who adheres to their dutiesnot adhere would be unethiq@droad 1930 Plant and
Narayanasamy 20})4Duties can relate to societal rules which includes the legal and professional
rules, they can also be widsuch alwaysa stellidg the truttd (Seedhouse 20Q0%lant and
Narayanasamy 20}4Kant (1948)took the vew that duties were universal and though at times
enshrined within the law, they could always be identified through re@lais a deductive process;
fiOur lives are governed by duties (deon means duty), and these can be deduced from rationa
principlesi that is, principles any rational person would arriveiaand which will then direct our
actions, if they are to be motalHughes and Common 2015, p)4#lo be ethical its not just a case

of doing your duty because it makes you look good, you have to be committed to do your duty

because it is the right thing, it is not a means to an @atg 1948 Plart and Narayanasamy 2014
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Within a nursing context it is expected that nurses adhere to certain duties it is also expected tha
they are committed to those duti@¥;ou uphold the reputation of your profession at all times. You
should display gersonal commitment to the standards of practice and behaviour set out in the
Code.0 (Nursing & Midwifery Council 2015a, p.}50ne such duty is beirgpmpasionate, a nurse

i s expected to tr ea tkindpessy edpect andnconipdsadNursing & r e
Midwifery Council 2015a, p. @ Beingcompassionatas an ethical act it not just determined by the
act itself it is also determined biye nature of the acis it truly compassionatend the intention of

the person carrying out the adre they really being compassiondtant 1948 Plant and
Narayanasamy 20)14Knowing what duty to follow is not always clear, howexegison will help a
person to determinghat their duty should b@ant 1948 Seedhouse 20090nelimitation of this
approach is that a person may identify more thandormg the deontological approactioes not in

this case provide a robust way of solving this confl@éedhouse 2009As an example within a
mental health contexthe mental healtpractitionerhas a duty to respecth e s e r vightt® u s
self-determinavhile at the same time they havduty to prevenharm Where theservice user wants

to commitsuicideand has capacity this can create a conflict of ethical dutdeslicting ethical
duties @n also lead to ethical (moral) distréBdoch and Green 20Q&utcliffe and Links 2008

Bloch and Green 200®e Veeret al.2013.

Alongside consequentialism and deontology there is a third major ethical theory, virtuetkeigics,
theory predatesconsequentialism and deontologyis based on the writings of Aristotle and Plato
(Anscombe 1958Hursthouse 1991Hursthouse 1999 However, virtue ethicas a distinct theory
came to prominence through the work Aviscombe (1958)Virtue ethics in essence views the
character of a person as the basis for ethical a¢kiewirtuous persoiiHursthouse 199Hursthouse
1999. These right character traits are learnt and include amongst othersbeiageous, patient,
truthful, and modeg{Smith and Godfrey 2002 The virtuous person will not only learn these traits
and live by these traits theyilivknow how to use them wisely, posdagspractical wisdom
(phronesi¥ (Hursthouse 199Hursthouse 199%ardiner 2008 Within a mental health context the
virtuous nurse wilutilise thesecharacter traits tquide their actions and decision mak{dgmstrong
20086 Bloch and Green 200&hristieet al. 2008. For exampleto prevent lie service useirom
harming themselvethe nursehrough the therapeutic relationship will use virtuous charactes

to work with and guide the service user to safely manageritieirbehavious (Mckie and Swinton
200Q Roberts 2004Christieet al. 2008. Onelimitation of the virtue ethics approach relates to the
list of virtues, there is no unified agreemeah whether this list is definitive, which virtues are

essentigland howthesevirtuesare acquiregRobertson and Walter 20078eedhouse 2009

Specifically within a healthcare contegr i nci pl i s m -lwehvieclhd iest hai céanhi da
than an ethical theory hgained prominencever the last twenty yea(McCarthy 2003Bloch and
Green 2006Robertsoret al.2007a Walker 2009.
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Principlism embrace aspects ofitilitarian and deontological theory; it does not according to
Beauchamp and Childress (20Bpose one ethicalver anotherather it provide a framework in

which ethical theory can be pled to real world situation©n this basi®loch and Green (2006,
p.9)locatepr i nci plism within the 0t,hawieThoroton (2007) p h i
and SchmidtFelzmann (2003)dentify principlism as a deontological approach due to its use of
ethical principlesas ethical justification Theseprinciples are viewed as being basedcommon
morality in that they have been accrued through observing human conduct throughouthstory

2002 Beauchamp and Childress 2018riginally there were three principles which were first
ariculated in the Belmont Report 978;respect for persons, beneficence, and justieer, time as
principlism has developedtere are now four principledp no harm (nomaleficence); act to benefit
others (beneficence); respect a pe(Esanosn200® a u-
Beauchamp and Childress 201Bhese four principles are eb-equalimportancethey provide a
generalethical approach in which ethical decision making can be undert@®éalker 2009
Beauchamp and Childress 2013Vhere principles conflic{Beauchamp and Childress 2013
advocate the use of balancing, finding reasons to support which principle should prevail; and
weighing where the relative strength of a principle is considerddtail Theappealof principlism

isit is less cumbersome than applying an ethical thendyas a framework it is more supportive of
decisionmaking process that have an ethical dimengiga 2000, Callahan 2008 In additionlltis

(2000, p.275nighlights thatprinciplismas anapproachr a t h e focu$nt an findidg theright
answerit focuses on resolving ethical dilemmas in wipat can be justifiedl This process of
justification positions principlism as an objectieicalmethodology rather than a subjective one
(McCarthy 2003.

Another ethical theory which has gained traction within nursing including mental health nursing is
theethics of carer care ethicgéHorsfieldet al.2011, Vanlaere and Gastmans 20Lachman 201p

The ethics of care accordingBtoch and Green (2009yaws on a number of sources which include
virtue theory, developmental psychology, feminist thinking and the work of the Scottish Philosopher,
Dave Hume The ethics of care originated through the workGifigan (1982)which started to
explore the loseness of human relationships and how thisrogact upon moral deliberatioihe

utility of this approach within a healthcare context stems from the emphasis on the caring relationship
which is a key feature of nursing pract{t@chman 201p In addition to be a nurse reflects a moral
commitmentiCar e et hics stem from the idea that c a
a person chooses to be a nurse, he or she has made a moral comnutoaet for all patients
(Lachman 2012, p.1)4Care ethics is framed by real life cangth ethical behaviour being
determined by the interaction within the caring relationship including the emotommeabxt
(Vanlaere and Gastmans 2Q01For examplethe mental health nurseelivers care through a

therapeutic relationshjandasthe professional carer they have certegsponsibilities
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They have to emotionally build the relationship using their personal quatitidsn additionthe
relationship has to be collaboratiyReynoldset al. 2000 Roberts 2004 Perraudet al. 2006,
Silverstein 2008Vanlaere and Gastmans 20Wallagher 2013Kapuret al.2014. Thechallenge

with using a care ethics approach is that it is relativhesituation being ethical in one situation

may not necessarily mean itapplicable to another, albeit similar, situat{@och and Green 2009
Vanlaere and Gastmans 2Q1Gallagheret al. (2016)gi ves a Of ee di thgndrsee x a n
knows what to because of their unique relat.
may nhot be applicdb when working with another service user in a similar situatioa to the

uniqueness of ttherapeuticelationship.

Principlism and care ethics within a nursing context may have gained prominence over the last few
years however nursing ethics is dtilfluenced by the more traditiahethical theories; deontology,
consequentialism, and virtue ethigant and Narayanasamy 201#his may bedue to nursing
ethicsin the UKnot beingadistinct theoryrather it takes a multheoryapproach which is articulated
through a code of condu¢Coady 2009 Plant and Narayanasamy 20Mursing & Midwifery
Council 2015 However, the interest in nursing ethies a long historwhich according tdPlant

and Narayanasamy (201d)at e s b a c k. Thisodoes hoe me&an8nidréing theorisése not

tried to either tocreate a theory of nursing ethics or to focus on one specific thieowever
AEXxisting ethical theories and models have provided a limited foundation for nurses and other health
professionals dealing with ethical situations in their everyday prax{iéarcoeet al.2004, p.31Y.

Nur si ng petattooat ancchigghlyi centextual mirgahat contextual factors such as poor
staffing levels and a lack of leadership support cannot be igiidegdoeet al. 2004, p.323 The

impact being that rathehan one ethical theory driving n ur s e @ractice, @ hogawa |
approach, the nurstarts with the practice issue first and then looks for the most appropriate ethical
theory or theories to assist them to solve any arising ethical proldeitsniup approach(Dierckx

de Casterlet al. 1997, Cohen 2004Varcoeet al.2004 Bolmsjoet al.2006 Dierckx de Casterlet

al. 2008. It is important to note this is a tacit process wheregeflection a ethical theoy is
identified rather tham specific theor being usedxplicitly and in a preletermined wayDierckx

de Casterlest al. 1997, Dierckx de Casterlet al. 1998 Roberts 2004Varcoeet al. 2004 Dierckx

de Casterlet al.2008.

Specific tomental health nursingoberts (2004highlights when using any ethical theory the unique
paternalistic nature of practice needs to be taken into consider@iiothis basifRoberts (2004)
suggests that a singular approach such as principlism does not fully address the unique nature ¢
mental health nursing practice, there is an implicit suggestion that a more unifiediplenatittical

theory approach may be more useful. This approach is also advocated within the field of psychiatry
by Bloch and Green (200@hdRadden (2002hb)
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In a paper byradden (2002hNotes towards a professional ethics foygsatry, Radden teases out

the unique features of psychiatric practice; the therapeutic relationship, the characteristics of the
service user, and purpose of the therapeutic enterprise. However, Radden siRuolzerts (2004)

does not explicitly suggest whigthicaltheories should be useéd manage the unique toae of

mental health practic&VhereaBloch and Green (200@8dkeu p t he O6chal |l enged
theories;

fiOur aim is to review competing theories, note their strengths and limitations briefly, and offer a
new framework athcorresponding pragmatic guidelines, which we hope will meet the needs of those

who have to grapple with the multifaceted ethical dilemmas inherent in the psychiatric enéounter.

(Bloch ard Green 2006, p)7

The ethical theories identified Bloch and Green (2006hclude principlism, etlics of care, and
virtue ethics Roberts (2004acknowledgeshe usefulness of these thearigithin a mental health
nursing practice context, however with the caveawdfich approach to adopt and why .587.

Bloch and Green (200@)dvocate using these theories in a unified agbr@s a way omanaging

the uncertainty of mental health practice and giving the practitioner the latitude to solve ethical issues
in a more iterativemanner.The justification for using this approach is based on the perceived
weaknesses of more traditional and absolute theories such as deontology and utilitéCieovigtan

2003 Bloch and Green 2006It addresses these perceived weaknesses by using a multiple theory
approach terovide a balance betweriies-based and charactbaseckthical theories, thus granting
ethical significance to the emotional contexfpoéctice while at the samine paying attention to

the ethical rulefCrowden 2003Bloch and Green 2006Placing practiceat the centre of this
approach and then finding the relevant ethical theory or principle thatitiisn a practice context
subscribes to ethical reasoning that is bottgpmand pragmati¢LaFollette 2000pbCooke 2003
Fesmire 2003Hester 2003SchmidtFelzmann 2003Cohen 2004LaFollette 2007Dewey 2015.

The use of the term pragmatic referptagmatic ethics whichroseout of philosophical pragmatism
(LaFollette 2000pFesmire 2003LaFollette 2007Bacon 2012Dewey 201%. In essence pragmatic
ethicsadvocates the use of singular or multiple ethical theories with a focus on giving society, it is a
social approach, the latitude to evolve where required beyondttteesees similar to the evolution

of scientific theoryLaFollette 2000pLaFollette 200Y.

Pragmatic ethics holds that meaningful inquiry or theorising is only meaningful if it emanates from
practice ad in due course informs practifieaFollette 200Y. As an example within a mental health
nursing context the use of coercion is an ethical issue, being pragmatic means this issue Ig/solved
using ethical theories, rules, and approaches that best fit the circumstances rather tizathesing

for theol sake(Cohen 2004LaFollette 200Y.
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On this basis the mental health nuasea skilled ethical reasondras totake what is in effect a
flexible approach to soéva particulaethical chaknge(Dierckx de Casterlet al. 1997, Dierckx de
Casterleet al. 1998 Cohen 2004Dierckx de Casterlet al.2009.

2.3.2 The development of the ethical mental health nurse

Uponqualifying the mental health nurse is expected to practice ethically, this expectation is framed
by a code of conduct or covend@ioady 2009Nursing & Midwifery Council 2015a Every three

years after qualification the nurse is required to revaljddiis process involves the nurse
demonstrating that they are engaging in lifelong learning and they are safe practitioners who abide
by the code of condu¢hursing & Midwifery Council 2015a\ursing & Midwifery Council 2015p

It also has an ethical element in that the nurse has to frame this learning with refetbeceode

of conducti ethical rules(Nursing & Midwifery Council 2015aNursing & Midwifery Council

20158. To qualify andto be registered by the NMthe nursehas to be certified gsrofessionally
competenby a training programmgNursing & Midwifery Council 201 Currently he intention

of this training is to;

fie . enabl e nurses to give andhangingpepoonmenth Thgyh ¢
reflect how future services are likely to be delivered, acknowledge future public health priorities and
address the challenges of letgym conditions, an ageing population, and pronglimore care
outside hospitaldNurses musbe equipped to lead, delegate, supervise and challenge other nurses
and healthcare professionals. They must be able to develop practice, and promote and sustair
change. As graduates they must be able to think analytically, use prsbleimy approacheand

evidence in decisiemaking, keep up with technical advances and meet future expectations.

(Nursing & Midwifery Council 2010, pp-8)

I n addition, t h eefleat the applicabr of rathicalhprofessinal Gand legal
framework$ (Nursing & Midwifery Council 2010, p)8 With the intention of enabling the student
nurse during the programme and at the point of qualificatiorniXot with professionalism and
integrity, and work within agreed professional, ethical and legal frameworks and processes to

maintain and improve standardéNursing & Midwifery Council 2010, p)5

Being able to ethically reason using ethical, legal and professional frameworks teases out the ratione
element of nursing practiqg€ohen 2004Ford 2006, however, there is also an emaid element
which is expressed genericalfgll fields of nursing practigea s gi vi ng Oéemoti on

specifically for mental health nursing students;
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fiThey must also engage in reflection and supervision to explore the emotional impact on self of
working in mental health; how personal values, beliefs and emotions impact on practice, and how

their own practice aligns with mental health legislation, policy and vahaeed frameworks.

(Nursing & Midwifery Council 2010, p.283

This approach places an emphasis bming selfaware and being sensitive to the emotional
dimension of car¢Akerjordet and Severinsson 2Q@oberts 2004Valdesolo and DeSteno 2006
Nursing & Midwifery Council 2010 There is also an emphasis on both the rational side of reasoning
and the emotional side of reasoning working in tan¢i&kerjordet and Severinsson 2Q®oberts
2004 Valdesolo and DeSteno 2008ursing & Midwifery Council 2010Nursing & Midwifery
Council 2015a This is important within a mental health sung context a the therapeutic
relationshipwith the service uses the medium for treatmemthich is both aational and emotional
endeavouandit also has to take into account the potential irrationality and unpredictability of mental
distress(Armstrong et al. 2000 Radden 2002bRadden 2004Armstrong 2006 Brendel 2006
Gilburt et al.2008. The rational dimensioaof this relationhip is influenced by frameworks and the
burgeoning use of evidentrased approachg$&sournay 1995 Gournay 200R The emotional
dimension focuses on the use of self, the way the nurse communicatesadieiragpeutic encounter

this includes using character traits suclkiaginess, patience, tolerance and compassion, to name a
few (Armstrong 1999 Armstrong et al. 2000, Armstrong 2006 Radden and Sadler 2008n
addition, the controlling nature of mental health nursing practice plays a part requiring the mental
health nursing to be emotionally supportive even when at the ttam¢hey may be required to
restrict a s er (Roberts 200)ys Tanis gamdoxXcan kead doetiical conflictand
distress for both partiekence the reference to valdessed frameworks in thdursing & Midwifery
Council (2010Quotal above(Cooper 2009Eizenberget al. 2009 Paulyet al.2009. This approach

is seen as a good way of resolving this type of conflict specifically through the waiaafbridge

and Fulford (2004

Ethical conflict which is not handled correctly and in a sensitive manner may lead to a perception
that the nurse is abusing their povwklannigan and Cutcliffe 200Roberts 2005Hamilton and

Roper 2006Kress 2006Kuosmaneret al. 2007, Strous 2007Chodoff 2009 Peele and Chodoff

2009 Hanet al. 201Q Lutzenet al. 2010 E.G.M Landeweeet al. 2011). Being selfaware to the

point of being able to make the right choice even in the most difficult situations is no easy task;
however it is highlighted as a key feature of expert nursing prdBiseer 1982Benner and Tanner

1987, Hardyet al.2002 Gardiner 2003Bowers 2010Morrison and Symes 20L1At a general level

the self is described as having component parts, the outer component, the self that other people s
and the inner component, the self which is &
components leads to being salfiare(Anderson and Lux 200%Vilkin 2006, Knott 2013.
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As there is no agreed definition of salfzareness this is a general description, as a hard to pin down
conceptPhilippi et al. (2012) highlight selfawareness isfie a compl e x, rich
phenomenon of selihowledge, which is central to consciousness and incorporates multiple
c o mp o n(@mlippsed al. 2012, p.). This a neurocognitive view of sedfvareness which is
similar to the general view of selawarenessrticulates three components insteaf two these
include; core selawareness, the self as sense of -ag#fncy; extended sedfvareness,
autobiographical memories; and introspective-gelreness, settflective processedhilippi et

al. 2012. The utility of being seHaware as a mental health nurse relates to the nurse being the treater
within the therapeutic relationship witheir main therapeutic tool being the therapesétf (Gilburt

et al.2008 Anderson and Waters 200@hambergt al.2015. By being seHawarethe mental health

nurse uses thiherapeutieself more effectively r espondi ng t o t heguireder vi
by the service usgCutcliffe 1997 Wilkin 2006, Brimblecombeet al. 2007, Hurley and Rankin

2008 Anderson and Waters 200%As an example the mental health nurse is expected to have the
skills, knowledge and values to work in variety of settings and with a variety of mental health
conditions(Nursing & Midwifery Coundi 20153 Nursing & Midwifery Council 2015p They are

also expected to look beyond the presenting mental health condition and deliverceamitsed care

using persoftentred skills(Barker 2001 Barker 2003 Brimblecombeet al. 2007, Nursing &
Midwifery Council 2015 On this basis mental health nurse has to move beyond the scientific
formul ati on of a service userds presentimng
recovery and not as a mental health condition péCager 1978Bracken and Thomas 20(Borg

and Kristiansen 20Q08Bracken and Thomas 200&/ilkin 2006, Borg and Davidson 200&learyet

al. 2013. Seltawareness mediates this process knowing which peesaned skills to use and why
(Wilkin 2006, Hurley and Rankin 2008This knowing is based on the skilled a§empathyCarper

1978 Yegdich 1999 Reynoldset al. 200Q Olsen 2001 Wilkin 2006, Knott 2012 Smith 2012a

Smith 2013.

Empathy is an often used term and yet accordinjuneset al. (2011)is not fully understood.
Defining empathy is a challengBatt-Rawdenet al 2013, howeverKaneet al. (2014) suggests
ment al heal th nur ses kmowand undesseral éetviceausers patspestivgp a t
ard experiencedoth objectively(cognitively and behaviourallyand subjectivelyethically and
emotionally) Knowing in this holistic way corresponds $eminal work ofCarper (1978who
identifies four ways of knowing within nursing practice;

1. empiric - knowledge from the sciences

2. esthetic- knowledge from doing in this case practicing as a mental health nurse
3. personal- knowledge from knowing self and others knowing
4

ethical - knowledge from ethical reasoning
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These ways of knowing interaghd can be used simultaneously depending on the skill of the nurse
(Carper 1978 In addition, being seldware and empathetic extends to the nurse beindaierk

with theirvaluesand othep e o pvalee$ is a positive and mutually collaborative Wichardset

al. 201Q Nursing & Midwifery Council 2015aJohns 2016 Duncan (2010makes the point that
whata person values may not be valued by another person. Values can be divided into three types
subjective, instrumental, and intringjipworkin 1995 Duncan 201D Subjective value relate to
things we value because we like them, instrumental value relate to the usefulness of a thing, intrinsic
value relates to a thing we value even it is not useful or necessarilyDkaatkin 1995 Duncan

2010. These values develop oviané and on becoming a mental health ntinegbecome entwined

with professional value@uncan 201)) Professional valieinclude professional body values and

also values that are shaped by the field of pra¢kcdéford 2008 Fulford 2009. A mental health

nurse may subkfgtively and instrumentally value a persmmtred approactvithin their practice;
however their practice will also be shaped by the intrinsic value of classifying mental disorders
(Fulford 2009 Duncan 201 There may well be an underlying assumption that dhissifying
process is valufree and based on fadgBoorse 197h Some comrantators such aSzasz (1960)

would argue;

iMent al il 1l ness, of cdoon phgsieal objed andhherice itl cant"exista | |
only in the same sort of way in which other theoretical concepts exist. Yet, fah@laies are in
the habit of posing, sooner or lateat least to those who come to believe in @thes "objective
truths" (or "facts").o

(Szasz 1960, p.1)3

Others would argue differently, howeviere is an acknowledgmetiitere is a need to challenge

underlying assumptiorend any corresponding valyes

ié al t h ¢(Smagzcorenargaments have not, broadly speaking, been accepted, he has made
many psychiatrists, social scientists, and jurists think about issues thby moigotherwise have

considered and key assumptions they might ne

(Kendell 2004, p.46

The work of Woodbridge and Fulford (2004h Whose Values? A workbook for vahiesed
practice in mental health camdirectly addresses the need to understand and work with these values
andalso challenge arynderlying assumptionghich may unkowingly shape a mental health nurses
practice to the detriment of the care they provitibis need is contextualised by the unique
controlling aspect that is inherent within mental health §ateodbridge and Fulford 200&ulford

et al.2006 Fulford 2008 Fulford 2009.
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Woodbridge and Fulford (200épnre ct O6under standing values®é wi
care and on this basis they provide an overview of a good process in which to wahesgsttalues.
Using this approach the mental health nurse has to bavgait, they also have to be atdethically
reasoning using ethical theories and professional framea@sdbridge and Fulford 2004They

also have to recognise that values are wider than ethical theory, they can be relateidtereslf
amongst other thing@Voodbrdge and Fulford 20041t is important to recognise these values are
brought into nursing at the point of starting a-prgistration nursing programme with the
expectation that they are professionally shaped over time, however this assumption aased
premise that personal values also chafidiersing & Midwifery Council 2010Pitt et al. 2014
Nursing & Midwifery Council 2015aNursing & Midwifery Council 2015p If it is accepted that
nursing practice is also an ethical practioen any corresponding values have an ethical dimension

which can béoth personal and professiori@astman®t al. 1998 Goethalset al.2013.

Johnsoret al. (2012) highlight that personal and professional values within a nursing context do
converge where there is a systematic process in place that engenders a robust professional identi
Due to the complex nature of nursing practice this convergence process ibapbhezard than
systematidCurrid 2009 Johnsoret al.2012. Wherethese values may not have converged when

the nurse is making an ethical decistomeven if they are not aware of the impact of their personal
values they can still have an impg@foodbridge and Fibdrd 2004 Fulford et al. 2006 Fulford

2008 Fulford 2009 Johnsoret al. 2012 Kayaet al.2016 The implication for nursing practice is;
fiNurses are guided in their everyday lives by their personal values and beliefs about what is right
andgmd. Such personal beliefs define nurseso6
make decisions and da(@heoandEriokson 8006ad.j78memtd) Healtms  é
nur seds et hi ciacluding theirgatuesareskhapes kyitHeil teaining and subsequent
postqualifying practicein addition, these skills asdso shaped by theithécal development pre-
nursing(Dierckx de Casterlet al. 1998 Baxter and Boblin 20Q7Gross 2015Kayaet al.2016.

Psychologtal theorists link the development of ethical reasoning skills with the normal
psychological or cognitive development of a person from early childhood onyardss 2015

These theories are primarily influenced by the work of Jemget circa 1936 and Lawrence
Kohlberg circa 1958Baxter and Boblin 20Q7%Gross 20lhBot h Pi aget 6s and K.
are based on a staged approach, these stages encompass early childhood up to adulthood, b
approaches refer to a perntsheryd amaktehicoglnide weel
ethical rulegKohlberg 1981Kohlberg 1984Piaget and Inhelder 200Gross 201
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Summari sing Piagetds positi onirethacal ce@soning skifisr o m
which is viewed as a component of general cognitive functioning, through the influence of authority
figures such as teachers and parents, over time as the child moves through to adulthood they becor
more independerds thinkersusing ethical rules and frameworks to shape their ethical reasoning
(Piaget and Inhelder 20pGross 201h

Kohl berg buil di ng ainpanlia sRged gpproaghs unlikd Riaget, y\Kohkbeyg
focused specifically on a personds ethical
(Kohlberg 1981 Kohlberg 1984 Piaget and Inhelder 200Gross 201k Kohlberg identifies six
stages which correspond to age, as a person passes successfully through each stage their ethi
reasoning becomes more effectiiohlberg 1981 Kohlberg 1984 Gross 201k This approach
comprises of three levels and two stages per level:
1. PreConwentional
i Obedience and punishment orientation
U Selfinterest orientation
2. Conventional
U Interpersonal Accord and Conformity
U Authority and Sociabrder Maintaining Orientation
3. PostConventional
U Social Contract Orientation

U Universal Ethical Principles

Generally a child will ethically reason at the ym@nventional level and adults at the conventional
level and beyond or what is known as the mustventional stagékohlberg 1981Kohlberg 1984

Gross 201k An overarching feature of the conventional level is how a petsgne s s oci et
and norms to shape their ethical reasoning and their sense of right and(odrigerg 1981
Kohlberg 1984 Gross 201k During this process a person adapts their behaviour to correspond to
social rights and wrongs, being influenced by feedback fromotls , wi t h t he cons
prefer to be s é&ehtberal98liohlpeoyddBad Phe pessan duding this prasse

al so recognises that to function effectively
rules(Kohlberg 1981Kohlberg 1989. Most people are seen as operating at the conventional level,
however some people can operate at thegmstentional level where a person is ethically reasoning

in an abstract wagKohlberg 1981 Kohlberg 1984. In relation to the postonventional level and
specifically stage six, universal ethical principles, there i<k ¢td empirical data to support the
notion that people ethically reason in way that corresponds to this(ktaigieerg 1981 Kohlberg

1984). A feature of the postonventional stage is the person re&spasing ethical rules, however

they also recognise the reasoning process is a human endeavor and can lead to multiple outcom
(Kohlberg 1981Kohlberg 1984
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| ater on i n itlastkadkioeledged that some pkople appear to regress from one stage
to another(Kohlberg 1981 Kohlberg 1984 Kohlberg conceptualised this as a person not
transitioning fully from one stage to another, this being a case of a person having the characteristic:
of two stages and when they do not fully transition they have thraathastics of the lower stage,
thereforeappearing to have regresg&mhlberg 1981Kohlberg 1984,

Carol Gilligan (1982)in her seminal textn a differentvoice cr i ti ci sed Kohl b
focusing on a O6justiceb6 model of ethical rea
aspect of ethical reasoning. For Gilligan this demonstratgender bias, based on the assumption
that males are more justice foc{@Gilligan 1982. Kohl berg acknowl edged
6interpersonal & el ements of ethical reasonin
that males were more justice orienta{gehlberget al. 1983. I n response to K
Gilligan developed an ethical reasoning model that took into account the female or interpersonal
Vi ew. I't i s ar guediét hsautg gkisltleidg atnhbast rweosnpeenn shea;
and describe mor al si t ua (Baxtenand Bobiii200@, p.2p THei st i
female voice being 6care focusedd and cont ex
the male voice is more logical and justice focug&dligan 1983. Baxter and Boblin (2007)
summari sed Gilliganés model in terms of thre

1. Caring for the self to ensure survival

A maternalmorality that seeks to ensure care for the dependent and unequal
3. A focus on the dynamics of relationships and the resolution of tension between selfishness

and responsibility for others

During the same period of time James Rest integrated and exteedéedhnies of Kohlberg and
Gilligan (Rest 1979Rest 1986Restet al. 1999. Rest proposed a four component modBsxter
and Bdlin 2007%);

Interpretation of the situation

Decision regarding a course of action

Conflict of other values with moral values

P w0 NP

Execution and implementation of a plan of action

Key to this modebaretwo premises, the person is cognitively making sense of the ethical issue as a
an active problem solver, and secondly the pérsethical characteristics also play a pattich
includesbeing resilient and empathet{®estet al. 1999 Baxter and Boblin 2007 Rest also

hi ghlighted the important of for mal educati
thanitbeingage el at ed as i n(Rdstethlll¥0@ Bagtey and Boblia 2007y
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Within a nursing context théheories of Kohlberg, Gilligan, and Rest have influenced nursing
theorists to consider how the nurseds person
the nurse makes in practi¢Bierckx de Casterleet al. 1997, Dierckx de Casterleet al. 1998
Gastmangt al. 1998 Cohen and Erickson 200Baxter and Boblin 200 Dierckx de Casterlet al.

2008 Goethalst al.2013. There is an accegmce that in clinical practice not only shapes the nurses
pre-nursing ethical reasoning by converging personal and professional values it also shapes the wa
the nurse ethically reaso(iSierckx de Casterlet al. 1997, Dierckx de Casterlet al. 1998 Dierckx

de Casterleet al. 2008 Kayaet al.2016. I n refer ence Dierokx decChstetiee r g 6
al. (1998)takes the position that this theory needs to be adapted to take into account how nurse:
ethically reason within a prace context. The limiting factor in relation to this theory is the reliance

on justicebased rules as a foundation for ethical reasoning rather than ackniogyltdd ethical
reasoning in nursing practice is embedded within a particular situ@ierckx de Casterlet al.

1998 Dierckx de Casterlet al. 2008. This position situates the way nurses ethically reason at a
postconventi onal |l evel , it al so embodi es t he
di mensi on, and Rest d6s t htierpand/ personah qualiti€Bigrckxcde o f
Casterleet al. 1998 Baxter and Boblin 20QDierckx de Casterlet al 2008. Being able to use
ethical rules and also to reflect and act ethically in the moment can also be seen as the expert nur:
acting the right way and at the right momisrg form of tacit knowledgéCarlssoret d. 200Q Welsh

and Lyons 2001Crowe and O'Malley 20Q@Berg 2008 Dierckx de Casterlet al. 2008 Sumner

201Q Jasper and Rolfe 2011

Tacit knowledgeor asit is originally knownast he &6t acit component of
came to the fore through the work Bolanyi (1958%pecifically in his bookPersonal Knowledge:
Towards a PosCritical Philosophy Carlssonet al. (2000) gives an example of the use of tacit
knowledge within mental health nursing practibei f o n e pdxanple, areexperiericed
nurse, it seems that he or she instinctively knows what to do, appearing wholly immersed in the
activity of caring, drawing on, and taking for granted, the knowledge and understanding needed at
t he mo(@adssaredal. 2000, p.53% Tacit knowledge is in essence knowledge acquired from
experience, it is implicit rather explicit, and it is augmented through a@iolanyi 1958 Matthew

and Sternberg 2009The process of refleiclg during and after an act may make tacibwledge
explicit, however for this to happen the process of reflection has to make use of transferrable taci
knowledge which is applied within a problesulving contex{Hummelvoll and Severinsson 2001
Smith and Johnston 220Gould and Masters 200K uiper and Pesut 200#atthew and Sternberg

2009 Freshwater 201asper and Rolfe 201Gardner 2014
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2.3.3.Ethicaldecisionmakingand reasoning

Clinical decisioamakingis a fundamental part of mental healthnurées c 1 i ni c al pr a
with making decisions is the use of clinical judgem@gnning 2008Bjgrk and Hamilton 2011
Thompsoret al. 2013 Puschneet al. 2016. In terms ofdefining,6 ma ki ng cl i ni c al
using o6clinhnMahyjddgemenf 6ns of | udgedeipt s a
when we refer to judgements we mean the assessment of alternatires we refer to decisions

we meantheacfo choosi ng bet Wikhanpsortlalt2elB, p.a72li Thiedeasion
making and judgenm process is contextualisedttie uncertaintyof nursing practicemental health
nurseswill not always have all the information at hand or be sure of outcomes, however irrespective
of this uncertainty they will still have to makeh e  d@ecisiagnsandjudgemen@/elsh and Lyons

2001, Carson and Lepping 2009hompsonet al. 2013. Even when presented with the same
information while dealing with a similar situation nurses will not necessarily make the same
decisions and judgemer(tBarson and Lepping 200Bhompsoret al.2013). This variation in itself

is understandable if the uncertain nature of nursing practice is accepted, where it is more of problen
relates to not knowing why theskfferences occur and what impact they have on care outcomes
(Thompsoret al.2013. On this basiThompsoret al.(2013)advocatenur ses usi ng mo
and deliberative met hwhlstfoundatiodor making cliaital decesians o n i
which includegudgementsThere are a number of systematic decision making models available
these includeinformation processing, analytical, intuitive u ma ni st , Hammondos,
modek (Banning 2008Bjgrk and Hamilton 2011

Information processing and analyticabdels emphasise the rational component of clinical decision
making, this includes modelling the decisions nurses make withimesbased process or a
structured procesgBanning 2008 Bjgrk and Hamilton 2011 Rulesbased process are
incorporated within computdrased clinical decisiemaking packages, or policies and guidelines
that use decision trees, and flawarts (Banning 2008Bjgrk and Hamilton 201, INational Institute

for Health and Care Excellence 20 1& structured processithin a clinical contextomprises of

four key stagesinformation gathering, developing a premise based on the information gathered,
testing this premise against the clinical evidence, and then deciding on the best course of actiot
(Hamerset al. 1994 Bjark and Hamilton 2011 This6 r a t approaah isithen used to assist other
nurses in making rational sense of a similar situation or related clinical cha(Barggng 2008

The limitation with this type of approach is that not all scenarios can be modelled especially when
dealing with uncertain clinical situationia addition,deliberative thinking may not always precede
action sometimes nurses just have to(@enning 2008Bjark and Hamilton 201,IThompsoret al.

2013. Intuitive-humanist modelsaccording toBanning (2008)focuson;fié i nt ui t i on
relationship between nursing experience, the knowledge gained from it and how it enriches the
clinical decisionmaking process as the nurse progresses along the professional trajectory
(Banning 2008, p.189
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This approach is based on the view that experiential or tacit knowledge can be converted to useabl
for mal knowl edge by avaurs(Carpes B038ennerelPd28chin il982 e n
Benner and Tanner 198Crook 2001 Hardy et al. 2002 Lynehamet al. 2008. This store of
knowledge which is accrued through reflective experience presents itself as intuitanng the

right thing to do, which in itself is activated by the nurse implicitly recognising familiar
charcteristics of a situatigiffolanyi 1958Pang 1999Banning 2008Matthewand Sternberg 2009
Intuition used in thisvay is described byBenner (1982)as being a fundamental part of expert

practice;

fAt the expert level, the péormer no longer relies on an analytical principle (rule, guideline,
maxim) to connect her/his undstanding of the situaiin to an appropriate action. The expert nurse,
with her/his enormous bagkround of experience, has an intuitive grasp of the situation and zeros
in on the accurate region of the problem without wasteful consideration of a large range of unfruitful

possibé problem situations.

(Benner 1982, p.405

This use of intuitive reasonirgzcording tdBenner (1982)s refined over time but nqust through
thepassage of timeatherit is through the way the nurse reflects on their experieastsey develop
their practice. This model of development is articulated withstaged approacgtsee figure 3
(Benner 198} Criticisms oftheintuitive-humanist approadfelate tait is not easilybeingexplained

through scientific theory antis lack of recognition that solution is prone to human er(&anning

2008. The Ha mmond and OO Nei | | -dmewds®nals models ¢aking y b r
components from the information processing, analytical, and inttitiveanist model¢Banning
2008 Bjgrk and Hamilton20)1 The OO Nei | | model in essence

modelwhich is based on how nurses reason from novice to expertntidel is currentlyuses a

small seof data(Banning 2008 The Hammond model is not in itself a model it is a theory which
views all other models as not being different models but different parts of continuum of cognitive
reasoningjntuition being quasrational cognition and analytical being analytical cogni{iBjark

and Hamilton 2011
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Figure 3: novice to expert staged approach

Stage 1
Novice

Stage 2
Advanced beginng

Stage 3
Competent

Stage 4
Proficient

Stage 5
Expert

Using amulti-dimensional approach is advocatedliiywympsoret al. (2013)where ovetime as the
nurse becomes more expert they integnafigition within their skilled use of rational models of
decision makingThis focus on rationality as the cornerstone for making decisions according to
Bortolotti (2015) stems from the pervasive vietv h a t Ohuman agency i s
i rrational b e h avi druadditionsBortoldttie(20E5x pe3dightights thadan ( p .
individual ispotentialy deemed to be irrational under the following circumstances;

Beliefs not fully supported by scientific evidence

Reasoning which does not conform to accepted logical standards

Emotionatbased decisions rather deliberative decisions

Intentions do not matcdbeliefs

Actions do not match intentions

[T e B e SR el S e S

The appropriate means are not selected

il Goals are inconsistently pursued
There are potential consequences to appearing irrgtional
fiDepending on the context and on the extent to which their behaviour deviates from the norm, agent
exhibiting irrational behaviour may beegardedas foolish, ignorant, unwise or even mad. When

their departure from rational forms is significant, their vagency is called into questian.

(Bortolotti 2015, p.3



Being seen to be rationaldecisionmakeris influenced by atrong positivistposition which is
prevalent withincontemporarynental hedih nursing practiceind healthcare practice per(&aley

and Shapiro 20QFranks 2004Gournay 2009Nolan 2009. This influencealso extends to the type

of evidence the mental health nurse should use with scientific evidence being the preferred form of
evidence(Gournay 1995Gournay 200R Even though tacit knowledge is a recognised form of
knowledge is use has been both criticised atdimes devalue(Benner and Tanner 198Znglish
1993 McCutcheon and Pincombe 2Q@earson 201)3This view creates ahallenge for the nurse
who thenhas to be seersa rational decision makemnd one whrovides a rational justification
based orusing acceptable forms of eviden@ghompsonet al. 2013. Decidingwhich forms of
evidence are acceptabkdn evaluative judgement based on the value the evaluator places on the
evidencgBortolotti 2015. As scientift or rational forms of evidence are highly valued it may mean
that the nurse rationalises any emotional evidence they havealgebpears to be more acceptable
or more scientifigqMerleauPonty 1945/1962Bortolotti 2015. This process of rationalisingan
happen when the nurse refleptsstincident andhey downplay the role their emotions playau
reaching an outconm they can completelemove the role their emotions playetile at the same
time overemphasising the use of more acceptdtdéonal)forms of evidencéBoud and Walker
1998 De Veeret al.2013 Bortolotti 2015. In addition,Bortolotti (2015)highlights thahistorically
emotions within a decision making context were seen as something that the raeisoal rises
above or cotrols. However recentlyit has been recognised that emotion not only plays a significant
part in the decision making process it can also enhance thelaal part of the process, for
examplethrough an individual harnessing their motivatisrischareemotiorally driven(Bortolotti
2015.

At timesnurses do not recognise that clinical decision making hathaaledimension suchsthe
expectation to do the right thii§ohen 2004Nursing & Midwifery Council 2015 It is not unusual

for this ethical dimension to become apparent when ethical conflict,atpeially where there are

two or moreviews on wilat the nurse ought to have dofi@hen 2004Woodbridge and Fulford
2004 Fulford et al. 2009. This hidden ethical dimension may tee to everyday mundane issue

not appearing to be ethical issues, for example in mental health ndingimgutine locking of doors

may notappear as an issue compared to forcibly giving a service user medigdioan 2004
LaFollette 2007 Ashmore 2008Verkerket al. 2008 Cutcliffe and Happell 20091t also may be

due tothe spontaneity of the ethical choices made whether it be in a professional or ecentday,

Al I of us must make et hical choices. Somet. i
as choices. We dondédt consciously decide to c
d o @aFollette 2007, p)r Most of these everyday ethical decisions do not have to be explicitly
justified this is not the casgithin a nursing contexds nurses are professional accountable for their

practice decisionéNursing & Midwifery Council 2015a
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This level of accountability does not disappear when the nurse is outside their place dMeark;
should display a personal commitment to the standards of practice and behaviour set out in the
Code (Nursing & Midwifery Council 2015a, p.}5Making the right decision is professionally
expectecevenwhere there is a high degree of complexitgseniand tke nurse is uncertain of the

right outcome(Cohen 2004Nursing & Midwifery Council 2015a This type of situation is more
likely to lead to a degree of ethical conflibgwever ,if challenged the nurse &ill expected to be

able to robustly justified their decisioréd their subsequent actiorfgulford 2008 Nursing &
Midwifery Council 20158 Thi s process of justification ha
evi dence an dNuisiegs&tMidpifersg Couricic201ba, p)8This viewpoint does lend

itself to the use of rational evidence, howether professionakodefor nurses alsoecognise the
emotional dimension of nursing through the absuchterms as kindness and compasgigarsing

& Midwifery Council 20153. The Nursing & Midwifery Council (2015agode does nagxplicitly

use the term rational, however itiearly arational framework of ethics and one that nurses should

comprehensively follovthroughout their nursing career;

fiFor the many committed and expert practitioners on our register, this Code dtwgkkn as a
way of reinforcing their professionalism. Through revalidation, you will provide fuller, richer
evidence of your continued ability to practise safely and effectively when you renew your
registrationo

(Nursing & Midwifery Council 2015a, p)3

This in essence means that t he |otatedgithith & hn unrgs «
professional training and the co@dursing & Midwifery Council 2010 Nursing & Midwifery
Council 2015aNursing & Midwifery Council 2015p In addition the process of revalidation
providesnurseswith a formalopportunity to formally reflect on thethical scope of their practice
(Nursing & Midwifery Council 2015aNursing & Midwifery Council 2015p Thecodé s pur p o
as ageneralset of ethical principlesis to aid and structure the niwesdeshical decisionmaking
(Cohen, 2004NMC, 2015& Using principles and frameworks$bapehe clinical decision making
process aligns to a tegpwn ethical reasoning approg€ohen 2003 Cohen (2004highlights th&

flAccording to thisapproach the task for moral reasoning is to bring particular moral judgements
or intuitions about particular situations into harmony watierarchinggeneral principles, which,
themselves, are paramount and nmygotiablein this process. Sometimes, the application of the
principle will correct a judgement; and it wgimply bring about a judgement

(Cohen 2004, p.61
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For example,when dealing with an uncertain situation the nurse anklyse the situation and
identify whatthe issues, they will then check that their approach is accordance with the relevant
ethical rules, if not, they will change their approach accordi(@bhen 200% However, nurses do

not just use the rules in this wajue to the experiential and emotional nature of nursing practice
nurses at an expert level accordindterckx de Casterlet al.(2008)usepostconventional ethical
reasoning skillsThis level of ethical reasoning akin to bottorrup ethical reasoning approach

fiRather than independently derivealjerarchingprinciples, it is these grounigvel judgements
themselve$ perhaps intuition, perhaps feelings, but certainly reactions to the partisitlzations
I that are the foundational, fundamental elements of moral reasoning. It is these judgements that
serve to generatgrinciples and thus a fit betweeagrinciplesandjudgement®

(Cohen 2004, p.§2

This approach is a more pragmatic approach where the nurse recognises that there is an ethical iss
and only uses ethical principles that have utility within that particular situg@amen 2004
LaFollette 200Y. Similar, to Thompsoret al.(2013)recommendation in relation to clinical decision
making Cohen (2004jecommends there should be a balanced approach wtgates equilibrium
between toglown and bottorup reasoningCohen (2004¥§loes not offer a structural model instead
suggesting that balancing is processed and tested through the individual using their imagination
similar to creating a thought experimentere area number of structural models available some like
Rhodes and Alfandre (200i)odelwhichis underpinned by a particular ethical theory, in this case,
principlism, and others likeord (2006)andBolmsjoet al.(2006) modelswhich are notligned to

a particular ethical theonll these models have simildaenets, whichinclude identify the issue,
identify its relationship to the relevant principles, ethical theories and legal rules, and then action
plan a way forwar@Bolmsjoet al.2006 Ford 2006Rhodes and Alfandre 20Rp7The model byFord
(2006)is contextualised by mental health practice, specifically clinical psychology, however it is
heavly influencedby a code of conduct approadiihereaghe approach ddolmsjoet al.(2006)is

less of a model and more of a case of identifying features that nurses use to ethically reason throug
issues within older adult carerae of these issues are mental health rekaied as dealing with risk

and restriction of certain freedom&oodbridge and Fulford (2004ithin a mental health context

do not offer a model instedtley offer a good process and otieat focuses on managing an issue
that is prevalent within mental health care, the restriction of certain freeddmssprocess is
intended to work in alongside and complement other models which are more rbéisedlin
essence signposting way of maaging the valuebased element of mental health practice
(Woodbridge and Fulford 2004
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2.4.Learning lessons from the literature

The literature revieweHduilds an extensive picture of the historical context of mental health nursing
and how thisrelates to the mental health nursing care currently delivered to individualsute
mental health distresMental disorder isirelatively newlabel;however t still carries the historical
expectation that peopieith this labelshould be controlletly society This expectatiostemsfrom

both aphilosophicaland medicapositioni dreater goodandt he &éd medi cal i sat.
Furthermore, wthin a mental health services perspective identifying and managing risk has become
an important mediatinfactorwh en deci di ng 06 h o w Thsinetiatirggdaotorr o |
operates ad macrdevel; access to services, and at a micro level; the care deliveredtivithiental

health nurseservice user relationship

A key component of this care is tfautine and sanctie@duse of coercioriVithin an acute irpatient
contextstudiestake a general view of coercioeferring to it & containmentHowever, coerciois
wider than just containing, it can takebtlerforms suchaspressuring and persuadirand it is not
just an inpatient issue especially as acute mental distress is not fixed within a specific Jdmwice.
use of coercion is vieweabs a good thing ifit is justified, prevens harm, lead to better treatment
outcomes, ang sensitive to th@eeds of the service us&hen usingcoercion.the mental health
nurse has to be an effectigbnical decision makerat the same time they have to be an effective
ethical reasonerlt is important to recognise thatemtal health nurses due to the appar
inaccessibility of ethical theory do not always acknowletigenfluencethat thisethicaldimension
has on theieveryday practiceThis does not mean mental health nurses are not ethnicia not
acknowledge the importance of being ethieaher ¢hics becomesneaningfulwhenit emanates
and informs practice pragmatic reasoning.he journey towards being a skilled ethical reasoner is
also shaped by the professioeapectatiorthat the mental health nurse will be ethitdbllow a
code ofconduct.In addition, this journey is underpinned by the mentalthealu r geflettive
endeavours. These endeavours ac@cie knowledgavhereknowledgds acquired from experience
and is theraugmented through actioRor learning to take place thiacit knowledgehas to be
applied within a problersoling contextin other words making clinical decisioff$is process, for
the mental health nurse,dsntextualised bypoththe uncertainty omental healtmursing practice
and also its unique contfimlg element. Irrespective of thetetors,the mental health nurse has to
professionallyma ke t he &6r i ght 6 dHhical seasonmg modefs @nd jpracdsges me
can assist the mental health nurse in the process of making and justifying dghisains even if

they do not reflect the fluidity dheir practise.

Tosummariset he | i terature does not to any great
perspective the personal meaning and experience of ethically reasoning whileoesaige power.
To address this knowledge gap this study uses a specific phenomenological research approach. Tl

following chapter will methodologically justify the use of this approach.
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Chapter 3: Methodology
3.1.Interpretative Phenomenologicahalysis (PA)

This chaptewill introduce the research method used in this study, Interpretative Phenomenological
Analysis (I PA), its theoretical under pinning
validity. IPA as a research methodnoa to prominence through the work of Jonathan Smith in the
mid-1 9 9 0 6 s, ediwithin psychatogeal researchto capture both the qualitative arie
experiential(Smith et al. 2009Shinebourne 20)1To achieve this intentiorPIA focuses orthe
detailede x pl orati on of a [(Smitharmd®éernd0l5ved experi enc

e it aims to conduct this examination in a \
be expressed in its own terms, rather than according to predefined category systems. This is wha
makes IPA phenomenological and connects it to the cores idedying the phenomenological
philosophers...ii

(Smith et al. 2009, p.32

Due t o | P Ardaslly facusiglor dtow peopte engage with the wdiltis now being used

within other disciplines and field®ean et al. 200%AI Omari and Wynaden 201Maguire et al.

2014 Albert and Simpsog015 Smith and Osborn 20)3rrespective of its wider use IPAaintains

its psychol ogical essence by b edognigivewodddSmitp r i m
etal. 2009. Toensurerobustnesshi s ex pl or at i on ,whichisanipepretatve 6 s
pursuit, isbased on an explicit methodolothat isunderpinned by three theoreticainsiderations;
phenomenology, hermeneutics, and idiograf@mith et & 2009 Shinebourne 20)1In this pursuit

the IPA researche(Smith and Osborn 2015% drying to make sense tfie participant trying to
makesenge of their individual and(pd)ndnagthe regearctier o g |
has made sense they can then move onto making more generalSlaithsand Osborn 2015

filPA conairs with Heidegger that phenomenological inquiry is from the onset an interpretive
process. IPA also pursues an idiographic commitment, situating participants in their particular
contexts, exploring their personal perspectives, and starting with a detaéacination of each case
before moving to more general claids.

(Smith et al. 2009, p.32

This detailedexaminationis shaped byan open and exploratory approach whitkiep ar t i ci p a
description ofa lived experienced is analysed in fine detaldonly after this is undertaken are
sharedhemes then identified across the participant cal@mith et al. 2016 IPA is useful when a

topic is relatively new or undetudied and issues are about identity or semsking (Smith and
Osborn 2007Smith ¢ al. 2009.
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Taking this into consideratioi?A is compatiblewith theintention of this study which is simply to
6graspb6é what it feel s | i ke etHicallyreasoh througlecodrcavé h
situationgEatough and Smith 20P@n addition IPA gives the researchspace withira real world
contextto acknowledgehatcoercive acts are not only complex acts happening in real time but they
are as much based on 0t ac(@Welshlmddyons@@)Dierckx des r |
Casterle et al. 200&ulford 2008. IPA not only helps inacknowleding this complexity through
offering an indepth discussioit also addresses the tacit knowledge dimension by stimulating
process oftonscious reflectioiDean et al. 2008olmsjo et al. 2006 A key opportunitywhen

using IPA isthat any subsequentdasad r i ¢ h 6 b sffectivalyt mamagéhis rithnessof data

at the analysis stag’A provides theresearchewith not only the tools tcexploit fully the
opportunity of havingrich data but also the scope to explore in gdeail the meaning of the
parti ci pan(Smith etalx2p08Shinebonirnes20)1

3.2.Theoreticalunderpinnings

IPA is a distinctive research methduat was used first within the field pychology before being

used within other fields of practi¢€hinebourne 203 1IPA wasspecificallydeveloped to reconcile

within psychological researdhe experimental with the experient{&hinebourne 20)1Smith et

al. (2009)describel PAb6s devel opment as a return to th
rather than developing a fresh new approach. On this basis IPA as a real world or pragmatic,approacl
usng theory based on its utilitglraws on ideas from three theoretical maghesphenomenology,
hermeneutics, anliography(Smith et al. 2009 Shinebourne 2011Smith 201). In additionto

these theoreticapproacheShinebourne (201 1ighlightsthatsymbolic interactionismalso has an
influence ho& meanings are constructed by individuals within llogir social and their personal
worldd (p.17). Smith et al. (2009) acceptsthat other research methodologi@sll utilise these
theoreticalapproaches in a similar way, howewshat differentiatesIPA is its focus on the
psychological aspect of living in the real worlkthe influenceof phenomenological philosoplon

IPA stems from the worlof three phenomenological philosopheirijsserl, Heidegger, Merleau

Porty, and SartréSmithet al.2009.

The phenomenologal ideasof Husserlwhich havedirectly influenced the development of IPA
i ncludes Huismetrhd scamefeule se x ami nandhoaspecificdlly a p
a person could O6accurately kno¢mihbtali2009,p.X®p er i
Husserl (1931/2012)ositions his phenomenological approachteasewway of looking at things
(experiences in the world) with the aim of learning what stands before odr eyesphis ®rpcess
involves afpersonst eppi ng outside of their everyday e

in the world gazing inwardg éheir perception of those obje¢&mithet al.2009, p.12.
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Husserl (1931012)di st i ngui shes between the study of 0
as a study of dbéessenti al b e iGeasgnd@ofvaim éxmehiencéan ¢ U s
experience stripped of its worldly dependenc{es3). This approachknown as descriptive
phenomenology or second phase phenomenatolggsed on the view thahenomenar objects in

the worldshould be described rather than explaifiteach 1995 Paley 1997Yegdich 2000Sadala

and Adorm 2002 Schultz and Cobistevens 2004McConneltHenryet al.2009 Smithet al.2009.

The phenomenological reality of this research appraaaontingenion describing the experience

of knowing the phenomendischultz and CobiStevens 20045mith et al. 2009. This description

as a research process should incluadkescription of thgphenomenonitselind t he part
perceptions of the phenomendRaley 1997Yegdich 2000Schultz and CobiStevens 20045mith

et al. 2009. From a realist perspectithe reality of the phenomenon limth the phenomenon
presentedtothp ar t i «ongciausrtess andthea r t i @Xxpgrianoet obtlsat phenomenon as

it is presented taoheir consciousnesgSadala and Adorno 2003mith et al. 2009. As a layer of
assumption may distort the description of this experiencprtimesof describing the phenomenon

as presented throughpaa r t i @ongciausrtedis so0t adequate on its ovim describe the reality

of the experienceg(Sadala and Adorno 2003mith et al. 2009. To move through this layer of
assumption taiscoverthe essence of the phenometiuis descriptiorhas to be managed through
process ofphenomenological reductiom which the layers of facts and assumptions about a
phenomenon are remov€é8mithet al. 2009. This systematic examination of consciousnessch
includesphenomenological reduction, also known as bracketirggcige part ofhe methodological
approach ofPA (Smith et al. 2000 Husserl (1931/2013)uilds on Descartgshilosophical method

of 6 doubetvienrgy t hi n giag atpbenomendlogicau methodf both identifying an
experience and then disconnecting from that experience in thatatye world of facts is suspended.
According toHusserl (1931/20123t this stage there is danalytical interest in the attempt to doubt
everythingonly what is extracted from the process of disconne@ting8)p .

In addition, IPA also promotddusserd proposl that the phenomenologicadsearcher adopts
phenomenological attitude whigk achieved througkhe process ofphenomenological reduction
(Smith et al. 200S5hinebourne 20)1A phenomenological attitudakes place when the researcher
moves awayrbm taking every day experiences and objects for gramedttendto the perception

of those experiencem phenomengSadala and Adorno 2003mith et al. 200Q To achieve this
attitude the researcher hpat aside this taken for granted viewpoartd bracket, allowingthe
researcheto focus on theid r eparteption of the worldSadala and Adorno 2003mith et al.
2009. This taken for granted sense of the world does not disappear when bracietiegd it is
reducecthrough a series of reductiongich allow theresearcheperson to grasp the essence of a
phenomendéSadala and Adorno 20038mith et al. 2000
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These series of reductions require the researcher to constantly reflect on the description of the
phenomenon, through their reflections they identify and then put aside their assumptions and
distractions, and thethe process starts agaf8mith et al. 200Q This approach is important due to
thedata rich nature of these types of descriptions and at times it défidadt to distinguistbetween

the participants experi enc@aey a99705chulth and Cobls e ar
Stevens 2004 Smith et al. 200P By bracketing andalso being committed to adopt a
phenomenological attitude the researchdlr suspendany prior assumptiong&Smith et al. 2009
Shinebourne 2031The outcome being that the researabrdy sesthe phenomenoand in doing

SO can strip away any prior assumptiai@nith et al. 2009Shinebourne 20311PA specifically

utilises bracketing as a way dbystematically and attentively reflecting on everyday lived
experiencé(Smith et al. 200B(pp.33).Utilising the work ofHusserlin this wayprovides IPA with

a theoretical framework in whigirocesses likbracketingare undertakeim alogical manner(Smith

et d. 2009 Shinebourne 2031 In addition, this framework affords the researcher with the
opportunity to explore in depth the way the participant makes sense of a given phen(®meition

et al. 2009 Shinebourne 201Thi s det ai l ed investigation of
exercise in explaining the experience, it is not generalizagileer the value of experience is inherent
within its description(Smith et al. 2009Shinebourne 2031 Taking this neither inductive nor
deductive positiorgives theresearchethe conceptual space t@ue the subjective meaning of

shared andommon experiencgdones 2001Smith et al. 2009Shinebourne 2031

IPA isalsoinfluenced by thevork of Heideggeespecially the notion that inquiryas interpretative
procesgShinebourne 20)1Smith et al. (2009) highlightsthat IPAtakes from Heidegger the idea
thatp e o p | throwa inte th&vorld of objects, relationships, and languége ( pHeli8d)e.gg e r
world is perspectival, temporal amslin relation to somethingSmith et al. 2009. To interpret
meaning or the meaning making activities of peoglepecific method is utilisethrough the
interpretation of the phenomenologid®scriptionthis methods embedded with the notion othe
hermeneutic Using this hermeneutic method is teek meaningwhile at the same time
acknowleding that the things within a description alwgy®sent themselves in a manner which is

at the same time setbncealingSmithet al.2009 Shinebourne 20)1Heidegged snderstands the
termphenomenom s somet hing that O6shows itselfd whet
(Heidegger 1927/201@&hinebourne 20)10n this basishe focus oH e i d e gpleromdénalogy

isto explore phenomenoninwayath i t 6 s h o wqHeideggeel9Z7/20)0H@ i dietgg e Ir
phenomenologyas a different focus thathu s s apprba@ts thatit is more concerned with the
hermeneutic and existential thére transcendentgbmith et al. 2009. For Husserl revealing the

truth (transcendentalyhichis concerned with the individual and their psychological processes

goal whereasHeideggeri s no't searching for a truth rat
interpretative sense (existentialtoh e i ndi vi dual 6s exi stence wit
is made meaningfulSmithet al.2009.
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This interpretative procesaccording toShinebourne (2011foncentrates omdis-closing, un
covering, discovering, revealinggsh at i s .18)iHeideggerd1937/201@ontextualises this
process in the followinway;

Al t hough fappe arshowiggdn the senge ef\pleenomenonsappedring is possible
only on thebasisof a selfshowing of something. But this, the skbwing that makes appearing
possible, is not appearing itself. Appearing is an announcing of itself through something that shows
i tsel f. | f we then say that wi t domethingein whichr d |
something appears without itsdéleing an appearance, then the concept of phenomenon is not
thereby delimited but presupposid.

(Heidegger 1927/2010, p.p8

This process of revealinghat is hidderis notan exercise in describing the hidden as separate to the
world rather it isa caseof describing the hidden as embedaeéth all its relatedness to the world
(Smith et al. 2009 Shinebourne 2031 Acknowleddng this notion of relatedness requires the
researcher to have practical engagement with the world while also being able¢fiestifand also

to be seHaware, this includes recognising that being in the world is f{8teith et al. 2009. In
addition the researcher to interprtiis being in the worldhas to base theinterpretation on a
discourse between the researcher and the particfairiebourne 201 This discoursautilises

good communication, a good understanding of the sHangiagebetween the researcher and the
participant and to be interpretative the researcher has to frame their reasons and judgements withir
a Heidggerian perspectiv&Smithet al.2009 Shinebourne 20)1Smithet al.(2009)highlights tha

during this discourse the appearance of the phenomenon is pereeptamthe discourse progresses

to an interpretative level tllBscoursébecomesnoreanalytical As an example the researckering

the discourséacilitates the phenomenoto appear, to make sensetlois appeanace the researcher
engages in furthediscoursethat analyses the meanings of this phenomenon and its relatedness to
the world(Smithet al.2009.

It is important to recognise that thisdourse is more thanriguageand communication it is about
under s tmeanidg witlgn langua@essomething that is discoweu throughan interpretative
method(Smith et d. 2009 Shinebourne 20)1Making sense ofneaning in languagterough a
Heideggerian discourse is to accept that both participant and researcher are both in this world an
both immersed in beig in the world(Shinebourne 2031 By being immersed in the world this
met hod of interpretati on (Hemeggeml®ar/20lGhineboure r e s
201]). The researchewill always bring their foreconceptionsin this interpretative method
includingtheir prior experiences, thoughts and feelirgglassumptions and panceptims(Smith

et al. 2009 Shinebourne 2031
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The impact of this Heideggerian method IPA is the acceptance that phenomenology is an
interpretive pursuit and one that builds on
experiencgSmithet al. 2009. This pursuit is also shaped by thetion of the researcher bringing
fore-conceptions to the research discourse that barpartiallyunderstood dring the process of
bracketing if according t&mith et al. (2009) tracketing is cyclical and dynandi¢p.25). Partial
understandingt could be argued is full understanding within an embedded world, and within this
world to understand foreonceptions bracketing has to be a constant ac(Sityithet al. 2009.

Thework of MerleauPontyinfluenceslPA through the notion thahat individualsare described as
seeingthemselves as separate from the world rather than being in the thesifeel as if they are
looking at the worldMerleauPonty 1945/1962Smith et al. 2009. By looking into the world an

i ndi vi dual riosfeelbpardof thedwmridsit is a means to communicate with the world
(MerleauPonty 1945/1962Smith et al. 2009. For example as | type | am touching a keyboard, |
am in effect engaging with the world through the act of toucfieyleauPonty 1945/1962Smith

et al.2009. In relation toexperiencing other individuals thésel like separate eties who engage
with the worl d, an i differem petspeeatil@df sheinworld Wwhithcanhog b r
beentirely shard with othersonly certain aspects can be communicétedugh the bodyMerleau

Ponty 1945/1962Smith et al. 2009. The importance of thigotion within IPA is the need for the
researcher to recognise the sensations of being a body in the world has a crucial role to play in
understandinghe experience®f others however they also have to recognise that they cannot
fully wunder st é&pdr & petspeatindMérieaiBodtys1945/1962Smithet al.

2009.

Building on this view of being a body within the world IPA utilises the worBafre to empathise

that individuals are constantly engaged in activities within the world which are as highlighted in
Smithet al. (2009)6 act i on or i e n-inakihge ahd selb d n sne(p. @%). Asdthese
activities are action orientated there is a focubeing concerned by what will be rather than what

is, this meanshat individuals do not justngage with objectsr thingsthat are in the worldheyalso
engage with objecthat theythink thatshould be in the worl{Sartre 193/2003 Smithet al.2009.
Forexample) am currently typingvhile beingaware that | have a meetinganehour, | am thinking

about what | am typing (object in the world) at the same time | am thinking about the agenda and
what may happeat thismeeting (objects that should be in the wofgfrtre 1943/2003In addition,

| am already anticipatg myresponses to what people at the meeting mayhsayever ifnone of

the peopleéurn upto the meetinghere is no meeting and ydtavestill engage with thenothingness

of the meeting as an object in the wqi&hrtre 1943/200Emithet al.2009.
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Engaging with nothingess has a temporal aspect;

i we can say that t he sdepatatelys atcertairpfarmabstructaraaf b €
temporalityi what Kant calls the order of tinfeand that the dynamic corresponds to the material
flow or1 using Kantian terminology to the course of time.

(Sartre 1943/2003, p.1p3

On this basighe IPA researcher has to acknowledge that individirakhe world actively engag
through personal and social relationshigith theobjects intheworld and objects tharetemporally
in the world(Smith et al. 2009. For example, mresponse to the proposed meeimp consider
future objects, how | feel while | am typing in the presentwhich issoon to be the paspast,
present, and future beirttpe order of timeg(Sartre 1943/2003 My feelings about the meeting
possibly of anxietyprovokingare situated in thpresent and soon to Ipast they alsoshape my

future responses; the dynamic course of t{8ertre 1943/2003

In summary phenomenologic#ieory influencesIPA according toSmith et al. (2009) through
Hus s er | 6 s inguPA with aprabusvbacttground amdocus on the role of experience and
perceptionWhereasHeidegger, Merleafony, and Satre provide a sensehaf individual in the
world; their embeddedness and how they relate to a world of offotth et al.2009.

In addition to IPA being influenced by the phenomenological ideas of Husserl, Heidegger, Merleau
Pony, and Satrtre, it has also been influenced from a hermeneutic perspective (J.A Smith et al., 2009
In IPA hermeneutics and phenomenology comes togetrmrghrthe work of Heidegger, however
others have also been influential such as Schleiermacher and G48amtbret al. 2009. At this
juncture it isalso important to note from a mental health nursing perspective that hermeneutic
phenomenology has aldbe en wi dely wutilised in nu@Amellng r
1996 Fleming et al. 2003 Chang and Horrocks 20p&wustgard 2012 Abalos et al. 2016.
Hermeneutics aroses a robust method to interpret religious text; it is now used widely to interpret
nonreligious text¢Guestet al.2012). The focus of hermeneuti@s its narrow sense, religious texts,
was touncover the originameaningor reality inherent within the texSmith et al. 2009 Guestet

al. 2012. As this method became more widely ugedso embraces the interpretatioregperiences

that are communicated verbally and then transcr{Beohells 1996 Smith et al. 2009 Austgard

2012. This wider approach encompassesng to understandra i n d i world] thedr being in

the world, and the way meaning of their wowdich is communicated through different forms of

communication including languag&adamer 1976Annells 1996 Austgard 201
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Using hermeneutics in this way brsgn interpretativeinderstanding to a particular mattére
interpretation forms a central part of this understantioding the impact the narrative has upon
the interprete(Gadamer 1976Austgard 2012Guestet al. 2012. This interpretative process of
trying to understandra i n d i meawning @fl ad experience or phenomefiactively brings
hermeneutics and phenomenology togef@mdamer 1976Annells 1996 Fleming et al. 2003
Smith 2007 Debesayet al.2008 Austgard 201p

The work ofSchleiermachehnas influencedPA in emphasising the need to cargfaly attention to

the precise meaning af n i n d iexperénce Whiesat the same tirmeknowledgingthe
individual nature of tls experiencgSmithet al.2009. As an examplgtext or language will follow

certain rules and will have a general meaning, however the use of language by the speaker will nc
only convey a general meaning it will alsonvey auniquemeaning, one that it is embesttiwithin

t he speaker §Smith etxah 2009. e eare no specific rules on how to use
Schl ei er ma c ithin iPA, Sraithgb al. @@08)Views its use as amt form ratherthan a
scientific pursuit, with the potentiaf theresearchetruly knowing the participart s e x pEhe i e n «
value of this approach for IPA accordingSmith et al. (2009)is that it anchors thprocesf the
analysed experiendgackt o t he i ndi vi dual 6s wuni qlargerdateasemni n

andconnected tohe relevant research literature.

Gadamer 6s wor k b iHeideghsrandlike Heitleggerwemphdsises theological
viewpoint ofradical relativism, thisiewpoint isbased on the idea tha&ality is a multiple construct,

with its form and contertteingdependent on thiedividual (Heidegger 1927/201@Gadamer 1976
Annells 19%, Smithet al.2009. Heideggee s a r eact i o nmoved anwdyfom the | 6 <
notion of knowing a i n d i expatieneel téfacusing onunderstandingra i ndi vi d
relationship with tis experience(Heidegger 1927/20)0(Fleming et al. 2003. In addition,
Heidegged phenomenological approads also hermeneutiovhen theresearcher facilitates the
phenomenon to appear the process of examining and analysing the phenosner@rei the
interpretative or hermeneutic part of the process bégimithet al.2009. Gadamed work within

a Heideggerian perspective specifically focusedhenrelationship between the interpreter and the
interpreted(Gadamer 1976Fleminget al. 2003 Smith et al. 2009 Austgard 2012 Gad ame r 0 ¢
interest in this relationship wasto develop a set of rules or a prescribed way of working instead

it was to highlight the importance of the researcher beingpsedfe(Gadamer 1978-leminget al.

2003 Smithet al. 2009 Austgard 201p This notion ofresearcher seiwareness necessitates the
researcher to be aware of the assumptions and knowledge they already possess or being aware
their foreunderstandingGadamer 197@-leminget al. 2003 Smith et al. 2009 Austgard 201
Foreunderstandings knowledge that idistorical in natureand has beeaccruedand processd,

when the researchertiying to understand a phenomertbry brirg this type of knowledge to bear
(Fleminget al.2003 Smithet al.2009 Shinebourne 20)1
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As an example the researche this study is an experienced mental health nurse who will fore
understand using coercion witham acute mental health contekttis important to recogniséne
relationship betweea r e s e fareuntleestariag anthe researcher making senseaafew
phenomenon is dialogicdf, this dialogical relationship is not managed careftitlg voice ofthe

r e s e a fore-inelerstanding can inhabit the voice of the phenomé¢8omth et al. 2009. The
potential impact being the researcheelying on fore-understanding carpre-understandthe
phenomenon and jump to conclusions abouptifenomenon without having real understanding due
to not allowing the true voice of the phenenon to come througiGadamer 197,8-leminget al.
2003. Gadamdr mtention is not tanfluence the researcher in way that they becom®gpcapied
with the elimination offore-understanding angbreunderstandingwhen encountering aew
phenomenomather Gadamér mtentionis to engender aawarenessf the potential impact of this
type of knowledgéGadamer 197@-leminget al. 2003 Smithet al. 2009 Austgard 201

A central part of the hermeneutitethodis thehermeneutic circlandwithin IPA the hermeneutic
circleisviewed bySmithetal.(20095as a O6usef ul way t(28).Aacordingtost a |
Smith et al. (2009) the hermeneutic circles based on and has been continually developed by a
number of hermeneutic philosophetsch aHeidegger, Gadamer, and Schleiermacheessence

the hermeneutic circle is interested in the wholaroéxperiencevhich includes itselationship to

its constitute partéSmithet al.2009. To understand thehole of the experience, the researcher has

to understand the constituent parts of the experjienobed t o under stand the 6
t o unde rwhalea thisicirculdr procéss should also Bgnamicandanalytical(Smithet al.

2009. Snith et al. (2009, p.28)provides the following modified example of how the part and the

whole dynamically interact;

The part The Whole

A word The sentence the word is in
An extract The complete transcript
The interview The research project
Thespecific experience The complete life story

Themeaning of thevord as apardwill only becomeunderstandablglearto the researcher as they
move through the hermeneutic cir ¢Idmeghettald00®.he 6
When usinghe hermeneuticircle, the researchdras to be careful not to thimi it as a linear step
by-step process, instead it is iterativeere theesearchewill move backwards and forwards across

the data as they generate a sense of understanding and n{Sanittiget al. 2009. Another major
influencewithin IPA is idiography,Smithet al.(2009)d escr i bes i di ogredphy
withthep ar t i ¢ u IThigidifférgmirotn @rjomothetic approach wheresearctindings are
generalised to wider andgiven populatior(Smithet al. 2009 Shinebourne 2031
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As there is a commitment to whainithet al.(2009)calls the particulameaninghe analysis stage

of theresearchpaysc ar ef ul attention to det ai drqughamds ur |
sy st e ma&9).Using thi§ gpprazh evenwith small sample groups prodwdarge amounts of

rich data on this basi$PA sample groups tend to be small with a focus on purposeful selection
(Smith et al. 2009. Typically, even a single case studyhighly detailed wih a carefulin-depth
expl orati on olived exXperiencgdB8mnith at al.2Q0Y. |\Wihere theresearchsample
involves more than oniadividual each case istill exploredat this highly detailed leveandonly

after thisphasehas beewompleted wiltheresearcher start the process of discovering and identifying
themes across the sample grptiesegroupthemes are there-considered within an individual
participant contexSmithet al. 2009 Smith 201). Always considering the individual perspective
embeddPA within both theidiographicand hermeneutiavith an outcome oproviding a detailed
anal ysi s of livadnexperiendgShirieltburzel2@3%In addition, Smith et al. (2009)
highlightsthatlP A6 s f o cidiograpbimisattuheéwi t h Hei deggar d s dvive d
experiences aref their world and relational to that worldnigue to the individuallhis idiographic
approach is the cornerstone of IPA, however the resediakehdatitude to Ink thesefindingsto

the relevant research literatuneher e O6shared commonalityd i s
(Shinebourne 2011, p.23

To ensure the idiographic is not lost when sharing the findings of a study the researcher is encourage
to capture the unique perspective of the individual by providing an interpretative commentary
supporedby the literaturet hat i s 0 i patti@panexv e @hineboidhe 2011, p.p4
To initially examine and explr e an i ndi vi dual 6s | i vusedesearghp e r i
questions that facilitate this process, generally these queéBarith et al. 2009 will be take the
form of a series of open questions, for example;

0  What is the meaning afepression to individualsho have the condition?

0 Whatis it like to experienceental distresa

i How dces anursemake sense of looking aftarservice usér

When working with a group of participantsis important that the participanhave a particular
6commonod | i vteegarteipagememben tbeeexperiencand ithas value within their
everydaylife (Smithet al.2009. This lived experience may feel like a whole, howeserthet al.
(2009) highlightsthis whole is composed ohits of experiencayvhen connectethey construct an
experience which has value to the individéed.an exampl&mithet al.(2009)uses the analogy of
pebbles on the beacto explore this idea of a unit of experiennethe real world | will use my
activity within the here and now asillustrative exampleAs | type | am aware ofmy fingers on
the keys 6the keyboard antiow difficult | find this activity. | start to realie that my typing is
engendering feelings of frustratiamy brainfeels as if iis working quicker than my fingers, | know

what | want to say, however it igking time to convey my thoughts intqgpd words.
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This isaunit of experience; how does this unit have significance in my lifevatuadexperience?
As | take a break from typing | realise this frustration relateayt@hildhood memories of school.
From the age of 1until | left school | disliked school especialhe activity ofwriting. My
handwriting was viewetly my English teachexs poor andlwould beconstantly reminedthat this
was the case. These experienkasehad a significant impact avoided writing until computers
were n more common usagés frustratingasusing a keyboard can be, | find using a pen more
frustrating.Moving through theseinits of experienceusing a keyboard, writing, my relationship
with my school days; they become connected and interconnected thiheugieaning they have to
me, and then as a whole they become a lived experience ofovaligmificancgSmithet al.2009.
The role ofIPA provides a method that supports the researcher to meaniegfyhge with the
participantin way thatfacilitates the participanto reflect on their experience, or the words of
Smithet al. (2009) to éeflect m the significance of their experierice ( At.thg yame time the

researcheis endeavoung to make sense of this significan@mithet al. 2009 Shinebourne 2031

3.3.Sense making

Making sense of a par tontkeiinteeviant a8 arngagepeantrpioeedsc e s
is also basedn adetailed examinatioofthepr oducti on of O6thick inter
number of participants rather than a thinner repoat ofl ar g er  gHum pnd 8mithg 2004y p 6
p.1001). In addition IPAG systematic approadb this interpretative procesdfords the researcher

the opportunity to both examine each individual casdts ownand then make general claims
supported byletailed extracts from the individual participants acco(idé&anet al. 2005 Eatough

and Smith 20080sborn and Smith 2006 mith and Osborn 20Q:4t is important to note this process
IPAistemperedbp how t he participants make sense of
research that connects t he (Dawesenal.2010eprl4PUPAt h t
in essence views theagicipanté as an experiencing, meaning n
a g e ron fhis basisl PA i s concerned wi t h Sunraveel!l in
participantds hi n k , s(Bayough and Smitlo 2006, p.48&katough and Smith (28, p.485)
highlight that within this approach 6é cogni ti ons are not isol ated
beingin-theworl d 6, t herefore cognition is not detacl
t o t he wsingthd approaBhywithin this stutlye researchehnas the opportunitp f o r e
gr outmegp@rt i cmemtnd 16 s h €)aslbjettive mxperisneedpsunderstanchow the
participantinterprets those experiencesdfinally to explore and understarmbw theparticipant
6constructsd meanings i n irregériancdSmith and Osbdrrh2807,r i
p.520. As this study focusesoe x pl ori ng the ment al heal th nur
using sanctioned acts of coerci@inis important that the participants have ttedevant lived
experiencand it has value and meaning as a lived experience; a purposive €amiptest al.2009
Shinebourne 201 McQueen and Turner 20 1®aguireet al.2014 Fox and Diab 2015 mithet al.

2015.
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Exploringand making sense of othdiged experiencess the centramethodological focus of this
study, however as part of a critical approach to resesttodr methodological approaches were
considered(Langdridge 200,/Willis 2007, Flick 2011]). Lived experiences do not happen in a
vacuum, a research approach has to be flexible enouggkimwledgehat theseexperiences are
influenced bya wide a range afontextual and compldxact or s, t hese incl ud
job role, whether they feel valued to name a @ilis 2007, Smith et al. 200p Takingthis real

world influenceinto accountvill ultimatelyassist the researchertetterunderstandthe ar t i ci p a
meaning of their experience, an experietitat is embedded with the world the participahabits
(Langdridge 2007 Willis 2007, Smith et al. 2009 Shinebourne 2031 In the process of
understandingthp ar t i ci pant 6s meaning of t huwseahumarper
dimension to uncover thimeaningay using selfn aninterpersonahnd dynamic wayTomkins and
Eatough 2013bTomkins and Eatough 2013Rarahoo 2014 The underlying assumptioof this

world view is that meaning isocated at a human levabaturalistic paradignrather than as an
absolute truththereforereality isseen as beingpnstructed byheindividual (Krauss 2005Parahoo

2014). Whereas the positivist paradigmthe traditionalkcientific world view sees reality in terms

of an objectivereality that can be discovereshdverified and is not a construct of the individual
(Krauss 2005Parahoo 2014

Working within the naturalistic paradigrequiresthe researchdp not search for a truth or reality
rather to focus orunderstanithg the p ar t i cekpereenceai®dsthe value and meaning the
participant places upon that experien¢rauss 2005 Parahoo2014. The challenge for the
researcher who is not used to this way of working is to let go of the objective and in turn free
themselvedo explore thgp a r t i @xperianges i & richer and morediepth way(Langdridge

2007, Willis 2007). Part of letting go is to accetitatreality may notexist independently of human
behaviourand that knowledge isot necessarilpbjective and value fre@Krauss 200b There is

also a commitment to accept that this type of approach is data rich even though the sample grou
may be relatively small, and the interpretative phase is a reflexive journey rather than a bktatistica
exercise(Krauss 2005Willis 2007, Tomkins and Eatough 2013bomkins and Eatough 2013a

While designinghe studyit was generally accepted that a naturalistic methodology would be used,
however admixed methodd approach was considered, thiswbere approaches from bothe

naturalistic and positivist paradigms are u@eauss 2005Flick 2017).

This process of exploringleer methodsind approachesas contextualised dyow will the chosen
approach best suit t h e theg airdty i6 cexpessamobs 6fiwrh thairn d e
perspectivéFlick 2011, le May and Holmes 20)2t wasrecognisedt this stage thatsurveycould

have been combined withceto-face interviews, the survey would cover a larger sample gragh

the interviews would explore identified issues in more déplibk 2011).
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The weakness of thignixed methoddapproach is it would reduce the daighness and it would

not fully fulfil the aim of the studyWii® un:
2007, Flick 2017). Flick (2011)highlights that a mixed methods approach should only be chosen if
it enhances the study rather than | imits the

Obviously there are many naturalistic research approachkgh include phenomenology,
ethnography and grounded theory as naturalistic methods of erfguifis 2007, Flick 20117).

Taking either an ethnographic approach or a grounded theory apprgdiglstheresearcher would

be concerad about the social context of thpa r t i cekppriencesbirs contrast by taking a
phenomenological approacthe researcher is primarilynterested in thepar t i cawpant
interpretation of that experienaghich may or maynot include an interpretation of their social
context(Willis 2007, Flick 2011). When weighing up which approach usethe researcher has a
choice of whetheto focus solely onth@ ar t i dntepr@tatipndo$ their experienas to also

focus on the social context ofthea r t | @xipegrianoddWalis 2007, Flick 201).1 PA6s st r e
come to the fore when¢h r esear cher is interested in the
individual 6s experienceb6, this experience caé
effectiveness is limited outside of these parameWten making this choice thresearchér swn
valuesplay a partKrauss 2005Tomkins and Eatough 2013bomkins and Eatough 20138as |

hold the philosophical belief thatthen di viedpar d®nce i s mor sciat han
situation and that this experience is a lived experiendeedded within the individu@then lleart
towardsudng a naturalistic approach which ghenomenologicain nature(Krauss 2005Willis

2007, Tomkins and Eatough 2013bomkins and Eatough 201B3&also believd thisapproaclhyives

me the opportunity to set aside thee ani ng of t he par tsocialcopstructt 6 s
through the process of bracketiafjowing me to understand the a r t i cekppri@ncd thieis
meaningfrom a fresh perspectigleidegger 1927/201®usserl 1931/2012Villis 2007).

In addition IPA as a phenomenologicapproach ga& measthe researchethe opportunity to
explore in great detaila relatively overlooked area of mental healtarsing practice. It is
acknowledged thahe issusof coercionand ethical practiceithin mental health practice has been
thoraughly explored however there is little work on the moral decisiomaking process of mental
health nurses using coercive strategiihin andécutécontext(Hem et al. 2016 Taking this into
consideration thistudy aimsthroughthe use oflPA as a research methodolotry address this
knowledge gapy focusingon expl oring the ment al heal th n
using sanctioned acts of coerci@@mith and Osborn 200Bmith et al. 200P These experiences
and subsequent meaning®then be linked to the relevant literatineluding literatureexploring
coercionand ethical practic&ithin a mental health contef® 6 Br i e n a n d, D&arimdnt n g
of Mental Health & Learning Disability 2006iegeois and Eneman 2008nderson 2011Duxbury
2015 Hem et al. 2016
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When expl ori ng hoimthis cedethicalldreasohyehieh igbetraasm emotional

and a cognitive act, IPA as a psychological approach has added(@alen 2004Smith et al.

2009. IPA broadly focuses on how people engage with the vasrttof coursé is now being used
outside the field of psychologhowever a a research method it maintains its psychological essence
by being used primarily t o ewhkighlfitewed with thepnetiors o n 6
of reasonindSmithet al.2009.1 PA al so acknowl edges thimldexpl
both cognitive and emotionabas an interpretative elemesmtd on this basis provides explicit
interpretative methodologysmithet al. 2009. This methodology wilbssistane,the researcheto
simply t(gatodgly and Smith 2006, p.486r to mder st and from th
perspective what it is like (cognitively) for a mental health nwisiein an acute contexo have to
ethicallyreason through coercive situatigi@mith et al.2009. IPA also acknowledgethe context

of the phenomena, which in this case has to acknowledge that coercivéthictanental health
nursing are not only complex acts happening
knowledgg 6 as r ul e(Blckiaand Swntord 200N eksts and Lyons 200X ohen 2004
Smithet al.2009 Hemet al.2016.

3.4.Reflexivity and Validity

To be a reflexive researchéris essential when using a qualitative approach such as IPA the
researcherecognises they amot detached from the production of knowle@gen this approach

they area caproducer of knowledgé_angdridge 200) Langdridge (2007¥efines reflexivity as;

ié the process in which researchers are cons
questions, methods and very own subject position might impact on the psychological knowledge
produced i n a(Langersdgea200a,pp.589). Babgd n the work dfLangdridge

2007, p.5%1, as the researcher, hawgsed thdollowing prompts to engender my reflexivity:

0 Why am | carrying out the study®s a mental health nurse withvested interest,am
interested in how mental health nurses reaswhworkthrough what can be quite difficult
situations How do they make sense ofetbe situationsPam not sure as the literatuie
vague andhere areonly afew studiegelated to this areaithin a UK context.

i What do | hope to achievé®better understanding of the ethical dimension of mental health
nursing practice, what works and what does not work, what can be.learnt

U  What is my relationship to the topic being investigated? a m a n a éeéntalsheatthe r 6 ,
nurse and someone who has worked for many yearsmetiial healtlservice users who
have beenin acute mental distres$ can also clearly identify and emphasise with the
part i eipgianoes s 0

0 Who am 1?7l am amiddleagedwhite malefrom a working class background. My main
influence upon the topic | am studyinghiaving a need tmake a diffeence, to improve the

caremental health services user and learn lessons that can improve care in the future
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i How do | feel about the studyPere is an external pressure to complete the study and obtain
a doctorate. | feel more pressured by wanting t@ dwod job and accurately reflect my
findings

0 How will my subject position infence the analysid7am interested in how nurses ethically
reason. My assumption is that they do this in a strugtues ortheyshould if they do not

U How might the outsidevorld influence the presentation of my findings® this is an
understudied area there is little influence at the moment

i How might the findings impact upon the participantd® findings do not appear to be
harmful, however bmaware that disclosing andlking about stressful situations ne¢d
be handled sensitively

i How might the findings impact upon me and the outside wat&?personal impact would
the completion of doctorate. The external impact | hope is to learn lessthimaprovduture

care ddvery.

These promptare not a recipe to be followedhd theydo not sit in isolationthey have been used
throughout the research process to ensure that | spend time toarfigben learnyhich includes

being internally prompted teevisit a themer a journal articléLangdridge 200y Reflexivity is a
person&ajourneywhich is about creating a reflexive attitudad continuallyaskingquestionghat
challenge potentiainderlyingpreconceptionat every point of the research proc@dsalterud 2001
Langdridge 200) It is important to be aware of and manage these preconcepsidAgesearcher's
background and position will affect what they choose to investigate, the angle of investigation, the
methods judged most adequate for this purpose, the findings considered most appropriate, and th
framing and communication of conclass' (Malterud 2001, pp.48384). The concern is that #se
preconcept i o,nifthiskappens thigoutaomé ibiewed s undesitdaterud 200)

Bias and preconceptions are not necessarily the gangMalterud (2001, p.484rgues that within

a qualitative prewmmepton only becamestaebiad when thé researcher fails to
me n t i .dDifferenttrésearchers will approach a study situation from different positions or
perspectives. This might lead to the development of different, although equallyndédstandig

of a paticular situation under studyangdridge 200

Rather than viewing preconceptions as a problem to be solved the phenomenological perspective
views preconceptionas adding a richness to the research proteissrichness of understanding is
accrued through the researcher being reflexMalterud 2001 Langdridge 200). This view is
particularly important in qualitative researchewéthe researcher sndnstrumendof theresearch
undertaken(Shinebourne 2031 A challengethat arises inPA during thedouble hermeneutic
procesgelates tahe researadr while making sense of the participamsking sense of their world

ensuringheir own preconceptions do nmdulyinfluencethis procesgShinebourne 20)1
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This issue is not so much the influence thatithe s e a precohrneaptiss have, it imore about

the researcher being awaaad identifying the impact of ihinfluence (Shinebourne 20)1 By
systematically working through thigotential issugwhich includes engaging in peer revieive
researcher can better acnt for any influences presentthroughout the research process
(Shinebourne 20)1Smithet al. (2009, p.189)iewst hi s as movi ng t hr,ough
startingewiltltdpreang il ensciouslytawaée of an experietaénally
inthelaststagef o0 del i ber at e ,beingratlertconentalydplay ad Exbesiende iarm n 6
then being able to analyse this experience in depth. On this basis the aim of the IPA reseaulther
beto develop aeflexive attitude where deliberate controlled reflection becomes an important part
of their practice(Malterud 2001 Smith et al. 2009. Beyond tls personadked aspect and as a
potential challengeeflexivity canalsobecome part of an academic discourse where the resdarcher
views and insights are vieed as experimoving away from the participant as expélcangdridge
2007). To disrupt this effecthe researcheshouldwrite in multiple voiceswith a focus on capturing

the voice of the participant as expdnence the emphasis on intertwining the participants narrative
with both the relevant literature atlier e s e a r ¢ h e(kadgsridge RGO, 7Sqith et al. 2009
Shinebourne 2031

Langdridge (2007highlights that the qualitative researcher should follow best practice when
utilising aparticular approachndin doing so a externajudgement on the validitgf the findings
can be madeThis externaljudgmentshouldtake into account thdPA does not subscribe to a
specific criteriaratherits focus is on working within a particular wagy processvhich hascommon
featureqLangdridge 200,/Smithet al.2009. According toLangdridge (2007, p.111he analysis
stagewould include the followingommon features;

1. Readingand rereading the transcript

2. ldentifying emerging themes
3. Clustering themes
4

Creating an ordered tabdé themes

Once each case has besaamined in detail, shaped by these common featinesesearcher moves
onto identifying themes that aceommordto all thetranscrips (Smith et al. 2009. This process

should besystematicit alsohas to be flexible;

fiFlexibility is important when moving from case to case as there will be times when it is necessary
to start again and completely rework themegsbandon those that appeared relevant with one case
but not others. This process is cyclical and iterative, continually returning to the data to check
meaning and confirrmterpretation®

(Langdridge 2007, p.1}1
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Using common and easily identifiable features spacific example of workingh a way thatcan
externally be seen as being val@mithet al.2009. Validity can also haveroader features such as;
context sensitivity, commitment, rigour; transparency, coherence, and irfipaatley 2000
Shinebourne 20)1Within IPA sensitivity would includéhe researcher providireyobustrationale

for thar choice of tlis methodological approach and in addition demonstrating senstiivitye
nature of theparticipanés lived experienceshroughout the research proc€Sfinebourne 2011

Also the researcher would need show commitment o | PAGs i di oigdudipghi ¢
demonstrating that thexamination othe participantsived experiencess congruent to the context

of the researcfShinebourne 2031

Rigour should bedemonstratedhrough athoroughapproach tahe data collection and analysis
stagesboth these stages should pay careful attention to detail and compléBinieebourne 2031

The presentation of the resealasto be cohenet with the description of each stage of the research

it also has to bansparenand accessiblgShinebourne 20)1In addition, here has tbe a coherent
sense of flomwhich begins with theesearch questiono the underpinningesearchmethodology

onto how the data was collectehd then finishing witthe method of analys{¥ardley 2000Smith

et al. 2009 Shinebourne 20)1To assist the researcher to maintain coher&fegebourne (2011)
signposts the researcheraaseful tip fromSmithet al. (2009, p.41)which providesyuidance for

first time researchersthe reader is trying to make sense of the researcher making sense of the
participants maki ng The pointsbeingméde thehreseéarcheewhgnevritinge n ¢
up their findings should be consistent and coherent which inchatessderingg wh at st yl e
voiced (Smithet al. 2009, p.4). This advice fitsinto the notion of impa&l researchis this piee

of researclhiinteresting, is it important and is it useéfldomethingsmithet al.(2009, p.183pelieves

| PA s houl dSmihaes a. (2008) algo highlights that the researchers work should be
auditable, preferably by an independent auditor, where all the research materials are systematicall

stored and kept for this purpose.

3.5.From methodology to method

IPA provides a robust theoretical framework dhat is both systematic and flexibleshich is
underpinned by three theoretical approaches; phenomenology, hermeneutics, and idiography. 1P/
through these theoretical approacpisesvalueon how meanings are constructed by individuals
within their realworld. IPA as a phenomenological approach will ensure this solulystlyexplores

in fine detail a relativelyunderstudiedrea of mental health nursing practibeaddition, ethically
reasoning is in part a cognitieet; the strength of IPAisitisesd pr i mari ly t o e x
cognitive inneworld, whichfits well with theact of ethicallyreasoningTherefore JPA will assist

me, the researcher, to under st an dtodthicalyreasone p
when applyingcoercion within an acute mental health cont@&kte following chapter will describe

in detail howlPA as a research methodologgs used in action.
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Chapter 4: Method
4.1 The choice of method
This chapter builshg on the methodology chapter descsbe detail how the chosen method, IPA,

was used in this studiylaking clinical decisions which are ethi@kpart and parcel of working as

a nurse including working as mental health nurs@Hall 2004 Roberts 2004Cutcliffe and Links
2008 Dierckx de Casterle et al. 2008ursing & Midwifery Council 2015a The professional code

of conductfor nursesan ethical framework, nt er estingly only mention
in relation to publicity, bwever terms witlexplicit links to ethical theorguch as; duty, outcome,
standards, values, principles, and behavieme mentioned throughoiRobertson et al. 2007
Robertson et al. 2007Robertson and Walter 200/ obertson et al. 2007Robertson and Walter
2007h Robertson and Walter 200Adursing & Midwifery Council 2015a The code is used as a
professional covenaf€oady 2009with the expectation that the nurse will always act in accordance
with the codeThe challenge for the nurse is ensuring they apply the code to their practicatwhile
the same time acknowledging that the cddes not provide a comprehensive set of rtias can
solve every situation or indeed be used in every situ@tiarsing & Midwifery Council Professional
Advisory Service 2008 The code in essence iframeworkof rulesand ways of working which the
nurse has toterpretand make sense wiithin a particular clinical contexhenursealso hato be
aware that if they get their interpretation wrong thigly censureln otherwords,they have to justify
their actions in accordance with the cod&eing able to interpret not just the code hlso being
able to rationally justify a decision and a corresponding aididependent opossessingffective
ethical reasoning skill&Smith 2016.

Ethical reasoning does not happen in a vacuuentend to think its an entirely rational process,
however such factorasthe emotional context of the situati@md having the timeto male a
considered decision have a substantial imgBarckx de Casterle et al. 200Bortolotti 2015.
These practical consideratiomsply thatfor the nurseto be an effective ethical reasorbey have
to be both a tojglownethicalreasoneand a bottorrup ethical reasongfollow the rules while at the
same timefactoling in the practical nature of their decisiofGohen 200% These practida
considerationslsohave to be situated within the practice of mental healtisingwhich includes
recognising mental health nursing has a state sanctioned coercive eletmentery nature of
classifying mental health distress is valaden,andnursingindividualswho are inacute mental
health distress is a complex and emotionally difficult endeaybulford 2008 Currid 2009
Duxbury 2015 The King's Fund 2015In addition the topic of ethical reasoning within a mental
health nursing context is undstudied, the effedieing thereas verylittle guidancdor mental health
nurses who aspire to be effective ethical reasd@®eésBr i e n a n d, R&erts 2004Tlgese2 0 0 3
factorshaveshaped thehoice ofthe methodologicapproachthe topic area being undezsearched

and thecomplex nature of thipic aregSmith et al. 2000
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4.2.From methodoloqgy to research guestions

Reasoning in all intents and purposes is an inner world expeyisoicething which is difficult to
determine externally without asking the perg@ohen 2004Smith et al. 2009. On ths basis the
chosen approach h&sinvolve a guided conversation and one that assists the researcher to explore
the parti ci p(@mthedas2009nitnseaacceptedthisiner world is idiographic, unique

to the person, t he raedsintegrettidienerdaverld byfolloveng a deart o ¢
and robustnterpretative methodologigmith et al. 2009. IPA meets these requirements and in a
way that through the interview process the researcher can make sense of theshifetietween

what participants think, say and then thos connects he r esear cher warnmalh t h
world in action(Eatough and Smith 200Bavieset al.2010.

The aim and the corresponding saims or olpectives are congruent withsingan IPA approach to
explorethe topic areaspecially with the focus on understanding plagticipants experiences and
their understanding of those experientse chapter 1, sections 4 andSithet al. 2009. With
the primary researchim focusng on making sense otheseexperiencs thisled to the following
pri mary r es e aw dohmeral lealth nuoses; whodwithin their practice have used
sanctioned coercion make ethical seofséheir decisions and actiord? Even t hough th
open it was arrived at by thinking about the kinds of areas that neetleéxploral through the
interview proces¢Smithet al.2009. This included questions such asuld you tell me abut your
experience of using coerciphow did you feel at the timeplw did you make ethical sense oisth
experiencedn reality thesequestionsare only a guide, a framework to promote homogeneity
throughout the in interview stag8mithet al.2009. In practice the interview process consistéd o
open and occasional probing questi@@siithet al. 2009 thesefocused on the following common
areas:

U Experiences

U Relationships treatment

0 Acuteness

0 Wards

il Coercion- persuadepressure, control

i Choice

i Treated

i Ethics morals, unethical, duty, rules, good, bad, right, wrong, rights

0 Riski locked doors, protect

0 Team

U Reason
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These areas in the first instanwere framed by the research aims and question, however as the
interview process was an open process the participants could and would focus oregrezsiéal

to explore in more detail witminimal prompting by the researchésee ppendix 5)(Smithet al.

2009. Some of the participants required minimal prompting to enter into a discussion whereas others
required more prompting. Knowing when to prompt wapartdependent on my skill as a mental
health nurseand also having undertaken relevant researcher training, thisnskiitled knowing

when to prompt and knowing when to be silent (Smith 2@bfland et al.2006 To ensure | was

not totally reliant @ these skills | would offer the participants the opportunity to give practice
examples when they had made a point. This approach engendered a fuller disolessibnof the
interviews(Smith et al. 2009).

4 3. Method in action

Theont ol ogy of this research approach efthicat use
experiences of using sanctioned coercfmith and Osborn 200Rooney2009. During this
process the participantgereofferedan opportunity to provide @ich anddetailed accoudbf these
experiencegSmithet al.2009, p.58. The role of the researchduring this processas toundertake
adetailed investigation of the participant s
are modified dependinggdd he parti ci gSmihettas2009,05) 0 praxctea @rms

this dialogue @ok the form d individual audietaped semstructured interviews, the advantage of
using individual interviews especialyithin phenomenological research is they can provide a rich
source of descriptive dafaangdridge 200) These interview$ocused on facilitatingarticipants

to talk in detail about their experiences and whietpiired minimal prompts were usidthe first
instanceto help the participastfocus&heir attentionora s peci f i ¢ s (Smithardi o n
Osborn 2007, p.521These prompta/ere also used to enable the flow of the dialogue and to assist
the researcher in clarifying tiea r t i @érge@ions andtivefeelings(Davieset al.2010.

An initial concern at the start of the interview process related to the participants knowing | was a
mental health nursan insideresearcherandwould this have a negative impact upon the interview
process.On reflection this was not the case, | made sure that my role was to facilitate the discussion
rather than have professionato-professionatliscussion(Lofland et al. 2006)A couple of ways |
6reduced my impactdéd was to used my prialsopt I
encouragedhe participantso provide examples when talking about their experiences which gave
the discussion a more parpantcentric focus (8ith et al.2009).The schedule for the interviews
wasshaped by the need to 0f dahsidévised achesluleaaimedaanf o
mi ni mi se both the r esear(Snithetal2008, p.§9The imtervigpga r t i
primarily stared with an opening questigrone that allowdt h e p ar t recountpaafullt t
descriptive accout,  f-uplguesiionsverethen usegdtheywerephrased in such a way that they

did not assume an answéaking aneutral stance where possilfmith et al. 2009, p.59
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Theseinterviews were around an hour in lengtid on occasioslightly longer,and took place where
possiblem aquiet settingvith the aimof minimising any interruption@Hunt and Smith 20Q4uws
and Jones 2008The setting chosen was away fromtha r t i @lagesafrorlg iswas easily
accessible and | ensured we would not be disturbed throughout the interview firotlessl et al.
2006)

As the focus o&inIPA study is to provide a detailed and rich analysis of each case then sample sizes
are smal(Osborn and Smith 2006luws andJones 2008Davies et al. 2000 The rational for tis
approach tsample sizés bagd on the pmmise that IPAis an idiographic mode of inquiryhere
sample purposivenessid analytical deptls more important than siZ&mith et al. 200Q On this
understandingPA studiescan beconducted ora sample sizesuch asa one participant castudy
(Smith et al. 200p Smith et al. (2009rticulatesthat;A Ther e i s no right an:
t he s am(Bhi etsal. 20@99 p.§1Analytical depth as mediating factolin determining
sample size isharacterised by acknowledging that each case selected has to be analysed in detail
and therefore the sample size is in essence governed by the level of analysis, the deeper the analy
the smaller the sample sizes a wayof guidng new researchef&mith et al. (2009andReid et al.
(2005)recommend that a sample size of thre@useful sample for a Masters &hproject and for
a doctorate between four to ten participants. The expectation at doctorate level is that there is mor
time to engage in a deeper level of analySsiith et al. 200P To ensurethis study addresse
analytical depth asmediatingfacta, a sample size of six participants was chosen after supervisory
input (Smith et al. 200Q Another mediating factor is themphasis on a purposive samplelon
this basis the six participants were recruited from a mental healtkvitinghe irtention they would
have the required experiend&mith and Osborn 200Bmith & al. 2009. The inclusion criteria
(Dean et al. @05 Smith et al. 200Pwas

U Atleastsixemployed registered mental health nur@ee male and three female if possible

U Who have recent @erience of managing coercive situatiomgh service users iacute

mental healtidistress

U Voluntaily agreel to participate in at leasinerecorded interview

An email flyer was used to recrdite participantstheemailflyer provided a brief description of the
study(see @pendix 2) Individualswho wereinterested in participating in the studgntacted the
researcher directlyvere given further informatiorfsee appendix 3)The researcheseleced
participantavho met thenclusion criteria, participants widhd notmeet the inclusion criteriould
not have beerselectedHuws and Jones 20Pp8However, the six respondentdo respondedirst
met the inclusioncriteria, oncethesesix participants werselectedan email was sent out to confirm
the recruitmenphasdor the study had been completéaaddition, if the six respondents recruited
hadnot represerid an equal gender split equal opportunity| would have considered recruiting

more participants and then selecting six participants from this larger pool of respondents.
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Taking this approach may have been more difficult within a general nursingxt thara mental
health nursing context &sstorically male nurses, in terms of numbers, are better represented within
mental health nursintipan adult nursingNolan, 1993)In addition to thesample group fully meting

the inclusion criteria all the participants had at least 10 yearsqgpa$tying experienceFour
participants had worked 0 a ¢ uhdsgtél and community settings, two participants had only
worked in6 a ¢ bhdsptdl settingsThrough my previous and currewbrk roles, | knew all six
participantsdue tomy attendance at various practiceused meetings and evenionethelessl

had not worked directly with any of the participastsl was not aware of ametails regarding the
way they practised as mental health nurbes.n t a | health nursing can
mindful methodologicdy thedittle | knewdhadto bebracketed throughoyBmith et al. 2009). On
reflection, | recognisedhat knowing the participants more than | diay have been more af
challenge especially if | knew @ny ethical concernsrelatingto their practise. Taensure that |
bracketed throughout | used a refiee diary. The use of this diary starté@m when | devisedhe
studythroughto completing the studincludingthewriting-up the study The main issue teased out
of my reflectivemusingselated tdknowing the participants walsatl was surprised by the way they
ethically reasoned. | assumed it wia be would be more linear and prescriptive. This assumption
arose from my academic practise rather than my clinical pract$evas influenced by my uaed

knowledgeof linearethical reasoning modefsection6.ir esear cher 6s refl ect

The main ethical issue that arose from this study was the need to protect the participants involved ir
the study ando ensure that theyerenot exploited, tguaranteall the required protections were in
place ethical clearance was applied for and ghgee appendix {pmith and Osborn 20Q.7The

ethics approval allowed scope to interview the participants through multiple interviews and also to
include more than six participants if required. In reality methodologimasiderations moved the
study away from multiple interviews and the need to have a bigger sampl®size.e oO6uni ve
ethics approval was granted, a mental health provider organisation was contacted to gain approval t
approach and recruit their staff the study. After a process dfieckingthe research proposshe
organisations approvéb access their staff was granted including the sending of a recruitment email
via a designat ed 0 g\wdathiskread \weeersignpostédhoecacipnee ditedthc i p a
The ethicgprocesslsoincluded thinking about such specific ethical issues as listening, providing a
safe place, and consent and confidentigligngdridge 200,/Smith and Osborn 20QListening is

an ethical issue where it relates to using this skill to encourage a participant to talkheiout
experiences especially where difficult emotions may arise. Being sensitive to any difficult emotions
while interviewing is important as jgroviding the participants the opportunity to be skilfully de
briefed, to avoid a conflict of interest this pmtunity for debriefing was offered not by the
researcher but through a local debriefing service (see appendixrgjdridge 200,/Rooney 2001
Additionally, to ensure | coulélwaysfocus on listeningappropriatelythe interviews were audio
recorded Smith et al. 2009).
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Taking account ofttis emotional context lead to the resedreing conducteth a safe place where

not only geographically the participant would feel safe but also they would feel emotionally safe
(Langdridge 200/Lofland et al. 2006 On this basis the interviews were conducteay from the

work environment.The issue of consent relates to providing the right information and obtaining
informed consent at the start of the research process, requirements of the ethical approval proce:
(see appendices 3 & 4). As an additional measure throughout the researsh pkep¢ negotiating
consent with the participants by keeping them fully informed of the progress of the research project
(Hunt and Smith 2004 Confidentiality was managed through the use of anonymity for both the
participants and the issues they may talk about which meant giving the participant the opportunity to
check that aything written cannot in anyway identify thef@mith et al. 200Q In addition, the
recorded extracts of the interviews were kept securely and then destroyed after trangRioptieny

2009. The transcription process was done manually, not unusual in IPA, and took about 9 hours pel
interview (Smith et al. 2009).

Moving ontoanalysing the interview transcriggatough and Smith (2006, p.488yhlight6 i t i s |
possible to directly access the participantéd
experiences the researcher hasto engage ineaniptr et ati ve activity in w
to make sense of the participants trying to make sertséhoé i r Thisoprotess @f.analysing and
making sensmvolvedé t wo saft aigret er pr et at i on (Huwsandaoned 2008y | e
p.100. During this processe researchavasawarethat theywerea t t e mp t i rsepsetofdhe ma k
participants making sense of their experieices a n d i n doi nthinkisgoandt h e i
understanding would come into play (Huws and Jones 2008, p.3)00This thinking and
understandingvere not viewed as biases but aal componentsor preconceptionswhich the
researcheneeded to baware of during the analysis sta@uws and Jones 208l o assist in this
reflexive processvhen engaging with the participants accouhésresearcherngconceptions were
identified and notedLangdridge 200) The verbatim transcripts of the sestiuctured interviews

serval as the raw datiiom whicheach caseasanalyseqHunt and Smith 2004Dean et al. 2005
Eatough and Smith 2008mith and Osborn 200Auws and Jones 200Bavies et al. 200Ghrough

thefollowing four stage process;

1. A close interpretative readingas undertakerwhere initial respnses to the text are
annotated
These initial notesverethentranslated into emergent themes and resdrd

3. The themesverethen further analysed, supardinate themes and subordinate themes with
identifying informationwere recorded

4. After each case likbeen analysed a cresase analysisvasundertaken and any resulting

crosscase patternaererecorded
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This record of themes and pattetmere6t r ansf or med i nto a naisrat.
supported by verbatim extracts from each particig@ntith and Osborn 2007, p.521

It wasrecognisd during this procesthat IPA is not a prescriptive approach but a set of flexible
guidelines, these guidelines were adapted accordingly as the research process pregedgec

4, which provides an illustrative examplgatough and Smith 20P80nce the datwasanalysed

the literaturevas revisited with a more-depth consideratigicatough and Smith (2006nphasise

that i éitis only later that the emergent analysis is examined in light of the extant literature and at
this stage theoretical relationshipse established, as in IPA it is not the cabattthe analysis is
driven by tkeoretically derived categoriégEatough and Smith 2006, p.48%n practiceit was
acknowlediedby the researchéehat | was aware of the literature within this area, therefore during
the analysis stage this knowledge was brackéBmaiith et al. 200 The analysis stage clearly
followed the four stage process above, however it was more inductive and iterativieistha
following afour stage processSmith et al. 2016 The interviev transcripts were reaa number of

times, first as a whole and then line by Jitteougtoutthis process themes emerged and relatiosship
between themes were notéd@mith et al. 201p see figures 5 & 6 During the analysis of the
transcriptamy reflectivediary wasupdatedand used to assist in the process of bracketing, but also
to aid |l earning,t hdiwhyi shsaude |r #eelsectiendddr aerm eaar ccthhe
reflections)(Smith et al. 201p

In addition a transcripalong with superordinate theme tabas given toa member of the
supervisory teanas a peer reviewdp independentlytheme, notes were then compagsd any

preconceptions identifiethis learning was looped back into the analgsixcesgSmith et al. 200p

Five superordinatthe were generated from the analysis stage
U ThePractitioner
i Values
i Clinical Practice
it Coercion
i Ethics

The following chapter willexplore these findingand themesn more depth includingaying

particularat t enti on t o the researcherds reflection
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Figure 4: an illustrative example of the four stageprocess
Stage one first reading

Yes it 6 swhanhlpdrsorally wantttodo i t 6 grea rcgoodflydm will, its in their
best interests and you would always, because you are in a position where people come i
hospital and they aranwell you hayve tgustify that is was in th [ You W
do anythi wasnot deeme
stop somebody fro ing i now, if they were i d they wanted to go ou
they had neelth [ t hey i swerg mw, if ypu t d
prevent pew son ng then
but if they wergnhformal andthey wanted to go out,and kill themselv ould stop
them becau otto actin th r best imterests, you hay f care as a nurse
itdos for rinte

Staqetv.é aw(themes %

Un%en has fodtified which uséi the best
interests argument. Cannot act’without justification. Risk is a part of this pro€ess. Risk c3

Acting in these circiimstances islaty of caké ethical dimension

Stage three IndMﬁicipant themes

Themes / Page/Line \ | Key Words
ist 2.33 they are unwell
2.42 duty of care
2.43 Informal
risk
\Sgst interests
t personal
—PJustification
Stage four Supero&nate themm /
Themes / Page/Line
Reluctant use of powé\r/
€. | dono6t like that, aytéd.s not p 1384
€.. we are saying we trying to21.1819
a course of action
ltds a bit |ike a powe pl ayé. 3.1.37

Sometimes we have to coerce people to take m
the act and it is prescribed suel depot medicatign
€. itds not about wha/t | personall
Using the word coercion seems a bit strong byt yes sometimes we have ton 5.2.33
people do things they may not want to do at that particular moment in time | 6.3.106
107

ication if they are detaineq 4.2.3840
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Figure 5: an example ofthemes emerging fromg a r t i ctrapseriptt 6 s

Participant Transcript Excerpt

| donot beli eve, it is quite difficult,
practice | dondét think | wuse coercion,
di scover, | donét think I do, er m, I tr
giving people the choice of what they think is best, sometimes | have gatikee a decision
they dondt 1|i ke I recently had a pati ¢
community treatment order and | had to go out and serve notice that the patient was go
back into hospital, whidenhdo t1 | dikden 6mte Idiok ¢
police matter, and there was all that,

that, you know. | would have rather got to a situation where we could have resolved it in
better way, but it wasot to be, the patient would not meet me half way, and, you know, t
patient would not | et me in etc. Er m, t
would have helped and has been since proved that when the patient takes it they akest
woul dndét meet me and | eaves a bit of a
thatdéds not part of the job that | enj oy

Researcher 6s

Emerging Themes or'Rea Coercion is forcing somebgdo do
something against their will and

because you want them to do it

Coercion is forcing a service usel
to do something against their will

Very precise language
Because the MH nurse believes it

in their best interests
A common practice
Failure
Not a nice thing

Reluctant use of power

Core part of their practice

Coercion is a last option, choice

being the first option, but it may b

something that has to be done ir
certain circumstances

Though a core part of their practic
clearly uncomfortable with
coercing, pausing has increased
and use of theterindo a b ad
the mout ho

Coercion is to be avoided,

personalises its use as
uncomfortable and a failure

82



Figure 6: an example ofa superordinate themes tablé individual participant

Themes

Page/Line

Key Words

Self
Experienced but not
forthcoming

Coercing

Coercion is about getting a
service user someone to do
something the nurse wants
them to do

Coercion are nursing
interventions

Mental health nurses are
sanctioned to be coercive
where required

The level of coercion is
determined by the service
userds respon
Coercion is not a nice word

Persuasion is part of coercio
and a nicer word

Coercion can be an implied
threat rather thaan actual
happening

Coercion can have a positive
outcome

Restrain is a coercive option,
but always the last option
Knowing when to coerce is a
dilemma

Trying to maintain a
therapeutic relationship and
being empathetic reduces the
need for coercion

Coercionis about common
sense, your own beliefs

Ethical Decisions

There are in the best interest
of the service user

Best interests are about the
greater good
personal preference
Situational factors can
determine best interests
Risk determinesdw coercive
you need to be

Ethical nurses protect service
users and stop them coming
harm or harming others
Being ethical is a process, it
not always about the outcom
Acting for people who are in
mental distress is a duty of
care

1.7

1.24

1.29

2.53

3.69

3.78

3.79

3.97

8.261

10.311

10.333

11.355

11.370

2.33

2.42

2.43

4118

5.170

6.177

6.190

Years

Paternalistic

making them better, for their
own good
responsibility

depends on the situation

trick someone
respect

we are going

feel safer
try and deescalate
Sometimes

| would always worry

dilemmas you have

they are unwell

duty of care

mental health problem

risk assessment

Doing the best for somebody
we coul dndot h
anything else

lost their autonomy
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A duty of care is bsolute but
the person determines what
that duty of care should be
Following rules can be a
strong drive, but rationally a
person can decide not to
follow the rules

Ethical reasoning is part of
clinical decision making

Clinical Decisiormaking
Risk andhow the service use
responds are mediating factg
Be therapeutic at all times is
essential

Controlling others is not
comfortable

A duty of care is an obligatiol
to act

Control can be an illusion,
you doné6t al w
person is thinking

Teams arsupportive and
protective

Acting and how you act is
dependent on the personality
of the person

Not knowing information
about a service user can affe
the way deal with a situation
Decision making is based
upon weighing up all the
options and risk

Decisiors have to be rational
and they have to be justified
Your own experiences are a
powerful form of evidence
Being in control and
maintaining control is vital
Knowing a person can reduc
the potential for violence
Positive risk taking is part of
building therpeutic
relationships

Values

Treat people how you want t
be treated

Treating people well is baseg
on your own values and
beliefs

Best practice is respecting th
person and using your
common sense and listening
and being influenced by the
ser vi cepenescer 0

6.200

7.231

7.237

3.70

3.90

4.109

4123

4.130

5.156

5.162

6.185

7.235

8.246

9.278

9.298

10.317

13.407

12.378

12.380

12.393

ultimately to protect that
person

my duty of cardo patients

overrides

balancing risks

risky

trusted you

itds necessar
|l canét | et vy
Instinct

a multidisciplinary approach

cautious person

best of our knowledge

| had known

justifying yourself

| know day to day that it
works

i t 0 anige side

using your relationship

necessary to build that trust

respect for the person

| believe in karma

remember me in a good way
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Chapter 5: Findings
5.1. The siperordinate themes

This chapter willpresent in detail the findings of the stu@mith et al. (2009provides guidelines
to support the writingip of the analysis stage, however Smith highlights that;

fJust with every other stage of IPA there is not a single right wap &n IPA analysis. Writing is
a creative process, and authors, just like participants, have voices which will come out in the
constructing of the account.

(Smith et al. 2009, p.108

This creative process may include writing the analysis first and after writing up the analysis
completing the othechaptersof the study, and after writing theshaptergeturning to reconsider

the analysis sectiofsmith et al. 200P To makes sensaf what could be potentially a never ending
processSmith et al. (2009loes offer the following advic&And wherever one starts, good writing
almost always involves drafting and redraftigone 6 s anal ysi s and ar gt
become clearer as one wotk&Smith et al. 2009, p.108Taking thisadviceinto consideration the
writing up of this study startefirst with the analysis stage atitenthe otherchaptersveredrafted

which includedre-visiting the literature in more dep{Bmith et al. 200P In addition,Smith et al.
(2009)recommendshattheresearcher not experienced in using Bphit thefindingsand discussion

into separatehaptes, this is the case with thistudy The purpose of thifindings chapteis to
account for the common themes, how these themes were arrived at, and how they have bee
interpreted without at this stage relating them to the relevant literé@ungh et al.2009. This
chaptempresents théive superordinate themegneratedrom the analysistage The Practitioner,
Values, Clinical Practice, Coercion, and EthHigatough and Smith 20D6

These superordinate themes piresented as a taklgeetable 9 and are supported for the purposes

of the table by partial text extragtSmith et al. 200P This table is the final table and was agreed
after a dialogue between the researcher and the independent checker who is a member of tf
supervisory tean{Smith et al. 200p The superordinatthemes frame he 6 c ommon al
experience between mental health nurses who were participants in this(Stadly et al. 2009
Shinebourne 2031 These themes are used to structuredmgptewith careful attention being paid

to how eachsuperordinate theme arose out of the analstsige(Smith et al. 2009Shinebourne

2011). To provide the reader with an insight into this process a reflective commestaryvided

for eachsuperordinatehemeand corresponding stthemes(Smith et al. 2009 This reflective
commentary which is interwoven with the relevant participant text extracts is a refined version of the
researchero6s refl ective endeahese textextraateflectthee d d
presentationn the superordinate theme table, however more detail is ptbtfidais providedin

this table
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In addition, a selectepresentatiorof thesetext extractss thenprovided in the discussiorhapter

where thesuperordinatéhemesare embedded withithe relevant theories and literature (Smith et

al. 2009).To maintain the personal or phenomenological soul of these extracts pseudonyms are use
to distinguish who said what (Smith et al. 2009).

5.2. Superordinate theme the pactitioner

This superordinate theme arose out of the following commottrgrhes;
i Being an expert
U Enjoying your current role
U Mental health nursing is complex and challenging
U Good role model

Being a practitioneandbeing anexpertis not surprisingly related toow the participants identified
themselves as mental health nurses. Having the skill to be a mental health nurse was easil
identifiable what was more difficult to describe was how these skills werewited thdr day-to-

day practiceSusarwhen talking abouhierexperiences clearly identified skills they had accrued over
time;

il was actually building on skills around r

focused therapies

However there was an acknowledgment of a more difficult to describe part of mental health nursing

practice Alice describedhis as instingt

iwell they would and again it goes to that wl

you canoyourfingerane put

This use of instinct relates to the challenge of not knowing what a service user is really thinking and
on this basis the nurse has to make an educated guess. Thisgpezsstobbased on t he
knowledge and skill, and their knowledge of the service usethaidcircumstancesWhenAlice

was talking about using instinct which was framed by a particular incident it genuinely félistke

they hal guessed their way throughe situationIn addition, the use of skill and instinct can be
limited bythe environmenthe practitioner works withirBill describes their recent experiences of
being on an acute mental health ward and in their opinion the ward was understaffed and due to thi
understaffing certaiday-to-day tasks were not being delivered. These tasks included spending time
with the servicaisers on the ward and also having the timeexampleto take service users off the

ward to go to the local shops.
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Bill located this understaffing issue within acute mental health vesdst being the place you

would choose to work in;

AErm, becaus | know what is like, | think we have gone to far the other way in the sense that we
have had to have cimacks and all these changes, and change is good nobody is arguing with that
but sometimes we have got to stop and look about what we are actuadjyAod with the cubacks

and its cutting, cutting all the time, ward space and beds, we not got the space to put people, adde
to that they are cutting back on staff, so vy

were trained to do 0

When interviewingBill it alsofelt as if he was disapproving of the way care is currently being
delivered on acute mental health wards, it was not a case of blaming amsteaeit was a case of

really not likingto go orto these wardsa persongbreferenceBeing a nental health nuesswas not

just about professional identity, persoitidntitywa s al s o i mp o r tpeopldpersain ¢ h

Mick highlighted hisreason for choosing to be a mental health nurse;

fiCame into nursing in 1989 andasted my training at an old institution on the outskirts of the city.

| had gone into it with very little knowledge about nursing; | did not know there was such a thing as
a nursing assistant at the time, | was the only one in my intake who did not tkatiss | did not

have any family in the profession. | previously had done voluntary work as | was interested in

working with people 0

This interest stemmed from undertaking a n@f®r to enteringhbur si ng whi ch al s
per sond e kilgtoevark with pEdple io this way also invatMeeing willing to learn from
these encounterJeff mentions a complex incident in detail which is remerabeecausdeff felt

helearnt from it;

il woul dnét say it wathicalthing asfethics $sinvolwed o evergthing we w i
do every day but it is the first time we sat down and actually explore that and read around it and |
actually wrote up that incident as a reflective incideit

Being a practitioner is not without its alenges this includeanjoying your currentrole which is

not thenecessarily thesame as enjoying being a mental health nuvkest times the participants

enjoyedtheir roles;

il &m happy, and |1 d&m enjoying it
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A

Jeff clearly enjoyed their current work role and was full of enthusiagraninterviewed.J e f f 6 s
enjoyment related to learning new and interesting things within their current worldoiever,
Sophiehad mixed feelings abobercurrent role Sophieenjoyednursing however she didot enjoy

the types of service usesbe wasvorking with and some of the challenges they posed,

fil't is challenging role and certain aspecads |

Mick highlights the difficlties inherent with being a mental health nurse which can impact upon

enjoyment; the demands of the jolldahe high emotional intensitizor Mick;

flt feels, Yes, It is the hardest job, | thotighing amanagein the communityvas a hard job but
thisis very difficult the amount of range of demands and the intensity of emotions that go with it

comparing it to the community.

Sometimes being a hard job relates to being planea work role that was not choseBusan
highlights;

iltds not really a job | would have chosen t.

doeshavesome good point3

Susanwas speaking abouher current work role rather than being a mental health nurse, due to
service changeSusan wasnoved intohercurrent role. Beingn a role that was not chosen appears
to createextra challengesAll of the participants moved from role to role, sometimes working in
areas they would not have chosen to work within. This is important when considerivg 6 har d
jobd is especially when working with people
similar experiences | can identify with this viewpoifRéelingcomfortablewithin a role also relates

to the notion of being experienced whilinks to the notion of being expert. Being experienced in

one role can feel like being an expert, being inexperience in a new role can feel like being.a novice

Mental health nursing is complex and challengamgl to manage this complexity safely thentaé

health nurse has to have the required skills and knowledge and accordifiy to

il used a breakaway technique, members of staff came along and | stood back, you probably take
minute or two but | think experience counts here, you say to yolasklhere, you know it's not a
big individual thatés coming at you here, y
coming around to do you again you are trying to keep your emotions in check but you are conscious
of that, your first minute or tavyour adrenalin, you are scared and you are frightened but you are

trying to get your emotions back in conttol.
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This sense of being experiencado relates to knowing the work environment, knowing the service
user and recognising similar situatioddf gives an example of being attacked by a service heer,
recognised the situation as a situation where restraint could occur, havewhoughJeff was
under a great deal of strdsshad the presence of minad break awaysafelyfrom the situation rad

then deescalate theituationwithout usingd r e s t r a i ddff conle rotrsay dviey@ acted in
the way healid at that moment in time, retrospectivdbff could rationalise and justiflyis actions.
During the interviewleffgave a long andetailal explanation, however, esitated when trying to
articulatehis thinking during the@ncident Jeff wasvery clear about his emotions, Jeff wasred.
Experiencecanonly go so far especially when dealing with theenmain situationsSophie alks
abou having to deal with service usershevare in acute mental distrestemorstrating risky

behaviours, andewto the service;

fiWhat | find frustrating sometimes when we have people come in who have never been in befor
especially if they go down timeental health route we sometimes get very little information which at
times can be very frustrating it can also be depending on how they come in and aroused they are
some people you do not know their history, you do not know their potential and marmeging t
situation when they first come in it is |ike
judgment call, a typical example; the other night | got a new admission in a young person who had

never been an ipatient who had contactithservc es i n the community. o

Sophiecalls this making a judgement cathich is based on having potentiairgry little useful
information.During the interview it felt likeSophiehad a standard way of acting and intervening in
this type of situation which bame more personalised and informedSaphiegot to know the
service userEven without knowing a service user the nurse may be called upon to make a judgement,

which in this type of situation feeégyainlike an educated guess.

Alice links guessingtomt i nct especially where the nurse
service user. Howeveeyenif a nurse knows a service ugdice makes the point that they may not

really know them;
Al t is really difficult nyeonut acl a nhdeta | Itoho, k iitndssi ¢

have got to go from how they are acting what they are saying, if you are lucky what you know of

them, if you know them before
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Knowing a service user i s notakejntoactontthdematidnal 6 f a

distress the service user is Mick highlights;

filn in-patients some people are here against their will the intensity of resentment that can bring and
just that their life situations that have brought them here means they are ataltdstiage of life
andtheyareotn in a much more fraught state. o

Managing people in this fraught staegjuires the nurse to provide an emotional resp@ibecalls
this being 6touchy feelyd something thanhy was

or may not be missing in terms of contemporary practice;

ilt s about you treat other peopl e amatodchyw vy

feely, nursing isnét touchy feely anymore, b

According toBill &ouchy feelpis where the nursalentifies with the emotional distress of the
service user. During the intervieBill t al ked about how scary it mu:
eachparticipant during the interview procesasirying to constantly balanctkhe 6 f act ual 6
@énmotional &8 aspects of their practice. shttamost
while recognising that their practice is an emotional endeavour at a human and personal level
Responding imway that considers facts and emotifees like doing the right thing which includes
being the right person oremga good role modelAlice talking about treating peopla theright

way andgrounds this view in treating people how you would want to be treated. Treating people in
this wayfor all the participardis wider than being a nurse it also relates to how you treat people
generdly;

AYou have al ways got to do the besltyoureallydoe opl

want to help peoplé

Alicel i nks this view t o ttedtpeopledaditoan comd baak kna haorda 6
you. An example is given where a nurse who has been disrespectful to a serviaedises been
punched, there is element of the nurse deserving their punistivhekiinks being a mental health
nurse with a type of person and a type of behaviour, some paepdagineers and some people are
nurses. According tMickt o be a nurse they have to be car

caringbé at al | ti mes;

fiThey might be a cool customer but as long as they are observant of other people and interested i

them, they might have a different style of care and not sentimentalise how they care, they can sho
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it in other ways and that is fine, but if people are, drift into being cynical or uninterested or disdainful

of the people we are caring for then that i$ acceptable

Being caring is also about wanting to really help people in acute mental distress;

il f you really do want to help people then vy
into hospital, not to spend large amounts of cashtomd f t hey dondét really
because you understand that at that point in their lives they are not able to make an informed

judgement about what they should or shoul dné

This wanting to help according Busanis where the mental h#h nurse intervenes in a way that
both helps the service user to recover and also keeps theffireating people well and being caring

has arethical dimension

AThe mot her was involved in the ser vliocvee uesveerr:
down as a team and had a discussion, ethics came up but | will be honest my education in ethics i
very limited as many nurses would say, though | read around the topic, you know benevolence doin
good, but deception was the big issue lere.

WhenJeffwas talking about a difficult situation which had an ethical and legal dimedsfiwas
aware of the language of ethics, howeleif wasconcerned about doing the right thing rattinem
knowing about ethical theories. During the intervigvielt has if ethical theorieawere something
that were studied rather than having a practical application. Andtybe same timdeff clearly
acknowledged doing the right thing was the same as being ethical whidffioreant following a
right proces, problem solving, and achieving a right outcamméch was acceptable to all parties.

In addition to following a right procesSophiehighlights that doing the right thing required a
commitment to both doing the right thing, and also justifying yourtjeosiwhich in effect means

being the right kind of person;

fYes, | always felt and hope | am the kind of person where people can come up to me and say wh:
is your reasoning behind it and say for example why did you do that way, the reason why you did i

this way and not this way.

Sophiedescribes an example where it might be easier to give a service user medication rathel
spending time working through the ghagtedosoce us
Sophie didhot give theservice user this medicatiolt is not just a case of saying; no, it is a case of

saying why they are saying; no.
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This is set within the context of other staff not saying; no,Soghiefeeling theyhadto justify their
position to those staff as well agplaining her position to the service user

5.3. Superordinate theme Nalues

This superordinate theme arose out of the following commottrgrhes;
U Trust and honesty
i Treating people how you would like to be treated

U Being persofcentred

Being theright kind of person includes having the right valtesmost important beintrust and

honestyBill highlights;

AErm, we are the people they rely on to provide support in a number of different ways not just with
their mental health, and if we, erm, thirst thing you have got to do is be honest, so if someone asks

me a question and | do:mbét know the answer do

This is within the context of building a loigsting therapeutic relationship. Developing this position
Susaroutlines a scenario whem service usarho was in acute mental distress was not allowed to
leave the ward. The service user was frustrated, however this was managed by being honest ar

explaining why they were not allowed to leave the ward,;

Al f youdre hohegdrwi mbrpebpkeldy to work with

Trust is also part of the process of building a therapeutic relationship;

AYes but | felt in that situation is was necessary to build that trust

Establishing trust can mean taking a ri8kce describé an encounter whehetook a risk and
allowed a service user to toubker. Alicedi d not <clearly know t he s¢
transpired later, the service wantedcheck that they were humaBy taking this risk the service

user changed #ir negative feelings toward8lice and became more comfortable Ml i c e 6 s
presence. On probing furthatice admittedshe wasslightly wary and little a bit scared duritige
encounter, howeveklice thought it was worth taking the risk establishrust. Mick viewsvalues

as the cornerstone of ethical practice;

AEt hics, the underpinning values about which
| have difficulty answering is that most people don't think day to day about ethicallytirede,

their ethical outl ook which they may not be
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This includes making clinical judgements that are etlaodl lead to the mental health nurse doing
the right thingMick describes doing the right thing in terms of not doing the wrongghimglying,
disrespecting, and intimidating service users. In addititiok alsosees doing the righthing as
preventing others doing the wrong thingoing the wrong thing has a contextual element for
example telling lies and being @stful are wrong things to do. And yet there are circumstances
where it may be in the best interests of the service user to be dedeitfluighlights this issue when

talking about covert medication;

AObviously the individual is different from the managepiaispective, its deceit, in its simple form

it is deceit, it is not telling lies but it is deceiving the pati@nt.

This is where medication is given coverfigr example being given in food without the service user
really knowing it is there. By not ltang the service usedeff saw this as not telling lies, however
Jeff was tear it was deceitfuDoing the right thingandbeing ethical emanates franeating people

how you would like to be treatellill was adamant;

ilt s not a ktedstthhemgmd otr imeportant thing in
would like to be treated

This position was interestingly supported by
and they do not turn up which creates stress arebh8ill clearly saw this as not acceptable, people
generally should not be treated in this wBiyl. then linked this scenario taursingandthe viewpoint

that care delivery should be measured against what we would accept for ourselveselativas.

There was a sense that unacceptable and acceptable practices could be determined by what we, 1
nurse, at a personalviel would accept for ourselvell. could be argued that this approasha

6common sense approacho

il tds ¢ o mmatnrespgeetriosthe parsod and | always think and for myself | think you

always treat people how you want to be treated youdself

Alice relates this viewpoint to always trying to be fair even in the most difficult circumstances such
as using restraint ¢@niques. This sense of fairness is mediated by thinking about how would | feel
if | was in situation and how would | wanted to be treafdite alsorelates this view back to the
idea of O0karmad which f eel s alomahsgbadwiHagoeni f vy

to you in the future.

93



It is acknowledged that even if you treat people fairly it does not mean they will agree with the action

you took.Susanis more explicit in linking treating service users in this way to being ethical;

fi Wettedting people like you want your own relatives to be treated, that is what ethics igabout

This view of ethicsis about fairness, it also about protecting the vulneraéisantalks about
protecting service users when they are at their most vuleeraben if they do not want to be
protected this is about acting in their best intereg{s the service user becomes less vulnerable or
starsto become well again, the nurse becomes less paternalistic, always looking to hand control bacl
to the service useBusarviews control for control sake éise wrong thing to de unethical Mick

embeds treating people ethically within a framework apgroa

fiSo | suppose an ethical example might be something like treating people, like everyone has a righ
to life, which is enshrined in the human rights act, in ethics we refer to that like the right to family

life, the right to life and that is somethimge make reference tao

This approach starts with rights and values enshrined generally within society and then is linked
specifically to the care of people in acute mental distMigk views people in acute mental distress

has having the same rights pesople who are not in acute mental distress. What mental distress
changes ighe notionthat society has more of an obligation to care for people who are clearly
dmentally unweld . This emser s hoolwmdtd t he personodsBydi gn
trying not to be in control for control sake and ugimgw would | feel in this situatidias a meditator

of carethis stancerelates tdeing persorcentred This can be a challenge lbsing a mental health
service usecanconvey certaidifferencesspecially when a service user is in acute mental distress
and demonstrating risky behaviours.owkver Bill tempers these differences by always

acknowledging that even if a person has a mental disorder label;

it doesnot m aeft,ao difference, yawaye a gearsbri fiestrand foremost

The exampldill used relateto how you are treated if you have a medical condition, you should be
seen as a person not a medical condition. There is a sense here that acute mental diseégsis a m
condition, to be treateds you would treat any medical conditidrhis treatment is not just about
physical intervention such as giving medicatidnis laccording taill based orusing empath§to
establish aherapeutic relationshipnce thisrelationship has been established various forms of

treatment can then be effectively delivered
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Alice describespersement r ed care as the O6bestd care whi

fil do think and | am not saying | am perfect avander nurse, | always tried to do my best and the
best is respecting the person and its common sense.

Care can be seen as being the best care if it respects the pécsodoesnotgo into great detailt

is almost as if anyone would know what beate lods by describing it a common sense. It is
highlighted that the providing a good environment and building therapeutic relationships leads to
best care and good care outcomes which ingladeduction in serious inciden®Respecting the

personincludesrespedng their choices;

fAt the end of the day | always felt that people aired their views about single sex wards and the
gover nment had a response, I remember mi nd
choices, because | have seen msihyations with females on mixed wards and they were left very
vulnerable, but that is democracy, you know people choose and they have their own opinions abou
thato

Thisincludesrespecting choicevenif you think the person has made a bad chale&talks about
respecting choice even they do not agree with the choice the person has made, however they wi
intervene if the person is a service user and they are putting themselves deasingrthemselves
vulnerable This viewpoint illustrates thdifference between respecting choice within an everyday

context and respecting choice within a mental health rsesgce user contex®ophieis clear

il woul dndét say | break the rules as suc$h ob
the priority but understanding there are certain guidelines you have to go by, and make them aware

that certain thimgs you can and canét do.

There is a caveat, the rules of care which may restrict what the service user can and cérthet do
serviceu s e r @apotentiably breaks the ruleddn the nurse cannot help themtheir course of

action Thisissuer el at es back to the ment al health nu
and/or protect them, however this does not neegmice users in this situatishould be seen as less

thanb6 nsm®er vi cce user sbo
il think that just because someone has problems with their mental health and may lack capacity the

are no less human beings and probably need to be protected, the rydpes$esyprotect the patients

when theyodédre at.bdheir most vulnerabl e
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Susarsees the rules as a way of protecting peopleasaoulnerablevhichin their scenario example
relates tosomeone whdas an acute mental distress dadks capacity. This need togbect should

not dehumanise the perswnanyway. Being able to recognise and mitigate the potential negative
impact of restricting choice is dependent upon the skill of the mental health nurse;

il suppose that is down to each individual to have sketawareness to pick upon the signs of that
person, whether that other person feels engaged in a free debate or if they have been cornered an

arenowbeingn ef fect forced to do something. 0
The key skill according tMick is being seHaware when enggng with a service user in this type
of situation. This includes recognising that the nurse role holds a great deal of power within the

mental health nursservice user relationship.

5.4. Superordinate theme lItlinical practice

This superordinate thesrarose out of the following common sthitemes;
U Acute mental health is not a place

Team working

Being a clinical decision maker

Options are influenced by risk

A duty of care is an obligation to act

Being therapeutic at all times is essential

[ e B e B el S e S

Weighing upall the options

The original intentiorof the project was to focus on acute mental distress within parebcute
mental health ward context, howevseyvices have changed dramatically since 2011 and acuteness
is now being managed in a variety of diféart servicesacute mental health is not a pladgill

highlightsthese changes;

AiYou know, we do deal with people in the acute phase in the comunity.

Bill had worked in a variety of settings and was adamant that acute mental disiwegst managed

on the wardsBill emphasised acute mental distress was managed effectively in the community
there was no need for admission to a ward, hospitalisation could be aRiitledso talked about
these changes i n werrdnsbeds & anredducr itomi s nb a&s i
hospital were not always well, but well enough to be discharged if community sezgidd manage

their condition.
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There is also a sense that people lmamacute mentatlistresswithout the needor services to be

involved;

fAs an example if people start doing things like they are paranoid and they start tampering with the
gas pipes and that is extremely dangerous that can kill them and wipe half the street out so ther
society | think has theght to step in and say no you need to come into hospital and get treatment

for that but if that iliness takes the form of writing countless letters to politicians and the Queen and
various people and building strange things in the back then as longsasdt hurting anyone else

then it is their right to be ill without that interferenoe.

Mick was discussinthe idea that a diagnosis of mental disorder was not a reason for admission to
mental health services. Where services need to be involved was where there was a certain level
risk. This level of risk could be a risk to self or othévlick talked abougn individualdiagnosed

with schizophrenia who has delusions and there may not be a need for services to be. involved
However, if they started to tamper with the gas supply putting themselves and others at risk there
was a clear need for servicm intene ne and i f required rletherri ct
activities only include writing thousands of letters to a person and they are not threatening in tone,
there maystill be a need to intervene but not in a way that restricts their freed@biesequirement

to intervene islsomediated by having duty of care;

filf somebody was standing on a bridge ready to jump then | would intervene you know to stop them

to try and stop them but it woul dwdét be my r

For Alice this duty of cardnas aspecific responsibility. If someone was try to kill themsel&bse

would intervene where it was safe, however they do not feel theyalr@aponsibility to intervene.

If that person was iA | i caeellteere is a respondityi to intervene which is a duty of carelhis

duty of care within mental health nursing is framed by the therapeutic relationship irrespective of the

setting;

AiWhen people do become unwell in the coamuni

support them at home by suggesting that they

Susarviewsdimedas being an important part of this relationship. Within the community setting the
mental health nurse appears to have more timeadblesh this relationship. The mental health within
the community may be in constant contact with a service user for years, whereas the nurse on a wal

may only work with the service user for a few weeks or months.
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As services have change and boundariésd®n the wards and the community have blurred there is
a need for these two settings to work together in way that feels tertheesusersis anintegrated
approachThe important part of this way of workingtsam working This can be a challenge;

fJust the whole way of working is completely different, you have community consultants then there
is like an acute services consultant so they are like two completely separate teants really.

Susaris talkingabout the structure of service feeling likeantains tvo completing different teams,

the community teams, and the-patient service teams. Where the two teams communicate
effectively it feels more integrated, when they do ndedls like two separate teams.potential
negative inpactdue toa ladk of communication is the service user moves from one teamdiher

the relationship with their nurse has to begionf the start, which includes gathering knowledge
from the service user that the other team may already have gatbkagdies in servicean have an

adverse impact;

AAhem because there is not enough staff, you

have got less beds, less staff

Bill links a lack of staff on acute mental health wards to staff not being able to spend enough time
with service users while they apa anin-patient on the ward. There is alséugherlink to a lack

of beds whichBill describes as being a factor in thie@ging more people in acute mental distress
being nursed in the community rather than on a wiltl.who is now working in the community
views the wards as a bad experience for both staff and serviceMisirdescribes these difficulties

as inevitable Wen you have to manage;

flt is, it is not always easy to do in terms of the right judgement because to some degree when yo
have 66 people in a small brick box there is going to be lots of problems with how carers react to
each other and there has gotlie some form or sense of regulation of how people will behave to
some degree, but | think what | rather staff did is make individual judgements about circumstances
so not saying the rule at 1 o006cl ock ieoffahdhe n
you are all going to bed | would rather they responded individually and at night times when it is
appropriate to say canodét party all night and
and is wander i ng a rumseaimcbarge make ajuagment foraghand and lettthem n

go and watch TV as long as it is quiet, something likedthat.
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This dynamic of having so many people in a confined space with limited access to outside space ca
lead to tensions between all groupgpebple waoking and living in this spacé&his includes staff

making up rules just to control this dynamimm an outside perspectithese rules caappear

unfair. Where teams appear to function more effectively it is where they adopt a multidisciplinary
approach;

fil think nowadays it is more of a multidisciplinary approach

Alice describes an incident whettee team on the ward were considering whether to give a service
user leaveAlice was not keen as they felt the service user was still a suiskleTihe majority
acknowledged this viewpoint, however the team as a whole decided to take a therapeutic risk an
grant the service user leave. At the tileee thought it was the wrong decision but was willing to

go with the majority decision, on reflémh Alice now believes the team made the right decision.
This change is based on the outcome, the service user did not harm therdefivekes the point

that team disagreement can be a good thing;

fiThe service user to leave, the service user was less)ehere were concerns raised so we got

together, there were opposing views on the t
assessments done that is what they are there for, the psychiatrist looked at the service users histol
and spokewith the service users mother, the mother was unhappy if service user was allowed to

leave with the service user having nowhere todive.

When dealing with a situation of a serviegerpotentially making an unwise decision the team could
not agreen the course of actiofhe team recognised that they had a duty of @adethat as a team
they did not agree with the service wuseros
discussion the service user did not lack capacity and was mak#ag@ned decision. The outcome
being the team had to respect the service u

decision Reflecting and seeking other opinions where possible is not an uncommon practice;

fil think about it afterwards anthlk about it with the teard

This includes refleatg postincident. Sophiedescribes this as a common practice especialy af
using restraint techniqueBhese reflections tend to focus on dblthe right thing, using restraint,

could I have done things differently. If there was no other option available there is a sense of; | have

made the right decisioMental health nursesre making compleglinical decisions on a daily basis.
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Being aclinical decision makeinvolves exploring different options;

iWe needed to explore the options the option
that | am uncomfortable with that, on a professional level, you know, you have a discussion, y
debate the issues, and see what the best option available for our pafient is.

Jeffis descrbing aprocess of exploring the options as a wide ranging discua$iere theconsensus
of themajority is respected.his process follows this format where time is not an isklaing time
is not just about acting quickly in an emergency it is also about not having time due to workload

pressures;

fitdbs not enough time to really sthameandljustged wt

them back on medication and stable and out again.

Susarhighlights the role of mental health nurse on an acute mental health ward is tovgetting

a service user fit for discharg&/hich may just involve givinghe service userescribednedication
andonly being able to support them at a superficial leSelsancompares this to working in the
community where a service user may be in crisis and they have more latitude to rearrange thei
workload to work with them in more dépta more talking therapy approach. During the interview

it felt as if Susarwas frustrated by this way of working on acute mental health wards, it was not a
way of working that they either enjegior felt was the right thing to do. Their response to wayg

of working was to leavand work in another settingvhen making decisions within the context of
someone being iacute mental distregbere is an overwhelming ne&dich was highlighted by

Alice to minimise harms;

AYou woul dnoét wegingtto kil themsedves orsharm someoee €lse

In these circumstances acting and intervening to minialiggpes ofharms is important and so is

according tdSophiethe need to provide an explanation;
Al i f feel that t he willdtaveaddiscudsiononith the ipdcsen ahdrsayygiven e

me the reasons why you feel you need it, not

a duty of care to explain why | have used it and it has to be in your best interests.
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And someimes there is sense ofegret which does not fade eviérhe right decision was magde

AUm, he was someone who was in the group of bullies and sometimes he dropped out so it was
complex set of relationships, but on reflection | did think it had tieemight decision an enough
time had elapsed to think | hope the individual had done that for some other teason.

Mick when dealing with a particular incident believegiacted in the rightvay, however there was
a sense of regret due to the service kilimg themselves after dischargdaking clinical decisiors
requires the nurse to explore #ik optiors ultimately theseoptionsare influenced by riskOnce
these options have been exploiteid onlyt he n t h e dreedomdareexplicitlyrestridies,

the nurse feels more at peace with their decision;

fiYes | mean, | would feel comfortable if that was the options left to us to do, we have explored all
the options. This man needed to have his medication or he would deteriorate quite baiokhg,

on anticonvulsant type medication.

Jeff sense of being comfortable relates to being able to say all the options have been explored an
they are able to provide justification for their actidiosgive covert medicatiofror the mental health
nurseeverything they do within their practice is influenced by the need to manage risk;

Alt is risk that separates it out, yeso

Jeff describes a scenario where if it was not for the service user beinghaskguld not have

intervenedAlice relates identifing and making sense 0§k to a robust process;

n Wel | its necessary when anybody has to go
situation and themsel ves, so itdés a necessit

youdb and what you base your judgements ono

Assessing risk is not just a tick box process it is somethingnth@al healtmurse is constantly
aware of and at all times. Assessing rglcording to Sophies a process thatssistdhe nursen

keepingaservice user safe;

il would say | 6m concerned about the safety;
themselves, a lot of them will say they want to hurt themselves such as jump off the flyover, they goin
to go home and Kkill themselveseth ar e going to hang themselywv

Wrists0
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Susarhighlights that once risk is identified then tiiental healtimurse usually as a team member

acts;

fiBecause of his presentation, being very agitated and potentially riskgatmeagreed to stop his

leaved

Theduty of care is an obligatioto actespecially whera service usds identified as being at risk;

fiThe crunch time comes if somebody who is known to be suicidal starts expressing suicidal ideatior
or they havestarted harming themselves then you have got to start for their own sake taking some

other intervention whether it be getting the crisis team in or look at hospitaligation.

Bill is descriling a process whereby this obligation to act based on risk cdntdesestricting
freedoms determining factors are actual, the service user has harmed themselves and/or others, c
there is thalistinct possibly that something will happen if the nurse does not interkecerelates

this process tthe specific contebof an inpatient ward where a service user can be preddrim

leaving the ward through the use of a locked ward if they appear to present a risk to self and/or others
To justify this intervention to the service user or the wider world the informétion the risk
assessment process would be refetogtiroughout

AfLook saying to someone | ook |l ast night you
ideas that you wanted to hang yourself and now you are asking me that you want toygo se¢m
very down, you seem very flat in your mood,

go out when you saying that to me and the be

Restricting freedoms even when robustly justifiedasa comfortablg@osition to be in;

fiThe whole idea for me, all my experiences of physical restraint, there has been lots and at a persong
level | hate doing it but if | have to | will, if it is required to over the issues of health and safety

balancing that against pegnts autonomy and squaring the ethics of all of that is very difficult.

Jeffrelates this feeling dieinguncomfortable to howewould feel ifhis freedoms were restricted,
Jeffused such terms as; dehumanising and degradiagng the right decisioto restrict freedoms
is difficult when there is little time to make a considered decision, this can happen when a risky

situation ariss with little apparent warning.
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Knowing the right decisions to make in these-faested decisions is based on exper@n

fil think is that quick the decision sometimes, it does come with experience knowing when to do i
|l &m not going to say that there arendt toi mes

However,Sophiedoes suggest that sometimes in hindsight there is sense of did we act to quickly.
This acting to quickly relates to the use of physical restraint and also the decisions of others in the
team who can influenced the decision to restr@ophiewas adamantrém their perspective that
restrain is a last option with all other options being explore first including verbesaidation
techniquesMick provides a reminder that the nurse is accountable for their practice even when part

of team and on this basis;

AWe have a duty commensurate with that part.
duty to not to simply deal with the people that clamour around us, tnatmpeople more senior

to youor colleagues, but to make sure you are aware aftuhactually happening with the most
vulnerable people you are responsible for and make sure that they are getting a good and fair

responsive treatment from the service. oo

Even in the most difficult of ci coodtiomihe mentale s
healthnurse has to remember theng therapeutic at all times is essentiBeing therapeutic which

includes establishing a therapeutic relationslsip determine the type of care provided, it can also
increase the amount options availableOn an inpatient ward being therapeutic even when there is

intent to be therapeutic can be a challenge

fiThere is a lot of noise and there can be a lot of friction between some of the service users especiall
when we seem to have a higiput of service users with an EPD, emotional unstable personality

disordero

Sophiehighlights thafor the nurse to be therapeutiey haveto manage thenteractionsbetween

all parties that are the wardhis is a difficultly in itself trying to maage around thirty different
personalities at any one tinsaff and service users addition, the environment can beeatricting

factor. When a service user is an acute mental distress on a busy ward it can be difficult to give then
the appropriate §ge, ondo-one spacep manage their distress. If more than one service user is in
acute ment al di stress than a | ack Whédretkeppseo pr

has options they carse their relationship with a service useconsider

fiSo trying to get their attention, trying to get them in the time, place and person, using your

relationship to manipulate that situation in a way again to coerce or persuade them to stop doing
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something that might harm them and obviously brepkip furniture and harming furniture, you

know, like damaging things.

Alice is describing a situation where a service user on the ward is angry, psychotic, and damaging
objects on the ward. As they are not harming othadise tries to get their att¢ion, bringing the
service user intd | i ceality,@lice then tiesto establish a dialogue with the service user with the
aim of deescalating the situation. At the same tiAle has directed the team to get all titber

service users ta safe plae Where there is not a threat to oth@tice knows she has théme to

work with the service useflicehas al so cal cul ated that the se¢
time, soAlice keepstalking. If A1 i deel an educated guess, the situaimescalatingandthe

service user is a threat to othédéce will consider physical restraint, but only as the last option.
Alice calls this approach manipulating, however thigproachis viewed as good manipulation
because it is aimed at reducing haBusardescribes a situation where they convihaeervice user

to changea decision they had made due to this decision creating a high level of mental distress;

fil took her out and walked round the park with her a couple of times talking to her angsbate
have developed a good relationship over the years | managed to convince her that it was better fou

her son to know where she was.

The outcome for all parties was a reduction in levels of mental distress. This decision was viewed a:
an unwise desion, however at first the service user was unwilling to consider other options until
working through the issue witBusanwho had a good relationship with the service u3éis
manipulating which aims t@o goodandis based on agreed ethical values;

flf you are member of this society you have a right to have your life valued and to be taken care of
and so the rest of society has the ethic duty, | suppose, to plan to make sure that people don't simp
become marginal i sed andtheirbenaviburis unapgedlidg oi uhattractive y

to otherso

Mick links any type of nursing intervention with an ethical framework apprdaebe frameworks
ethical and legakhouldguide the nurse towards making an ethical deci®efore intervemg the

nurse has taveigh up all the optionghis includes exploring all the optians

AAnything that iis affecting the quality of |
using someone quite recently as an example, there is a gegsenwho has a bipolar disorder, they

diagnosis is bipolar, but its more | would say it's a schizoaffective disorder, and the patient is starting
to experience more and more paranoid thoughts, now the patient is a very intelligent and articulate

person wib have lived with this illness and managed it, the patient has got a lot of physical health
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problems as well, and, you know, the patient was at the point of | think being admitted quite recently
because the patient was so distressed by it, but becausengaded the visits because we worked
with the patient and the patientds partner s
do, the patient didndét want CRHT because t he
get a different pratitioner every time and all you do is go over your past history, 7 times in a week
if you are seen by seven different people, w

Bill describes a situation where a service user was in acute mental distress and hospitalisatio
appeared to be the only option. However, after a lengthy discussion it was agreed that hospitalisatio
could be avoided if risk could be managed by increasingrimint of staff support the service user
was receiving. This approach appeared to work measured by outcome, the service recovered and ri
was contained during their recovery. This individualised apprsholldnot as Mick highlights

relate to appling therules just for the sake of the rules;

fil suppose what | want is people to move away from sets of rules of how or what we expect of the

service users that we might coerce them into and move towards a sense @f ethics.

Respondinghotjust through followng the rules requires the nurse to kaelrlogue going;

filt can be a really quick decision and in a lot of ways it comes down to experience to whether you
put hands on or not, | mean more and more you are thinking you do not want to put hands on people
you want to try and use verbal-dscalation, you want to try and encourage people to talk to you as
to why they want to go, and just explaining
lot of other options, we do not want you to hurt yolfirsee do not want you to hurt the staff.

Sophieexplains thaverbally deescalating a situation where a service userantally distressed and
risky requires a twavay dialogueOn this basis thenentalhealthnurseis constantly trying to keep
the channels of communication open, once this process stops there appears to be more chance tl

physical retrainwill be the only optionEven though aSusararticulates;

filt should only be ever used as a last option, besae i t is restrain, and

away, it is the ultimate act of otaking peopl
Alice makes the point that mental health nurses are not mind reddaysmnmunication stopshe

service user still appeato risky,andthey are not controlling their own behaviotlrenthenurse is

required to intervene.
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This need to intervene is therefore more likely to be based on an educatediguk$ss to result

in establishing control;

iWe canodot cfamréeds eecavde peopl eds minds or anyt hi
we have done our best to the best of our knowlédge

5.5. Superordinate theme I\¢percion

This superordinate theme arose out of the following commoitharbes;
Restrictingfreedoms

Reluctant use of power

Pressuring and persuading

Coercion is based on a duty of care

Sensitive coercion

Risk a mediating factor

Knowing when to coerce is a dilemma

[t S e B xS en Y e B xR et

Best interests

c:

Potentially abusive

Defining what coercion is and is not was a ggle for all the participants, howeverestricting

freedomswvas a key tenant including makisgrvice userdo something they did not want to do;

Coercion to me means forcing somebody to do

accept hi s increase in medication then | owill p

Bill links this idea of restricting freedoms within mental health nurse practice to the nurse having the

power to restrict freedomSophiethen links power with hamg the means to restrict;
fiMy understanding of coercion is making a service user do something they do not want to do by
whatever means is required, whether that is by restraint or through medication, whether it is

restricting their movements in some wagt letting them go off the ward.

These means are framed by what society will allow, however there is a recognition that the power tc

restrict freedoms is more than just an unusual occurrence;

fiCoercion is without géhg into concepts coercion is every day, | go to work and there is coercive

elements every day in my encounters with the people | work with.
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Jeffis highlightingthat everyday nursing interventions are pressuring a service user to change their
behaviour tde or to do things they may not want to be or do. This takes the form of constant pressure.
This approach is justified by the best interest argument deddybilice;

fiWell such as, | suppose you can look upon it that is quite a paternalistic sdet of that you are
doing something for somebody in their best
because of the nature of their iliness.

Susartalks about this use of power as thwleasant side of mental health nursing practice;

iMaking people do something they donét want

unpl easant. You dondét need to coerce someone

Restricting freedoms cdreunpleasant eveifi justified. All the participants recognise they have the
power torestrict freedom, however thereaseluctant use of poweBophietalks about this use of

power within a team of mental health nurseeelation to giving discretionary medicatias;

il t 6 s a powerplay whete Emade the decision is only up to my discretion and | do challenge

that with some staff.

This relates to one nurse wanting to use this power in one way and another disageenagting
to use it in another wagill describes the inget of the use of power, in this case the power to send

someone to hospital, at an emotional level

fHe woul dnot me et me and | eaves a bit of a b

not part of the job that | enjoy, | see it as adfita failure if someone goes into hospital

Even using the term coercion can be sit uncomfortably with the caring aspect of the role, even if it is

a necessary part of the role;

AUsing the word coercion seems naakelpeople do thingsn g

they may not want to do at that particular moment in fime

Susanreframes coercion in terms of talking a service user into doing something, this reframing is

related to feeling that the word coercion has sinister connotations.



Mick highlights where required coercion is a necessary part of the mental health role;

fiSometimes we have to coerce people to take medication if they are detained under the act and it |
prescribed such as depot medication

This sense of not wanting to das balancd against the greater good. By coercing wlaeracutely
unwell service usgposes a risk ipistified by the wider societal need to control and reduce this risk

Alice describes this as not a personal choice;

iYes ités nperabopat!| whewant to do, itds for tl
interests and you would always, because you are in a position where people come into to hospita

and they are unwell, you have to justify that is was in their best intérests.

In preference to the term coercion the tepmessuring and persuadingere usedSusarandAlice

respectively describes their preference for the term persuading;

ifPersuade, yes, it just feels as i f thgnowith t r vy
respect, not respect, but | dondt know iot fe
AiProbably, yes it probably is, because you &

to do but persuasion suggests giving reasfan doing it rather than coercion which suggest just do

it because

Pressuring and persuadingtfigr Susan and Alice amore acceptablas terms, howeveressuring
and persuadinmay carry in the background the threat of restricting freedditis highlights;

ifSo | woul d see that as coercion, [ t hink w

something against their wid

Pressuring and persuading can accordingetib feel coercive especially where choice has been

restricted;
filnt hat respect I have seen staff speaking t
negotiation itdéds telliomg people what to do t

10¢



Sophier el ates the use of pressuring aodsedm®suad

is framed by the best outcome for the service uleir,approactis leastlikely to becoercive;

il think sometimes, it depends on where you?o,!
do something, if you think it is the best forthemamdiyd ve got reasoning bet
itds best, and ftheitrhesiaf ebgnamnidt t hamr heal th

However, there is a caveat, the best outcome for the service user is not necessarily the same as wt
the service user would choose to flo.manage this disconnection between these two points of view

Bill highlights the need for thmental healtmurse to challenge or pressure in a sensitive way;

fiYea, you do sometimes have to persuade people to do stuff, you know, it might beidehéfter
you do something else, you can suggest things | suppose, erm, | like it mainly to be a working
relationship you can, you know, the patient

look is that the best choice you are making foryoul ong t er mor ecovery nee

Usingcoercionis based on a duty of cark has to follow the rules and it has to be the right thing to
do. This duty starts with the service user having a mental disbedeg supported by the nurse to
recover, as descelol byMick;

il dondt know how to phrase this really, basi

them recover, | suppose

This need to intervene in this way is reaffirmeddbige;

ifYes, itbésoa duty of car e

Sophieand Mick respectively framed intervening as doing it in the right way and following the

required rules;

iSo you have not got to use any restraint or
rapport with certain patients who are coming in even thoughkyow they have got potential to be

aggressive or doing themselves really bad self harm, if you have got a good rapport with that person
and you use the staff in the right way you can negate that happening, you can talk to them, you ca

distractthemandi t wor ks really well .o

fil suppose you work within the nursing code of conduct as | said before about respecting privacy,

confidentiality, and all that works within that
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Intervening that is coercive may be done in the right way and it may follow #& hadweveSusan
highlights that egn though iis the right thing to do it may be something that the service user does

not want to do;

iStay on medication that they dondét want to r
they need to ay in hospitald

This not wanting to do it can take the form of actively refusing to go along with the intervention and
even if the service user goes along with the intervention it does not mean they would if there was no
pressure presentoercion withh a caring context such as mental health nursing practice has to be

sensitive coercionThis can take the form afhinimising harm to all partiesSophiehighlights

fiYou do not want to do it because there is always the potential that they might getehomémber

of staff might get huid

Mick talks about it being contextualised by thsue of consent;

fil think we are still aware we are coercing them and what we are doing is not with their codsent
It has to be a last option;

fil would give it oraly. 0

Alice when presented with the scenario of having to enforced medication by injection and then the
service user suddenly changdksir mind even though the injection is drawnAige would still go
with the least coercive option in this case oradication.Coercionhas to take into account the
human dimensionf both staff and service users, Bill describes the neessfecthe humanity of
the service user;

fiThey have got the same feelings, the same worries and the same concerns, asigoecor |

And it has to be honest as highlightedSwsan

il d o nnledication; laleays say that to them

The presence of risk and the type of risk determines the type and level of cagéskianmediating

factorin coercion
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Determining risk is Ased on knowing the service ustophiehighlights

fiTo my mind it is knowing your patients, it is knowing your patients and it is judging their state of
arousal, if you feel that they listen to you and are willing to engage with you and talk witthyou
they want to go out and whatodos going on and
they want to ga

The assessment of risk is way of determining how to intervesessing risk caalso carry a threat

of coercionwhich isdescribed blice;

AWhereas risk assessment is something you can use to persuade people or coerce people, the rest

of that risk assessment you can use for doing that, for persuading people, for coercingpeople.

This relates to something like; according to teeessment information we have if you do not take
your medication you know you will become unwell again. The power of assessing and managing risk

links tothe power to actMick discusses;

ilt s not the diagnosi s t h ahinkingimeretewardssthetmbanéal r i
health act and it is simply if they are going to harm themselves or others then that gives society unde

the current law the right to interverie

Bill andSusarrespectively describe harm as risk as;

AErm, again, if itsomebody relapsing, erm, through psychosis, erm, when it starts to affect their
quality of life or their not fully sel€aring, erm, or it is impacting upon their activities of daily living,

erm, or they are starting to experience real problems outsidieedfiouse or they are withdrawing

back into their home, then have got to start doing something more proactive and start looking at

flf someone is in a position why they are going to do something that will harm themselves or someon
else again the samailes really. At thatime, it is the only course of action that will prevent that

from happening

As there is a preference not to coekoewing when to coerce is a dilemn#dice highlights this

dilemma withn the context of physical restraint;

i lalways used to have the problem of when do go in to restraindhem

111



Not coercing and not acting caotentiallyhavean emotional impacin this caseMick is talking
about his reasons for acting which involved preventing a service user coming to hastribging
the freedoms of other service users who were bullying this individual

flf the individual had killed themselves while | was getting reports that they were feeling bullied and
| never would have forgot it in my lite.

And Susarfelt uncomfortéle using restrainthough the use of restraiintthis situationwvas without

complications;

Although it was controlled and probably very different to a normal incident | still felt

uncomfortabled

For Sophiebeing coercive can be the culmination ddifficult situation where there is very little

i nformation at hand and; the nursebdébs choices

fSo trying to keep people and the situation safe for everybody was difficult and as we did not have ¢
great deal of information as far as the familgre concerned the service user had not had any contact
with services so we couldnét really get anyt

this before, if the service user had any aggressive behaviour before that we should be aware of.

Coercion should always be used in Hest interest®f the service user. A startindggeis to work
with the service user to determine what they think is in their best intéBékidescribes

AANd certainly very much around giving people the choicehat they think is best, sometimes |

have got to make & decision they doné6t 1|i ke

However, the nurse has to determine what is in a sewisee bbest mterests if they believe the
service user is unable to make this judgentkay have to act of their behaBophieand Susan
highlight respectivelyhatthis acting in best interests is basgtthe best outcomes for the service

user andknowingwhat is best for them
Al t hink | under st and i nthemyandthe bedt outcondedor th@mo ut |
fil think you can and | think honesty is the key, to me it is about being honest with people and sayinc

l ook | know you donét want to do this but at

doifldi dndét think that |l owouldndét be asking yo
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This knowing what is best is accrued through the mental health putseg themselves in the
ser vi ce Heweveldfeels lke; ihtbeeservice user was in their right midat wouldthey

want. The nurse is using being in their right mind as a way of making sense of this dilemma rather
thanbeing the serviceiser in acute mental distregdhis approach isramed against a long term
good,the service usé longterm wellbeingAlice highlights;

iSo it might be a case of preventing people
as a patient or you are persuading them to take medication for their mental state with the ultimate

aim of making them better, for their own gand

Therewas aconcern that coerciornoald be potentially abusiveBill, Jeff, andSusanrespectively

highlight the following concerns;

AYou know, when you get on the ward its not

as a pat i eerperierice t@ e loekeddgno o d

fiThat is a nice way of working with people that came afterwards, restraint is always a big ethical
issue for me it can be different things, autonomy, the experience, the degrading experience for peopl
and i-hundasisindoe

ilt should only be ever used as a | ast optio
away, it is the ultimate act of otaking peopl

These concerns potentially influence the mental health nursecautieus in tleir use of coercion
especiallycoercionin the form of physical restraintJsing coercion has a price to pawjck

describes the cost;

fYou might think that the intervention outweighs the damage it causes to them by bringing them in
and makinghe decision to do it, there is a cost to pay in as much as you are sometimes left with a

very angry and humiliated persan.

The nurse can become so used to using coercion they become desensitised,;

il have said it mys anedication we ar&goingto have to gived to gou byt a
inject and we really donét want to do that.

have to get you assessed under the mental health act
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Alice is talking about almost running througisaipt which is used to pressure the sezviser into
taking medicatonEven t hough this script is wused in t
still feels a sense of regret that they have worked in this 8@yhiehighlightsshe haobserve
othersusing coercion in a way SopHelieves is notright;

fiOther times you find people using it not in the best way, there could be other ways of using it or
dealing with people and dealing wit hidesbhei r i

5.6. Superordinate theme éthics

This superordinate theme arose out of the following commoitharbes;
Ethics in practice

Right and wrong are relative to the situation

Ethical rules

Everyday rights and duties

Ethical outcomes

[T e N et SR e S et S

Ethical decisioniave to be reasoned
U Ethics is multifaceted

U The character of the nurse

0 Unethical

Understanding ethics is contextualised byrtiental healtmurses practicesthics in practiceThere
is a sense thatlgcal issues feel different themental healtliield compare to physical healtkick
highlights

fAANd so, we do it through the NHS, is to try and understand more deeply why people become ill, hov
it affects them, how can we respond in a way that helps them and maintains their dignity and |
suppose ¢iics have evolved quite quickly in terms of mental health compared to say physical health
care so even in the time | have been qualified in 20 years | have seen a lot of change as much as tt

judgement of people who have got mental health problems isctedgar mored

Mick relates this change to the active involvement of service users within the management of menta
health service deliveryick views this change as a good thing and one that underlines the value of
service user involvemeriBeing ethicais respectively described 3gff, Sophie andAlice as doing

right and not doing wrong;

ATrying to keep it simple in my mind ethics

that informs our practice®
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iltds about right and wrong basically, what

taking on board what they séyyou 0

AiDoing the right thing

Right and wrong also relates to minimising harm;

Altoés | i ke t he darna yoa know ahd | thigk thatf ernm, i impodtant innnarsing

as well as, you knaw

Mick relates no harm to working in the best interests of mental health service users. Not exploiting
their vulnerabilities and being committed to wiorg in a collaboratve way. There also has be an

intentnot to do harm;

Ailtés about your intent whem youdre working

Susandescribes intent in terms of intending to @ood and protect people who may be at their

most vulnerable.

Right and wrongare relative to the situatigrwhich includes being relative to the person;

iltds not what is right for me it is what 1is

fiUnderstanding what their concerns are what their choices are, what might be right for them, y
might think might not be the right outcome, but it is what they feel cablemwith and they want

to do. 0

JeffandSophierespectively highlight the importance of respecting what the service user wants while
at the same time acknowladg whattheywant and vinatthe service believes is right for the service
user may not be the same thihgthis situation the mental health nurse is mediating and trying to
make sense of the relative merits of each position and then trying to plot a way forwaedsérwibe

user.Relativenesss alsoabout understanding that a standard approach will not always work;

AiThey would welcome you to the ward no matter
situation, but it makes you feel important whichMsen you are at your most vulnerable being
admitted to an acute mental health ward, you are really vulnerable, but that little personal touch

makes you feel a little easier.
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Bill discusses the need for the nurse to be persotred this includes beingspectful and courteous
especially on a mental health ward which may not be the most welcomingpéeemining what
is right in a situatiorshould be based on agreed ethicdles;

AThat is what | want peopl e @m0 dsoi ttwa tsioan arfd
what is safe, fair and respectful and promotes autonomy for that particular situation and not just say
the rule we do this.

Mick advocates not only gy a values approach to ethics, it should also be framed by the ifodiow
fairness, respect, equality, dignity and autonoRgwever,the nurse should not use this approach
as a fixed ruledased approachRulesbased approache provide a reference poinBill, Jeff,

Sophie Alice, andSusarrespectively highlight;

fYes, life is governed by rules, you know, and there are certain things within nursing, you know, that

arenchob6s i nursing

fiBoth, it was wrong legally and ethically for that person as a human being it was the wrong thing to
doo

il wo ul dbmeékithe sukesyas $uch obviously the patient is the priority and what they want is
the priority but understanding there are certain guidelines you have to go by, and make them aware
that certain thimgs you can and canét do.

ifYes i f y o uwhicloadrd tleere toprotéct you aadsif you follow policies you cannot go

far wrongo

il think that just because someone has problems with their mental health and may lack capacity the
are no less human beings and probably need to be protected, thesufgmse protect the patients

when theydre at.dheir most vulnerabl e

Rulesbased approaches have limitations, they cannot provide an answer to every situation, making

ethical sense of a situation requires ethical sense;

fil suppose what | want is peoplz move away from sets of rules of how or what we expect of the

service users that we might coerce them into and move towards a sense @f ethics

Mick is describing a situation where the nurse makes ethical sense of a situation through knowing

what is rght ard wrong at that moment in time.
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This knowing is basedn the nurse being able to balance the rules against the wishes and wants of
the service user. This approach felt like the ability to feel for the right answer which is a challenge
when the nurse has to constantly justify their actions; rationdliss rationalapproachhas to be

seen to respeeveryday rights and dutie3he mentahealthnurse has a specific rokehich makes

them accountable to societMick makes theoint

fiYes we are all here as servants in one form or another whatever | donkoariyi of us are powerful

however far you climb up the ladder we are all here as public servants

This societal role as highlighted I8ophieandAlice is to protect and dtmesact a behalf of the

vulnerable;

fiWe basically say, yes you are iaformal patient but, we have gone down the road and have got

locked doors for your safety and protection.

flf they are really unwell you know they may have lost their autonomy by the nature of their iliness

so you have to act for them, you have thay @f care, makes you do your job

To do this role well the nurse has to have good social skills and be an effective commuBiitator,

has noticed on occasion not all mental health sysssess these skills;

fiHow about developing the social skillstbe people looking after thetn

There is also aental health specific paradtx protecting whictieff describes;

Al think so yes | etds be honest with you per

covert medicationisabodte cei t wi t hout telling | ies. o

This highlights what may appear to be unethical in an everyday context may be ethical in a mental

health context. Having the right values provides balance in what may be difficult ethical situation;

AANd | suppose ethicallthat is what that is about fairness, you know, being respectful and being

fair. o

Susandescribes a situatiowhere a service user in acute mental distress was refusing medication.
The ward team could have enforced the medicatioich was prescribethstead they worked with
the service user to find a compromise essence the service user was given the final decision on

which medication waso beprescribed.



This approach would not work for everyone, the service user in this situation was knowledgeable
about the medication they could or could not taBe.reflection theSusarknew shehad done the

right thing because of the outconk@owing as a mental health nurgeu have done the right thing

can be linked tethical outcomesAlice andMick respectivéy highlight;

i M the former, our duty of care would be to ultimately to protect that person and for that person to
have not killed themselve

fiWent off the ward on unescorted leave and went home and hung themselves

Outcomes may not always be a good measure. A service user killing themselves can be interprete
as the nurse making the wrong decision, however it can also be interpreted as the rightwiéitision
the act of suicidebeingunpreventableEven when the lagtr stance is taken there appears to be a

sense of regret which possibly comes from needing to intervene and prevent;

fiSo you will going to weight up, if somebody is saying to me and expressing that they are going tc
commit suicide | feel quite, and not o say justified but | feel comfortable in doing restraint if |

need tod

Sophiediscusses thiseed to intervene if a service user is expressing suicidal ideas, inteyagay
include restraintSophiehas a need to intervene, howeske waslways exploring the options, yes
| could restrain, though | would prefer to talk things through, possibly offer medication as well. The

nurse is always trying to present options which can look like limited ch&@dkgjives an example

fiYou have gotat give people the choice and say to them, you know; if we look at you past history
and we say to you, you know, say for example you're my patient and looking at your history in 2001
you were admitted to hospital and prior to that you stopped taking yatdicatien and in 2003 you

were admitted to hospital and you had stopped taking your medication then, 2008 the same thing.

These limited choices are seen as being successful if there is a good outticimenaludes

controlling risk.Susardescribes medit@n within this context;

filt 6s not being dishonest just trying to sho

sometime®

This does nomeanmedication work for every service user, however it is an optigsploring

different options is part dhereasoning process
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Ethical decisions have to be reasondltey have to be justifiable whiatan include challenging

decisions whicldo not appear to justifiable

AYes, justofying yourself

Alice describes a situation whesbechallenged a decision by their manager wishbfelt would

put service users at more rigkl i qugtificationfor her positiorwas basednbeing able to present

a rational argumengophiefelt that sometimes it is difficult to challenge institutional practices even
practices which appear to be coercive. The exa@pfshiediscusses is the routine use of locking
ward doors;

il would say we have never been tagsitomtiynwe aavey |

done ito

Sophieis not entirely comfortable with this decision, however there appears to be no avenue to
challenge itMick relates challenging decisions to powdick did not agree with a decision ahd
had the power to overturnellecision

Al donbét care whether Ohe doesndédt match your

Susarhighlights;

AAbsolutely you donodét just do it, you do it
medi cation, they candt s e etohate medicatian am theyraite not h a
accepting it and they needat.

This way of reasoning relates to the use of restraint, to restrain the nursadasgtmd justification
which includes providing evidence that it was the only course of action laleailhics is
multifacetedwithin mental health nursing practicepecially in complex situations with no clear
outcomesand multipleethical issues are preser{nowing the service user or not knowing can

influence the level of coercipSophieandBill highlight,

il think some ways it might, | think if you know someone you have a fair idea of how they respond

to certain things or how they might behave when they first cone in

AwWhereas i f you dondét know s omésuppesedodya@v@ per h
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Mick makes the pointthatwhat appearto one thing is something elskhis relates to a locked ward

door not being a locked door;

fil suppose in my house my door is locked but as | can go | do not see it as a loclked door

In addition, the nurse has to follow the rules until they have to be overri@dsarhighlights

AEven though | follow policy there are times when my duty of care to patients overridgs that
Susamotes that the ledjatatusof the service user hasatso be taken into consideratjon

fiNow they have to go to a member of staff and ask to be let out and | think there is a difference
between being a voluntary patient and being a detained patient, but even with a detained patient the!
dondét needrs|l bekadse they candt go .adnywhere
Susardiscusses lodkg ward doordy relating the ethics of using this approactato s er vi c e
legal statusThey are comfortable with doors being locked if the service user is detained, if they are
not detained using a locked ward door to restrict their freedoms feels wrong even if the service use

is not attempting to leave the ward.

The character of the nueshas a part to plain relation to the nurse being ethical or not as the case
may be Bill highlights;

il think the vast majority of nurses have th

wrong, |l donét t hi nk toshe joboothersis® peopl e woul d c

Having the right charactés incredibly important when working with individuals who are mentally

distressed;
il'tds very hard sometimes to actually engage
they want to stay on ¢hward or why want to go and come to a mutual understanding of idat t

best outcome is going to be. o

Sophiedescribes how difficult it can be engaging with service users who are in acute mental distress.
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Mick and Susanrespectivelyhighlight that thesmall thingscan help such as kindnesand

understanding

fil think on most wards you will find service users who will quickly suss out who is kind to them and

who is indifferent and outright unpleasant to them.

iSo | i st e nandunderstanding¢heipneeels from their point of view rather than telling

them how it i®

It is important to recognise that the character of the rinchgdes personal characteristics

A

iBut | think generally | 6m nthinkéhat & fvhata ant pobably o u s

reflecting the fact that | am more cautious than other pedple

This personal characteristic mal&gce more cautious when managing righice is more likely to
referencdo the rules when making decisiodental healh environments can be difficult places to
work within, there are practices that can appesthicalor feel unethicalBeing coercive even if

justified can feel wrong. In this caSaisanis discussing locked ward doors;

il just dorddtndlti Ke kit ;t hle jiwdseta of it

Alice talks about restraint in the frankest terms;

AYou could say you are assaulting people be
frowned upon but | think it i s nerwchkigsomebpdyy ou
el se, and, and they would be putting other p
Sophieviews coercion as pointless;

AwWe find with a | ot of our paatients there is
This sense that coercion is pointless relates to coercive reegsuegaring to work in the shdetrm,
however in the longerm it can escalate risky behaviours whicla direct response to freedoms
being restrictedMental healthwards and some of the practices undertaken on these arardet

pleasanand potentidy not ethica) as described bill , Jeff, andMick respectively

fAbsolutely, | would not now take anybody onto the wards if | could help it if it was a family member,

| would not take them near the warls
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iHey what 6s goi ng onmyheerxepersiternmc egsh tl akwaeyw ftrhoir
on here, morally and ethically this is wran@

filt is difficult because often people are quite clever at being lazy or difficult

5.7.Final points

It is important to recognise the superordinate themes and corresponditieisids do not sit in
isolation. It is easy when reading off a page to locthesethemes as list with sublists when in
reality they are constantly interacting. This sensentwdraction becomes more apparent when re

reading the themefor exampleBill articulates;

iltés not a key thing for me, itds the most i

would like to be treated

This clearly resonates witBusan

il donét | i ke medicatdon; | always say that

Neverthelessthesestatemerg are by different participants sitting in different superordinate ¢hem
categoriesOn this basis it is important the reader like the researcher adopts a suspidiods atti
constantly questioning whichémes go togethembviously for the researcher there has to be a limit

to thissuspicionor there would be no thegiSmith et al. 2000 In addition, itis also important to
recognise the participants describe their experiences of ethically reasoning in a compiegamnon
way, sharing experiences that are personal to tBeifiding on the findingsontainedwithin this
chapterthe discussion chapter will embed these findings withirrelevant theriesandliterature

(Smith et al. 2009). This process of embedding the findings within the literature involved the
researcher undert aki ngasaxplaited ia thelitetatare révielv chapeer. a t

Once this literature review process was complete the discussion chapter started to emerge.
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Table 2: table of superordinate themes for the participant group

Treating people how you would like to be treated

ltds not a key thing f ginthimgagfession i leing tleate
how you would like to be treated

So | suppose an ethical example might be something like treating people, like every
a right to life, which is enshrined in the human rights act, in ethics we refer to thatdil

right to family life, the right to life and that is something we make reference too

Themes Page/Line
A. The Practitioner

Being anexpert

| say nowadays itds much more difficull1l2416417
é . it goes to that what ment al heal t h|54.130131
put your finger on

| was actually building on skills around relationship building, brief interventiond | 6.1.1314
solution focused therapies

é . | actually wrote up that incident 2.4.127
to be honest with youé.

Which has its difficulties and chall e|317

é. I was interested in working with 4.1.8
Enjoying your currentole

| 6m happy, and | 6m enjoying it 2.1.9

€. certain aspects | still enjoy some| 3189
ltds not really a job | would have c¢hg6.11517
but it does have some good points

€. Il €& hardbst jobé 4.1.23
Mental health nursing is complex and challenging

|l tds about you treat other peopl e and]1.10.365367
touchy feely, nursing isndt touchy f eg¢

é but | think experience counts her eg¢

€. you do not know their potential ang(26.197
|l i ke you are judging how they are act (35196198
€éé they are at a difficult gsrorefjaeghtesthte | | 4.1.2829
It is really difficult ment al heal t h,
headsé 5.4.131
On the wards it tends to be a bit like whoever shouts the loudest gets the most atten

the people who need your time more |gét 6.1.3:33
Good role model

é. ethics came up but | wildl be honest24.116117
would say

é. I always felt and hope | am the ki |3.1.2930
what is your reasoning behind iteée

€. . odnd he most i mportant things i s to|113451
é.. but i f people are, drift into bei|4.9336337
are caring for then that is not acceptable

You have always got to do kdreautsibeaverk by | 5.12.380381
If you really do want to help people 6.5.161162
B. Values

Trust and honesty

€. it is not telling lies but it is 2.3.96
€. the first thing you have got to do|1.1.27
I f youbre honest with pvatloypdlé¢hink hey dr e 6.5.15758
€. the underpinning values about whi {45151
é . I felt in that situation is was ne|b513.407

1.8.263264

4.5.154157
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ltds common sense and its respect f
you always treat people how you want to be treated yourself

Well treating peofe like you want your own relatives to be treated, that is what ethi
about

or

Being persorcentred

it doesndt make them any different, n
€.youbve got to respect peopleds choig
€ o0 b v i opatiehtisthe griaity and what they want is the priority

| suppose that is down to each individual to have thatase#freness to pick upon the sig

of that personé. .

€. I always tried to do my best andendge
€. they are no |l ess human beings and

C. Clinical Practice

Acute mental health is not a place

€. we do deal with people in the acut
|l dm a staff nurse in acute ment al hea
é. . a s lisonatdwurtingsanybnte else then it is their right to be ill without {
interference

If somebody was standing on a bridge ready to jump then | would intervene you k
stop them, to try and stop them butatli
mean

When people do become unwell in the community and you have that relationsh
t hemé.

Team working
Ahem because there is

ahem we have got less beds, less staff

é. . s are likehws gompletely separate teams really
I think nowadays it is more of a multidisciplinary approach
there were opposing views on the team

| think about it afterwards and talk about it with the team
é.. 66 people in a smal/|l

not enough staf

brick boxé.
Being aclinical decision maker

.. on a professional
what the best option available for our patient is
€. I have a duty of ¢
€. but on reflection |
You woul dnét want to see
itds not enough time to real
just get thenback on medication and stable and out again.

l evel ,

ar e e
did th
e
I

Options are influenced by risk

é . | woul d feel
the options

| woul d

comfortable if there
say | &m concerned
harm t hemsel vesé.

Yes there the major i
It is risk that separates it out, yes

Well its necessary when anybody has to go out or anything you are constantly risk ag
the situation and themsel vssessmens af the Hagiss
everything that you do and what you base your judgements on

Because of his presentation, being very agitated and potentially risky, the team ag
stop his leave

a b out e thehwantda

ssuesé.

A duty of care is an obligation to act
éif somebody wbobéssunowdal
€. |l 6ve got a duty of care

starts ex
to you, |

5.12.378379

6.5.160161

1.10.346347
2.2.57
3.3.100101
4.2.7576

5.12.389390
6.5.173174

1.2.5%52
3.1.4
4.4.143144

5.2.5153

6.2.3940

1.7.225226
6.2.6869
5.5.155156
2.7.249
3.5.162
4.10.364
2.4.136137
3.2.5051
4.7.238
5.2.5354
6.1.2426
2.4.143142
3.4.151152
1.8.269

4.4.146
5.4.109111

6.5.154155

1.5.179180
5.4.123
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é. . I hate doing it but if I have to
safetyé. ..

| think is that quick the decisisometimes, it does come with experience knowing wh
do iteé.

ée. . to make sure you are aware of wha
people you are responsible for and make sure that they are getting a good af
responsive treatmentdm the service

Being therapeutic at all times is essential

€.. there can be a |l ot of friction be
So trying to get their attention, trying to get them in the time, place and person, usin
relationship to manipulatetha si t uati oné

€. and because we have developed a g
convince heré

If you are member of this society you have a right to have your life valued and to be

care of é.

Weigh up all the options

€. we | obked abooptwhat we coul d
éé you want to try and encourage
explaining to them we do not want
é. I would rather they responded i
We candt foresee we candt read people
process, we have done our best to the best of our knowledge

It should only be ever used as a | ast

D. Coercion

Restricting freedoms

€. that s comer cgieotnt.i nfgous okrmedbody t o do
because you want them to do it

é. . coercion is every day, I go to w
encounters with the people | work with

My understanding of coercion is makingervice user do something they do not want tg

by whatever means is requiredé.

I suppose itdés to some degree i f anyo
ée. . I suppose you can |l ook wupon it th
doingsome hi ng for somebody in their best

time, because of the nature of their illness
Making people do something they donbd
somet hing unpl eas an tsomedhe intodbimgisénethingeneeldo |

Reluctant use of power

€. | don6t Ilike that, thatds not part
€.. we are saying we are trying to pe
of action

ltoés a bipl dy&e a power

Sometimes we have to coerce people to take medication if they are detained unde
and it is prescribed such as depot medication

€. itds not about what | personally w
Using the word coercion seems a bitostg but yes sometimes we have to make peop
things they may not want to do at that particular moment in time

Pressuring and persuading

I n that respect | have seen staff spe
a negot ieling peopie what t6 do type of thing

I think someti mes, it depends on wher
t hemé.

So | would see that as coercion, It h

doing something against thewill

2.6.205206

3.5.170171

4.7.229231

3.3.58
5.10.316317

6.2.5960

4.5.164166

1.8.283

3.5.181183
4.10.368369
5.6.184185
6.6.204

1.2.6768
2.1.1416
3.1.1%12
4.1.32

5.1.2426

6.3.103104

1.3.84
2.1.1819

3.1.37
4.2.3840

5.2.33
6.3.106107

2.1.2627

3.1.19

4.2.4445
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Probably, yes it probably is, because
want to do but persuasion suggests giving reasons for doing it rather than coercion
suggest just do it because

Persuade, yes, it just feelsasifyor yi ng to trick someon
with respect, not respect, but | dono
as persuade

the patient has got choices, but
choice you are making for your 1l ong t

Coercion is based on a duty of care

I dondt know how to phrase this real/l
and help them recover, | suppose

é.. i f you haveigbttaagopersappand yo
Yes, itdés a duty of <care

| suppose you work within the nursing code of conduct as | said before about resj
privacy, confidentiality, and all that works within that

Stay on medication that theyon 6t want to really be (g
hospital that they need to stay in hospital

Sensitive coercion

You do not want to do it because there is always the potential that they might get hy
member of staff might get hurt

I think we are still aware we are coercing them and what we are doing is not with
consent

I would give it orally

They have got the same feelings, the same worries and the same concerns, as you
I dondét | i ke medication; I al ways say

Risk a mediating factor

To my mind it is knowing your patients, it is knowing your patients and it is judging
state of arousal é.

Ités not the diagnosis that gives us
mental health act and it is spty if they are going to harm themselves or others then
gives society under the current law the right to intervene

é. when it starts to affect -daing, ierm, ogiuig
impacting upon their activities of dailyi vi ng é.

€. risk assessment is something you c§g
of that risk assessment you can use for doing that, for persuading people, for cg
people

If someone is in a position why they are going to do dungethat will harm themselves ¢
someone else again the same rules really. At that time it is the only course of action t|
prevent that from happening

Knowing when to coerce is a dilemma
ée. . I never would have forgot it in m
| always used thave the problem of when do go in to restrain them

Although it was controlled and probably very different to a normal incident | still
uncomfortable

€. what makes you illn
Sotryingtok eep peopl e and t

ess wWorse ofr be
he situation salf

Best interests
And certainly very much around giving people the choice of what they think is

sometimes | have got to make a deci si
I think | u n d e r abbua thimkingi aboutrthgm and thedbesit dut@mne
them

€. | truly believe it is the best thi
€.. most vulnerable people you are re

So it might be a case of preventing people from leaving or you are trying to persuad
to stay as a patient or you are persuading them to take medication for their mentg
with the ultimate aim of making them better, for their own good

6.4.113115

5.3.7880

1.3.8991

4.3.107109

3.6.223224

5.2.59
1.9.323324

6.4.122123

3.4.140141
4.3.9091
5.11.349

1.13.447448
6.4.133

3.4.135136

4.4.13%133

1.5.183184

5.4.118120

6.7.226228

4.7.240241
5.10.323324
6.6.217218

1.3.103104
3.6.209
1.3.7375
3.1.22
6.6.195196

4.7.230231
5.1.2629
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Potentially abusive

€. itds not a nice experience beiithn@s |
experience to be locked in
é . restraint is always a big ethical

experience, the degradi ndumanismgr i ence

Other times you find people using it not in the bestyweé .

é . there is a cost to pay in as much
humiliated person

Il have said it myself, Il ook if you do
you by inject and we Yroalalklnyo wd arf 6ty owa nj

we are going to have to get you assessed under the mental health act

it is the wultimate act of taking peop
E. Ethics

Ethics in practice

I'tés | ike the doantyouknowlaridmhthink thétiemsis imabant
nursing as well as, you know

Trying to keep it simple in my mind ¢
situations that informs our practice

|l tds about right and wrong basicallyé
é. |  eahggphave evolved quite quickly in terms of mental health compared
physical health careé.

Doing the right thing

I'tés about your intent when youbre wo

Right and wrong are relative to the situation

€éé obviousdty wdr ldoies every situationé.
ltds not what is right for me it is w
€. what might be right for themé

That is what | want people to do to s

decide what is safe, fair andespectful and promotes autonomy for that particy
situatione.
Yes, even if people had run off

Ethical rules

Yes, life is governed by rules, you know, and there are certain things within nursin
know, thatarenmo6s i n nursing

€. i t wkgally and ethiaally for that person as a human being it was the w|
thing to do

ée. . understanding there are certain g
that certain things you can and canbot
€. the rules | suphpeosectipepdreetat heheiar
| suppose what | want is people to move away from sets of rules of how or what we
of the service users that we might coerce them into and move towards a sense of et

Yes if you follow policies which are theoeprotect you and if you follow policies you cant
go far wrong

Everyday rights and duties

How about developing the social skills of the people looking after them

I think so yes | etds be honest wi tghies§ ¢
é€.. we are al/l here as public servant

If they are really unwell you know they may have lost their autonomy by the nature ¢
illness so you have to act for them, you have that duty of care, makes you do your jq
é . I S uppo s eswhat thai is abut fgirnesshymu kndw, being respectful
being fair

Ethical outcomes
You have got to give people the choic
€. if somebody is saying to me and ex

quite, and not would say justifidout | feel comfortable in doing restraint if | need to

1.12.428430

2.6.231233

3.2.42
4.3.9798

5.3.9%100

6.6.205206

1.9.3306331

2.2.6263

3.3.92
4.5.170171

5.5.166
6.5.161

1.13.456
2.3.69
3.3.94
4.11.379381

5.8.242

1.9.314

2.3.8788

3.3.101102

6.5.174
4.10.372374

5.7.209210

1.11.403404
2.3.99100
3.3.109
4.7.226
5.6.189191
6.6.181183

1.4.147
3.4.154155
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Went off the ward on unescorted leave and went home and hung themselves

€ . our duty of care would be to ultimately to protect that person and for that person tq
not killed themselves

i t 6 being dishonest just trying to show that there is a purpose and a point to med
sometimes

Ethical decisions have to be reasoned
é.. affecting the quality of 1ifeé.
| would say we have never been given any legitimate reason by management as to

have done it

I donét care whether he doesndt match
Absolutely you dondét just do it, you
take medicati oné.

Yes, justifying yourself

Ethics is multifaceted

Whereas if yomedoadthé&moper haps itds ¢
| think some ways it might, | think if you know someone you have a fair idea of ho
respond to certain things or how they might behave when they first come in

| suppose in my house mdgor is locked but as | can go | do not see it as a locked doo
Even though | follow policy there are times when my duty of care to patients overridg
€. I think there is a difference bet\y
patient é.

The character of the nurse

I think the vast majority of nurses h
get me wrong, I dondét think a | ot of

I'tés very hard someti mewvetrcaddtomal |y

e who is kind to themé.

but | think generally 16m more of a g

probably reflecting the fact that | am more cautious than other people
So listening to people and understanding their needs fhain point of view rather thar
telling them how it is

Unethical

Absolutely, I would not now take anybody onto the wards if | could help it if it was a f
member, | would not take them near the wards

€. straight away from wwyorgpewhain@&esgd
and ethically this is wrong

We find with a lot of our patients there is no benefit in coercing them

I just dondt | ike it; I just dondét |
It is difficult because often people are quite clever at bking or difficult

You could say you are assaulting people because you laying hands on people and |
is frowned upon but | think it is nec

somebody else, and, and they would be putting @dents at risk.

4.7.235236
5.6.200201

6.6.199200

1.8.275

3.3.110111
4.6.200201
6.7.222223

5.8.246

1.14.495

3.6.216217
4.11.397398
5.7.230231
6.7.236237

1.14.491492
3.4.144145
4.9.316
5.5.161163

6.6.193192

1.13.465466

2.3.8485

3.7.266267
6.7.238239
4.10.353354
5.9.289291
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Chapter 6: Discussion

6.1. Thekey discussion points

Theintention of thischapterunlike thefindings chaptemwill be tolink the overall themes witthe
relevant theorieandliterature(Smith et al. 2000 To maintain the phenomenological essence of the
study there is @ on-going commitment to value thpar t i ci pant sd r i cddy e mc
making reference to thearticipants insightsthroughselectedextracts(Eatough and Smith 2006
Smith et al. 2009Shinebourne 20)1Similar to the findings chaptené original transcription texts
are the source for these insightsd consignt pseudonyms are used throughButthermoreit is
acknowledgd thischaptemwill always beacomplexdialogue between the literatytee participants
insights and the researcheraking sense of thgarticipant making sense of their experien&msith

et al. 2009. To focus tls dialogue,again similar to théindings chapterthe superordinate themes
providea structurefor this chapter The discussion sectio®nith et al2009)aims to engagén this
dialogue byconsidering whethethefindingsilluminate or problematize the literatyrhe existing
literature illuminatet h e sfindingsyafidsae there ae there unexpected findings, if so, how do

these findings link to the literature?

Linking the literature to discussion was a cyclic process, which started with a bracketed review of
the literature, the initial process produce the research proposal and identified the knowledge gap
After the analysis staggenerated the superordindbemes,a fuller literature was undertaken and
during thisstagethe discussiochapterstartedto emergeéhermeneuticall{Smith et al. 2009, Boell

and CeceKecmanovic 2014)This knowing was bracketed during the writing of the findings
chapter and revisiteonce it was time to write and refine the discussion chapter. In addition, to
providing an indepth analysis of the findings the discussion chapter is also an oppddwevigluate

what haseenlearnt from engaging ithe study Smith etal. 2009) To addressvhat the researcher

has learnthis chaptercontairs a section on theesearchér seflections The conclusion chapter
addressesther considerations includindentifying the strengths and limitations of the stuahyd

discussing th@nplications for practice and future research.

6.2. The practitioner
The mental health nurse wssdifferent ways of knowing whemanagingcoercive situations

knowing includesdeeling for the rightsolutiord which involvesthe use otacit knowledgealso

known agntuition. Accordingly, he participants have developed their knowledge over a number of
years and in different way€urrently mental health nurses are expected to be degree educated at the
point of registration, however thiwas not always the casetil the last few yearthe minimum
requirement at the point of registratifum pre-registration nursingrogrammewasat diploma level
(Nursing & Midwifery Council 201D After registrationthere is an expectation timeental health
nursewill continue to professiorigl develop, thisdevelopment can be undertakégmough both

informal and formal learningNursing & Midwifery Council 2015a
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This | earning feeds i nt oentlehveuratagnoneant Irtima avethit h  n
a givensituation;Jeffarticulates

AYou are thinking of the service userneadnod al
do this?o0

This brief and simple question is part of a gplestioning process which is used to elicit a
6storehous et®futhéri k n i & bgreng(@elsh and £yéns 200Crowe and
O'Malley 2006 Jasper and Rolfe 2011During this processf learningthe mental health nursis
accessinglifferent forms of knowledgavhich they haveengaged with includingacit knowledge
(Welsh and Lyons 20Q1This learning buildsipontheir prequalifying and posgualifyingactivities

which themental health nurse conveinto usablé&nowledgeor knowing(Welsh and Lyons 2001

This knowing corresponds to the ways of knowing identified by thi& wicCarper £978) empiric,
estheticpersonaland ethicaThese ways of knowing interact
individual experiences of being a practitioner, they in whiapet he ment al heal t |
understanding of their practi¢(Benner 198 2Welsh and Lyons 20Q1To be expert the mentadalth
nursehas to beeflexive while at the same tinfeavea high level of skillsunderpinned by the four
ways of knowing(Carper 1978Benner and Tanner 198fFardy et al. 2009. The challenge with

using all four forms of knowing is that empiric knowing tends to be the most valued way of knowing
(Welsh and Lyons 20Q1Thisvalue has arisethroughadventof evidencebased practice (EBP)
whichis thedominant form of scientific knowledgeithin healthcaréGournay 200R On this basis

the mental health nurserisore likelyrequired to use this type of knowledge to justiig clinical
decisiors they makéGournay 2008 The limitation of this approach ieatempiric evidence is not
alwaysreadily availablein every siuationand where it is available it may not be adequate for the
needs of the mental health nurgleo may bemakinga complex and reaime decisionWelsh and

Lyons 200). For example evidendeased practice is based on using lbkest evidence available
which includes on a sliding scale the systematic review of Randomised Control Trials (RCTs) down
to the testimonies of clinical expert&ournay 2008 This evidence is generalisable and gives the
mental health nurse an idea of what they should do however it does not give tlad thesolutions

to all the challenges they may fada.situations whererhe to react can be limiteds highlighted

by Jeff, making a decision and acting is more instingtual
AnAt that moment the service user attacked me

user grabbed me by the throat. So my time t

seconds ot her member s of staff arrived. 0
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The limits of empiric knowings not surprising even thougbournay (1995has been dismissive of
other forms of knowinghoweverthere is an acknowledgement there are gaps in the body of
knowledge that need filling=or Gournay (1995pnly scientific knowledgevhich uses rational and
objective methods can fill these gaps whefeasranks (2004scientific knowledge cannatlaim

to be the absolute truthnd yet if weconsidethow risk should beassessethere is an expectation
that all fourformsof knowing are use@\Velsh and Lyons 20Q0Wand 2011 Coombset al.2013.

Using &cit knowing is a common phenomenon; however it does not aldgshe same value as
empiric knowingwhich in healthcare is underpinneddsjidencebasedractice(Benner and Tanner
1987, Welsh and Lyons 200Q1lt is evident thabsexperiencd nursesall the participants use tacit
knowing or intuition toaddress clinical problenibat are complexhave no clear outcomesnd are

in real time(Welsh and Lyons 2001However, whemeflectingaftera significanteventhas occurred

the participants provide antellectualise ationalewhich attempsto link their actions to the relevant
rules and/or evidendegase(Welsh and Lyons 20QHardyet al. 2002. Tacit knowing is situational

and relativistwhich becomes functional through the mental health nurse reflecting on action in a
structured way, duringvhatis usuallyan on-going activitythe mental health nursmnverts tacit
knowing into amoreusable forn(Polanyi 1958Welsh and Lyons 20Q01Welsh and Lyons (2001,
p.304)describethis conversion processaprocessdb ui | di ng a virtuain o6t a
additionishusdésponeéd by dmpircknovenyThes ktordhobtacit t h
knowing isthenactivated by the mental health nurse reflectimgction (Schon 198Bandthen
pattern matchingCrook 200); knowing a situationThis knowing a situation is also about knowing

people Sophiehighlights how this knowing works in practice

ATo my mind it is knowing your patients, it
arousal, if you feel that they listen to you and are willing to engage with you and talk with you why
they want to go out a oadsingitheadasoss, thge thoughy prozcassesawhyl
they want to go. Some of them you can verballgsdalate and they will come away and talk to you,
others no matter what you say to them or how you try to get to the reasons why they want to go the

will stil 1 go to the degree where you have to use

Astacitknowingi s accrued through the ment al health
by the therapeutic relationshgmd it isdependent on the length of timteetnurse haknown the
sewice user(Smith 2012a Bi | | provides an e x anowirlge seovite useh e

for a length of timé ;

AEr m, val ua bimedical presaihing tfeel imtlbatknow the patients and know them
better than the doctors do, as a lot them | see on a regular basis, so my own, erm, caseload of peopl
erm, most of them | have known at least over ten years. Erm, so they tend to trust me to make

decision around medidaton mor e t han perhaps they would a
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