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Summary of the MRP Portfolio
Section A: A review of psychological interventionsin the acute inpatient mental health
setting
Section Ais a paper outlining a systematic search and reuietve literature that explores
the value of psychological input acute mental health inpatient settimgshe United
Kingdom (UK). Relevant papers are reviewederms of their strengths, limitations and

implications for clinical practice and future research.

Section B: An exploration of service-user and staff member narratives of psychological

input in acute inpatient mental health settings

Section B presents a qualitative interview study, focused on a narrative analysis of service-
user and staff member experiences of psychological inghe acute mental health inpatient
setting. Results indicated that psychological inpuhis settings valued, can help people

make sense of a crisis, acahleadto improvementsn relationships and meaningful

recovery. These findings are discussethe context of thetudy’s strengths and limitations,

focusing on the specific implications for research and clinical practice.
Section C: Supporting information

Section As anappendix of supporting material, which includes: the search strategy
methodology for SectioA; submission guidelines of the journal for which Sectias B
intended; a research diary excerpt; a sample interview transcript, and relevant infotronation

the research process.
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Abstract

Background

Thereis evidencedo support the application of psycholognycommunity-based mental health
services; however, therglimited acces$o psychologistsn National Health Service (NHS)
inpatient mental health settingsthe United Kingdom (UK). Call® increase access

such provision exist without consenssto whether thiss cost and clinically effective.
Methods

This paper presents a discussion of the theoretical background, a sysiieenatice search
and reviewof the available evidende support psychological interventiomsthe inpatient
mental health setting.

Results

A review of sixteen papers concluded th# psychologists offer direct, indirect and
strategic interventions. There are significant challengése provision and research of
psychological inpuin this setting, and limited evident@support the benefits of inpatient
psychology. Tentative and optimistic findings suggest that interventions can reduce distress
and leado a more rapid recovery.

Conclusions

Psychological interventions suakindividual and group Cognitive Behavioural Therapy
(CBT), Compassion-Focused Therapy (CFT), reflective practice for staff, and mixed
therapeutic approaches, are feasible and vaitutee inpatient mental health setting. Further
researchs needed and should be focused on exploring the imaykich psychologyn this

environmentanleadto clinically meaningful change.

Key words: Inpatient, psychology, interventions, 8|HMental health
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A review of psychological interventionsin the mental health inpatient setting
Acute inpatient environments
In theUK, acute psychiatric hospitals form part of tertiary mental health semiees
‘stepped care’ service model. Individuals mdpe admittedto anacute mental health hospital
voluntarily, or detained under a section of the Mental Health Act (MHA; DoH, 1983), either:
in the interests of their own healih;the interests of their own safety; and/or for the
protection of other people (Campbell, 1991).

TheNHS and Community Care A¢Department of Health; DoH, 1990) aimted

reduce the reliance on hospital care for individuals with mental health problems, plus
inpatient beds (Korman & Glennerster, 198Bcute mental health hospitals have become
institutions for crisis stabilisation, admissions are largely unplanned emergencies, argl there
a reported increase detention using the MHA (Audirgtal., 1995; Ford, Durcan, Warner,
Hardy & Muijen, 1998; Fulogtal., 1994; Quirk & Lelliott, 2001; Ward, Gournay, &
Thornicroft, 1998. Arguably the quality of inpatient care has consequently suffered éord
al., 1998). There are claims of increased bed occupancy rates and intense pressure on bed
space, leadintp shorter admissions (Shepheitdl., 1997; Lelliott, Audini, Johnson &
Guite, 1997), alongside a rigethe threshold foaninpatient admission (Brooker, Ricketts,
Bennet & Lemme (2007).
I npatient psychological provision
A growing body of literature considers the application of psychoilogye acute inpatient
mental health setting, with psychologists actsgherapists, consultants and strategic change
agents (Hall & Parry, 1988; Manpower Planning Advisory Group, MPAG, 1990). Recent
guidance from the Division of Clinical Psychology (DCP) of the British Psychological
Society (BPS) highlighted the importance of psychological formulatidime acute inpatient

setting, and suggested that development of collaborative understahdiegtal health
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experiences can inform treatment, and support &taffeate a safe anbderapeutic
environment (DCP, 20)1 Inpatient psychologist roleanbe further definedasproviding
three levels of intervention: firstly, direct client work; secondly, indirect client work aahed
enhancing multidisciplinary thinking and action; and thirdly, strategic work towards team,
policy and service development (Nicholson & Carradice, 2002

Applied psychologists the acute setting have argued that interventions can inform
and enhance inpatient care (Clarke & Wilson, 2009), and this has been suppadés for
anincrease in the availability of psychologigstdNHS mental health hospitais the UK
(BPS, 2002; National Institute for Mental HealthEngland [NIMHE], 2004; DoH, 2002;
Royal College of Psychiatrists [RCP], 2011; Sainsburys Centre for Mental Health, 1998
There are, however, also claims of a latlkevidenceo support this (McGowan & Hia
2009) and that the available evidemséar from robust (Holmes, 2092In 2006, only 13%
of NHS mental health wards were reportechave acces® a psychologist (Hanna, 2006);
would therefore appear that those responsible for commissioning acute mental health services
are yetto be convinceaf the value of providing increased psychological inpuhis setting.
Theoretical background

Challenges. Generalising outcomes derived from community-based empirical
researcho inpatient populations problematicascommunity services are fundamentally
different from acute inpatient servicesterms of patient distress, prescribed medication, and
therapeutic input received (McGowan didl, 2009). Mental health service-usersacute
inpatientNHS settings face unpredictable lengths of stay (Kennedy-Williams, 2013);shere
a complex mixture of diagnostic groups, and a constant pressure for new admissions (Clarke,
2009), impacting on the application of methodologically rigorous studlithés setting.

Meta-analyses has revealed that between 57.6% and 67.2% of community-based

patients showed a clinically significant improveminpsychiatric symptoms withian
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average of 12.7 psychotherapy sessiordinical trials (Hansen, Lambert & Forman, 2002).
However, naturalistic data from the same study showed that the average patient received
fewer than five psychotherapy sessions and that thefratgorovementn this sample,
indicatedby clinically significant changei® psychiatric symptoms, was about 20% (Hansen,
Lambert & Forman, 2002 This suggests that therapies delivared brief format may not

be clinicallyor cost effective.

Psychological therapy. There are a number fK-based publications that describe
the application of psychological models, sastCBT in the acute mental health inpatient
setting (Clarke & Wilson, 2009; Durrant & Tolland, 2009; Hanna, 2006; Kinderman, 2005;
Rendle & Wilson, 2009; Rosebert & Hall, 2009). Clarke argued that the Interacting
Cognitive Subsystems model (ICS; Teasdale & Barnard, 1993) presedésal “theoretical
foundationto provide coherence between mindfulness-based treatments, attachment and
transference theoseand direct work with emotiom the inpatient settirig(Clarke, 2009,
p.67). It is suggested that there are several attributes of CBT thatitridkeal for inpatient
treatment, namely: the timewnited and relatively short-term coursaeanualisation of several
versions; empirical evidenae support of the appreha alongside psychopharmacology; and
the abilityto include a multidisciplinary teamn the implementation and promotion of a
cognitivemilieu (Stuart & Bowers, 1995; Stuart, Wright, Thase & Beck, 1997).

Dialectic Behaviour Therapy (DBTanapproach developed for people with self-
harming behaviour and a diagnosis of Emotional Intgisorder (EID; Linehan, 1993
has been adapted for usespecialist inpatient units (Bohesal., 2000; Krogeetal., 2006;
Swenson, Sanderson, Dulit & Linehan, 2DOEmotional coping skills groups, based on
DBT principles, are often uséd UK inpatient settings and focus on: exploring mindfutnes

emotional regulation, distress tolerance and interpersonal skills (Rendle & Wilson, 2009).
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The inherent unpredictability of inpatient admissiaigely to bea barrienn

developing and maintaining a therapeutic relationship (BPS, R@&tizredyWilliams,

2013). Despite this, Holmes (2002) argued that clinicians have the capadityld a

therapeutic alliance with patients and their relatingbis setting. The main contributing

factorto the success of community-based psychotheistinoughtto be the extra-

therapeutic effects, with relationship factors possibly contributir89% of the variancm
outcomes (Lambert, 1992; Lantz, 2004). Hanna (2006) highlighted complex issues regarding
individuals’ ability to engagen therapy, which can often be painful and challenging when
extremely distressear seriously unwell.

Psychological input for staff teams. The role of psychologista the acute inpatient
settingis often far broader than providing individual theraptycombines direct client work
alongside with indirect workn the wider team, and strategic work within the care
environment (Hanna, 2008ticolson and Carradice, 2002). The influential pafsercial
systemsasadefence againsinxiety’ (Menzies-Lyth, 196}, outlined the emotional impact of
workingin mental health inpatient settings and highlighted the need for support for front-line
staff sothat anxiety can be tolerated. Inputhe psychological thinking of the teamthe
form of consultation, reflective practice and supervision may enhancenstabers’ ability
to reflect, empathise, and demonstrate mentalisatioglationto others: thiss considered
essential for the therapeutic relationship (Steadman and Dallos, 2068% been argued
that indirect work with teamsanhave greater beneficial outcomes corsplao individual
client workin this settingpy indirectly influencing quality of care and treatment (McGowan

& Hall, 2009).
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Literaturesearch
Rationale
Numerous organisations have calleddaincreasen the provision of psychologisis acute
inpatient mental health hospitals; however, there are inherent challemqgesiding
inpatient psychological therapy and conducting empirical res@atbis setting. Despite
this, a number of publications have explored the value of inpatient psychological therapy; but

there has been no comprehensive review obtkditeratureto date.

Research in the UK. TheUK NHS operates a unique model of healthcare, based on
availabilityto all, regardless of wealth. Despite similariiesuropean models of
healthcare, there are important differences (Gold, 2011).URhNHS s a centrally funded
health service'free atthe point ofdelivery’ (Delamothe, 2008). Due international
differencedn healthcare spending, demographic trends, and funding models (Keith Harris,
personal communication, March 19, 2Q)1this review focuses ONHS servicessothat

findings are representative of psychological applicatiche UK.

NHS context. Within theNHS thereis a drive for clinical and cost-effective care.
TheHealth and Social Care A@oH, 2012)introduced greater competition: those tendering
to provide health services must offer low-cost and effective treatments (DoH, Bating

to anincreasen emphasis on empirical evidence and practice-based evidence.

Aims

The aims of the review wete address the following questions:

1. How does the evidence present the oflepatient psychologists?
2. What evidenceés thereto support the value of this provision?

3. What are the implications for clinical practice and further research?
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Method

This review followed the systematic search and review process outlr@cant & Booth
(2009), wherebyJK-based literature was searctiegxplore the value of psychological

interventionan acute mental healtdHS hospitals.

Sear ch strategy.

Dueto the changes 1990in terms of the provision of inpatient and community mental
health careNHS and Community Care AcdboH, 1990), an advanced search identified the
relevant papers published from January 1f@9@arch 2014. This was carried out using:
PsychINFO, Medline, CINAHL, Web of Science, and all the EBM databases including
Cochrane.

Key search terms were chodeyreviewing medical subject headings, and through
identifying key words from previous reviews and relevant papers. The Population Exposure
Outcome criteria (PEO; Bettany-Saltikov, 2013) were usaadclude words relatingp
‘mental health hospita{population),’psychology’ (exposure), antthange’ (outcome)
(Appendix A). The search strategy eachdatabase included the mapping and exploding of
search termsAn additional search was conducted using the indexing website Zetoder
to search psychological publications not indexed elsewhere. The abstracts forchll sear
results were read, followday the full articleif thetitle or abstract clearly focused on a
psychological intervention basedthe acute mental health setting. The references of the

relevant studies were hand searched.

Inclusion and exclusion criteria.

Search results had be writtenin English, with papers that foceon psychological

interventiongn adult acute mental health hospitals. Papers were only indluthery were
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published and specifically attemptedmeasure the value of inpatient provision; therefore,
discussion papers and those outlining or commentiran@pproactio this type of provision
were excluded.

This review does not addigthe needsf children, or forensic client groups. Tlss
dueto the clinical distinction between these populations; children and individuals convicted
of criminal offences are likelip access specialist child and adolescent or forensic/high
secure services respectively. Adult®othe age of 65 years were excluded thuage-

related risks of health and physicatmorbidity (Drayeretal., 2005RCP, 2013).

Sear ch results.

A total number of 2,227 relevant papers met the PEO criteria. This was redd¢ed4

when limitedto papers focused on working age adults, were writtdinglish, and published
post-1990 (Appendix B). These papers were reviewed and duplicate studies were excluded,
plus those that did not report studies explofittS menal health populations the UK.

Papers that reported interventi@spart of a therapeutic community were excluded; these
settings are very different, often operating partial hospitalisation and intense
psychotherapeutic treatment programmes (Chiesa, 2000). Sixteen papers were isviewed
depthto explore the value of inpatient psychological interventiof$HS acute mental

health hospitalgn theUK (AppendixC).

Review

Review process

The first stage of the review process assg@ksw the evidence presents the role of inpatient
psychologistsn acute mental healthHS settingsn the UK (AppendixD). This was
followed by a critical review of the evidende support this provisionAs a framework for

reviewing the methodological rigour and quabtiyreporting, a checklist was developed
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incorporate guidance providéy Consolidated Standards of Reporting Trials (CONSORT,
2010; Zwarensteipt al. 2009), and the Critical Appraisal Skills Programme (CASP, 2013a;
2013b) (AppendiE). Quality of evidence was categoriseskither good’:

methodologically sound and high quality of reporting, with meaningful treatment effects (not
necessarily significantymoderate’: methodological or reporting issues but meaningful
treatment effectstentativé: methodological and/or reporting issues leadtgntative
conclusions about treatment effects; amdonclusive evidence’: methodological and

reporting issues, with a lack of clinically meaningful treatment effects reported.

Role of inpatient psychologists
Ten papers reported psychological interventions exclusively exploring direct client contact.
Three papers reported indirect interventions with staff teams. Three papers reported

interventions covering a mixture of direct, indirect and strategic interver{liafe 1).
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Table 1
Relevant papers organised by type of inpatientipsiggical input
Level of Role of Author (year of publication) Quality of Total
input psychology evidence
Direct Individual Durrant, Clarke, Tolland & Wilson (2007) Tentative 4
intervention therapy
Haddock, Tarrieetal. (1999) Tentative
Lewisetal. (2002) Good
Tarrieretal. (2004) Good
I I T T
Direct Group Heriot-Maitland, Vidal, Ball & Irons (2014) Inconclusive 2
intervention therapy
Ruane & Daddi (2011) Inconclusive
I I T T
Direct Individual/ Drury, Birchwood, Cochrane & MacMillan Moderate 4
intervention group and (1996a, 1966b)
family
therapy Drury, Birchwood & Cochrane (2000) Moderate
Long, Fitzgerald & Hollin (2012) Tentative
T I I I
Indirect Input with  Berry, Barrowclough & Wearden (2009) Moderate 2
intervention staff
Shepherd & Rosebert (2007) Inconclusive
T I I I
Direct and Individual Kerr (2001) Inconclusive 1
indirect therapy
intervention plus staff
input
I I I I
Direct, Mixed Gibsonetal. (2008) Inconclusive 3
indirect and therapeutic
strategic approach Kennedy, Smalley & Harris (2003) Inconclusive
intervention
Kerfoot, Bamford & Jones (2012) Tentative

Total relevant papers

16
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Evidencefor psychological interventions

Relevant papers focused on Cognitive Therapy)(@dividual and group CBT, Cognitive
Analytic Therapy (CAT), Compassion Focused Therapy (CFT), reflective practice,
formulation meetings anahixedtherapeutic approaches. The following section provides a

synthesis of available evidence, organisgdype of intervention.
Direct interventions.

Individual therapy. Lewisetal. (2002) repogdthe acute phase outcomes for a
Randomised Controlled Trial (RCT) of CBT compate&upportive Counselling (SC) and
TreatmentAs Usual (TAU)in early schizophrenia. Tarrietal., (2004) repogd 18-month
follow-up data. Both papers demonstrated a high quality of methodological rigour and
reportingin accordance with the CONSORT (2010) checklist. Independent clinicians offered
CBT andSCsessions, deliverad 15to 20 hours within five weeks, plus booster sessains
two weeks, and one, two, and three months. Two standardised measures, aspelitdule
and valid, were used: the Positive and Negative Syndrome Scale (PANSS; Kay, Opler &
Lindenmayer, 1989), and the Psychotic Symptom Rating Scale (PSYRATS; Haddock,
McCarron, Tarrier & Faragher, 1999). There were six follow-up outcome intervals between
baseline measures and 70 days post-treatmentaplL&month follow-up.

Lewisetal. (2001) preseat intentionto-treat, linear regression analyses using the
Stata xtreg procedure. The Stata xtreg procuad@eomputational algorithm, which
allows for efficient regression analysasnodels with multiple levels of fixed effects, aisd
especially usefuh longitudinal studies (McCaffrey, Lockwood, Mihaly & Sass, 2012). The
authors repoddthatby week four the CBT group had statistically significant improvements
in their outcome scores, compatedheSCand TAU group. This effect increasaa
remained significanat week five. At week six, there were significant treatment effects for

both the CBT an&C groups comparetb the TAU group, but the significant difference
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between the effect of CBT ai®C foundat weeks five and six was not maintained.
However, the resolution of auditory hallucinati@sneasuredby the PSYRATS was faster
in the CBT group comparedd the SC group, which makes difficult to interpret the
significant combined treatment effects compace@dAU. The authors give a tentative
interpretation that these findings might mefaat CBT canleadto remission of acute
psychotic symptomat four weeks, wheredSC can achieve thiat six weeks. They add that
these results are based on post hoc analysis and should be interpreted with tasition.
reported that the resolution of auditory hallucinationthe SC group actually sloweby
week five, suggesting that some elementS@Mmaybe detrimental with respetb auditory
hallucinations.

Tarrieretal. (2004) repodd data collecteat 18-month follow-up, namely: total and
positive symptom scales (PANSS, PSYRATS), rehospitalisatiotiraedo relapse; defined
as:“An exacerbation of psychotic symptoms lasting longer than one week and leaaling
changean patientmanagement” (p.232). Analysis of Covariandd NCOVA) andsuvivor
analysis revealed significantly improved outconmeterms of PANSS total and subscale
scores for the treatment groups (CBT and SC) compargdU, but no differences on
follow-up PSYRATS scores. There were no significant differences between treatment
groups, but a trend towards a superior effect on hallucinations for the CBT group. The
authors acknowledged a significant amount of missing data (n=89,qalssssignificant
treatment centre effects on the number of sessions of therapy; one centre showed strong
effects forCBT and SC, although this was not replicatethe other two centres. The paper
stated that results indicate the beneficial nature of psychological treatnermhs of
symptom profileat follow-up, but no advantage terms of ratesf relapse or hospitalisation.
No significant differences between the CBT &tdgroups provide counter evidence for the

authors’ hypothesis that specifitBT techniques were the active agents of change. This
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research found evidence that contradicted findbygSenskyetal. (2000), where the

treatment effects 3C were not maintainedt follow-up. Tarrieretal. (2004) stated;since
supportive counselling unstructuredit is difficult to understand whit performsaswell as

it does” (p.235). Howeveit could be argued that thactiveagents’ in the psychological
treatment relat® the therapeutic relationship, a common feature of CBT and SC. This study
reported less intensive psychological input than Detigl. (1996a, 1996b). The authors also
acknowledged that their hypothesis that eight hours of therapy woultblegghificant long-

term benefits was over-optimistic.

Haddock, Tarrieetal. (1999) repodda controlled, parallel group study that
evaluated the effectiveness of individual inpatient CBT compar8« for inpatients with a
schizophrenia diagnosis. Twenty-one participants were randomly alldoatedCBT orSC
group, and interventions were delivered over five weeks or until the patient was discharged.
‘Booster’ sessions were offeréa the communityat one, two, three and four months post
discharge. Eighteen out of 21 participants completed the Brief Psychotic Rating Scale
(BPRS; Overall & Gorham, 1962) and the PSYRAaEStudy entry and end of treatment.
Two-year follow-up data was collectadterms of relapse informatiotime to readmission,
and the number of days hospital post-treatment. Analysis of variance (ANOVA) revealed
significant main treatment effedtsterms of BPRS and PSYRATS scores over time, but no
significant differences for group or interaction. Whilst the authors provided data for the
BPRS pre and post mean scores and standard deviations, they did not provide this
information for the PSYRATS scores and did not report effect sizes. This review calculated
the effect sizes for the BPRS scores and found larger treatment effectsSQrgramup
(d=1.10, r=0.48) comparedd the CBT group (d=0.78, r=0.36), suggesting thaS@e
intervention maye superiofin terms of psychotic symptom reduction for acute inpatients

with a psychosis diagnosis. Thssn contrasto findings from the previous studies, which



PSYCHOLOGICAL INTERVENTIONSIN THE INPATIENT SETTING 14

employed much more rigorous methodological designs and demonstrated a higheofjuality
reporting. Methodological concerns and reporting issu#ss paper mean that only

tentative conclusionsanbe drawn.

Durrantet al. (2007) repodd a quasi-experimental before and after study that
explored a transdiagnostic CBT programme. The authors claim that the research provides
practice-based evidence, although arguablytdalee methodological approach and reporting
style, the available conclusions are limited. Specifjcétis paper presenteh optimistic
but tentativeé case’ for CBT in the inpatient setting. The intervention was based on the
cognitive science-based model (Teasdale & Barnard, 2003), and provided a simple
formulation and skills-based treatment. The authors eléthat this apprazh allows brief
input over one or two sessions arahhelp people understand how their breakdown
occurred, and offers simple watgsincrease autonomy. Significant increasegost-therapy
Mental Health Confidence Scale (MHCS; Carpinello, Knight, Markowitz & Pease, 2000)
scores were reported. Further exploration revealed that the significant difference was specific
to the ‘coping style’ subscale. Mean pre-therapy scores for internal lotaosntrol were
significantlylower than post-therapy scores, although no significant differences were found
between pre and post therapy scores for the measure of external locus of control. The authors
stated that post-therapy, participants reported significant incrieetbesr abilty to express
emotions and the use of strateg@sope with emotions. Approximatebhb of participants
reported that they met least one goal completely, whereas 42.85% felt that none of their

goals were achieved post-therapy indicating a variation in experiences of the intervention.

Group therapy. Raune and Daddi (2011) repsatan observational case series study,
which presented a ward-based wgeRBT group, facilitatedby a clinical psychologist. The
group adopted a sole-stand-alone treatment format for a heterogeneous acute psychiatric

sample recruitettom two wards from the same unit. One hundred and thirty-seven patients
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attended a total of 291 times across 31 groups: being female and having a diagnosis of
bipolar disorder predictegt-attendance. 43% patients attended more than once, with
relatively good attendance each week (M=9.4, range=1-20). 63% of attendees completed a
brief, non-standardised, questionnaire and correlational analyses wete esplbre the
association between the questionnaire feedback and attendance. Finding the group enjoyable
was the strongest significant predictorefttendance, whereas learning someting

reduce distress was a low significant predictareadttendance. This finding likely to be
important for this servica terms of group CBT engagement. Unfortunately there were no
follow-up measures or feedback from staff about the impact of the group. Whilst the authors
attempedto thoughtfully interpret the feedback from the group attendbedack of
methodological rigour means that clinically meaningful claims about the interventions cannot
be substantiated. The lack of standardised outcome measures, plus insufficient detail of

reporting,limits the findings from this research.

Heriot-Maitlandet al. (2014) preseatla quasi-experimental before and after study of
a weekly 50 minute, four-session transdiagnostic group approach infogn@Her in an
inpatient setting. The CFT sessions incorporated psychoeducation, mindfulness, compassion
and imagery respectively. The authors presgpite and post outcome data from a non-
standardised measure for calmness and distress for 57 group attendees atuthmapodn-
parametric analysis revealed a significant reduagtiqrost-session distress overall,
particularly for the session focused on compassion. A significant increase was found for
overall and post-session calmness, especially after the session focused on imagery. Semi-
structured interviews with four participariyg anindependent researcher focused on
participants’ motivationsin attending the group, their experiences of the group, and
recommendations for improvement. Thematic analysis of the semi-structured interviews

tentatively concluded thatipatients’ engaged well with the group, and that their experiences



PSYCHOLOGICAL INTERVENTIONSIN THE INPATIENT SETTING 16

were closely alignetb the key featuresf CFT. Difficultiesin attendingasdescribedy the
patients, were: getting on with other group members, high distress or agitation, lack of
engagement with the content, or needimgttend other appointments or meetings. The
authors commert on how the group allowed peopteshare stories and their distress,
leadingto feelings of normalisation and validation, althouigis not possibldo generalise
these findings due to methodological constraints. Simitanbrevious studies, the lack of
standardised outcome measumests the reliabiity and validity of this studyin addition, the
studyis limited by the lack of sufficient detaih the reporting; for example, regarding

recruitment and sample selection.

Individual, group and family therapy. Drury etal. (1996a, 1996b) and Drueyal.
(2000) reporddata from &RCT comparing an intensive treatment model of individual and
groupCT plus family workto a control group that received recreational therapy and informal
support. Participants presented with hallucinations, delusions and abnormal behaviour, such
that functional psychosis was indicagsh primary diagnosis. Forty inpatients were
recruitedto the Druryetal. (1996, 1996b) studies; 20 participantsthe treatment and
control groups, of which 25 (62.5%) were men. Thirty-four of these participants were
availableto follow-up in the Druryetal. (2000) study. Both th€T group and the control
group receive@n average of eight hours of activity per week for a maximum of six months.
Symptomology was measured using the Psychiatric Assessment Scale (PAS; Krawieca,
Goldberg & Vaughn, 1977) and a self-report measure of delusional conviction (Brett-Jones,

Garety & Hemsley, 1987).

In paper 1, Druretal. (1996a) repoed that both theCT and the control group
showed a significant and marked reducipositive symptoms the 12-week period post
admission. This decline positive symptomology was greater for (€ group, significant

after week seven, maintainativeek 12 andh line with theauthors’ hypothesis.In terms of
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core delusional beliefs, both groups demonstrated a redurctibalief convictiort and
‘preoccupatiohover the 12-week period. Faselief convictioni this decline was
significantly greatem theCT group.

In paper 2, Druretal. (1996b) repoetd that based on three distinct recovery criteria,
the CT intervention ledo more rapid resolution of psychotic symptoms within the six-month
follow-up period. In comparisorto the control group, th€T groupparticipants’ recovery
time was reducetly between 25-50%, which equatiedbetween 42-84 fewer days than the
control group.Gender, duration of untreatédlness’ prior to the first episode, andne
elapsed since first episode were fotmthfluence rates of recovemy both groups.

In paper 3, Druretal. (2000) repo#d five-year follow-up data, which found no
significant difference relapse rates, positive symptoms or insight betv@keand control
groups. However, th€T group was reporteid show greater perceivédontrol overillness’
than control group individuals. For those experiencing a relapse of psychotic symptoms
the five-year follow-up period, self-reported psychotic symptoms were significantly iiower
theCT group. Dudo some methodological issues and insufficient reporting, the moderate

findings presentety these papers should be interpreted with caution.

Longetal. (2012) repogdanobservational case series study, which focusesion
‘eclectic’ intervention for 34 inpatients witln Anorexia Nervosa (AN) diagnosis a
specialist eating disorders inpatient unit. The inpatient treatment formed four phases and
included 15 different therapeutic interventions randmog ‘supportive psychotherapy’ to
‘dynamic groupherapy’, CBT, and art therapy. The psychological components of this
eclectic approach were reportasitypically deliveredn the ‘latter stages’ of inpatient
admissions. Seven outcome measures were completed pre-admission, post-discharge and 4
years after admission. Significant differences were found between admission and discharge

for measures of outcome (Morgan-Russell Assessment Schedule; MRAS, Morgan &
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Hayward, 1988), eating disorder symptomology (EDI; Garner, Olmstead & Polivy, 1983),
psychological distress (Brief Symptom Inventory; BSI, Derogatis, 1993), and self-esteem
(Culture-Free Self-Esteem Inventory; CFSEI, Battle, 1981). Forty-four percent of patients
were classifiegsremitted four years after leaving inpatient treatment. Patients with post-
discharge continuity of treatment, whereby inpatient treatment contintieel community

had higher rates of improvement. Cioghe eclectianix of available interventions and lack
of control group, the authors rightly state tiias not possibléo attribute chang&

particular treatment elements. Lack of adequate controls meanighatpossibleto

attribute changéo the psychological intervention alone; therefore, this paper has been

classifiedasoffering tentative conclusions.
Indirect interventions.

Input with staff. Berryetal. (2009) repodd a quasi-experimental before-and-after
study, which explored the impact of a service-user formulation group for staff members.
Ward-based formulation meetings were facilitabga clinical psychologist and included a
discussion about the possible factors that were invaivéte development and maintenance
of service-userspresenting problems. Each meeting focused on one case that staff members
reportedasstruggling with, or wantingp understand better. Staff perceptions were measured
immediately priotto the intervention and also six hours afterwards, using the Brief lliness
Perception Questionnaire (IPQ: Broadbent, Petrie, Main & Weinman, 2006) and the IPQ for
Schizophrenia (Lobbamarrowclough & Jones, 2005 Repeated measures t-tests revealed
significant differences pre and post scores for all of the measures, indicating that post-
intervention staff perceived service-usasexerting more effort into getting well, less likely
to have caused their problems themselves, and less tikblgme for their problems.
Interestingly, staff member optimism increased: beliefs about treatment efficacy increased,

beliefs about the likely duration of problems decreased, and positive perceptions about
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serviceusers’ control over problems increased. However, there was no exploration of the
impact of these changes. The authadheredo high standards for the reporting of results,
although this was not a comparative study and lacked sufficient controls, blamding

follow-up.

Shepherd and Rosebert (2007) repibdata froman evaluation ofaninpatient-based
reflective practice group for inpatient and community staff members working with inpatient
service-users. Methodological constraints and a significant lack of reported inforfimation
the findings, although they gianindication of the type of provision thastfeasiblein this
setting. The weekly group included a brief presentdiioa staff member of a particular
service-useranoutline of the help or advice needed, follovilgda 35 minute group
discussion drawing on theory-practice links and reflective practice. A non-standardised
guestionnaire was given 12 staff members, thenajority’ of whomfelt that group
discussion was useful, they felt comfortable presertinige group, they were interestied
the presentations, and communication between t@athe group had been good.
Quialitative feedback indicated that the group had been usdfalping manage and work
with service-users on the ward and that nmone for the group was needéaenhance
attendance. The lack of standardised outcome medsuitssthe findingsin terms of
reliability and validity, which means that they cannot be generalised and are limtiéechs

of informing service development.

Direct and indirect interventions.

Individual therapy plus work with staff. Kerr (2001) reportednobservational case
study focused on brief CAT with four Psychiatric Intensive Care Unit (PICU) patients that
presented with treatment-resistant psychosis. The intervention, delivered ot@sisne
sessions, aimet establish a therapeutic alliance, improve treatment compliance and reduce

levels of disturbed behaviour. The CAT reformulations were discuisstaff team
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meetingdo consider the role of staff membénsthe maintenance of patiehfgresenting
problems. Treatment provéetdundant’ for two patients: one haghimproved medication
regime, and the CAT treatment was impossible for the othetodued grandiose and
paranoid delusions. Kerr (2001) reported that for the two remaining participants the
approach appeed ‘containing and effective, evidencday subsidence of disturbed and non-
compliant behaviour. The author valued the relational nature of CAT interventions, stating
that thiscanbe a useful approach address difficult staff member dynamics often
experiencedn the acute inpatient setting, although this research does not explore this
hypothesis. The paper stated that a collaborative and therapeutic working relationship was
possible and productive. However, daeghe case study nature of the repibris not

possibleto establish the causal relationship between the CAT interventiofpamnitctivity’.

Kerr (2001) suggested that the CAT approach appeared helpful for the staff teamgssecting
‘containing’ and‘defusing’ process for the stress aakiety felt when working with distress.
The author claims that the research constitutes study of the efit&yT-based
reformulations, although he acknowledges thairder for these finding® be substantiated,
further evaluation using a controlled study desgymeeded.

Direct, indirect and strategic interventions.

Mixed therapeutic approach. Kennedyet al. (2003) preseat a service evaluation of
psychological provisioto anacute inpatient ward over the course of a year. One of the
important findingsn this audit was that provided evidencef all three levels of workings
set outby the MPAG (1990). This provides tentative indications about the broad scope for
psychologyin this setting. Service-user and staff member feedback was sought based on a
non-standardised questionnaire that focused on treatment, access, communication, usefulness,
education and change influence. The authors regpdsitive outcomes for all feedback

items, although the lack of independent data collection may hatve lesponse bias.
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Service-user feedback included feeltngrmal’ and gaining a new understanding of their
problems following psychological input. Given the non-experimental design of this study,
these findings cannot be substantiated or generalised. Responses also indicated that all
groups wouldike increased accesspsychological treatmeim the inpatient setting,

although this paper does not provide conclusive evidendemonstrate thanincreasen

such provision would be clinically worthwhile. Service evaluation can be incredibly useful

in terms of the development of unique services; however, given the non-experimental design,
findings cannot be generalisemlother inpatient populations. Additionally, insufficient detalil

about the sample, measures and responsesa@scerning.

Kerfootetal. (2012) repogda quasi-experimental before and after studgrof
inpatient psychological service which was fornm@@009 and provided input across three
mental health wards and a PICU. The authors acknowledgedtthast, this service was
viewedasbeneficialby staff members and service-users. They also acknowledged that there
is a greater need for further and more methodologically rigorous research. The team were
reportedto operate astepped care’ model of psychological input, which ranged from ward-
based groups using CBT, DBT, motivational interviewing and mindfulness techrtigues,
individual assessment and treatmeith inpatients. Consultation and formulation were
offered,to inform care plans, discharge and risk planning for the inpatient teams. Staff
member feedback was collected using the Recovery Self-Assessment: Provider Version
(O’Connell etal., 2005), a 32-item measure of staff-knowledge and use of recovery
principles. Sixty-five responses across four wards were received and indicated that the
psychology services highly valuedby staff memberin terms of patient care, plus personal

and professional support.

Patient feedback was elicited through the use oEfisen Climate Evaluation Schema

guestionnair¢gEssenCES; Schalastal., 2008), a 17-item measuwtthe social and
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therapeutic atmospheoé psychiatric wards and the Inpatient Treatment Alliance Scale
(ITAS; Blais, 2004). Results found that since the introduction of the service theamwas
increasan people leaving hospital with a plan for their wellbeing and/or a crisis plan and a
reductionin likelihood of readmission shortly after discharge. Positive patient feedback from
the inpatient groups indicated that talking helped reduce perceived isolation émdred
increasean peoplés experiences of being helpfid others. The authors commedbn the
similarities between this feedback axielom’s (2005) ideas regarding the usefulness of
inpatient psychology groups. Dteethe methodological approach usids not possibléo
establish a causal link between the psychological input and these outcomes. Whilst the
quality of reporting was relatively good, with adequate consideration efuidhes

limitations, the methodological approdahits the extento which clinically meaningful

resultscanbe interpreted.

Gibsonet al. (2008) repogdanobservational case series study based19-bed
male acute psychiatric wand a London mental health hospital over a six-month period,
focusing on the provision of multi-disciplinary therapy input. A piane (0.5 workingtime
equivalent) psychologist recorded 204 contacts during the six-month period, offering 117
individual sessionto inpatient service-users. Results indicated a high level of service-user
engagemenh the project. There was a reported 26% redugétioncidents on the ward over
the duration of the project, comparnedhe previous year. However, there were no
significant differences between pre and post scores using the patient-staff conflict checklist
(Bowersetal., 2006), which measures changefequency of reports of aggression, rule-
breaking, drug and alcohol use, plus uses of restraint. The authorgede¢pentse of
feedback questionnaires givenassess sthfservice-user and carer views. This found that
the psychology service was valued; for example, having the opportomatik and reflect.

The authors commented on the low response rate for the questionnaire feedback.
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Additionally, it is not clear what questionnaire was used or how many were completed.
Significant methodological issues and a latladequate information about the treatment
intervention meathat the findings must be interpreted with caution and impact the
generalisability of the findings.

Discussion

Summary of findings

This review presents a summanfythe available evidence that explores the value of inpatient

psychological interventions. The main findings aséollows:

1. Brief CT for psychosis can lead remissiomat four weeks comparet SCand TAU
(Lewisetal, 2002.

2. Brief CT andSCcanleadto a significant reductiom positive and negative symptoms of
psychosis 18-months post-treatment (Tarisal., 2004).

3. Brief CBT andSCinterventionanreduce psychotic symptomasdischarge and two-
year followup (Haddock, Tarrieetal., 1999).

4. One or two sessions of CBT can significantly increase: confidarm#ping with mental
health issues, internal locus of control and abibtgxpress emotions (Durraetal.,
2007).

5. Finding a group CBT interventidenjoyable’ is a predictor ofe-attendance, whereas
‘learning somethingo reducedistress’ is a low significant predictoof re-attendance
(Ruane & Daddi, 2011).

6. A group CFT interventiocanincrease service-user calmness and decrease distress,

although attendanda the inpatient setting can be difficult (Heriot-Maitlaetal., 2014).
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7. CTin the context of individual, group and family war&nleadto a reductionn positive
psychotic symptoms after seven weeks, maintaateck-month follow-up (Druryetal.,
1996a, 1996b).

8. An eclectic psychological intervention fBN can leado a reductionn psychiatric
symptomology post-discharge, and continuity of treatrretite community lead®
greater improvements (Lorgg al., 2012).

9. A formulation group for staff membecsinleadto short-term positive changesstaff
perceptions of service-users (Beetal., 2009).

10. A reflective practice group has been perceiasdsefulin helping manage and work with
service-userby staff members (Shepherd & Rosebert, 2007).

11. A collaborative therapeutic relationshgpossibleaspart of a CAT intervention
deliveredin a brief, four session format (Kerr, 2001).

12. Service-users have reported feelingrmal’ and gaining a new understanding of their
issues following psychological inpirt the inpatient mental health setting (Kennedy et
al., 2003).

13.Inpatient psychological interventions have been repdateelduce isolation for service-
users and have shown high levels of ward engagement. Input ajgpeansaluedy

service-users and staff members (Gibsbal., 2008; Kerfoottal., 2012).

General Critique

Tentative evidence. Inpatient psychological inpig a broad topic area with a small
and tentative evidence base. There areJ&studies that adopt sufficient empirical rigor,
with many papers limiteth the reliability and validity of their findings, and lackiimg
generalisability. Despite these issues, there are a number of optimistic findings about the

benefits of inpatient psychological provision, which warrant further exploration.
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There are claims relatirtg the role of psychologin the restoration of insight and
more rapid recovery, particularly for individuals with a first episode psychosis diagnosis.
Specifically, CT andCBT were foundo leadto a reductionn psychotic symptoms and that
these effects were maintainatfollow-up. Some inconsistencies were foumderms of the
superiorityof these interventions comparedSC; therefore, further research would be
useful.

A common conclusiors that inpatient psychologg valuedby staff members and
service-usergsexemplified through multi-agency calls for increased psychological
provisionin this setting. Relevant papers reported ithagas possibléo develop a
collaborative and therapeutic relationship, despite the brelttye interventions. There was
evidencedo suggest that maintenanagkthis relationship during the discharge transition
might leadto greater improvement.

It has beerlaimed that psychological input this settingcanhelp individuals feel
‘normal’ and gaimanunderstanding of their problems (Kennexdyl., 2003), although there
is no causal evidende support thigo date. Further research should seeé&xplore thee
issues further; specificallp address the extetd which normalisation and increased

understanding of is@scan be clinically meaningful, and whether effects can be maintained.

Methodology. Controlled investigations of therapy for inpatients have been limited
thus farto studies exploring the effect of adding therépgther forms of treatment used
medical models or eclectic milieus (Wright, 1996). This review found a limited number of
controlled and comparative studies, and a lack of researcher blinding and randortasation
groups. For the papers that did present methodologically sound studies, there were concerns
about the generalisability of the findings given the majority of white male participants and
focus on diagnoses sualpsychosis and schizophrenia (Haddock, Tagiat., 1999; Lewis

etal., 2001; Tarrieetal., 2004). The current literature predominantly focuses on
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schizophrenia/psychosis, and treatments that are infdognedgnitive and behavioural
models. There was also a disappointingly limited discussion within the papers of the routine
inpatient care received, and the possible impact of this on recovery.

Just over half of the relevant papers fatiedeport standardised outcome measures,
or gave insufficient detatb describe outcome measurement or statistical analyses (Appendix
E). Thislimits the reliability, validity and generalisabilitf findings. An alternativeto
these problemsould be the use of the reliable change index (Jacobsen & Truax,d€91)
way of exploring pre and post differences on a ¢asease basis.

Environmental challenges. Kerfootetal. (2012) stated that randomisation would
have been difficulto achieve on the basis that the majority of patients were expmsethe
indirect psychological intervention (e.g. staff training, joint working or formulation groups).
This highlights the inherent difficultiaa empirically testing the broad role of a
psychological practitionan the inpatient setting.

Durrantet al. (2007) stated that they were constraiogdample sizén terms of
statistical analyses, citing low response rates for post-therapy measures. These difficulties
are echoethy Haddock, Tarrieetal. (1999), who acknowledged a high refusal rate for
participationin their study. Gibsoetal. (2008) suggestlthat motivational and
concentration difficulties commonly experiend®dpeople with mental health problems may
have been a barriéo the completion of questionnaires, plus the fact that staff already felt
overwhelmed with the amount of routine paperwork they were expectednplete.

Tarrieretal. (2004) explaiedthat the mean number of therapy hours was below the
target of 150 20 hours, citing that this was dteelogistical problems and high levels of
participant distress. This emphasises the limitations of providing psychologicainnpet

acute mental health hospital setting.
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Implications

Clinical practice.
Most of the papers demonstrate that inpatient psychological services are feasible and well
receivedby staff members and service-users. However, the magdrigsearch focuses on
psychological treatment for individuals with a diagnosis of psychosis or schizophrenia,
limiting the clinical implications for the transdiagnostic inpatient mental health seEong.
those papers abte demonstrate that a psychological intervention had been effective for
some,it was also clear that this approach may not suit everybody. This appkiislight
the importance of specialist psychological assessment, collaborative formulation, and clear
goals that reflect service-user, staff member and organisational aims etan(f012)
reported increased benefits for interventions continued during the discharge transition and
the community. This finding has been replicatetherapeutic community settings (Cheisa
& Fonagy, 2000; Cheisa, Fonagy & Holmes, 2003). Research has highlighted the importance
of the therapeutic relationship during the discharge transition period (Tierney & Fox, 2009)
and therefor& may be importarto consider how and when treatménterminatedn the
inpatient setting.

Durrantetal. (2007) commerton how psychological therapyoften postponed
until discharge from acute mental health hospitals, which may be a contra-indication of the
recovery model.lt is suggested that a crisssthe righttime for individualsto “make senseof
theirsituation” (Durrantetal., 2007, p124). The BPS (2011) has suggested that
psychological formulatiosanhelp service-users feel understood and contained, increasing a
sense of meaning and hope.

Service provision.
The evidence indicates that direct, indirect and strategic interventions are feagitde

setting, and are valudxy service-users and staff members. The current research on the
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clinical efficacyof psychological interventionia the inpatient setting not conclusive;

however, there are calis increase this provision (Sainsburys Centre for Mental Health,

1998). Theras some support for the capacity for brief interventitmseduce

symptomology and feelings of isolation, and increase feetihgalm and a sense of
understanding for people. Commissioners of inpatient mental health services are responsible
for service provision and may be prudertb encourage the routine clinical use of

standardised outcome measures, and engagement with service evatlatform local or

regional decisions about accéspsychology.

Despite limited evidencd, would appear that thergea strong policy emphasis on the
importance of acceds psychological assessment and treatment (The National Framework
for Mental Health; DoH, 1999). The National Institute for Health and Care Excellence
(NICE) guidelines recommend family work and CB3acute phase interventions for
psychosis or schizophrenia (NICE, 2009). A meta-anabfsigternational-based studies
found a robust and significant small effect for inpatient psychological interveimidims
case of depression when compai@@AU or pharmacotherapy (Cuijpeesal., 2011). This
demonstrates the netmlgain a better understanding of how psychology can be useful, and

its relationshipto changdan UK settings.

Futur e resear ch.
Kerfootet al. (2012) stated that developmeimtshe provision of inpatient psychology
acute mental health settings appedre exceeding the evidence base. Despite this, thare
clear sense of enthusiasm and passidarther researching and evaluating inpatient
psychology services, with a particular focus on the continued development of therapeutic and
positively experienced inpatient ward environments.
It is clear that there are setting-specific challerigenducting research with

rigorous experimental desigimsthis setting. Clinicians must think creative waysn order



PSYCHOLOGICAL INTERVENTIONSIN THE INPATIENT SETTING 29

to adapt thegold standard” RCT to this environment. Randomisation of participants and
double-blinding of researchers/cliniciasdikely to be extremely difficulin this setting,

although demonstrable (Lewasal., 2001; Tarrieetal., 2004). Unpredictable lengths of
admission, high levels of distress, and a demanding workload for staff members may affect
study engagementt may be more useful for future reseataladoptan exploratory

approactto researchn this setting, firstly establishing how staff members and service-users
conceptualise the valwd inpatient psychological provision.

The National Institute for Health and Clinical Excellence (NICE) and the National
Collaborating Centre for Mental Health (NCCMH) have recommended service-user
experienceasanoutcomen the evaluation of care, and report that many people place a
great deal of importance ohe value of the therapeutic relationsmpacute mental health

savices (NCCMH, 2011; NCCMH, 2012; NICE, 2011

Review limitations

Inpatient-based psychologya relatively under-researched area. This review found that few
studies adopted methodologically rigorous methods and sufficient reportinglinitéghe
conclusions thatanbe drawn from such a review, but highlights the impa¢an further
researchf the calls foranincreasen inpatient psychology provision atre be taken
seriously.

This review excluded papers that explored interventions for children and young
people, and older aduliis the inpatient mental health setting; therefore, conclusions cannot
be generalised beyond working-age adults. Unpublished papers were not intlinied

review; therefore, findings maye subjectto publication bias (Rosenthal, 1979).
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Conclusion

The broad findings of this systematic search and review suggest that a range of psychological
interventions are feasible this setting, such as: individual and group CBT, CFT, reflective
practice for staff, and mixed therapeutic appreaclt is clear that current literature
exploring the efficacy and effectiveness of inpatient psychological inghe UK is limited
and requires further evidence. This neparticularly pertinent given the continued
pressurdo increase the provision of such input.

Psychological inpus valuedby staff members and service-usershe acute
inpatient mental health setting. The next s¢dp establish whait is thatis valued about this
approach, and whether the connections made between psychologylaadare clinically
meaningful.

Given the difficultiesn conducting researdh this settingit is likely that clinicians
and researchers will negdlthink creatively about a flexible research approach that considers
the inherent unpredictabilityf the acute inpatient ward. Involving both inpatient staff
members and service-usa@nghis research would be a useful way of triangulating
experiences. Further research and evidence for this appsoagierative for the

continuation of the provision of psychologythe inpatient setting.
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Abstract
Objectives
Literature suggests that individuals experiencing acute mental health difficaltibenefit
from psychological input, with cal® increase psychological provisiaminpatient mental
health settings the United Kingdom (UK). Despite this, thesdimited researcho support
this demand, which mawp part be dugo inherent difficultiesn conducting researdh this
setting.
Design
This paper usedninterview desigrio examine experiences of inpatient psychological
interventionan National Health Service (NHS) inpatient mental health settings.
Methods
Narrative analysis was conductiedexplore stafinembers’ and servicassers’ experiences of
psychological input.
Results
Evidence was fountb support the use of direct, indirect and strategic interventions, and
formulation and the therapeutic relationship were conceptuassammon features of such
input. Connections between inpatient psychology and change within the stories suggested
that interventionsanhelp people make sense of a crisis, improve relationships and
contributeto meaningful recovery. Barriers were also presented, suggesting that
psychological inpuin this setting might not be right for everybody.
Conclusions
This paper demonstrates that psychological impthe acute inpatient mental health setting
is perceivedasmeaningful andanleadto changes. Theris also a sense that this provision

canbe challenging, highlighting the need for further research.
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Practitioner points:

e Psychological inpuin the inpatient setting, suasformulation and developing a
therapeutic relationshifs possible and valudaly staff members and service users.

e Staff members and service users made connections between psychological input and
change, suggesting that interventions can: improve relationships, help people make
sense of a crisis, and contribtwameaningful recovery.

e There are significant barriers and challentggsroviding psychological inpun this
setting, and some participarsigggested that this approach might not be right for
everyone.

e Further research shoute conductedo explore the clinical and cost-effectiveness of

psychological inpuin the inpatient mental health setting.

Key words:Inpatient, Acute mental health, Psychology, Chamgarative Analysis.
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An exploration of service-user and staff member narratives of psychological input in
acute inpatient mental health settings
I npatient environments
Thereis a desire for greater provision of psychological practitioiretise acute inpatient
mental health sector (British Psychological Society; BPS, 2002; Clarke, 2009; Department of
Health; DoH, 2002; Kinderman, 2005; Sainsburys Centre for Mentall1@€888; Short,
2007). However, theris a lack of evidencw support this development (Holmes, 2002;
McGowan &Hall, 2009). This may be partly relatemthe inherent challenges carrying
out empirical researah the inpatient setting, such as: unpredictable lengths of stay, the
complex mixture of diagnostic groups, the uncertainty of diagnoses and constant pressure for
new admissions (Clarke, 2009).
I npatient psychological provision
The role of psychological practitiondrsthe acute setting often far broader than providing
individual therapy, combining direct client work with indirect watkhe wider team, and
strategic work within the care environment (Manpower Planning Advisory Group, 1990;
Nicolson and Carradice, 2002). Inpatthe psychological thinking of the teamthe form of
consultation, reflective practice and supervision may enhancerstafiers’ ability to
reflect, empathise, and demonstrate mentalisatioelationto others, whichs considered
essential for the therapeutic relationship (Steadman and Dallos, 2009). Such input may
support service users and staff membef$ear the anxiety and uncertainty of the change
process” (Menzies-Lyth, 1986, p466).
Empirical evidence.

Much of the evidence for psychological therapies focuses on outpatient services, which are
fundamentally differenin terms of levels of patient distress, levels of prescribed medication,

and the level of therapeutic input received (McGowantéall] 2009). Few well-constructed
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trials of psychological interventions have been publisheéde UK, with a predominant
focus on the effect of Cognitive Therapy (CT) and Cognitive Behavioural Therapy (CBT) on
psychiatric symptoms, rates of relapse smbdospitalisation for individuals with a psychosis
or schizophrenia diagnosis (Drury, Birchwood, Cochrane & MacMillan, 1996a, 1996b;
Drury, Birchwood & Cochrane, 2000; Lewasal., 2001; Tarrieetal., 2004). The findings
of these studies are liketg be limitedin terms of their applicatioto thetransdiagnostic
inpatient mental health setting. Clinicians have proposed a number of theoretical arguments
for the benefits of application of psychologyNHS acute inpatient mental health settings;
but theres still a need for robust empirical evidertoesupport this demand.

Mental health crises may be sestritical turning pointsn anindividual’s life,
offering opportunities for resolution and growth (Roberts, 2005). Tia@aential foran
emerging framework, focused on inpatient psycholagnput enabling changat an
individual and organisational level.

Formulation.
In hospital settings, distressing mental health experiences are predominantly conceptualised
as‘mental illneses. The Division of Clinical Psychology (DCP, 2013) highlights the
theoretical and empirical limitationis the ‘disease model’. Kennedy (2009) argues that
formulationcanbe useful for understanding the expecesof inpatient service-users and
client-staff-environment interactions, informing treatment and discharge transition.
Johnstone (2013) acknowledges the limited research on the impact of formulation, but
suggests that is anapproach welcomely inpatient staff memberSummers’ (2006)
gualitative study, based a mental health rehabilitation ward, reported that formulatzm
encourage tolerance and patience, and increase empathyf membersin terms of

strategic change, formulati@anarguably achieve a consistent team approach; generate new
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ways of thinking; help staff manage risk; and increase team understanding, empathy and

reflectiveness (DCP, 2011).
Direct psychological interventions.

Individual psychological interventions for the acute inpatient mental health setting typically
draw on theoretical models developedcommunity-based settings (e.g. Kerr, 200Given

the unique aspects of the inpatient setting, interventions are often antapieet the needs

of the environment (Heriot-Maitland, Vidal, Ball & Irons, 2014). However, evidence
suggests that altering the format of interventions, sgtihief provision ofCT, canonly

offer minimal effects compared supportive counsellinip the inpatient setting (Lewist

al., 2001; Tarrieetal., 2004). Studies have shown that brief CBT interventangeadto
significant treatment effects, but only when provis®mtense and considers individual,

group and family work (Drurgtal., 1996a, 1996a).

Emotion coping skills groups have been promanettie UK acute mental health
sdting, based of.inehan’s (1993a) principles of Dialectical Behaviour Therapy (DBT) for
emotion regulation (Rendle & Wilson, 2009). DBIbased on a biosocial understanding of
overwhelming emotion and ains teach mindfulness, emotional regulation, distress
tolerance and interpersonal effectiveness skills (Linehan, 1993b). Evidence suggests that
when providedaspart of a partial hospitalisation programmen NHS therapeutic
community, DBTcanleadto significant improvements symptomologyat six, 12 and 24
months post-treatment (Cheisa & Fonagy, 2000; Cheisa, Fonagy & Holmes, 2003). Whilst
this treatment setting differs significantly, these findings warrant further research exploring

the benefits of DBTn the acute inpatient mental health setting.
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Indirect psychological interventions.

The DoH (2002) recommends that staff members should have space for reflection, thinking
and understandinaspart of acute mental health inpatient care provision. Facilitation of
reflective practices suitedto psychological practitioners, requiring cliniciaiasdraw

effectively on a wide rangef theories and models, such as: CBT, systemic approaches and
influences of countertransference (Cowdrill & Dannahy, 2009k thought that the process

of reflectioncanimprove and enhance clinical practice (Paget, 2001). Tébtie evidence

to date that supports this claim, although a pilot evaluati@m ofpatient reflective group
facilitatedby psychological practitioners indicated that staff members fawngkfulin

helping work with, and managing service-usalistress on the ward (Shepherd & Rosebert,

2007).
Futureresearch

The theoretical framework for the application of psycholiogye acute inpatient mental
health setting has received insufficient research attentios propogdthat inpatient
psychologists worlin this settingn varied and flexible ways, although evidenoesupport

the value of thiss limited. Further research should séelexplore current service models of
inpatient psychological provisiom orderto understand the role of psychologyan

inpatient setting, what canachieve, and howt does this.
The need for qualitative research.

Qualitative researcis usefulin exploring experiences, and further elucidating inpatient
serviceusers’ and staffmembers’ experiences of psychological provisiorthis setting. This
may enable greater understanding of the scope of inpatient psychological provision, and
whether the tentative conceptual understanding presbptibe literature makes sense

those who have experience of psychologthis setting.
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Narrative analysis specifi@s interpretative approach, considering the seqgesoic
events and relationshipsnfolding in time’ (Riessman, 2008). Ricoeur (1991) argines
human experienda time canbe understood only through the stories thattell. Narrative
analysis privilegegparticipants’ views and responses; their interpretation of events; and the
importance of contextual elements, sasttheco-construction of the narrative between
participant and researcher.

Aims
A qualitative method was chosemaddress some of the inherent difficulie€onducting
researchn anacute inpatient mental health setting. A narrative approach wasoused
consider the role of inpatient psycholaagthey featuren serviceusers’ and staffmembers’
stories,in anattemptto capture the complexitigs the experiencef recovery from mental
health crises. Narrative analysis was chosen rather than a thematic or observational method,
in orderto specifically consider the sequential elements of participant experiences, and
adequately capture the inherent relational complexitiéiserapeutic work and how these
develop over time. This research sougtfurther understand what happens when
psychological inpuis offeredin the inpatient setting, and how service-users and staff
members understand and portray these experiences through the stories teét they
Resear ch questions
a. What types of psychological input featinethe stories of service-users and
clinicians?
b. What stories do service-users and clinicians tell about how psychological thinking
fluctuates over time?
c. What connectionsf any, do service-users and clinicians make between inpatient

psychological input and change?


http://www.sciencedirect.com/science/article/pii/S019074091000188X#bb0240
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d. What parallels and divergences exmsthe stories told about inpatient psychological
input?
Method

Design
This paper employedninterview design. Semi-structured interviews were conducted,
whereby the researcher facilitatedrrative telling’ of experiences of inpatient psychology
(Riessman, 1993, p54)t is thought that people make sense of, and describe connections
between, sequential events and ideas through narrative and stories (Bruner, 1990). Narrative
analysiss thoughtto adequately preserve the complexity of contextual and interpersonal
interactions, and the idiosyncrasy of individual experientiee exploratory nature of the
narrative approach suited the relative lack of reseaarttis area.

Participant selection.

Recruitment. Recruitment took place between June 2013 and Januaryi@@iree
inpatient hospitals and four community seeswithin a mental health NHS Foundation
Trust. A purposive samplingethod was used (Marshall, 1996).

Inclusion and exclusion criteria. The inclusion and exclusion criteria were informed
by the research questions.

Service-user criteria:

1) Experience of psychological input duringacute admissioto a mental health hospital
in the last six months.

2) Capacityto consento participation.

3) Sufficient command of the English languagengagen the data collection process.

4) Participation unlikey to cause undue distress.

Staff-member criteria:

5) Employedby the mental healtNHS Trustat the centre of this study.
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6) Experience of working with a service-user participant recrudgede study within the
last six months.
7) Consent from service-user participémtiscuss their care with the staff member.
Exclusion criteria:
8) Service-users consideratihigh riskto themselves or others.
9) Service-users with a primary diagnosis of substance misuse. These individuals are not
typically seerby psychological practitioneia aninpatient setting within thisIHS Trust.
Sample characteristics. Ten people consentéal participate (Appendix H four
service-users and six staff members (Table 1). One interested service-user declioed due
personal commitments and another tueoncerns about his admission, which had been a
traumatic experience. Eight staff members met the inclusion créedaix consentetb
participate (Table 2). Two staff-members declined: ong@uerk commitments. The
other did not responih telephone or email contact from the researcher.
Table 1

Service-user participants

Pseudonym Inpatient Community location Input* Ethnicity Interview**
Individual (group)
Louise Hospital 1 Community 1 14 (0) White British  54.86
Maggie Hospital 2 Community 2 2 (4) White British  40.37
Lee Hospital 1 N/A: current 46 (4) White British ~ 55.24
inpatient
Jane Hospital 3 Community 3 7 (10) White British ~ 89.17

* Approximate hours of direct and ward-based psyodiezal input.

**|Interview lengthin minutes
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Table 2

Staff-member participants

Pseudonym Location Job title Ethnicity Interview*
Dr Martin Community 1  Consultant psychiatrist White Irish 33.46
Peter Community 2  Occupational therapist White British 25.00
Yusef Community 1 Senior social worker  Black African British 21.58
Joe Community 3  Mental health nurse White British 25.86
Laura Hospital 1 Staff nurse White British 40.95
Crystal Hospital 2 Ward manager Black Caribbean 18.40

*Interview lengthin minutes

I nterview schedules.
Interview schedules were developed after consulting members from a volunteer research
group with inpatient experience, and holding discussions with the lead research supervisor.
Open questions invited service-ustrselate their experienc® a recent inpatient admission
and staff memben® relate their experiena# working with this service-user during this
time (AppendixJ). Where possible, the researcher prompted the participant with questions
suchas“Can you telime more” or “What happened neXt in line with Wells’ (2011)
guidance.

Ethical considerations.
The study was approvéxy an Independent Research ReviatCanterbury Christ Church
University, a Research Ethics Committee (REC; Appendix F) andi8Foundation Trust
Research and Development department (Appendlixd& completion of the researcinet
REC were notified (Appendix V) and a summary report was sent (AppendiPerticipants
were notified thain the event of any observed disclosed risk issues, information would be
passed oto the relevant clinician involveh their care.At all times, the British

PsychologicaBociety’s Code of Ethics an@onduct was adheread (BPS, 2009).
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Procedure.
Ward-based psychologists identified service-users meeting the inclusion criteria and gave
them a copy of the participant information sheet (AppeKdixThe researcher telephoned
service-users within seven dagsarrangeaninitial meetingto discuss consent. Interviews
took placen inpatient or community settings within the Trust. Service-user interviews took
place first,asthis wasanopportunityto establish staff membérmeeting inclusion criteria.
Eligible staff members were given a copy of the participant information sheet and were
contactedy telephoneor email within seendays. Interview length varied depending on
individuals’ stories and lasted between 18-90 minutes. Interviews were audio recorded and
transcribed verbatiry the researcher.
Data Analysisand Quality Issues

Methodology.
Narratives have been definadsequential and meaningful, showing transformation and
change (Squire, 2008). Narrative analysis can be a way of exploring aspects of development
that might otherwisbe overlooked, suchsthe relational experiences inherantlinical
work (Wells, 2011). The narrative analysis was carriedgitand (Appendit) andin
stages (Table)3 This included: transcription, marking narrative features and developing
initial themes (Appendiceal); in-depth analysis (Appendices O); and generating grand
narrative themes and codes (Appendix Mhis strategy was adapted from Emerson &
Frosch’s (2004) approacto critical narrative enquiry. Throughout the analysis, attention was
paidto patterns, themes and regularitiasyell ascontrasts, paradoxes, and irregularities
(Coffey & Atkinson, 1996)to draw thematic links betwegarticipants’ experiences

(Polkinghorne, 1995).
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Table 3

Analysis of narrative content, structure and contex

Stage Description Detail
1 Transcription Audio recording transcribed Pauses and expressive sounds
verbatim.Poland’s (2002) Overlapping/garbled speech
notional system was adapte« Emphasis and held sounds
to include: Paraphrasing others
2  Marking Narrative text was Abstract
narrative highlighted and coded using Orientation
features Labov’s (1972) criteria: Complicating event
Evaluation
3 Initial themes Initial thoughts and ideas for Summaryby stanzas
complete narratives Individual/reciprocal actions
4  In-depth Sections chosen for core Emerging themes
analysis narrative analysis Sequential features
5 Grand themes Synthesis of the data Drawing out themes within and

between stories

Validity and reliability.

Service-users were recruited with experience of different wards locatecee different

mental health inpatient units, and staff members were recruited from two inpatient and three

community locations. Triangulation, whereby research questions are analysed from multiple

perspectives;anbe usedo establish the parallels and divisions between experiences and

viewedasan opportunityto uncover deeper meaningthe data (Patton, 2002).

Participants were inviteid take parin member-checking (Creswell, 2008y,

reviewing a summargf their interview (Appendix P), and evaluating the extenthich

this reflected their experiences and story (Appendix Epllowing completion of the study,

a summary report was sdntparticipants (Appendix W).
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Reflexivity. In orderto assess possible researcher-specific factors within narratives,
bracketing interviews were conducted betwarmdependent researcher and the researcher
before data collection and after data analysis (AppendiX Be structure of these broadly
followed Aherne’s (1999) guidance, whereby reflexiviyusedto identify area®f potential
bias andbracket’ themto minimise their influence on the research process. The bracketing
interview highlighted that the researcher had investéithding out whether psychologg
the inpatient setting can be useful, Additionally, the researcher has experience of working
psychologicallyin the inpatient setting; these experiences are likehgtasa lens through
which narratives were viewed and interpreted (Appemglix

Theresearcher’s rolein the interviews varied: for example, during Peter knd’s
interviews there walsitle input other than non-verbal utteranteslemonstrate listening:
“Hmm, hmm”. In contrast, the researcher contributed much rnmoB¥ Martin andLouise’s
interviews, providing more explicit direction and asking more questitms.’s story had
been the longest (89.17 minutes), partly because she had disclosed that‘stee asb&appy
as | thought | would bBe(Ja.628), leadintp a discussion about sharing information from the
interview, with the clinicians involveth her care.Yusef’s quotations feature more
infrequently within the themes; perhaps because his story was relatively short (21.58
minutes).

Member checking. Subjectivityis animportant featuref narrative enquiry;
member-checking and attemptittggaddress how thesearcher’s experiences may have
influenced interpretation. Member-checking summaries werdafitparticipants’;
however, feedback was only received from one service-user and three staff members. Whilst
the available feedback confirmed that participants had felt that the researcher had understood

their story,it would have been useftd have received this from all participants.
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Inter-rater reliability. Riessman (1993) suggests that validationarrative analysis
canbe addresselly attendingo the persuasiveness and coherenandfiterpretation.
Following the development of the grand narrative themes, the researcher discussed the
themes withanindependent researcher and the lead research supervisor helpetb gauae
extent the themes and codes reflected a common sense agprtectata (Elliott, 2005
Using a fully-crossed design, a subsktiuotations were ratdaly two coders (Rater A and
RaterB; TableL6) based on the coding manual (Hallgren, 201&ter-rater reliability
analysis was conducted, whereébySSwvas usedo calculate the Kappa statist@determine
consistency among raters (Light, 1971). The inter-rater reliability for rater A (researuther) a
B (independent researcher) was fotmte Kappa = .64p <.001), 95%ClI (0.57, 0.72,

indicating substantial agreement (Landis & Koch, 1977).

Results

A summaryof service-usersand stafinembers’ storiesis presented, providing context for
the results that follow. The themes are ordémaelationto the research questions.
Quotations are identifiabley italicised text, followedy the first two letters of the
participant’s pseudonym and the transcript line number.
Narrative summaries

Louise: A service-user’s perspective.
Louise’s narrative coherently communicated her struggle with distressing thoughts and her
need for support from inpatient servicelstelt like | needed help andwasn 't ableto rectify
it onmyown” (L0o.12). Louise received 14 inpatient CBT sessions, and a further 14 sessions
with the same psychologist the community. She explained that her admission had been
traumatic and ér narrative describes hard, confusing times on the ward. Louise tells how she
used the psychology sessidoseflect on“things that/ 've found quite difficultin my past’

(L0.360-361).
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Dr Martin: A consultant’s per spective.
Dr Martin’s narrative focused largely on his work with Louis¢he community.He
explained that he felt the psychology sessions‘hatped, restore, a sense of reality at an
earlier stagén the recovery proce¥gDr.347-348).He stated that the psychological
intervention“led to greater stability and ensured that her recovery followeda fairly
step-wiseway” (Dr.350-352.

Yusef: A social worker’s per spective.
Yusef’s story reflected a largely positive experience of psychoiodggrms of his care
coordination work with Louisen the community. CBT sessions had helpetérms of
“managing her symptoms and perhaps, getting wagsdafessing the general situation she
wasin” (Yu.132-133).He explained that he felt that psychology was not right for everyone,
particularly those whowould findit hardto talk about, they struggl® confront any difficult
emotion$ (Yu.253-254).

Maggie: A service-user’s perspective.
Maggie’s story started when she was struggliogope and had suicidal thoughts; she
decidedo access inpatient mental health servigastto be safé (Ma.29). Maggie attended
three talking therapy group sessions and one fagesision, totalling approximately six hours
of psychological input. She described how the group had been halpégbgnising issues
to work on:“we identified that | had, ernmy main problems army relationship withmy
dad’ (Ma.153-154. From the outset, Maggie appeatednow what needetb bein place
in orderto be ableo move forwardsothat she could béappily discharged then, | was
feeling much bettér(Ma.251).

Crystal: A ward manager’s per spective.
Crystal’s narrative succinctly described her involvement with Maggie on the wasdrold

wasto co-facilitate the talking therapy group atwbe part of the family work with Maggie,
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her father and the psychologist. Crystal emphasised that the psychological input enabled
Maggieto feel less isolated with her issues and helped her and her father understand each
other’s experiences; this helped Maggietermsof: “building, [and] working on their
relationshipy (Cr.52).

Peter: An occupational therapist’s (OT) per spective.
Peter describeMaggie’s positive engagement with services during her transition from the
wardto the community. Peter felt less clear abdlaggic’s psychology work on the ward,
but understood thdtt had ledio a referrako a community based talking therapy grouie
expressed his view of psychological inpst“meaningful, understanding their own issues
and takingcontrol, erm, becaus#ey 've got the right helgo reflect,to create a thinking
space for, erm, their own recovery proced3e.284-286).

Lee: A service-user’s perspective.
Lee’s story was a moving account of his current hospital admission: a clear chronological
narrative. Lee received over 40 weekly individual psychology sessions, infosnGiaiT,
Schema Therapy and DBT approaches. Lee was exyrgqositive about the psychological
treatment he received, and reflected on tdvad helped him increase contact with his
family: “And then weeky week, slowly, | was ringing them aiitdwas getting easieit, was
slowly getting easiét(Le189-190). Despite the clarity ofee’s story, there was also a sense
of complexityin terms of his ambivalence regarding his progress and the difficulties he
continuedo encounter.

Laura: A mental health nurse’s per spective.
Laura worked with Lee during his lengthy admission and psychological input. She was
unsure how far psychology had been helpful, acknowledging thaink in partsit was
helpful. Erm, and part$ wasn't helpful, but not because psychology's edppfhl but just

because the sheer complexity of, of the £gka.350-352). Laura valued the psychological
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input for nursing staff on the ward, stating that thegn give you little, little tips or things
that helpkeepus goingin betweelfi (La.560-562).

Jane: A service user’s perspective.
Jane’s story described incredibly difficult and traumatic experiences, leadithgee recent
admissiongo a mental health hospital. She reflected on her fear and need for help, teading
admission:it felt like | was losing the rein® life. | had no contrdl (Ja.39-40);°l just
wantedto die” (Ja.47). Jane attended thard-based talking therapy group eight timas,
emotional coping skills group twice, and she met with the psyctsbiodividually for seven
sessions. Jane said meeting the psycholtgess nice, becaugéd never had that beforé.
was a new experience, fare’ (Ja.158-159), highlighting how the psychologist listened and
was understanding.

Joe: A mental health nurse’s per spective.
Joe began working with Jaasher care coordinator just before her third recent admission.
He talked about how the psychologist had b&eny’ in terms of safety and care planning
with the ward based medical team. Joe reflecteldow the psychology input had also
enabled a discussion between him and Jane about their relationship, teacipgpvements
in communication.
Grand themes
Nineteen grand themes were generated from the ten stories, and these were categorised
terms of relevanct the research questions (Tab)e #he themes are described, using
examples from the texo illustrate interpretations. Particular attentispaidto the themes

relatingto the connections participantsade between psychology and change.



PSYCHOLOGICAL INTERVENTIONSIN THE INPATIENT SETTING 18

Table 4

Grand narrative themes generated from ten partitiptories

Research question Grand theme

Defining psychological input Variety of acute psychological input

Psychologyasa ‘different approach’

Barriersto inpatient psychology

Changesn thinking overtime Recovery narrative

Individual focus

Collaborative focus

Medical discourse

Psychological discourse

Connections between psychology anc Formulationasa way of making sense of a cris

change Interpersonal: Improving relationships

Intrapersonal: Individual recovery

Parallels and divergences between ar Medication

within stories Difficult ward environment

Uncertainty

Access issues

Safety

Acute psychology work possible and valued

Defining inpatient psychological input.
Psychological input included: talking therapy groups inforimgd alom’s (1983) model;
emotional coping skills groups based on DBT principles; individual sessions of CBT and
schema therapy; and family sessions inforimgdystemic approaches. Witharticipants’
stories, there were accounts of indirect therapeutic work,asioputto care planning,
liaison and signposting. There were reports of work with the inpatient staff teanassuch

teaching psychological skilte staff members, case discussion groups and reflective practice.
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Service-user and staffembers’ stories reflected a sense that ward-based psychology
offered a different and positive approach compéaodte routine care receivea an
inpatient mental health hospital. There was a sense that both service-users and staff members
understood the unique aspects of the therapeutic relationshis angortancan
psychology:[the psychologist] had tim® listento me. Her warmth. And she was in, she
was genuinely interestad helpingme’ (Ja.75-76).

Several barriersr challengesn terms of inpatient psychological input were
presented. A common theme was the limited adogssychology, and referenctsthe fact
that high levels of distress could interfere with psychological input on the Wamdhbably
wasn’t really sort of listening because | hery own thoughts that were goimg my head
(Lo.142-144). PetegnOT with ward-based experience, indicated tinatelt psychology
was not possiblattimes of acute distres$sometimes a crisis sointense that, that,
[psychology]that’s too difficult, toopainful ” (Pe.214-215). A perspective within staff
memberstoriesin particular was that psychology might not be the best approach for
everyone, and that some mag“more action orientétl(Yu.276). A significant barrier
highlightedby service-users was that some therapeutic gains from psychological work were
not always maintained. For example, Jane talked about how the psychology inputrhelped
the short-term, but that thisdn’t seemto last:“l would feel better for a while after. Buit,
would all be still theré (Ja.112).

Stories of how thinking fluctuates over time.

Recovery narrative. Lee talked about the progress he felt he had mdde:come a
long way’ (Le.223). However,amvery appearetb be conceptualiseasa fluctuating and
complex processbut deep down, wasn’t | wasn'’t, | wasn’t coping’ (Ja.138);‘l was alittle
bit, erm, apprehensive about going home, which deua bit strange seeing asuldn’t

wait to get out (L0.204-305). Staffnembers’ narratives of serviceasers’ experiences
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seemedo echo this. Laura saidhe's [Lee] moved sort of forwards and then backwaald
then forwards again and backwards agjdlra.126-127), and Joe explain€d:was very
differentto how she [Jane], how she was before. Andas sort of, yeah chang&dJo.46-

47). Given the importance of individual differenceposttraumatic responses and recovery
(Harvey, 1996)it might be expected that variatioinsserviceusers’ trauma experiences had
animpact on their sense of improvement or progress.

Individual and collaborative focus. There was a sense of fluctuationservice- users
narratives focusd on individual and collaborative experiences. For example, Lee referred
his individual experience of progre&sve come a long way(Le.222) and also his
collaborative experiencéwe 've come a long way(Le.201). Louise referre her
individual experience:it was just the way that | was perceiving thinglso.280-281),
although acknowledged she had needeadork with others too“Because | felt like | needed
help and wasn 't ableto rectifyit onmy own” (L0.12). In contrastMaggie’s narrative
seemed consistently fixed on the self through@uhink that/’m quite an intelligent person,
and | KNOW when things are not working out and ownWHY” (Ma.50).

Medical and psychological discourses. Louise andr Martin’s narratives reflected a
dominant medical discours&elusions and hallucinations whiake are taughto believe to,
you know, dopamine over-activity a particular part of the brai{Dr.457-459);‘Like your
brain has gone from being sort of a normal way, like rationa{L0.178-179).Maggie’s
narrative seemetb draw on a medical discourasa way of describing her experientes
way that made sense others:‘people understand unwell rather than if you saysn 't well
they say‘ohh, youwasn'’t well’, whereasf you say‘No | wasanxious’ theywouldn'’t
necessarily associate that with being univgi.509-511).

Within both service-user and staff member narratives was also a strong sense of a

psychological discourse; for example, Louise refetoduer understanding of the link
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between her distress anithings that/ 've found quite difficultin my past’ (Lo.360-361).
Psychological discourses were also a prominent feature of the sections of participant
narratives that drew connections between inpatient psychological input and change.

Connections between inpatient psychological input and change.

Formulation: Making sense of a crisis. Serviceusers’ stories presented connections
between the inpatient psychological input and making sareserisis: identifyingvhat’s
happened-it’s triedto draw attentiorto things that/ 've found quite difficultin my past’
(Lo.360-361); recognising issutswork on:“l thinkt, it’s definitely mademerealise that
we needto do more work. | thinkz’s opened a dodr(Ma.383-384); talking abouthat’s
helpedin the past:it [medication] helpedneto carry on, ando getme back onmy feet and
working” (Ja.132-133); and whaanhelp now:“Sometimes | make the wrong decision, and |
do, you know? And, that’s whatwe 're working on, not jumpingo the wrong decisich
(Le.384-385). Staff member narratives reflected similar idgakink psychology played a
rolein terms of getting Maggit sort of be abléo understand her difficulties. And identify
how she can be abte work on those difficulties thatie s experiencing (Cr.70-72).

The therapeutic relationship appearetie conceptualisealslinkedto anincreased
ability to ‘open up’, greater understandirgf experiences and distress, and meaningful
recovery:“by enabling her [Louisefo look specifically at the psychotic experiencest thad
left her feeling sort of distressé@Dr.347-350). Specifically, the psychological formulation
appearedo contributeto care planning:“l think with psychology, identification of difficties
if not treatment, identification erm, and, furtherthat then, erm, the actual appropriate
referrals on, can really make a big differeh¢e.280-282).

I nterpersonal: Improving relationships. In terms of interpersonal change,
psychologists were presentasioffering trust and a spate explore, work and build on

relationships:‘on the ward she saw the psychologist, erm, which veay helpful because



PSYCHOLOGICAL INTERVENTIONSIN THE INPATIENT SETTING 22

she had more of ain-depth conversation, and also about relationshifis ather people
including myself (J0.63-65). There was a central idea that psychology could improve
interpersonal communication, through reflecting and expressing thoughts and feelings with
others:“l managedo write to my mum and dad, but the psychologist stidry, | was trying

to write, | managedo write to then? (Le.168-170). The experience of sharing with others on
the ward appeardd help service-users feasif their experiences were normal, and part of

common human experience, increasing a sense of belonging or feeling less alone:

“it gave her [Maggie] a, a very comfortable environteinere she was abte
EXPRESS how she was feeling and not feelny way isolated becaugewasin a
room with people who experienced similar difficedt like she was experiencingp
shedidn’t feel erm, extraordinaripn that spacé (Cr.33-36).

It appeared that the therapeutic relationship with the psychologistnimportant
factorin terms of interpersonal change; for example, Joe talked aboutahew trustin the
psychologist had enabled a useful group discussion about the diffidatiesnd Jane had
experienced“the psychologist talked about possibly repairinatttelationship... Anave
had a conversation about, how things were betwseand how she same... that went

well, we shook hands, you knéwJo.70-91).

Intrapersonal: Individual recovery. The therapeutic relationship was also positioned
in relationto intrapersonal change, and appeacecbntributeto a senseof recovery for
individuals: “the psychologist appeared and saikre’s a spacdo talk, we re all
listening”. And | thinkit just makes such a differendejust made the whole stay a bit more
bearable. | felt more humdrMa.232-234). Trust and honesty featured, reladieipport:

“I’ve put trustin them [psychologist and nurse]. Telling them, likee been honest

with them all the way through anbley 've been honest with me, you known, so/’d
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say support was a big thing. Talking abautaind just helping along the way, you

know?” (Le.377-379).

Empathy and understanding from psychologists waestaal elemento the service-
user’s stories, and was conceptualisezhelping peopléopen up’ and feel listened toBut
the psychologist was jusb different. She was more understanding, and-andvsiud
listen” (Ja.174-175).There was a sense fbouisethat opening up about issues increased
understanding and a sense of reality, which heilpéide processing of experiences, and
lowered distress:

“It’s triedto draw attentiorto things that/ 've found quite difficultin my past. And

kind of tryingto address them, because | thihikou don t, thenthey 're always kind

of therein the background(Lo.360-362).

This was reinforcetdy Dr Martin’s experience:

“[The psychology sessions] allowed opportunitieshfer [Louise]to enterin to, say

erm, opportunities for reality testing. For-fonr-fguestioning the specific, experiences

and events that-that-that were causing her susthedi§ (Dr.359-360).

Lee discussed how the psychology sessions had helped hintdotgarate the
emotions relatetb his experiences’ couldn 't talk aboutit at the start but | slowly, you
know, it was gettingt out ofmy system | was, first of all | was crying | was shak | was
you know really anxious(Le.101-103). Yusef also highlighted similar changes for Louise:
“she was becoming a bit more open, about her enstod erm, looking back about things
she could have faced before, efms very important, the psychology was quite goodHer”
(Yu.196-198).

There was a common connection between psychology and individual hope within the
stories:“We've come a really long way becauselanuary Widn 't feel there was no hope at

all. But | can talk about” (Le.229-230). Reductioim distress following psychology
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sessions appearéalbe associated with increased independence and autoriomiyk that,
having been abl take some of that distress out of the picture,vgage ablgdo become
involved morein the planning ahead process sodn@r.360-362). There was also a sense
that identifying and understanding issues with the psychologist gave people meaningful
direction and focus for the future:

“The actual appropriate referrals on can really naakég difference, inin where

people just carry om the community goingn a direction, rather than revolving back

in becausehey 've got something that starts be meaningful (Pe.281-284).
Lee reflected on how the psychology sessions might have helped him manage his suicidal
ideation and behaviout?’m still, well | supposd 'm still alive, which, | might not have, |
might not have beéh(Le.231-232).

Par allels and diver gences between stories.

Medication. Medication was not a feature within all of the narratives, although
Louise and Jane spoke about the wayshich medication had been a helpful approach on
the ward:‘an anti-anxiety [medication] definitely helpetk with all the anxiety that | was
feeling... | think that kind of gotme through’ (L0.270-275);it’s like putting alid on the
inside of you andt containsi... it usedto numb me. So | could, | could carry’dfa.129-
134). Peter said medication had helped Maggleer recovery:‘her medication was
changed and there was a process of two and a bakswhere she was stabilis€é.151-
152). Dr Martin acknowledged the benefits of the psychological interventiterms of
Louise’s distress but also stated tff&tdoes needo be bornén mind that it was
administeredif | could use that word, errm conjunction with, erm medicatiGr(Dr.299-
300).

Difficult ward environment. A parallel within the narratives was that the ward

environment was often very difficuit “was a bit traumati¢’ve kind of blocked events out
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(Lo.24-26),“you felt as though you were like trapped, and yaow, (short pause) you were
kind of a bit misunderstood, or a bit brushed unithercarpet (Lo.408-410). There was a
sense that inpatient care had been rushed antdvenasslap-dash(Ma.78) and thastaff
members lacked compassidtheydidn’t come back and say lik§iow are yoyeeling?”...
So thee was no, no compassion reaflyJa.170-173).

Uncertainty. Contrasting with Maggie aridouise’s stories that made clear
connections between the psychological interventions and change, Ladreeanstories
seemed less clear. For Lee, this may have reflected his ambivalence about getting better,
which Laura also discussed. Laura seemed uncertain about the benefits of psychological
input for Lee. She commented bee’s improvements, but appearemstruggleto name the
possible mechanisms for changebviously some things have shifted, bubk t really know
exactly what was helpfil(La.447-448).

Accessissues. In terms of acces® psychobgyattimes of heightened distress, there
seemedo be divergences between stories. Louise suggested that, whilst she stimggled
think, there had been beneifitsthe latter stagesf the treatment du® input from someone
who had been with her through the admissibncontrast, Maggie, Lee and Jane all referred
to initially not being‘ready’ to talk and thinkat the beginningf their admission.

Safety. There was a strong sense within the service-user narratives that the inpatient
admission was intendexba wayof helpingto feel safe:‘l was relieved (short pause) that |
was goingo be saf8 (Ja.46). Howevelylaggie’s experience seemed mixetdthink it
mademe feel safan the fact that wasn 't ableto kill myself. But, lwasn 't safe from being
attacked by other patientgMa.491-492). Additionally, Lee talked about how the inpatient
admission did not prevent him from attemptiognd his life:“there has been times, you

know, when/ve purposely cutny throat and 've wantedto you know,to die” (Le.278-279).
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The value of acute psychological work. Despite the challenges and barriters
inpatient psychological input, there was a strong sense that this apjgrpashkible and
valued:“I'm amazed atHOW many different people this psychologist sees dbtuand
spend time with (J0.297-304). Staff members commented on their positive expermnces
psychologists who worked on the ward:lot of the patients doomment that they findt
really easyo talkto him” (La.494),“l think it’s excellentlt has helped a lot of the patients
onmyward” (Cr.237-240). There were also positive experiences of psychology within
serviceusers’ stories: ‘it wasgood...it wasnice...almost like | was there for a reason and |
was thereo work towards getting betté(Ma.325-327);‘if theyhadn 't have worked withme

| wouldn’t have been ableyouldn 't be where bemnow’ (Le.363-364).

Discussion

This research sougtd explore service-user and staff member experiences of psychological
inputin the inpatient mental health setting. There was support for the broad range of
interventions that psychologists providethis settingasproposedy Nicholson &
Carradice (2002) and the MPAG (199M). line with previous findings, there was a sense
that psychology was valued on the ward (Gibstal., 2008; Kerfoot, Bamford & Jones,
2012)) and thait was a'scarce resource’ (Kennedy, Smalley & Harris, 20D3The high
distress levels of inpatient service-users were presasgdhallenge for the provision of
inpatient psychology, and there was also evidencatthats not always possibte maintain
the therapeutic gairin this setting. Psychological thinking within the stories seaimed
fluctuate, reflecting the inherent complexity of the recovery process (Royal College of
Psychiatrists, 2010). Whilst there were common underlying themes, there were also nuances
in the service-users stories, indicating the individuality of experiences.

The results found evideain each of the storiesf connections made between

psychological interventions and change. Anthony (1993) suggested that recovery from
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mental health experiences involved the development of new meaning and purpose. This
research found support for thes participants drew links between psychology, making sense
of a crisis, improvementis relationships, and meaningful recovery. There was a sense that
both staff members and service-users perceived that psychology hadhlegases
understanding of issues, hope, autonomy and had also helped them process and tolerate
emotions and experiences. These themes appeared intrinsicallytbrdade of the unique
elementgo psychology, suchstrust, warmth, understanding and empaththe therapeutic
relationship.

Dr Martin highlighted the role of psychological interventiomshe hospital setting,
whichin conjunction with medication, were perceivedestore a sense of reality sooner
than with psychiatric treatment alone. Peter presenteditiieal benefits of a
psychologically informed care plan, and his view that psychological interventions could
reduce the number ofevolving door’ patients.

Contrastingly, Laura andee’s stories demonstrated that whilst they had perceived
the psychological treatmeasbeneficialit was difficultto describe how the psychological
input had ledo change. Whilst the serviesers’ stories valued the therapeutic process, Lee,
Jane and Maggie indicated that sdimrapeutic gains were not always maintained. Central
to this were ideas that timing of inpigtimportant and that people needede ‘ready’ to
talk and think about their difficulties. This might suggest that assessment and formulation are
crucialin informing treatment, particularlysthe threshold of distressthoughtto be rising
in acute inpatient mental health settings. Complexity and high levels of distress were
common themes for inpatient service-users; thereifoielikely to be cruciakhat
psychological works approached with flexibility and sensitivity, orderto meet

individuals’ fluctuating recovery needs.
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A counter argumerib this wasLouise’s acknowledgment that, whilst she was not
ableto fully engage with the therapeutic intervention initialshe‘couldn’t think’, the
contact had been helpful for herthe latter stages of treatment. She described how
knowledge ofwhat you were like insidehad helped her make sermgéner crisis and the
admission, althougtt is unclear whether this would have been possible from input from
other inpatient staff members.

General critique

Methodological limitations.

This research adopteshinterpretive analytical approach, which means that the findings are
based omarticipants’ stories. Outcomes were based on features of the narratives rather than
measured using standardised clinical outcomes, which affects the reliability and validity of
the findings. Given the qualitative and uncontrolled nature of this studyot possibléo
establish the clinical or cost effectiveness of the psychological interventionsjtoossible

to establish a reliable caeand effect relationship.

It is expected that theo-construction of the narratives impacted the stories that
emerged.lt is not possibléo say how far participants relied on preconceptions of inpatient
psychological provision based on the dominant rhetoric, rather than direct experiences.
Participants’ may have censored their stories tluéheresearcher’s role asa psychologist or
concerns about the impact of their stories; for example, on the ongoing care service-users
might receive.

Generalisability.

The findingsof this study have been developed from analysis of ten unique service-user and
staff member narratives, whidimits the generalisabilitgf the findings. Service-user
participants had been offered psychological interventisipsirt of routine clinical care;

thereforejt is not possibléo generalise these findings the wider inpatient population.
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Although environmental triangulation was used, whereby data was collected over
three wards located three geographically different locations, these were withil\#h®
mental health Trust. Therefoiejs likely that there are elements of these narratives that are
specificto the structuref this Trustand the service& provides. It is possible that the people
who chosdo participaten this research were quantitatively different from those who
declined.

Despite these limitations, the outcomes of the narrative anabysie usedto help
service-users, staff members and psychological practitioners dereloplerstanding of
their roles and experiencasthis setting (Polkinghorne, 1995). This research did not attempt
to achieve total objectivity, although attempts were niadeacket researcher assumptions
to minimise their influence on the research process (Aherne, 1999).
Theoretical implications
Thereis a strong theoretical foundation for the application of community-based
psychological interventions for individuals with mental health problems, with evidence
support the applicatioof a range of psychotherapeutic approaches (Bah, 2006). The
acute inpatient environmeigtessentially different from community services, making
generalisation of outcomes difficult. However, findings from previous research and this
study suggest that theoretical frameworks for community-based psychological interventions
canbeadapted for the inpatient setting. This research provides evidence that the essential
components for change, suasthe therapeutic relationship, may be the same. Research
community based services has indicated that short-term interventions may not be effective
(Hansen, Lambert & Forman, 2002); further research shouldcesklore whether these
findings can be generaliséalinpatient services.

Research has suggested that the main curative component for community-based

psychological interventionis the therapeutic relationship (Lambert & Barley, 2001). This
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research indicates thiatis alsoanimportant factor for inpatient-based interventions, and that
the service-users and staff members believed that the therapeutic relattamdégulto
improvementsn relationships, reduce distress and enhance individual recovery.

Thereis extensive research of the theoretical and psychological principles that
underpin formulation, such as: attachment theory, developmental psychology and CBT (DCP,
2013). The results of this research emphasise the importance individuals tasitrébe
meaning-making process, suggesting that develagmngpderstanding of issues and
problemscanhelp people feel listengd andcannormalise and validate experiences.
Maggie’s experience of hers amthers’ increased understanding of her situation was
associated with feeling less alone, whilst Louise and Lee said that talking about, and making
sense of difficult past experiences enhanced their sense of recovery.

Clinical Implications

This research found tentative evidenéeerviceusers’ and stafinembers’ perceptions
aboutthe meaningful outcomes that psychology can achietee inpatient setting. This
supports the growing theoretical, research and policy literature that supports@ccess
psychological provisioin mental health hospitals. Howevérwas also sugge=dthat there
are likelyto be a number of challengessuch provision, whiclsanbe translatedsclinical
implications.

One hypothesis that people experiencing high levels of distress, or those who are
seeking practical support, might not be ready for psycholbgy.is not a new proposition:
assessments for psychological interventions are often infdosnsthslow’s (1943)
hierarchy of needs. Service-usershis research commented on feeling unsafe and alone,
and that the inpatient admission and psychological intervention had helpetbtteeinsafe

andasthough they belonged. This might indicate that psychological interveimtidinis
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setting might be more effectiviethey are abléo focus on addressing the basic needs of
individuals.

This research highlighted that service-users and staff members perceived changes for
both brief interventionsf no more than six hours (e.g. Maggie) and longer-term
interventiongan excess of 20 sessions (e.g. Louise and Lee). This seemggest that when
individuals are deemed suitable for psychology, short-term interventions can be useful;
particularly when they are informéxy specific aspects of a collaborative formulation and
canleadto signpostingor referralsin the community. Regarding longer-term work, Louise
talked about how the continuity of her psychological interventiaghe community had been
usefulasit had helped her develop insight and a deeper understanding of her inpatient
admission. This continuity of care approach has been addiassiedlar settings, sucas
therapeutic communities, and th&sevidencedo suggest that this effective, particularly
for individuals with a diagnosis of borderline personality disorder (Chiesa & Fonagy, 2000;
Chiesa, Fonagy & Holmes, 2003).

Given the lack of comparative studies exploring the clinical and cost-effectiveness of
this service modelt is important for psychological practitioneisevaluate their clinical
practicein terms of clinical outcomes and user feedback.

Future Research

The findingsof this research suggest that seruviserss’ and stafinembers’ perceptions of
the role of psychologin the acute inpatient mental health setting support the proposed
theoretical and clinical models for such provision. Theedso evidencef the challenges or
barriersto such provision. These findings indicate that further resesiretcessarin order
to be ablgo conclude whether psychologythe inpatient settinganbe clinically

meaningful and cost-effective.
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Further research should saelanswer the following questions, orderto progress
our understanding of psychologythis setting:

1) Whatis the cost and clinical effectiveness of providing psycholagiie inpatient setting
comparedo community settings?

2) What individual and environmental factors are important when considering whether
people receiving acute mental health care@eely’ for psychology?

3) Can the therapeutic gains achiewedhpatient mental health settings be maintained post
discharge?

It has been claimed that the same challetm# provision of psychologsanbe
appliedto conducting researdh the mental health hospital setting. However, researchers
should take the lead from reseanctsimilar hospital settings, which méag ableto provide a
frameworkin whichto negotiate these challenges without compromising methodological
rigour and high qualitypf reporting (Bateman & Fonagy, 1999; 2006, Lees, Manning &
Rawlings, 1999). A study adopting a longitudinal, pragmatic design (Zwarenstein,j2009)
suggeste@dsthe next logical stefm the research process, @athecessarin orderto inform
clinicians, services and commissioners regarding decisions about provision of andcaccess
psychology.

Conclusion
Despite the limited and inconclusive evidence base, there ar¢odaltsease the provision
of psychologyin the inpatient mental health setting. This has been suppgmyrted
psychological theory, a number of health organisationsi#&htealth policy. One of the
reasons for the smditerature bases the challenging nature of the inpatient environnient
terms of providing psychological input and conducting controlled stuthesrderto address
these issues, this paper adopted a qualitative interview desgplore how service-users

and staff members have experienced inpatient psychology.
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The findings highlighted that psychological interventionthis setting include direct,
indirect and strategic interventions, which are valoydtaff and service-users. Participants
made connections between psychology and change, for example: that interventions helped
people make sense of a crisis; tedmprovementsn relationships between serviagers’,
families and staff; and contributéol meaningful recovery. There was also supfar the
idea that psychology might not be appropriate for everybody, and that high levels of distress
could interfere with psychological work.

This paper suggests that service-usansl staff membetgperceptions of psychology
in this setting are not dissimiléw the theoretical arguments for such provision. The
methodological approadimits the generalisability of the findings; however, these indicate
that further research would be valid and necessary for the development of psychological

provisionin NHS inpatient mental health hospitafsthe UK.
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Appendices

Appendix A: Systematic search strategy

Table Al

Terms and words used systematic search strategy

Participants (P) Exposure (E) Outcome (O)
| Mental health hospital | Psychotherapy/therapy | Effectiveness |
| Psychiatric hospital | Psychology | Efficacy |
| Psychiatric units/acute | Psychological therapy/ | Change |
inpatient unit Therapeutic processes
| Psychiatric hospitalisation | Reflective practice | Psychotherapeutic outcomI
| Psychiatric hospital staff | Reflectiveness | Treatment outcomes |
| Psychiatric inpatient | Formulation | Outcome |

Psychiatric hospital

Case conceptualisation ~ reatment evaluation

programmes

Note: Each term within theEOgroups were combined using the Boolean operaba’.

The results of eacREOgroup were then combined with the Boolean opera4diD .
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Appendix B: Flow chart for systematic search process

Titles and abstracts
identified and screened
(November 2013)

n=2227
Excuded
Non-working age adults
> Not published in English
Published pre-1990
n=1133
Y
Full copies
retrieved and
assessed for
eligibility
n=1,074 Excluded
Duplicate copies
Publications identified from No outcome, intervention or
searching reference list > i rreatment _
n=1 > Non-NHS sefting
MNon-mental health setting
Therapeutic communities
Second computerised search - Forensic seftings
(March 2014) - n = 1,060
n=1
h
Publications included in the
review
n=16

Number of studies included in the
review
n=13

Figure B1

Flow chart of systematic search process
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Appendix C: Systematic search results

Table C2

Systematic search results

Search PsycINFO Web of Medline EBM CINAHL  Total
science databases
Population 21,592 24,166 28,882 345 I2,573 271,898 |

[ T 1
Exposure 336,533 495,858 120,184 25,509 41,147 1,019,231

IOutcome 496,996 4,848,951 2,349,666 333,954 I274,052 8,056,619I

"Combined 1,216 704 185 71 51 2227
results
Limitt 386 552 56 65 "15 1074

*Results were limitetb papers publisheth English, post-1990 and those that focused acute

mental health inpatient provision for working aghuls.
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Appendix D: Table of relevant studiesincluded in the review

Table D3

Characteristics of relevant studies includedhe review

males

No. | Paper (year of Design N Age Gender | Population Intervention | Outcome measures
publication)
1 Berry, Barrowclough &| Quasi- 30 (M=39.87|15 Staff-members| Formulation | Brief lllness Perception Questionnaire
Wearden (2009) experimental: SD=8.01)| females meetings (IPQ)
before-and- (50%), with staff lliness Perception Questionnaire for
after study 15 members | Schizophrenia (IPCP)
males Measure®f staff understandings of th
(50%) problems, negative feelings towards
servece-users and confidende work
2 Drury, Birchwood, Randomised |40 21-52 14 Diagnosis of | Cognitive | Psychiatric Assessment Scale (PAS)
Cochrane & Mamillan | control trial: years females,| non-affective | therapy Belief and Convictions Scale (BCS)
(1996a) parallel group (M=32.7) | 26 psychosis (individual, | Early Signs Scale (ESS)
males | (first psychotic | group, Insight Scale
3 Drury, Birchwood, episode) family work | Personal Beliefs about lliness
Cochrane & Macmillan and activity | Questionnaire (PBIQ)
(1996b) programme)| Medical and case notes
4 | Drury, Birchwood & 34 32.5 17 8 hours per
: week,<6
Cochrane (2000) (median) | females,
17 months
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population

Durrant, Clarke, Quasi- 14 Females |7 Various, Brief CBT | Mental Health Confidence Scale
Tolland & Wilson experimental: 26-50 females,| including: (Woodhaven (MHCS)
(2007) before-and- years 7 males | Depression approach) |Locusof Control and the Behaviour
after study (M=42) Personality Scale (LCB)
males 21- disorder Personal Questionnaire
60 years Schizophrenia Rehabilitation Evaluation Hall and
(M=43) Baker Scale (REHAB)
Living with emotions measure
Clinical Outcomesn Routine
Evaluation (CORE)
Gibsonetal. (2008) Observational | Not Not Not Not reported | Mixed Programme engagement and referral
study: case reported| reported | reported therapeutic | pathways
series approach | Frequency of incidents
Patient staff conflict checklist
Feedback questionnaires (service-us
staff and carers)
Haddock, Tarrier, Controlled 21 CBT 2 Schizophrenia | CBT and Brief psychiatric rating scale (BRPS)
Morrison, Hopkins, study: parallel group females,| Schizoaffective| Supportive | Psychiatric rating scale (PSYRATS)
Drake & Lewis (1999) | group (M=28.1, |19 disorder Counselling | Medical and case notes (frequency
SD=7.24)| males | (with psychotic| (SC) data)
SCgroup symptoms)
(M=30,
SD=7.90)
Heriot-Maitland, Vidal, | Quasi- 57 Not Not Transdiagnosti{ Group CFT | Non-standardised rating questionnair|
Ball & Irons (2014) experimental: reported | reported| inpatient Semi-structured interviews with small

selection of participants
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before-and-
after study

location

9 Kennedy, Smalley & | Service- Not Not Not Mixed Multi-level | Tick-box audit with questions based (
Harris (2003) evaluation reported| reported | reported| diagnostic working: multi-level working objectiveso rate
service-user |directand |collaborationn treatment, access,
group indirect communication, usefulness, educatio
Staff members | work and change influence
10 |Kerfoot, Bamford & Quasi- 309 Not Not Not reported | Mixed Essen Climate Evaluation Schema
Jones (2012) experimental: reported | reported therapeutic | (EssenCES)
before-and- approach | Inpatient Treatment Alliance Scale
after study (ITAS)
Service-user feedback questionnaires
Service use frequency data
11 |Kerr (2001) Observational: | 4 50, 30, |4 males|Bipolar CAT Not reported (assumed not used)
case study 25, 23 affective
years disorder
12 |Lewisetal. (2002) Randomised | 309 27.4 216 Schizophrenia | CBT vs. Positive and Negative Syndrome Sca
control trial: (median) | males, |and‘related supportive | (PANSS)
parallel group 93 disorders counselling | Psychiatric rating scale (PSYRATS)
females
13 |Tarrieretal. (2004) 307 Reported | Reporte
for each |d for
group/ each
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group/
location
14 |Long, Fitzgerald & Observational |34 18-57 34 Anorexia Mixed MorganRussell Assessment Schedul
Hollin (2012) study: case years females | nervosa therapeutic | (MRAS)
series (M=33) approach | Eating Disorder Inventory (EDI)
The Body Shape Questionnaire (BSQ
Overcoming Anorexia Nervosa
Questionnaire (OANQ)
AnorecticBehaviour Observation Scal
(ABOS)
Brief Symptom Inventory (BDI)
CulturefreeSelf-Esteem Inventory
(CFSEI)
Health and Daily Living Form (HDL)
15 |Raune & Daddi (2011)| Observational | 111 (M=39.6, |54 Transdiagnosti{ Group CBT | Clinical records
study: case SD=14.1)| females Service-user feedback
series (48.6%)
, 57
males
(51.4%)
16 | Shepherd & Rosebert | Service 12 Not Not Inpatient staff | Reflective | Staff member questionnaire
(2007) evaluation reported | reported members practice

group
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Appendix E: Checklist for quality assessment for studiesincluded in thereview

Table E4

Checklist usedo assess the methodological rigour of studies araditywf reporting

M ethods Results Discussion Score
Interventi Control Blind Stattiﬁti(cjal Rtecruirne Satseline ;)#écomes Limitation bG_F'tneralisa Outof 14
on group methods | n ata estimation ility

Berryet
al., (2009) Y N Y N N Y Y N 8
Drury et
al., N N Y N Y Y * Y Y 8
(1996a)
Drury et
al., N N Y N N Y * Y N 5
(1996b)
Drury et
al., (2000) Y N Y N N & Y N 7
Durrantet
al., (2007) Y N Y N N Y Y N 5
Gibsonet
al., (2008) N N N N N N Y N 5
Haddock
etal., Y Vs Y N N N Y Y 7
(1999)
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Methods Results Discussion Score
. - . . Outcomes :
Design = Inteor\r/]entl C?ngl Blind Outcomes S;r;wgle Sr:;ttlﬁggzl Etecrwme dB:tsaellne and Limitation bGiﬁtnerallsa Interpretat Outof 14
group estimation y

Her_iot—
Maitland |y Y Y N N N N Y N N N Y Y Y 7
(2014)
Kennedy
etal., Y N N N N N N N N N N N N Y 2
(2003)
Kerfoot et
al., (2012) Y Y N N N Y N N Y N N Y N Y 6
Kerr
(2001) N N Y N N N N N N N N N N N 1
Lewiset
al., (2001) Y Y Y Y Y Y Y Y Y Y Y* Y N Y 13
Longet
al., (2012) N Y Y N N Y N Y N N Y Y N Y 7
Tarrieret
al, 2004)| Y Y N Y Y Y Y Y Y Y Y Y Y Y 13
Ruane &
Daddi Y Y Y N N N N N Y Y N Y N Y 7
(2011)
Shepherd
&
Rosebert Y N Y N N N N N N N N N N Y 2
(2007)

Note: Adapted from the CONSORT Checklist of infotina to include when reporting a randomised trial (CONSQRI10), guidance for the

reporting of pragmatic trials (Zwarenstaihal., 2009) and the Critical Appraisal Skills Pragime (CASP, 2013a; 2013b) checklists.

*No effect sizes reported
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Appendix F: NHS Resear ch Ethics Committee approval letter

This has been removed from the electronic copy
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This has been removed from the electronic copy
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This has been removed from the electronic copy
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This has been removed from the electronic copy
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Appendix G: Research & Development approval letter

This has been removed from the electronic copy
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This has been removed from the electronic copy
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Appendix H: Recruitment process and sample selection

Recruitment period
June — December 2013

Inpatient service-users
that met the inclusion
criteria

n==e

Inpatient service-users
that declined to
participate

A J

n=21
L 4
Total number of
inpatient service-users
n=4
Recruitment period
September 2013 —
January 2014
Staff-members that met > Inpatient staff-members

that declined to
participate

the inclusion criteria

A A

n=_§

n=2

Total number of staff-
member participants

n==o

v

Total number of
participants

n=10

Figure H2

Flow diagranmto show the recruitment process and sample selection
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Appendix |: Participant consent form

This has been removed from the electronic copy
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Appendix J: Participant interview schedule

This has been removed from the electronic copy
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Appendix K: Participant information sheet

This has been removed from the electronic copy
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Appendix L: Coding manual: Narrative Analysis

Coding Manual
I ntroduction

This coding manual describes the prodesw/hich the transcripts with service-users and
staff members were analysed, using a narrative approach. Infornsgiimvidedto showan
audit trail of one themgIntrapersonal changes: individuatovery’).

Transcription

Instructions: Every word that was spoken was recorded, with no paraphrasing or
summarising. Each line was numbered and table two shows the notional system used.

TableL1

Description of the notional system usedranscribe interviews

Event Notional system Example
Pauses Pauses of four or more secormias (long pause)
parentheses
Pauses of less than four secamd (short pause)
parentheses

For brief pauses less than one second He was, | mean his
use a comma

Expressive Insertin parenthesis the relevant word| (laughing)
sounds for a non-verbal communication (crying)
(signing)
Overlapping | Insert a hyphen where interruption T: He said that was impos-;
speech occurs and then insdrt parenthesis (overlapping)
where overlapping speech occurs P:Who said that?
T: Bob
Garbled Enclosein brackets a word that has be{ [resigned]
speech transcribed for one that was difficuitt
hear clearly

Use the letter xo indicate each word | Xxxx
that cannot be understood
Emphasis Use capital lettero denote emphasis | WHAT?
through volume or pitch of speech
Held sounds | Repeat sounds that are held, separatg No-0-0-0-0

by hyphens
Paraphrasing | Use quotation marki® indicate when | | thought“I’m in controlnow”
others the speakeis parodying what someone

else said or expressimg inner voice
Adapted from Poland (2002).
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Marking narrative features

The transcribed interviews were colour-codeterms ofLabov’s (1972) narrative features:
i) Abstract (A)
i) Orientation (O)
iii) Complicating event (CO)
iv) Evaluation (E)
v) Resolution (R)

I nitial themes.

Initial themes were developéy attendingo following detail within the transcripts:
a. Listing the characterns eachstory and describing their role the narrative.
b. Summarising the narrativéy sectioningn to stanzas (to capture the sequential
elements of the story).
c. Listing all emerging themes within the text, not confib@the research questions but
thinking more broadly about the story. These will be focused on:
i. The narrator-specific factors (content brougithe participant).
ii. The researchespecific factors (content brougby the trainee).
iii. Factors specifito the reciprocal relationship and tbeconstruction of the
narrative.

Corenarrative analysis.

Sections okachtranscript were choseén carry out analysis of the core narratives. These
were chosen based on the relevance of the interview caootivet research questions (see
below). Particular attention was giventhe sequential nature of thext codedas
complicated action (CA), evaluation (E), and resolution (R), specifically focusing on the
content and structure of the text.

Research questions

Sections of the transcripts were selected based on their reldgdahegesearch questions.
One these sections were chosen, each line was esdadwnin table four. Notes were
addedn cases where text could be codedelevantto one or more of the research
guestions. General themes relatioghese sections and coded text were natdiis stagen
the analysis.

Table L2
Coding of core narrative analysis based on theamtequestions
Research gquestion Coding colour

A | What types of psychological input featumethe stories of service
users and clinicians?

B What stories do service users and clinicians tell about how
psychological thinking fluctuates over time?

C What connectionsf any, do service users and clinicians make
between inpatient psychological input and change?

D What parallels and divergences existhe stories that inpatient and
community staff members tell about inpatient psychological inpu
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Grand themes
Table L3
Development of grand themes
Grand theme Code Coding
reference
Defining inpatient psychological input
Variety of acute Care planning Al.l
psychological input Formulation Al.2
Formulation sharing Al.3
Talking therapies group Al.4
Family sessions Al.5
Assessments Al.6
Individual sessions Al.7
Risk management Al.8
Liaison: Formal and informal communication Al.9
Signposting/referral®do community services Al1.10
Teaching psychology skill® nursing staff Al.11
Reflective space for staff Al.12
Focused on relationships on the ward Al1.13
Psychologyasa Non-medical approach A2.1
‘different approach’ A spaceo talk and think A2.2
Offering a therapeutic relationship A2.3
Barriersto inpatient Lack of trustin the inpatient setting A3.1
psychology Peoplen a crisis‘not ready’ for psychology A3.2
Power dynamics A3.3
Access issues A3.4
Discharge focusedaanfeel rushed A3.5
Talking therapynot right’ for some people A3.6
Therapeutic gains not maintained A3.7
People findt difficult to connect emotionally A3.8
Changesto psychological thinking over time: Narrative style
Recovery narrative Recoveryasa fluctuating process, with chronological B1
progression but alsdorwards andbackwards’.
Individual focus Predominant use oi1” B2
Collaborative focus Referenceo “us” or “we” B3
Emphasis on others Talk of the roles of otherSthey”; “them”; “he”; “she” B4
Distancing Suggesting a lacf emotional connection with B5
narrative content
Medical discourse Use of medical explanations or terminology B6
Psychological discourse Use of psychological explanations or terminology  B7
Connections between inpatient psychological input and change
Formulationasa way of ldentifying through listening: What happened? Why C1.1
making sense of a crisis Recognising: Issudse work on Cl1.2

What has helpeith the past?
Whatcanhelp now?
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Understanding: Sharing information/opening up car C1.3
increase understandingancontribute towards a
meaningful recovery (and care planning for staff)
Interpersonal: Improvinc Trust: A spacéo explore, work and build on ca.1
relationships relationships
Communication: Reflecting on experiences and Cc2.2
expressing thoughts and feelings with others;
increasing understanding of other perspectives
(including staff)
Belonging/normalising: Feeling like experiences are C2.3
‘normal’ and part of common experience; leadiog
feel less alongyr partof a group
Therapeutic relationship: Engagement through C2.4
containment on the ward, achieved with therapeutic
relationship
Intrapersonal: Individual Therapeutic relationship: Trust, empathy, C3.1
recovery understanding helped people feel listetednd‘open
up’.
Processing experiences: Opening up/understandin¢ C3.2
about issuescoming to terms withit’; helping people
process their experiences, lowering distress.
Tolerating: Emotions and experiences C3.3
Hope: Psychology sessioasa wayof introducing the C3.4
positive, and hope for the future; that things can be
better.
Autonomy: Reductiomn distress associated with C3.5
becoming more involveh plan for recovery and
taking control; increased independence.
Direction: Identifying/recognising/understandiogn  C3.6
help give people a direction or focizsswork towards
Improving ward experience: Admission easier/bette C3.7
with psychology input
Surviving: Being alive, surviving experiences C3.8
Parallels and divergencesin the narratives
Medication Managing feelings, alleviating delusions and D1
contributingto recovery
Difficult ward Traumatic, distressing, unhappy, frightening. D2.1
environment Rushed, slapdash, not enough compassion from  D2.2
nursing staff.
Busy, medically oriented, lack of understanding D2.3
Pressures on ward staff for beds. D2.4
Uncertainty Not having a clear sense of what the psychology wc D3
involved
Access issues Long waiting listsn the community D4
Safety Inpatient admission® help keep people safe D5
Acute psychology work Working psychologically with peopl@ a crisisis D6

possible and valued

possiblein aninpatient mental health setting
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Inter-rater checks

The second rater (RatB) and research supervisor were given two interview transcripts; one
serviceuser’s story (Louise) and one staffember’s story (Yusef). They were askénlread

and check the text of the transcripts and additional informaétioheck their understanding

of processof the narrative analysis.

The researcher and Rater B coded fifty selected quotations based on the grand themes
generatedby stage fiveof the analysis. Following this, discussions between the researcher,
Rater B and the research supervisor took plaexplore the approadb analysis, antb
contributeto the further development of the grand themes. The coding of these quotations
were analysed usingPSSo calculateCohen’s Kappato give anindication of inter-rater
reliability.

Quotationsfor inter-rater checks

Table L4
Fifty quotations for inter-rater reliability checks

This has been removed from the electronic copy
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Appendix M: Theme development: ‘Intrapersonal change: Individual recovery’
TableM5

Codes and quotations for th&srapersonal change’ theme

This has been removed from the electronic copy
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Appendix N: Interview transcription and marked narrative features (L ouise, service-
user)

This has been removed from the electronic copy
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Appendix O: Notes on the co-construction of the narrative: Louise’s story

Researcher’s contributionto Louise’s story

Open questions: “Can you tellme more, what happeneatxt?”
“What was thatike?”
“How did thatfeel?”
“How did you get from thagboint?”
“How have you been abte use that work witlipsychologist]?”
Closed questions: “Were you ableto think about...?”
“Did that haveanimpact on how you felt thetime?”
Reassurance: “yeah, that’s fine”
Paraphrasing: “So something about the interaction was just aditer?”
Offering direction:  To discuss work with psychologist on the waestablish how
contact was made.
Orientating Louisén questioning:‘How did you get from thgtoint?”
Noticing that the storig comingto anend.
Acknowledging the end.
Focus on evaluating the inpatient episode: Was this useful?dafinat
be improved?

Reflection: Wasmy focus on service improvement a respaiasgvoid uncomfortable
feelings?0r wasit to re-orientate Louiséo the focus on psychology? | think that this was
based ommy own interests and curiosities, rather than being pertinent &ithenise’s story
or the research questions.

Reciprocal features amib-construction of narrative

Many of the stanzas transition with researcher input, which seeprempt Louisen the
content of her story. This helps move the story along, but alsompeyt disrupt the flow of
Louise’s chronological understanding of everitsplaces, the researcher asks questions
orientating the storto time and place, whicis likely to have beeim anattemptto make
sense of the storyn themoment’. | wonder whether fewer questions would have allowed a
less‘hurried’ approactio the telling of the storyand may have helped Louise feel less
anxious about not necessarily being d@blescall all of her memoriesf the admission.
Perhaps this was drivday enthusiasm from the researcher (this being the first participant
interview) and a desir® getto the story’ or elements of the narrative that suited the
research questions.

Reflection:Missed opportunities. Drawing on the inpatient experierschfficult and

painful- was this then somethibgwork on with the psychologist? (Given that she said that
this was a core feature of her work with him). | was Keend the recording, although our
conversation continued about what would happen next, but also reflentivigatit was like

to talk about her inpatient experiences (as they were painful and distreksivm)ld have
been usefulo have kept recording, although | had assumedttieduld be respectfub

have this conversation without recordiaglouise seemed more relaxed when she was not
being recorded.
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Appendix P: Letter summarising individual interview (L ouise, service-user)

This has been removed from the electronic copy
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Appendix Q: Respondent feedback letter from Louise

This has been removed from the electronic copy
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Appendix R: Inter-rater reliability calculations

Rater A and B

TableQ1

Cohen’s Kappa calculation output from SPSS for Rater A 8nd

Symmetric Measures
Value Asymp. Std. Approx. T° | Approx. Sig.
Errord
Measure of Agreement  Kappa .642 .076 10.891 .000
N of Valid Cases 50

a. Not assuming the null hypothesis.

b. Using the asymptotic standard error assuming the null hypothesis.
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Appendix S: Bracketing interviews

This has been removed from the electronic copy
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Appendix T: Reflexive statement

This has been removed from the electronic copy
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Appendix U: Research diary

This has been removed from the electronic copy
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Appendix V: Letter to Research Ethics Committee

This has been removed from the electronic copy
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Appendix W: Summary of research findings

Canterbury
Christ Church
[Trust logo removed] University

An exploration of service-user and staff member narratives of psychological input in
acute inpatient mental health settings
Summary
Background
It is suggested that people experiencing acute mental health diffiadtieéenefit from
psychological inpuin their care, and there are calls &rincreasen accesso psychologyin
NHS inpatient mental health hospitals. However, partlytdube difficultiesin carrying out
researchn this setting, theres limited evidenceo support this.
Aims
This research aimed explore what happens when psycholaggfferedin the inpatient
setting, and how service-useend staff membetsinderstand and talk about these
experiences through the stories that they teldimedto answer the following questions:
a. What types of psychological input featuinethestories of service users and
clinicians?
b. What stories do service users and clinicians tell about how psychological thinking
fluctuates over time?
c. What connectionsf any, do service-users and clinicians make between inpatient
psychological input and change?
d. What similarities and differences are tharéhe stories told about inpatient
psychological input?
Method
This research usezhinterview design. Interviews were carried out with four service-users
who had psychology experienceaninpatient mental health setting, and six staff members
involvedin their care. Interviews were audio recorded and transcribed and then amaklysed
way that considersachinterviewasa story (narrative analysis).
Results

Table one shows the main themes found within the staff member and service-user stories.
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Table W1.Narrative themes generated from ten participantesto

Research question Grand theme

Defining psychological input Variety of acute psychological input

Psychologyasa ‘different approach’

Barriersto inpatient psychology

Changesn thinking overtime Recovery narrative

Medical discourse

Psychological discourse

Connections between psychology anc Formulationasa way of making sense of a cris

change Interpersonal: Improving relationships

Intrapersonal: Individual recovery

Parallels and divergences between ar Medication

within stories Difficult ward environment

Uncertainty

Access issues

Safety

Acute psychology work possible and valued

Evidence was found for a variety of inpatient psychological interventions, and the
stories seemeid consider psychologgsa ‘different approach’ to the routine caren
inpatient mental health hospitals. The stories also presented biarpsyxhology,
suggesting that psychology might not be right for everybody. There was a sense that
recovery was a complex process, and sometimes méwecirds andbackwards’. Despite
challenges, the stories made connecttorssychology input on the ward and changes,
including: makingsense of a crisis, improving relationships, and contributiing meaningful
recovery.
Conclusion
This paper demonstrates that psychological inptite acute inpatient mental health setting
is perceivedasmeaningful andanleadto changes. Theris also a sense that that this

provisioncanbe challenging, highlighting the need for further research.
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