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Summary of the MRP

Section A

A review ofthe literature regarding st&gfexperience of therple in crisis services
revealed three main areas of the rédeming relationships and empowerment, risk
management and control, and organisational and role constraints. Forming relatiam$hips a
empowering people along with managing risk were highdiglity staff as the key tasks of
their role.Organisation and role constraints impacted on how staff viewed and experienced
attempting to perform their role.
Section B

A Foucauldian discourse analysis was conduofedterviews with 12 staff members
in NHS crisis services regarding their experience of people in crisis. Four diss@merged
from interviews; ‘medical diagnostic’, ‘personal responsibility’, ‘limited reses for the
scale of the problem’ and ‘human experience and emotion’. The dominant discoeoigzsal
diagnostic’ positioned peopie crisis as differento staff and lacking powert&f were
experienced as beingpsitioned as experts, required to find the correct diagnosis and
treatment for passive service users. Practices such asavpabpledeemedifficult to
help, in particular people diagnosed with borderline personality disevdes,legitimised. A
competing discourse of human experience and emotion positioned both staff and people in
crisis as humans with emotions, legitimising staff validating emotions and not immediately

attempting to find solutions or treatments.
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Abstract

Attempts have been made to improve NHS crisis services (Department of Health, 2014)
Policies focus on the least restrictive practice and minimising expensive hodpitasi@ns
(Department of Health, 2000). This literature review aims to understand how st&fSin N
crisis servicesnamely acute wards, crisis resolution home treatment teams and day treatment
teams understand their task. A further question is how th@ge&nce attempting to fulfil

the task. A systematic literature search of CINAHL, Psycinfo, ASSIA, Véelmfce and
Medline found 15 relevant papers. Three main areas were identigzedpeutic

relationships, risk management and organisational and role constraints. Statfthien

tasks as forming therapeutic relationships with service users and mandgiiteis
experience of performing these tasks was impacted by organisational and rolmsnst

The need to control risk and organisational constraints can potentially hinder forming
thergeutic relationships andgitimise coercive practices. Clinical recommendations are for
policiesand service providets privilege the therapeutic relationslapd clinical
supervisionFurther research is neededdevelop the understanding of how staff talk about

the service users they see while attempting to fulfil their role.

Keywords:crisis services, staff, task, experience
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Introduction

In recent years in the United Kingdom (UK), the need for impronedtal health
services has beercognised in government policies (Department of Health, DH, 2011).
Increased attention is being given to improving services for people in acute melttal hea
crisis (DH, 2014). The mental health crisis concordat (DH, 2014) outlines four expestati
of servicesthat people can access support before crisis pbattutgent and emergency
access to crisis care is availglileat servicesneet people’s needppropriately andhat
work is offered to prevent futureisis. However, evaluations have found that people have not
seen improvementas crisis care (Gibson, Hamilton & Jam&€169. Accessibility and
suitability of mental health crisis services haween highlighted as poor by independent
reviews (Mind, 2011)Police cells havalsobeen used illegally as a safe place under section
136 of the Mental Health Act 1988s opposed to a designated safe sfideeMajesty’s
Inspectorate of Constabulary, 2013).

Mental health crisis care in the National Health Ser{iitdS) is offered by three core
servicescrisis resolution home treatment teams (CRE)Tday treatment teams (D$)Yand
acute psychiatric wards. CRH$Were established as a means of reducing hospital
admissions and are tasked with deciding who to work with at home and who requires
admission (DH, 2000b). Research has found CRHfExtive at reducing hospital
admissions, along with positive service user feedback (National Audit Office, 20073. DT
are also judged as an alternative to acute inpatientrcegems of cost effectiveness, length
of treatment and service user satisfaction (Priebe 20@6). DDTs’ role is to provide an
alternative to acute inpatient treatment and ensdalvice users to leave inpatient services
sooner (Joint Commissioning Panel for Mental Health, 2013). Acute inpatient s@néaces
designed to ‘provide a high standard of humane treatment and care in a safe and therapeutic

setting for service users at the most acute and vulneragiedtéheir illness’ (DH, 2002, p.
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5). They are positioned as a last resad service users should be offered treatment in the
‘least restrictive setting’ possible (DH, 2002). Following the introduction of th8 Biktl
Community Care Act (DH, 1990), hospital admissions are offered as shortaegrioc
psychiatric crises. With research and policy focusing on developing crisiseseivithe
community, acute wards offering this crisis care have received less attentwer$Ba al

2005). Research has highlighted that acute wards have multiple problems, in relat&n to la
of therapeutic activities, therapeutic relationships and time spent with sergrse us
(McAndrew, Chambers, Nolan, Thomas & Watts, 2014).

The current economic climate and Government focus on austerity in which the NHS
and these crisis services find themselves, has led to a focus on providing coseedfetti
efficient servicegDH, 2011). This focus on efficiency and targets can lead to crisis services
focusing on managing risk and bureaucratic paperwork, rather than the psychological and
emotional needs of the service users (Bjorkdahl, Palmstierna, & Hansebo, 2010). The Mid
Staffordshire NHS Foundation Trust public enquiry (2013) highlighted that when the
financial system is given utmost importanaspects of care and compassion are neglected.

The economic, policy, service and political context within and outside thevNIHS
impact how crises are constructed. According to post structuralist theory, sumicasli8ian
discourse analysis (FDA), a concept like crisis can balgefined within the context it exists
(Willig, 2008). Discourses are systems of thoughts, including ideas, attitudes and practices
which construct the concepts they refer to (Foucault, 1972). Overdisceurses can
become unquestioned truths. Language is seen as a powerful tool which constructs the world,
thereforehow crisis is described will construct it in a certain way.

A lack of attention has been paid in policy to defining concept of a mental health
crisis (Tobitt & Kamboj, 2011)There areno definitions of crisis provided in guidelines like

No Health Vithout Mental Health(DH, 2011), pssibly as it is seen as a taken-granted
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truth and knowledge assumed. When definitions are providegare oftenn relation to

risk and services. Faxamplethe DH describéhe role of crisis resolution homeatment

teans (CRHTTS) as working with ‘psychiatric crisis of such severity that without the
involvement of CRHTT, hospitalisation would be necessary’ (DH, 2001, p, 11). DH
guidelines outline @ute wards as suitable for ‘service users in the most acute and vulnerable
stage of their illness...whose circumstances of acute care needs are such that they cannot at
that time be treated aome.” (DH, 2002. p, 5). This language constructs the objexisis

as an entity that is decided awsa service thresholdkjghlighting the flexible nature of the
construct of crisis within a social context.

Crisis theory aims to explain crisis as something which exists distinct from services
(Caplan, 1964). Crisis theory proposes a four phase model as someone’s mental state moves
from homeostatic equilibrium to increiag disequilibriumwith existingcoping strategies
failing to reduce distress (Caplan, 1964). However, it has been argued that crigisstheor
appropriate to apply to mental health services due to the types of presentations dimadebrief
of intervention (Ball, Links, Strike, & Boydell, 2005). Some qualitative research with
CRHTT staff found a clear consensus on the concept of crisis betwéfedesaite the lack
of clear definition in policy (Tobitt & Kamboj, 2011). The identifying factors of a engere
outlined as ‘a noticeable recent disruption to everyday behaviour and/or psychological
functioning; a risk of harm to the individual and/or others; and, additional support being
required.’ (Tobitt & Kamboj, 2011, p. 680).

Theories of services and tasks

The primary task of crisis services is often left vagueot described (Bowers et al.
2005). The task is outlined more clearly for CRHTTs and DTTs as keeping people in the
‘least restrictive’ treatment, keeping them out of hospital (DH, 2002). For actds waas

been argued that the task has been left vatpspite guidelines to offer treatment and care in
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a theraputic environment (Bows et al.2005, DH 2002). FDA (Foucault, 1972) would argue
that the discourses that surround crisis services, such as ideas of a |éetsteestr
environment and seeing the most severe crisis, positions staff in a certain v&gy. The
positions define poweelations and legitimise certain practices.

MenziesLyth's (1960) theory considers how primary tasks limit the culture and
forming of a social systenthis theorywas derivedrom a physical health settingpwever,
the focus on dealing with anxiety atie task are pertinent to the role of crisis service staff.
MenziesLyth (1960) outlines how staff experience feelings of ‘pity, compassion and love;
guilt and anxiety; hatred and resentment of the patients who arouse these ferlijgsd;the
care theyeceive’ (p. 440) as they encounter people’s physical or psychological suffering and
have limited means to help them. The service and nurses distanced themselves from the
complex emotions aheeting a whole persoifihis had partly been achieved by refegria
people as their illness rather than name, such as ‘the liver in béol 484). Tasks had
become the key work of the nurses, completing practical tasks as opposed to spending time
with patients or relatives. Dissatisfaction was heightdryeabtwitnessing recovernponly
seeingpatientsattheir most acute, similar to the experientstaff inmental health crisis
services.
Aims and rationale of the review

The aim is to review the literature which explores the experience of staff wamking
crisis services within the NHS. As policy describes the role of staff and crisiinedie
against service limitations, it is important to understand how staff themselvesicotisir
experience and how they are positioned (Willig, 2008). Much research has been conducted in
similar services in other countriddowever due to the economic, political and social
differences between countrjemly studies from the UK will be used. It is particularly

pertinent to review crisis services in the current econohmate, as inpatient services are
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the mosexpensive mental health services, with each occupied bed costing over £2000 per
week (Mind, 2011). The literature reviewed vd#ite from2000 when the DH introduced
CRHTTs as a means of reducing hoapadmissias (DH; 2000p.
Research questions
Considering the position of staff in NHS crisis services, the questions to be asked of
the research were:
e How do staff in crisis services understand their task?
e How do they experience attempting to fulfil this task?
Method
Search Methodology and Inclusion Criteria
A literature search was conducted of CINAHL, Psycinfo, ASSIA, Webofscience and
Medline databases. Research found via Google Scholdramdearching the referea lists
of relevant papers, wasdso included ithe review. The search terms used were:
e crisis intervention OR psychiatric units OR psychiatric hospital admission Gigl par
hospitdisation AND
e mental health personnel OR clinicians OR staff AND
e views OR perceptions OR attitudes OR experience
This searclstrategy produced 2770 papers. Two hundred anddaplycates were removed.
The remaining titles were reviewed and research not related to staff in cristeseves
screened out. One hundred and faigyhtpapers remained and their abstrastse screened.
This left 29studies, which were then reviewed for eligibility under the following inclusion
criteria:
e Conducted in the UK. Due to the political, economic and social landscape varying

across countries it was deemed relevant to linaitreview tostudies in the UKThe
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context withinwhich NHS crisis services exiill position staff in certain ways and
impact their understanding of their role (Foucault, 1972). As the context varies across
countries the findings and implications of the resear@siipns may alter.

Conducted with staff iNHS crisis services, namely acute wards, CRelamd DTTs,

for working age adultCrisis houses are less commonly used and were deemed
beyond the scope of this review (Slawson, 2016).

Conducted since 200 this is when the DH created CRHTTs

Staff experience or similar concepsich as staff viewsvere the object of the

research

Qualitativemethods of both data collection and analysis.

Original research

This process left 15 papers; Table 1 provides dedhdsich of theseSee kgure 1 for a

PRISMA flow diagram of this process.

Review framework

The review drew on Noblit and Hare’s (1988) meta-ethnography method for

reviewing and synthesising the fifteen studies. Noblit and Hare suggest tharfglkmven

stage process to conducting an ethnographical review:

1.

2.

Getting started

Deciding what is relevant to the initial research
Reading the studies.

Determining how the studies are related
Translating the studies into one another.
Synthesising translations

Expressing the synthesis.



PECPLE IN CRISIS SERVICES

Records identified through
database searching
(n = 2760)

Additional records identified
through other sources
(n=10)

Records after duplicates removed
(n =2530)

A 4

Records screened

Records excluded

(n = 2530)

Abstracts screened (n=
148)

A 4

Full-text articles
assessed for eligibility
(n=29)

Y

Studies included in
qualitative synthesis
(n =15)

> (n =2382)

Abstracts excluded:
Not original research
(n=13)

Not qualitative (n=48)
Not NHS crisis services
(n=44)

Not staff experience
(n=14)

Full-text articles
excluded:

Not NHS crisis
services(n=12)
Not staff experience
(n=2)

16

Figure 1: Adapted PRISMA diagram (Mohert, Liberati, Tetzlaff, Altman, & The PRISMA

Group, 2009).

All 15 papers were deemed relevant to the initial research questions of how staff in

crisis services understand thtask and how thegxperience fulfilling this tds Following

reading the papend highlighting the key finding&,became clear that they were reciprocal

and lines of argument could be developed from synthesising them. A liaegtohient

synthesis imolves building a picture of an organisation or culture through synthesising

research findings (Noblit & Hare, 1988). The synthesis of findings cannot be reduced to
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mechanical steps (Britten et 2D02). However, Noblit and Hare claim the concepts should
aim to cover all of the datandin this case all the papers contributed to the interpretations.
The author made interpretations of the lines of arguments based on the key findings of the
papers (see Table Wyhich produced three key themes: forming therapeutic relationships and
empowerment, risk management and control, and organisational and role constraints (See
Results section for presentation of these). These interpretations wereatismudlarified
with the author’s supervisor.
Quality Appraisal
To determine the qlity of each of the papefdlays and Pope’s (2000) crite for

assessingualitative research was used. Mays and Pope argue that qualitative research can be
assessed according to its validity and relevance. The validity of researtie judged along
Six criteria

e triangulation,

e respondent validation,

e clear exposition of methods of data collection and analysis,

o reflexivity,

e attention to negative casasd

e fair dealing.
Research was judged relevant based on either producing nexekige or increasing
confidence in existing knowledge. Further, the relevance of findings can be increagsed if
findings can be generalised to other settiigeh paper waappraised using Mays and
Pope’s criteria (see Table 2). The quality of the papensidered against Mays and Pope’s

criteria is also highlighted throughout the results secmmhlimitations sectian
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Table 1

Reviewed papers

Title Authors/ Year Study design Sample details Key findings

Empowerment in the Lloyd, 2007 Ethnomethodological. Sem Purposive sample of 10 Nurses identified the main

interpersonal field: structured interviews. staff; nursing assistants,  aspect of their role as

disoourses of acute mental staff nurses and ward forming relationships with

health nurses managers in one acute unit service users. However, a
conundrum was raised
between relationships and a
need to take control of
service users. Team
working assisted with
difficult decisions.

Restriction and control: the Hall, 2004 Interpretaitve methodology. Twelve qualified nurses in  Social control through ewe

perception of mental health Semi structured interviews, one acute setting day norms of acute settings

nurses in a Ukacute meeting minutes, staff were highlighted such as

inpatient setting records, local policies, surveillance, observation

dependency records and
observational records

Staff experiences of Freeman, Vidgen, Davies Semi structured interviews. Five participantsthree
working in crisis resolution Edwards, 2011 Interpretative female two male. Four
and home treatnme Phenomenological Analysisqualified mental health

nurses and one support
worker. From one CRHTT
in urban South Wales

and seclusion. Staff valued
forming therapeutic
relationships which can be
negated by the need for
control

Staff weremotivated by
empowering service users.
Stressors involved not
seeing positive change and
a lack of supervision.
Coping involved drawing
on personal resources as
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Closeness, chaos and crisi Deacon, Warne &
the attractions of working in Mcandrew, 2006
acute mental health care

Experiences of stress Currid, 2009
among nurses in acute

mental health settings

Physical restraint in a
therapeutic setting; a
necessary evil?

Perkins, Prosser, Riley &
Whittington, 2012

Trauma for all: a pilot study Bonner, Lowe, Rawcliffe &
of the subjective experienceWellman, 2002

of phystal restraint for

mental health inpatients and

Ethnography study, of a 24 Two wards, one acute and

hour period. Datérom
observation, listening to
interpersonal dialogues and
asking questions

Hermeuneutic
phenomenology of eight
semi structured interviews

Thematic analysis of fifteer

individual interviews and

focus groups (numie

unspecified)

Analysis using Miles &

Huberman (1984) method.

Semi structurechterviews

regarding six incidents.

one Psychiatric Intensive
Care Unit

Eight qualified mental

19

well as relying on the team

Nurses wee responsile for
the overall ward
environment. Nurses
formed strong relationships
with service users and can
enjoy the chaotic nature of
acute wards

Nurses described distancir

health nurses from a varietythemselves from service
of pay bands in four acute users due to fear of

wards in London

Thirty nursing staff in one
acute settingindividual
interviewees were nine
women and eighihen
between 25 and 56 years

violence. Organisational
tasks meamnurses hadttle
time o plan or get to know
service users. They could
not switch off after work

Nurses decision to restrain
was influence by:
contextuakdemands,dck of
alternatives, the escalatory
effects of restraint and

old. Having worked in acuteperceptions of risk. Nurses
services for 18 months to 25elt restraint was necessary

years

No demographic
information excepl?2 staff
members and six service
users

due to unpredictable service
users and the ward
environment

Staff fdt a pressure to
maintain a calm
environment on the ward.
Restraih was seen as a
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staff in the UK

Nurses experiences of
working in Crisis
Resolution Home Treatment
Teams with its additional
gatekeeping responsibilities

Begum & Rriodan, 2016

“Risky Business”: a critical Rhodes & Giles, 2014
analsis of the role of crisis

resolution and home

treatment teams

Clinical Psychologists
working in crisis resolution & Onyett, 2013
and home treatment teams:

a grounded theory

exploration

Murphy, Vidgen, Sandford

Two staff and one service
user interviewed for each
incident

Thematic analysis of semi
structured interviews ith
SiX nurses

Two phases of study: phas
one a descriptive overview
of 11 CRHTT services,
phase two a detailed
analysis of three CRHTT.
Semistructured interviews
used and themes idefed

Grounded theory analysis ¢
interviews with 11 clinical
psychologists

20

result of failed
communication. Knowing
the patient was seen as
crucial to reducing
restraints. Debriefing was
rarely provided for staff or
patients

Six nurses from two local
CRHTTs

Nurses saw gatekeeping a:
a specialist role that they
fulfil, they valued keeping
people out of hospital.
However, reduced inpatient
beds increased pressure for
CRHTT nurses

Phase one, team leaders o Gateleeping responsibilitie:
service manager could prevat therapeutic
interviewed from each of 11work. Limited resources
CRHTT. Phase two a team further lessenestaff'stime
leader, mental health nurse,to spend with service users.
approved mental health

professional and

psychiatrist and a member

of CMHT interviewed.

11 clinical psychologists, Clinical psychologists saw
years qualified ranging fromtheir role in CRHTTs as
1-13, years in CRHTT from similar toother CPs

1-5.5 and whole time however the medical model
equivalent from 0.3-1. Fromwas dominant. They valued
CRHTT across England andbffering a psychological
Wales view of severe distress
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Shame and acute psychiatl Jones & Crossley, 2012
inpatient care: healthcare
professionals

Discourses of blame: Benson, Secker, Balfe,
accounting for aggression Lipsedge, Robinson &
and violence on an acute Walker, 2003

mental health inpatient unit

Nurses’ accounts of locked Ashmore, 2008
ward doors: ghosts of the

asylum or acute care in the

215 century?

Investigation into the Muir-Cochrane et ak012
acceptability of door

locking to staff, patients and

visitors on acute psychiatric

wards

21

Qualitative analysisf three Fourteen staff in total; six  Staff felt shame through

focus groups

Discourse analysis (Potter
& Wetherell, 1987) of three
interviews

Thematic content aysis
(Burnard 1991) of eleven
interviews

Data driven indative

men and eight women.

performing organisational

Comprised of psychiatrists, tasks instead of being with

occupational therapist,
social workers and mental
health nurses

Psychiatrist with six
months’experience in an
acute ward. Senior nurse

service users. They felt
shame due to stigma of how
other professionals and
service users perceive them

Staff used discourses wh
positioned the service user
as ‘mad’ or ‘bad’. Their

with 20 years experience in concern was to exonerate
acute services. Service usethemselves from blame for

with past experience of
acute admissions

Qualified nurses across
seven acute wards where

violent incidents

Staff were unaware of
policy to support their

the door had been locked atdecisions to lock the ward

some stage.

Fourteen registered nurses

analysis (Boyatzis, 1998) offifteen patients and six

thirty-five interviews

visitors across three acute

wards. One locked ward,
one occasionally locked
ward and an open ward.

door. They recognised
locking the door was
becoming more frequent
and the decision to lock or
unlock the door was rarely
communicated to service
users

Staffbelievedthat locking

the door redced

absconding, which
preventedeing blamed for
this and feelings of shame.
Open wards created a sense
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Oncea-week psychiatric Fiddler et al2010
ward round or daily

inpatient team meeting? A

multidisciplinary mental

health team’s experience of

new ways of working

22

of anxious vigilance for
staff.

Phenomenological- Twenty-one interviews with Traditional ways of working
hermeneutical analysis seven nurses, one social felt safe yet staff e a need
(Lindseth & Norberg, 2004) worker, two occupational for urgent change. Change
of twenty-one interviews  therapists, three was found possible and
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Results

Thesynthesis of the papers, which drew deas from Noblit and Hare’s (1988) lines-
of-argument synthesis produced the following therf@sning therapeutic relationships and
empowerment, risk management and empowerment, and organisational and role constraints
Forming Therapeutic Relationships ard Empowerment

A number of the papers found that staff in crisis services viewed forming relapisnshi
with the service users in crisis a kegripof their task. Lloyd (2007) conducted research using
ethnomethodological principles, which enables understanding of how group members create a
culture. Lloyd (2007) interviewed nursing staff in an acute mental health ward toydeif
they empower service users. Two of the four themes identified emphasised therogorta
nurses placed on forming relationshipigh senice users. Lloyd (2007) presentid theme
working with mental iliness, as nurse# filaeir main purpose was ‘being with the service
users, physically and mentally in order to develop a culture of understanding and to enable a
smooth progression through hospital’ (p. 489). However, limited evidence was provided in
terms of quotes for this, in fact the evidence given for the theme concentrated ceebteyf
a need to take a ‘detached approach’ initially, ‘a lot of our day involves giving medication a
watching...” (p. 488).

The theme ‘making connections, people not service users’, emphasised how nurses
formed relationships on an equal level with service users. Individuals wereddteas
‘people’ rather than patients in nurses’ speech. This differing language would inde&wshposi
service users differently (Willig, 2008). Agailimited quotes were offered as evidence for
this theme. Making connections with service users was seen as sagheampowering them.
How connecting with service users empowered them was not defined. Hovaetieipants
did suggest multiple levels of this relationship formihgough physical care, one to one

conversations and advocating for service users.
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Lloyd’s (2007) research aims are valuable in developing insight into nursing practice
in acute wards. The focus on culture meant the ethnographic methodology used was
appropriate. Howevethe context of the researchnot described. The location of the acute
ward used in the study and demographic details of the nurses interviewed would allog reader
to assess whether the findings could be related to other settings (Mays & Pope, 2000). The
limited evidence provided for the themes also means assessing the analysis dasducte
challenging.

Hall (2004) also condtted research with nurses and aimed to consider the ‘reality of
nursing in acute psychiatry in the United Kingdom, and the factors that influence day to day
care’ (p. 542). Unlike Lloyd’s (2007) research, Hidlscribes the acute ward setting in the
East of England which shared characteristics with other acute wards. The elitbed the
role of the ward was offering safety and treatment to people and then helping thammto ret
home. They emphasised how crucial the npestgent relationship is to hefyervice users
‘feel safe, understood, supported’ (p. 546). Both Lloyd and Hall only coesidarses’
accounts, other disciplines in the acute settings may have pobdliernative data. Hall
described measures that were taken to ingthe strength of the findings: respondent
validation, external researcher and cumulative validation against other stedteess&d.

Staff in CRHTTS also viewed forming relationships as part of their task. Freeman,
Vigden, and Davies-Edwards (2011) conducted an interpretative phenomenological analysis
of interviews with five staff in a CRHTT with the aim of exploring the aspectiseofvork

that staff found stressful and how they coped with these. Within the master theme of
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Quality Appraisal of the Papers Using Mays and Pope’s (2000) criteria
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Study Triangulation  Respondent Exposition of  Reflexivity Attention to Fair dealing Relevance
validation methods negative cases
Lloyd (2007) Puposive Yes Clear Conducted None Views from Small scale study
Empowerment  sample of participants description of  within hospital managers to  within one
in the nurses from  were asked to methods of setting to get nursing hospital with 10
i_nterpe_rsonal varying grades comment on  data collection close to the assistants nurses. Findings
field: discourses the themes  and analysis  culture. Do not incorporated  relevant as they
of acute mental highlight add new
health nurses researcher’s knowledge of
previous nurses’
experience or experiences
views
Hall (2004) None;all Yes however, Clear Yes provided Yes difference No; only Attempts were
Restriction and  participants no information description of researcher of opinions qualified nurses made to choose a
control: the werequalified wasgiven the methods of stance that were researclsetting
pereeption of nurses on the about the data collection reality is highlighted similar to others.
mental health  game ward manner in and analysis  socially throughout the Increases
nurses in a UK which this constructed  findings knowledge
acuf[e Inpatient occurred regarding nurse’
setting :
role in acute
settings
Freeman, Some, dueto None Yes, clearly The researcher None, no No, limited Adds knowledge
Vidgen, Davies- rangeof time described. A owning their  contradictions sample is to area of
Edwards, (2011) spent working significant perspective wa to themes wee  however CRHTT staff
Staff in CRHTT. numberof mentioned, but experience but
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experiences of One team and quotes were  the position highlighted acknowledged limited sample
working in crisis four of five provided was not must be
resolution and  participants explicitly considered when
home treatment \yere mental given. generalising
health nurses. findings

Deacon, Warne A large amount None No real Researchers  None, no Study solely  Adds knowledge
& Mcandrew, of data was explanation of acknowledged examples given focussed on of the everyday
(2006) collected data analysis their belief that of nurses’ role of nurses,
Closeness, chaoshrough was provided. their analysis contradictions experience howeverthe
and crisis: the  ethnographic Limited data  may make to the findings focus on making
attractions of  ohsenations provided to  nursing on this positive
working in acute over three evidence acute wards limits
mental health ‘ . L
care years themes attractive’. generalisability

However, how

thisimpacted

analysiswas

not detailed
Currid, (2009) Some, dueto Yes:themes Description of No No alternative Views of Valuable
Experiences of four acute were generated theory of consideration  views provided nurses from knowledge added
stress among  wards being alongsde hermeneutics of researcher different pay about the stress
nurses in acute  ysed and participants but limited position band were and health of
mental health  nrses from a description of  provided considered nurses.
settings variety of pay analysis

bands conducted.
Datawas
provided to

support themes
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Perkins, Prosser Yes, both None

Riley & individual
Whittington, interviews and
(2012) Physical focus groups
restraint in a were 1sed A
therapeutic range of nurses
setting; a .~ Wwere used
necessary evil? . .
including
managers

Bonner, Lowe, Views of both None

Rawcliffe & staff and

Wellman, service users

(2002) Trauma  \ere gathered.
for all: a pilot

study of the
subjective
experience of
physical restraint
for mental health
inpatients and
staff in the UK
Begum &
Rriodan, (2016)
Nurses
experiences of
working in

Crisis

None None

Clear No researcher
description wa biases were
provided of the made apparent
methods A

significant

amount of data

was provided

to support

findings.

No researcher
description of  biases were
the interviews made apparent
was provided or

Good

but limited consideration
detail about given to other
analysis was  people being
given. Data interviewed
wasprovided about the

for themes incident
Limited Researcher
de<ription of  explainectheir
analysis position as
procedure wa. workingin a
provided. CRHTT but no
Themes are explicit

Attention was
explicitly paid
to alternative
views

There were

discrepancies

between staff
and service

user accounts

which weae

acknowledged

None given

A wide range
of perspectives
were
incorporated as
30 staff were
interviewed

A limited
number of
peoplewere
interviewed,

the researchers
acknowledged
this

Participants
were
deliberately
picked to gain
an
understanding

27

Strong study in
that the high
number of staff
and description
of setting
increase
generalisability.
The findings add
necessary
knowledge about
restraint

Limited in terms
of detailed
description of
analysis.
Providednew
knowledge othe
negative
experience of
restraint for staff

Providednew
information
about nurses
experience of
gatekeeping.
However,



PEOPLE IN CRISIS SERVICES 28

Resolution supported by  consideration of gatekeeping; applicabilitywas
Home Treatment quotes. of the impact that they wee  limited due to the
Teams with its this might have not specific sample
additional on the findings representative
gatekeeping of all CRHTT
responsibilities NUISesVas
acknowledged

Rhodes & Giles, Eight different Discrepancies Clear Not consiegred Particularly Good range of Applicability to
(2014) “Risky ~ CRHTTswere were checked description of strong as professions other CRHTTs
Business™a  usedinitially  with interview CRHTTswere used and was high due to
critical analysis  followed by participants topics and selected based differing teams the large number
of the role of  ihree differing Team leaders analysis were on differing of CRHTTs
crisis resolution CRHTTs checked the given. Very elements of the involved and
and home final report limited data to role variation in staff.
treatment teams

support themes New knowlalge

on how teams
manage pressures

Murphy, Some based or None Detailed The paper cites Attemptswere All CRHTT Generalisability
Vidgen, differing levels description of the need for the made to psychologists was high due to
Sandford & of experience method and researcherto  capture thdull wereoffered the number of
Onyett, (2013)  and various analysisA ‘own’ their complexity of ~ the chanceto CPs interviews.
Clinical locations of substantial perspective but the data via line take part. New knowledge
Psyc_holqglst_s . CRHTTs numberof does not make by line analysis Elevenwitha  was generated
worklng N CrisIS guoteswere this explicit wide range of regarding CPs
resolution and . : .
home treatment provided to experience role with _

support themes participated recommendations

teams: a

grounded theory made
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exploration
Jones &
Crossley, (2012)

Shame and acutethree focus

psychiatric
inpatient care:
healthcare
professionals

Benson, Secker,
Balfe, Lipsedge,
Robinson &
Walker, (2003)
Discourses of
blame:
accounting for
aggression and
violence on an
acute mental
health inpatient
unit

Ashmore, (2008
Nurses’
accounts of
locked ward
doors: ghosts of
the asylum or
acute care in the

Data was
collected from

Yes groups

with
groups of participants to
varying validate
professionals findings

Yes, interviews None
were conducted

with service

user and staff

about the same
incident

Same, dueto None
nurses being
from seven

different wards

Clear

were conducted description of

questions and
analysis
procedure.
Significant

quotes support

themes

Good
description of
method and
analysis.
Quotkes were
provided to
evidence
discourses

No description
of how codes
were
developed.
Good level of
quotes
provided to

That researchel Evidence wa

bias cald have
impacted the
findings wa
noted but no
explicit
description of
these biases
was given

No explicit
consideration
of researcher
impact or the
impact of
interviewing
staff and
service users
about the same
incident

No explicit
consideration
of reflexivity

provided of
alternative
views to the
themes

Evidence of
each otthe
three
participant’s
views wae
provided

Variations in
accounts wa
provided

Attempts wee
made to
incorporate
views of
various
professional
backgrounds

Incorporates
the views of
both service
user and staff

Nurses were
from varying

29

The well
described study
was applicable to
other acute
settings.
Knowledge of
staff’'s shame wa
valuable.

The study wa
well described.
The knowledge
of blaming
service users in
discourse is
valuable for
future research

No description of
the demographics

trusts and acute of wards wa

wards

given making
assessing
applicability
difficult. The
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21st century?

Muir-Cochrane Yes, visitors,

et al.(2012) service users
Investigation and staff were
into the all interviewned

acceptability of
door locking to
staff, patients
andvisitors on
acute psychiatric
wards

Fiddler et al. Some
(2010) Once-a- triangulation

week psychiatric due to the use

ward round or
daily inpatient
team meeting?
A
multidisciplinary
mental health
team’s
experience of
new ways of
working

of staff from
different
professions

evidence
categories.

Clear detail of No explicit
methods and  consideration

analysis is of reflexivity
provided. was provided
Quotes to

support themes

were limited

Detailed No explicit

description of consideration
method and

analysis.

Quotes were

also provided

to evidence

themes

Comparisons
were made
between
different views
regarding door
locking

Some
consideration
and evidence
was provided
of difficulties
with new ways
of working

The use of
visitors, service
users and staff
ensured range
of perspectives
was gathered

Specific
attempts were
made to obtain
views of a
numbe of
professionals

30

knowledge
generated wa
new

Enough detall
was provided to
assess the
applicability of
findings. The
findings add
knowledge to
Ashmore (208)
findings

The setting and
study wa well
described
enabling
applicability to

be assessed. The

knowledge added
of how staff
experience
change is
beneficial
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motivating factors, staff spoke of the opportunity they have to belédionships withearvice
users:the home treatment aspeuwtsiting clients, interacting with them, building up
relationships with them’ (p. 80). A further motivating factor was seeing improvenment
service users, leading to a personal sense of achievement. Alongsipearticipants

highlighted that a main function of their role was to empower service users and pnevent t
being admitted to hospital. It could be argued that how well a service user is, is judged by
whether they remain in the community or not. Murphy, Vigden, Sandford and Onyett (2013)
supported this finding as clinical psychologists in CRHTT also cited satsfdised on
preventing hospital admissions.

Freeman et dbk (2011) study is of worth to develop an understanding of an under-
researched are€RHTT staf§’ subjective accountd their work.Freeman €al. claim that
five people isanadequatesample for an IPA study (Smith, 2004). Howeadrparticipants
were white British and four were nursesganing the diversity of experience viasited.
Voluntary sampling was used as opposed to purposeful attemptsud a diverse range of
clinicianswith potentiallyalternative views. Freeman et al. mlat own their subjective
positions despite the quality criteria cited recommending thiglkmwv readers to assess its
impact(Elliot, Fischer & Rennie, 1999).

Deacon, Warne and McAndrew (2006) clatithat the development of the
‘ideological notions of community based care’ (p. 751) have left working in acute settings
unattractive. Deacon et.apenly approachetheir study with a view that an analysis of acute
nurses’ work couldhighlight it asa desirable roleBy conducting an ethnographic study of
two wards the study aimed to understand what nurses do. Their enlggdo two thematic
headimgs: the comfort of closeness, and surviving and thriving in chaos and crisis.

The nurses described feelings of closeness with the service users, often usimiglthe w

‘love’ to describe how they felt about them. For example, one nurse was quoted as saying
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‘He’s completely bonkers but | absolutely love him’ (p. 753). Deacon et al. (2006) dhgied
this language, along with observations that nurses were willing to come in on days off,
showed an emotional reciprocity. The ethnographic methodology allows dsepractice to
be analysed (Allen, 2004). This was despite nurses finding it difficult to describeolksi
and what they did to gasuch closeness, similar ittoyd (2007). However, the ethnographic
methodology fagdto account for how staff and service users contribideteating this
culture. The researchémesire to present acute nurseerk in a positive light may have
impacted the interpretation of data. Language such as ‘bonkers’ has connotations of
‘madness’ and¢anstigmatiseservice sers. This language coubé viewed as a way of
positioning service users as different, therefore creating distance rathelogemess.
Risk Management and @ntrol

Risk management was highlighted by a number of papers as a role of crisis staff.
Lloyd (2007) described how staff experience ‘the nursing conundrum’ (p. 489) of attempting
to build therapeutic relationships, but having to take control of service users to makage ri
In discussinghis, Lloyd suggests that nurses need to be able to dissksmanagement
openly and develop their knowledge of an evidence base to support their decision making.

Coercive Practices. Deacon et dk (2006) second theme, ‘thriving and surviving in
chaos emphasised that mental health nurses are highly skilledretgimg aggression and
crisis. They provided an example of a nurse calming a patient who was becomingiaggres
and maintaining a therapeutic relationship. Nurses felt managing crisis was their
responsibility and that this allowed themdiemonstrate their skills (Deacon et2006).
However, the need for crisis staff to take control may legitimise a numbetraftres
practices. Hall (2004) described how nurses engemgleds therapeutic worknstead using

surveillance and control to manage crisese nurse stated ‘observing the door has become
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habitual and gives a custodial impression’ (p. 545). The nurses also acknovilettjeely
experiencd this as becoming ‘domineering and warder like’ (p. 545).

The role of managig risk was also used in justifying door locking and not
communicating with service users (Ashmore, 2008). Ashmore (2008) conduceadadith
content analysis of serstructured interviews whit 11 quafied mental health nurses. He
found that nurses saw controlling risk as part of their role anedtible ward doorgjespite
being unaware of policy regarding this. Nurses then experienced fear when unlocking the
doors. Informing service users of locking the door was deemed artemp Nurses citelgss
absconding and less paperwoekated to incidentssabenefits. Nurseserepositioned as
needing to minimise all riskyhich easily justified locking the doors. Indeed, nurses stated
that locking doors was a way of protecting themselves from potential blametasisheiif
something went wrong.

Muir-Cochrane et a[2012) conducted a data-driven inductive analysis (Boyatzis
(1998) of 14 interviews with registered nurses, 15 interviews with service users arith si
visitors regarding the acceptability of door locking. Similar to previous studies (Hall, 2004;
Ashmore, 2008), nurses felt more in control when the door was locked, fulfilling what they
viewedas their role of managing risk. Mu@techrane et ahighlighted how nurses
experiencd the role of managing risk on the ward as a constant ‘anxigiance’ (p.46).
Locking the door could be justified by reducing staff anxiety and increasing therapuatic
spent with service users. Importantly, M@iochrane et ahcknowledgedhe anxiety staff
felt, and recommend education and clinical supervision to explore the impact of practices on
service users and nursesd to develop the most collaborative care possible.

Both Ashmore (2008) and Mu@ochrane et a(2012) only used nursing staff,

however the nurse in charge is often positionetth@slecisioamaker regarding door locking.
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The aims of both studies were worthwhile in an undsearchedrea with a potentially
significant impact. MukCochrane et abrovided comprehensive detail of their analysis and
evidence from the data to suppthreirthemesAshmoreindicatedin detail, using evidence
from the data, the dilemma faced by nurses and the dangers of returning to an ‘asylum’
regime. Both studies consi@eithe need for nurses to reflect on decisions and develop
collabordive care, as well as the need for wider scale research to strengthen transferability of
the findings.

Another practice whicks legitimisedin orderfor staff tomanage riskis physical
restraint (Perkins, Prosser, Riley & Whittingdon, 2012). Perkia$ €012) conducted a
thematic analysis of interviews with 30 nurses to explore staff attitudes tontesitra
identify influences on decision making. They used a discourse of risk assessment and
progressie deescalatiorto minimise risk to self and others, similar to that in poli¢i2id,
2004). Howeverthis conflicted with findings that in realjtgdecisions about risk and whether
to restrain were often an instinctive response; ‘It was almost a reflex actlmmsense that
you make all these jg@ments very quickly and the safest thing to do seemed to be to take
him straightonto the floor’ (Perkins et al. 2012, p. 47). This raises questions as to how staff
are positioned in a professional role and use a certain discourse to justify thigaoEften
may mean staff are unable to openly discuss their practice.

Perkins et al(2012) found that the decision making of staff was often over-ridden by
a need to ‘control the service user’s behaviour’ (p, 46). A restraint was deemedfaliccess
when a service user submitted to staff's wishes. There was a tension betweamimgiat
therapeutic environment and thesbinterests of the individuadne participant claimed ‘I
mean when you are working on a ward like this, | am always well aware that shouting,

screaming, commotions on a ward affects all the other patients...so | felt | neededm.to c
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the sitwation down’ (p. 46). Restraint wdegitimised by the need for staff to remain
control. Perkins et atlaim restraint wa used aa way of managing ward by staff unable to
form therapeutic relationships amid organisational constraints.

Perkins et al(2012) offeed strong recommendations to introduce the six core
strategies model (LeBel, 2011) and suggestaff were unable to implement previous
training. This research attemptextackle the important and complex issue of physical
restraint. Participants may have been maenadue to the considerationscohfidentiality
and conducting interviews away from thwerkplace. By using 30 staff, with xation in age
(25 to 56 years old) and experience (18 months to 25 yearajiety of views were gathered.
However, other stakeholders may have added alternative data. The thematic amalgss pr
was well described and variation between accounts gteely sought, along with providing
strang evidence byay of quotes for the results. There was however no acknowledgement of
the reflexive nature of analysis and the researtbens positionsihis is important
especially with an emaotive topic.

Bonner, Lowe, Rawcliffe and Wellman (2002) conducted research with both service
users and stafaiming to explore the lived experience of restraint. The tHémeeward
atmosphere: disturbed wards and disturbed patjemés presented as an antecedent to
incidents;this was similar in Perkins et.dP012). Staff also emphasised the distress and
discomfort they experiendavith physical restraint, seeing it as a real last resort; ‘It makes
me feel like we've failed and it frightens me’ (p. 468). The idea d¢faies indicating failure
may highlight, as Perkins et @uggested, a failure to form therapeutic relationships. Staff
cited knowing the service user as helpful in containing their distress. Staffezxgel the
lack of debriefing after restraints aswiging to therapeutic relationships. The experience of

ethical dilemmas around restraint were summarised in this;d¥oie have to weigh up
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whether you’re using manipulation, coercion or persuasion in managing difficult pafents
470).
Bonner et al(2012) researched six incidentste service user and two staff members
were interviewed regarding each. Tiheerview procedure described was appropriate in
meeting the aims ohe study. However, reflexivity was not considered and it could be argued
paticipant responses would have been impacted by knowing other staff members and service
users were being interviewed regarding the saitident. No demographic detail sva
provided regarding the participants or the acute setting, impacting transfer&ignificant
recommendations we made to alter restraint courses in the Bwell as establishing
policies about debriefing. Bonner et atguel, as Perkins et a(2012) did 10/ears later, that
training needs to focus on engagement and early warigng sather than aversive
strategies.
Assessing RiskWithin CRHTTSs, risk management does not involve physical
restraint, but involves decisions regarding admission to and discharge from acge war
known as gatekeeping. Begum and Riordan (2016) coedlacthematic analysis of
interviews with six community psychiatric nurses working in two CRHTTs. Thaysked on
how nurses experienced the gatekeeping role alongside other CRHTT work. The nurses saw
gatekeeping very much as part of their role and experienced it as an expert role.
We like no other service can offer a service with skilled staff who have specialist
experience in gatekeeping so we have the resources and knowledge to manage risk at
home and don’t have to rely on hospital when people are unwell. (p. 48)
One of the core principles of this role was ensuring the least restrictive mefhruzas.

Nurses described using a positive framework to assess risk. Nurses weralaforde
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experience of being an expert and holding power by the gatekeef@nés with restraint,
risk averse strategies like admission were more likely when staff did nat&service user.

Begum and Riordan (2016) provided an insight into nurses’ experience of gatekeeping
in CRHTT. However, Begum and Riordan’s aim of underding the experience of
gatekeeping in addition to nurses’ other responsibilities was not fulfilled. The finding
presentecho considerations of gatekeeping alongside the rest of the nursing role. Other
research has suggested that gatekeeping, due to the level of urgency, can draw eegauyrces
from home treatment work and forming relationships (Rhodes & Giles, 2014). Furthermore,
no consideration was given to the potential influence of the primary researcher wiorking
CRHTT and how their role may hairdluenced the interviews as well asafysis. Begum
and Riordardo however clearly present the factors that influenced gatekeeigikg:
management as well as organisation constraints.

Emotional Impact. If the task of risk management takes precedeaue therapeutic
relationship building is sacrificed, then violence and aggression may increasd,(2009).
Currid (2009) conducted a hermeneutic phenomenological analysis of interviews with eight
mental health nurses across four acute wards in London. The aim of the study was to explore
occupational stressors, the lived experience of stress and the meaning of thenesper
staff working in acute mental health care. Violence and aggression was one ofdhreg, th
along with pressures and inability to switch off from work. Analysis revealed howsnurse
might be prevented from interacting with service users due to fear of violengal@isex by
one nurse: ‘We felt helpless, but if something happened they’d have said why you put
yourself at risk which | know isn’t right but | have a family to think of (p. 43). Like Muir-
Cochrane eal. (2012), this focus on staffs’ emotional experience positioned them as human

beings attempting to fulfil a frightening task.
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Currid’s (2009) findings provided new insighnto the real experience of mental
health nurses, as the idea of not interaatiity service users due to fear was rarely raised
elsewhere. The Ineeneutic phenomenology method was well justified and emphasised how
we experience the world through langagDowling, 2004). The methodology was
collaborative as the themes wagenerated alongside the nurses, allowing triangulation of the
data. By using mental health nurses from a range of pay-bands, there was somg diiversit
participants. However, ugg cther disciplines would have providedvider scope and
potential alternative views, as the aim was to understand staff experience, astinurs
particular. The study was also conducted in a trust under financial constraints, although i
could be argued amy trusts are currently very restricted fioiatly. However, the findings
did offer real clinical recommendations of support sessions, supervision and trairstajffor
to give them the resources to fulfil their therapeutic role. The challengesgafjfup staff
time to dtend supervision and training was noted, along with the need to employ more staff.
Organisational and Role nstraints

Tension and organisational pressureThe research highlights the experience of
organisational and role constrtsrior crisis staff attempting to fulfil the tasks of relationship
building and risk management. Begum and Riordan (2016) found that the organisational
pressure of a reduction in beds impalain nurses’ experiences of working in CRHTT. The
demand to creatbeds heightened ‘risk and risk-taking approaches in the community’ (p.51).
Staff experienagan ethical dilemma in relation to discharging service users from hospital, as
described by one nurse, ‘Sometimes we screen and discharge when the servin# user is
ready just to create a b&(Begum & Riordan, 2016, p.49)

Begum and Riordan (2016) suggehihat inappropriate referrals from other services

also impactean the role of CRHTT. Rhodes and Giles (2014) emphasised this finding in a
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thematic synthesisfanterviews across three CRH$ Where they aimed to understand the
interface between CRHBTand other mental health services. Rhodes and Giles highlighted
the pressure experienced by staff in CRITWith both inter-professional and inteam
tension common. Tension was enhanced by disputes regarding risk, both in gate keeping and
delayed discharge. Large numbers of referrals from community mental healtH @M§)

for gatekeepingneant limited availability to conduct home treatment, an element ofdHe w
that other studies highlighted as important to staff and the théi@psationship (Freeman

et al.2011). The gatekeeping role may further constrain CMtaff from becoming more
skilled at managing risk, hence increasing the workload for CRHTiBsclear from these
findings that the expert position CRHTare placed in can produce feelings of satisfaction
(Begum & Riordan, 2016) but can also constrain their work as well as the skills of teams
around them.

CRHTTs in the study had attempted to resolve tensions between gatekeeping and
home treatment work and meet targets surrounding both (Rhodes & Giles, 2014). Attempted
solutions ranged from imposing formal requirements for all potential hospitalsaadnsgo
be gate kept, timeframes on CMHT adioegp CRHTT referrals and dropping the gatekeeping
role completely. Risk assessment was largely impacted by personal judgemigrereftte
by staffs experience of the capacity of the service. Rhode&daed (2014) highligredthe
uncertainty of the t&sfor CRHTT staff, and dissonance between therapeutic work and
gatekeepingwhile constrained by service capacities decided by policy and funding.

Rhodes and Giles’ (2014) research is valuable in that it provides an insight into the
complex task faced byRHTTs and varying approaches of services to managing multiple
pressures. Thematic synthesis (Thomas & Harden, 2088 \tilisedas a way to create novel

hypotheses about CRHTT. The sample across eight different sites also included maiumbe
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stakeholderérom differing disciplinesallowing for varied data. Discrepancies between
teams made the conclusions rich. However, the study failed to address one of ith resear
guestions regarding the role of psychiatrists; no findinge weesentefbr this. Limited
guoteswere provided to support the findings, especially regarding solutiotigetchallenges
where no data v&agiven as evidence. Furthermore, no demographic detail was provided
regarding the region the study was conducted in, therefore applicabibitiyer areas of the
UK cannot be assessed. Raising awareness of the challenges €REF and concerns
regarding staffetention wadeneficial and mehe aims of the study, however no real
recommendations wemdfered.

Clinical Psychologists(CPs)role in crisis services is not included in the previous
studies.The rde is distinct and requires CRshave protected time for assessment and
formulation,while remaining included ithe team structur@ritish Psychological Society
2008). Murphy et al. (2013) provided a grounded theory explanation of the role of CPs in
CRHTTs in the UK. They analysed interviews with 11 CPs, aiming to increase understanding
of CRHTT functioning and CPs’ work. CPs saw their role comprised of psychological
formulation, evaluation and research, service development, leadership and supervision and
support. In attempting to fulfil these multiple roles, CPs highdightrumber of constraints.
For example, althoughsgchologicalunderstanding of service users was valued, dtieeto
organisational challeges of high workloads and fagstced workthe medical approach was
more often employed. Having to discharge service users rapidly also meant €Rsalde
to provide longer term, structured therapy. CPs felt the team couddtieve and faced
challenges when attempting to encourage reflection on cases. Murphyrevale

recommendations for CPs to articuldte many aspects tieir roke in CRHTTs
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Murphy et al's (2013) grounded theory is firmly based in the data presented within
the interviews, with quotes provided to evidence each theme, category and subcategory of the
theory. By approaching all CPs in the CRHTT Psychologist Netvtioglenhanced the
generalisability of their findingsvith 11 interviewed and demographic details provided. The
variety of levels of deprivation in the areas studied provides evidence of trangfertbil
could be argued that gaining the perspectives of other disciplines on CPs’ role would have
been beneficial to highlighttotential diferences in explanation. The groeddheory analysis
of the data wadescribed in detail and the qualitydglines outlined (Elliot et alLl999),
making the study replicable. However, the six areas of questioning in the interasssot
outlined;thiswould have provided fther detail of how the data wgenerated. Overall this
study is of hifp quality and met itaims.

The experience of staff constrained by the fast pace of work and throughput of service
users extends to inpatient units. Staffing levels and throughput lessened the oppdidunities
knowing service users on wards, increasing the chance of violence and restraint (Eteaki
2012). Lack of staff time can also lead to inconsistent care as cited, ‘If some alient
treated differentlyhen that creates tension between staff and clients and it can lead to
resentment, frustrations, so behavioursgetrdifficult.” (Perkins et alp.45). Nurses in
Perkins et als (2012) study described being constrained in their role and ‘expressed a
resigned acceptance of the conditions and limited options which they felt gave rise tedhe ne
for physical interventions’ (p. 48). Perkins etslccinctly summarigkthe concerns,
‘Restraint...waembedded within routine mental health practice as a legjiimtervention
to deal with a situation exacerbated by organisational constraints and thettadexelop a

therapeutic relationship with service users’ (p.49).
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Fear of blame and shamePerkin’s et als (2012) concerning conclusion resonates
with Currid’s (2009) study. Currid found that, due to an increased focus on standards and
targets, mental health nurses on acute wards expedibigte levels of paperwork, pressure
from low staff levels and a lack of beds to accommodate service users. Witlsatigaal
needs taking priority, Curridrgued that the therapeutic work becomes superficial
(Hummelvoll & Severinsson, 2001). Further to this, staff reported being unable to distance
themselves from work, ‘...and when you go home you think “oh my god did | do the job
properly or did | miss anything?”...1 just think about the situation at work all the time, you
can't switch off’ (p. 44). Currid (2009) argued this fear is driven by a fear of blame due to the
‘increasingly litigious climate of the health servimed riskaverse health service
management’ (p. 44). The impact of the organisational constraints on the experience of
working in crisis services is clearly significant.

Fear of blame was also found in Jones and Crossley’'s (2012) study. Jones and
Crossleyaimed to understand situations where service users and mental health professionals
both experience shame and how this shame may impact on the quality of care. The gtaff phas
of the study used three focus groups and highlighted two themes of shamirignaimg; land
entrapment in professional roles. Shaming and blaming was based on staff descnilging bei
‘caught up in organisational tasks and so doing to rather than being with another in difficult
times’ (Jones &Crossley, 2012, p, 132). Jones and Crossley felt this was an unintended
consequence of organisational policy andstdf to feel noral shame. An example of this
was taking away someone’s rights, due to their mental health but also due to treatment
regimes. One participant statdégle taken your autonomy away. I'm really sorry. Look |
don’t want to give you this injection but we can’t go on like this because it's shameful isn’

it.” (Jones & Crossley, 2012, p. 132). The limits of the medical model to explain distress
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could enhance the experiendedoing to, as described by a participant, ‘When we discuss the
diagnosis with a patient, sometimes | feel shameful. | can’t put across the didgdoses
& Crossley, 2012, p.133).

The shame experienced by staff was enhanced by the scrutiny surrounding decisions
about risk, like suicide reviews (Jones & Crossley, 2012). Staff also felt shame dug to e
from service users who viedthem as healthy, ‘they think that we haveedgct life’ (p.

133). Staff also felt stigmatised by other professionals for working with peogplenegittal
health difficulties:Goffman (1%3) describedhis as ‘courtesy stigma’

Jones and Crossley(2012) research is of worth in focussing on staff wellbeing,
especially the experience of shamich is often neglected. They providdahical
recommendations of reflective spaces faffsiThis recommendatioarose from staff finding
talking about hidden feelings in focus groups helpful. The potential that staff may have fel
unable to raiseorntrasting views in focus groupgasnot considered in the rearch. Jones
and Crossley acknowledgétie small scale of the study, being in one site in Wales, as well as
the potential for researcher bias to influence the findings. However, the contexivairthe
and social demographwere not given. Although the focus groups and areas of discussion
were conveyedno theoretical basis of dadaalysis or quality assurance swaffered making
guality assurance and replication difficult.

The constraints of professional roles are also highlighted in Bensais €2@03)
discourse analysis. Benson et al. aimed to develop understanding about how staff and service
users construct accounts of violent incidents. Theyddak what understandings and beliefs
individuals drew on to explain incidents and how they then posifitremselves in relation
to these. They conducted three interviews regarding two separate violent incidénas, w

psychiatrist, a senior nurse and the service user involved, and used Potter and Véetherell’
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(1987) approach to discourse analysis. Both the psychiatrist and senior nurse drew on a
professional discourse to describe the violent incidents, which positioned them not as
individuals but professionals with shared accountability. Benson et al. digidte service
user wagpositioned within arhentally ill' discourse legitimising coercive practice and
discrediting her account. Staff also used a contradictory discourse which linkedvibe se
user’s violence to her personality, therefore invalidating her need miRtacing themselves
within a pofessional discourse constrained the staff with how they could then talk about the
incidents. For example, both made attempts to make their accounts factual by gavieg det
accounts and listsshe was very angry, vernedhonstrative waving her finger’ (p. 921).

The professional position also meant both staff members distanced themselves from
emotions, ‘It didn’t make me feel anything...quite embarrassed | suppose when someone
actually punches you...l don’t think she she hasn't injured me at all’ (p. 920). Benson et al.
(2003) argue that not providing an emotional response serves to distance staff from the
incident, with a view that it is not professional to be too emotionally involved. This is
concerning, considering the powerful emotions and recommendations for openness in
previous studies (Jones & Crossley, 2012). The professional discourse serves a purpose for
staff, in exonerating them from blame. Within a system of zero tolerance fancegl@argets
and expectations on staff to prevent all violence, staff are constrained to thisnpofsiti
having to exonerate themselves from blame (DH, 2000a). Worryingly, this professional
discourse then places blame on service users. Bensor@i@ude that the very targets and
guidelines (DH, 2002) which urge a shift to an open culture may constrain staff to a rigid
position within a blaming culture.

Benson et al(2003) have attempted to study violent incideatshallenging area to

researchThis is valuable and the use of discourse analysis is well suited to understanding



PEOPLE IN CRISIS SERVICES 45

how the violent acts we constructed and those involved were positioned. However, Benson
et al found particular difficulty in collecting accounts regarding incidents, possiblyodue t
this potential for blameReflexivity was not considered and the method of interviewing two
staff members and the service user about the same incidetikelg to impact theifdings.
However, the analysis was well described andeapth, with valuable findings presented,
which raise questions about staffised to exonerate themselves from blame.

Changing practice.Fiddler et al (2010) highlighéd how challenging it can be to
move out of the fixed positions within roles and change practice. They conducted well
described intafiews with 21 staff, comprised of seven nurses, one social worker, two
occupational therapists, three psychiatrists and engimagers from an acute ward awod
CMHTs linked to the ward. The aim was to highlight staff experience of changingyto dai
meetngs from traditional weekly ward rounds. Staff experienced a tension betweag feeli
safe with current practice but wanting change to enable delivery of quality caréionedd
ward rounds were experienced as serving the interests of staff and magrfaenpower of
psychiatrists and the hierarchy. The power of the medical model discourse waghkeghli
and ward rounds experienced as outdated. After changing to daily meetings staéherper
more power rather than being governed by psychiatristsuirtgons at the weekly ward
round. They also experienced improved relationships with service users.

Fiddler et al (2010) have provided relevant and important findinghefexperience
of changing practice and the constraints around this. Their data collection was conduicted unt
no more data emergéBRatton, 2002). A significant number of quotesenalso presented
allowing readers to assess the accuracy of the claims made, as well as three researchers

contesting the analysis (Mays & Pope, 2000). The phenomenolbgicakneutical analysis
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was well described and was appropriately selected to ‘make sense of experiences that
phenomenology describes’ (Lindseth & Norberg, 2004).

Discussion
Limitations

The literature regarding staff experiences within cssivices is limitedthis review
found 15 papers in total.riSis services for the purpose of the review were conceptualised as
CRHTTs, DTTs and acute inpatient wards. However, no research was found which was
conducted with staff from DTTS his may be a limitation of the search terms and databases
searched or an indication that this is an area with sparse research.

Quiality of studies.A number of the studies were small sc@enson et al(2003) in
particular only analysed three interviews. Six of the studies used only nursesygneani
generalising the findings to crisis services across the UK is challemMgays and Pope’s
(2000) quality criteria emphasises the need for detailed description of the procedure of
gualitative research. The level of desddptof the method and data analysis Wasted in
some studieésee Table 2)such as Deacon, Warne and McAndrew (2006) and Currid ;2009
meaning that assessing how applicable the findings are to other servicesut.diffi

Various methods of data collection were used to gain an insight into the experience of
staff. A number of the studies did not reflect on how the method of data collectbras
interviews (Benson et a2003) or focus groups (Jones & Crossley, 2012) ntigke
impacted on the datcollectedEthnographic studies offedan attempt at getting closer to
the experiencef staff and highlighted eveugy pratice (Lloyd, 2007; Deacon et al. 2006).
Acknowledging the researcher’sgitoon is important in allowing the impact of this oreth
research to be assessed (Mays & Pope, 2000). There was a striking lack of comsiderati

the researcher’s own position regarding the research questions, despite a numbdersof st
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noting its importance. Only Hall (2004) acknowledged their own social constructionist
position (see Table 2).

Some of the papers were of high quality, especially Jones and Crossley (2012) who
provided detailed description of the methodology used along with a high number of quotes to
support their findingsPerkins et al(2012) also provided a high level of detail, interviewed a
large number of staff, and provided quotes to support their findaiga;ing the applicability
of their findings to be assessed. However, some studies provided limited,cgath as
Deacon et al(2006) vhich impactedhe reader’s ability to assess their analysis
important to highlight that all of the studies were higielgvant as they provided new
knowledge or enhanced existing knowledfeften challenging areas to reseafielays &

Pope, 2000).
Main Findings

Despite the limitationdentative conclusions can be drawn regarding what crisis staff
view as their task and how they experience performing the role. Staff in in both acidge wa
(Lloyd, 2007) and CRHTT&reeman et ak011) emphsised forming therapeutic
relationships as their key task. Staff felt they held an important role in empgwgervice
users to unerstand and manage their crigtss included CPs (Murphy et al. 2013). These
findings are in line with policy regarding the role of staff within crisis sewiDH, 2002).

Staff experienced shame when they were unable to be alongside service users andéad to tak
control for themusing coercive practices such as restr@iones & Crossley, 2012).

The task of managing risk was also highlighted as a key task for crisis sa#fffnSt
CRHTTs described the experience of gatekeeping as being positioned as an expert in risk,
which gave some satisfactiddowever this constrained CRHTT staff's role and prevented

therapeutic wik (Begum & Riordan, 2016). On acute warskgff describd a desire to
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manage the ward environment and risks for individuals. They could do this in a skilful way
and managig crisis highlighteahurses’ skills (Currid, 2009). However, needing to manage
risk in a ward and the potential for blame legitimised a number of coercive prasticksas
door locking anghysical restraint (Hall, 2004; Perkins et2012). Staff experienced these
coercive interventions negatively and felt shame, feelings of faihaleanxiety.

How staff experience the tasks of forming relationships with service users and
managing risk is significantly impacted by organisational and role constraetability of
staff to form therapeutic relationships is impacted by low sta#fi$e\a lack of beds and
atainment targets (Perkins et 2012, Begum & Riordan, 2016). The lack of relationships
with or knowledge of service users increases the likelihood of hospital admissiam(Beg
Riordan, 2012) and the use of coercive practlaestaint in hospital (Bonner et al. 2002).
Staff experience feelings of shame and stress outside of work due to the levedioy §om
managers, peeend lay people (Jones & Crossley, 2012; Currid, 2009). Staff can attempt to
distance themselvesoim these difficult feelings of blame and shame through professional
and medical discourseshich distance them from service users (Benson €0aR3).

Considered in terms of Menzies Lighheory (1960), the systems and policies
involved in crisis safices of risk assessment and scrutiny could be viewed as defences
against the anxiety of being with people in distress. Crisis staff viewed theasté®ing
alongside those in distresmwever organisational and role constraints limited their abdity t
do so. Clinical recommendations are made for policies and training to promote rhlptions
building rather than control dreero tolerance (Perkins et 2012). The prevailing discourses
of professional roles, risk management and the medical model also position ststifiacedi
from service users anthable to bemdionally invested (Benson et al. 2002). Discourses can

legitimise certain practices (Foucaul®72) and becomakenfor-granted truthsin this case
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practices like restraint and door ldeg are legitimsed and seen as normal (Perlahal
2012). Shifting away from traditional practice comes with its challerygeg-iddler et al
(2010) found it is possible. Clinical recommendations for supervision and reflective space
consider the flexibility of practices, the emotional experience of the tastafbasd how to
create collaborative practicere made by nmgy studies (Muir€ochrane et ak012; Currid,
2009; Murphy et al. 2013).
Future Directions

Further research is required to exp the experience of staff working within crisis
services. An evidence base is growing regarding the tasks of being alongside thisge in c
while managing the risks. The influence of policies, targets and externahgasuti
particularly high in thisarea with the potential for staff to distance themselves from the
difficult emotions experienced and in turn legitimise coercive pracfidesh of the research
found focussed on nurses’ experience. It would be of interest to study views of other
professbnals, n particular theviewsof psychiatristas they are often the responsible
clinician, therefore holding ultimate responsibility for risk (Mind, 2015). The studiesdf
alsoemphasised the impact of s&fémotional experience and organisationadstaints on
increased levels of coercive practice. It may be beneficial to study practice that reduces
coercive practices, including service usgrsws on what might benefit the forming of
relationships in crisis serviceSurther, as orgasational costraints impactethe role,
studying non NHS organisations, possibly those in other countries, may provide insight into
reducing these organisational constraints or good practice elsevhavald be of interest to
understand the discourses surrounding crisis services in otheriesamd whether staff

experience their role differently.
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What isalsounknown from the papers found is how service users are positioned by
staff conducting this challenging role. What discourses staff draw on will irhpacboth
staff and service users are positioned (Foucault, 1972). Further, investigation of these
positions will also highlight what practices and views are legitimised towardseseBsgcs.
This may be especially important in considering service users that stafiestadgfil the
tasks of forming relationshipsith and nanaging risk. This is impliesh some of the studies
(Benson et al. 2003; Deacon et al. 2006), however detailed analysis of the language used
when discussing service users would add greater understanding to the current chiallenge

crisis services and potential future directions.
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Abstract

Objectives

To explore which discourses staff in crisis services draw on when discussing people i
receipt of crisis serviceés well as attempting to answeow those with borderline
personality disorder diagnosis are positioned by these discourses and what the subsequent
consequences are for people in crisis.
Design

This study utilised a qualitative design. Individual interviews were conducted with
participants to generate personal and reflective accounts.
Method

Twelve staff members from home treatment, day treatment or acute ward teams were
interviewed. Questions related to their experiences of people in crisis. FoucdRiktaurse
Analysis was used to highlight the discourses used when talking about those in crisis.
Results

Four main discourses were present in language tmedical legal’, ‘personal
responsibility’, ‘limited resources for the problem’, and ‘human experience andoasioti
People with a diagnosis of borderline personality disorder (BPD) were positioreye ralif
to those with other diagnosestaff wee positioned as experts needing to diagnose and cure
distress. The discourse of human experience and emotions highlighted the emotiohal aspec
of working with people in crisis, especially those with a BPD diagnosis.
Conclusion

The prevding discourses within NHS crisis services remain those of the medical
model, legitimising ideas of classic mental illness and practices of medication arad. con

This impacts the position of people with a BPD diagnosis. Further reflective spaces
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requred to highlight the flexibilityof these discourses, practi@ad the importance of
emotions raised by those in distress.

Keywords:Acute, crisis, discourse, borderline personality disorder
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Introduction
Mental Health Crisis

The tem ‘mental health crisigs often wsed, yet there have been fattempts to
defineit (Tobitt & Kamboj, 2011). Crisis theory (Caplan, 1964) proposes a four phase model
as someone’s mental state moves from homeostatic equilibrium to increasing disequilib
with existingcoping strategies failing to reduce distress (Caplan, 1964). Tobitt and Kamboj
(2011) foundhatstaff in National Health Service (NHS) crisis services held a common view
of crisis asa noticeable recent disruption to everyday behaviour and/or psychological
functioning; a risk of harm to the individual and/or others; and, additional support being
required.” (Tobitt & Kamboj, 2011, p. 680). These definitions position a crisis as an
individual's problem and something that requires support from others.

NHS crisis services are tasked within this context as offering support atagirea
people during a mental health crisis. They are formed of acute wards, crisisioesahd
home treatment teams (CRH3)Tand day treatment teartDTTs). Departent of Health
(DH) guidelines do not attempt to conceptualise crisis (DH, 2001).<Carsedefined for
CRHTTs as of such severity that otherwise they would require hospitalisation (DH, 2001
For admission to an acute ward, people must be in acute crisis and too vulnerable to be cared
for at home (Crisp, Nicholson & Smith, 2016). Based on these definidanssis and its
severity are definedy whether a service cdre offered.

Research has highlighted the many challenges faced by those workirgisin cri
services. Staff in crisis services view forming relationships with servers usgreat
distressand aiding their recovery, as their priority (Lloyd, 2007). However, the need to focus
on managing risk for the person and others around them makes forming relationships and

therapeutic work challenging (Rhodes & Giles, 2014). Staff are also under pressure from
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policy and management to ensure no incidents occur, leading to significant streisk (Cur
2009; DH, 2000). These intense emotions and pressures can lead to a number of controlling
practices, like locking wardoors (MuirCochrane et aR012 and restraining service users
(Perkins, Prosser, Riley & Whittingdon, 2012).

Diagnosis and the Label Borderline Personality i3order

Those that are seen in mental health crisis services are viewed in limaweithof
Western culture as having individual, diagnosable mental health conditions (American
Psychiatric Association, APA, 2013). Diagnostic tools and measures, such as thaesbiag
and Statistical Manual of Mental Disorders: Fifth Edition (DSMAPA, 2013),define
mental health illnessdsased on observable symptor@siticisms of diagnosis highlight that
these mental illnessese positioned at an individual level, ignoring social dimensions
(Smail,2005.

The ‘essential features’ of the diagnosis borderline personality disorde) é8&D
defined in the DS as impairments in personality (self and interpersonal) functioning and
the presence gfathological personality traits’ (APA, 2013, p,§6@/hether personality
disorder (PD) should be positioned within models of mental iliness has long been debated
(Castillo, 2003)TheBPD diagnosis in particular is controversial, as identificatiom of
number of the features of BPD like ‘inappropriate anger’ cannot be done objectively and
involves moral and cultural judgements (Berger, 2014). However, the BPD diagnosis is the
most commonly seen PD diagnosis in NHS services&MNhtionallnstitute forMental
HealthEngland NIMHE 2003).

The label of BPD hamnplications, often leading to exclusion from servidesl (&
NIMHE, 2003). The policyersonality Disorder: No Longer a Diagnosis of ExclusiDi

& NIMHE, 2003) introduced plans for those with a BPD diagnosis to be treated with
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specialist therapies and idéred skills for working with people with a BPD diagnosis as a
gap in staff training. Research has highlighted the implications of a BPD dig@mogeople,
as staff hold more negative attitudes towards them than thosa sdktizophrenia or
depression diagnosis (Markham & Trower, 2003)ose with a BPD diagnosis feel services
interpret their distress as them being difficult and view them solely based ondigeinsls
(Morris, Smith & Alwin, 2014). It has been argued that the reaction of staff &igota
related but dueto the complex challengggople with a BPD diagnodiace in forming
relationships (Sansone & Sansone, 2013). However, studies have found that staff held more
negative attitudes about those people labelled with BPD than peqgpkeydig the same
symptoms without the label (Newtdtowes, Weaver & Tyrer, 2008).

Despite guidelines suggesting only brief crisis interventions for those witdtyaatis
of BPD, a large proportion of people diagnosed with BFperience hospitalisatioBifiks
et al 2006). Bateman and Fonagy (2006) have claimed a crisis for people with a BPD
diagnosis is likely to involve a suicide attempt, harm to self and impulsive violent acts.
People with BPD diagnosis can be seen by staff in acute services aswutoestvhirlwind’
(Woolaston & Hixenbaugh, 20083tudies found staff in crisis services often fear they are
being manipulated and find it difficult to build relationships with people with a BPD
diagnosis (Rooney, 2009). In line with these viestaff digplay high levels of behaviours
that socially distance or reject those with BPD diagn®isstwood & Baker, 2010).
Theory and Rationale

Discourses are ‘systems of thoughts comprised of ideas, attitudes, coursemef act
beliefs and practices which cdngct the subjects of which they speak’ (Foucault, 1972).
Over time discourses can become regimes of truth. They serve to position individuals and

can open or close certain actions for theanguage reflects current discourses and is
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therefore not a benign description of the world, but a powerful tool to construct and impact
the world. Foucault (1972) emphasised how language can legitimise power and maintain
embedded power relations. Foucauldian discourse analysis (FDA) aims to highlight
discourses, the meanings created and consequences of them (Parker, 2012).

As highlighted, distress is often viewed as a treatable mental health degnosi
(Harding, 2012). When people in crigister into mental health crisis teams, whose aim is to
treat them amid multipleargets and cost savisgendas (Harding, 2012),i$ important to
understand this from the view of FDA in terms of how service users and staff arergakiti
how entities like crisis and diagnosis are constructed and what practices amré¢heref
legitimised. An understanding is needed of how staff in crisis services talk about, and
therefore construcgtthe people whthey see in crisis. This is especially important in relation
to those with a diagnosis of BPD due to the moral and cultural judgemeriisehyBerger,
2014), the negative attitudes of staff (Markham & Trower, 2003) and practicesssuch a
maintaining distance from the(iestwood & Baker, 2010). Discourses which surround
those witha BPD diagnosis and how they are positioned within NHS csesigices require
investigation to understand these attitudes and practices.

Research Questions
The study aimed to answer the following questions: what discourses do staff draw on
when discussing their experiences of peapleceipt ofmental health csis services?
Further questions related to these discourses to be answered are:
e How do the discourses used position those with a diagnosis of borderline personality
disorder?

e What are the consequences of the positions given to individuals in crisiges@rvic
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Method

Context

Participants were recruited from three semban London boroughs. The
demographics of these boroughs varied in terms of levels of deprivation and health related
outcomes (Office for National Statistics, 201The teams recruited from were comspd of
two CRHTT, one DTT and two acute wards.
Design

This study utilised a qualitative design. Individual interviews were conducted with
participants to generate personal and reflective accounts. Foucauldian discalyss an
(FDA) was useda analyse discourses used when talking about the discursive object of
‘people in crisis’ (Willig, 2008). FDA is a qualitative method of analysing langudgeh
sits within a social constructionist epistemology. Discourses are networkesaofng created
through language and actions which create perceived reality (Willig, 2008). Desbath
enable and constrain what can be said by whom, when and where (Parker, 1992). They offer
subject positions which then have implications for how people experience the worlchdgexisti
power can be legitimised by discourses, while institutional practices can hitithiteg
discourses and be justified by them (Foucault, 1972). This could be the case within NHS
crisis services, as practices are justified by the discoamsesunding them. Ovemtie,
discourses can become talkengranted truths. This is concerning regarding the position of
those with a diagnosis &PD as highlighted irprevious research (Westwood & Baker,
2010). FDA aims to highlight these discourses and understand the relationships between them

and practice.
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Procedure

The author recruited staff through attending team meetings. Information sheets we
provided for staff to read (see Appendix Dijterviews were arranged by email at least a
week in adance. Staff were provided with consent forms and reminded that they could
withdraw consent at any point. Interviews were conducted in NHS buildings in meeting
rooms to maintain confidentiality. Interviews lasted between 40 and 75 minutes. All
interviews wee audierecorded and transcribed by the author.

Analysis. Interview transcripts were read andread utilising the skstep model of
FDA (Willig, 2008):
1. Discursive Object: Highlight all instances that refer to the discursive object, in this
case ‘peoplén crisis’. See Appendix F for an interview transcript with instances of
the discursive object highlighted.
2. Discourses: Identify the discursive constructions of the object within wider déssour
3. Action Orientation: Examine the possible functions ofstarcting the object in these
ways and the relation to other constructions in the text.
4. Positions: Identify what subject positions the constructions offer or limit.
5. Practice: Explore what practices the positions allow or limit.
6. Subjectivity: Explore whagffect the subject positions have upon the participants’
understanding of ‘people in crisis’.
See Appendix G for a table of stages two to six of the analysis procedure for etaaryarc
the discursive object.
Participants

Twelve staff members were imgewed. All names used in the report are

pseudonyms. No incentive was offered for participatfurposeful attempts to recruit a
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range of professions and experience were made. Fivevstkied in CRHTTS, five worked

on acute wards and two in DT.TSee Table 3r demographics.

Table 3
Participant demographics
Pseudonym Age Gender Ethnicity  Time inrole Profession
Moses 53 Male African- 25 years Staff Nurse
Asian
Dave 51 Male Irish 10 months Nurse
Lisa 39 Female White 9 years Clinical
British Psycholgist
Jane 33 Female Mixed 1 year Social
Black/White Worker
Joan a7 Female White 10 years Social
British Worker
Frank 55 Male White 9 years Nurse
British
Fo 67 Male Indian 45 years Nurse
Ashley 57 Female White 25 years Support
British Worker
Grace 44 Female African 6 years  Occupational
Therapist
Sarah 30 Female White 2 years  Occupational
British Therapist
Blessings a7 Female Black 8 years Healthcare
African Assistant
Lesley 31 Male Chinese 11 months  Healthcare
Assistant

Inclusion criteria. Staff must have worketh an NHS crisis service, specificaliy
acute ward, CRHTT or DTT, in a cliefdacing role for at least six months.
Serviceuser Involvement

Initial ideas for the research were presented to a service user coproduction group,
who also conduct research in the London boroughs. Feedlzackeorporated as
appropriate. For example, the service user coproduction group emphasised the need to not
solely focus on people with a BPD diagnosis in interviews, due to the potential negative

impact thé may have on staff responses. The service user coproductioratgosipggested
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that asking staff to discugxamples of their work witpeople in crisis may help to draw out
discoursesAsking staff for case examples was therefore added to the intesei@alule.
Consideration was given to how challenging staff may find sharing their views. Furthe
prompts were added to try and help staff share their thoughts, along with the researcher
attempting to take an understanding stance in interviews.
Interview Schedule

The semistructured interview schedule was developed using interview guidelines
(Willig, 2008). See appendix A for the full interview schedule. The initial question intesduc
the concept of people in crisis attending the service. Further questiatesl to experiences
of individuals asking for examples to allow a personal account of those in crisis. The
diagnosis BPD was introduced in order to understand the specific discourse surrounding the
diagnosis.
Ethical Considerations

Ethical approval wagranted by the Salomons Research Ethics Committee and
Research and Development approval granted from the local NHS trust (see Appendix B and
Appendix C). Feedback was given regarding confidentiality of the locations of imtervie
potential distress togpticipants and responsedny concerning practice raisechéle points
were considered and acted upon.
Quality Assurance

Four aspects have been identified as indicators of quality for qualitative fesearc
credibility, transferability, dependability amdnfirmability (Hannes, 2011).

Credibility . The author’s supervisavith experience ifFDA projects provided audit
of the interpretation of data. This involved the author’s supervisor checking the analysis of

the first four interviewsand highlighting the evidence for the discourses. The author’s
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supervisor then checkelefinal analysisand a discussion was hetebarding the evidence
for the discourses. Quotes are used throughout the results section to provide evidence of the
discourses located in thext.

Transferability. Demographic data is provided along with the context that the
research was conducted in.

Dependability. To improve clarity of the decisions made, an annotated interview
transcript (Appendix F) and coding book (Appendix G) are praviferesearch diary was
also kept throughout the process to increase awarenessearcher bias (Append)x |

Confirmability. The author endeavoured to develop an awareness of their own views
of topics discussed through attending individual therapy prior to conducting the interviews. A
bracketing interview was also conducted with the author’s supervisor during anahgesis, (
1999; Appendix J). The bracketing interview was conducted in an attempt to understand
potential pre-existing biases the author held. Particular attention was paictdhbes
background in relation to those with a diagnosis of BRi2 Aracketing interview enabled
the author to consider their motivation for the study, wkiakto highlight andchallenge
potentially damaging disurses for people with a diagnosis of BPD. The author held a pre-
existingbias that more pejorative discourses may be evident when those with a BPD
diagnosis were discussed. During the study the author developed a greater symptatiy for s
as the discourses surrounding those with a BPD diagnosis also positioned staff asspowerl

Results

When considering what discourses staff drew on when discussing the discursive
object of ‘people in crisis’, four discoses were present; ‘medical and diagngspersanal
responsibility, ‘limited resources for the scale of the problem’ amdman experiencand

emotions’. How these discourses position people diagnosed with BPD will be discussed. The
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social positions and practices legitimised by the discoursealadlbe highlighted, along
with tensions between discourses (Billig, 1988).

Medical and Diagnostic Discourse

The dominant discourse, present in all of the intervieves, medical and diagnostic.
Within this discoursestaff were seen as expemspositivist dscourse wapresent with
diagnoss constructed as concrete truths that steaffcientistsould observe and discover.
Service users were referred to as patients andsspafifessional titlesvere usegddefining
them as separate groufsaff wee positioned as holding power and needing to treat unwell
serviceusers. ‘But | see, you have to bear in mind they have come in, they are not well and
need help(Moses) The position of service users is togmessive, accept this help and
recover moving from the position of unwell to well. What this recovery constitutes, moving
on from services, is predetermined for them by staff and policy makersve see them
becoming well, come onto the ward unwell they settle down, be treated and get well and go

home’(Moses)

Within the medical diagnostidiscourse, service users are positioned as people who
can be understood based on their diagnosis. Stafegamatelyassumeeven prior to
meeting themwhat actions service users migierform
Blessings:
Or somebody coming in with personality disorder...and just start cutting, cutting,
cutting where you have to come start dressing wounds... You don’t know when they
will do it because they are quite secretive, they hide things, they hide sharps.
Staff have to deliver treatmetd people, in this case through the physical care of
dressing wounds. Endiagnosis also legitimisedributingways of being to somebody’s

personalitysuch as being secretive. Tpasitivist discourse surrounding diagnasisans
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that staff are positioned as needing to investigate someone and discover theirsliagnosi
‘Everyone at first thought she was acutely unwell the more we saw her, because she kept
going away and coming back, the more the personality disorder canfasiiey).

Staff believel there is a correct treatment dependant on the diagnosis, a discourse of
positivism. This legitimise@ number of praices for gaff, such as observation and
detention.

Dave:

they are given medically checked out or detband they’re observed...I think what

often has actually helped now, fair enough is the DOLS, the deprivation of liberty and

they get used and the five two section so | think now that's made a big difference to
them.

This positionand the practices of staff aftather justified by the positivist discourse,
believing that what thegre doing is right and helpful, indicated here as doctors, who hold the
most power, prescribiniipe ‘correct medication’.

Moses:

Obviously in an acute ward you have the MDT who support you with the doctors will

prescribe the correct medication, could be sometimes, unfortunately because people

refuse to take oral medication then we would have no resort but to restrain them and
inject them.

This extract highlights that the service users have the least power and are unahle to

from their passive position to refuse this ‘correct’ treatment.

Further to their actions towardsrvice users, the medical diagnosliscourse allows
staff to remove responsibility when asked about people whbas been difficult to help

People who have not recovered are positioned as illegitimate cases
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Frank:

So you’re working with people at much lower level and with a lot more social
problems, practical problems and that is what's sparked off their emotional, whatever
you want to call it, their emotional reaction so basically if you sort their housing
benefit out they're fine and they don’t need you anymore.

The work with people who are ‘mextlty ill’ is positioned ashigher and of more

importance than those with social probledssisting with ‘enotional reactions’ is classed as

illegitimate This is the case for certain diagsesas well,especidly BPD, which is

highlighted as not a mental health problem in its omission from statements.

Joan:

Yeah, well there’s lots and lots of people we’ve got lots and lots of difficulties who
aren’t classically mentally ill, you know like schizophrenia or bipolar. Treating, |
suppose the hopes are that the distress that they have can be resolved by the medical
model and so and it can’t and there’s limited resources to assist recovery and lots of

lifestyle issues and childhood experiences.

Personality disorder is also openly talked about as not a mental health problem.

Jane:

| think people are more sympathetic in their language’sa.gome people may say
that schizophrenia is more of a genuine mental health problem than personality
disorder which is not really viewed as a mental health problem, it's a behavioural
issue.

Those with a diagnosis of BPD are positioned as unable to be helped, or to go from

‘unwell’ to ‘well’ within the medical discoursd-urther, assumptions can be made about

people to justify this poson, such as someone’s history and agency over their actions, which

challenge the discourse of the passive patient
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Jane:
| think people are perhaps more sensitive to someone with schizophrenia because it’s,
it's a genuine mental health problem, it can be triggered by, | think their history is
probably more significant...so if they’re responding to voices or hallucinations erm |
think people are more sympathetic towards that than someone who is regalérly
harming.
Interviewer: Why do you think that is?
Jane:
Because people think, they think that you can’t help having schizophrenia that'’s if it's
an organic mental health problem but you can prevent yourself behaving in a certain
way, you know cutting yourself.
This idea of organic illness upholds views of altered brain chemistry and those with
schizophrenia not having control over their behaviour. Those with a BPD diagnosis are
positioned differently, as responsible for their actiovtsich legitimises staff not feeling
sympathy towards them.
Within the medical diagnostidiscourseservice users lack power to make decisions
about their diagnosis, this is held by the psychiatrists within teams. Servisatsgrewed
as believing in this discourse and wantoggtain diagnose holding a positive beli¢hat
these diagnoses will explain thexperience and lead to treatmeldan highlights thiKick
in yeah and say that you are feeling like this because you have got bipolar or you have got
serious mental illnessthink it's sometimes easier for pdefo accept.
In spite of personality disorder being positioned as an illegitimate ment#i heal
problem, within medical diagnostdiscoursestaff are powerless to deciddetherit is

treated or not.
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Frank:

when [ first started my caregvsychiatrywouldn’t, they said you can'’t treat people

with personality disorders, there’s not an illness to treat, whereas now they treat all

of them, nearly all of them they put on medicatigusychiatrists are in a difficult

position because they’ve been forced to... treat people with personality disorders and

| suppose they think well our main treatment is medication.

This highlightsthat staff hold poweover those they view as patients gatve no
power over the wider policy context. Staff are positioned as h&winge the treatments
legitimised by the medical discourse, namely medication, vetiple with a BPD diagnosis.
Those with a BPD diagnosis do not get ‘well’ with this treatment and return toeseraic
behaviour which is not legitimised by the medidakdurse. Frank describes this ‘It doesn’t
feel like we're helping them in any way, we are just institutionalising them more.aRyirem
them to be in services longer, we are not breaking the, eyelare part of the cycle
Personal Responsibility

Within the personal responsibility discoussvice users are positioned as people
with agency rathethan passive patientis contrastsvith the medical diagnostic discourse
They are afforded actions suab expressing their distressafbare positioned as people
whose role is to assist them to exprasd understanthis distress.

Joan:

Occasionally you get people who are not very good at expressing themselves and it

might take a bit longer to get to the bottom of what’s the problems. But most people

are very able to express what their difficulties are and to get a tangible solution

together to work towards, yeah.
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Service users are positioned within this extract as having some ability and can
legitimately express distresBhe practice of allowing service useirse to express their
distress is legitimised for staff. An overlap with the medical discourse is thabsftigt
discourse that there is a problem that can be understood and a solution found.
Conflict ariseswithin this discourse as staff still hold expertise in recogniaing
service uses potential for change and what interventions are helpfdliraanageable
Lisa:
But it's about having realistic goals, like maybe a few years ago | would have been
like ‘oh we’ve got to get her into group psychotherapy’ now I think I'd be setting her
up to fail, doing that. It's about giving her more realistic steps.
The use of the word ‘giving’ indicates some passivity on the part of the servicé&lassr.
that there is a correct treatment are maintaimaiiiding those of psychotherapy.
Grace:
Sometimes you're not really in the mood to take on some complex psych education or
psychology based group you know, you won't be able to manage that one until you get
better. Because sometimes people are notemelligh to do any psych education or
any psychology based groups.
The use of the terms ‘not well enough’ and ‘until you get better’ indicate an overlagavith t
medical discourse.
Staff described their position of offering a service that people often want. “You know,
it's pretty full on but I do feel as a psychologist in this team I'm normally offerioglpe
something they want or have asked tarsa). This position enables questioning and the

practice of prioritising service users’ desjras Fo desdpes, ‘Ask them where you’'d like to
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sit, what I'd like to do, explain the way you are from, the purpose you are there to see them,
what you can offer them and what they are expecting from you’

There isa conflict between the agency affordedervice uses within the personal
responsibility discourse, and the positivist discowfsghat ‘treatment’ is correctsastaff
lack power to influence the decisions of service users to adhere to what is viewgeéas co
treatment.

Moses

If we take one group of people who needs help, then you have another group of people

who needs help but doesn’t want to accept the help. ‘I don’t want to come administer

medication’, ‘l don’t want you to take me somewhere where I'm supported, I'm okay’

Within this extr&t, peopleare separated intistinct groups based on their
engagement with staff's treatment plan for th@ime subject position of staff as knowing the
correct treatment, legitimises practices which may enforce this on people@sslisuch as
restraint or s€®ns.

Blessings

all the restraining and things we did, | felt bad. Because she didn’t want to listen to us

or she didn’t want to abide by any boundaries or stuff like that, if she wants

something she wants now, now, now and then when staff say no she start shouting and

screaming and that.

This extracis abouta service usesn anacute vard with a diagnosis of BPD, they
wereafforded agency as not wanting to listen or abide by boundaries. Ideas of expression of
distress, in this example screaming, as negative and damagrteld. The practice of
restraining the service usand negative feelings agsated with this were justifiethrough

assigning reponsibility to her.
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Staff are able to feel appreciat@ad take some responsibility for their wavken
what they offer has helped peop&taff highlightfeelings of having done the jai this case
Sarah

Well | suppose you come to make a difference and you sort of validate ydayr day

hoping to make a difference...So with clients that erm really do need support in

certain areas and you can kind of create an intervention and get to a goal at the end,
it might be a difficult process but if you can get to that goal at the end it feels like
you’ve done what you signed up for.
Staff are able to justify timeshen they have not reached a service user’s goal through having
offered them their expertise, yet the service user with agency has made a decision not t
engage in the techniques or change their behaviour in ways suggested.
Sarah

We needed her to engage in a routine and try and do some of these techniques and she

wasn’t really doing it ... It's difficult when you try and support people, people have

to, you can lead a horse to water but you can’t make it drink sort of thing, that’s

difficult.

The use of words like ‘needed’ and ‘have to’ indidateimportance staff afford the
interventions offered. By positioning service ssas needing to engage statiintain their
position as experts and lessen responsibility for poor outcdiaes.describabe emotioal
experience of taking responsibility: ‘| feel a real personal responsilnilitgsponding to
someone in crisis that you have to do the right thing, you have to say the right thing, erm so it
can weigh heavy on your heart sometimes’. This personal responsibility discourse and the

medical discourse positions staff as professionals and leaves them under poesstiteet



PEOPLE IN CRISIS SERVICES 80

right thing’. This pressure may be lessened by shifting the pensspainsibility to service
users
Limited Resources for the Scale of the Problem
A discourse of limited resources for the scale of the problem was also evident withi
the interviews. Service users were positioned as those with a problem that wagetcand
staff as experts yatithout the needed resources to help them. The scale of the problem could
be seen as too large in an individual, making it difficult for staff to help or hold hope for any
change for them.
Lisa:
we will offer her those services but it's a bit hesirtk you know. You just think, how
much change is possible but then people always surprise you in good and bad ways
but I think for me, that’'s when #'difficult when you just think like it's already too
difficult for people at this young age.
There is some overlap with the personal responsibildyalirse as the service user is
positioned as someone with a difficult life and staff expectedféo them something that
aids change, yet feeling that this is unlikely. People who present with lots of sociarpsobl
which need to be addressed are positioned in this case as those who cannot be helped.
Moses:
A lot of people is actually still on the ward not discharged because of that, or from
day one they get admitted they get referred to...houstsgery very hard to find
accommodation but it's seriously from week one they look at all this.
Service users in this situation may get labelled as delayed discharges, With staf
coming under scrutiny for the fact that someone has not recovered and moved on from the

service.
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The lack of resources discourse positions staff as powerless to help service users
some situations. Lack of time is a frequently noted concern.
Ashley:
when we had more time and we didn’t turn people over so quickly, | would do all their
benefits claims with them. | still do a little bit but there’s not really enough time now
to do it...I'd take them to appointments, I'd go to their house and help tidy it up. Real
pieces of work.
In the extract, staff were doing ‘real pieces of work’ when they could assigteserv
users with their social situation. This positions staff now as not doing real piegeskof
instead ‘turning people over’. Tension is evident with the medical diagnostic discducke w
does not legitimise working on social circumstances.
Some overlap with the medical legal discourse emerged when talking about service
users who require more resources, the diagnosis of BPD was raised here.
Frank:
without lots of resources you can'’t really do anything with those type of patients. A lot
of those patients need... a lot of psychological input and not many of them are going
to get it. So, you can see why they just keep coming back.
People with a diagnosis of BPD are positioned as a ‘type of patient’, one needing lots
of resources to enable them to change. Staff within crisis services are pos#égpowerless
to help those with a BPD diagnosis due to lack of resource, a hopeless position is establishe
where they will keep returning to services without any change. This position leaves peopl
open to attributing negative characteristics to those with a BPD diagnosey defhes a
good person asccepting treatment, accepting that they’'ve got areds and moving on

forward and showing us that they can move forward before they get dischaigesk. that
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are not accepting treatment offer@uad moving on to be discharged cannot be seen in this
case as good people. This example again was raised velcessing somebody with a
diagnosis of BPD.

The number of people with the diagnosis of BPD is also positioned as a problem that
cannot be solved.

Frank:

We've got to see those people now, we haven't got the resource to give them effective
treatment so |8s just carry on..it’s probably too big a problem to actually for
anyone to actually do anything about because (the trust) clearly haven’t got the
money to treat all those people.
This overlaps with the medical diagnostic position of staff being made joesple
with a BPD diagnosis and lacking power to decide this. The staff are positioned here as
powerless, the service users even more powerless and even the trust powerless due to not
having the money to pay for services. Staff practice therefore involves continuimnipevit
current approach, sticking to protocol and the set ways of working within the service
limitations.
Fo:
Well people with personality disorder who stretches you, you need to take a firm line
and draw boundaries like, you know like going on a visit to someone and you like to
keep me talking too long so say look my visit is for half an hour.
Staff's posiion and closeness to boundaries and protocol becomes more rigid with
people with a BPD diagnosis, due to them being seen as those who will ‘stretcmdtaff a
teams. Sticking to protocol and the set programmes offered may enable stafhistdimi

responsibility associated with service users they have not helped.
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Fo:

People appreciate what you have done for them...not everybody will like you as a
service but that puts the bad ones to the side and you feel oh well we have done a
good job, let’s get on with it.

The phrase ‘get on with it’ also brings in cultural discourses surrounding making do with
what one has and not complaining. This discourse may prevent exploration or discussion of
current ways of working.

Dilemmas can arise for staff when they beliewewrvice user they have developed a

relationship with requires more resources than the service can offer.
Frank:
| wasn’t going to discharge her because | don't think that she should be. On the other
hand, | know the realities and the practicalities of the service mean that we cannot,
we’re a crisis team. our service isn’t set up to do that so it's a bit of a dilemma.
Frank has positioned himself as considering the service user’s peetie discourse
of limited resources legitimises discharging hgjareless. Both Frank and the service user
hold limited power to alter this.
Human Experience and Enotion

A discourse of human experience and emotion was evident and relatively distinct.
Staff discussed the huge distress that service users were in when attendisgruices.
Lisa describes thispeople are yeah pretty raw pretty emotional, lots of high anxiety,
agitation sometimes anger.Service users are referred to as ‘people’ and emotion words are
used like ‘anger’ and ‘anxiety’. These are seen as real observable entities that anychom
experience. This distress positions service users as human beings with emotions and

legitimatereactions to life events.
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Within this discourse with service users positioned as human beings in distréss, staf
position themselves ‘with’ service users.
Ashley:
sometimes I've actually wanted to cry with somebody because the story thayge tell
me is so, so sad, you know and that it just makes us human ... | can actually see that
and could imagine myself, you know, if | was in their shoes how horrible it must be.
Unlike within the medical modgpractices ofistening to and recognising these
emotions in service usease legitimised. Thisllows staffto ‘imagine’ the life of the other
person. Forming relationshipgth service users becompsssible when considering the
position of the other person. In some caiesse relationships were seen as stronger than any
others service users may have. Joan described the relationship the team had wié a ser
user with @BPD diagnosis: ‘we were people she could always turn to... sort of saw us as this,
| know it doesn’t sound very ethical butrdies in the badground. Stability where she hadn’t
had her own. Questioning the ethics of this highlights a tension between rigrani
relationship and the professional boundaries of the medical discourse. The use of ‘aunties’
suggests the strength of the relationship and draws on discourses of family bondsgassumi
these are helpful.
Within this discourse of human experience amdon staff are also allowed the
action of having an emotional reaction to the service users that they see. Thesesraatio
be fear of someone hurting themselves or sadness at someone’s continued distress on
returning to the team.
Lisa:

You know, think it s at the heart of it thelg a bit of sadness from a human
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perspective of you know, that person is still going through the same stuff and you

know here we are again with it.

This extract highlights again both staff and service users as humans. Howeviar, wit
their position as people who are meant to help, staff's actions are limited to thasmittia
be helpful.

Lisa:

| think people need you to be accepting of ‘this is how bad | feel and | can handle it’

and that’s what youdwve to giveevenif it's an absdutely horrific history or a very

upsetting chain of events, you know I’'m not going to be very helpful if | broke down as
well.

Service users are positioned as vulnerable people for stadfis emotionsnay be
damaging The position for stff of needing to be ‘helpful’, does not allow expression of their
strong emotions.

It is difficult to afford space for human experience and emotion alongside the
dominance of the medical diagnostic discourse. Due to this tetisgoemotions of
connecting with sevice users can also Ip@sitioned as dangerotestaff. This legitimised
practices of developing ways of ‘coping’ and ‘getting on’ with the job.

Frank:

| think you’ve got to have a thick skin... | think it protects you emotionally...if you

were gtting too emotionally connected to too many patients | think it would be too

difficult to manage yourself. Especially with the fact that we don’t get that much time
to talk about this sort of stuff, you've just got to deal with it really.

This extract describabe discharge of someone with a BPD diagnosis that Frank felt

was discharged too earljhe term ‘patients’ highlightdhe medical discourse and distances
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people in crisis as distinct from staff. Connecting with people in crisis is viesved a
dangeras, a dissonance is evident between connectiothamiofessional positionithin
this tension, practices of avoiding people who create strong emotions, like those with a PD
diagnosis, is legitimised
Lesley:
sometimes the doctor might even say to some PDs or behaviour problems who might
have different diagnosis, ‘I'm not sure, just ignore them and there’ll just go away’ or
‘just ignore them because they’re seeking the attention and you’re not doing them any
favours by giving them thattention. So it's good for us because then we don't have
to deal with it. $rry but you know they’re exhausting.
The power of the psychiatrist on the ward is highlighted, holding authority to be able
to tell people to ‘ignore’ people seeking attentibesley discussed sgce useravithin a
medical discourse aBDs’, legitimatising avoiding them and any emotions aroused by the
work. This fear of the emotions may be explained somewhat by Ashley ‘if you didn’t have a
laugh and a joke you’d go mad...we do say things thatbigla little bit inappropriate
sometimes but it is what keeps us sane as well, it really, really ddes.émotions
experienced by staff which are raised by service users are positioned as dangestaf§ and
here fear going ‘méd
The discourse of humeexgerience and emotions did also allow the positioning of
staff and service users as humans in a way that legitimised curiosity. Ctionsrahout
how to work with people raising strong emotions and thinking about all aspects of them were
legitimised.
Jane:

We’'re just doing our job, seeing them and monitoring their mental state, making sure
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they're safe but they are the person who is actually doing that cycle themselves. So

it’s quite sad that, that's their lives.

In this extract staff are positioned just doing a jothowever they are able to
recognise the sadness of the human experience of service users. Staff's pdsiinotniwi
discourse is not one of being an expert and having to treat servicerathenspffering a
positive experience dfeing heard.

Ashley:

It's just sometimes listening, they just want someone to listen to.theay it is okay

to be angry, |1 would be angry too, you know make them feel that things are okay and

we haven't all got to you know conform or because everybdtifjerent.

This extract highlights differenc&he practice of validating emotions rather than
avoiding them or attempting to control them is legitimised. This is further explainedaby Lis
Lisa:

regardless of everything that’s really difficult in her life, | gave her an hour of being

taken seriously, being listened to, having somebody really care about what she thinks,

being able to tell me really awful things and not freak out and confidential safe space.

The practice describlds one of being alongside service users and openly caring and
listening to the human experience and emotions presented.

Discussion

Investigating theliscourses drawn on when staff in crisis services discuss people in
crisis highlighted four discourses; medical diagnostic, personal respityndimited
resources for the scale of the problem and human experience and emotions. The different

discourses afforded service users and staff varying positions. Those with a diafB&4ds
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were positioned as those with responsibility over their actfmastices towards them of
avoidance and control were legitimised.

The prominent discourse was that of melitagnostic which maintains a positivist

positioned as those who must discover and treat these illnesses, as suggestekypidli

2001, DH, 2014). The treatmieis often medication, where staff, particularly psychiatrists,

hold power to give correct diagnosis and medication. Within this discourse it was those who
were passive, demonstrated a reduction of symptoms through medication and moved on from
serviceswhowere viewed as successfully treated peophes links to previous research

which has suggested services have been created to suit diagnoses of psychoskO(0myre

For those with a diagnosis of BPibjs medical diagnostic discourse positiorenth
as having a real diagnosis, but one that is not viewed as an illness like schizophrenia. The
wider policy context of treating people with BPD diagnosis positions staff as lpsaier
Treating those witla BPD diagnosis with medicatiptike other diagnoses crisis is
legitimised. This is despite guidelines suggesting specialist themamdividuals with BPD
(DH & NIMHE, 2003). Consistent with previous research, moral judgements of being bad or
manipulative people were assigned to those with a BPD diagnosis (Bodner, Rl oleti8:
lancu, 2002). This meant that staff could avoid them unless they were presenting with
significant risks, which is in line with servicaers’ experiences (Morris et 2014).

Within the personal responsibility discoursernvice users were afforded more agency.
However, they were placed in distinct groups; those accepting the help offered andhitose w
did not. Those seen as not conforming to the expertise of staff, especially on acute wards
could be subject to controlling practices, such as restraint. This was found in previous

research regarding restraint and door locking on wards (Muir-Cochrane et al. 2016 Berki
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al. 2012). Those witla BPD diagnosis were often positioned as not engaging, maintaining
them in a position of being difficulas service users have previously reported experiencing
(Morris et al 2014). Staff responsibility for service users who did not recover was
diminished, as service users were held responsible, ensuring that current pracioed
unguestioned.

The discourse of limited resources for the scale of the problem further positioned
thosewith BPD as not helped by crisis services. There was some conflict regaring th
importanceof helping with social problems; even if deemed important, staff did not have
time to assist with these issues. Crisis for those alBRD diagnosis is often triggered by
social circumstances or interpersonal events (Fonagy &iBat, 2006). The need to
discharge service users quickbgitimised discharging thoseth aBPD diagnosis who were
finding relationships with the service helpful. Limited time for staff to discussnioti@nal
element of their work further distanced those with a BPD diagnosis. This is supported by pa
researchwhich suggests that due to lack of time to talk and resowstedkteject those with
PD diagnosis (Chester, 2006).

The discourse of human experience and emotions positioned service users as humans
with emotional experiences, with staff also allowed to feel emotions. Thécpratt
validating and being alongside someone’s distress was legitimised, potetibaling
relationships to form which staff and service users highdidjas important to wellbeg
(Currid, 2009; Morris et al. 2014). However, feeling intense emotions, often raised by those
with BPD diagnosis (Bateman & Fonagy, 2006), was also feared by staff. Limietbtim
discuss emotions legitimised avoidance of emotions. The practice of acknowledgiimnem
and considering the position of the person in crisis opened conversations about those in crisis

as humans and allowed staff freedom not to have to immediately treat them.
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Limitations

The findings of this study must be considered alongside its limitations. Effos wer
made to gain the views of staff acroseding crisis servicg and a variety of professions
(see participants section). However, no psychiatrists were interviewed dak &6 la
availability. As they hold such power within the medical diagnostic discourse, the efew
psychiatrists may have been of interd@$te teams recruited from were also from one NHS
trust. The discourses present may be in part due to the culture of the trust and area of the
country and may not be present within other teams.

Although efforts were made to understand tiseagcher’s position (see quality
control section), it should be noted that the perspective of the researcher can never be
removed from the analysis process (Ahern, 19D8¢. research&s own experience of
working within crisis services and working with those with a BPD diagnosis may have
impacted on the interviews and analysis.

Research Implications

The discourses present when staff discuss those they see in crisis $eghilogist a
number of valuable avenues of further investigation. Exploringdhé#ict betweerpositions
afforded to service users, who are expected to be both passitakanrsonal
responsibility, could highlight important challenges for services. Exploring dsesgervice
users and staff draw on would highlight potential differences between how they position
themselves and each other. Further research with those with a BPD diagnosis, tanohderst
the experience of seeking care from services where avoiding your distressnsategit
practice for staffcould inform future polly and servic@rovision.

The discourse of human experience and being alongside a service user in crisis

requires further investigation. The value of the practices this discoursmlsgdito service
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users in crisis requires investigation. This discourse being more prevalent IRNTGRE
DTT rather than acute wards, could indicate the pow#reoedical diagnostidiscourse
within acute wards. How crisis service staff, espec@atlpcute wards, can allow rathidan
avoid or control the emotional expance of service usergequires further investigation.
Clinical and Theoretical Implications

Staff in crisis services need to be offered the experiencéofgabout the emotions
raisedby being faced with humans in distress. A barrier to this are the subjective positions
afforded by the medical diagnostic discourse of staff as experts and peoplesiasrisi
mentally ill. Staff highlighted a lack of time and spaces that feel safe to discussreniotio
part due to the administrative practice associated with the medical discthegdension
between being alongside someone in distress and having to treat them, often withionedicat
may be alleviated through open discusskmtected clinical supervision and reflective
practice spaces were raised as benefiambupported by past research (Crawford, Adedeji,
Price, & Rutter, 2010

Service providerseed to acknowledge the challenges staff face and ensure they feel
they are completing relevant wordkespite people not following the traditionagdincal
recovery path. Protocols and guidelines for staff on how to support people with a BPD
diagnosis in crisisvaluing practice such as validatingietional responsesire required
Bateman and Fonadf2006) recommend adhering to a collaboratively aboeisis plan This
challenges the power differentafl the medical discourse, affording service users a voice.
This may result in fewepractices like distancinfjom those with BPD diagnosiBurther
training should be available for staff working with people with a BPD diagnosafipto
guestioning and thinking about current practice rather than placing responsibilithegéh t

who remain in crisis
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Conclusion

Four main discourses surrounded the discursive object ‘people in crisis’; medical
diagnostic, personal responsibility, limited resources for the scale of the pratdehuman
experience and emotions. The positivist ideas of the medical discourse positias staff
experts needing to find the correct diagnosis and treat them appropriatelge Sseifis,
especially those with a BPD diagnosis, are then positioned differently based on their
diagnosis. Further discourses of personal responsibility can legitimise contineisigtus
guo of practice, as responsibility for not recovering is placeskorice usersvho do not
follow the model of being passive and moving on from services. Further, the limited
resources for the scale of the problem discourse maintains the position of peopleialith soc
problems or those who cannot be tredigdfly aspowerless and unable to be helped.
Considering emotions was legitimised within the discourse of human experierite/ctta
afforded a position of being alongside service users, who were viewed as people is distres
and having done meaningful work by validating their experience. As forming relationships
and being with service users is considered crucial by both sersers and staff (Currid,
2009; Morris et al. 2014), further exploration of this discourse is required. Formativeflec
spaces need to lodfered to staff to allow exploration of their emotions and ensure practices
to control or avoid service users who create strong emotional reactions, like thosselihag

with BPD, are avoided.
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Appendix A

Interview Schedule

What is it like for you meeting people when they are in crisis and come in to yelge8e

Could you tell me about an experience that you have had working with people who it has
been difficult to help in your service?

Could you give me an example without using the person’s name?
What was this experience like for you?

What was it that ment it was hard to help/ work with this person?
How did the team work with this person?

What treatment was offered and what happened?

Could you tell me about when the service is able to help people?

Could you give me an example without using the persuarise?
What was this experience like for you?

In what way was it different to the previous example?

Were there any challenges dealing with this person?

How did the team work with this person?

What treatment was offered and what happened?

What are your exgriences of people with different diagnosis?

Does diagnosis make a difference or not, in your experience?

What has your experience been like of working with people who would be said to
have borderline personality disorder?

Could you give me an example? (without naming the individual)

Is there anything else that you would like to say?
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Appendix B
Salomons Ethics Approval Letter

This hasbeen removed from the electronic copy
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Appendix C
Trust R & D Approval Letter

This has been removeaimn the electronic copy
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Appendix D

Participant information sheet
How do staff talk about those they see in mental health crisis teams?

Hello. My name is Rob Percival and | am a trainee clinical psychologist at CagptEtimist
Church University. | would like to invite you to take part in a research study. Before you
decide it is important that you understand why the research is being done and what it would
involve for you.

Talk to others about the study if you wish.
(Part 1 tells you the purpose of this study and what will happen to you if you take part.
Part 2 gives you more detailed information about the conduct of the study).

What is the purpose of the study?

The purpose of this study is to better understand how staff talk about working with adults

who present in mental health crisis teams. We are all drawn into talking aboutiothers

certain ways. Past research suggests that thinking about how we talk about oeneaperi

can lead to more understanding of how we view others. Some research has suggested people
talk in different ways about people with different diagnosis, like personality drsdilie

research aims to add to the understanding of how people are talked about and therefore
viewed in crisis teams.

Why have | been invited?

You have been invited to take part in the study due to working in crisis services where you
experience individuals under great distress. You will have worked with a number dadrdiffer
individuals during this time and have an understanding of who it has been challenging to
work with.

Do | have to take part?

Taking part in the study is completely voluntary. It is up to you to decide to join the study. If
you agree to take part, | will then ask you to sign a consent form. You are free to withdraw a
any time,without giving a reason.

What will happen to me if | take part?

| will be coming to your work place to discuss the research with people beforehand to give
everyone a chance to ask questions about it. If you decide to take part in the study then | will
interview you individually. The interview will consist of open questions about your
experiences of working with people that come into crisis services. | will dtsabasit what

you have taken from these experiences and what might help services. ThevinkghJast
between 45minutes and an hour. Interviews will be conductedENHS site. 1 will

ask for your consent for the interview to be audio recorded. I will not inform your manager or
other staff members whether you chose to participate in the study or not.

What are the possible disadvantages of taking part?
Sometimes people can find it hard to discuss past experiences, especially weibmasdinat
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you do not know. If during or after the interview you feel stressed or concerned by anything
then please contact me on the phone. You could also discuss this in your clinical supervision
at work. If you do not feel comfortable with these options then staff counselling support is
available or local charities that help people with distress. | wenddurage you to think

carefully about whether you want to tell me anything difficult. | would have to break
confidentiality if | was concerned about yours or anyone else’s safety. Or ifdamasrned

by something you raised about your practice. | would then have to tell my supervisor, Dr John
McGowan and follow relevant NHS policies. If | have to do this then | would aim to tell you
beforehand if possible.

What are the possible benefits of taking part?

| cannot promise that you will see direct benefits from this study to your team and ithork w
people. However, the results of the study could impact on how services help both staff and
individuals especially those individuals that can be seen as most difficult to whrk wit

What if there is a problem?
Any complaint that you have or any undue distress that you suffer due to taking part in the
study will be addressed. Please see part 2 for details.

Will my taking part in the study be kept confidential?

Yes. Your name and any details will be stored in a password protected database that only |
will have access to. What you say in your interview will not be linked to your name os detail

thus making sure you remain anonymous. Further details about this are outlined later in this
information sheet.

This completes part 1.
If the information in Part 1 has interested you and you are considering participation, please
read the additional information in Part 2 before making any decision.

Part 2 More detail of the study

What will happen if | don’t want to carry on with the study?

You can leave the study at any point without having to give a reason for this. | would still like
to use what you had said up to the point that you decide to leave the study. However, if you
feel strongly about this then that information can also be destroyed.

What if there is a problem?

Complaints

If you wish to make a complaint about the study then in the first instance please centact m
either via email at.percival267@canterbury.ac.ok via phone on 07974529486. If you do
not wish to make your complaint to me then you can contact Prof Paul Camic, Resaerch
Director, Salomons Centre for Applied Psychology, Canterbury Christ Church Uty\aarsi
03330 117 114 graul.camic@canterbury.ac. ok follow the]|lENHS foundation trust
complaints procedure.
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Will my taking part in this study be kept confidential?

Your participation in the study will be kept confidential. Your name will be stored in a
password protected database that only | will have access to. Your interview wiidxe @n

a password encrypted memory stick and deleted off of the Dictaphone before | have left the
NHS building. I will ask a few details about yourself like how long you have worked in the
service, your role, age and ethnicity, this information will be stored as a number and not
linked to your name. When | transcribe the interview it will then be deleted. When your
interview is transcribed you will remain anonymous, meaning that what you have $aid wil
not be linked to your name in any way. Anonymous data will be stored for 10 years. | would
also encourage you when talking about service users to not use their names to ensure their
anonymity. The only time that | would have to talk to other people about you in a way that
would break confidentiality would be if | was concerned for your safety or someone @lse’s

if you raised any issues in your practice that are concerning. In this case | wiogod tel
beforehand if possible and would then talk to my supervisor as well as following relevant
NHS policies.

What will happen to the results of the research study?

The study will be submitted to Canterbury Christ Church University as part of myatecto
gualification in Clinical Psychology. A copy of the final report will be kept in the €baoty
Christ Church University library. The results will be in the public domain as arépalt

will be on the University’s website (Create). | also planubligh the study in a national
journal. Anonymised quotes from the interviews may be used in this publication, these will
not be attributable to you. If you want a presentation of the findings then please contact me
and | will return to your workplace to present the findings and discuss them with you. | will
also make a summary document of the findings available to you.

Who is organising and funding the research?
The research will be funded by Canterbury Christ Church University and Surrey andsBorder
NHS trust.

Who has reviewed the study?

All research in the NHS is looked at by independent group of people, called a Reseasch Ethic
Committee, to protect your interestdhis study has been reviewed and given favourable
approval by both th-sResearch and Development department as well as the Canterbury
Christ Church University ethics committee.

Further information and contact details

If you would like to take part in the study or speak to me and find out more about the study,
you can leave a message for me on-A@4r voicemail phone line at 0333 011 7070. Please

say that the message is for me (Robert Percival) and leave a contact number so that | can get
back to you. Alternatively you can email me at rp267@canterbury.ac.uk. If you are unsure
whether to participate then you can talk to me about this or talk to a colleague.
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Appendix E

Participant Consent Form

Title of Project: How do staff talk about those they see in mental health crisis teams?
Name of Researcher: Robert Percival

Please initial box

1. | confirm that | have read and understand the information sheet
dated.................... (version............ ) for the above study. | have had the
opportunity to consider the information, ask questions and have had these
answered satisfactorily.

2. I understand that my participation is voluntary and that | am free to withdraw
at any time without giving any reason, without my legal rights being affected.

3. | agree to my interview being recorded and understand how this will be stored
and deleted.

4. | agree that anonymous quotes from my interview may be used in published
reports of the study findings.

5. | agree to take part in the above study.

Name of Participant Date

Signature

Name of Person taking consent Date

Signature
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Appendix F
Annotated Interview Transcript of Stage 1: Identifying Discursive Objecigleen Crisis’

This has been removed frahe electronic copy
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Appendix G
Analysis Coding Book

This has been removed from the electronic copy
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Appendix H

Draft Mind Map
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Appendix |
Abridged Research Diary

August 2015

The study received approval from Salomons. | have lots and lots of questions to be finding
the answers to about discourse analysis and Foucauldian discourse analysis. | have been
interested in how different people are talked about for a long time. Maybe it's from how |
have always been talked about, or trying to change how | am viewed and talked about.

Attempting to move away from the positions that people create for you can be difficult.

Septembr 2015

Meeting with service user coproduction group, who have conducted research in a number of
teams in the borough that | will be. They have conducted lots of interviews and a number
have BPD diagnosis. The meeting was a real eye opener to their experience. They described
feeling like they were offered the same thing again and again when they call urgdmeselp

‘Go and have a relaxing bath’ stuck with me. It did make me think about the difficult position
the person on the end of the phone is in too, having limited tools to try and relieve someone in
huge distress. One service user in particular got me thinking about the positions people ar
placed in, claiming they felt sorry for psychiatrists. | considered how infeextild positions

might be or become for both service users and professionals, potentially especially

psychiatrists.

Really wrangling with the idea of how up front to be about a lot of the focus of the analysis
being about BPD. The discursive object is people in crisis yet one of the researangussti
those with BPD diagnosis. It explicitly raises BPD in the information sheets ardhtailat

how discourses position people differently so the study is clear. | just consider my own
position in this, bringing in the diagnosis to geteac example if one is not given. As well as
my follow up questions about examples of people with a BPD diagnosis. | will need to watch

for how I consider these questions.

July 2016
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Real frustration as a team that | had been in touch with drops out entirely from the study,
claiming they are too overwhelmed and had a difficult CQC inspection recently #o fee
would be too sensitive. Had really hoped to get going and get my data as | am fast become
aware looking at other discourse analysis how large ahasknalysis will be. Discussions

with external supervisor about recruitment and spreading the net wider to othemtdlaens

borough were reassuring.
August 2016

First interviews done. What a relief, especially after the drop out. The festigw felt very

stilted and stuck to language that | wondered almost came from policy. | wonder what impa
coming in to a service and talking to people has, do they think | am under cover CQC. | feel
like I explained myself well enough but | felt very bored during this interview andgitrigg

to know how much to probe and continue questioning things. Concerned about analysing and

worried if all my interviews are like this but then surely it still constructs something.

Really mixed sets of interviews recent@ne in particular that | noticed a real reaction in
myself as those with a BPD diagnosis were discussed as not being worthy of syimpathy
guess my view of professionals might have played a part here in thinking they should be

empathic. | should be aware of this in future interviews and analysis.
November 2016

Transcribing, transcribing, transcribing. | really have a lot of data, which | shaligrégeful
for. At points during transcription | find myself really immersed an interest in isHeeing
sai. Starting to notice ideas that seem to be coming up in a number of the interviews, like

lack of time and moving people on. Interested to think about how this positions people.
January

Recently been considering and noticing how emotive some of thei@vterare. This may be
being enhanced for me due to being on placement in a speciality service for people with BPD
diagnosis. Started the analysis and really looking in depth at one interview. lally dige

task. | knew this but wasn’t maybe quite prepared for how large. Finding it tough to be doing
this around placement both due to the high levels of distress at placement, how reddted it i
the study but also just time. Feeling resentful at points trying to do bits of thechesethe

mornings before placement. Reflecting on this in supervision and using reflective gsoup ha
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been useful. Feeling under pressure to get it done, which does not feel helpful when need to
really analyse in depth. Especially because | worry time pressures and beinganuntiley

will make me want to get it ‘right’ rather than be more social constructionist and tateres

Met with my supervisor to look over the initial codes and think about analysis. Really helpful

to think about what a discourse analysis code is and the language. Need to keep thinking
about the function of the language. Bracketing interview also really helped me to think and
guestion myself about the study. Why | chose to study BPD but especially crisis, is@ques

| will keep thinking on. I think it does have something to do with emotions and being able to

be open. My therapy was very much around allowing myself to feel and express unformed

and uncontained emotions, something | struggled with. Possibly people in crisis and those

with a BPD diagnosis are able to do that but then the sense of shame after can be huge. | have
found myself in early analysis and interviews feeling quite judgemental biwtafwant to

shut down emotion but then also being able to relate with them in terms of my ownrfear of

emotions.
February

Starting to get some form of discourses together. How they construct positionvifoe se

users, people with BPD diagnosis and staff is becoming apparent. | see myself &d&mg dr
towards the ideas of emotions and allowing emotions, need to be aware of not positioning this
as the correct thing to do based solely on my own ideas. Really interesting, the shift of
responsibility or power from staff to service users, what this does, who is then taking
responsibility and what this all@vConsidering how these discourses construct the world
around them is slightly more challenging, what views and practices they legitiniaé. W

might be being assumed or taken for granted? Still so many questions, constantly ggestioni
Need to read morabout the context and more about discourse analysis. So much going on in
life around this at the moment, at points making it easier to focus on work and at others

adding to the pressure.
March

Is what | am doing correct, is anything correct? The disesufsat have emerged, make
sense to me but | can’t help but question whether they only make sense to me. Looking back
into the data, this language is definitely there and these positions make senseNiypm i

supervisor has been great at helping with this, providing confidence in my discourses but
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guestioning some of the titles of them. Whether the titles cover what the disatiuedly &
saying. | think | am getting closes something which is meaningful. Reading about authoring
the truth so not actillg finding a truth.The constructions of people with BPD diagnosis and
the staff that work with them, really do feel like something that is worthwhile quegionin

With the current political scene though, | cannot help but feel a sense of hopelessness for
things improving at points during the analysis, questioning and consideration for others does

not feel high on the agenda of the UK at the moment.
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Appendix J
Bracketing Interview During Analysis

Supervisor: So | thought the questions, and we can think of them together, but | thought the
most important ones were; why this subject? What's personally interesting youtabout
subject and the more we flesh that out we can start to look for questions related todhat whi
are things like wat do you expect, you knoi's more along that and perhaps even a little bit
of some of your feelings you had during the interviews. So if we start with wider sbject

two subjects PD and also crisis so for you personally why did you choose this?

Researber: | think from my own experience of working in teams, both teams that deal with
people who have got a diagnosis of PD and crisis so mostly erm | guess, mostly from two
jobs | had previously before training, one which was in a forensic PD service, cagnmun
forensic PD service and meeting a lot of people there who just were so angry about how they
had been treated by services. Most were kind of pushing on a bit, bit older and they had, had
some awful experiences. From there | went into working on an a@uteas an assistant and

erm | guess just hearing how people do talk about people, mostly with PD and people in
general who come in that they find don’t kind of progress almost as they would want them to.
Just the amount of time spent talking about those people in meetings and. Yeah, so for me |
think it came partly from that really.

S: When you say how they talked about it can you say how it made you feel? Because it most
of come from an emotional place, why we choose a particular focus a#’svglbt to have
that energy as welit's got to matter.

A: Do you mean how I...
S: How did you feel about how they talked about PD patients in those services?

A: Erm quite angry | think as well at points. | feel like yeah, just, yeah really kipss¢d

me offhow people would just take away any kind of idea of the experience that person was
going through. I guess | kind of was very aware | was only there for a year so | wasialmos

a privileged position in a way that | kind of came in and wasn't, | guess | wasn’t a nurse on
the ward all the time for example so part of me could understand a bit what theyywege sa

| guess | didn’t have quite such intense relationships almost at points with some of tiee peopl
on the ward. But just yeah | guess it angered me and also disillusioned me slightlyin ‘oka
well how are these people going to have an okay experience here if everyone is discussing
them like they're just the worst people in the world who don’t deserve to be here almost’.

S: Did you find yourself identifying more with patients than staff, | mean when yalikiad
about thigt’s quite a lot from their perspective, do you think you would naturally go to that
or?

A: Erm, er possibly | guess I, parts of the role | enjoyed the role were the infomsatfpa
playing table tennis on the ward or sitting and having a chat and getting told like, what are
you doing kind of thing? | remember being really annoyed when people would be told off for
doing that stuff with some of the service users on the ward. Erm so possibly.
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S: What did you enjoy about that?
A: Er it just felt a bit more natural almost than sitting in a ward round certainly

S: I mean did it, did the experience of that kind of human contact did it inform your interest in
any of this study?

A: Erm

S:It’s like you playing table tennis they're not seeming like PD patients, you see them in
another context and actually its, sslf-fulfilling prophecy or something like that, | just
wonder what it was?

A: Yeah | think so, | think that and partly in the patient service | was in, we’d sit and have
lunches and | remember trying to set up an art project and it was very much a different,
different ways of interacting with these people who yeah are talked about likeathiepe
interacted with and they don’t have anything else other than just what they put on to other
people in a way.

S: What would you say that did to you as a formative experience?

A: Erm | think for me it took away a fair bit of anxiety about people, people who are in
services. It took awaglmost that mystery of oh yeah those PD people or even people with
psychosis on the ward as well, it was like okay. | think it also enhanced my frustration wi
the medical model and diagnosis, it almost made that feel for me like it doesn't fit at all erm
yeah

S: No, it makes sense. Have you noticed that its informed you as well as a sortiahciisic
well? What's it done to you as a clinician? Having contact with people that you're riot, tha
one model says can't do contact you know.

A: 1 guess its made me, | wonder if i made me want to be more flexible that sometimes
services allow in terms of what you can offer. | think it's made me want to queston, it’
definitely made me question services more on what is offered and who'’s missing out on
servies because of that or because of how it's offered. | think as a clinician in terms of
working with people as well | think it's, | think it just has enhanced my curiosity in gavay
not, | don’t think I'd ever in the past kind of assume | knew what was going on for someone
but | think even more so now, it’s kind of led to me wanting more human interactions and
trying to understand people rather than being prescriptive in any way.

S: That makes sense. What about, this is going to be hard to answer, that’s your rgdationshi
to patients, what about your relationship with other treatment staff. Did it position you i
particular place when you were becoming more curious, perhaps other people were not you
know?

A: Yeah, er, yeah | guess | can, | guess | fé&@l iis positioned me as kind of, | don’t know

I've got psychiatry in mind | guess which is a bit stereotypical but yeah it feeis lias that
position, | keep saying doesn'’t fit almost goes against the psychiatric, a lot bighsgts

I've worked with since these jobs in terms of not questioning anything. Or questioning people
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on what'’s felt like a thin veil, question them just to get to the point of doing what they want to
do as clinicians.

S: How would you describe your emotional response to that?
A: Er
S: With emotional words

A: Yeah, | think again kind of angry but a fair bit of sadness as well that these, justsn te

of that being set and this person, this service user for example who may not have a voice or
position of power just very sad that they are in the system and that’'s where itsl dtdé

feel like, | do wonder if part of it is keeping those people, keeping that distance from ‘oh
these people are crazy, we need to keep that distance because maybe I’'m not that far from
that’ for staff.

S: What do you mean? So because you have a different view you mighatdiealisedike
the patients

A: No | guess | was going away from me again and thinking about staff feeling likbahe

to distance themselves from patients to think that toeydn’t possibly be anything like them
and not allow themselves to be in touch with yeah, their own maybe perspectives or own
emotions that might not be closer to what people would call normal sometimes.

S: Yeabh, is that an interest for you then about is that one of the things in your career that
you're interested in about the relationship between the professional self and thel get§ona
you know the distance between them.

A: Yeah, | think so, | think, yeah how much of your personal self you can bring in to being a
professional and | guess how much you use your own reactions to things when working with
people, when being a professional and how much you are allowed to do that.

S: What does your intuition say?

A: Erm my intuition says it can be a rgadjreat thing to use a fair bit more of personal and |
also often think you should do this.

S: Is that intuition or...
A: No, | feel like that's partly what you think you shouldn’t do because of what is said.

S: So if you could see crisis treatment for BiRtyeloping, suppose you were in charge of it,
what would you be shaping it to look like, based on your understanding now? What would
you desire it to look like?

A: Gosh, | guess somehow moving away from the medical model to, | guess to a point of
people in crisis being able to express what is going on, to be able to put out there, in any
means that they find able | guess whether that is talking, whether that is drawiningy or
whatever people do. Finding some way of finding a safe space for thenthelyaare in that
immediate emotional intensity when they need to be kept safe. So | know crisis hohees at t
moment are on the rise at the moment, a bit, | think, which sound like they are moving
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slightly away from the medical model. Erm so | guessdhdtthen from there potential for
some psychological work when they are not in crisis afterwards, in places, yeah irgue
places like I've experienced that do tend to do a good job almost day community type which
have been informed by therapeutic comitiaa but people are also out in the community erm
yeah.

S: Why? Why does that appeal?
A: Erm
S: On a personal level, why, you know?

A: 1 think, I think because those kind of places that I've experienced doing that well form
genuine relationships with people who find it very hard to form relationships.

S: Why does that appeal to you? Do you feglanything to do with your story?

A: Erm possibly, | guess. Why does that appeal to me? | guess something about it being
longer term, people being held there and | guess thinking about my story, | guess, thinking
about how long it takes maybe to. | guess thinking about my own story in a way | feel like it
takes a long time to realise things about yourself or for me to realise things afselftand

then make ankind of small changes in my own life. So | feel like the idea of kind of longer
term help for people whose lives have been much more chaotic and traumatic than mine, the
idea that, | feel like yeah for me it makes sense that it would take a long tirtteeamevould

be a lot of challenges in forming any meaningful therapeutic relationship. Even Ibefpre t

can start thinking about themselves and making any small changes in their lives.

S: Someone once asked me why | specialised in BPD treaitigeintcredibly challenging
guestion actually in terms of your own life. Why would you choose this or | think you could
ask it about any group but so | can ask you. Are you aware of why you would choose people
given this diagnosis to focus on?

A: Erm
S: So we a looking for parallels between your story and theirs.

A: 1 guess erm, yeah I'm not sure, | guess I'm at a point at the moment where I'iomgjogst
if this is something | am going to continue to specialise in after training. I'm wogderin
whether it's smething about, yeah it is a very difficult question.

S:ltisisn’tit.

A: If it's something about that, that, that challenge of what it’s like to push yotwdelfm a
meaningful relationship and to feel, | guess to feel kind of okay within that relationsimp. E
guess thinking about myself I'm aware that | kind of tend to keep a lot in and not kind of
present my full self to people and | guess thinking about people with BPD diagnosis it's
almost all out there in this very emotional way and | guasee I'm very much more hold

my emotions back and much more in my head. | think that has been a challenge for me over
the years to let more and more out. I'm not sure how that relates to why I'd be drawn to
working with or specialising in people with BPD.
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S: Maybe it's not just specialising in people with BPD, it's people with BPD in crisgsevh
everything is on show and they can't just hold these things in. Although and yeah, that's very
interesting what you describe if your tendency is the other vesyttiere must be somewhat

fear of what it would be like to be taken to the other end of your comfort zone in a way, to
sort of like. Which | think is their experience as well because so often quite psvat a

you sort of actually don’t, only get to know what’s going on when it’s too late.

A: Yeah, sure its that kind of shame almost when it has all been put out there.

S: Yeah, shame, shame is a good word actually isn't it. Er so, what did you think you would
find in this study? I think we can’t do a study without having pre written it so do you have a
sense of what you pre wrote about the study?

A: Yeah, | guess | thought I'd find lots of people saying that, that crisis serviceshetm’t

these people and why are these people here making my jobhaall Yeah, | thought I'd

find that, | thought I'd find yeah that was the main one | guess, | thought I'd find people being
like it doesn’t work why and why have we been told we have to see these people as well. In
terms of kind of policies and the criteria. | kind of felt, yeah | thought I'd find people saying
yeah we’ve been told we have to see these people, we don’t know what to do with them, they
mess up everything when they come here.

S: So that’s a very clear description of not only what people would say but how they would be
positioned as staff in a slightly, yeah being a little bit forced against their nandahty to

do part of the job they don’t want to do and how about you in relation to that kind of image of
a staff member would that berdoming something you’d have seen in the past or that you
were angry at or had some emotional response to?

A: Er yeah | feel like that would be confirming for me that kind of, how what | said in the
past, how I've heard people be talked about and yeah confirm that kind of anger almost for
me of like erm yeah. | guess what has been interesting, really interesting toamseribing

and listening back to some of the interviews has, I've had a lot more sympathy fdragtaff t
I've interviewed than | thought | would actually.

S: That'’s interesting

A: Listening back, almost like | feel like there’s been a bit of parallel of gyegrared people

in crisis going to them and staff feeling really disempowered as to what theffeaand

then feeling like they arjust told what they have to do and stuck in this very. There was lots
more talk than | expected about legality and fear of coroners court, which thinking about it |
should have probably thought that might come up as well and just staff feeling reaty sca
almost of working in these crisis services. They feel completely full to the brirfububal the
brim with people that they find really hard to help.

S: Did that in any way shift your position in relation to the patients, perhaps not just seei
them as the victims of this system but seeing other people as the victims as well, sometimes
the patients having some responsibility. Did that, did your image of the patients change a
well as your image of the staff?

A; Ah
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S: | know you didn’t interview paties

A: Yeah, | guess in my mind | kind of saw them as being in it together a bit more but kind of.
Erm its not really answering your question but it felt to me like it was frustrating these
conversations couldn’t be had between staff and patients. Some kind of movement to change
services and neither staff of patients feel like they are working. | guess vezatlik that

patients come in and staff tell them what they have to do even though they think, they don’t
think that's necessarily the right thingenm. | guess in terms of my view of the patients, |

erm I'm not sure how much my view changed really, | guess I felt like maybe they wer
together with staff a bit more I think. Yeah, | feel like, | felt quite sad for themnmstef

there was lots of tklof people coming back to services. Yeah, it made me feel a bit sad in
terms of things not changing in a way.

S: Okay last question, what would have been the worst outcome of this study? What did you
not want it to find? Medical model was right?

A: Ha, yeah maybe. What did | not want it to find
S: Let the prejudices flow

A: Okay

S: Go full Donald Trump on this

A: 1 guess | didn’'t want it to find that. What didn’t | want it to find? | guess | didn’t waot i
find that staff, yeah, that staff completelyught in whole heartedly that everyone should be
medicated and that, that PD is this thing that is this very real thing that is something that’s
almost like a, yeah, that PD is like a and all diagnosis is like this set in stone thing thht is re
and

S: Like a disease or?

A: Yeah, like a physical disease that they just need to be able to find the right drugvdind it
all go away and it will be okay and if only they could do that then everything would be
solved. Yeah

S: I think that’s really good and if | was you, it's not as though, a lot of the questions I've
asked you, you've probably have a lot of thoughts afterwards and | would add some journal
entries. Specifically | think the more you can link it and you don’t have to say what those
things are, link those interests in the study with your own autobiography perhaps also
amplifying the feeling response to some of it then I think that would be complete. | think
that's a proper bracketing interview with a sort of follow up journal. It's not as though you
publish those specific details but | think being able to show there was a process. How was i
lastly? How was it being interviewed?

A: More challenging that | thought actually

S: In what way?
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A: |1 guess thinking about those bigger questions like why, why think about BPD? Why
specialise in this area and like thinking about parallels, yeah with my own autobiography

way. | might just stop this actually.
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Appendix K
Letter and Summary Reportto R & D

Salomons Centre for Applied Psychology
Runcie Court,
David Salomons Estate
Broomhill Road
Tunbridge Wells
TN3 OTF
Email: rp26@canterbury.ac.uk

CSP/IRAS Reference: 193585

Dear Sir/Madam,

| am writingto inform you that | have now completed the research project entitledv do
staff talk about those they see in mental health crisis tedimis projectwas conducted as
part of my doctoral qualification in Clinical Psychology, and has been submitted to
Canterbury Christ Church University (Salomons).

Please find attzhed a summary report of my findings from the research project. If you have
any queries about the research or the findings then please feel free to contact me ait the em
address provided.

Yours sincerely

Robert Percival

Trainee Clinical Psychologi
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End of Research Summary Report

This research project was a Foucauldian Discourse Analysis of how stafisrserigces
spoke about the people that they see in crisis. The objectives were to see hovkethff tal
about those people they see in crisis, how this way of talking positioned people in crisis
especially those with a diagnosis of borderline personality disorder and to consider the
consequences of these positions for people in crisis.

Twelve staff members were interviewed. Five staff memsbere from home
treatment teams, five from acute wards and two from day treatment servicese\Wwsdasted
from 40 minutes to 75 minutes and were audio recorded and transcribed by the researcher.
The six stage model of Foucauldian discourse analyassused to analysis the interviews
(Willig, 2008).

Four discourses were present in the transcripts. The main discourse was called
‘medical diagnostic’. This discourse positioned staff as holding power and expedresy
on positivist discourse that tieeis a correct diagnosis and treatment for people which staff
need to discover. Staff were in a position of assigning characteristics to peadesibased
on their diagnosis. People in crisis were positioned as passive and receivingriteatm
Certan people were positioned as cases that should not be seen due to not being mentally ill.
Social issues were viewed as not the role of crisis staff. People with a dsaghBED were
seen as not worthy of sympathy within the medical discourse and positioned differently t
those with a ‘classic mental illness’. Staff feel frustration that those with a BigDaodia
return to services and do not feel they are able to help them from their position within the
‘medical diagnostic discourse’. Despite holding pow relation to service users, staff are
powerless in that policy dictates who they accept into the team.

A discourse of ‘personal responsibility’ positioned those in crisis differentheto t
‘medicaldiagnostic’ discourse. Within ‘personal responsibility’ discourse people is crisi
were afforded some power, to express their distress and decide whether or not tovehgage
what crisis staff offer. Staff were positioned as experts in terms of nteaténtions to offer.
However, when an interventiondhaeen offered staff were powerless as to whether service
users engaged with this. This could legitimise practices to control servise likeerestraint,
the responsibility for these practices was placed with people in crisis for ragfiegp@r
being passive. For people who it had been difficult to help in crisis, staff were ablatxelis
themselves from responsibility, as service users were positioned as havingge. digsled
to not questioning current practices and what was offered to people.

‘Limited resources for the scale of the problem’ was a further discourse that
positioned staff as experts yet without the resources to offer what was needegl ifPengis
were positioned as those who have problems too large to be helped by crnisess€ér
those with a BPD diagnosis, they were positioned as needing lots of resources fongey cha
to occur. Staff cited that there are too many people with a BPDadilgfor services to help
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them. Similarities could be drawn with the ‘personal resfmlity’ discourse as staff were
referred to ‘getting on with it’, again not questioning current practices. Thigetim
resources’ discourse can also legitimise discharging people and ‘turning them over

The discourse ‘human experience and emotions’ constructed people in crisis as
humans in distress. It positions staff as people with emotions too, such as sadness that
someone is still in distress when they return to the service. Some staff wezenednbat
feeling emotions or ‘connecting’ with too many service users could lead to their own
emotions becoming too much, or them going ‘insane’. They described a need for a ‘thick
skin’. With this fear practices like avoiding those who create strong emotions tigkepeith
a BPD diagnosis was legitimiseégome staff described noticing their emotions and managing
them. Practices like ‘being alongside’ a service user in distress are legitimiisedt staff
having to immediately treat them.

Clinical implications of this study were for crisis team staffecafforded formal
reflective spaces. These could enable staff to consider the flexibility of tiseserdies, to
guestion their current practice rather than position those, like those with BPD déagriusi
the service finds difficult to help as responsible. Policy also needs to highliglovieapways
of working with people with a BPD diagnosis in crisis. Staff training would also beitiahef
to enable them to feel they are doing worthwhile work with people who do not follow the
traditional ‘passive’ oute of the ‘medical diagnostic’ discourse.

| plan to disseminate the results of this study through publication in the British
Psychological Society’s journal ‘Psychology and Psychotherapy: Theory, Blesear
Practice’.
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Appendix L
Summary Rport for Participants

Salomons Centre for Applied Psychology
Runcie Court,
David Salomons Estate
Broomhill Road
Tunbridge Wells
TN3 OTF
Email: rp26@canterbury.ac.uk

Dear Participant,

Thank you for taking part in my research project. The project alledcHow staff in crisis
services talk about those they see in crigibe objectives were to understamalv staff

talked about those people they see in crisis, how this way of talking positioned people in
crisis especially those with a diagnosis of borderline personality disorder amustder the

consequences of these positions for people in crisis.

Twelve staff members were interviewed. Five staff memivens home treatment
teams, five from acute wards and two from day treatment services. mtetaged from 40
minutes to 75 minutes and were audio recorded and transcribed by the researcher. The six
stage model of Foucauldian discourse analysis was used to analysis the int@ilkgys
2008).

Four discourses were present in the transcripts.m&in discourse was called
‘medical diagnostic’. This discourse positioned staff as holding power and expéedissv
on positivist discourse that there is a correct diagnosis and treatment for pesfpigef®t in
a position of having to discover ghiliagnosis and treat Reople in crisis were positioned as
passive and receiving treatment. Certlifficulties were seen as not as important in this
discourse, like social problems or those diagnosis deemed not a ‘classic nrezgsl, ifuch
as borderline personality disorder (BPBjaff feel frustration that those with a BPD
diagnosis return to services and do not feel they are able to help them from their position
within the ‘medical diagnostic discours#’ was possible within this discoursertot feel
sympathy for those with BPD diagnosis. Staff were powerless to decide who tapyiatc

the team, as policies decide this. The practice of treating those with a BPDsthagitio
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medication, or like a ‘classic mental illness’ was legitimised within this medical diagnostic

discourse.

A discourse of ‘personal responsibility’ positioned those in crisis differentheto t
‘medicaldiagnostic’ discourse. Within ‘personal responsibility’ discourse people is crisi
were afforded some power, to express their distress and decide whether or not tevehgage
what crisis staff offer. Staff were positioned as experts in terms of ntea¢éntions to offer.
However, when an intervention had been offered staff were powerless as to whether servi
users engged with this. This could legitimise practices to control service users, likeimgstra
the responsibility for these practices was placed with people in crisis for ragfieg@r
being passive. For people who it had been difficult to help in crisiéystaé able to distance
themselves from responsibility, as service users were positioned as havingge. digsled

to not questioning current practices and what was offered to people.

‘Limited resources for the scale of the problem’ was a furthepdrise that

positioned staff as experts yet without the resources to offer what was needegl ifPeagis
were positioned as those who have problemigh can be too larger themto be helped by
crisis services. For those with a BPD diagnosis, they were positioned as needafg lot
resources for any change to occur. Staff cited that there are too many people with a BPD
diagnosis for services to help theBtaff were in a position of having to ‘turn people over’
and unable to engage with some difficulties, such as social prot3emarities could be
drawn with the ‘personal responsityl discourse as stafeferral to ‘getting on with it’, and

not being able to or having the space to questiorent practices.

The discourse ‘human experience and emotions’ constructed people in crisis as
humans in distress. It positions staff as people with emotions too, such as sadness that
someone is still in distress when they return to the service. Some staff wermnednbat
feeling emotions or ‘connecting’ with too many service users could lead to their own
emotions becoming too much, or them going ‘insane’. They described a need for a ‘thick
skin’. With this fear practices like avoiding those who create strong emotions tigkepeith
a BPD diagnosis wasgitimised. Some staff described noticing their emotionsuaim)
them to help understand people in crifigactices like ‘being alongside’ a service user in

distress are legitimised without staff having to immediately treat them.
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Clinical implicationsof this study were for crisis team staff to be afforded formal
reflective spaces. These could enable staff to consider the flexibilitysaf th&courses, to
guestion current practice rather than position those, like those with BPD diagnosis, who the
senice finds difficult to help as responsible. Policy also needs to highlight improvedofvays
working with people with a BPD diagnosis in crisis. Improved policy could enable staff to
feel they are doing valuable work despite some people not falicilve taditional route of
the ‘medical diagnostic’ discoursiecreased training for working with people with BPD
diagnosis may assist in staff coping with the emotions raised rather than prictice

avoiding people.

Thank you for taking part. If you have any questions regarding the study or the

findings then please feel free to contact me on the above email address.

Yours sincerely,

Robert Percival

Trainee Clinical Psychologist
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Appendix M

This has been removed from the electronic copy
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Appendix N
Summary Report for Salomons Ethics Panel

End of Research Summary Report

This research project was a Foucauldian Discourse Analybisw staff in crisis services
spoke about the people that they see in crisis. The objectives were to see hovketiaff tal
about those people they see in crisis, how this way of talking positioned people in crisis
especially those with a diagnosis of borderline personality disorder and to consider the
consequences of these positions for people in crisis.

Twelve staff members were interviewed. Five staff members were from home treatment
teams, five from acute wards and two from day treatment servitesidws lasted from 40
minutes to 75 minutes and were audio recorded and transcribed by the researcher. The six
stage model of Foucauldian discourse analysis was used to analysis the int@ilkgys

2008).

Four discourses were present in the trapskriThe main discourse was called ‘medical
diagnostic’. This discourse positioned staff as holding power and expertise, it drew on
positivist discourse that there is a correct diagnosis and treatment for peapiestalii need

to discover. Staff were in a position of assigning characteristics to peoplsisbased on

their diagnosis. People in crisis were positioned as passive and receivingmite&ertain
people were positioned as cases that should not be seen due to not being mentally ill. Social
issues were viewed as not the role of crisis staff. People with a diagnosis ofiterder
personality disorder (BPD) were seen as not worthy of sympathy within the méidezairse
and positioned differently to those with a ‘classic mental iliness’. Staff festdition that

those with a BPD diagnosis return to services and do not feel they are able to helpthem fr
their position within the ‘medical diagnostic discourse’.

Within ‘personal responsibility’ discourse people in crisis were afforded some ,owe
express their distress and decide whether or not to engage with what cifisi§estabtaff
were positioned as experts in terms of what interventions to offer. However, when an
intervention had been offered staff were powerless as to whetlvaesusers engaged with
this. This could legitimise practices to control service users, like restraingsiensibility
for these practices was placed with people in crisis for not engaging. For peopléhatho it
been difficult to help in crisis, staff were able to distance themselves froomsssitity,
placing this with people in crisis. A lack of questioning current practice weisresgd.

‘Limited resources for the scale of the problem’ positioned staff as expenstlyeut the
resources toféer what was needed. People in crisis were positioned as those who have
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problems too large to be helped by crisis services. For those with a BPD diagnosigrthey
positioned as needing lots of resources for any change to occur. Staff cited thaethmwe a
many people with a BPD diagnosis for services to help them. Discharging people was
justified by limited resources discourse and not questioning practice waseggamised.

The discourse ‘human experience and emotions’ constructed people in crisis as humans in
distress. It positions staff as people with emotions, such as sadness that sonidlane is s
distress when they return to the service. Some staff were concerned thatdewdtrans or
connecting people in distress could be harmfultient. This fear legitimised practices like
avoiding those who create strong emotions, like people with a BPD diagnosis. With people in
crisis positioned as humans, practices like being alongside a service ustessdire

legitimised without staff having to immediately treat them.

Clinical implications of this study were for crisis team staff to be afforded foeflattive
spaces. These spaces allow staff to discuss the emotions involved in meeting peigie in c
and their positions within these discourses. Policy needs to highlight improved ways of
working with people with a BPD diagnosis in crisis. Policy and staff training needs t
emphasise the importance of forming relationships with people in crisis to etadbte teel
they are doing beneiial work without having to immediately treat people.

| plan to disseminate the results of this study through publication in the British Ragichbl
Society’s journal ‘Psychology and Psychotherapy: Theory, Research and Practice



