An interpretive hermeneutic
phenomenological exploration of patientséand
student ment al heal t h
experiences of the time they share together

on secure personality disorder units for men

By

Emma Jones

A thesis submitted in partial fulfilment for the requirements for the degree of Professional

Doctorate at the University of Central Lancashire

January 2022



o,
ey,
I@@"‘

2
uclan
STUDENT DECLARATION FORM  university of central tancashie

Type of Award: Professional Doctorate

School: Nursing

Concurrent registration for two or more academic awards
*| declare that while registered as a candidate for the research degree, | have not
been a registered candidate or enrolled student for another award of the University
or other academic or professional institution

Material submitted for another award
*| declare that no material contained in the thesis has been used in any other
submission for an academic award and is solely my own work

Proof reading

*No proof-reading service was used in the compilation of this thesis.

% SAIA

Signature of Candidate

Print name: Emma Jones



Abstract

Background: Unlike more general consideration of caring relationships, the important
experience of the time patients and students share together in mental health services has not
been specifically explored before. This study was focused on student nurses within medium
secure personality disorder placements for men. Students represent the present and future of
nursing, often having greater patient contact than registered nurses, and this is appreciated

by patients.

Methodology: Interpretive Hermeneutic Phenomenology was the underpinning philosophy of
this research, woven throughout; with the aim of exploring the participantsélived experiences
and illuminating present phenomenon/s, with reflexivity central to the process. National Health
Service and university ethical approval was granted. Seven patients and five student mental

health nurses participated in unstructured interviews.

Findings: Three themes were illuminated. Everyday stuff witht hr e e s u kdsthbeimge s ; 6
aroudddi ng @anddahueg hwway you speak t.®Balgpeewihthee i s i mp
subt hemes; RMgecborgen ijtuisomdp edth e ly & @ e flhdee nstdilareilileass: uds
usdnd Weat her iSpg ntgeleslder of Begs. Théthird overarching theme Impact

has three subthemes; Time; Having value and feeling valued: ®@amn well not useless nowd

and The landscape.

The findings illuminate that when students and patients shared time together they were being-
with in their own time and space, where they shared an experience of togetherness, enabling
them to feel that they we r jeu 6t  paedov@lded which had lasting impact. Interpersonal
connections created a bubble, despite experiences of thrownness into the world and
landscape, or the bearing of diagnostic labels. Together, the participants engaged in the
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mundane everyday, sharing activities, connecting over common interests and having a laugh.
Reciprocal identities of teacher and learner were obtained within shared experiences of being
assessed. The time students and patients shared together was a gift, powerfully impacting on

their sense of humanness, value and worth.

Students experienced a balance between therapeuticness (leaping-ahead) and
professionalism (leaping-in). Therapeuticness involved an all-encompassing, supportive and
humane approach via everyday being-with, creating a bubble and enabling recognition.
Professionalism encompassed risk aversion, restricting identities and roles, and power

constructs. A balance was struck through innovative practices and patient involvement.

The landscapes of secure settings, housed the pivotal panoptical eye of the staff office,
sucking in staff and blowing patients away. Students were immune to the vacuum of the office
and were viewed as & p 0 n gStudedits were available, had time, were learners and not paid;
elements not fully present for other staff due to set roles. Students can become holder of keys
on becoming staff, however, can &ve at h er byHoeusimgionl thebeveryday mundane,

being-with and connecting with patients to create bubbles.

Conclusion: This study is a call to all to foster the mundane, the everyday and recognise the
humanity in others. Student nurses can balance therapeuticness and professionalism, be
themselves, have a laugh with patients, connect over shared interests and make bubbles. This
study is a message of hope for people residing in often dehumanising settings, who may have
experienced thrownness, trauma and othering, that they can experience humanity and have

worth and value.



Key words
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Statement on terminology

(@)

dPatients§ 0ser vijacelstuesmbir s JmIStonérsO @ onsunoed® 8 6 v i areoal s
terms used to describe people, and used by people, who are eligible to or access health care
services. | will refer to gpatientséthroughout for consistency and reflecting the terminology used
by the participants in this study. There is no term that suits everyone, and each have

limitations, hence the decision to be led by the participants.

N u r swvalldbéreferred to as such, other practitioners/ workers/ clinicians/ professionals such
asococupati ona,lp stylcehrod, ppigisets safppdssytcshd ,astad isals 6at@r ker s 0

wi | | be r esftearfrfedd t o as 0O

& o r e msideddde servicesbo rs e t ara aftendused interchangeably, for the purpose

of t hi ss epcruojee csil bévused.e s 6

There are a number of terms used to describe the time people spend together and associated
@elationshipséthey may build in health care. These included i me 6, O6i nteractionb6,
6t herapeuti co6muwedsatii emts hi pdbhaet!fpeorkisghrn @léat i, amds hi p 6
60t her &woeking/ ihalping a | | i.aThecabdve terms and others are explored in the

background chapter! and searching discussed in the integrative review chapter?.

Throughout I have chosen not t o aabedutherat e per

demonstration of othering, explored further in the thesis.

1 Chapter 2.
2 Chapter 3.
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As this is an interpretive hermeneutic phenomenological study, Heideggarian terms will be in
italics for clarity, in addition to terms | have developed. A glossary of terms is provided to
support the reader with common terms used throughout the thesis®. Page numbers for quotes
from Being and Time will be presented as p. 350/401; the first number refers to German edition

pagination and the second is the Macquarrie and Robinson 2019 edition pagination.

3 Please refer to appendix 1.
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Abbreviations

APA- American Psychiatric Association

DH- Department of Health

DSM- Diagnostic and Statistical Manual of Mental Disorders

HMPPS- Her Majesty Prison and Probation Service

ICD- International Classification of Diseases: Clinical Descriptions and Diagnostic Guidelines
for Mental and Behavioural Disorders

NHS- National Health Service

NICE- National Institute for Health and Care Excellence

NMC- Nursing and Midwifery Council

UCLan- University of Central Lancashire

WHO- World Health Organisation
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1. Introduction

This thesis presents findings of an interpretive hermeneutic phenomenological study of lived
experiences of the time patients and student mental health nurses share together on secure
personality disorder units for men. The study is grounded in interpretivism; hence the
introduction presents pre-understandings which guided the direction and subsequent
development of the research. In this chapter | aim to give you my personal and professional

positioning, a brief background to the study and its contributions to practice®.

The study aimed: To illuminate the lived experiences of the time patients and student mental

health nurses share together on secure personality disorder units for men.

1.1 Why interpretive hermeneutic phenomenology?

Interpretive hermeneutic phenomenology enables an exploration of the lived experience and
thus can provide answers to the research question as posed. Heideggarian philosophy as a
methodology must be clear at all stages of the research process to ensure fidelity to the
philosophical underpinnings (Dibley, Dickerson, Duffy, & Vandermause, 2020), hence, | have
threaded references to Hei de Hanenebte phanomekologyh r o u g h
is grounded in interpretation®. Heidegger (1927/2019) proposed we interpret everything we
experience, as we experience it. Connectedness between hermeneutic researchers and their
research is an essential component, disavowing reduction in embrace of the interpretive

(Dibley et al., 2020).

41 have included a visual presentation of the study in appendix 31.
5 As explored in chapter 4.
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My fore-structures (past, present and future) are essential parts of the study (Peoples, 2021).
It is therefore important to highlight this in my writing. The pronouns | and my are used to
signify this. 1 am part of the interpretive process; my pre-understandings and ongoing
emerging interpretations are made explicit throughout the thesis. Without my pre-
understandings there could be no beginning to the study (Crowther, 2014) as research

guestions do not come out of nowhere (Dibley et al., 2020).

Theise @o one ph@Oibleyeeah, @12 g.16d)omMmod one way of under
phenomenological research (Dowling, 2011, p. 72). We are unique and bring our experience

and understanding of the world we live in (Dibley et al., 2020). As Awty, Welch, and Kuhn

(2010) state, although people may choose mental health nursing without a clear understanding

for their choice, they suggest that it is an intuitive one based on a philosophical disposition,
similarly researchersé6é choice of met hodol ogy.
experience and this methodology facilitates such exploration. My way of thinking has guided

me to researching in a particular way, my view of the world drives my interest and connection

to the research (Dibley et al., 2020). The decision to use phenomenology is not one to be

taken lightly, for me it was a pull or a call. | found an affinity to hermeneutic phenomenology

and found a congruence of valuesine x pl ori ng peoplesd expermyences \

own positionality and interpretations.

You cannot simply do phenomenology as research, the decision is not merely a choice but
@nethatcarr i es an i mpl i €Thomsos & Dykes, P01l @ RP34)els indertaking
phenomenological research, it is potentially life changing and life enhancing (Thomson &

Dykes, 2011).
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1.2 Personal and professional positioning

| am situated within the world | seek to research and | am connected to it on a personal and
professional level (Dibley et al., 2020). Declaring positionality assists a reflexive approach,
allowing the researcher to focus on how knowledge is acquired, organised and interpreted
(Altheide & Johnson, 1994; Cousin, 2010; Pillow, 2003). It is important | commence the study
by reflecting on my own positioning and impact of my pre-understandings on the topic, design,

collection, and interpretation.

Beginning with the most important identities | must provide my fore-structures (my past,
present and future); | am a mum, a daughter, a sister, a partner, a friend, and a colleague. |
am lucky to have many people around me, all impacting on my life, my understandings, and
personal development. This is important within mental health nursing and particularly when
working with patients carrying a diagnosis of personality disorder. We are social beings whose
interpersonal relationships impact on us; arguably of increased importance in the context of
personality disorder, conceived as an interpersonal diagnosis®. | am interested in such topics,
as a mental health nurse and, as nurse educator | am immersed in salient professional ideas
and values. In completing this study | am also a researcher, a student and a learner. These
are important to me as they are a large part of my life, my career, my passion and my future

hopes.

Other identities | feel are important to mention are my love of hobbies | participate in. | am a
swimmer, particularly an open water swimmer, creating space for me to be mindful. Linking
with some Heideggerian principles, | become at one with nature when swimming in a lake or

the sea, and dwell (Dibley et al., 2020). | also like running, long walks and bike rides with

6 Explored in chapter 2.
24



friends and family. Being active outdoors is key for managing my own mental health and hones

my reflexivity.

My Master® study explored the topic of personality disorder and influenced the focus of this
research. | clearly have previous knowledge about this subject matter. In developing this study,
| was mindful that focusingona @ el at i praswsnikd tipabthere is one, which may not
always be the case. Also, patients and students may use different terminology, referring to the
relational. | therefore developed the aim of this research from learnings from my Master&
study. | previously was course leader for a Masters exploring personality disorder following
being a student on the course myself. | am passionate about the subject and tackling stigma
patients experience. | valued working as a nurse in a secure unit’, supporting students, other
staff and patients, and experienced environmental and relational challenges. | needed to be
aware of such experiences and ensure | was open to them when engaging in the interviews
and my interpretation. Nevertheless, being an insider and connected to the field can bring

huge benefits to uncovering meaning (Dibley et al., 2020).

It is important now to be open about and consider some aspects of my character that | struggle
with. It is important to ask what is it about me that helps or hinders the study, and do | need to
do anything about it? Such reflexivity requires honesty and vulnerability which can be
challenging (Dibley et al., 2020). Certainly, unpicking these characteristics was a challenge
initially, though in attending hermeneutic courses | was able to identify these, accept them and
try to understand and make sense of them in the context of the study. These include being a
perfectionist and wanting to do everything to the best of my ability, which can be a struggle
when | am trying to manage time and well-being. Perfectionism may be due to a lack of
confidence. Associated with this, | can struggle with criticism, it was important | was aware of

this, so | could be open to developing ideas and accepting other ways to do things. Cultivating

7 Not the sites approached for recruitment to the study.
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self-awareness and dialogue in supervision assisted my decision making and interpretations,

enabling me to manage such characteristics in relation to my research.

1.3 Rationale and areas of consideration

When conducting hermeneutic research it is imperative to consider the rationale for the choice
of research area and for the researcher to reflect on their experiences, and lens in which the
research is undertaken. Identifying motivations is important, hence exploration of my personal
and professional positioning to foreground the rationale for the study above. | had a long-
standing interest in people and the relational from my personal and professional experiences,
congruent with hermeneutic phenomenology. | essentially chose areas | was most interested
in; experiences of patients who carry a diagnosis of personality disorder, student nurses and

the relational.

From my experience as a student and a mental health nurse working with people with a
personality disorder diagnosis, mainly men, | have found that the therapeutic relationship®,
including humour, can be hugely effective for supporting someone working towards their
recovery; however, this may not be the case for all patients or students. | have also seen,
through working with and teaching students and staff, negative attitudes towards the term
dersonality disorderd Therefore, | needed to be open that | may have expected to find this

(fore-conception), and ensure my analysis was directed by the participants.

1.4 Brief background

The exper i ¢mncsedents and patientsGhare together in mental health services is

an area not specifically explored before, hence this study offers a unique contribution to

8 The term explored in depth in chapter 2.
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knowledge. Ot her studies have expl at é(diyegbksp&pKiliyences o
2015; Horberg, Brunt, & Axelsson, 2004; Jones & Wright, 2017) but clearly assume a
relationship exists and focus sol el grateenthapar ti ci
shared experiences of time. Students are both the present and future of nursing, and have

greater contact with patients compared with registered nurses (Jones & Black, 2008;
Mukumbang & Adejumo, 2014). They are new and fresh into nursing and may not have

developed engrained views like some qualified staff (Bowers, Alexander, Simpson, Ryan, &
Carr-Walker, 2007). More importantly patients welcome interactions with students finding their

presence facilitative (Andersson, Ekebergh, & Horberg, 2020; Mukumbang & Adejumo, 2014;

Speers & Lathlean, 2015). The temporal nature of helping relationships and the passage of

time in certain care settings has hitherto been remarked upon (Chandley, 2000) but not with

respect to patients and student encounters. It is therefore important to consider experiences

of the time patients and students share together.

Many patients of mental health services will, as part of their treatment, be given a diagnosis
of a mental health problem, however, it is useful to consider mental health problems on a
continuum (Boullier & Blair, 2018; DelLisi et al., 2017; Sweeney, Clement, Filson, & Kennedy,
2016). Health care staff roles are to work with the person, their strengths and needs rather

than focus on a label, which may not tell you very much (Johnston et al., 2018).

Personality disorder is a diagnosis attracting particular criticism and associated stigma,; its
utility has been questioned (Bolton, Lovell, Morgan, & Wood, 2014; Tyrer, Mulder, Kim, &
Crawford, 2019), being described as the most ambiguous diagnostic category in psychiatry
(Benedik & Dobnik, 2014). Conversely, having a diagnosis of personality disorder can enable
access to appropriate services, helpful treatment, or welfare benefits (National Institute for
Health and Care Excellence, 2009, 2013; Sheridan Rains et al., 2021) or help explain
otherwise inexplicable feelings or responses (Bolton et al., 2014; Gillard, Turner, & Neffgen,
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2015). A term is also needed for research to be clearly focused and the evidence base to grow
(Claridge & Davis, 2003). However, many argue that formulation® is a more useful tool than
simple diagnosis (Haigh & Benefield, 2019; Houghton & Jones, 2016; Royal College of
Psychiatrists, 2020). There are movements, particularly on social media which are strongly

opposed to the diagnosis.

The tpeerrnms o6n al i tcgn calseatients eorbé stigmatised and excluded (Eren &
Sahin, 2016; National Institute for Mental Health In England, 2003b; Sheridan Rains et al.,
2021), or cause trauma or re-traumatisation (Johnston et al., 2018; Sheridan Rains et al.,
2021). Indeed, mental distress, however categorised, can be seen as an understandable
response to adverse experiences such as trauma (Boullier & Blair, 2018; DelLisi et al., 2017;
Sweeney et al.,, 2016) leading to the development of notions of trauma informed care
(Sweeney et al., 2016). Haigh and Benefield (2019) developed a general theory of human
development with wider social appeal, beginning with learning gleaned from relational and
democratising tendencies in clinical work with individuals who carry a diagnosis of personality
disorder. Indeed, going back to the seminal paper by Main (1957) there has been interest in
the relational challenges of caring for this patient group, yet literature on temporal aspects of

salient nursing relationships remain lacking.

Individuals studying to become registered mental health nurses across a variety of different
courses in the UK spend a substantial amount of their time allocated to clinical placements
(Nursing and Midwifery Council, 2018b). When student nurses are on placement, they are

expected to spend time with patients and support them towards recovery. In the UK this is part

9 Formulation is a process of attempting to understand the person, their past experiences and influences

that impact on their present (Houghton & Jones, 2016). Hence, the 1links
thrownness, explored in later chapters. Formulation can be conceived as a psychologically informed
structured process for making sense ofindivi dual s ment al di stress. I

problems and needs can be undertaken by individual practitioners, coproduced with patients, or
produced by whole teams.
28

n

pract



of their completion of proficiencies for registered nurses (Nursing and Midwifery Council,
2018b). Annex A of the UK Nursing and Midwifery Council standards is specific for
communication and relationship management skills which are congruent to the topic areas

being explored.

In the time patients and students sharet o get h er itnhteeyreamgty@ne develop a
d el at i empatantlyptbere may be a presumption made by other studies that every
member of staff or student will develop a therapeutic/ helping relationship with every patient
they spend time with, however this may not be the case, highlighting the value of exploring

these shared experiences.

1.4.1 Significant contribution to professional practice

So, just what is the relevance of this study? One might argue that as a small qualitative study

of a snapshot in time, in particular context, that it is not of much relevance to the vastness of
professional practice. Certainly, phenomenological studies do not aim to be generalisable or

make bold claims of contribution (Dibley et al., 2020), however, unique use of hermeneutic
phenomenology illuminates in-depth experiences, which are essential to explore and can

show us rich and meaningful insights that can enhancepeopl ed6s wunderstanding
around the time shared between patients and students. Such experiences have not been
explored before. Minimal previous research has explored patients carrying a personality
disorder diagnosisv i e ws rod | a thidAiyéegbbsi &Kélly, 2015); none focusedond i me 6
people share. Student sé vi ews patidénts widh Ipexsonalityrdisdiderghave wi t h
been explored before (Jones & Wright, 2017) but not concerning lived experiences of time

shared with patients. Much of the literature focuses on attitudes towards people with a
personality disorder; this study takes a holistic approach, including the temporality of

relationships.
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There is growing interest in relational practice (Benefield & Haigh, 2020; Haigh & Benefield,
2019), trauma informed practice (Sweeney et al., 2016; Sweeney, Filson, Kennedy, Collinson,
& Gillard, 2018), recovery and discovery (Bolton et al., 2014), and coproduction and patient
involvement, which will continue to gain interest, and these interests will grow in value, hence

the importance of this study.

Students spend a greater amount of time with patients than other staff (Jones & Black, 2008;
Mukumbang & Adejumo, 2014), and this is greatly valued by patients (Andersson et al., 2020).
Students become practicing nurses, and are the future workforce, supporting and advocating
for patients, leading and managing teams and services, directing, teaching and researching
on all aspects of patient care. Through exploring s t u d eexgersedces and patients
experiences with them, understanding can be gained, impacting on understanding of the
guality of care patients receive; the ultimate aim of practice. In addition to this, patients in
secure services with personality disorder diagnoses can be the most stigmatised group in
mental health care and exploration of their experiences lacking (Long, Knight, Bradley, &

Thomas, 2012; Scholes, Price, & Berry, 2021), it is vital these are explored.
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1.5 Thesis structure

Chapter two offers an overview of the main concepts and context germane to this study. It is
structured by each topic of relevance, personality disorder diagnosis, student mental health
nurses and time. Although this study is exploring the experiences of people within a secure
service the chapter provides general and focussed information by way of introduction to the

study.

Chapter three provides an integrative review of relevant literature'®, conducted systematically
to inform the research, including discussion of specific literature explored and strategy for
locating this and critical appraisal of included studies. Review findings are presented and
discussed with recourse to identified themes. The chapter concludes by suggesting the

potential contribution my study can make to the evidence base.

Chapter four considers why phenomenology was the appropriate methodology. In this chapter,
| re-present the aim of the study and then discuss an appraisal of the underpinning
methodology and potential to achieve the stated aim. | give an overview of phenomenology,

with an emphasis on hermeneutics and rationale for this chosen approach.

Chapter five discusses ethical considerations relevant to conducting the study, leading on to
choice of methods and design. Sections on interviews and research rigour follow this before
discussing recruitment and data collection. The hermeneutic interview and my analytic

process are outlined and discussed alongside underpinning approaches.

Findings of the study are detailed in chapter six, presented in narrative from selected

participant quotes. Organised as themes and subthemes, a thematic map ensures a logical

10 As published in Nurse Education Today (Jones, Wright, & McKeown, 2020), included in appendix 23.
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order to presentation of these findings. A concluding summary highlights the key points from

the themes discussed.

Chapter seven presents a synthesis of the experiences of the participants along with key
concepts from Heidegger and other phenomenologists, broader philosophy, sociology,
psychology and pedagogy and key studies explored in the integrative review amongst other

research. Discussion is structured by the themes outlined in the findings chapter.

Chapter eight offers my conclusions, illuminates the unique contributions of the research,
outlines strengths and limitations and offers selected recommendations for further research,
practice and education. This final commentary includes my reflections on completing the

study.

Footnotes will be used to direct the reader to relevant chapters, themes, or appendices.
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2 Background

The previous chapter presented pre-understandings which guided direction and subsequent
development of the research. | gave you my personal and professional positioning, a brief

background to the study and potential contributions to practice.

2.1 Introduction to the chapter

This chapter provides an overview of some main concepts to give context to the study. It is
structured by each topic of relevance; personality disorder diagnosis, student mental health
nurses and time. Although this study explores experiences within a secure service it provides

both general and focussed information by way of introduction.

2.2 Mental health and mental health services

People may need support from mental health services at some point in their lives. There are
various services that provide care across the life span including services for people in crisis in
the community or recovery services for people who need less input. Inpatient services and
secure services provide care for patients!! often, but not always, detained under the Mental
Health Act (1983, 2007). Mental health services are provided either by the National Health
Service [NHS] or third sector or private organisations funded by the NHS. Specialised inpatient
and community services work with people with complex needs. This study is based within
&ecure servicesd®. These include low, medium, and high secure services (each increasing in
physical, procedural, and relational security) as well as step down services and community

specialist secure teams. Secure services have different security levels, risk assessments and

11 See statement on terminology for rationale for use of the term patients.
2Someti mes referenrdi t.Ssecare seiices gradvide care for people who pose a
risk of harm to themselves and the community (Markham, 2021).
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related management strategies compared to local acute mental health units (McGregor
Kettles, 2008; Reavey, Brown, Kanyeredzi, McGrath, & Tucker, 2019). Patients are admitted
to secure units due to needing additional support levels of physical and relational security not
available mainstream services (National Health Service, 2010; Reavey et al., 2019). Not all
people detained in secure units have been through the criminal justice system but the majority

in high and medium secure will have been.

People within these services have mental health problems®3. It is useful to consider mental
health problems on a continuum. Ideally, health care staff work with the person, their strengths
and needs rather than focus on labels, which may not tell you very much (Johnston et al.,
2018). People with mental health problems often feel excluded from society, experiencing
prejudice and discrimination associated with labels (Tee & Uzar Ozcetin, 2016). The social
construction of mental illness in popular culture underpins stigma, and people in secure
settings can be seen as nonhuman or even monstrous (Jacob, Gagnon, & Holmes, 2009). It
is important to focus on a pastlo, Réanwon, § Madnt
2013; McKeown et al., 2016). &Concepts of recovery increasingly inform the development and
delivery of mental health services6(Gillard et al., 2015, p. 1). Though critics believe it is an

overused term of diminished meaning (Recovery in the Bin, 2018).

Simplistic medical models and flawed categories and processes of diagnosis are open to
critigue (Hyman, 2010; Rogers & Pilgrim, 2021). Indeed, mental health nurses argue that the
discipline has failed to find its own voice or identity (Hurley & Lakeman, 2021) because of
subordination to psychiatry and timidity in challenging its power to invalidate and re-traumatise

(Williams, Gadsby, & Bull, 2018).

BThere are various menmaluskbli hheseazeimpibdiund ed bmental
i1l nemésbdal heal énle np ab b ldaensdmentdl dealth d i f f i.d will use thestérm
nent al h e a |fdr the pprposebof censigtency to ensure understanding.

34

ar

of

not



Going back to Thomas Szasz who argued mental iliness is a myth, not fulfilling criteria required
by scientific medicine to describe pathology. Szasz (1961) positing mental illness as a
metaphor rather than a valid concept. At the individual level, diagnosis can change, and
comorbidity is commonplace, questioning precision and validity of diagnostic practices

(Anderson et al., 2021; Weaver et al., 2003).

There are two diagnostic manuals in contemporary use, the International Classification of
Mental and Behavioural Disorders [ICD] (World Health Organization, 2018) and Diagnostic
and Statistical Manual of Mental Disorders [DSM] (American Psychiatric Association, 2013).
These categorical classification systems are criticised for inaccuracy, reifying presumed
difference, and associated stigma attached to the diagnostic labels (Bach et al., 2017; Gaebel,
Zielasek, & Reed, 2017; Ryrie & Norman, 2018); categories of personality disorder in many

ways exemplify such shortcomings (Tyrer, Crawford, & Reed, 2015; Tyrer et al., 2019).

Alternatively, critical clinicians, academics and researchers suggest mental health problems
are bettervi ewed on a cont i nnuourmrespodce tc a\erse eaperiereces 6

such as trauma'* (Boullier & Blair, 2018; DeLisi et al., 2017).

2.3 Personality disorder

Given my focus on secure personality disorder units for men, it is particularly important to
contextualiset h e tpersomalityd@isorderd We must consider and explore critique and uses
of the term, as the patients in this study carry such a diagnosis and the students are on

placement on designated personality disorder units.

14 ®ne in three diagnosed mental health conditions in adulthood are known to directly relate to adverse
chil dhood eBuphe20i8egpn5y.e s 6
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2.3.1 What is personality disorder?

According to the two diagnostic manuals the ICD and DSM (American Psychiatric Association,
2013; World Health Organization, 2018) personality disorders are described as deeply
engrained abnormalities, maladjustments or exaggerations of personal attributes with
enduring characteristics that can impair behavioural and social functioning. Researchers have
considered several potential causes of dersonality disorderd including; biological®®,
psychologicalandsocialand t hese are influenced by a personbd

stress (Alwin, 2006; Chanen & Nicol, 2021).

The ICD 11, adopted in 2019 and to replace all earlier revisions in 2022, boasts a dimensional
approach as opposed to the criticised categorical approach, persisting in DSM 5 (Tyrer et al.,
2019). Though, of course, as a new approach to a diagnosis that had been relatively
unchanged for more than 40 years, some criticism was expected (Tyrer et al., 2019). Chanen
and Nicol (2021) argue that there is now a broad evidence-based consensus that personality
disorder is a reliable, valid, common and treatable mental disorder. Tyrer et al. (2019) review
of developing the ICD 11 highlights how the categories had no evidence base and were rarely
used due to associated stigma and overlap between categories. In addition to the implication
that the condition was pervasive and untreatable, thus becoming a reason for not promoting
appropriate interventions. The ICD 11 also includes the condition; personality difficulty,
defined as 6a subsyndr omal condi ti on o traolp highlight tireer s on al

dimensional aspect (Tyrer et al., 2019).

People who may carry a diagnosis of personality disorder might have experienced trauma in

their early years (Bolton et al., 2014; Boullier & Blair, 2018). They may have difficulties in

15 There is some, though controversial, evidence of biological influences on the development of
personality disorder, based on genetic studies (Royal College of Psychiatrists, 2020).
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developing relationships, struggle with their emotions, feel rejected or hurt and at times avoid
people. They may feel distressed in various aspects of their life, for example, at work or with
family or friends and can have difficulties coping with this (Alwin, 2006; Bolton et al., 2014).
e all have personalities, and we all have aspects of our personalities that are
troublesome at times. People with personality disorder are not fundamentally different
from anyone else, but might, at times, need extra helpé(Bolton et al., 2014, p. 9).
There is a prevalence of approximately 4-7% of the adult population in the community
diagnosed with personality disorder (Coid, Yang, Tyrer, Roberts, & Ullrich, 2006; Evans et al.,
2017; Tyrer et al., 2015; Winsper et al., 2020). Newton-Howes, Cunningham, and Atkinson
(2020) states that the World Health Organisation review by Huang et al. (2009) is the most
comprehensive, albeit limited, epidemiological study to date, stating 6.1% prevalence across
13 countries. The prevalence of personality disorder in the community is higher in high income
countries as compared to low to middle income countries (Winsper et al., 2020). In a review
by Beckwith, Moran, and Reilly (2014) between 40 and 92% of people using community and
outpatient services in Europe and the United States are eligible for a personality disorder
diagnosis. Within the UK 30-40% of mental health patients are thought to have a personality
disorder (HMPPS & NHS, 2020). It is therefore important for staff members (including
students) in mental health services to have relevant understanding and skills to support such

patients.

The reliability of the diagnosis of personality disorder is limited as most people do not fit in to
set categories and comorbidity is common (Livesley, 2001b; Widiger, Simonsen, Krueger,
Livesley, & Verheul, 2005; Winsper et al., 2020; Woods, 2001; Yakeley, 2019). There is
considerable overlap not only within personality disorders but with other disorders also (Tyrer
et al., 2015; Tyrer et al., 2019). Hence, the move to such terms as Complex Emotional Needs

(Botham et al., 2020; Sheridan Rains et al., 2021; Troup et al., 2020).
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Several policy documents produced over the past two decades focus on personality disorder?®.
These reflect aforementioned complexities and controversies due to the continued lack of
consensus on diagnosis, classification and definition (National Institute for Mental Health In

England, 2003b; Royal College of Psychiatrists, 2020).

Diagnosis can be a good starting point, though can hugely depend on how a person is told
about their diagnosis (Lester, Prescott, McCormack, Sampson, & North West Boroughs
Healthcare NHS Foundation Trust, 2020; Sheridan Rains et al., 2021). Formulation, however,
can help staff understand individuals, explain what has happened to them and guide
interventions that may be helpful (Bolton et al., 2014; Houghton & Jones, 2016). Formulation
can be more useful in buildings har ed understanding of a personds
than simply applying a stigmatising label (Houghton & Jones, 2016). Flick Grey (2017) for
example, discusses an alternative view of having personality disorder. She believes that
madness is a deeply generative space and, in some ways, finds her madness a positive thing

(Grey, 2017).

2.3.2 Recovery and personality disorder

Due to the contested nature of the diagnosis of personality disorder, recovery can be a
challenging concept (Gillard et al., 2015). Neither the capabilities framework (National Institute
for Mental Health in England, 2003a) nor National Institute for Health and Care Excellence
[NICE] guidelines (National Institute for Health and Care Excellence, 2009, 2013) specifies

how recovery is to be understood in the context of people carrying a diagnosis of a personality

16 (Bolton et al., 2014, Bradley, 2009; Consensus Statement, 2018; Department of Health, 2009; Home

Office & Department of Health, 1999; National Institute for Health and Care Excellence, 2009, 2013;

National Institute for Mental Health in England, 2003a, 2003b; National Offender Management Service

& NHS England, 2015; Royal College of Psychiatrists, 2020). The Bradley report discusses how the

Mental Health Act (2007) established the principle that personality disorder as a mental disorder is a

main stream condition requiring equal and appropriate consideration for assessment and treatment.
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disorder (Gillard et al., 2015). In Gillard et al. (2015) patients with a personality disorder
diagnosis described recovery in terms of their thinking, feeling and behaviour, where they
could safely coexist in both their world and their external worlds without damage to
themselves. A key finding in their study was the impact of positive relationships and social
interaction. However, recovery is a unique and personal experience (Scotish Recovery
Network, 2018), for some, their experiences are so traumatic they can never see a way to
@ e c o sseothés have defined it, hence the proposal to name the journey as discovery,

rather than recovery (Bolton et al., 2014).

2.3.3 Gender

Antisocial personality disorder is a diagnosis generally associated with men and borderline
personality disorder with women (Newton-Howes et al., 2020; Rogers & Pilgrim, 2021).
Statistically, it is more likely for men in secure settings, the setting for this study, to have a
diagnosis of antisocial personality disorder (National Collaborating Centre for Mental Health,
2018), hence further consideration of antisocial and dissocial personality disorders. Moran,
Rooney, Tyrer, and Coidd $2014) Adult Psychiatry Morbidity Survey found that 3.3% of 18-
64-year olds would screen positive for antisocial personality disorder and found that this was
more common in men aged 18-34, than in older age groups or in women. However, as varying
tools are used for diagnosis, the accuracy of such percentages are arguable (National
Collaborating Centre for Mental Health, 2018). As Anderson et al. (2021) states diagnostic
clarity may be particularly difficult in secure settings and there is problematic diagnostic
overlap and lack of differentiation between antisocial and borderline constructs, hence

borderline/ emotionally unstable personality disorder is discussed below.
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2.3.4 Borderline personality disorder/ Emotionally unstable personality disorder

The most common personality disorder diagnosis is borderline (American Psychiatric
Association, 2013; Newton-Howes et al., 2020) or borderline pattern (World Health
Organization, 2018). Previously referred to as emotionally unstable borderline type (World
Health Organization, 1992). The criteria include someone who may have unstable
relationships, self-image, emotional and impulsivity difficulties (American Psychiatric
Association, 2013; Bolton et al., 2014; World Health Organization, 2018). Often patients with
this diagnosis present to services due to distress or attempting to gain support (Bolton et al.,
2014; Newton-Howes et al., 2020). It is generally thought to be more common among women
(National Collaborating Centre for Mental Health, 2009), however, the Adult Psychiatric
Morbidity Survey (Moran at al., 2014) found no statistical difference between men and women
screened positive for borderline personality disorder, hence the importance of its consideration

here.

Many patients who carry a diagnosis of borderline personality disorder have experienced
significant trauma (Bolton et al., 2014; Boullier & Blair, 2018). Due to the element of trauma
being a strong feature of borderline personality disorder, there are similarities to Post
Traumatic Stress Disorder [PTSD] (Bolton et al., 2014; Porter et al., 2020). There have been
researchers who have considered borderline personality disorder as Complex PTSD [C-
PTSD] as similar in presentation (Cloitre, Garvert, Weiss, Carlson, & Bryant, 2014; Ford &
Courtois, 2014; McLean & Gallop, 2003). Even decades ago, Herman, John, and van der Kolk
(1989) found that 81% of patients with borderline personality disorder reported severe histories
of child abuse or neglect (most of which began before aged 7 years). This has been further
recognised more recently (Bellis, Lowey, Leckenby, Hughes, & Harrison, 2013; Boullier &

Blair, 2018; DelLisi et al., 2017; Porter et al., 2020).
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2.3.5 Adverse childhood experiences

There are strong links between experiences of trauma and adversity and development of
mental health problems (Boullier & Blair, 2018; Young Minds, 2016) including personality
disorder (Royal College of Psychiatrists, 2020). Adverse Childhood Experiences!’ [ACEs] are
adverse or traumatic experiences that children may have that can affect them mentally and
physically (Bush, 2018; Young Minds, 2016). The impact of adversity varies and may not be
obvious (Haigh & Benefield, 2019; Sweeney et al., 2016). Sweeney et al. (2016) found that
not only is there strong evidence to link experience of trauma and mental health problems but
also that mental health services can retraumatise people'®. Taggart (2018) argues for staff to
see the person as they are, not how we think they should be, to free us from misrepresenting
them as survivors. How people respond to those who have experienced trauma can mitigate
or exacerbate loss of trust they feel as a result of trauma (Ratcliffe, Ruddell, & Smith, 2014).
By building trust, a person who has experienced trauma can work towards relating to others
and moving forward into their future (Ratcliffe et al., 2014). Awareness of ACEs is as relevant
for men carrying antisocial personality disorder as for women carrying a borderline diagnosis
(Ramsden, 2018). Particularly as there is high comorbidity present for patients in secure

settings (Tyrer et al., 2019).

"As experienced a sthrgvaness into the worldpas exglared ater in the thesis.

18] atr ogeni c hdrm associated with the progision of care and treatment [provided] such as
adver se rtemeditaiion, msaddition to experiences of discrimination, stigma and aggression
(Markham, 2021, p. 3). Put more simply, it is the harm (physically, emotionally, psychologically,
spiritually etc.) caused by services. Various practices legitimated in services, such as restrictive or
restraining interventions, can replicate previous experiences of trauma and abuse for individuals, and
are hence retraumatising for such people.
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2.3.6 Antisocial personality disorder

Antisocial personality disorder'® is highly stigmatised?® (National Institute for Health and Care
Excellence, 2013). This may be due to the associated traits, including irresponsible and
exploitive behaviour, recklessness, impulsivity, high negative emotionality, and deceitfulness
(American Psychiatric Association, 2013). What is important to note, is that people so
diagnosed have often experienced inconsistent and traumatic childhoods, where violence and
aggression are normalised (National Institute for Health and Care Excellence, 2016;
Ramsden, 2018). They can struggle managing distressing emotions and may react in what
are viewed as extreme ways of coping with hugely traumatic upbringings (de Brito & Hodgins,
2009). Consequently, people with antisocial personality disorder can particularly find it difficult
to build trust and maintain positive relationships (Austin, Goble, & Kelecevic, 2009; Kaylor,
1999; Ramsden, 2018). Hence, patients with the diagnosis are often viewed as rejecting of

interventions (McRae, 2013) or difficult to reach (Thomas & Jenkins, 2019).

Prison services and secure mental health services have the highest percentage of patients
with antisocial personality disorder at over 50%?2! (Fazel & Danesh, 2002; HMPPS & NHS,

2020; National Collaborating Centre for Mental Health, 2018; National Institute for Health and

19 Antisocial personality disorder shall be referred to throughout as there is limited research specifically
on dissocial personality disorder (de Brito & Hodgins, 2009) or as the new ICD 11 terms it; dissociality
in personality disorder or personality difficulty (World Health Organization, 2018). The two diagnoses
significantly overlap, the main difference is that in order to meet the criteria for antisocial personality
disorder as compared to dissocial it requires evidence of conduct disorder before the age of 15
(American Psychiatric Association, 2013; World Health Organization, 1992). Perdikouri, Rathbone,
Huband, and Duggan (2007) did not find any clinically important differences when they compared those
with and without conduct disorder, however discuss that the criteria of dissocial is more reflective of
core traits rather than behaviour. Although compared to dissocial personality disorder there is more
research on antisocial, this remains a scarce area.
20 In the DSM 5, antisocial personality disorder is categorised alongside histrionic, narcissistic, and
borderli n e, in Acluster BO of the personality disorders,
cluster of personality disorders (American Psychiatric Association, 2013). Ther e are three ficl
personality disorders: A, B, and C (American Psychiatric Association, 2013); patients with cluster B
diagnoses are considered more likely present to services (National Collaborating Centre for Mental
Health, 2009, 2018).
21 Prisoners are ten times more likely to have antisocial personality disorder than the general population
(Fazel & Danesh, 2002).
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Care Excellence, 2013). Black, Thornicroft, and Murray (2013) found that patients report
negative effects of having a personality disorder in the context of a secure service and
pejorative attitudes experienced. However, this is an area with a paucity of evidence as the
opinions of secure patients has been under researched (Long et al., 2012; Scholes et al.,
2021), hence the important of this study. Cochrane reviews exposed a paucity of literature on
antisocial personality disorder and therefore expanded searching to include childhood conduct
disorder? (Gibbon, Khalifa, Cheung, Vo6llm, & McCarthy, 2020; Khalifa, Gibbon, Volim,

Cheung, & McCarthy, 2020).

Kaylor (1999) identifies that antisocial personality disorder is particularly difficult to diagnose
however Coid (2003) states it is one of the most reliable of all diagnostic categories, and is
based on robust scientific evidence (de Brito & Hodgins, 2009). It may be viewed as a
commonly understood term, amongst health care staff, however accuracy is contested, and
interchangeable use with @ s y ¢ h o phast thegnd criticised (Bowen & Mason, 2012;
Fitzgerald, 2008). Psychopathy can be considered as an extension of conduct disorder and
antisocial personality disorder (Blair, Mitchell, & Blair, 2005; HMPPS & NHS, 2020) or on a
spectrum of antisocial personality (Coid & Ullrich, 2010). Though psychopathy, is not

embraced in any formal classifications (Abdalla-Filho & V6llm, 2020; Tyrer et al., 2019).

Services for people with a diagnosis of antisocial personality disorder

Services for people carrying any personality disorder diagnosis, though there has been
increased provision, is variable (Dale et al., 2017). Services for people carrying an antisocial
personality disorder diagnosis are often in criminal justice services, including secure services
(National Collaborating Centre for Mental Health, 2018), the site of this study. Patients in

secure services are often a neglected group (Maclnnes, Courtney, Flanagan, Bressington, &

22 Conduct disorder usually emerges in childhood or adolescence and characterised by severe
antisocial and aggressive behaviour (Fairchild et al., 2019).
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Beer, 2014; Reavey et al., 2019), despite often experiencing more severe adversity in addition
to the most severe personality disorders (Tyrer et al., 2019). People who have experienced
four or more adverse childhood experiences are eleven times more likely to be involved in

criminal justice services (Bush, 2018), requiring increased support.

Duggan (2009) found staff in secure services can view therapeutic intervention as antagonistic
for those with the diagnosis. Many staff believe that patients carrying an antisocial personality
disorder should be managed by the criminal justice system? or are ambivalent in their
response to treating them (McRae, 2013). Patients with a personality disorder diagnosis are
more likely to be viewed as inmates as compared to other patients viewed as mentally ill,

which results in more stringent practices (Jacob, 2012).

The context of secure services is distinct from other settings as it involves various restrictions
(National Health Service, 2010; Rose, Peter, Gallop, Angus, & Liaschenko, 2011). For
patients, secure services can feel like prison, like serving time (Chandley, 2000). Previous
studies have found care in secure settings is not perceived as care but as punishment or
containment (Horberg & Dahlberg, 2015). Chandley (2000) explored the experience of time in
secure settings, where patients are ¢ u d goe théacceptance of an external view of time in
that they are bound by others timetables of events, mealtimes, medication times, visitation
times etc. They are assessed based on their acceptance or refusal of this state of time. For
example, they are referred to as non-compliant if they do not follow the set timetables or seen

as compl i aotnf iHorbebghkeDghlbérg, 2015).

23 Previously, treatment in the criminal justice system was often under-prioritised and under resourced
(McRae, 2013). Following the close of the dangerous and severe personality disorder programme
(Royal College of Psychiatrists, 2020), funding secured Offender Personality Disorder services in the
United Kingdom, which provides screening, consultation and formulation, and joint working (HMPPS &
NHS, 2020; National Offender Management Service & NHS England, 2015).
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2.3.7 Attitudes

When discussing the term personality disorder, it is important to consider attitudes towards
the term and towards the patients who carry the diagnosis. Attitudes are enduring thoughts
and our thoughts we hold correspond with how we evaluate something; either positively or
negatively (Edelmann, 2000). Attitudes and beliefs are overlapping constructs about acquired
dispositions, and to some extent are implicated in how people behave towards the object of
the attitude or belief. They can vary in strength of conviction, are learned or transmitted
through culture, and, despite some being relatively impervious to change, even in the face of
contrary evidence, they can be unlearned, modified or replaced by alternative views

(Bergman, 1998).

A | arge amount of research on pang o ntamMaostshg
label (Eren & Sahin, 2016; Finamore, Rocca, Parker, Blazdell, & Dale, 2020; Murphy & McVey,
2003; Sheehan, Nieweglowski, & Corrigan, 2016), most typically in relation to borderline
personality disorder (Dickens, Hallett, & Lamont, 2016; Ociskova et al., 2017; Ring & Lawn,
2019; Romeu-Labayen et al., 2020; Weight & Kendal, 2013; Westwood & Baker, 2010;
Woollaston & Hixenbaugh, 2008). Hence Sheridan Rains et al. (2021) caution that
generalisability of studies to other personality disorder is limited due to such a focus. Generally
it is widely concluded that staff and public perceptions are negative (Rogers & Pilgrim, 2021).
Conversely, a contemporary study exploring public perception of personality disorder, found
that disclosing a diagnosis ameliorated negative responses to the individual (O'Connor &
Murphy, 2020). In addition, Stevenson and Taylor (2020) report negative staff attitudes
towards people carrying the label of borderline personality disorder have reduced due to more

trauma informed thinking?.

24 See appendix 2 for exploration of trauma informed care.
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There is limited research exploring staff attitudes towards antisocial personality disorder in
secure services, despite it being an even more stigmatising label (Duggan, 2009; National
Institute for Mental Health In England, 2003b). However other research (Ociskova et al., 2017;
Sansone & Sansone, 2013; Sheehan et al., 2016) argues borderline is the most stigmatised,
more strongly among health care staff, as compared to the public, aligning with O'Connor and
Murphy (2020) findings. Nevertheless, negative attitudes are present towards both borderline
and antisocial, in addition to the term personality disorder in general and therefore an

important consideration in the context to any study in the area.

Despite a policy document going back some time, No | onger a diagnosi s
(National Institute for Mental Health In England, 2003b), problems of parity of care across
services, negative attitudes and continued rejection persist (Consensus Statement, 2018;
Royal College of Psychiatrists, 2020; Tyrer et al., 2019). Harking back to 1988, Lewis and
Appleby (1988) found that patients given a diagnosis of personality disorder were regarded as
more difficult to manage and less deserving of care. They criticised the diagnosis as a
pejorative judgement rather than a clinical diagnosis. A more recent study using Lewis and
Appl ebyb6s or i gifouadlpsychiatest cantmue noshave goor attitudes towards
individuals with a personality disorder diagnosis (Chartonas, Kyratsous, Dracass, Lee, & Bhui,
2017). However, despite calls for a change of terminology, Tyrer (2020) argues that any
replacement would describe the same condition and would only be a matter of time before
stigma was attached. Similarly, the Royal College of Psychiatrists (2020) report suggests such

a change would cause confusion, diverting attention and funding away from those in need.

Nevertheless, negative attitudes create unnecessary barriers in services (Purves & Sands,
2009). Bowers et al. (2006) found that if staff have positive attitudes they will be less stressed

and perform better?®. Hence, it is crucial attitudes are explored and all efforts are made to

25 See appendix 2 for further exploration of measuring attitudes.
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present a non-stigmatising and positive view of people with a personality disorder diagnosis

(Department of Health, 2009; Finamore et al., 2020).

Countertransference is often associated as the cause of negative attitudes and cultures
(Yakeley, 2019). Many staff can struggle explaining and rationalising their feelings towards
patients who have personality difficulties and this can be implicated in negative attitudes
towards patients and burnout (Finamore et al., 2020; Murphy & McVey, 2003).
Countertransference can be explained as the emotional reactions and responses of one
person when interacting with another person, stemming from prior experiences (McCallum,
2010; Rayner, Allen, & Johnson, 2005; Yakeley, 2019). When thinking about mental health
care, it is explained as the thoughts and feelings of staff when working with a patient, which
are relevant to the pllanidategtheSes(Foragyy ¥98). Anp e s
past experiences and relationships can impact on their future relationships, termed
transference. Object relations theory postulates that these representations are often formed
from significant people from our past and are experienced as good or bad (experienced as
splitting) (Diamond & Hersh, 2020). In future interactions this can be silently projected on to
others (Radcliffe & Yeomans, 2019). Often for people with a personality disorder diagnosis
such experiences can be more intense and hence, countertransference is a common
experience encountered by mental health nurses (Abram & Jacobowitz, 2021; Ens, 1999;
Freestone et al., 2015; Garnham, 2009; Morse, Salyers, Rollins, Monroe-DeVita, & Pfahler,

2013) and thus students (Abram & Jacobowitz, 2021; Scheick, 2011).

Staff can experience emaotional labour, risk of violence, ethical implications of custodian roles

and supporting patients who may harm themselves®* (Delgado, Upton, Ranse, Furness, &

26 |In addition to burnout factors experienced by other health care staff, such as staffing, workload, poor
leadership, lack of support and opportunity for development (Johnson et al., 2018; Pirelli, Formon, &
Maloney, 2020). Healthcare staff can experience a dulling of ethical sensitivity as a result of moral
distress where they experience feelings of pain in response to making decisions in morally difficult
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Foster, 2017; Hammarstrom, Devik, Hellzén, & Haggstrém, 2020; Johnson et al., 2018; Lovell,
2017; Rayner, Beaumont, & McAndrew, 2021; Rayner, Allen, & Johnson, 2005). It can be
distressing for staff to see patients struggling, and supporting them while managing their own
reactions (Rayner et al., 2005; Vincze, Fredriksson, & Wiklund Gustin, 2015), in addition to
risks posed from patients to themselves and sometimes others (Royal College of Psychiatrists,
2020). Staff can feel hopeless, resulting in negative service culture, defensive practices and
risk aversion (Royal College of Psychiatrists, 2020). Such defensive practice can perpetuate
staff anxiety (Menzies, 1960). Clinical supervision?’ and reflective practice are essential
countervailing processes to such hazards (Pettman, Loft, & Terry, 2020; Scholes et al., 2021;
Troup et al., 2020) necessary to reduce interference with the development of the therapeutic
relationship and patient care (Mirhaghi, Sharafi, Bazzi, & Hasanzadeh, 2017; Rose et al.,

2011; Royal College of Psychiatrists, 2020).

| have considered thetermandcont r ovpesygooél i0t specificallg explatirgr 6
antisocial and borderline diagnoses, and negative attitudes often present in health care
services. Despite debates over the term, what is important here is salience to individuals and
their perceived usefulness of the term, which is determined by them alone. | now turn to
student mental health nurses who share time with patients carrying personality disorder

diagnosis.

situations (Austin, Kagan, Rankel, & Bergum, 2008; Hammarstrom, Haggstrém, Devik, & Hellzen, 2019;
Peternelj-Taylor, 2004).

27 Clinical supervision refers to a professional relationship where a supervisor facilitates a supervisee
to critically reflect on their practice within a safe space to enable learning opportunities (Markey, Murphy,
O'Donnell, Turner, & Doody, 2020). However, supervision can be poorly planned and unsupportive
(Turner & Hill, 2011). Nurses need to acknowledge and reflect on the feelings provoked to understand
how they can impact on care (Benefield & Haigh, 2020; Jacob et al., 2009; Rayner et al., 2005) or they
risk repeating toxic relationship styles (Royal College of Psychiatrists, 2020).
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2.4 Student mental health nurses

Student mental health nurses complete the minimum of a b a ¢ h e tegreedasd also the
professional qualification of registered adult, child, learning disability or mental health nurse
by meeting the professional standards set by the Nursing and Midwifery Council?® (Nursing
and Midwifery Council, 2018b). The pre-registration nursing programme includes periods
spent in university completing 'theory' time, amounting for 2300 hours and the other 50% in
'practice’ spent on clinical placements in a variety of settings, including secure services
(Nursing and Midwifery Council, 2018b). Of the staff working in mental health teams, student
nurses often spend the most amount of time face to face with the patients (Jones & Black,
2008; Mukumbang & Adejumo, 2014). Students can closely work with health care assistants/
support workers who also have plenty of patient contact compared to registered staff (Wright

& McSherry, 2013).

Students can experience various placements ranging from Child and Adolescent Mental
Health services [CAMHS] to older adults, from primary care centres, to community or crisis
team, to secure services. Often students in their second or third year of the programme may
be allocated placements in secure units. On each placement they have set learning outcomes
to achieve and observed assessments for example regarding care planning, medication and
leadership (Nursing and Midwifery Council, 2018b). While on placement student nurses abide
by the same code as registered nurses (Nursing and Midwifery Council, 2018a). Student
mental health nurses may have experience of mental health work before and some may not.

Many work alongside completing their degree, most in health care positions. Although Stickley

28 Nursing education across the globe has unique elements, for example in some countries
students study a generic nursing programme rather than in specific fields of adult, child,
learning disability and mental health (as in the United Kingdom) (Palmer, Hutchings, & Leone,
2020). Mental health specific placements are included in generic nursing programmes
(Happell, Moxham, & Clarke, 2011).
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et al. (2010) states that working with mental health patients may be difficult for students, it can
be rewarding for both students and patients through development of transferable skills

(Andersson et al., 2020; Speers & Lathlean, 2015; Suikkala & Leino&ilpi, 2001).

2.4.1 Contemporary issues in nurse education

Evidence based practice [EBP] has become a dominant focus in the education of nurses.
However, some commentators feel this has devalued the complex interpersonal components

of mental health nursing (Bell, Campbell, & Goldberg, 2015; Hewitt, 2009; McAllister, Robert,
Tsianakas, & McCrae, 2019). Nevertheless, nurses not only need to have good practical and
interpersonal skills but also to understand the evidence behind their roles, in addition to
leading their teams (Moreno-Poyato et al., 2021). Mental health nurses have a responsibility

in ensuring the future of the profession is informed, not only by evidence, but the right evidence
(McKenna, 2017). This means not justgdlod usiapmohchesd i er a
such as randomised control trials, but most appropriate approach aligned with study aims
(McKenna, 2017). Further to this, responding to the Francis report?®, Rolfe (2015) extends to
nursing what Laing, drawing on Buber, argued about psychiatry in the 1950s; it privileges the
scientific over the personal. Rolfe urges nursing moves away from such an uncritical
standpointandre-i nt r oduces some of,thgghitbsophecal lBasis for dusanl o g y
science; grounding nursing curriculum in the humanities rather than empirical sciences (Rolfe,

2015). There are undoubtedly important questions asked; whether nursing is an art or a
science (Jasmine, 2009). Certainly, Rolfe (2015) ¢ o n s i dTelr cseldéionships as the
foundation in nursing practice. Science can supplement this rather than override or replace it,

which may be difficult in a culture dominated by a superficial evidence-based practice.

29 Inquiry into the care at Mid Staffordshire NHS Foundation revealing profound failings of the NHS and
recommendations of a cultural revolution (Francis, 2013).
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Nevertheless, research informed teaching while linking to practice experiences can help

bridge the theory-practice gap in higher education (Huston et al., 2018).

Reflective practice is also an essential part of student nurse training and indeed being a nurse
(Cooke & Matarasso, 2005; Hwang et al., 2018). With encouragement given to complete
reflective diaries throughout training (Hwang et al., 2018). Nursing students who reflect while
in clinical settings find it effective for both personal and professional development (Karimi,
Haghani, Yamani, & Najafi Kalyani, 2017) and the importance for understanding relationships

(Ferrari, 2006; Perry, Watkins, Gilbert, & Rawlinson, 2013).

It is important to involve patients in student nurse education (Horgan et al., 2018; Kuti &
Houghton, 2019; McMahon-Parkes, Chapman, & James, 2016; Perry et al., 2013) and
assessment (Speers & Lathlean, 2015; Stickley et al., 2011). Although the importance of such
involvement is recognised, support processes are variable (Debyser, Grypdonck, Defloor, &
Verhaeghe, 2011). Happell, Byrne, Platania-Phung, et al. (2014) found when comparing a
traditionally taught nursing programme to one that was lived-experience-led, a more positive
outcome with regards to negative stereotypes and intentions to pursue mental health nursing
from the lived-experience-led programme. An international collaboration for implementing
consumer coproduced participation, the COMMUNE project (Co-production in Mental Health
Nursing Education) has showcased best practice (Happell, Platania22hung, et al., 2019;

Happell, Waks, et al., 2019; Horgan et al., 2018).

2.4.2 Work/ practice-based learning (placements)

Placement experiences give students authentic opportunities to engage with patients with
lived experience of mental health problems (Perlman, Patterson, et al., 2017; Perlman, Taylor,

et al., 2017) and aid in increasing positive attitudes towards such individuals (Demir & Ercan,
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2018; Martin, Krause, Chilton, Jacobs, & Amsalem, 2019; Martinez-Martinez et al., 2019) .

Importantly, patients welcome interactions with students, find their presence facilitative, and

are willing to participate in studeAntessgondtear ni n

al., 2020; Richards, 1993). Students also believe patients have a valuable role to play in their
learning (Andersson et al., 2020; Morgan & Sanggaran, 1997). Interpersonal relationships
between students and patients are crucial for the development of a positive practice learning

environment for the students (Andersson et al., 2020; Dunn & Hansford, 1997).

Placements can be challenging for students (Al-Zayyat & Al-Gamal, 2014; Tremayne & Hunt,
2019) and processes need to be in place to ensure students experiences are meaningful for
learning (Manninen, 2016). The clinical learning environment is complex; it can be
unpredictable and stressful (Baraz, Memarian, & Vanaki, 2015; Galvin, Suominen, Morgan,
O'Connell, & Smith, 2015; Tremayne & Hunt, 2019). Students can have a homadic existence,

having to constantly adapt, adding to stress they feel (Tremayne & Hunt, 2019).

Students can feel fearful starting placements (Tremayne & Hunt, 2019) and can feel
inadequate (Stickley et al., 2010). In clinical settings, students must face complex problems
that can cause distress (Hung, Huang, & Lin, 2009; Melrose & Shapiro, 1999; Tremayne &
Hunt, 2019). Students can express concern about engaging with patients with mental health
problems; they can feel unprepared, unsure of what to say, have a fear of making a situation
worse or of making mistakes (Abram & Jacobowitz, 2021). They can feel anxious from lack of
confidence, skills or experience giving them a feeling of inadequacy (Suikkala, Leino-Kilpi, &
Katajisto, 2020). Within such challenging environments, students can experience emotional
distress and require additional support (Janse, Rensburg, Poggenpoel, & Myburgh, 2012). A
key reason for students discontinuing nursing programmes can be poor placement
experiences (James & Chapman, 2009). This can often be during the first placement
experience, particularly if the student has never previously experienced mental health services
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(Hung et al., 2009; Tremayne & Hunt, 2019; van Rhyn & Gontsana, 2004). However clinical
placements have many benefits (Donnelly & Wiechula, 2013) and are crucial to forming a

professional nursing identity (Pearcey & Draper, 2008; Terry, 2020).

To ensure student nurses are supported on placements, each is allocated a practice assessor
(mentor) responsible for ensuring an effective learning environment and assessment of the
st ude nt(Busingadnd Midwigery Council, 2018b). This clinical evaluation is an important
aspect of a st ude fLewalten & DeBeew, 2012).a Deweloping good
communication skills is an integral component of nursing education and this assessment
(Kameg, Mitchell, Clochesy, Howard, & Suresky, 2009; Nursing and Midwifery Council,

2018c).

McAllister and McCrae (2017) argue for more focus in nursing education on therapeutic
engagement, however with a radically changing landscape in mental health services, including
low levels of staffing and closure of units, other education methods for developing
communication and engagement skills are needed. Research has been completed on the use
of simulations®® to bridge the theory-practice gap (Alexander, Sheen, Rinehart, Hay, & Boyd,
2018; Choi, 2012; Gaylle, 2019; Liaw, Palham, Chan, Wong, & Lim, 2015; Webster, 2013;
Webster & Carlson, 2020). Liaw et al. (2015) found that simulation programmes used as an
enhancement for student nurses improve transition from theory to practice. However, many
argue that simulations are not a replacement for actual patient contact (Donnelly & Wiechula,
2013), hence the importance of involving patients in nursing education (Happell, Waks, et al.,

2019).

30 Simulated practice of clinical skills has been common practice for many years and there is evidence
to suggest it can be effective (McNiesh, 2015).
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Although students receive feedback from practice assessors, Debyser et al. (2011) and
Stickley etal. (2011)f ound t hat patient feedback can be very
and development on placements. Warne and McAndrew (2007) discuss how patient
@ x p e r t shauld begh®& centre of training and development as this risks becoming lost in
@ o i muwstg (p. 225). Few studies have investigated patient perspectives of supporting

students learning in practice (Andersson et al., 2020).

Suikkala et al. (2020) state there is limited robust evidence about the relationship between
patients and students, hence the relevance of this study. Nevertheless, student mental health
nurses are taught about relationships®! with patients as being different from other relationships
they may have, for example with family members, friends or romantic partners (Ashton, 2016).
Building relationships takes time (Shattell, Starr, & Thomas, 2007), which can be difficult for
students who may have limited time on placement. This is an important consideration to
discuss during a first encounter (Hubbard, 2016). In addition, if the nature of staff relationships
is not clarified for students there is potential for confusion or boundary violations, which may
be severely detrimental to both patients and students (Ashton, 2016; Valente, 2017).
Boundaries are a particularly important consideration in relation to personality disorder

(Livesley, 2003) and secure services (Jacob & Holmes, 2011; Kurtz & Jeffcote, 2011).

2.4.3 Secure mental health serviceséwork-based learning

Many students are allocated to secure mental health services placements®?. Students would

be expected to get involved in every part of the placement area where possible33. Secure

services are a complex field of nursing due to the psychological and ethical impact (Jacob et

31T hirse | éat iiwdissubsedandmore depth later.
32 These can include; high, medium and low secure services as well as step down services and
community specialist secure teams. They may also request to have placements in local prison services.
33 Often 2™ and 3 year students would be placed in secure units due to the nature of the ward
environment and risks associated, rather than first year students.
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al., 2009). There can be psychological impact on staff working in mental health settings and
this can be heightened in secure services with powerful reactions to interpersonal relationships
(Kurtz & Jeffcote, 2011). Exposure to violence affects staff, having implications for quality of
care provided (Forte, Lanctot, Geoffrion, Marchand, & Guay, 2017). For students, there can
be increased risk of experiencing aggression (Hopkins, Fetherston, & Morrison, 2018; Nau,
Dassen, Halfens, & Needham, 2007), therefore, universities must prepare nurses to recognise

and prevent forms of violence on placements (Hinchberger, 2009; Hopkins et al., 2018).

Devel opien @t acadbs dspepialy challenging and complex in secure environments
(Jacob & Holmes, 2011; Kurtz & Jeffcote, 2011). Often the focus can be on ensuring safety
and managing risk rather than working therapeutically** (Hérberg, 2018; Jacob, 2012; Royal
College of Psychiatrists, 2020; Tomlin, Egan, Bartlett, & V6llm, 2019), particularly for nurses
for whom security and limit setting are priorities (Davies, Heyman, Godin, Shaw, & Reynolds,
2006; Holmes, 2005; Maguire, Daffern, & Martin, 2014). However, despite nursing teams6
emphasising security and safety, a therapeutic ward atmosphere can be maintained (MuirZ

Cochrane, Oster, Grotto, Gerace, & Jones, 2013).

Previous studies show nurses in secure services can distance themselves from patients as a
result of viewing them as dangerous based on criminal histories (Harris, Happell, & Manias,
2015; Jacob & Holmes, 2011; Vincze et al., 2015). Nurses can struggle supporting patients
who have committed offences, leading to dehumanising practices (Austin et al., 2009; Jacob
et al., 2009; Peternelj-Taylor, 2004; Rose et al., 2011). They can feel fearful which negatively
affects the therapeutic relationship (Hammarstrom et al., 2019; HMPPS & NHS, 2020; Jacob
et al., 2009; Jacob & Holmes, 2011; Lammie et al., 2010). Such anxieties can make it difficult

for nurses to empathise, hence detachment becomes a coping strategy (Stevenson & Taylor,

“There can be negative beliefs about peopl(admieabil ity

Harrison, Macmahon, & Knifton, 2010; McKeown et al., 2016). However, despite there being a long way
to go on the road to recovery for patients in secure services, it is worth trying (McKeown et al., 2016).
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2020). In a study of my own such fearful feelings on the part of students were not unique to
secure services (Jones & Wright, 2017). This was related to anxiety over starting new
placements in any area, hence the importance of further exploration of student s 6 experi enc

in secure settings specifically.

I have considered student nurses and their learning within university and practice areas. | now

consider the concept of time in the relational context of practice settings.
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2.5Time

The focusoft hi s st ud ypaiiésts anchsadedts share on personality disorder units,

it is therefore i mpaome@esnt to unpick what o6

In the time patients and students share t hey imat e réamtg adaralddevelop a
d el at i Suclk termp lBave been identified in other similar studies and, often with a
presumption a relationship typically exists in the first place. Relationships between staff and
patient may be expressed as simply working together (Cook, Phillips, & Sadler, 2005). In my
study | did not want to be restricted to simply exploring the relationship, rather wishing to
explore the experience of time shared together in depth. | will, however, explore related
commonly used terms as it is important to consider their context and then to consider them

with regard to my study.

Chandley (2000) reflects that time can dominate our lives yet we are often ignorant of its
meaning in context (Gibson, 1994; Waterworth, 2003). Jones (2010) writes about time and
explores tphesi da)adshsFacade gonceived as a series of sequentially

ordered points, measured numerically. More interestin g | pys y ¢dh o | o gis @msidered i

brivaterpthéem®dne n ol o,dowcwe experienae ¢irbe (Heidegger, 1927/2019),
which is subjective and internal (Jones, 2010). It is how we experience time which may be
different to time in the physical and measurable sense. Heidegger (1927/2019) wrote about
time in relation to death®. Jones (2010) al so c o8 ®icd et Iseingdtha dide we
experience through social interactions that is mutually agreed upon and driven by society.

Humans are shaped by and shape these structures.

35 Explored further in chapter 4.
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The work of health care is embedded in time, arguably essential for the quality of care provided
(Jones, 2015). Jones (2001) argued for attention to be given to the temporal character of
matters such as nursing identity and the nature of nursing, and how this impacts both practice
and research. Terry Jones has published severalar t i cl es focusihgnmed&d the
nursing (Jones, 2010, 2015, 2016), discussing both physical and psychological forms of time
and the value of this time for patients (Jones, 2010). Ti dme s c ¢r4d9) tefer§ to a
common occurrence in nursing that can reduce quality-of-care and the support nurses can
access (Jones, 2016). Other writers have explored time in relation to the measurable time
nurses spend with patients (Whittington & McLaughlin, 2000; Wright & McSherry, 2013).
Various studies suggest very little time is spent delivering therapeutic activities and that
patients spend a substantial time apart from staff or other patients (Cutler, Sim, Halcomb,
Moxham, & Stephens, 2020; Moreno-Poyato et al., 2016; Sharac et al., 2010). Certainly,
nurses working in areas where lengths of stay are increasingly shortened, struggle to spend

time with patients (Suter et al., 2020).

2.5.1 Interaction

When staff spend time with patients they communicate and @ n t e. They ma§ engage® in
conversation, make eye contact or sit with each other. Compassionate interactions are vital
when working in health care to help ensure people feel supported and cared for (Barker &
Williams, 2018; Rayner et al., 2021). Skills nurses use during such interactions include active
listening, validation, clarification of understanding, use of silence among many more (Barker
& Williams, 2018; Videbeck, 2009). Good communication skills, including non-verbal
communication skills are vital (Chan, 2013). Interpersonal interactions are influenced by a
personds val ues i theirhexperienees {Stemhoused& Muirhead, 2017).

Whatever the form of interaction it is vital that the person feels the nurse is present for them

36 Further exploration of engagement is in appendix 2.
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in that time. Communication is central to mental health nursing and through this process

relationships can be enhanced and developed (Barker & Williams, 2018).

252 Theaed ati onshipéo

For the purpose of this exploration | will focus on the relationship between health care staff
and patients within mental health services, which has been explored by many authors and
termed the therapeutic relationship (Barker & Buchanan-Barker, 2005; Farrelly & Lester, 2014;
Forchuk et al., 1998; Freshwater, 2002; Freud, 1936; Peplau, 1988; Welch, 2005). This is

presented here, for background®'.

It is hoped that, during the time patients and staff share together; during interactions and
engagements, nurses will build relationships® with the patients they work with. The term used
varies widely across articles, books and other documents and its meaning can vary
(McAndrew, Chambers, Nolan, Thomas, & Watts, 2014; Wright, 2021). It is generally
consi der e d etl hadti isthésibldtignéhip between health care staff and patients
with the aim of supporting the patient to work towards their goals (Arnold & Boggs, 2015;
McAndrew et al., 2014). However, this is not to say that the relationship cannot be between
any two people and is helpful for either person or both, or, indeed, reflect group relations.
Many relationships are therapeutic or helpful, even though they might be far removed from a
professional context, for example, those that exist with pets. Also, the therapeutic relationship
is not the only way a therapeutic effect can be achieved; computer programs, journaling and
activities, for example, can be therapeutic and reduce distress, though even these can have

relational elements (Carey, Kelly, Mansell, & Tai, 2012).

37 A focused review of the literature pertaining to the study can be found in chapter 3.
BThirselGt iiosnsrhéfpéhr red t o using a numher apeutéecmsel o
hhel ping rettlhavodokishg p,& I tifuesermp@ad d ent r alnat itfobfessiodalp 6
r el at i(Bonsgtth 20076 Kozart, 2002; Perraud et al., 2006; Wright, 2010).
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There is no doubt that the therapeutic relationship is fundamental to nursing (O'Brien, 2001,
Perraud et al., 2006; Stenhouse & Muirhead, 2017; Welch, 2005; Wright, 2010). It has been
describhedoased st o ifVeelchp 2005npul6X and af the heart of mental health
nursing for over 50 years, remaining the core (Boggs, 2011; O'Brien, 2001; Perraud et al.,
2006; Ross & Goldner, 2009; Stenhouse & Muirhead, 2017; Wright, 2021). However despite
it being widely emphasised, there is difficulty in explaining what it is (Welch, 2005) or
measuring it (McAndrew et al., 2014; Moreno-Poyato et al., 2016). Hence, there are varying
perspectives of the therapeutic relationship (Barker & Buchanan-Barker, 2005; Peplau, 1988;
Rogers, 1951). These established theories, amongst others, attempt to give understanding

about the coexistence of patients and staff (Wright, 2010, 2021).

Freud (1936) was early in recognising the therapeutic value of relationships and the popular
framework of Peplau (1988) is centred on the interpersonal relationship between nurse and
patient (Gastmans, 1998; Stenhouse & Muirhead, 2017). P e p Infaientiak theory of
interpersonal relationships is an essential nursing theory framework for the study of caring
relationships, seen as vital to nurses work (Arnold & Boggs, 2015; Wright, 2021). Peplaub s
(1988) stages of the relationship are orientation, identification, exploitation/ working and
resolution/ termination. However, Walsh (1997) found that relationships between patients and
mental health nurses did not end at the termination stage and were not necessarily
experienced in the linear way Peplau described. Delaney and Ferguson (2014) argue that
interpersona | neuroscience revitalises Peplaubs noti on
to her concepts. Travelbee (1966) also extended the theoretical literature on the therapeutic
relationship in nursing, however as she died at a young age, Shattell et al. (2007) notes her
work is less known. Buber (1937) writes of an 6-T h o relétionship and coming to a shared

understanding through dialogue, discourse and reason (Rolfe, 2015).
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Rogers (1951) also promoted the patient centred (person centred) hypothesis that is now
considered fundamental to the development and sustainability of therapeutic relationships. A
further theory important to therapeutic engagement and relationships is the Tidal Model
(Barker & Buchanan-Barker, 2005), this extends and develops some traditional assumptions

concerning the centrality of interpersonal relations within nursing practice (Barker, 2001).

Good interpersonal skills and effective communication are essential when staff engage with
patients and can result in improved relationships (Ellis & Day, 2018; Peplau, 1988; Rogers,
1951). It is paramount (Ross & Goldner, 2009), seen as the foundation of care and, even
described as healing (Benner, 1984/2001; Wright, 2010), and the form of particular
interventions is not as important as the underpinning therapeutic relationship (Browne, Cashin,

& Graham, 2012; Cahill, Paley, & Hardy, 2013).

2.5.3 Therapeutic milieu/ landscape

Experienced with therapeutic relationships; a therapeutic milieu, landscape or climate
promotes a healing environment and holistic support framework supporting positive outcomes
(Banks & Priebe, 2020; Hallett & Dickens, 2021; Mahoney, 2009). However, Thibeault,
Trudeau, d'Entremont, and Brown (2010) criticised the concept for having a lack of relevance
to mental health environments due to patients being admitted for shorter periods of time.
Nevertheless, a therapeutic landscape is a space with social conditions conducive to healing
(Gesler, 1992); where the person feels safe and that they belong (Relph, 1976). Hence, in
longer term placements like secure services, it has the potential to improve outcomes for
patients by considering importanceofpeopl eés i nterconnecteddenatur e
Vries, Brazil, van der Helm, Verkes, & Bulten, 2018; Dickens, Suesse, Snyman, & Picchioni,

2014).
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The notion of therapeutic landscapes was originally introduced by Gesler (1992), examined
by Moos and Houts in the 60s in mental health settings (Dickens et al., 2014) and more
recently applied to mental health hospitals (MuirZochrane et al., 2013) and secure units
(Bressington, Stewart, Beer, & Maclnnes, 2011). Banks and Priebe (2020) argue that
therapeutic milieus are a treatment in their own right, encouraging recovery, though can highly
depend on nurses6skills in managing difficult situations or utilising transparency (Snell, Crowe,

& Jordan, 2010).

There are various tools for assessing ward climate (the therapeutic landscape), though
according to Dickens et al. (2014) are unvalidated and there is limited evidence. de Vries et
al. (2018) recommend interviews to explore more detailed information about ward climate.
Ward climate or social climate are other terms used to describe the interactions between the
material, social and emotional conditions of a space that influence the people in it (de Vries et
al., 2018). The importance of milieu within such landscapes can be traced in a lineage of
relational approaches from therapeutic communities (Benefield & Haigh, 2020; Haigh &
Benefield, 2019) to the development of psychologically informed environments (Banks &
Priebe, 2020). Safewards are an example of how milieu factors can contribute to safety as a

further element of benefit (Bowers, 2014).

2.5.4 Potential difficulties in developing relationships

Despite the suggested importance of therapeutic relationships and landscapes within nursing
practice, Moyle (2003) disputes these occur effortlessly. There can be several potential
difficulties in establishing and maintaining a therapeutic relationship with patients. These can
include failing to establish a connection or common ground to build upon, patientséwillingness
and readiness to engage (Ellis & Day, 2018), differences in values (Forchuk et al., 1998),
responses to communication for both the nurse and patient (Sheldon et al, 2006), conflicting
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personalities, and perceived attitudes of the nurse (Forchuk et al., 1998). Needleman (2006)
di scussasdblm 8)kas @roblematic beliefs and responses and how staff need to
identify their own personal and emotional schemas that may interfere in developing

relationships.

Power dynamics can negatively influence relationships (Mann, Matias, & Allen, 2014;
Pieranunzi, 1997; Simms-Sawyers, Miles, & Harvey, 2020). McCaffrey (2014) explored the
host and guest roles for mental health nurses, replete with hierarchy and power. Various
authors have historically theorised a relationship between power, oppression and mental
distress in psychiatry, nursing and wider society (Fanon, 1952/1967; Foucault, 1975/1977;
Hopton, 1995), persisting within current mental health care (Cheetham, Holttum, Springham,
& Butt, 2018; Horberg & Dahlberg, 2015; McKeown et al., 2020). Even therapeutic
relationships resonate with power, and such relationships can be a means for staff to exercise
control (Cutcliffe & Happell, 2009). Critical pedagogy questions inequalities of power, access
to knowledge and prevailing cultures: empowering people to resist their disempowerment

(Burbules & Berk, 1999; Freire, 2007; Rogers & Pilgrim, 2021).

2.5.5 Building relationships with people with a diagnosis of a personality disorder

The value of therapeutic relationships assumes particular importance when supporting
patients carrying a personality disorder diagnosis (Benefield & Haigh, 2020; Bowen & Mason,
2012; Jones & Wright, 2017; Livesley, 2003; Royal College of Psychiatrists, 2020; Sheridan
Rains et al., 2021; Skodol & Bender, 2016). In a study by Helleman, Goossens, Kaasenbrood,
and van Achterberg (2014), the patients who participated emphasised quality of contact with
nurses as the most important aspect of their care. Helleman et al. (2014) concluded that, due
to interpersonal hypersensitivity patients with personality disorder traits can experience, the
connection with nursing staff is vital. Having a strong connection can support a patient in
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working towards recovery and a positive quality of life (Benefield & Haigh, 2020; Katsakou &
Pistrang, 2017). The effectiveness of treatment can be hugely impacted by the therapeutic
relationship (Ramsden, 2018; Wenzel, Jeglic, Levy-Mack, Beck, & Brown, 2008). However,
poor relationships can reinforce patientsé psychopathology, causing further damage and

distress (Ramsden, 2018; Rapp, 2001; Ross & Goldner, 2009).

For patients with traumatic histories, building relationships and trust with others can be
particularly difficult (Bolton et al., 2014). For patients with traits of antisocial personality
disorder, developing relationships can pose significant difficulties (Kaylor, 1999; Ramsden,
2018). Hence, a greater emphasis needs to be given to this relationship in working with
patients with a personality disorder diagnosis as compared to other mental health problems
(Livesley, 2007). The therapeutic relationship can improve concordance and is part of the
common factor approach Livesley (2007) argues as the basis for the treatment of personality

disorder, yet there are few studies that review this.

More attention needs to be given to this relationship as every patient and each staff member
is individual, the dynamics in each relationship are very different making it impossible to
measure, resulting in gaps in the evidence base (McAllister et al., 2019; McAndrew et al.,
2014; Thomas, 2007). This relationship can be less therapeutic when there are notable
prejudices and negative attitudes towards patients diagnosed with personality disorder (Ross

& Goldner, 2009).

2.6 Conclusion

In this chapter | have accounted for the context important to consider for this study. Patients
are people who may need support at some point in their lives from mental health services.
Many will, as part of their treatment, be given a diagnosis of a personality disorder, which is a
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term that attracts much criticism. Student mental health nurses complete a professionally
regulated education and will spend 50% of their learning time on clinical placements. When
there, they are expected to spend time with patients, many with a personality disorder
diagnosis, support and help them work towards recovery or discovery. When patients and
students share time together, they interact, engage, and may form relationships, which are
potentially therapeutic. The necessary efforts required to craft such caring relations would

appear to have a strong temporal dimension, though this is under-researched.

The following chapter will now consider specific literature focused on studies exploring the

time patients and students share together on personality disorder units and what is already

known.
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3 Integrative review

In the previous chapter | explored relevant context by discussing the main concepts in this
study. | investigated each topic of relevance, personality disorder diagnosis, student mental
health nurses and time. It provided both general and focussed information by way of

introduction to the study area.

3.1 Introduction to the chapter

Here | present an integrative review of relevant literature, conducted systematically to inform
the research, including discussion of the specific literature explored and the strategy used to
gain such literature. The review also involved critical appraisal of included studies, using the
Walsh and Downe (2006) framework. The findings of this review are presented and discussed
with recourse to identified themes. The chapter concludes by suggesting the potential
contribution my study can make to the evidence base. The integrative review presented here

was published in the journal Nurse Education Today® (Jones et al., 2020).

3.2 Introduction to the integrative review

It is important to begin this chapter by addressing that in phenomenological studies the
participantso6 efropsothereeviderees simply govideb resonating elements
to demonstrate understanding and transferability (Dibley et al., 2020). The researcher brings
their own subjective experiences to bear within this interpretive and reflexive context, and is
typically cautioned to be mindful of the hazards of bias and undue influence (Holloway &

Wheeler, 2010). Therefore, prior consideration of various studies, already completed, can

39 Included in appendix 23.
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raise an immediate concern for some (Holloway & Wheeler, 2010). Moreover, in approaching
the literature (and the study) my location as an academic with specialist interest in the field
and respected practice experience and expertise with the relevant patient group, adds a
further layer of complexity to considerations of my positioning within phenomenological
inquiry. | already had a starting place and understanding of the area, or as Heidegger would

S uggefre-g@ao 6 n“dEmythé& Spence, 2012).

A case can be argued for the appropriateness of undertaking literature reviews in advance of
phenomenological studies. Walsh and Downe (2006) argue that conducting a literature review
is an essential component of the research process and it is important to conduct a review to
identify what has been done already; allowing identification of any gaps in the research area,
supporting the rationale for undertaking the intended research (Hart, 2018). There are some
who would argue that phenomenology does not fit with empirical research which is about a
personsod |ived experiences not a ¢ omp(8myihe
Ironside, Sims, Swenson, & Spence, 2008). However, it is an important part of conducting a
doctorate to ensure the particular focus of the research is original (Hart, 2018). Additionally,
Smythe and Spence (2012) argue the purpose of a literature review in hermeneutic research
is not only to show a gap but to provoke thinking. | have therefore conducted an integrative
literature review for this reason; to invoke thinking in the reader, in addition to move between
what | already know and what | am yet to know to enable me to deepen my knowledge and
understanding of the field. This involved a systematic search strategy to ensure a robust
exploration of evidence. The ability to include more diverse methodologies and combine
analysis is particularly important for a comprehensive overview of the literature and
understanding of the topic areas (Haracz, Ryan, Hazelton, & James, 2013; Whittemore &

Knafl, 2005).

40 As identified in chapter 1 and further explored in chapter 4.
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3.3 Integrative review

There are various types of literature reviews that can be conducted. An integrative review was
chosen as the focus was across different areas (time, student mental health nurses, patients,
and personality disorder) and methodologies. An integrative review utilises a systematic
method and thorough search strategy (Noble & Smith, 2018). Gildberg, Elverdam, and
Hounsgaard (2010) note analysing findings from a spread of methods can have limitations.
However, including diverse methodologies and analysis enables a comprehensive overview
of the literature and understanding of the topic area (Haracz et al., 2013; Whittemore & Knafl,
2005). Qualitative research has previously been excluded from systematic reviews, however

researchers are trying to move towards more inclusive reviews (Dixon-Woods et al., 2006).

The review followed appropriate principles from Joanna Briggs standards (Lizarondo et al.,
2017) and completion of a Preferred Reporting Items for Systematic Reviews and Meta-
Analyses [PRISMA] flow diagram (Moher, Liberati, Tetzlaff, & Altman, 2009; Page et al., 2021)
(figure 2). Medical Subheadings [MeSH] terms were utilised to ensure the search strategy was
robust . Thtei mesdenied anlexioofogical challenge in selecting appropriately alike
alternative search terms (see table 3). In addition to this, if the focus had been solely on either
guantitative or qualitative studies, important and enlightening papers may have been missed,
hence an integrative review was appropriate. Publications from peer-reviewed journals were
reviewed and a quality appraisal tool was used. Databases searched are included in table 1.

Inclusion and exclusion criteria were applied to ensure focus (see table 2).

Following Jensen and Laurie (2016), preparing the literature review involved circling back to
make adjustments, to refine the focus and confirm evidence. It can be difficult to maintain
focus and not get caught reading unrelated articles (Jensen & Laurie, 2016). In a reflexive
process, | continually made notes, recording my thinking on choices made for including articles
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or not. It is important to make notes of such decisions when searching literature (Jensen &

Laurie, 2016).

3.3.1 Aim of integrative review

To explore evidence about the time patients and student mental health nurses share together

on secure personality disorder units.

3.3.2 Resource searching

A combination of search terms were used, table 1 below shows the databases searched. To

supplement these searches, forward and backward chaining of reference lists were also

completed.

Table 1: Databases searched

Academic Search Complete

AMED - The Allied and Complementary Medicine Database
British Education Index

Child Development & Adolescent Studies

CINAHL Complete

Criminal Justice Abstracts with Full Text

eBook Collection (EBSCOhost)

Education Abstracts (H.W. Wilson)

Educational Administration Abstracts

ERIC

Humanities International Complete

MEDLINE with Full Text

PsycARTICLES

PsycINFO

SocINDEX with Full Text

Social Sciences Full Text (H.W. Wilson)

Ovid MEDLINE(R) Epub Ahead of Print, In-Process & Other Non-Indexed Citations, Ovid
MEDLINE(R) Daily and Ovid MEDLINE(R) 1946 to Present

69



3.3.3 Inclusion and exclusion criteria

Because such searching typically locates a mixture of relevant and irrelevant papers, inclusion

and exclusion criteria are required. To ensure appropriate papers were selected inclusion and

exclusion criteria were set (see the table below).

Table 2: Inclusion and exclusion criteria

Inclusion Criteria

Exclusion Criteria

Studies reported in English

Studies published from 1946 to the present
to ensure thorough searching and of older
texts

Studies using the terms identified in the
search terms tables

Boolean restrictions were used

Studies that focused solely on psychopathy
Studies that focused solely on adolescents
Studies that focused solely on therapeutic
communities, specific therapies or prisons
Studies that focused solely on addiction
Studies focused solely on self-harm or
suicide

Studies focused purely on other disciplines
other than nursing

Studies not written in English not translated
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3.3.4 Search terms

A search term diagram was completed to support the search strategy and to ensure a robust

search was conducted, based on Hart (2018).

Figure 1: Search term diagram

The terms in orange denote the primary search terms and the terms in yellow denote the
secondary search terms. | used this exercise to help visualise the search to determine search
terms. As there was a paucity of evidence surrounding the time patients and students share
together on secure personality disorder units, broader searching was required using the

secondary search terms.

TOPIC AREA

(6. ANTISOCIAL PD) 4, PERSONALITY
DISORDER

10. MENTAL HEALTH
T Tive \ .
9. FORENSIC \

7. PHENOMENOLOGY

(8. INTERVIEWS)

5. QUALITATIVE

Following this, Medical Subheadings [MeSH] terms were reviewed to ensure the search terms

were correct (see table 3 below*!). | then completed three searches, the first in Ovid 1946 until

41 In addition to more detail provided in appendix 3.
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31.05.17, an updated Ovid search from 2017 until 03.02.20 and an EBSCO search 1946 until
03.02.20. For each of these | completed narrowed searches using the search terms*. In
addition to this | also completed a study eligibility flow diagram (PRISMA flow diagram) for

each search. Figure two is the PRISMA diagram for all the searches completed.

Table 3: Search terms

Search terms

Time OR Interact* OR Engag* OR Trust* OR Relation* OR Allianc* OR Nurse-patient relation* OR
Therapeutic relation®* OR Therapeutic alliance OR Helping relation* OR Working relation* OR Helping
alliance OR Working alliance OR Professional relation* OR Professional-client relation* OR Student-Patient
relation* OR Dual relation* OR Client relation* OR Interpersonal relation* OR Therapeutic milieu OR
Therapeutic landscape OR Therapeutic environment OR Connect* OR Click* OR Talk* OR Temporal*
AND

Patient* OR Patient* OR Client* OR Service user*

AND

Nurs* student* OR Nurs* education OR Students, nurs*

AND

Personality disorder*

Additional search terms to refine searching

Mental health service* OR Psychiatric nurs* OR Psychiatric hospital* OR Psychiatr* Patient* OR Hospital*,
psychiatry* OR Mental institution*

AND

Secure OR Forensic OR Secure mental health OR Forensic mental health OR Forensic nurs*

AND

Qualitative OR Qualitative research OR Qualitative Stud* (to refine)

42 See appendices 4-6.
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] [Screening

[Engmnny

[Included

Figure 2: PRISMA flow diagram (All searches)

Records identified through

database term searching above

(n=9227)

v

Records excluded from
title searching and
inclusion/ exclusion

criteria
(n=8202)

Records shortlisted
(n=1025)

Other items from
forward chaining, back
chaining, books, online

resources
(n=254)

v

Records excluded/
duplicates removed
(n=637)

Full-text articles
assessed for eligibility
(n=388)

Excluded from full text
review and further
review of inclusion/

exclusion criteria
(n=605)

Additional studies
included in final
synthesis
(n=33)

Studies included in
themes discussion that
were discussion or
literature review papers
(n=4)
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3.3.5 Search outcome

A screening process was followed, reflecting the above inclusion and exclusion criteria and
applied first to the title and abstracts (please refer to above PRISMA). Following this, the
criteria was applied to the full papers. Once full papers were identified, data was extracted
using a proforma structured around the following headings: authors, year, country, service,
study type, sample, students, patients, time, therapeutic relationship, personality disorder,
theme. In addition to this, EndNote** was used to store the key papers and the key paper

table** supported thematic analysis of the findings.

Following the above process, 37 papers were selected, reviewed and discussed within the
integrative review included: 23 qualitative papers with approaches: phenomenology (5),
interpretative phenomenology (4), content analysis (2), journal analysis (1), phenomenology
discussion paper (1), participatory research (1), grounded theory (1), qualitative-visual study
(1) and generic qualitative methodology (7). There were 4 mixed methods, 3 cross sectional
studies, 3 survey studies, 2 discussion papers, 1 qualitative review and 1 literature review.
There were 15 studies completed in the UK, 5 in Sweden, 4 in America, 3 in South Africa, 3in
Australia, 2 in Denmark, 2 in Norway, 1 in Canada, 1 in Turkey and 1 in the Netherlands. The
discussion and literature review papers (4 from the 37) were included in a separate key paper
and quality appraisal process to ensure the robustness of the quality appraisal of this review,
however they have been included in the discussions of themes as they provide interesting
information that is important to review. The studies date from 1996 to 2020 with the majority

being published between 2010 and 2020%.

43 Referencing software.
44 Appendix 7.
45 Please refer to appendix 7.
74



24 studies explored the therapeutic relationship either initially or it was identified as a theme.
An additional 12 refer to interactions, communication or engagement. Only 1 paper specifically
explored time as a concept however this came up in the results of 9 other papers. Eighteen of
the studies were completed in mental health services. 16 were focused on secure care: 3 of
which looked specifically at personality disorder, another 2 papers also had patients carrying
a diagnosis participating or staff who were working with patients with a diagnosis of personality

disorder. 6 studies involved student nurses. 20 studies interviewed patients.

3.4 Quality appraisal

Quality appraisal is a process whereby the methodology, research design and findings from
research studies are assessed critically for their quality, clarity and comprehensiveness of
reporting (Petticrew & Roberts, 2006). Wa |l s h a n(2008paitwad appraisal framework,
based on a review of available quality frameworks and recognition of the complexities of meta-
synthesis, was utilised to review the research studies shortlisted*®. This framework is designed
primarily for the critical appraisal of qualitative studies, but is useful as part of an integrative

review, being concise, robust, and flexible.

Others have been criticised for being either too lengthy (Sandelowski & Barroso, 2002;
Spencer, Ritchie, Lewis, & Dillon, 2003) or lacking in robustness (Critical Appraisal Skills
Programme, 2014). It is, however, important to note, that there is no standardised tool free
from limitations (Walsh & Downe, 2006). As argued by Morse (2021), and Rolfe (2006),
particularly in relation to qualitative research, checklists and tools ignore the value of the
research and undermine their contribution. Hence my approach to use the Walsh and Downe
(2006) summary framework without the specific grading criteria (Downe, Simpson, & Trafford,

2007), feeling it was important to apply common sense (Morse, 2021; Sandelowski & Barroso,

46 See appendix 8.
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2002) and take caution not to reject studies purely on a grading system (Morse, 2021; Pawson,
2006). 1di d, however, make &i gmédd oijrbodegdditynferrciarityo f 6
and consideration. In addition to this, due to the large area reviewed, some studies were
discussion papers and quantitative papers and it was important not to dismiss them as their

conclusions were of relevance.

3.5 Themes

In reviewing the key papers, a thematic analysis process (Braun & Clarke, 2006) identified four
distinct but inter-related themes under which the reviewed studies will be discussed®’. | read
and re-read the articles, generated initial key themes (codes) across the papers, through
supervision reviewed the themes and began producing an analysis*® which subsequently lead

to the discussion below.

1. Ps¢dychosocial skillsbéo
2.Red ati onshipsb©d
B.En&i ronmentd

& mp a(evérdrching theme connecting 1-3)

47 Please refer to appendices 7-9 for further details about the studies being discussed and the appraisal

of their quality.

48 Please refer to appendix 9 for detailed consideration of the key papers which supported this process.
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Figure 3: Thematic map
The thematic map shows the interlinking nature of the themes identified in the integrative

reviewa nd H anw agiraddies all themes.

Impact

Psychosocial
skills

Relationships

3.5.1 Development of themes

To ensure rigour a reflexive process was undertaken throughout (Jensen & Laurie, 2016).
Findings of the articles were read, and notes made to identify common themes. A synthesis of

findings are provided below*. | provide a conclusion at the end to complete the discussions.

49 Detailed exploration of main elements of the appraisal and findings of each study can be found in
appendices 8 and 9.
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3.5.2 Theme 1: Psychosocial skills

The articles reviewed described a range of psychosocial skills all staff and therefore students
need to practice. These skills include: maintaining thoughtful professional boundaries, and the
development of self-awareness to monitor and manage the impact of countertransference and
interpersonal style (Bowen & Mason, 2012; Kurtz & Turner, 2007; Scheick, 2011). Managing
the impact of countertransference is of particular importance when supporting patients carrying
a diagnosis of personality disorder (Kurtz & Turner, 2007). A high proportion of patients
carrying a personality disorder diagnosis are supported in secure services, as well as local
inpatient settings (National Institute for Health and Care Excellence, 2009, 2013). Bowen and
Mason (2012) and Kurtz and Turner (2007) differentiate skills needed in secure services
compared to non-secure services (Cleary, Hunt, Horsfall, & Deacon, 2012), emphasising skills
to manage security, such as maintaining boundaries, rather than communication and personal
skills, referred to in Cleary, Hunt, et al. (2012) review of acute adult services. Ketola and Stein
(2013) found that if student nurses developed such listening, communication and self-reflection
skills on their placements they were able to be empathic of patients thus enhancing the time

spent together, which enabled the students to grow, personally and professionally.

Bowen and Mason (2012), although having a large sample of nurses completing their survey,
did not explore the thoughts of patients about the skills needed by staff, as is missing from the
other studies in this theme. Bowen and Mason (2012) al s o @rowsmna@l i twth
® s y ¢ h o @mauedtignéble decision, though they do explore their rationale for this in the
background. Kurtz and Turner (2007)f ur t her address requisite
study, to explore necessary supportive systems in order for staff to cope, including coping with
reported feelings of vulnerability. This includes good multidisciplinary working and group

supervision utilising a reflective approach. Reflective discussion was recommended in
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Oostvogels, Bongers, and Willems (2018) study to enhance compassionate behaviour of staff

working with patients carrying a personality disorder diagnosis.

Yildiz (2019)hi ghl i ght studentsd need for supervi
barriers when caring for patients and experiencing the effects of countertransference. Having
the skills to manage the impact of various interpersonal dynamics is common across both Kurtz
and Turner (2007) and Scheick (2011) papers. Scheick (2011) complex mixed methodological
study specifically considers the impact of countertransference in mental health services and
how self-awareness and mindfulness are key areas for students to explore. In using a template
designed by the aut hor-mbonhoecoumtertrathedenehce Wwas enhanded

and had a positive effect on their learning and thus their practice.

3.5.3 Theme 2: Relationships

The second t heme ei @é¢ n woSadh humgngadations ate made through our
communications and interactions with others in our lifeworld (van Manen, 1997). Building
relationships within mental health care, and especially in working with people with a personality
disorder diagnosis, is vital. The articles reviewed considered aspects of relationships such as
attachment styles and seeing the person. Aiyegbusi and Kelly (2015) and Evans, Murray,
Jellicoe-Jones, and Smith (2012) discuss the importance of staff being aware of attachment
styles of the patients they are supporting, when building relationships. Aiyegbusi concluded
that training should be accessed by staff to build resilience and increase awareness of
attachment processes, which will enhance understanding of the patient. Indeed, developing
an understanding of the patients is also important for student nurses (Johansson &
Martensson, 2019). Aiyegbusi integrated a Delphi study with a phenomenological approach
with patient and staff participants. Some research phenomenologists would propose that

phenomenology should not be part of a mixed method approach which risks detracting from
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the authentic nature of lived experience (Moran, 2000). However Mayoh and Onwuegbuzie
(2015) argue that phenomenological methods work extremely well as a component of mixed
methods research. Jenkins and Coffey (2002) also completed a mixed methodology approach
highlighting the importance of the therapeutic relationship in often complex situations and how
education and preparation should include reference to the value of this relationship. McAllister
and McCrae (2017) ask for more emphasis of therapeutic engagement in nurse education.
Rask and Brunt (2006) also recommend priority for skills training to promote effective

interactions, aligning with theme one.

Bacha, Hanley, and Winter (2019) conclude that services should be focused more upon care
rather than power and control. Equally, Evans et al. (2012) and Gildberg et al. (2010) found
that being mindful of relationship security including managing risk and maintaining boundaries
was significant. Evans et al. (2012) do, nonetheless, discuss the impact of seeing the person
and being present when spending time with patients, which is also highlighted by Salzmann-
Erikson, Rydlo, and Wiklund Gustin (2016), Shattell et al. (2007) and Walsh (1999). Unlike
Walsh (1999), Langley and Klopper (2005) interviewed both patients and staff to ensure
experiences were gained from both parties involved in the relationship. They highlighted trust
as being a foundation for any relationship. Cameron, Kapur, and Campbell (2005) stress the
importance of getting to know individuals, in addition to considering countertransference, for
optimising therapeutic relationships between patients and nurses, improving interpersonal

experiences.

Three of the studies explored student nurses experiences of the therapeutic relationship,

including the i mpomtoa maé (JahdnastndlMariemsgpn, A0AD Jortes 4

& Wright, 2017; Looi, Savenstedt, & Engstrom, 2016). It has been noted more broadly that
patients often value ordinary talk and interaction (Cleary, Hunt, et al., 2012), and this may even

be associated with distinct therapeutic gains (Lakey & Orehek, 2011). New sociological interest
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in the mundane materialities of care emphasises the importance of such, often taken for

granted, aspects of the everyday, and their impact on relationships (Brownlie & Spandler,

2018; McKeown et al., 2020). Jones and Wright (2017) f ound t hat studentsd p
building a relationship with patients carrying a personality disorder diagnosis were impacted

upon by other staff. However, despite other staff @ | oudi ng t h,¢he studgnts daggme nt 6
the importance of seeing the person rather than the diagnosis. The students in Johansson and

Martensson (2019) study also saw the value of getting to know the patient to create good

relationships, which can only be done by spending time together.

3.5.4 Theme 3: Environment

The impact of the environment on interactions is important within mental health care to ensure
patients feel valued and that students and staff have the time to spend with patients. In this
sense, the environment comprises an amalgam of material and psychosocial attributes, or
& i ved (spatialitye(dan Manen, 1997). Patients in two focus groups in the Long et al.
(2012) study highlighted the importance of hope, engagement in treatment and developing a
sense of self-worth as essential to a positive treatment milieu. Shattell, Andes, and Thomas
(2008) found that a key environmental element relevant to nurses was the therapeutic
relationship, as discussed in theme two, however the patients in the study did not discuss the
relationship at all. The patients found that their caring experience was derived from other
patients in their environment rather than nurses. Their experiences of the mental health unit
were not described to be a therapeutic milieu; patients felt bored, that their needs were unmet,
and the environment was not only ineffective but harmful. These findings align with Mollerhoj
and Os Stolan (2018) st udy , i n | mp e(cetowd), emmaze patients felt dehumanised.
In Horberg, Sjogren, and Dahlberg (2012) study, patients were lacking meaningful

relationships and having to adapt to demands of staff, v i e weod-c arsi despife,a
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compassionate approach being a central component to the Nursing and Midwifery Council

proficiencies for nurses (Nursing and Midwifery Council, 2018b).

Though the respective caring environments are complex, internationally there are certain
common features, spanning America (Shattell et al., 2008) Australia (Cleary & Edwards, 1999),
UK (Chandley, 2000; Long et al., 2012; Reavey et al., 2019) and Sweden (Hérberg et al.,
2012). Cleary and Edwards (1999) found both patients and nurses identified that because
nurses are busy, other pressing tasks take time away from relational support. These findings
intersect with Chandley (2000) enquiry into the impact of the experience of passage of time in
a secure hospital for patients and staff; with the time staff spend with patients objectified as a
commodity. In Looi et al. (2016) Swedish study the provision of nursing care based on
therapeutic relationships need not be a challenging task, but it takes place in a complex
environment with a propensity to make easy things complicated. Reavey et al. (2019)
concludes that by increasing a greater sense of physical movement and liberty there can be
improvements in the therapeutic landscape, and thus reversal of any effects of narrowing
patients6 sense of agency. Environment s

designed based on mapping of relations and patientsé exper i ences.

3.5.5 Overarching theme: Impact

Patients emphasise the impact of trust, empathy, understanding of historical experiences, and
positive perceptions and interactions in their time with staff. Bressington et al. (2011) and Lord,
Priest, and McGowan (2016) both refer to the impact a positive social environment can have
for patients (Shattell et al., 2008) which ultimately aids in the development of therapeutic
relationships (Long et al., 2012) and higher levels of satisfaction of their care. Other factors
that enhanced patientsd sati sf aom stalf fMacknees et

al., 2014) and a recovery-focused approach that conveyed hope and sense of common
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humanity by dual sharing of self (Borg & Kristiansen, 2004). In contrast to such approaches,
Wright, Haigh and McKeown (2007) refer to dehumanising factors affecting those carrying a
personality disorder diagnosis. This aligns with the experiences of patients in secure services,
as explored by Mollerhoj and Os Stolan (2018) who found that patients in secure services
specifically, can feel dehumanised and monstrous, and other commentators on secure care
have noted staff may react in ways that reflect such constructions of the monstrous other
(Jacob et al., 2009). Interestingly Borg and Kristiansen (2004)u s e t h b u tna nasmdogsd
Walsh (1999). In this context, humanity implies factors such as just being with people, sharing
common ground, being human, and respectfully recognising and responding to difference
(Rashed, 2019; Wright et al., 2007). The respective authors suggest such basic human
concern for patients and associated support and interaction should be at the forefront of any
student, nurse/ staff and patient encounter, as referred to by Mollerhoj and Os Stolan (2018)
and Eldal et al. (20199 who6s participants were patients. The
the impact of being recognised as a person. Walsh (1999) interviewed nurses, not patients,

limiting full understanding of the encounter as only exploring one side of the relationship.

The patients in Borg and Kristiansen (2004) study discuss developing relationships based on
@ o mmo n f,which iDats@ndted in theme two (Jones & Wright, 2017). Patient participants
in the Schafer and Peternelj-Taylor (2003) study offered a multidimensional view of time. The
time nurses spent with them was perceived as indicating a measure of their personal value.
They also felt time was used by the staff to assert their power, mirroring aspects of Chandley
(2000) findings regarding temporality. Certainly, van Manen (1997) offers reflection that the

way we experience constraints and demands imposed by time can influence how we feel.

Muller and Poggenpoel (1996) f ound t hat interacti ogosdmentat h nur s
healinhd® he patients. The majority of the above st

of care from nurses, explored mainly with interviews, with the exception of Maclnnes et al.
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(2014) and Bressington et al. (2011) who completed surveys. Although useful as a research
approach, it may be useful to combine surveys with other more qualitative methodologies to
allow for an exploration of issues in detail (Munro & Baker, 2007). Particularly when exploring
a personds experiences, interviews canMasmhhbl| e pa

& Rossman, 2011; Peyrovi, Yadavar-Nikravesh, Oskouie, & Bertero, 2005).

Mukumbang and Adejumo (2014)e x pl or ed patientsd experiences of
nurses, which considered how they identified the students, for example by their badges or if
they introduced themselves; and their perceptions of them whether positive or negative
because of this. Their experiences varied greatly, though self-introduction was seen as
important. Mukumbang and Adejumo (2014) highlight that previous studies exploring
interactions between patients and students have focused on the experience of students rather

than patients, hence, wider exploration is needed.

3.6 Conclusion

This integrative review highlights that matters of trust, empathy, understanding of historical
experiences, positive perceptions and interactions with students and staff are deemed
important for all patients, not just those who carry a personality disorder diagnosis. The impact
of the environment on those interactions can have both negative and positive implications,
especially relational components of the environment. In addition to this, the skills needed for
students, in services, including being mindful of professional boundaries, and impact of

countertransference and interpersonal style are also evident in the literature.

A positive environment with consideration of time and focus on seeing the person, can lead to
the development of therapeutic relationships with patients carrying a diagnosis of personality

disorder. Student nurses attempting to build such relationships need to be mindful of patients
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and their own attachment experiences, as well as the impact these can have on experiences
of countertransference. It is important for student nurses and staff to be aware of the supportive
i mpact of positive envédweaermydtagarssokaenfetofnitow and

identity; making a person feel human in potentially dehumanising places.

Oi

ng

0

This revi ew mar shal sé contributions t o knowl edge

preparation/ education in appropriate skills. Such impacts are relevant for wider nursing
education, particularly given the focus on communication skills and relationship building in the
Nursing and Midwifery Council proficiencies in the UK, and thus, this review has broader reach
than the specific groups identified (patients carrying a personality disorder diagnosis and

student mental health nurses).

This chapter has highlighted a robust searching strategy completed to identify the specific gap
in the research field and relevant methodologies. Furthermore, the papers selected for
inclusion within the review have been critically appraised for quality and subject to analytic
synthesis resulting in articulation of the themes. The review highlights that no papers have
looked at the experiences of students and patients and the time they share on secure
personality disorder units suggesting an area in need of exploration. As identified as a key
marker for quality in qualitative research; the topic is worthy of exploration (Tracy, 2010). As
highlighted, there is a gap in the literature exploring the topic area, hence my study is unique,

enabling the contribution of new knowledge to the current body of evidence.

The methodology chapter will now follow where | re-present the aim of this study and discuss

an appraisal of the underpinning methodology in order to achieve the stated aim of the project.

| discuss hermeneutics, the chosen approach, for which a rationale is given.
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4 Phenomenology as methodology

In the previous chapter | considered specific literature related to my research question which
followed the context of the research areas. The main themes arising from the literature were
hence discussed following an overview of the robust literature search strategy and appraisal
of literature. Th e s e Rveyweh ds oc iR&ll ags k iglElOdd p e, maimdpdadthe 6
review highlighted a gap in current knowledge about the experiences of patients and student
mental health nurses of the time they share together on personality disorder units identifying

need for further research.

4.1 Introduction to the chapter

In this chapter, | re-present the aim of the study and discuss an appraisal of the underpinning

methodology and potential to achieve the stated aim. | give an overview of phenomenology,

with an emphasis on hermeneutics and rationale for this chosen approach.

4.2 Research question

The research question was: &hat are the lived experiences of the time patients and student

mental health nurses share together on secure personality disorder units for men?6

4.3 Aim
Thisstudyaimed:6 To il |l uminate the |ived experiences
health nurses share togetheronsecureper sonal ity disorder units
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4.4 Grounding stance

This study aimedt o expl ore the participantsd forinedbyd exper
a phenomenological perspective (Dowling, 2007). By exploring and interpreting the
experiences of the participants | hoped to illuminate the phenomena/s present (Tuohy,
Cooney, Dowling, Murphy, & Sixmith, 2013) which made phenomenology a fitting underpinning
philosophy. The experiences of participants cannot be studied by quantitative research
because it is highly subjective and needs to be interpreted (Peyrovi et al., 2005). However, as
Rolfe (2006) states the distinction between qualitative and quantitative paradigms is unhelpful,
as there is no single paradigm. Equally Benner (1994) posits that the debate between
subjective and objective paradigms or qualitative or quantitative methods is fruitless.
Nevertheless, it is important to consider the stance of research to ground the study.
Consideration of epistemology was explored to develop my knowledge and understanding,
such writings are included in the appendices®, by way of providing context behind the thinking

process.

It has been recognised that mental health nurses tend to gravitate to more qualitative research
methodologies (Cutcliffe & Goward, 2000). My way of thinking guided my research choice
(Dibley et al., 2020), or as Smythe (2012) states the methodology chooses you. Mental health
nurses form interpersonal relationships with patients in an attempt to gain a sense of their
world, they use themselves in their role (Freshwater, 2002; Travelbee, 1969), and they accept
the uncertainty and individuality of the patients they work with, which is akin to a
phenomenological approach (Cutcliffe & Goward, 2000; Morck, 2016). It is therefore implicit
that | would be drawn to such research (Dibley et al., 2020). Nurses may already align
themselves phenomenologically, as understanding each patientsélived experience evolves

from nur se6s (Fioch2004 liopea & Wilisn2004). Ontological hermeneutics, in

50 Appendix 10.
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particular, merits being at the heart of mental health nursing which aims to understand the
being of people (Chang & Horrocks, 2008; Holm & Severinsson, 2011). Hence my approach
is to consider philosophical underpinnings alongside nursing and such literature in this chapter

as it is nursing research.

We are interpretive beings and always already there (Heidegger, 1927/2019). We constantly
interpret the world we engage with and meanings are only constructed when we encounter
them (van Manen, 1990). Hei degger 6s phil os ophylLaverty, 2GD3),

exploring the meaning of being:

ont ol «

60ur provisional aim is the interpretation

under standi ng wh gHesleggey ¥P7/2019, p.14/89) ng . 6

As stated by Dibley et al. (2020) dwumans are self-interpreting beings that make sense of our

world through our experiences and interpretationsofitdé ( p. 114) . dgnunderlyibighe par

this research is interpretivism. Nursing particularly is an interpretive practice (Benner, Tanner,
& Chesla, 2009). However, there is much debate surrounding paradigms and various terms
used interchangeably, including constructionism, constructivism, subjectivism and
interpretivism (Creswell, 2017; Crotty, 1998; Guba, 1990; Lincoln & Guba, 2000). Therefore, |
focus on phenomenology as methodology and hermeneutics in this chapter, while referring the
reader to such discussions on terminology included in the appendices®. | will now explore

phenomenology and hermeneutics in more depth.

4.5 Phenomenology as methodology

@ h e n o me n detivesdrgnd the Greek words phainoemn and logos meaning appearance

and reason. To bring into the light (Heidegger, 1927/2019). The term was used widely by

phil osophers such as Kant and Hegel, though Hus s

51 Appendix 10.
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(Dowling, 2011). Moran (2000) describes phenomenology as a historical movement

@xemplified by a range of extraordinarily diverse thinkers6 ( p. Xxi v ) .

It is widely accepted that phenomenology is difficult to understand (Cohen & Omery, 1994,
Corben, 1999; Ihde, 2012; Merleau-Ponty, 1945). Phenomenology has meant many things to
many people in that it has become difficult to define precisely (Ihde, 2012). For some, it is more
a style of thought and is open ended, hence a final definition is problematic (Moran, 2000).

Even Merleau-Ponty (1945) questioned if phenomenology deserves discussion as a

philosophy that c a n npe.t MeriafPonty,eSarte tarsd ORicoew mMmades ¢ o

phenomenology more accessible and engaging, helped by its translation from German
(Dowling, 2011). van Kaam and Scheler are further phenomenologists often missed in the
history of phenomenology. van Kaam who crossed over from philosophy to research and
Scheler, could be described as the number two phenomenologist rather than Heidegger,

according to some (Dowling, 2011).

As t he pthenmmé nis isedgmthin philosophy and also within research (Mackey,
2005; Reiners, 2012), it can be challenging for new researchers, academics, and health care
workers. Some would argue that phenomenology is not a research methodology and to do so
changes the meaning of phenomenology (Crotty, 1996; Moran, 2000). Neither Husserl or
Heidegger aimed to produce research methodologies specifically, they were philosophers
(Dibley et al., 2020; Dowling, 2007; McConnell-Henry, Chapman, & Francis, 2009). It may even
been seen as more than a philosophical system, and most certainly a doctrine, and as a
dno v e mamitsddf (Merleau-Ponty, 1945). Nevertheless, it has become an increasingly

popular research approach in nursing (Benner, 1994; Tuohy et al., 2013).

Despite such a connection for nurses and phenomenology, there has been criticism of nurse

researchers for doing phenomenological research without understanding phenomenology,
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betraying its fundamental concepts (Crotty, 1996; McNamara, 2005). However it can be a
valuable research methodology with many strengths (Lewis-Hickman, 2015).
Phenomenological researchers can use their personal interests and motivation to support the
completion of the study (Maxwell, 2013). This human factor is the greatest strength of
phenomenological research while some argue also being the fundamental weakness (Lewis-
Hickman, 2015). Potential bias is often raised as a weakness of interpretive phenomenological
studi es, however i n Ibé rassteeringepretation obtheueddarehsandtah i s 6

core component (Carman, 2003; Neubauer, Witkop, & Varpio, 2019).

There are many writers of phenomenology from Husserl (1859-1938) to Heidegger (1889-
1976) and more recently van Manen (1942-present)®? (Caelli, 2000). Descriptive (Husserl) and
hermeneutic or interpretive®® (Heidegger, Gadamer), are the two main phenomenological

approaches (Duckworth, 2015).

Unlike other forms of research, phenomenology is not about proving something, it is about

provoking thought (Smythe etal., 2008). T@® under stand the complex nat
questions must be addressed as to how (3®wthaander st
et al., 2008, p. 1391). Hei degger was interlkst bdmidisntabkhisat it
phil osophy back a step from Husserl|l whobeidg d not

h u maigindportant because it looks a tu s@dd our experiences, which is what my study aimed

to explore.

On the opposing side (as some would argue (Crotty, 1998; Guba, 1990)) are positivistic views,
where randomised control trials often sit, focused on gaining statistical differences (Crotty,

1998). As argued by Rolfe (2015) nursing made a wrong choice in opting for the social science

52 Further exploration of such phenomenologists can be found in appendix 11.
53 Terms often used interchangeably.
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research paradigm which has been detrimental to good practice, due to the focus on technical
and generalisable knowledge rather than patients. Phenomenological studies explore a small
number of participantséexperiences, their raw narratives. It gives the why, the feelings behind
experiences, rather than just a yes or no or numerical value, which in mental health care is in
opposition to the notion of person centred care (Cutcliffe & Goward, 2000). As argued by Dibley
et al. (2020) reducing a person to measurable units disregards their own context of possibilities;

their complex, colourful and rich lives.

Phenomenology means letting things become manifest as they are and letting things show
themselves (Naden, 2010). The things themselves means getting to the essence of experience
itself (Dibley et al., 2020). Essentially, phenomenol ogi cal res
experiences in order to bring out/ uncover and illuminate a phenomenon (Benner, 1994; Dibley
et al., 2020; Duckworth, 2015; Smith, Flowers, & Osborn, 2009). In order to fully explore a
personb6s experiences, ' i ved and dsserntial (Creswellp he no me

2017).

As this study is not only about understandi ng t he participants6é storie
about my interpretation of them, a hermeneutic approach is ideal (Chang & Horrocks, 2008).
In hermeneutic research the values of the researcher and participants, impact on all aspects
of the research, it is important to acknowledge this (Morgan, Felton, Fulford, Kalathil, & Stacey,

2015).

4.6 Hermeneutic phenomenology

Her meneutics is the philosophy of hiemtmembchetbat i or
refers to explanation or interpretation (Moran, 2000). Like Hermes interpreted messages from

the Gods. It is strongly associated with language and the written word (Naden, 2010). It moves
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beyond description (that of Husserl 6s descripti
meanings embedded or hidden in life experiences (Lopez & Willis, 2004). Hermeneutics is
complex and traces back to Schleirmacher in the 19" century, who defined hermeneutics as

the art of understanding (Palmer, 1969).

Hermeneutics was not originally proposed as a way of doing research, it is an explication of
human existence (Palmer, 1969), a way of understanding the world we are situated in, as
humans (Dibley et al., 2020). Though it is not specifically intended for applied research, it can
be used as a foundation to inform rich, meaningful and insightful research (Crowther &
Thomson, 2020; Thomson, 2011). A hermeneutic methodology aims to reveal and enhance
human experiences of understanding (Thompson, 1990) and to explore what it means to live

experientially at a specific point (Dibley et al., 2020).

Diekelmann, Benner and Allen among others, were pivotal in bringing hermeneutics into
nursing research (Benner, 1984/2001; Dibley et al., 2020). Through hermeneutics, the nurse
can gain an understanding and interpretationo f pat i ent s 6 VRnthy2®@),thahd bel i
may be hidden or overlooked (Dibley et al., 2020). Our historical and cultural situatedness of
our social environment is important to how we understand hermeneutically (Dibley et al., 2020).
Hence, | have supported people carrying a personality disorder diagnosis and spent time with
patients as a student and nurse, and then since supported students. My pre-understandings
are present and therefore reduction is not possible®, thus an interpretive phenomenological
approach was essential. | believe we are continuously interpreting our experiences, when we
contemplate our experiences; we are automatically interpreting what it is we have seen, heard,

or felt.

54 See Husserl in appendix 11.
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My study amedt o expl or e, understand and interpret p

describe them; it seeks to go further than description. The hermeneutic approach attempts to
understand phenomena not just explain it. Mental health nursing is dependent on the
develo p me n t of her meneutic understanding of

(Holm & Severinsson, 2011). However researchers must make the underlying hermeneutic
philosophy clear rather than minimally addressing or simply describing the methodology to

avoid criticism (Chang & Horrocks, 2008).

Hermeneutic phenomenology as a research methodology can be a powerful approach to use.
A main weakness, albeit strength, lies in the interpretation, each researcher can interpret
findings differently (Moule, Aveyard, & Goodman, 2017). It is therefore crucial to ensure this is
clearly stated and acknowledged (Dibley et al., 2020). The approach is interpretivist and |1, the

resear ch ehéresearoh inéaddition to the participants®®.

| now consider hermeneutic philosophers Heidegger and Gadamer and some of their core

concepts of relevance in this study.

4.7 Heidegger, chosen underpinning approach (1889-1976) (Interpretive hermeneutic

phenomenology)

4.7.1 Language

Philosophers have long debated the ontology of language and the role language plays

(Santana, 2016). McConnell-Henry et al. (2009) claim that Husserl and Heidegger are difficult

to read because of the dense language, invention of language, in addition to the variances in

55 Interpretive analysis is discussed in depth in chapter 5.
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translation. Such is reported on many occasions (Cerbone, 2008; Dibley et al., 2020).
Hei deggerds writings are complicated and compl e:
language as a barrier (Moran, 2000). Dreyfus (1991) however, as personally resonates, would
choose to believe that he found language restrictive in expressing what he aimed to and
therefore developed language to best express himself. Dreyfus argued that if Heidegger could
have used more understandable terms/ ways to describe what he was talking about, he would
have (Dreyfus, 1987). He suggests that at Heideggerds ti me
describing the way everything is when it is going well, and that it is the right vocabulary and is
elegant once you understand it (Dreyfus, 1987).

€ réading Heidegger is not easy, but the insights gained are worth the effort. (&mythe

& Spence, 2020b)
Language does not correspond with r e a(Blatthey, , henc
2006; Dreyfus, 1987). Cerbone (2008)posi t s t hat Hei degger 6s writing
is precisely the state Heidegger wants to cultivate, and without being sufficiently perplexed we

are not ready for philosophy.

I n addition to Heideggerds use of |l anguage, many
however cautiously, due to the array of language used and, as Dreyfus (2007d) refers to, have

often been translated incorrectly, in his opinion. A further caution as indeed a thought in
phenomenweofynddin texts onl (Merleab-Ronty, 8045, m vi). i nt o
Each transl ator interprets Heideggerds wmor k, as

possibly taking the meaning further away from what was intended.

Dreyfus (2007d)al so speaks of Heideggerdés own contradic
of things. Dreyfus himself, a well-regarded teacher of Heideggarian concepts, humbly amends
his commentaries once he further understands Heidegger over three decades. Such is true to

Husserl 6s devel opment it uMonad 2000y IgheraforelproMdaeiard e gger 6
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overview of my understandings at this time of Heideggarian concepts, without the statement
of absolute truth to my understandings as an early researcher rather than practiced
philosopher. Also acknowledging that any conclusions in hermeneutic phenomenological
research are not final or fixed, there is the possibility of new interpretations over time
(Gadamer, 1967/1976). We are never experts in hermeneutic phenomenology, we are always

becoming (Dibley et al., 2020).

472 Hei deggero6s influences

Heidegger (1889-1 96 7) was a Ger man phenomenol oigalways. He b
al r e ad yandtwe,eas luian beings create meaning (Carman, 2003; Moran, 2000). He

was a former student of Husserl*® and questioned his reductionist attitude (bracketing/ epoch).

The core difference between Husserl and Heidegger is bracketing, Heidegger did not believe

that humans can bracket their previous experiences (Heidegger, 1927/2019). His seminal work

Being and Time (Heidegger, 1927/2019), was consi dered as a betrayal
of phenomenology, it is however regarded as one of the most important philosophical texts of

the 20™ century (Blattner, 2006; Wrathall, 2005). Like Nietzsche, Heidegger wished to call the

whole Western metaphysical tradition into question (Palmer, 1969).

Rolfe (2015) proposed that Being and Timewa s wraist taenr @dacti on to Dilth
put phenomenol ogy on a (p.d44). Hedagher was foaused onfthec f oot
ont ol ogi c alb enmeaagnbtemprgtationfthatdeads to understanding, far from scientific

rationalism (Carman, 2003; Dibley et al., 2020). Heidegger considered thoughtfulness as a

mindful, caring, wondering about life and experience (Duckworth, 2015; Wright, 2013). He

looked for the thought behind thoughts (Polt, 2005). He wanted things to reveal themselves

(Bakewell, 2016). Heidegger was an existentialist philosopher, like Nietzsche (1844-1900) and

56 See appendix 11 for exploration of Husserl.
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Kierkegaard (1813-1855), who he was heavily influenced by (Moran, 2000). Karl Jaspers is
viewed alongside Heidegger as a founding father of existential philosophy, though Heidegger
resented being referred to as an existentialist and Jaspers, resented being referred to
alongside Heidegger (Mundt, 2013). Heidegger was also influenced by the hermeneutic
writings of Schleiermacher (Healy, 2011). Importantly, Heidegger was heavily influenced by
Aristotleds writings, who argued that perception

experiences of the world (Healy, 2011).

Heidegger, stood apart from other philosophical stances (Dibley et al.,, 2020) and took
Husserl 6s views deep eontemplatitgs ous éxpedencesswe meel or e
understand the lens we experience things through. He questioned what it means to exist, what
it means to be human. This took Decartes questions deeper, before you find you are a thinking

thing, you exist, you are deing-t h e (Daséin).

4.7.3 Dasein

Hei degger warthed qtue st dionne od t {Heideggeralf27/a0d9, mf Bei n
19). Dasein is the notion of the existence of being. | t beegtnls e fde@ng present or
deing-in-the-w o r Mwtich is interlinked/ joined (Carman, 2003). There is no separating Dasein
and the world (Dibley et al., 2020). Dasein exists because we ask, we already possess an
understanding of being (Cerbone, 2008). Some interpret Dasein as human being or human
subject (Critchley, 2020; Dibley et al., 2020; Stewart, 2012), and although Dreyfus (2007¢)
states Daseini s s dénd Heidegger thought that there is not anything but people who have an
interpretation of what it is to be a person built into their practices, it is more complex than
meaning human being. Heidegger used a term without prior connotations or ideas that would

only serve to distract (Cerbone, 2008).
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Dasein is a being that relates itself to/ toward itself, taken from Kierkegaard (Dreyfus, 2007e).
Other texts (Cerbone, 2008) state that Dasein takes a stand on itself, or that being is an issue
for it. Dreyfus (2007e) states it is misleading, as it makes you think Dasein is worrying, which
it can but Heidegger meant that it is about relating to what it is to be Dasein, or to have an
understanding of being. Being is to ask questions and to be constantly engaged (Blackburn,

2008).

Dasein is interconnected with the world and being-in-the-world temporally (Cerbone, 2008;
Heidegger, 1927/2019). Dreyfus (2007c) describes getting Dasein gradually, from when you
are born, to gain enough familiarity to have a world. The world is an interconnected context of
involvements that gives meaning to everything encountered (Molloy, Bankins, Kriz, & Barnes,
2020). As described by Heidegger (1927/2019, p. 7/27):

ms el f an

6This entity which each of us i [
I denote I

possibilities of its Being, we siar
Our being-in-the-world is always a matter of care (the care structure®’), which includes facticity
(t e v @ohosrdives that we cannot change, like where we were born, our thrownness in
to the world, our familiarity with the world); fallenness (how we exist inauthentically, doing what
@ he aloe®);6and existentiality or understanding (authenticity; l'iving t owar ds
potentials) (Heidegger, 1927/2019). These three elements mirror the fore-structures; fore-sight
(past), fore-having (present) and fore-conception (future) (Heidegger, 1927/2019). Though

Dreyfus (2007c)cr i ti ci sed Hei deggero6s wuse of these term

already laid out in Being and Time.

Hei degger 0s p henomen ohology yof evesydayndsg theg $hewing el
interpretation of Dasein® n it s aver ag éHeideggers1927/a0LN . 46838) and

its encounters in the world (Cerbone, 2008; Dibley et al., 2020; Dreyfus, 2007e). As Dasein,

57 See appendix 1 for a visual representation of the care structure.
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we are always being-with others and those experiences give meaning to us. To exist is to exist-
with. We always inhabit a shared world (Smythe & Spence, 2020a), and the way we exist in
the world is always structured and influenced by others (Dreyfus & Wrathall, 2008). We are,
by nature, social beings who share a world, time and space with others, some near and some
far (Crowther & Thomson, 2020). On the ontological level, just as Dasein is never without a
world so too it is never without others (Heidegger, 1927/2019). 6 Dasei n i s es
sake of(p.d23/a6d) ashérs matterto us (Heidegger, 1927/2019). Our relation to others

isunderstood under t b a r(siEitudep where ih beiing-with we leap in for the other

senti a

(Moran, 2000). This kind of solicitude takes over,take s away or domi nieetee s,

is also the possibility of a kind of solicitude which does not so much leap in for the other as

| eap ah e aidleapsforthhandnilderates (Heidegger, 1927/2019, p. 122/158).

4.7.4 Authenticityand Hei degger 6s involvement with

Authenticity as a term is used in many contexts that poses difficulty in confirming a definition
(Golomb, 2012). In addition to Heidegger, other philosophers and psychologists explored what
it means to be authentic, including Maslow, Kierkegaard and Sartre (Golomb, 2012).
Heidegger moved beyond traditional definitions (Dibley et al., 2020). Being authentic, in a
Heideggarian sense, is @haracterised by minenessd as dts own most p o s s iorb&bmgething
of its own§ it is a way of being in the world (Heidegger, 1927/2019, p. 43/68):

@Authenticity is about our approach in the world and the challenge of bringing ourselves

back from the lostness in the oned(Riahi, Thomson, & Duxbury, 2020, p. 1222)
Heidegger (1927/2019) wrote about being caught up in the world and ignoring our Dasein,

whi ch h e at &k hsheradwed are rendered inauthentic (Mulhall, 2005). Other

phil osophers may i nfer tfhaa thsedhmembee of ghe Nazilpartyns e | f

(Moran, 2000; Sheehan, 1993). Hei degger 6s involvement wit

historical time when philosophy and politics intersected (Sluga, 1993). There are critics of
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Heidegger and his philosophy purely based on his involvement with the Nazi party and debates
persist on the impact of his political affiliation on his philosophy (Dibley et al., 2020; Sheehan,
1988). Recently Randall and Richardson (2021) caut i on t hat Hei degger 6s ¢

danger ous and nurse researchers should reject Hei

An alternative view is that his symbolic gesture was a survival tactic (Dibley et al., 2020) and
the critique should lie with his behaviour rather than his writing (Smythe, 2011). Although his
political history is important to be aware of and always remain open and vigilant to, | am
focused on his philosophical notions which provide invaluable depth to my research. While

acknowledging concerns raised.

When inauthentic we are conforming and adopting what others do without challenging why. By
doing this every day we experience a state of fallenness (Moran, 2000). By the individual taking
more agency over their life and questioning what they do; they are making their own decisions
and being authentic. Sartre said that any meaning your life has, has to be given it by you (Onof,

2018).

From inauthenticity and experience of angst and a loss of self, comes a strive for authenticity
to fulfil our own potential (Thomson, 2007). Heidegger makes it clear inauthenticity is not a
negative state, it is a state of coping. People may become fallen to be absorbed in the one
(Das Man) as a way of coping in the world. Being authentic is to be our own, which could be a
lonely place. It is not about being morally good or doing the right thing, it is living as identified

as o0 ne (Heideggern1927/2019).
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47,5 Hermeneutic circle

The Hermeneutic circle was developed by Heidegger and his student Gadamer (Gadamer,
1967/1976). The process is used to help achieve understanding in phenomenology. Where
narratives are examined in parts and then as a whole, moving between (Dibley et al., 2020),
for example, in a circular type motion when the researcher revisits/ re-examines the parts in a
way that is not linear (Moran, 2000). It can be thought of as a spiral as each turn goes deeper
(Spanos, 1976). It is an iterative approach. As new meanings emerge and are discovered and
interpreted, the process continues and the understandings achieved are challenged
continuously, where the parts and the whole are understood together. By considering the whole
we have a deeper sense of the parts, they are as one (Dibley et al., 2020). The hermeneutic
approach is an attempt to understand phenomena rather than just the description (Duckworth,
2015; Wright, 2013). How we interpret and understand our experiences influences how we
experience things, which influences how we inter
interpretation of the Hermeneutic circle isattheheart of hi s  btethdtleings of r et
themselvesd (Heidegger, 1927/2019, p. 34/58), C 0 n s i udse@ur Bexgerierices and

understandings (Spanos, 1976).

Hei degger 6s fomesncapgt unpés 6of (sametihesrrefarrednta as rcared
structure or the Hermeneutic circle, see above) is an important concept (Dreyfus, 2007b;
Horrigan-Kelly, Millar, & Dowling, 2016). Often people diagnosed with a personality disorder
have experienced trauma when young, which therefore impacts on their perception of
themselves, others and the world around them (Bolton et al., 2014). We are thrown or delivered
over into the world and into life and circumstances, we exist in the ways made available by this
thrownness (Blattner, 2006; Wrathall, 2005). H e nve are subgect to things about which we

have | it t I(\\Wrathalf 20@5npy35)s ay 6
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Heidegger wrote about humans having a pre-understanding of a situation or experience; a
historicity (Heidegger, 1927/2019). He said that because we have familiarity with the
phenomenon from our previous experiences we have an understanding of the phenomenon,

a fore-grounding to it (Heidegger, 1927/2019).

4.7.6 Time (temporality)

A hermeneutic approach acknowledges temporal situatedness and it is this centrality of time
that differentiates hermeneutics from descriptive phenomenology (Diekelmann & Ironside,
1998). There is no beginning or end but a continuing experience central to being (McConnell-
Henry et al., 2009). Being is time; each Dasein is itself time (Heidegger, 1924/1991, p. 47).
Being and Time the key text written by Heidegger highlights the temporal nature of being
(Heidegger, 1927/2019; Richardson, 1999). Rather than chronological or measured,

Heidegger viewed time as significant, salient or permeating (Dibley et al., 2020).

Past experiences influence both the present and future (McConnell-Henry et al., 2009).
Heidegger spoke of the everyday happening in the world as encountered in the present time,
and this everydayness lives by a clock, which is focused on the now, the present. By watching
a clock, time is already interpreted now, the past is no longer present and irretrievable, and the
future is not yet present (Heidegger, 1924/1991). We a gtr eeamanh o dogdusing clocks,
where time becomes encountered in a more explicit way; as measured duration (Heidegger,
1924/2011). However, Heidegger saw temporality as the fundamental ontological structure of
Dasein:
060The future is not |l ater than having been,
present. Temporality temporalizes itself as a future which makes present in a process
of havi rHeiddygee 10272019, p. 350/401)
Human beings exist temporally and come to an end with our death. Death is one of the

principles boundaries of D a s e itemposality, which links to the care structures of Dasein
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(Alweiss, 2002). We can only become what we truly are (authentic) through the confrontation

with death. We are always on the way towards death, that is the human condition, the

progression of life (Dibley et al., 2020). Beingc an only exi st in ti me. He i
time shows his grounding in existential philosophy. Our interpretations in the present determine

how we make sense of the past (Richardson, 1999). Gadamer (1975) also comments on the

relationship between the past and present, and that it is reciprocal. van Manen took forward

Merl eau Pontyds four pillars; including temporal:.
affected by the past, present and future, considering future as our hopes. Knowledge and

experience are not gained statically but temporally (McConnell-Henry et al., 2009).

A further element of temporality, Heidegger refers to, is the Greek concept of Kairos time; a
moment that holds in memory and experience (Dibley et al., 2020). Heidegger (1984/1992),
and more recently, Crowther, Smythe, and Spence (2015), use the term kairos time to describe
an existential temporal experience that is rich in significant meaning, that is rarely spoken about
yet touches those present. van Manen (2007/1990)°® describes lived time (temporality) as felt

experience, an ontological phenomenon.

4.7.7 Gadamer (1900-2002) (Hermeneutic philosophy)

Hans-Georg Gadamer studied as a philosopher under Heidegger and added to hermeneutic
phenomenology (McConnell-Henry et al., 2009). He argued that science could not be free from
subjectivity as all studies rely on humans and therefore their interpretations of their world
(Gadamer, 1967/1976). Gadamer, in agreement with Heidegger, also proposed that bracketing
is not possible and would interfere with the interpretation process (Dowling, 2007; Peoples,

2021).

58 See appendix 11.
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When discussing past knowledge Gadamer talks about horizons. He states that our
understanding is based on our past knowledge and new knowledge and there is an interplay,
whi ch r e duwlsti o ni rofahdimtegiatioro af eané thing and another is a fusion of
horizon (Austgard, 2012; Dibley et al., 2020). In thinking of the other in the context of our own
understanding leads to awareness and co-creation of a new situation (Dibley et al., 2020).
When we comprehend something new it provides us with a new horizon of understanding

(Thomson, 2011).

Fusion of horizonsi s c¢cl osely linked to the Hermeneutic ci.l
fore-structures. Gadamer moved away from Heideggerds i dec:
practical notion of understanding (Richardson, 1999). Gadamer wrote of prejudices, what we
already know about the world, and how our knowledge of the world is constructed and
interpreted, and how our ability to interpret the world is our horizon; which is everything we see
from a particular vantage point (Gadamer, 1975). Gadamer states it is impossible to be aware

of a prejudice while unnaoticed, only once provoked (Dibley et al., 2020).

In relation to research, according to McConnell-Henry et al. (2009), understanding is gained
only through dialogue, and the openness of the researcher. Gadamer emphasized the
importance of language as the key to understanding (Rolfe, 2015). In research a fusion of
horizons is experienced when the researcher and the text meet as one (McConnell-Henry et
al., 2009). Dibley et al. (2020) describes the fusion of horizons in relation to the stories the
participants share being their interpretation through language and their understanding, and the
researcher having their own horizon, each unique and formed by backgrounds, which become

a fusion of horizons between the interpreter and the participants.
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4.8 Conclusion

In this chapter, | have re-presented the aim of the study and then discussed the underpinning
methodology which was adopted in order to achieve the stated aim of the project. | have
explored interpretive hermeneutic phenomenology and provided a rationale for being guided

by this philosophical stance.

Although it is questioned whether phenomenology should be considered a research
methodology, it aligns nicely with mental health nursing (and research in this field), which
focuses on a personds experiences. of t
interpretive hermeneutic approach is the underpinning philosophical and methodological
standpoint of this research. | believe our experiences impact on our interpretation of the world
around us and we cannot bracket or suspend this. As beings we are always being-in-the-world
and our interpretation of this and our experiences are dependent on our fore-structures. To
develop our understanding, we need to consider the whole and the parts of our experiences

together and separately.

The following method chapter will discuss the ethical considerations relevant to conducting the
study, leading on to the choice of methods and design for this. Sections on interviews and
research rigour follow this before discussing recruitment and data collection. The hermeneutic
interview and my analytical process will be outlined and discussed alongside underpinning

approaches.
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5 Methods

In the previous chapter | discussed the phenomenological methodology underpinning the
study; interpretative hermeneutic phenomenology. | gave an overview of Heidegger and his
interpretive stance to give a contextual background. Such methodological considerations ought

to be congruent with methods applied in the study. It is to these which | now turn.

5.1 Introduction to the chapter

This section will discuss choice of methods and design for the study, starting with how ethical
considerations underpinned those choices, in addition to ethical theories in the context of the
study. Sections on interviews and research rigour follow, before discussing recruitment and
data collection. The hermeneutic interview and my analytic process will be outlined and

discussed alongside underpinning approaches.

5.1.1 Ethical approval and permissions

Prior to conducting any form of research, approval from the appropriate bodies must be sought

(Robson, 2011). | was granted NHS Research Ethical Committee [REC] and Health Research

Authority [HRA] approval for completing the study®®. Et hi c al a ppptecttheaights, a i 0
safety, dignity and well-being of research participants and to facilitate and promote ethical
research that is of potenti al b e n(ldehlth Resdarmh par t i c

Authority, 2021b).

59 See appendices 13-21 for the relevant documents. University of Central Lancashire ethical approval
was additionally approved.
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5.2 Ethical considerations

When approaching research, the researcher must first consider relevant ethical concerns
(Moule et al., 2017). Hence, | reflected on these and completed a visual representation of my
thoughts; my ethical considerations (see figure 4). Reflecting on implications assisted
exploration of potential challenges, influential theories and codes, areas of conflict and, finally
the appropriate resolutions. Resolutions are discussed throughout at appropriate points, with
a specific consideration of reflexivity. However, despite action plans and appropriate
resolutions, ethical issues are nevertheless complex, particularly when considering the

relational (Cribb, 2014).
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Figure 4: Ethical considerations
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There can be ethical issues when mental health patients participate in research and these
must be addressed, including issues with capacity, consent and potential causation of distress
(Health Research Authority, 2021b; Hem, Pedersen, Norvoll, & Molewijk, 2015; Rodriguez,
2012; Usher & Holmes, 1997). There are unique ethical considerations in secure services
(Austin et al., 2009), including issues such as containment and restrictions (Adshead, 2000;
Horberg & Dahlberg, 2015), in addition to the patient group, considered as vulnerable
(Rodriguez, 2012; Siriwardhana, Adikari, Jayaweera, & Sumathipala, 2013; Usher & Holmes,
1997). It was therefore vital t h atte (Arnstrong,2007),h e pat i
hence ensuring they had the time to consider participation. It was important to note that
students could also be seen as a vulnerable group and should not be overlooked (Bowers et

al.,2007), due to the complexity of the patientds part

While there are benefits to talking about lived experiences, there is still the potential for risk
(Dibley et al., 2020). To ensure such issues were appropriately considered | approached the
care teams of the secure unit, with regards to the suitability of patient participants, and
requested their input. A handover to the care team was considered as required if a patient
became distressed and needed support following the interview, as included in the risk

assessment®. All participants were able to fully consider their participation prior to consenting.

Interviews are widely used research methods, especially in phenomenology, yet little attention
focuses on ethical issues (Marshall & Rossman, 2011). In conducting phenomenological
research, the researcher must develop some level of trust and a relationship in order for the
participant to feel comfortable sharing their experiences and their time. However this can leave
a lasting effect on a person with a mental health problem in that trusting another person, and

disclosing private thoughts can create vulnerability, which might also be true for the researcher

60 See appendix 20.

108



(Usher & Holmes, 1997). | utilised supervision and reflexivity, in addition to ensuring the patient
was supported after where required. Ethical issues may be more apparent in qualitative than
guantitative research, especially in phenomenological research due to the in-depth exploration
of a personds (Mduleeal., 261¥)pBy being-with®ethe participants and being
open to their experiences | was practicing ethically by valuing and respecting their experiences

they shared with me (Dibley et al., 2020).

Due to such in-depth exploration there was the potential for over-disclosure, which could
cause participant distress (Robson, 2011). It was important that | was aware of the
participants®é emotional state when | eaving
concerns (Smith, 1995), about patients or students. In order to reduce any risk of harm, the

interviews were completed in a safe environment on site at the unit, and where there was a

mechanism for calling for hel p, i f it wer e

processes.

| particularly considered whether to inform the participants | was a nurse. Transparency is
important to me as a nurse, however according to Bell et al. (2015) my dual identity could have
implications on the soundness of my study. Hence the importance of reflexivity to enable
sound ethical decisions to be made regarding identity revealing in research (Dibley et al.,
2020). I introduced myself as a researcher, and informed the participants that | was a nurse if
they asked, to be authentic, but acknowledging to the participants that during my time with
them my role was a researcher and interested in their views. This only occurred with Bella,
who asked if | was a nurse when she was describing what reflection meant to her, to which |

r e p lye g @d she continued with the interview.

61 See chapter 4.
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In addition to the above, there was a possibility that | may have been informed of poor practice
which could have presented ethical dilemmas (Smith, 1995). Any such concerns would have
been discussed with my supervisor and formally dealt with and reported in the appropriate
forums as necessary. If there was a need to report an illegal act, or a disclosure which
rendered others at risk this would have overridden the confidentiality agreement, and the
participants were informed of this (Robson, 2011). As a nurse | abide by the Nursing and
Midwifery Council code of conduct (Nursing and Midwifery Council, 2018a) and have a duty
to report such incidents. Through using information sheets, the participants were fully informed
of these issues, of the purpose of the study, their commitment and risks involved (Marshall &

Rossman, 2011).

By considering possible ethical dilemmas, such as facilitation and identity, it enabled me to
adapt and improve my study (Morgan, Ataie, Carder, & Hoffman, 2013; Oliver, 2010), for
example, ensuring reflexivity was embedded throughout, a core element of hermeneutic

phenomenology (Dibley et al., 2020).

5.2.1 Ethical theory and codes of conduct

Beauchamp and Chil dr e s-kndwngthitanfamepvbrie mcluding eon-a wel |
maleficence, beneficence, autonomy and justice (Beauchamp & Childress, 2009). Their

principles have become heavily influential in western ethical decision making and education

(Wright & Armstrong, 2018). However it was important to be aware of other theories and

models of ethics to ensure the challenges are fully explored as some have argued that
Beauchamp and Chi |l dr e 6Asndtrong,0260&)l As stated byeAsistiret ad. t i v e
(2009) application of the four principles is inadequate within secure service studies and there

appears to be tensions between the range of theories that researchers can draw on to explore

the demands of such research (Edwards & Mauthner, 2002).
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Armstrong (2007) also highlights, that Beauchamp and Childress did not consider virtue ethics
until their 5™ edition. Virtue ethics is broader as it considers the morality of character, although
there are challenges to define and measure this (Morgan et al.,, 2015). Ar i st ot |l ebs phi
focused on morality of character and what it means to be a good human (Morgan et al., 2015),
which could create some debate researching those who carry a diagnosis of antisocial
personality disorder®? as they are defined as not conforming to such societal norms (American
Psychiatric Association, 2013). Some aspects of virtue ethics conflict with my area, as patients
carrying a diagnosis of antisocial personality disorder may be depicted as not being virtuous
(Black, 2015). Virtue ethics suggests there needs to be an agreement with what the good
society will look like and how to be good member. However if not everyone has the same view
of a good society, this could potentially cause conflict (Ellis, 2015). Certainly, people labelled
with the associated term psychopathy, are thought to have severe impairment in capacity for

moral understanding (Ayob & Thornton, 2014).

Consequentialism also considers what is moral, and reminds me to take account of the
possible consequences of the study for the students and the patients, so it was important to
ask if the benefit participating outweighed the risk, for the greater good? (Ellis, 2015). There
was the potential risk of psychological distress (Ellis, 2015), which was managed by my
approach and gaining support from the ward team if needed. However, | was enabling

participants voices to be heard which was of benefit to them (Dibley et al., 2020).

Relational ethics is a further contemporary theory aligned well with phenomenology and the
research area (Austin et al., 2009). It considers what is the best thing for this person, at this
time, and in these circumstances. Its emphasis is on interconnections of people and the

environment of secure units, important areas of consideration in this particular study.

62 Generally considered more common in secure services for men, as discussed in chapter 2.
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Relational ethics is informative in guiding consideration of the complexities in everyday
moments that occur between people in their space, though there is criticism it can be
unstructured (Deschenes & Kunyk, 2020), hence the importance of reflexivity to return to the

focus of the study.

Although Taylor and de Vocht (2011) argues that Heidegger stated ethical guidelines cannot
guarantee ethical behaviour, similarly to Austin et al. (2009), it was essential as a researcher
that | complied with codes of conduct and guidance. Two pieces of guidance | was bound by
were the University code of conduct for research and, as a nurse, | was also bound by the
Nursing and Midwifery Council [NMC] Code of Conduct (Nursing and Midwifery Council,
2018a). These ensure the protection of the participants (Armstrong, 2007; Health Research
Authority, 2021b), though could have impacted how comfortable the participants felt and how
honest they would have been if they thought that | could not maintain complete confidentiality
(Jones, 1996; Robson, 2011). This was clear in the information sheets®® and discussed with

the participants.

5.2.2 Balance of risk and benefit

The balance between risk and benefit for the participants is a fine line (Beauchamp &
Childress, 2009). | had a duty to ensure participants were protected from any unnecessary
harm, which included psychological distress (Smith, 1995). However, there was a minor
potential for harm and minimal benefit for the participants (Keogh & Daly, 2009). There is
always some level of risk when completing research and it is not possible to completely
eliminate this risk (Armstrong, 2007; Cribb, 2014) as studies are needed to advance the

evidence base to enhance and improve care (Israel & Hay, 2006). Therefore, despite the
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ethical concerns raised, as researchers, our role is to consider such ethical concerns and

propose resolutions in order to complete essential research (Dibley et al., 2020).

5.3 Reflexivity

The primary resolution of ethical challenges, was reflexivity; which ensures hermeneutic

research is trustworthy, rigorous and ethical (Crowther & Thomson, 2020; Dibley et al., 2020;

Peoples, 2021). |t i's not somet hing done at spaci fic

her meneut i ¢ dDibiegdt al., 2020, pi 18458. Réséadcher reflexivity has become
increasingly significant for qualitative (Darawsheh, 2014; Finlay, 2003; Walsh & Downe, 2006),
phenomenological (Murray & Holmes, 2013), hermeneutic (Crowther & Thomson, 2020) and
nursing researchers (Benner, 1984/2001, 1994). Reflexivity in hermeneutic studies must be
fore-grounded because of D a s e iemkieddedness in the world, in not doing so fails to
acknowledge how Dasein is being-in-the-world (Crowther & Thomson, 2020). From
preparation, through to interview, analysis and write up, reflexivity was a key component to
ensure the soundness and credibility of my study (Darawsheh, 2014). In order to make sense
of the data a reflexive diary is essential to help demonstrate the unfolding journey of reflective

thinking® (Crowther & Thomson, 2020).

Reflexivity is the process of continually reflecting on interpretations and the phenomena being
studied; to move beyond previous understandings and positively evaluate experiences (Finlay,
2003). Reflexivity was used as a method of raising my self-awareness and thus, enhancing
the quality of my research (Murray & Holmes, 2013). Completing a diary (journal) was an
effective way of demonstrating openness and awareness of my journey (Hwang et al., 2018;

Lambert, Jomeen, & McSherry, 2010). However, it is important to be mindful that reflexivity is

64 Hence the important of including excepts from my diary in appendix 30.
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also limited dependant on how it is implemented (Finlay, 2003). Reflexivity is more than
reflection, it is not only about exploring ourselves and experiences to gain insight, it is our
capacity to dynamically and continually reflect on all other things and how they influence our
research (Crowther & Thomson, 2020; Dibley et al., 2020). Thus, my reflexive positioning in
relation to the subject matter needs to be declared and needed to be utilised as a resource in
the course of data analysis in particular, guarding against preconceived conclusions, being
open to disconfirming information and capitalising where possible upon knowledge of the
research context. Hence the importance of beginning and ending the study with my reflections
and providing excepts from my reflective diary®®. Reflexivity ensures rigorous research; further

elements of rigour demonstrating ethical practice in research are discussed later.

Within research, all interpretations are based on previous experiences of the participants and
the researcher (Diekelmann & Ironside, 1998). Heidegger wrote about the three parts to the
fore-structure as referred to in the methodology chapter®. In reference to my fore-structures
of the study specifically, my fore-having is the background and familiarity with the
phenomenon, the past. | worked as a nurse in a secure unit, experienced environmental and
relational challenges in practice, supported patients with personality disorder diagnoses,
supported students in their learning and vice versa. Through completing the study my

understanding developed and hence gave me further fore-having.

Fore-sight is our present interpretive lens, informed from past experiences. The lens | was
viewing my experiences through on my research journey continued to develop and impact on
my fore-conception, highlighting the interlinking nature. Fore-conception is our anticipation of
what our interpretations will reveal, our possibilities (Diekelmann & Ironside, 1998). From my

past experiences | found humour a valuable element for supporting people, hence expected

65 Appendix 30.
66 Chapter 4.
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this may be discussed by the participants. In addition to my awareness of the experience of
negative attitudes towards the term personality disorder, this came from my experience in
practice and subsequent reading during the study in completing the background and
integrative review. | needed to be open that | expected such aspects to be discussed and
therefore ensure my analysis was directed by the participants. Before undertaking the study |
was located as a researcher with previous experience of nursing practice in secure
environments and as a nurse lecturer with responsibility for relevant student nurse learning. |
consider myself to hold a critical/progressive view of diagnostic categories such as personality
disorder and understand the challenges of working therapeutically but safely in secure
environments. | broadly support relational and trauma informed practices whilst

acknowledging these can be in tension with the necessary desirability of minimising risk.

5.4 Interviewing

In considering the nature of the study and grounding stance®’, a qualitative approach utilising
interviews was the most appropriate method. The time people share together is unique, thus
in order to illuminate the experiences of this time, interviews were ideal and aligned with the

methodological approach (Crotty, 1998; Walker, 2011).

Interviews were the chosen method as they bring raw and meaningful qualitative data (Jones,
1996; Soss, 2014). They enable the participants to voice their experiences, which may be
limited if utilising other methods of research (Dibley et al., 2020; Jones, 1996) . Interviews can
pursue questions that are difficult and intricate to explore (Soss, 2014). They are effective in
collecting opinions and exploring experiences (Marshall & Rossman, 2011), particularly

around experiences of social milieus in which people exist (Ryan, Coughlan, & Cronin, 2009),

67 As explored in chapter 4.
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like secure settings. According to Ryan et al. (2009), the interviews were unstructured/
unstandardised interviews; they were free flowing with one main open question yet with some
prompt questions included in a topic guide®®. Full interview schedules do not fit
hermeneutically (Moules & Taylor, 2021), however some guiding questions can facilitate a
loose agenda, which may change once the interview is underway and not restrict unexpected

turns that can provide valuable learning (Dibley et al., 2020).

Interviews are a way of eliciting information on a set topic area by engaging in a conversation
about experiences, with the goal of developing an understanding of that experience (Marshall
& Rossman, 2011). Interviews provide the participants with time and space to discuss and
explore experiences which they may rarely encounter with someone attentive, encouraging
and patient (Soss, 2014). Nevertheless, it was important to consider other methods that may
have been appropriate, as undertaking interviews with people who may be vulnerable can be
a challenge for the researcher and participants (Ryan et al., 2009). In addition to this,

interviews can be time consuming (Ryan et al., 2009).

People and their worlds are co-constructed; people make sense of their world from within it,
not detached from it (Taylor & de Vocht, 2011). As Heidegger (1927/2019) wrote we are being-
in-the-world and always being-with others. It was therefore a consideration to conduct joint
interviews with patients and students. In Heideggarian studies this has been written about
minimally. The presence of another in a joint interview can influence the experience of
participants, and influence the descriptions they provide (Taylor & de Vocht, 2011). Due to
confidentiality issues (Peoples, 2021) and also concern with potential damage to relationships
and ultimately risks emotionally from such damage, it was deemed as inappropriate for this

study aim. As Taylor and de Vocht (2011) state, joint interviews can be problematic, cause

68 Appendix 17.
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harm and create difficulties in relationships, therefore ethical consideration is needed (Rayner,

2010). I't is impossible to predict or plan for in
will have on data collection and the narrative obtained. The timing of interviews was

particularly problematic due to student placement time and allocation, and identification of

which student/ patient diad to interview. The researcher needs to be very clear about the study

aims and make a deliberate choice of method considering methodological, ethical and

practical considerations (Taylor & de Vocht, 2011). Hei degger 06s phil osophy w
one method in preference to the other, but helps clarity with regards to the strengths and

limitations of each approach (Taylor & de Vocht, 2011).

5.4.1 Research rigour

Research rigour is often demonstrated by assessment of the reliability and validity of research.
Although quantitively focused terms; they are essential in qualitative research due to the
criticisms that its results are merely anecdotal (Lacey & Luff, 2007; Paley, 2005, 2016). Muller
and Poggenpoel (1996) argue that qualitative studies are particularly valid in that data are
consistently analysed. Often in qualitative studies rigour is demonstrated by trustworthiness,
auditability, confirmability, credibility and transferability (de Witt, 2006). The examination of
trustworthiness is crucial to ensure reliability and validity in qualitative research (Jayasekara,
2012). In doing hermeneutic research | am not aiming for generalisability in the sense that the
experiences | interpret are the same for everyone, | am saying the participants experiences
were shared with me at a certain moment, | interpret their meaning and invite you to share in

this understanding (Dibley et al., 2020).

As demonstrated in the adapted McAllister and McCrae (2017) table below (table 4) the study

demonstrated research rigour. In addition, further markers of quality were met as proposed by
Tracy (2010). These include; worthy topic, rich rigour, sincerity, credibility, resonance,
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significant contribution, ethics and meaningful coherence. This study meets these markers,
along with the principles outlined by Yardley (2000); sensitivity to context, commitment and
rigour, transparency and coherence, and impact and importance. However, as de Witt (2006)
ar g u eusd ohaggenéric set of qualitative criteria of rigour for interpretive phenomenological

studies is problematic because it is philosophically inconsistent with the methodology and

creates obstacles to full e(RISeisaiceanantwithRoife gour

(2006). Nevertheless, de Witt (2006) also advise that decisions around the research process
need to be accounted for in a systematic way, | will therefore consider how rigour was ensured

alongside reflexivity.

A key action made, to ensure rigour, was the consistent use of supervision throughout the
study, including during the analysis, discussed later. Supervision enhanced the credibility of
the findings as a result of exploration of decision making and interpretation (Crowther &
Thomson, 2020). It encouraged reflexivity at all points of the research process, especially data

analysis.

Trustworthiness of results is enhanced through extensive documentation of decisions
throughout analysis (Asbury, 1995; Diekelmann & Ironside, 1998; McConnell-Henry et al.,
2009). Reflexivity and supervision documentation promoted sound decision making and thus
credibility of the study. Dependability (Lincoln & Guba, 1985) was demonstrated by such a

decision trail documented in supervision notes and my reflective diary®.

Additionally, the study met the requirements discussed above through the use of interviews
as the ideal method for gaining the data needed, ensuring the reliability of the project (van

Manen, 1990). Reliability is an important issue in qualitative research as it is dependent on

69 Please refer to appendix 30.
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the methods used (Lacey & Luff, 2007). Interviews are methodologically aligned with
phenomenology and therefore the aim of the study. Furthermore, there was in-depth
engagement with the topic; from initial exploration of the topic, to completion of the integrative
review, to data collection and analysis, and through to interpretation and forming of

conclusions (Yardley, 2000).

The data (experiences) were collected fairly and accurately ensuring the data was valid (Lacey
& Luff, 2007), and ethical considerations were fully explored (section 5.2). Lincoln and Guba
(1985) suggest prolonged engagement in the research area to demonstrate credibility™, the
research area has been an interest and developed since completingmyMa st er 6 s d
In addition to the above, in undertaking phenomenology with a clear underpinning philosophy
ensures integrity (Dowling, 2011), as evidenced in the philosophical thread throughout the

thesis.

70 As explored in chapter 1.
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Table 4: Trustworthiness of the study

Quality criterion Actions

Credibility Patient and student participants

Regular supervisory meetings and comprehensive notes
Reflexive diary (see appendix 30 for excerpts)
Methodological alignment

Transferability Description of service (chapter 6)

Reflexive diary and completion of theme development (see

appendices 26, 27, 30)

Dependability In-depth description of the study methodology and methods
(chapters 4 and 5)

Clear and in-depth exploration of analysis (section 5.8)
Confirmability Regular supervisory meetings; independent review of
transcripts, subsequent discussions, and development of
themes

Publication of integrative review chapter (appendix 23)
Feedback on study from patients, the public, students,
healthcare staff and academics

Presentation of findings at conferences and specialist

hermeneutic phenomenology courses (see appendices 22, 24

and 25)

Adapted from McAllister and McCrae (2017).

The power and beauty of hermeneutic phenomenological exploration is its uncovering of what
lies below the everyday and its capacity to resonate and speak to those who read it, which is

the true measure of rigour (Crowther & Thomson, 2020).
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5.4.2 Feedback on the study

In preparation for completing the study | gained feedback from various sources. | presented
at a University post graduate forum, a patient champion meeting and a joint University and
NHS trust research development group. In addition to this, | gained feedback from presenting

at conferences and through publication.

Public involvement in research promotes the involvement of people with relevant lived
experience in research design and development, improving its quality and relevance (Health
Research Authority, 2017). Discussing my study, in the early stages, at a patient champion
meeting at a local secure hospital was extremely helpful and an essential element of
conducting research (Health Research Authority, 2021a). | gave an overview of the study and
the attendees asked questions and gave me feedback and shared their ideas. The group were
positive about the study. They discussed getting family and carers involved, | discussed this
as a possibility in the future. They asked if | could go for a walk with the participants, |
discussed that due to security procedures this would unfortunately not be possible, though
encouraged me to reflect on the importance of an informal approach to negate any issues with
the environment. They said that doing the study may be therapeutic for the participants, which

was heartening to hear and provided a further view of ethical implications of the study.

Some further elements of feedback | received was gained from a poster presentation of my
integrative review findings and early findings at a specialist personality disorder conference.
In addition to presenting my study in the early stages and in later stages at a specialist
hermeneutic phenomenology course, which opened invaluable questions from international

peers across many disciplines. | also gained feedback from social media following the

71 See appendices 22 and 24 for the posters, my early findings poster won most qualitative prize;
appendix 25.
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publication of my integrative review in the Nurse Education Today journal’®. This feedback
particularly helped my development of understanding from a patient perspective on my
dissemination of the research and highlighted the importance of varying viewpoints, which |
took forward in my writing. As stated by Dibley et al. (2020) such feedback can be considered
as contributory to ongoing analysis, as the findings resonate with the everyday lives of people
who have a stake in the area (particularly the social media community offering viewpoints on
the term and diagnosis of personality disorder and its impact from a personal and lived
perspective). Returning to such communities to share findings is aligned with the philosophy
of hermeneutic research (Dibley et al., 2020). | was also able to gain feedback from students

in a small pilot exploration”.

5.4.3 Participant sample for the study

A purposive sample of patients and student mental health nurses from two medium secure
personality disorder units (three wards) were invited to participate in the research. Sampling
in hermenedtics is always purposive as it is essential the participants have had the experience
of interest (Dibley et al., 2020). The students were second or third year/ final year mental
health nursing students who were on placement at the time of interviewing, their placement
length was variable. The patients were inpatients on one of the three personality disorder

wards for men, across the two medium secure units, one NHS and one independent.

The size of the sample is considered adequate when interpretations are clear and visible
(Crist, 2003). Guest (2006) states that data saturation provides little practical guidance for
estimating sample sizes for robust research and is particularly inappropriate in

phenomenological studies. Dibley et al. (2020) argues that data situation is impossible

72 Appendix 23.
73 Please refer to appendix 12.
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because there is always something new lying beyond the reach of the particular study.
Participant size in phenomenological studies have been as low as only one person (Dukes,
1984) and as high as 325 (Polkinghorne, 1988). Interviews with up to ten people is considered
optimal (Creswell, 2017; Dukes, 1984), with Englander (2012) suggesting no less than three.
One seeks to honour each participant by working intensively with the data, and very large
samples negate this (Smythe, 2011). Giorgi (2009) proposes that the depth and quality of the
findings should be the focus rather than the number of participants, and although Morse (2001)
concurs with insurance of the quality of the data also suggests the researcher accounts for
the scope of the study, the design and the nature of the topic when considering sample size.
Though hermeneutic research does not seek to demonstrate representativeness, the larger
the sample may reveal shared experiences and also differences and uniqueness that add
depth to the understandings (Dibley et al., 2020). Often the number depends on the time
available in addition to knowing that it feels enough (Smythe, 2011). | reached a point where

it felt enough, and | was able to make interpretations in the time | had for the study.

5.5 Recruitment of participants

There were two medium secure units approached for recruitment; one NHS unit and one
independent unit. The independent unit had two wards and the NHS unit had one ward. | found
access to the units took time, which can be a common obstacle. Although, it is important to
see their perspective, as research can make work for them (Dibley et al., 2020). Once, | was
able to access the units, letters were disseminated to the appropriate people via email initially
then printed versions were provided on visitation to the units™*. Recruitment can be a difficult
task and non-attendance can be an issue, therefore it is important to ensure agreed dates in

advance (Rabiee, 2004). | visited the units prior to conducting the interviews, as per the

74 See appendix 14.
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proposal flowchart®, to meet the staff, any students and patients. | put a folder on the units
with all the information about the research in. On visiting, it enabled any interested participants
(patients that were identified as able to participate by the staff team) the time to ask any
guestions, get all the information® and gain initial contact with me. Students contacted me by
email to arrange times for their interviews. The patients were identified by the ward team as
able to participate and then asked if they were interested. Once it was determined by the team
that the patients were able to participate and were interested in participating in the study, they
were given the information sheets, and | met them to introduce myself. Interviews were
organised following this, ensuring they had time to read the information sheets and consider
their participation in the study. I returned to the ward and conducted the interviews in either a

guiet room on the ward or in the unit.

As highlighted in the information sheets, the participants were informed about the limits of
confidentiality. They were advised their names would not appear anywhere in the research
write up and pseudonyms would be used for any quotes, which is important to ensure
participants feel comfortable (Doody, 2013). They were also informed that the transcripts
would be wholly anonymised and people that would have view of the data would be the
researcher, transcription staff and the research supervisors, and anonymised quotes would

be used in the research write up and subsequent publications.

The participants were informed in the information sheets and by myself at the beginning of the
interviews that if they revealed any risk to themselves or others, or if they discussed any
information that raised concerns about theirs (students) o r ot hersdé <clin
practice, then | would have to inform appropriate persons within or outside the University, in

accordance with the University policies and procedures. This was also in accordance with the

75 Appendix 21.
76 Appendices 14-17.

124

cal

o



ethical application. If there was a need to report an illegal act this overrides the confidentiality
agreement (Robson, 2011). As a nurse, | had to abide by the NMC Council Code of Conduct

(Nursing and Midwifery Council, 2018a) and had a duty to report such incidents.

The staff team decided which patients were able to participate, as stated in the ethical
application, therefore diagnosis was not sought. The patients may have had co-occurring
diagnoses of other mental health problems, learning difficulties or disabilities, and thus not
excluded. Co-occurrence of types of personality disorders, mental health problems and
learning difficulties/ disabilities are common for patients in secure services (HMPPS & NHS,
2020; Weaver et al.,, 2003), therefore to exclude would have been problematic if not
impossible. The wards were specific personality disorder units, therefore the primary diagnosis
was of personality disorder. The type of personality disorder was not known, unless referred
to by the patient themselves. The experience of one condition is understood by participants in

the context of any other, which adds meaning (Dibley et al., 2020).

A further consideration in recruitment was the flawed nature of personality disorder diagnosis
itself (Tyrer et al., 2015), by recruiting from specified personality disorder units, it reduced
concerns in recruitment around diagnosis. Asking the staff team to identify patients able to
participate ensured soundness of the recruitment process. It reduced any potential risks of
recruiting patients who may not have had capacity or that may have been unwell and become
distressed during the interview. The staff team were best placed to identify patients who were
stable, had capacity and who were interested in the study. It was then at this point | met the

patients interested and organised participation.
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5.6 Data collection

Data collection in hermeneutic research is an art; considering the participants while knowing
what to follow up and what to leave and practicing reflexively throughout (Dibley et al., 2020).
I n addition ttohearceeips imag nih@ht 6ti me from which t
(Smythe, 2011, p. 41). The interviews were held in either a quiet room on the ward or on the

units where the patients were inpatients and students were on placement.

I n each interview | was able to ask allrmghgaest
to both myself and the partilcitpdmtk. tlh on @fsti ree/ce rty
canot t hi nk o fOr enceylthhdi askgd a the prémpt questions, once the
participants came to an end of what they were saying, | always asked if there was anything
el se, they would | ike to smy. ole rsdmmatiortddmbri whi ch

require further follow up interviews.

The interviews were not aiming to explore the p

My

interpretations (Crist, 2003), therefore repeated interviews were not pursued. | also did not
share the transcripts with the participants, as the interpretation of text will always produce a
new interpretation or meaning, therefore the participants do not hold particular privilege to
confirm insights generated (McConnell-Henry, Chapman, & Francis, 2011). McConnell-Henry
etal. (2011)i n f act @meqber t b bhcenudiictHeideggarian phenomenology
philosophy and conflicts values of interpretivism. Hermeneutic research is not to demonstrate
absolute truth but to reveal understanding at that time (Dibley et al., 2020). The analysis and

thus themes identified were of my interpretation.
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5.6.1 Transcribing

The interviews were digitally recorded and then the recordings were transcribed. Verbal data
from interviews need to be transcribed into written form in order to conduct analysis (Braun &
Clarke, 2006). Braun and Clarke (2006) recommend transcripts are reviewed for accuracy,
both myself and my research supervisors reviewed the transcripts prior to the analysis and
discussions were had. | did some of the transcribing myself to enable me to continue engaging
with the participants stories and enhance my interpretation and analysis (Peoples, 2021). Of
those | did not transcribe myself | read and re-read the transcriptions and listened and re-
listened to the recordings, of which reduced the errors in the text (Halcombe & Davidson,
2006) and ensured | was fully immersed in the data and connected to the participants
experiences (Peoples, 2021). | used humour in the interviews where appropriate, to reflect
humanness and encourage relaxation (Moules & Taylor, 2021), as did the participants,
particularly Leo, which enabled a comfortable atmosphere and maintained an informal feel”’.
It is however important to be aware that humour does not translate well in transcription (Dibley

et al., 2020), | therefore added (laugh) at points to signify this to add context.

5.6.2 Data storage

Recordings and typed versions of the interviews and consent forms were stored securely in a
locked cabinet at the university and electronic files were password protected (University of
Central Lancashire, 2021). The consent forms were stored separately to the transcriptions
with another name used. Personal data collected on the consent forms will be stored for five

years following completion of the study as per University guidelines. Anonymised transcripts

77 Explored in section 5.7.
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will be open access via the university as identified on the information sheets and consent

forms7e.

5.7 The Hermeneutic interview

There is not one way to do a hermeneutic interview, each is individual and special (Moules &
Taylor, 2021). | was keen to ensure the participants felt comfortable when | interviewed them™,
as fed back from the pilot exploration, which included ensuring there was privacy and trust.
We were able to have our own space during the interviews, which enabled privacy. A
comfortable environment can ensure participants are at ease (Ryan et al., 2009), however |
was restricted in the space we could use due to the environment. | therefore focused on
building rapport to ensure comfort. It felt authentic for me to spend time building rapport with
the participants discussing shared interests, for example, veganism with David, holidays and
dogs with Oliver, music and television with Steven, television with George and children with
Julie. This rapport building time aided in developing a comfortable environment and
subsequent fluid conversations. Giving of ourselves and being open with people creates trust
in phenomenological research (Dibley et al., 2020). The in-depth aspect of interviews can
make them more conversational though they are still different from everyday conversations
(Soss, 2014). Although Dibley et al. (2020) proposes that from a Heideggarian perspective the
researcher may reveal as much of themselves as the participant, | also needed to be
considerate of the potential risks with being in a secure unit. Nevertheless, interviews are a
social interaction and the relationship between the researcher and participant is essential for

a successful outcome (Moules & Taylor, 2021; Ryan et al., 2009).

78 See appendices 15 and 16.
79 See appendix 29 for some interview excerpts demonstrating style of engagement.
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I'n the topic dei tdemel aboaednicyg ranked loweved it felt more
comfortable to just start talking rather than naming it as a specific question or ice breaker, all
the participants engaged in a social informal conversation when either walking to the room
where the interview was to be held or on entering the room. We chatted informally when
looking at the consent forms and talking about the study, which felt authentic rather than
staged as an ice breaker formal question. Once we had chatted informally and | had talked
about the information sheet and general information, | asked the study question. This was
open-ended br oadcangyoudeit inben;aboO ut your time withé (st
| then used probe questions as | needed to explore their experiences in more depth or to take
the participant back to something they had already revealed for deeper meaning (Dibley et al.,

2020).

Although | did not conduct an interview using a shared dialogue approach (Sorrell-Dinkins,
2005), | did make connections with the participants to ensure the time with them did not feel
like a formalised interview. Making human connections is a salient element of the interpretive
research process (Soss, 2014). Though it is important to consider the impact of developing
connections to then not see the participants again. It was therefore essential | was clear on

my time with them for that set period.

It is important as a researcher to know your limits and the limits of what you can provide to the
participants (Soss, 2014). Although | have the skills of being a mental health nurse, which is
useful in conducting interviews (Ryan et al., 2009), | was not there to support either the patients
or students with their mental health problems. While it is important to develop trust and

connections, boundaries of the role of the interviewer needs to be clear (Ryan et al., 2009).

| also needed to be aware of the emotional impact the interviews may have had on my own
mental health, as the researcher role is a human role, particularly in interpretive studies (Soss,
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2014). Supervision was crucial in this regard. During my interview with Julie, she disclosed an
experience of trauma. It was important for me at that point to use some skills | developed as
a mental health nurse to support her during this disclosure and check she was okay following
this. For nurses supporting people is second nature to us (Dibley et al., 2020), hence | felt
confident to support her during her disclosure. In addition to this, | ensured | was supported
with my own mental health. In conducting hermeneutic interviews we find some of the most
distinctive and fruitful findings, as they bring emotion to the surface; intended or not, hence
the importance of considering ethical implications earlier (Ryan et al.,, 2009). Emotions
advance rather than threaten research, they are crucial to explore and interviews are a sound

method for enabling this (Soss, 2014).

The use of silence is important (Ryan et al., 2009), though | was worried about this. | reflected
on my feelings towards silence and acknowledged prior to the interviews that there may be
silences and that they were helpful for myself and the participants. Silence can provide the
researcher and participants time to think about anything else they may have missed or enable
time to reflect on what has been said. Silence can often speak louder than words (Sorrell-
Dinkins, 2005). van Manen (1990) spoke of epistemological silence in which we face the
unspeakable, which may be due to pain or difficulty in choosing the words to express feelings.

| experienced fleeting silences during the interviews and sat with these.

| used a dictaphone to record the interviews, which enabled me to be fully present in the
interview, as | did not have to take notes, which was immensely liberating; fully investing in
the conversation, really listening to the participants and focusing on what they were saying. It
allowed me to ensure | was fully present. Conversely, | noticed that although | missed seeing
Julie and Molly face to face, interviewing them on the phone due to the pandemic Covid,
enabled me to make notes reminding me of questions to ask. In this way they were not a
distraction as Walker (2011) warns.
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5.8 Data analysis

There is no single correct way to analyse data in hermeneutic research (Diekelmann &
Ironside, 1998). As argued by Smythe et al. (2008) every person will take away their own
thoughtsformedasaresul t of t hei r pastt hea xpo&theiseyn siteason
(p. 1393). No hermeneutic phenomenological projects are the same, nor should they be. As
stated by Crowther and Thomson (2020), they are a fusion of horizons (Gadamer, 1967/1976)
of the ti me, p kenminikg open 10 the dossibilkies encalirages uniqueness

and creativity in researchd(Dibley et al., 2020, p. 48).

Additionally, as acknowledged in other research (Schafer & Peternelj-Taylor, 2003); the
experience | have adds further credibility to the study and challenges the view of Lincoln and
Guba (1985) of the benefits of being a stranger in a strange land as Husserl proposed

(Peoples, 2021).

Smythe et al. (2008) reflects that hermeneutic research is to engage and provoke thinking
about the experience of being human, which can only be achieved by recognising the
limitations that being human brings; therefore we need to accept and celebrate the mystery in
hermeneutic phenomenological research. | therefore took an individual approach to my
analysis, to feel and dwell in the data with influence from Heidegger and the hermeneutic circle
(Dibley et al., 2020; Smythe, 2011). Although this underpinning philosophy was not intended
as a guide for research, and | honour that | am not a philosopher, it can encourage questioning
and enable understanding of meaning and thus be used as a foundation that informs
interpretive decisions (Crowther & Thomson, 2020). In addition to the foundation of
Heideggarian philosophy, | was influenced by the approach to analysis of van Manen (2014),

principles from Peoples (2021), Crowther and Thomson (2020) and Crist (2003). A simple
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thematic analysis is not enough in hermeneutic phenomenological research (Smythe, 2011),

hence my individual approach.

Researchers must wait patiently (or dwell) and tolerate the uncertainty and woolly nature of
analysis (Dahlberg, 2011). van Manen (2014) refers to this as passive activity. Hermeneutic
research gives wonder, openness and is unbounded, hence analysis of research through a
Heideggarian lens can feel unnerving, unsettling, uncomfortable, intimidating, messy and
unstructured (Crowther & Thomson, 2020; Dibley et al., 2020; Neubauer et al., 2019). It is not
recommended for novice researchers (Dibley et al., 2020) and some can struggle with the
free-flowing nature of letting the thoughts come (Smythe, 2011). However, | found an
instinctual skill in viewing the findings through a Heideggarian lens, perhaps from my
experience as a mental health nurse (Holm & Severinsson, 2011) and being drawn to the
methodology and research area (Dibley et al.,, 2020). Perhaps | was attuned to
phenomenology (Smythe, 2011) as | found thinking in such a way strongly resonated. As
stated by Smythe and Spence (2020a)o n e mursuts t6 t h(p. 7)pAs advised by Dibley
et al. (2020), once sitting with or relaxing with the data, understanding will come and grow.
Running and swimming® enabled meaning to show itself and | experienced many
phenomenological nods, as conceived by van Manen from Otto Bollnow (Dibley et al., 2020).

Or as Peoples (2021) describes aha moments.

| took inspiration from elements of Crowther and Thomson (2020) approach, who propose
three levels of analysis in hermeneutic studies; firstly crafting®!, describing and initial
interpretation, then deeper interpretation and finally interpretive leap where philosophy draws

us deeper in to analysis. The leap enables you to say something more from between the lines,

80 As explored in chapter 1.
81 | have included some short crafted stories in appendix 30.
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dwelling with the philosophy and resonance coming through at the heart of the study (Smythe,

2011).

Hermeneutic research moves beyond descriptions to uncover meaning (Crowther & Thomson,
2020). Reading individual texts and then considering them all as a whole influences the way
you understand the individual texts (Peoples, 2021). Hence, although importance is placed on
individual experiences and interpretations of them, it is also influenced by their similarities,

differences and themes. This is part of engaging in the Hermeneutic circle (Neubauer et al.,

2019). This | evel invol ves engaging in Heidegger 0s

which is crucial in hermeneutic studies and distinguishes it from other approaches (Dibley et
al., 2020), hence the importance of time and space to dwell and think (Crowther & Thomson,
2020). When a researcher begins to dwell and ponder the data and its meaning, that is when

the philosophy comes alive (Smythe, 2011).

| read and re-read the transcripts, and listened again to the recordings, and considered and
then reflected upon the themes. Themes can give order to our research and writing and are
part of the iterative process (Dibley et al., 2020). However, they are only tools for writing (van
Manen, 2017) and there is no one framework to develop and identity themes. The areas of
meaning reveal themselves through the analysis, and move a researcher deeper in their
understanding, in addition to relating to ontological experiences instead of categorical ideas
(Dibley et al.,, 2020). | was also continuing to read and develop my understanding of
hermeneutics and Heidegger. It enriched my development as a researcher and person, and

therefore impacted upon further analysis of the transcripts. | would not have achieved the

depth of analysis without Hei degger s infl

hermeneutic phenomenology.
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The process of analysis is iterative and not linear, interpretations are complete but never
ending, such as the Hermeneutic circle (Crist, 2003; Diekelmann & Ironside, 1998).
Hermeneutic phenomenological research is unique in the richness the findings and
interpretations offered; integration of philosophical and research concepts and their
interpretation do not end with completion of the study/ thesis (de Witt, 2006). Anc&unfolding
and infolding occurs as the data is read and re-read, considered and re-considered, examined
andre-e x ami ned. There is no beginning or end, no
(Greene, 2009, p. 23). Hermeneutic research never claims to be complete or final (Crowther
& Thomson, 2020). | make no attempts to claim any interpretation as right or the truth, they
are a representation of the fusion of horizons (Gadamer, 1975) between the participants and
my pre-understandings and interpretation at that moment in time (Dibley et al., 2020; Smythe,
2011). We are always on our way (Diekelmann, 2005). However, in order to complete the
thesis, there had to be a point where | was happy it was enough at that time within the word
count restrictions (Paley, 2016). There was a time when the thesis needed to be completed
and disseminated, yet knowing that there was much still unthought and unsaid (Dibley et al.,
2020; Smythe, 2011).

dhe quest is to provide a research report that enables the audience to engage with

the experience as lived by others, to ponder afresh the phenomenon in question, and

to be taken along on a showing, thinking pathway which invites more questions.6
(Smythe, 2011, p. 37).
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My visual analytical process

The process of analysis and interpretation is often not made specific in such methodological
studies despite its widespread use (Crist, 2003). | therefore provide my analytical process
(table 5) below to ensure rigour and transparency (McConnell-Henry et al., 2009), though not

to dimmish or contain the flowing nature of the analysis undertaken, as explored above.

My analytical process was iterative; mirroring the Hermeneutic circle. The below is what this

looked like, however | moved from steps forward and back and viewed this process and

circular and spiralling, going down towards my understanding.

Table 5: My detailed analytical process

First listen to check timings- make notes, reflections, think about emerging themes
Second listen and first read- transcribe/ send for transcribing- check transcription-
make notes, reflections

Second read and theming- starting to pick out quotes and themes- make notes,
reflections

Third read and themes- work on themes

Reviewing quotes, reviewing transcripts, re-listening

Further analysis, tweaking of themes and sub themes

Further review of transcripts, dwelling, review of quotes and themes, examining the
whole and the parts, back and forth

Pulling quotes to findings chapter

Further analytical review of themes and quotes during development of findings
chapter

Further development from working on findings chapter drafts

In-depth dwelling when working on discussion chapter- reading along with
philosophy to develop thinking (this was a substantial step)

E = E |

E

E R

*Use of supervision and reflective diary throughout all steps.
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Figure 5: Visual representation of analytical process

This diagram shows the circular nature of the analytical process, like the Hermeneutic circle.
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5.8.1 Computer software

Computer software was used to support the analysis the data collected (NVivo). Such
computer software can be a powerful ally to support the management of data and can be
helpful in organisation and demonstration of interpretive progression (Carter, 2004; Dibley et
al., 2020). However, | was mindful of how technology could have diminished my interpretation
of the data or loss of important details (Peoples, 2021; Ritchie & Lewis, 2003; Smythe et al.,
2008). | therefore interpreted the data manually first and then used NVivo to develop my

analysis further, returning to manual interpretation as it resonated most.

5.8.2 Supervision

Throughout analysis it was important for me to complete a reflexive account to highlight any
issues that may have arisen (Braun & Clarke, 2006). | ensured this was completed and utilised
supervision to discuss any issues. The interpretation was my own, | did however utilise
supervision to support my analysis and development of themes (Crist, 2003). Although not
required for analysis in hermeneutic phenomenology, team involvement, through debate and
discussion, adds depth and insight to interpretations (Crist, 2003). Exploration of
interpretations during supervision was essential to recognise assumptions where able and

interpretations made, an approach to engage in the Hermeneutic circle (Crist, 2003).

5.9 Conclusion

This chapter has explored the ethical considerations relevant to conducting the study,
highlighting reflexivity as the key element to ensure full consideration of the ethical
complexities and challenges of the research. Interviews were the chosen approach for this
study with reasonings outlined. Research rigour followed this before discussing recruitment
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and data collection. The hermeneutic interview and my analytic process were outlined and

discussed alongside underpinning approaches.

Ethical approval was gained from the Health Research Authority. It was essential to explore
the ethical considerations of the study, identifying reflexivity as core in ensuring the
trustworthiness of the study. A purposive sample of patients and student mental health nurses
from two personality disorder units (three wards) were invited to participate in the research.
Unstructured hermeneutic interviews were completed. | conducted an individual approach to
analysis, to feel and dwell in the data with influence from Heidegger and the hermeneutic

circle.

In the following findings chapter, | outline the participants leading to a narrative of the findings
and participant quotes. Themes of the findings from both participant groups; patients and
students, are discussed together, al i gned with the expl ohaedi on of
together. A conclusion is provided which summarises the key points from the themes

discussed.
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6 Findings

In the previous chapter | provided an overview of the ethical implications that were considered
for this study and how resolutions were decided upon. | also discussed my methodology and
approach to interviews and recruitment of participants. The hermeneutic interview and my
analytic process were outlined and discussed alongside underpinning approaches. In this

chapter | turn to present my findings.

6.1 Introduction to the chapter

| outline the location of the participants in this chapter leading to a narrative of the findings and
participant quotes. Themes of the findings from both participant groups; patients and students,
are discussed together, al i gned with the expl or at togetherof t he
The time shared between patients and students cannot be understood without reference to
each other. This section is organised using the themes and subthemes, as identified in a
thematic map, which ensures a logical order to the presentation of the findings. A conclusion
is provided which summarises the key points from the presented themes and leads on to an
exploration of aligned philosophical, sociological, psychological and pedagogical stances in

the discussion chapter.

6.2 Findings in phenomenological studies

This study is underpinned by an interpretive hermeneutic phenomenological approach hence,
the findings are constructed according to how | have interpreted the data and organised it into
themes. Phenomenology is a way of thinking and being (Crotty, 1996; Crotty, 1998; Dowling,

2007; Moran, 2000), and therefore has influenced my interpretation and understanding of the
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partici pant s(Dibleg at e 20R0. it ¢séngportant to note that using themes to
present findings could be restrictive and forcing a linear structure rather than a revealing
(Dibley et al., 2020), hence the thematic map (figure 6) and my pictorial representation of the
findings (figure 7) demonstrates the inevitable overlap within the themes. Although they are
presented as separate themes for clarity and structure of exposition, there is an interlinking
nature of the themes, due to the natural and cyclical way they are experienced in everyday
life, aligning with the Hermeneutic circle. | was led by the findings illuminated in this research

to structure this chapter.

6.3 Context

There were two medium secure wards at the independent unit, ward one was an assessment
and treatment ward for patients carrying a primary diagnosis of personality disorder who would
then move on to ward two. Ward two was a treatment ward for patients carrying a primary
diagnosis of personality disorder who were starting the transition of transferring to other units

as part of their care pathway.

In considering the spatiality (van Manen, 2014) of the units and the landscape, the following
are some observations. Despite ward two being a pre-discharge unit, ward two felt more
@ n s e t*ttharewdird one, which was commented on by the ward manager at the time. This
was apparent in the way the staff appeared busy and stressed (sighing and rolling eyes when
di scussing how busy it was). I n f acubsettl le.diiea s del a

staff on ward one were welcoming and appeared relaxed when speaking with each other. The

82 Unsettled refers to the feeling of an atmosphere of unpredictability and tension. | observed staff tense
in their interactions with each other and patients; to the point, brief and rushed, not relaxed with
pleasantries as on other wards.
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wards physically mirrored each other, each had a meeting room, a small communal lounge,

small kitchen, staff office and then the en-suite bedrooms were down a corridor from the office.

The NHS unit was one ward with two sides, the students were on placement across the whole
ward. It supports patients carrying a primary diagnosis of personality disorder. Side one (as
ward one at the independent unit) was for assessment and treatment side who would then
move on to side two. Side two (as ward two at the independent unit) was a treatment side for
patients who were starting the transition to other units as part of their care pathway. When
visiting the NHS unit, | felt relaxed and comfortable. The staff had a lovely, welcoming and
approachable manner. They were friendly towards the patients with a relaxed, comfortable
outlook. There was a courtyard in the middle of the unit, with en-suite bedrooms around this,
andal arge communal area and activity room,

The staff office was situated on the other side of the unit near bedrooms at the bottom end.
This unit was more open and appeared brighter than the independent unit because of the

windows and larger spaces.

6.4 Participants

Seven patients participated in the study; four were from the NHS unit and three from the
independent unit. There were five students; two from the NHS unit and three students from
the independent unit where the patients were inpatients (see table 6). | have chosen names
for the participants, rather than numbers, to add to the reading and richness of the findings, in
addition to emphasise the human situatedness of the research (Dibley et al., 2020). There are
some more dominant voices in places, when particular concepts were important to the
participants, for example Leo in theme 1.2, however | endeavoured to consider the extent of

perspectives through analysis and data presentation.
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I firstly interviewed David, Steven, Fred and George at the NHS unit®. | then interviewed Hollie
who was on placement at the independent unit (ward two). Later in the study | interviewed
Oliver (student), Jasper and Mike on ward one of the independent unit. Followed by Leo and
Bella on ward two. Following the pandemic Covid-19 | then interviewed Julie and Molly by

phone from the NHS unit.

Jasper and Mi ke spoke about Oliverds ti me
with Jasper and Mike. Bella was on placement where Leo was an inpatient, however they do
not refer specifically to each other. The other participants do not refer specifically to each

other, as they may not have shared time together.

83 All names have been changed to ensure anonymity.
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Table 6: Participants

Names (pseudonyms)

Patients (all men)

David NHS unit (side one)
Fred NHS unit (side two)
George NHS unit (side two)
Steven NHS unit (side two)
Jasper Independent hospital unit (ward one)
Leo Independent hospital unit (ward two)
Mike Independent hospital unit (ward one)

Student nurses

Bella (woman) Independent hospital unit (ward two)
Hollie (woman) Independent hospital unit (ward two)
Oliver (man) Independent hospital unit (ward one)
Julie (woman) NHS unit (both sides)

Molly (woman) NHS unit (both sides)

6.4.1 Brief biographies of the participants

Patients

David

David had been in mental health services since he was an adolescent and was in the NHS

unit when | interviewed him. David was very chatty and the longest interview | did at almost

two hours. Prompt questions were not needed as he went in to detail about all his responses.

David was vegan and enjoyed talking about that with me as a shared interest to build rapport.
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Fred
Fred was involved in teaching students in the NHS unit he was residing in. He had a broad
regional accent which was tricky to understand at times. | was mindful of asking for clarification

on a few things he said. He had physical health issues which he taught students about.

George

George had been in services for many years and resided in the NHS unit when | interviewed
him. He had Autism which he was open in talking about. George liked watching television and
referred to it a lot during the interview, we spent time speaking about television building our

rapport.

Jasper

Jasper was from the North West and had been in services for 6 years. He felt he was
previously misplaced and felt he was now getting the psychological support he needed. Jasper
was interested fitness and liked going to the gym. Jasper felt easy to interview as he expanded

on all his responses and prompt questions were minimally needed.

Leo
Leo had previously been in prison prior to moving to the secure unit he was residing in when
| interviewed him. He was in the independent unit. He had a broad Northern accent. He loved

playing cards and spoke about it a lot. Leo was easy to interview as he was chatty throughout.

Mike

Mike had been in services for over 20 years and was residing in the independent unit. He was
previously a professional football player. He had Autism which he was writing a book about.
Mike was moving to a lower secure unit soon after we met. | needed to ask prompt questions
to gain more detail.
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Steven

Steven worked with the Care Quality Commission and visited national level meetings. Steven
was moving to another lower secure unit in the few weeks following our interview. Steven used
to like going to concerts and gigs which we spoke about. | needed to ask prompt questions to

gain more detalil.

Students

Bella
Bella was in her third year of the BSc in mental health nursing and on her second to last
placement. The placement was five weeks, she was on her last week on the placement. Bella

liked cooking. Bella was detailed in her answers, despite saying she was not chatty.

Hollie

Hollie was on her last placement of her third year of the BSc in mental health nursing and was
finishing her last week on the placement. Hollie enjoyed playing scrabble with patients. A
relative of hers had a personality disorder diagnosis which was why she was interested in the
study. Hollie was easy to interview; she explained her answers and had an approachable

manner.

Julie

Julie was in her third and final year of the BSc in mental health nursing and was on her last

placement before becoming a qualified nurse. She was an employed student during the Covid-

19 pandemic. Due to Covid-1 9 | did Julieds interview over t he

children and we built rapport based on this.
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Molly

Molly was a third-year student employed as an aspiring nurse during covid, she was on her

last placement. She had got a job on the same ward as a qualified nurse. We shared a

common interest of having dogs and online shopping. Molly was easy to interview, she

expanded on all of her points and | did not have to ask many follow up questions, she gave

examples and went into detail about her experiences. DuetoCovid-19 | di d Mol | ydés i

over the phone.

Oliver

Oliver was a third year student on his second to last placement of the BSc in mental health
nursing. The placement was for five weeks, it was his last week on the placement. Oliver was
interested in fitness and going to the gym. We spoke about holidays and dogs to build rapport.

Oliver was easy to interview; he showed humour and gave detail in his answers.

As Oliver was the only student who was a man, when discussing his experiences, | have put

(student) following his name to ensure clarity. Other than this the students were women and

the patients were men.
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6.5 Findings

I will now explore the findings of the study by giving a narrative of the experiences of the
participants, explored using themes. Naming the themes (or patterns) is an art to use language
that conveys understanding and needs to be grasped by the reader (Dibley et al., 2020). |
have used quotes from the participants to depict some of the themes to acknowledge their
language use and demonstrate understanding of their experiences. In addition to the Thematic
Map | have also included a pictorial representation of my findings (below, figure 7) to show the
lived nature of the findings and although | discuss them in themes to provide a coherent
structure the pictorial representation depicts how | view the findings. | hope this aids the reader

in seeing the parts and the whole in a visual way, as | have found essential to my interpretation.

Two key themes and an overarching theme were decided upon, as shown in the Thematic

Map beBwewy dagndadbfwded t he over alrmphadthesé wilh e me o f

now be presented.
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Figure 6: Thematic map
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Figure 7: Pictorial representation of the findings
In this pictorial representation of the findings you can see how | view the findings visually; the student and the patient are at the centre and

their shared time inabubble. Wi t hi n t hi s eV b e ytdaal xkp, 8 atvheenya edhddcangeet@mver common interests showing

they jasé¢ d@eadhave wlde. Identity, physical time, comparisons and other staff all influence this, in addition to the surrounding

landscape of routines, boundaries and diagnosis. These areas are explored in the structure as depicted in the Thematic Map (figure 6).
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6.6 Themes

I now present the findings of the study in the themes identified in the above Thematic map

(figure 6). | begin by discussing Everyday stuff with the three subthemes; @ ust being ar ou
Having aand dlUhgé&é6éway you speak t.oBalgneeomih tereei s i mp
subt hemes; RMecborgen ijtuisatimdp etohpelyeddr;e t he s dMorelkems us;
usdnd Weat her iSpgo ntgebslder ofdkeys, wilithen be discussed. This will be

followed by the third overarching theme to end the discussion; Impact with three subthemes

Ti me; Having val ueDammnd Welell i magt andhEhallbngissapedn o wo ;

| start and end each theme withaquote,goi ng back to the participant

6.6.1 Theme 1: Everyday stuff

9SS NERI
1.1Wust being
arounc

1.2 ¥aving a laugf
1.3%¥he way you
speak to people is
importantQ

Summary
In the first theme Everyday Jautsuf fbeti madatagamue dtdh r
| augnhd®The way you speak ttaahpplemnsmhdstudents talked about

the i mportanoe maf (Stdven) whicldidcluded watching television, engaging

84 Use of italics in the theme titles signifies quotes from the participants.
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in various activi tjiuesds ared Grporge) jusuzaitdogetter; beiBgy 0
there; doing everyday stuff the students appeared to help the patients to feel human, feel
normal by escaping reality and coping in a strange and boring place. For the patients it was
é ust / gDavid,&eonge)baing together doing everyday stuff despite being in a secure
unit. For the students it was nice to just chat to patients and watch television with them to get
to know them. 1|t wasr sfldod Oliker (stgdent))Hoathe studertst liked
havi ng €avidaQeadedollie, Jasper, Julie, Leo, Oliver, Steven) which showed the
connections they had as humans together. The time they shared just being together doing
@verydagnditadi h@ avaslaagift gnd dnade both patients and students feel

valued.

For the patient and student participants in this study, the way you are, the way you speak to
and approach people is important. A personbs ap
positive while also negative which was linked to poor attitudes by the participants. The way
students engage with patients and how they approach spending time with them can impact

positively, negatively and indifferently on patients.

: N\
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Subt hemeluls.tl:bed ng around®6

€ O6this nursing student c atnemodeiind)togethér,sevi t h me
that was nice. 0
(George)

The patients and students ref er r gustbeingardurd®
(George) whether watching television, playing pool, talking, playing cards or just sat
together. This appeared® to help them feel human and feel normal in what was an abnormal
pl ace. By tal ki ng arormal st e($tdvén)yitdirdlyencedttheif nhoodp
helped them feel a connection with others and relieved boredom. Appearing to be due to
the environment; watching television was a focal activity that opened conversation between
students and patients, and promoted connection with peers, thus encouraging a sense of
humanness. As a result of the positive impact of being together, it was noticed and judged
if students spent time in the officéeeiAlgl

with each other.

Jdust b e i ntypgetlder appeareddto give the students and the patients a sense of
normality, in an abnor mal place that Wwast thei smgcareu
involjwed &avi ng ahoutrwherermpeople were fiom@nd hobbies they do (Leo).
Hollie reflected that engaging in conversations gave patients a sense of normality into their
lives, she identified this as essential for the patients in helping them feel comfortable. Talking
about everyday stuff together had a positive i mp
(student)t hought it was nice to inter awfnohspaakingpeopl e

to anyone for a shift on placement. Steven spoke of how having a general chat cheered him

up:
€ 61l f youbre sat around and vy cosomdihngabaui t h s om
a band or something like that or talking about tour or gig and you can get on about
that. And theyodére talking about normal stuff
(Steven)

85 Spence (2017) encourages the use of words suchas6 suggest 6, OGéappwmareatcaand Ope

tentativeness consistent with hermeneutic phenomenology.
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Patients vad hied (Gedege ddsmel, Mody) and just talking about normal things
like politics and music. This links with theme 2.1, where the patients and students made
connections by sharing common interests like football (Bella, Hollie, Leo, Oliver (student)).
Mike spoke of a good experience when he was sharing time with a student; she was engaged
and asking him quest i onrlgping fnom ore aonwkrsation W artothee,y wer e

from pol i twhichsmadetim ¢l the sjudent was interested in what he had to say.

Molly said that although she spoke to patients about 6 t r i v i ahle patients apgreciated it
®hecause they donét want all of the time to be ab
health or whyndt hewdrida iwas bnicea&ddhe® hdertriafvibead 0t |
conversations hel ped ptehhes oma triad rhteg . Rordiasper, thit kpeat d e d
chats werpag edabhgutstt@rd dmoadtdd nd@g s u peethey madea hiny féel
more positive about his future; highlighting that he could spend time with people who were

from outside the unit and have similar interests with them, despite him being an inpatient:

€ 6lt just makes me feel more padentyouknav about
what | mean, with similar music tastes, and similar interests, similar sense of humouir,

so itdés just good, itbés just a good, positi v¢
(Jasper)

Patients discussed the val ue o fdaysattenddaegnfipatinga | way s
them (George) or always being there to talk to:

0The students he

t

theydédre al ways
(Fred)

heyb6re open to |l et you
0

The patients and students described spending time with each other as being similar to being
with a mate (Bella, Jasper), partner (Steven) or a friend (Bella, Hollie) and this being a positive
thing linking to feeling human and having a sense of normality. Jasper spoke about going on
|l eave with a student which jlhuestdds dckrei bbeed nggs oludi m

listening to music, getting food and going to a museum. For Steven he also spoke fondly of
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sharing an enjoyable time with a student, comparing this with being with a partner, while being
aware it was different and that he was still an inpatient in a secure setting:

0 Went to [theme park] with, it was just being, | know it sounds odd, it was just like with
your partner or whatever, even though it was
walk around with them, go on rides with them, and just, | hate using that word normal
stuff, but, yeah just like that. Just felt really good | suppose, you could be, I think

relaxed, just do things rather then, even tho
but you can just, enjoy the student on there, and enjoy your time with them | think is

really really good. 06

(Steven)

The students also identified spending time with patients as being the same as if they were
wi tahn y® n e (Hellies Edllie said when she played scrabble with patients it was like
playing with her friend, having a chat. Bella spoke of going on leave with a patient and getting
to know hi mmalkoe ttrhtyi sa nfdr bbdel halvssheibelievedpatiknfs wanted
students to talk to them like a mate or friend. Although the patients and students saw each
ot her f rais egmehding time together in an informal relationship, Hollie identified the

difference between being friends and being friendly:

ol t is different than friendship, but i tos a
interact with them the same way that you would with your friends, but maybe a more

moder ated version of it is the best way to e:
(Hollie)

There was also the identification of a more formal student role of helping the patients through
difficult times. Hollie found that if there were a few people sat chatting or playing games others
would join, and patients would ask others to join if they looked sad or upset, which she said
was nice to see. George noticed that if he was feeling anxious or sad that students would
come and talk to him, which helped him a lot. He found it relaxing and comforting to always
be able to talk to them and nice that they would check how he was doing. He also found that
normally he did not see staff come into the communal areas but when students were on
placement they would 6 s pend ti me wi t h Heysaid thatthedstudentdspentn i c e 6

@ u al i twith Him; pleyidg games or watching television which helped him when he was
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d eel i ng andloicdpe witlo hisrarixieties. Fred spoke of how a student supported him

just by sitting and talking after a challenging ward round:

€ o0talk to them. Whatever | talk to my main
come out of a ward round a bit wound up and a student nurse is in our TV room or our
corridor there and, AiHow are you?0 AA bit wo
|l earn to settle for a wee bit before | get i
about it. Ails there anythingallkicnagn. th.ed p you
(Fred)

For David, Leo and George the time the students spent with them made them feel valued®®,

the time they had was a gift the students gave them which made them feel worth something,

which was noticed. Just like it was noticed if students did not spend time with the patients, on

t heh op [fdmmonal areas)and spent their time in the office (Mike), these students were

cal loé d i é e (Ohverdstudent) . Mi ke referred ntacs tsyt undaebnittss 61 e
the nursing staff by @ oi ng i nt o t he .lbifihterestng thah lds visvkwas that g 6

staff were skiving in the office and not working. He said it was brought up at each ward meeting

and the patients saiud tfiranednadeas) with usad tiiey viese 6

Mot employed.t ®lgweirn atndleM®d | y each spotiek of t hi

i by spending time with patients doing activities and supporting leave from the unit, rather

t hasmqpeond all the (Molyke in the officebd
o1l don't think you should be sat in the off]
providing a service, aren't you? | think you
é | me an, as a student, you're here.Mow obser
know, you've got certain things that need to be completed and what have you, but |
|l i ke to get stuck in. Like, there are plenty
éStudents who hide in a corner in the office.

(Oliver, student)

Doing activities helped both the patients and students feel valued as it opened up
conversations. Activities were helpful for patients to cope and also students settle into the
ward and cope too. Leo spoke of helping students settle into the ward by approaching them

tobringthem6 out e ioff Byhdang hchvities like playing Xbox or cards:

86 Explored in theme 3.2.
155



€ 01l 6m not going to |l et them sit there and th

go and approach them, ask them, AWould you I
just sit down and have a chat. Instead of making them sit there and just looking like

this, that and that, just always approach. 6
(Leo)

Engaging in activities acted as something different to break the day up and relieve boredom.

Hollie reflected that patients must get bored and identified that she would as well, so she spoke

of sitting in the communal areas chatting to them, aligning with George who statedthat&i6 d b e

pretty boring without students hered Steven especially noticed how the ward was boring

without students to spend time with:
€ O0you get bored doing the same old thing. TEF
evenasking you i f you want a game of cards or so
(Steven)

Activities seemed to act as a distraction for the patients to help them cope with being on the

uni ts. Steven spoke of |l hgtwt @h ay h e dasperasindagyn evio @ 6 d

reflected that by getting involved in activities like board games distracted him from his

problems:
€ 6if theydve got them out, you come out, an
sudden, you're distracted from your problems. Then, she took the initiative and started
bringing board games out. She was a real pr e:
(Jasper)

Various activities were mentioned by both patients and students including; cooking, watching
television, playing board games, pool, cards or walking, all ways the patients and students
shared time together; just being together. Perhaps because of the environment and access to
other activities, these were the most talked about activities. As Holliesaid;6 because i tds a
environmentt, at hleorte &f soAmd@tdven nefertred to dtudents giving patients

something to focus on in the environment:

6l know itodés a | ot better for a | ot of the 1| a
Or they can just go on grounds for an hour. So | think it gives them something to focus

on. 0

(Steven)
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Several patients and students talked about the importance of just sitting watching television
together and chatting. Hollie spoke of it being nice when football match was on and everyone
watched it together. For David is was Jeremy Kyle, he reflected how when he was watching it

with a student it appeared to help him forget where he was and the routines:

6l tés little things I|ike that, or veantétis i f it
on record but Il 6m missing Jeremy Kyle (Il augh
got me in to watching thaté Yeah itodés really
sat on your own and your watching rubbish TV by yourself, someone can just hop in
and sit down and join you. ltés not I|ike a c
be here in 5 minutes, o0 é Thereds no rushing
theydre not here. 0
(David).

Watching television was important on the wards, Oliver (student)c onf i r mi ng Hol | i ed s

of the nature of the environment and its limiting impact on activities partaken making television
abog a cThe pariicipantd talked about the television as being a focal point. It appeared
that the television would bring people together. It also appeared that the students brought
people together and t hats psacugbhe gasentg was dositibee i ng i n
David said that &1 udenous, rasdtiegnrepdtientsgaudlly spending
time there. Which only usually happened when a patient was on observations®’. George talked
about it feeling homely, sitting in the lounge with the students:
é Ootalk

t
televisio
(George).

o sit down have a drink of tea and
n whatés in the newspapers. |tbds mor

Although sitting watching television together was a positive thing for the patients and students,
David said it was nice when the television changes from being the focal point to a comfortable
space with people just spending time together conversing:
€ 6wedve been lucky with two [student] nurses

Some people would see that as a hindrance, but far from it. When we had those two
students, when one of them was in the lounge there would be a lot more patients in

there than there would be normally. The room
f ocal point, it was more turned dowahl e.td was
(David)

87 Being supported by a member of staff.
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Spending time together doing ajcutsitviat ineiscveasrc uwpa tocfh
an everyday thing that had immense value for both the patients and students. Bella said that

for some patients it may be in theircare plant o wat c h a niaeupefteadi tihf at hoe y
were feeling antghegr apgehaltiem dopeli Dagd spoke of it feeling nice

when students6t al k to you and sit down and have a drin
on t he Inhappeatedl that when students shared time with patients by just being around

it had a therapeutic effect. It would help them feel relaxed and comfortable (George), it would

cheer them up (Steven), help them during hard times (Fred) and make them feel more positive

about their futures (Jasper):

6So, | sat there, sitting here with her havi i
(Leo)

6l &m used to spending time with some sort of st
ward, more like sort of general stuff. You talk to them about, not a lot of students that we have

on the ward do any sort of really close interactionsinonetoonesor anyt hi ng, itobs
being around, checking on us, just general <chit
(George)
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Subt hemedalv.iznig & | augho

6There was a |l ot of |l aughing, fun and
[playing pooll,| 't hi nk. If it wasn't, Il think
(Oliver, student)

games.
they we

The students and pativeéengs dBapida@Geyrhed Hotie) Jaspér,
Julie, Leo, Molly, Oliver (student), Steven), a joke (George, Hollie, Julie, Leo, Molly, Oliver,
St evenhawaindg 6(BGeongd, &liedMolly) which was of great value. Though there
was discussion of thi s bpeofessignalisna dszartaireetements
i ncl| vadirgdhemiss6 ( David, Jasper, Leo). This a
humour . | n =inlgla{Gacays)stite patieats felt the students were more relaxed
and not as serious as compared to other staff as they were there to learn in addition to them
not being seen as t he de c Koivaver, themstudents werefaloler
to engage in more formal and challenging discussions with patients. In being more relaxed

an davib g a Ilthayuwgré raore relatable and connected over shared memories.

Having ahellapuegdhdépati ents god@dspery dseonge sssofiated |

st uddeémtvs n@ as being sugplrve and helping him cope during times when he was

struggling with his mental health. Shohavimgg t

a | augho

[havingalaugh]6j ust r el axes you and stuff B t

then after that we had sort of great sort

(George)

he

The impact of having a laugh was related to Jasper feeling normal, despite being in a secure

unit. It helped him have a connection with the outside world, knowing he was able to have a

l augh with st udeadthsi ewulbeasddergifedthatsharidg humour linked

to a person feeling humawor ax8ht dompared mgng a jawlke e

with patients with sitting in a pub with friends, as Jasper did, with something connecting people

88 Linked to theme 2.2.
159

)

t

he

t

(0]

S

en:

of

b



in secure units to the outside world and a sense of normality in an abnormal place (Oliver).
Fred found that having a laugh when teaching students helped him feel comfortable sharing
his experiences, which he spoke about feeling very nervous about when he first started. More
practically, for 3teewe rbsiiltriynhigkedmokealios it makiyg thé
@ay go: quick©o

[Having banter]i t 0
smil e on s
(Julie)

S nice I me an, makéssouteel that putda t 6 s r e
omebodyds face, it makes the day g

Having doanterdbwas another way the participants described having a laugh together. Banter
was described as students being @ne of the ladsd(Leo, Steven) but this was not gender related
as Steven described having this with female students. Leo linked having banter to there being
awar m we ltodhe emgirdnment for students starting a new placement. Although banter

appeared to be more about engaging in pranks for Le o looyish éilliness6éo rr uéd e nfers s 6

George:
0l tds just basically what, it depends when,
know that |1 6ve got a really good sense of hurt
still think nbayvyouBoanbdbtbgojubatgentle sort ¢
banter and stuff, joking and a Ilittle bit of
(George)

Oliver, one of the students, raised the view of whether having a laugh was professional yet
spoke of its importance:
[a laugh and a joke] &es, | think it's important. A lot of people don't think it's
professional, but | think that you can have a laugh and a joke, totallyé It's fun, it's what
makes everybody happy, |l suppose. 6
(Oliver, student)
Molly acknowledged the benefit of humour while also discussing how it was necessary to
maintain boundaries and appropriate humour, she spoke of ensuring jokes were sensitive and
not offensive. It represented the connection with one another and enabled them to bond. David
spoke of bonding wit h cahusctkaldieuwgtéhwhned mfott h miemweg ©é 0

watching other peopl e i nitedorshacetthat Hevi $ Ai .aMollg o wdie nt
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demonstrated that students appreciated sharing humour with patients when reflecting on

making porridge watdghiangaamenjolinmg 6whi |l a trying
they both did not know how to. Leo and Steven also spoke fondly of sharing funny times with

students, for Steven particularly reflecting how both him and a student shared a perspective

on something funny:

é 6think there was one time which was a bi't

studentsaidhermum actually when they go camping, whi
but she always takes a carpet a proper carpet to put down in the tent. Which | thought
was weird, but she thought that was weird as
(Steven)

Humour stood out as an essential aspectof Leods experiences. For hi m,

was an important part of his time with students, it was a way of sharing experiences and he
spoke of these as fond memories. Especially sharing humour with others. He reflected on a
memory with a student, whowa s ud ni n g loaking farmet fbst pen, which was easily
found. He described himself as howling with laughter and said if | would have been there, |

would have been too:

A

6Theydbre | aughing and I édm | aughing and shebs
| aughing at heré Oh, it was funny. But , I mi s
a fantastic nurse and fantastic. She had me i
(Leo)

Although Leo used humour to help others, some of his jokes also appeared to be at the
detriment of others being laughed at. He spoke of a story laughing with a student, at the

detriment of another person, a fellow patient:

€ O6someone said bometuhdngtahunny. | coul dnodt
mate are just sat at that table there. Il 6m |
Il &m | aughing at this kid whobés getting terror
boxers and everything, and all that. The student nurse was in stitches at the window

t her e, seeing it. |l 6ve had a couple of good
nurses up here. I téds been great. I|tds been al

(Leo)

Jasper and Leo alako ngp ouheteaghlbiBasdd thiags they were doing
with the students, which appeared to help them feel human. Jasper spoke of taking the piss
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out of things on television or when spending time with Oliver (student) talking about exercise,
injuries and diet. Leo, though appearing to laugh with students at the detriment of others he

did also make jokes about himself too:

6Li ke, webve got a student nurse today. Shebos:s
big beard she just | osotkGesd haap preenianngd wsiatihd ,y ofiuv
had a rough day. ltés grown overnight. o She |
(Leo)

Although having a laugh with one another was valued, George, Hollie, Jasper, Julie and Molly

refer to humour being an individual thing which you may be able to share with some but not

al | . Hol lie and Jasper refer to ghieett ypedofeper
(Jaspeacd!| meMdb | y) and Isiekkd otus [t & (ellie)nthusd Hollie n 6

i dent i fimthesendt,h aitt 66s ma k i nhga pspayrdddolly daid, yessentiakly you

support the individual and their needs. George said that sharing humour can depend as some
students have a really googosemcaadof hgblightry@ait hkair |
some evidence of boundaries with humour. Similarly, Julie discusses ensuring banter is

appropriate, showing that not all banter is appropriate:

€ O6some of them [patients] you can have a | a
al l that . And banter, I 61 | say banter, i ke
cannot . So youdve got to know the patient.
personally. No matter the thing you say, they are going to take it so personal. To them,
having to explain it in a different way. But
(Julie)

Though Leos ai d i tr r wa Hetived werelstudents, students were dJaard a

(David, Geor geno,r e6 { dasespneorr)e o edmdned d so §Gearge)oas s 6
compared to other staff, bebangt(Gergenlulie,Molper abl e t
& i | | i(Geerge)s Bhis may have been as they had less impact on decisions about the

patients care or because students were perceived to have more time to spend with the
patients. For George, st udeé ndssom@menseswHobadbeerer s and
on the unit a long time. They were more learning the trade rather than seen as formally
@rofes:isional 0
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6They seem t o, | know it mi ght sound daft, [
when theydre a student, theybve got | ess str
more | i ke fiyeah yeah | capoyott mef amaveée ha niga

(David)

Al t hough student s weerl eaaseoepareddvithaother stadf,rtheey did still
have a role in challenging patients as discussed by David, Jasper and Molly, showing the

complexity of the student nurse identity®.

€ 6the student nurse was crying with [ aughter. S
crying. It was funny. | will remember that day for the rest of my life. It was funny. | was laughing

at her, and she coudfdntbthemto@ulcdrydtngst dmtdrying
time that | saw them | 6d just | augh. It was funn
(Leo)

89 Further explored in theme 2.
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Subt hemel hle. vayé you speak to people is important.

O0Everything you do is important and the way
to people is important. o
(Oliver, student)

A student b6s approach appeared to signifi

negatively. Approach, ingeneral,r el at ed t o h owe ruvebidpatients, havahey
engaged, their general approach, demonstration of respect and attitude to spending time
with patients, resulting in the building of relationships. Various terms were used by the
participants to describe their encounters together. Regular staff/ staff who had been on the
unit or worked in mental health services for a long time were often perceived as having a
less desirable approach. Balancing use of self, alongside managing appropriate boundaries,

was reflected upon. The participants also considered how patients speak to students.

The patients and students referred to various characteristics, attributes, skills, and/ or actions
that were important elements for students to display while on placement in the secure units.
For Oliver (student), everything students do and the way they behave has an impact when

spending time with patients:

é 6everything you do is important. You're suc
not just hotel staff, | think everything you do is important in some way. The way you
behave can i mpact on somebody's I|Iife. 0

(Oliver, student)

There were some specific attributes that were highlighted by the patients as being important
in students, these included being polite (George), passionate (Jasper), and kind and respectful
(Leo). For Leo being kind was displayed by students by asking patients questions and offering
patients a cup of tea and biscuits, which was reciprocated by the patients, resulting in them
sharingbiscuit s and chocol ate together . nGecodnégleaskedp ok e o f
him what made him think she was nice, he spoke of how she was polite in her approach and

demonstrated an understanding of his experiences:
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6Just basically tohseshewashslpfusamdestuif, anch@ce and stuff.
Just nice, she talks and stuff. And she also came across very sort of polite and sort of
yeah so | found her quite reasonable to talk to. She came across really well and she
understood about my sortofper sonal ity and stuff and some o
(George)
If the students were approachable and supportive the patients respected them back (Fred).
For Leo this could be as simple as saying hello. Tone of voice, posture, demonstrating good
communication and listening skills were also identified as important. Julie recognised the
importance of listening to patients as sometimes they just want to talk, and in listening to them
gi v es ptelneamdd@@assurance there is someone who can help them. Leo spoke of his
time with students, clearly highlighting the importance of students listening skills and the

impact on his sense of value. For Hollie and Julie in listening to patients they were helping

them work towards their recovery:

6lt'"s about being open to them, as wel |l . A
conversation, and just say, ioOkay, I 6dm here
here to help you as much as | can. o0 AYou' re
this,]| 6m going to do thatod but to give them rea

them and you are going to help them through that timeframe while you are there, and
make sure that they are cared for...©o
(Julie)
As well as listening skills, Bella spoke more specifically about communication skills and being
mindful of your body language when sitting with a patient. Tone of voice and body language
were particularly important for Leo and were provoking if he perceived them to be associated

wi t badattitwwvde 61 asked i f he hadbandy a¢was igsdiee® of wha

6l tés the way she was acting and the way her

was, fAMeds, meds, anyone meds, 0 |ike, itbs I
wasther e hearing it, iAnyone who wants their n
l ooking round 1|i ke, AfWho the fuck does she t|l
(Leo)

Leo further descr i bgeekingaisgutgpnopgerbaduldoking ussip amdidewnt 06
I i ke wehdir8gpwngjust as a respectful approach can have far reaching impacts, an

approach deemed disrespectful has impact on patients feeling human. Jasper depicted a
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di srespectful ap pr o accohc kapith ralated to stddentstbelidviag timeg 6
&Knew everythingo
60He was just so cocky. He thought he knew ev
cut his leg really bad, and he had stitches. He was like, "You know what you want to
do before that? You just want to stop and think, stop and think before you do that".
I thought, "Really? Really? You really think
(Jasper)
Just as Leo and Jasper reflected on some approaches that impacted on them, Fred said if

students were nice to patients and respected them, they would be respected back, however if

student s awstehéeyanwedr e i gnored. Similarly, to Mike

The way patients spoke to students and staff was also important. Leo spoke of the way
patients speak to staff as being associated with their progression through services, identifying
the importance of how their approach with staff may be viewed with regards to their
engagement in care:

oing to be a dick they aren
At @Rbr iTheyore ot going

n t
dickhead, theyor just g
n go straight home. 0

6t go
O com
o

ing |

o
S e
—+

Q@ 5@
w3

Molly reflected on her experience of a staff member raising their voice with a patient which
escalated an already tense situation. Such attributes were generally uncommon in students
and appeared to ber mgustacfErmmapro ravi (ddspedkveho thed
patients felt had a less desirable approach. However, Jasper also states that students assume
a support worker role. Therefore, perhaps because students were perceived as learners
(George) this impacted on their approach or their perceived approach, however®, three of the
students were also support workers, showing the complexity in roles and approaches
experienced. Neverthel ess, s maeaaepnptrso ancéBemrid)geedtn er a |

than other staff support workers or nurses. For George, he found students to be more relaxed:

% As explored in theme 2.2.
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€ 0 b e csame®fehe nurses have been here for some time and stuff, although they
come across as okay and fine and | can talk to them, but when you get students outside
theydébre a bit more sort of just |l earning the
(George)
In students being learners, they were viewed more positively®!. This appeared to be linked to
them showing an interest and being actively engaged in conversations (Leo). Mike spoke
about the importance of students asking questions to enhance their knowledge, to him this
demonstrated that they were interested. Oliver (student) talked about being sociable, while
also having meaningful involvement with the patients:
6Sometimes | know when certain people might n
in social situations and stuff like that, I'll fully go out of my way to try to encourage them
to join in with something or maybe do an activity or just have a conversation or just a
silent walk somewhere or whatever. 6
(Oliver, student)
Just as Molly and David spoke about studentsd ow
was important for Julie and Oliver (student) in order to build relationships. Julie spoke of having
apbébof essi oa ktill beinmpygpursélf and not being overly conscious, to help the
patient be themselves and engage in conversatio
being personable and not being a 6 r o.lHe $pdke about using your personality as a student
as you are the tool to help people, which included helping patients feel comfortable:
6Part of working in mental health is your s
everything that you do. It's, sort of, one of your tools as a mental health nurse, using
your own personality to try to help people. It may help people open up. You can be
anyone you want if you're going to bake bread or whatever, but you can't not have that
human edge. You know, you can't be a robot ébd
(Oliver, student)
Al t houghp & e swasyieveed as an essential quality, as Julie made reference to being
professional; David, Oliver (student) and Hollie spoke about the importance of having

boundaried relationships wehliéerdel noa interfera with therr stud

engagement with patients. An approach that was perceived as positive and well boundaried

91 As explored in theme 2.3.
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appeared to encourage interaction and engagement and the potential for the development of

relationships.

The term relationship was referred to by all students but only two of the patients (George and
David). David spoke about building rapport and relationships and Julie and Bella reflected on
building trust which, for David, helped develop a bond, or a click (Steven). Other terms were

used to describe the interactions the patients and students had, such as rapport®2.

Hollie described the relationship about being there for the patients. She said she had
completed many essays on the topic, yet it was still difficult to explain, but it was mainly about
making sure patients have someone they can talk to if they need. When she said therapeutic
relationship, | asked her what that meant to her, she said:

6Just them being able to come to me iefn t hey :

therebébs agitation there. There are a few pati
them, the one who hears voices, just generally engaging and chatting, and getting him

to come out. He notices and appreciates it af
(Hollie)

David spoke about rapport, trust and relationships with students, viewing them as helpful. He
sai d a r el atniiares hiafithawes snddowrs, while a therapeutic relationship
couédadi cat e Heldescrided themsa$ beneficial:

O0A rapport is always akin to a friendshi
on core elements of a friendship. You do
the difference between a therapeutic rapport and a normal rapport. Normal rapports
are good, but when you want to be able to become more well, and particularly in places
like these, the therapeutic ones are so much better because when they do they just
keep to that core bit, you share values, you share things, interests, everything that you
talk about and do is supposed to be for beneficial reasons. There are no negative
reasons, thatodés the whole rapport of Dbuil ding
(David)

P, i f
nét h

David also referred to having professional and boundaried relationships with staff and that this

relationship should be therapeutic and different to other relationships, where the staff member

92 See appendix 28.
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maintains the focus on the patient rather than themselves. Oliver (student) spoke about
helping the patients and ensuring relationships were beneficial:

6So, it's the relationship I'"ve got. I "m in
a staff member and them being under my care, as well as it's trying to make the best

out of the personal relationship between the two of you in order for it to be beneficial

to them. 6

(Oliver, student)

6l f theyoére not willing why should you show wi
(Mike)
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6.6.2 Theme 2: Balance

el yO
2.1 RecognitiondNe®@e
just peopl€and they@e
the same as us

2.2 Identities:Wiore like
usQQ
2.3 Weathering the ride:
Bponge&o holder of keys

Summary

This theme explores what it means to be a student, what they do and what it is like, and how

patients view students and how this is different to other staff. There are three subthemes;
RecogniWeibo m: | & satn dp etohpelyebdr e t he s aMuoe likesusbu sa;ndl den

We at her i ngS ptohnegiehsider ef keysd

The students and patients bonded with each other through connections they made with their

common interests and rjewotgnfxeahd adper)hThaytelatedr as 0
to and identified with each other in an abnormal place. The students saw the patients as people

they had common interests with and empathised with their experiences and circumstances.

There are strong |l inks between dwer chdayadsgt i fofn&d
a | a shlating experiences and having value even in a strange place, highlighting the

interlinking nature of the themes.

The patients and students talked about comparisons between staff, which was in relation to

associated roles, time and boundaries. Patients noticed that students do different things and

due to this they have more time and spend|l ess time in the ofgdngesd Thi
(Fred),; soaking up learning and fresh weghul aeés
staff (David, George, Steven). They are, however, also learning and new to it, showing various
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aspects and ele ment s t sponges’.i nord6 student s, akewdtatgh t he
placement, they still had other experiences that were important to their experiences and

learning.

TWe lavdscose
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Subtheme 2. 1: We&rognjiuasaompetdlpé wy®r e t he same as u

€ O6we're not these big, bad ment al patient s,
(Jasper)

Both the patients and student participants identified with each other by talking about
common interests. They recogni s eand empahy.hBy
sharing experiences, they were making memories and connecting with each other. The
students had empathy with patients being in hospital and their historical experiences. The

patients equally showed empathy with regards to the training the students complete.

A significant statement maaé&r évyj Fdidsdgamdipthead @ sper ,
rejection of a | abel and how mbayalve padormldynt def i n
di s oodPeD)ideywerepeopl e, individuals who stnrowrgmalledd wi

(Hollie) people like anyone else:

o1l me an, a patient is just a person. Wedre a
fronts that say, O6Personalityedssontletyddosol
or PDs or ment al il Il ness or whatever el se, b
(Fred)

€ Well, for me, when | was in my |l ast hospit
PD, itdés not j ust one thing with 4+wlsinge peop
people, you know what | mean? We're just people that really suffer with emotions, and

feel things a | ot more than a | ot of other pe
I mean? You're alright, well, if you're low, feel really low, or if you're happy, or it feels

a good passion, we feel it really strongl yoé
(Jasper)

The students demonstrated an awareness of Fred
seeing the patients as people, rather than a diagnosis or someone with a criminal history,

showing that they viewed each person as individual with their own experiences. They were
understanding of their histories and spoke of getting to know the patient as a person rather

than a label or offence. Hollie spoke of talking to patients like anyone else and not treating

them differently. Julie spoke of finding out who they are (as a person) rather than what they

are (as a diagnosis or criminal offence):
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6Just forgetting about the ment al il Il ness thi
€ Knowiemg as a person, aside their diagnosi s.
(Julie)

Hollie, Julie, Molly and Oliver identified that patients in secure services do have evidence of

historical risks to others, which was often the reason they were in secure services. They said

that although it is important to be aware of risks and assess risks, all the students stressed

the importance of seeing the person despite such risks. Showing that although they were

aware of the risks present, they aimed to not let it influence their general approach and to see

each person as an i ncotevergthing tevolvell abbut the reason why t hat 6

theyodre tufmatedt heybdve done ahdtha patients dbserifvd toile t h e mé

treated6j ust | i ke everybody oenlvea saartd omav.e a nor mal

This was also true for the patient s fogatiegtheg t he ¢
badgeisthere6 ( Fr ed) . Fred and David botimbseponkeee neelr csubt
t h @ a pdiween staff and patients, mirroredbyGeor ge who defi nedmeré¢ udent s
| i keshuoswdi ng an identification wi t hotdffarentmftom For Ge
p e o pwhiehdwvas seen as a good thing. David thought of them like volunteers and that they

get bored just as patients can, showing some empathy for student experiences while also

comparing the likeness:

6Someti mes they take the initiative as well
funny. They get bored more than we do at tim
youf ancy doing, wedll do something on the war
(David)

Just as David demonstrated an understanding for student experiences while they were on
pl acement. All the students reflected and were e
andontheimpact of Dbeing in hospital . iBreltlheisrandplo ssihtei c
reflect on what she would do and how reassurance was crucial in supporting patients. She
al so refl ect edd os tcgnsiderng their Bishorical experiences and how they

may not have had experiencesi gt barshamwganeg 6o f w |
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understanding of how patients may present in ser

frustrations whenmpbe aadhove ghe @anted do hélp them. Oliver

(student) considered the environment and how he supported patients to cope:
6lt'"d be my idea of hell, you're not all owed
that, | don't really like telly. | don't know, | do empathise a little bit and try to help people
get through, find them something to do. Just
(Oliver, student)

Such empathy was particularly noticeable for Julie who had her own experiences of trauma

and Hollie whose close family member had a diagnosis of a personality disorder. Hollie

reflected that her experiences made her able to manage difficult situations and why she was

interested in participating in my study. | was privileged that Julie chose to disclose her personal

experiences with me and spoke of how they enabled her to support patients:

6Just | isten to how they got into ment al hea
what theyodve been t heloutghi.n KWhteme ytoiumeaso tttatt |
patient is able to have that confidenceinmei A Thi s person | i stens an
wanitabnd you build that relationship from ther
(Julie)

Mol ly said that relating your experienlkweman®d pat

aswell. Davidsimilarl y s poke about studentsd ownh experience
the students relatable and more likely to have essential qualities to be a nurse. He appeared

to respect their choice in career:

€ 6itds not | i ke somet hi nagatschoelmandpedomeysaygo r oun
i Oh, [ want to be a doctoro or, fi | want be a
il want to fly fighter planesd and all that
yes, someone peoplbeansrseybutindrerye devdrkesdays, @Oh,
li ke to | ook after p e o p | -ene eversaysathae Sontheeret al | y
normally has to be a bit of a kick behind sol
the different reasons as to why, because it gives you something to be able to relate to

if youdre struggling with mental problems. TF
on themselves, whet her it be through family
fi Oh, | had a ffrtiapdrthawith sadawifalife and th

and all the relatives suffering with dementia and things like that and you just wanted to
help them. And thatdés motivated them so much

say things likethat, because no matter what you do, youol
nurse because youdve got that motivation that
ités really quite nice. 6

(David)

174



The patients also demonstrated an understanding of what the students must experience when

doing their nurse training, including being assaulted (Jasper, Mike), showing empathy for their

experiences:
€ 6people donét come here to get spoken to |
where patients are assaulting staff and thin
(Mike)

Both the patients and students spoke about making connections with each other over talking

about everyday stuff and highlighted the positive impact of identifying and sharing common

interests with each other to build rapport. Oliver (student) said that there was always

something to talk about as everyone is different. For Bella it was cooking, Jasper and Oliver-

health and fitness, Hollie- scrabble, Julie- being a mum, Leo- cards and chocolate, Steven-

hobbies and music, David and Fred- education, Molly- dogs and tattoos, George- television,

and Mike- politics:

€ 6one t i mewawdceuple of tereate students and we went to [theme park].

And a | ot of the nor mal staff wouldndt go on
it But yet, oh 10611 go on it, so it was gre
5/6 years ago, | always go on everything. | like being scared if you know what | mean.

And that was good, they were just, I l i ke th
what surprised me about this girl in partictu
done one of them years ago, | did a parashoot jump as well and she was actually going

t o, t hat was her next pl an. 6

(Steven)

Having such shared interests helped the connections between patients and students. Steven
spoke ab b aowith stiglénts (ending quote), where you talk to a student and realise
you have common interests and des préallysvellrhaving s har i n
a | augh a%udhcanegrtions ecéurred despite differences in age and gender. George
and Steven, although believing it would be hard knowing what to speak about with young

female students, each spoke of fond memories connecting with them.

Hollie, Julie, Oliver (student) and Leo, were on different wards and at different times and each
spoke about using football to engage in conversations as a common discussion point on the
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wards. For the students this was even if they were not interested or did not have the knowledge
about it. Julie said she had little knowledge about football but the patients liked talking about
it and thus she always tried to make conversation about it. She described football as a topic
to use to build rapport with patients to engage their interest. Similarly, to Leo, who used football
as a topic to have a laugh with people, often joking with others about their choice in teams.
Oliver identified that there would often be people from all over the country in the unit and they
would compare teams they supported as a basis for conversation. Hollie also reflected on the
time when it was the World cup and how it seemed to give people a connection to others:

€ O6Yes, everyone c anmM&orldcapjqiitela btrso thai was ride to

see. everyone just forgot about_their problems even just fo[ the game, or a bit of the

game, so yes, it was nice. 0

(Hollie)
In sharing memories and bonding over humour there was recognition of each other. Leo often
spoke of cards in his stories about sharing time with students and this particular story
highlighted to me how the interactions between people were about the card game and not

whether they were patients or students, they were people sharing time together. A few patients

and students were playing cards for sweets:

t hat

6This amount was, what, A3O0 /oladlliscuitsparigp$)!l of s we

mean everything was on the table. So, we put it in the bag and | put the bag on the
table |ike a shopping bagé There was al
two of us playing, this student and me. This student thought she had a run, | had a
royal flush and | won the ful]l l ot . But
(Leo)
David also spoke about sharing difficult experiences with students and how he was then able
to talk about them after as compared to other staff who may not have experienced them. He
reflected that students were able to help him as they saw as much as he did on the ward, so

could understand if a situation was difficult for him or if he needed to be challenged on

somet hi ng i f h e bitta pdsomally ndiththeé apgreciated.
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Steven: 061 dondét |ike most people anywhere | 06ve

and certain ones | dondt. Yet | always seem to g
Emma: And that click with, how do you explain it? If you can.

Steven: How do | explain it, I dondt know. You jus
though you dondét think you would have, that youo
l' i ke similar musi c, Il i ke you mdorydf thingl liskpposed 0 i N g s

because you patients spend a lot of time by themselves in their rooms and or doing things by

themselves, and when you come out and talking to the student, get interacting with a student.

It just feels as though, once you gettalking, t hat youdéve know them a | o
you might have only known them a couple of hours
(Steven)
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Subt heme 2. 2:Molrcee dtiiktei euss:6 6

ONursing students are sort of more sort of g
they talktoyou,pl ay board games, or watch TV and jus
(George)

The students were not able to do the same things as other staff members, their
responsibilities were different which was both positive and negative. They were not able to
do certain tasks which could be frustrating yet also a good thing as they were not doing
some ofanmhabdygi rog (David)iother stéff do. The students and patients made
comparisons between students and other s
how st udent sno hav &d abrapdred to other staff whether nurses or support
workers. However, three of the students also worked as support workers which added

another element to the comparisons made between roles.

For Julie and Oliver (student) there were some difficulties with being a health care support

worker and a student. Julie found it problematic to change between identities. This related to

differential roles as a support worker or a student. She also referred to previously working as

a support worker on a ward then starting placement on the same ward as a student and how

the patients struggled with her change in role and associated confusion. Although there was

such complexity with regards to role differences, Julie reflected on how it was helpful having

transferable skills:
ol t hink, for me as a student, for me being a
Youbve got that experience and it helps you
you in building that professional relationship with clients, and knowing your work
environment and knowing what to do and what
(Julie)

Oliver (student) felt powerless when in situations requiring restraint, as a student he was not

able to undertake this role, yet as a health care support worker he was. He spoke about

needing to protect other staff but due to his role as a student was restricted in difficult situations

where there was the potential for restraint.
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Julie, like Oliver (student), also reflected on difficulties managing her role during restraint
situations, being able to be involved in restraint as a support worker but not able to as a
student:

0l tés something that

training, when | 06m a healthcare | 0om abl

So somet iMmeeysbe tlébsm do

restrain someone as a healthcare, but

restrain. And itoés always being alert

rol eéed

(Julie)
Hollie also spoke of not being able to do certain things in her role as a student, such as
supporting patients with leave off the unit. Though in being unable to do some tasks she
focused on doing activities on the ward which were valued by patients. For patients, it was
frustrating when students had to check things out with staff (Jasper). This seemed to prevent
t hem get urt whgch agper, Oliver (student) and Molly referred to. Jasper said that
students shoul d matu clehél@nd patientd to solve pgobléms or taking
the lead in situations. Although Jasper wanted students to spend as much time as possible
with patients and found it frustrating that students had to check things out first which prevented

them getting stuck in, he did show understanding that sometimes students do need to spend

some time in the office as part of their learning.

When | asked Oliver (studentyand Mol | y wshtautc lookd likedractigallydthey said
it was being autonomous, asking staff if they needed anything doing, getting activities out to
do with the patients or just sitting with them watching television. Molly describes learning more
this way:

6lt'"s really good because it keeps you
more getting stuck in and being like on the floor than sitting in an office and just staring
at the computer all day. And but I've learned so much more going out and like getting
stuck in with the patient. And it's just like going down and assisting at meal time and
helping out, grabbing things and bits of bobs forthems o0 é | enj oy it

| learn a lot more doing things then | do learning about just like having them spoke at

PN

me . O
(Molly)

179

you al ways have to remer

e to r

ing a placement ®@n a wal

Il &m on
that ,

busy,

becaus



Students were restricted in some ways, as identified by Hollie and Jasper, but consequently
were not restricted in other ways. Students were not able to do certain tasks like escorting
patients on their own or completing observations, which both students and patients found

frustrating, yet David identified this as a good thing:

PN

6l téds good that tnmaekye sc asnebnts ee?s cBoercta uisfe tthhaatt 6 s

made to do. They wouldnot |l earn anything on

would you mind covering here, would you mind covering there, would you mind doing

t hisé. But in turneiofmassiwvelkyelsi miotus ctalme dio)
(David)

Julie spoke about engaging in other roles when she was unable to complete certain tasks due
to being a student. Also speaking as Hollie did about doing other things like sitting with

patients.

Innotbeingabletocarry out <certain tasks, fabthealmhaying d, t he
t h i mhgtseular staff did and they would not be able to gain a relationship, which appeared

to be related to spending time with patients and learning from them:

O6Would you like them to be able to do more af
people would abuse that, as in terms af memb
you can escort, you can do obso and then the
a healthcare, theydre not | earning anything,
as a patient evaporates, because nemyingt hi ng

things like checking you on obs and all that kind of stuff and you end up having a go at
them and waott odbmétt a go because theydre new
(David)

The patients f ounmd es tf uichekbee sOwW eapdiveoel sudn T, patentisll§y

as they were seen to have different responsibilities as compared to the nursing staff, who

make decisions on the patientsd care.

Molly said that patients were understanding of decisions made about their care and that often

it was not them (the staff on the wards) but management decisions that they disagreed with.

93 As referred to in theme 2.1.
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Molly spoke of being on placement during Covid-19%* when patients were not able to go on

leave due to lockdown®. She spoke with empathy of what that must have been like for the

patients and demonstrated understanding for when they became frustrated. She said

Gometimes they just see you almost as a bad guy
€ O6putting a stop on what they want to do wh
making up these, almostsil 'y rul es for them to foll ow, a
because itds not something we want. We have t
of the service. And we're trying to keep them safe. Trying to minimize risk. It's really
difficult to communicate we're just doing what we have to do. We want to keep you
safeéd
(Molly)

For Oliver (student), although the consultant or management made the decisions, he reflected

that the students agreed to and followed such care decisions:

€ 6you're |l ooking after someone for a | ong t
baddie and the goodie and you get to say what happens. Whether it's you who

actuallyé You don't, really, it's the manage
whatever,but you' re the person who's got to put it

(Oliver, student)

There were comparisons made between health care support workers and students. Generally,
support wor kerasn we y(Zavid) &neé moreanagatide than students, who were
generally positively spoken of by all the patients. This is interesting, considering that Oliver,
Bella and Julie worked as health care support workers as well as being students. Of course,
there was the individual nature of the way staff approach patients that was referred to%, but
this varied judgment between the two groups seemed to be specific to their roles, and view of
their roles. For example, David reflected that if students came to work as a support worker for
a sliofutbdd sastt mesmaj heal t hcare againé because th
blue-ar se fSiymd | arl y, t o n urbsuessyhébperhapsgeflects theenotiore d t o a

of perceived time staff have wi tihstaq eldser bomd & . Dav

%4 Worldwide pandemic in 2020.
9% Measures put in place by the UK government to manage the spread of the virus Covid-19.
9 As referred to in theme 1.3.
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with a student as compared to a health care support worker. | asked him why he thought that

was, he said:
0Attachment with you, effort, theyodédre not do
annoy you. (Laughter) | t 6 satimayodr@aonrandyauijustt . How
want some time to childl and youdbve got someb
and itodés |ike staring at you al most, and you:q
(David)

It appeared that David perceived the support workers to be invading his privacy as part of their
role. Although David spoke of the specific roles he deemed annoying that support workers did,
he also reflected that he had achieved a good rapport with some support workers, signifying
the complexity in role perception and general view of support worker and student nurse. In
addition, David refers to certain approaches that challenge set perceptions, including having
agénui ne ,afidériet pe eaddogaod listering gkills. He reflected on the difference
in how patients treat support workers as compared to students, perhaps showing an already

formed view of each group:

€ owe still treat her | i ke the student nurse
and things like that. It keepstherelat i onshi p the same because i
second, shebébs technically a healthcare today
student nurse in a good way. o0 I|Itbés kind of I
(David)

As compared to nurses, possibly due to perceived roles, students were seen by the

participants as having more time to spend with patients. Bella, David, George, Hollie, Julie

and Oliver (student) each identified that students had more time than nurses who were seen

as beaiursdg/@did pgp ér wbavidksaid that having third year students on placement

was a good bal ance, they could compl etetiedi mil ar
down by a | oad likepapemerk. Harkferredasnkrsed having to spend time in

the office writing reports, coordinating the ward or sometimes the hospital, which he felt was

i di cul Geacrdbge fel't t hnaotr e s tfurdneoht delerpefl et eefer Go
accessibility, statwaygst bas yratieotsan gensine tingefwdh

the patients like students do:
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€ oOhe majority of the nurses spend more time in the office and we notice that more

students spend time with the patients on the floor than in the office and stuff so, and

thatdés nice. We |ike that spending a bit mor ¢
(George)

A possible reason for the perception of students having more time than nurses or other staff,
as speculated by Bella, Hol | in&inthenndimberedl,l yt,h ewa sa rtel
not included in the st af f isaopgrnumernabraayt dfolliedbélievedh e war d
this made them flexible and Molly and Bella said gave them time with patients:
6So, as a stwudent, | try
to me and | can al ways ¢
so | can always create t

€ It feels goodé | have
(Bella)

to put myself in
gat d ttbismen,otb d d &kwe
me for you. oo d
i t

r
i |
t me to talk to

Hollie, Julie and Bella each independently said that they would miss the time they can spend
with patients once they qualify, highlighting the view that as students they have time to spend
with patients and once they are qualified nurses will not be able to spend that time with patients
as they will have to spend more time in the office completing paper work:

6l think that is the thing |61 mi ss when | ¢
is all about paperwork, documentation, and all. Because, in my placements, | spend a

lot of time with patients. And sometimes | feel that, if I qualify, | might not be able to do

as much as thaté Because obviously | 611 t ake
paperworké a | ot f nurses now spend time in
witht he patients.
(Julie)

0
0

David reflected on an experience that exemplifies the view from a patient perspective on the
time that nursing staff and students have when asking for some milk. It also highlights some
of the potential consequences for agitation due to unclear/ poor time setting:

with regular staff i1itdéds Ii ke, AGive me a
thing. 0 And youdre a bit fed up at that f]
minutes | ater andoygodreosiilkl ywaiemimg t hi
minutes. o Next thing you know theyobre jus
l'i ke, 2 minutes become another 20 minut
e got a cuwonmndert evah yanydo utébhreey annoyed. The
aff comes out the office and itds I|i ke,
l ast time | saw you, 0 and you |l ook at
e got t o sitandovre,i nomGtt hyau student it

c »nw o < o

OO0 cCcsOS5
o0 n o~
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you mind just getting me that milk out, would you mind just sitting down watching this
with us, o0 and theyoll go, ifiYes, sure. 0.
(David)

(@)

The students had various roles which were identified by the student and patient participants.

A key role for students was to help the patients by spending time with them doing everyday

stuff to build rapport and make connections, as explored in other themes. A further key role,

Fred and Jasper spoke of, was the role of a learner®”. Mike highlighted the importance of

pl acements for students6é | earning, not just thec
6Wel I |, itds new for t hem, theybére |l earning, a
study as much as you like, butexper i ence you canét beat. 6
(Mike)

As part of students6 |l earning on their placement

such as medication administration (Bella, Leo, Oliver (student)). However, these

competencies appeared to take students away from spending time with patients, as Oliver and

Molly talked about. They also created anxieties for the students when there were specific

competencies that they were not able to meet on certain placements. Molly gave examples

like supporting patients with specific medication or percutaneous endoscopic gastrostomy

(PEG) feeding tube and other physical health competencies. Both Oliver and Molly referred to

their competencies as being targets to be met and that in getting them completed they would

then have time to spend time with the patients and also explore other experiences:

6So, well, you're on placement and you
but I've had them all done on my first placement. So, I've just spent time with the
patients,reall y, get to know t hemé

€ | '"ve got more time to explore the service
than just having targets all the time. 6
(Oliver, student)

vV e usu

Molly insightfully said about making the most of opportunities while balancing completing
outcomes. Other such competencies the students were required to achieve included care

planning (Bella, Hollie, Julie), assessing risk (Julie), supporting patient safety during incidents

97 As explored in theme 2.3.
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(Julie), attending and presenting at ward round (Oliver (student)), and completing
documentation/ paperwork (Bella, Julie). Despite Molly and Oliver reflecting on some issues
with set competencies they also provided opportunities for the students to support patients,
for example, Hollie found that doing care plans with patients was a valuable experience for

her learning but she also appeared to feel pride to have supported the needs of a patient.

A further role the students had while on placement, Bella and Julie spoke of, was reflection.

They said how reflecting on situations with a practice assessor can help students cope:

6So | think, for me, after tphadatite astsestod,fusta r ef | ¢
to talk about it. I said, AThis is emotional,
saw me through, yes. 6

(Julie)

€ o0when we do hygvepethuddenntre, tti me with us than so
(George)
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Subt heme 2. 3: WeatSheomigedodehda keysi de: 6

6l just felt good that there was someone con

filled full of shit aboutwhat we 6r e about é6
(Jasper)

Students were viewedpprodds@®dpl gndshebdi pa 1
(Jasper) as t hene weelaelaspee iSteverd tolthe units and new to
nursing. The patients enjoyed learning about the students and building new relationships.
Both patients and students felt nervous upon their first encounters. The patients believed
that students di djradt@atien)vievsasprgserain atherdtaffo Tthered
were positive and negative aspects identified to being new. Students may have had limited
experience to manage challenging or difficult situations which was balanced with reduced
risk of having potentially negative ingrained views. The participants were opposing in their

views of students reading notes about the patients.

Patients identified students by various terms depicting that they were new, these were all used
in a positive manner . Shalye nit(aDewstded nd &adyjagsnda/t ed a
Obaby fréshasmd o(redpénddébri ght eyed 4dlaspenbushy tail edd
6Theydbre more | ike spongesé they want soak uj
(Fred)
Jasper sai dhihcoew tiot hvaavse @@ fr Esbadf aaiedohaovillilge hegr o é
tolearn6 . St e warly refersed tmthd impact the students had on the environment by being
new, t hkarti g thtegn 6t dneéenablechvarmus aopvérsations:
61 f t[gatents] a kbt down in the dumps and then a student comes on and they
working with that student or whatever you just seem to be, you know because you get
different perspective from different people, different than normal so when you're seeing
regul ar staff al l the ti me. So when a stude
knowl edge an dtingtnore kribwledge 8@ you can chat to them about

di fferent stuff. o6
(Steven)
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A key el ement to students being new wapgo®Rg
soaking up all their experiences on placement. Learning not only referred to the students, but
the patients also. For patients, having students gave them experience of connecting with
someone new and potentially building new relationships. For Jasper, students being new was
ag6od tHwei nsgpbo.k e not only of towiewasnica fdrehe patedts
to learn about them, as someone different to talk to. He reflected that often bank or agency
staff do not engage as much as they may never return to the unit, while also saying that it can
g e $ a i ewjttoregular staff. Highlighting the need for a balance, that students appeared to
give:
é 60itds a fresh face, | want to make a
them, what they like. Just, like say your job, for instance, or your course, if someone
new came on your course, and you were just bored with everybody, not bored but you
knew them, knew what it was about, just in the same way someone might come into

your workplace, or if you lived in a shared house or something, and someone new
came al ong eresting to $ind putlabaut them,tand what music are they into?

What films do they | ike? Just the same
people. 6
(Jasper)

A further el ement s pd n geeisube eofetteachitgegave the matients.
Particularly Fred, David and Jasper, who each enjoyed teaching the students, viewing them
as open to learning and as a result made the patients feel valued. Jasper felt like he was part
of studentsoblearning, which make him feel like he was helping them, and David spoke of it
feeling good that the students can learn new things to help them in the future and reduce any

prejudice. For Fred he liked that they were willing to learn:

OWilling to pick up new stuff, t &oldkthetjob
to move on and things. They come fresh and open, so they leave all that stuff behind.
Come into work happy as hell . 6

(Fred)

Another role the patients enjoyed, was helping the students settle in. All the patients

esdd |

|l ear ni

good i

way r

pati el

acknowledged that students mu st heelvVdwsvamyi ¢ bWad pewk ward 6

(Davi d, J abstetr @ , L legoepts GOr fspalr e | (Dakide Jadper)dstarting

pl ace mennetw otne (Mike)t or y 6
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€ 6when they come in theyodre a |little bit ne
just | ook at you and then as soon as you | oo
proper weird and that, and then whenlloekver yone
at you I|like AAh, nice to meet yaéo So, | put
i n, il dm t hi s, |l &m t hi s, |l 6m this. o ARiIight,

t hat | 6m doing studenting. 0. 0

(Leo)

Fred refl ecrnewd usn atbewhandnéedng new students and George found it
difficult to know what to speak about with students:
6So the first

ti
know what to tal
(George)

to her about ébd

The patients and students equally experience nervousness when meeting each other for the
first time. Bella reflected on feeling scared and how it was important to be aware of any risks.
Gaining support from practice assessors (mentors) and the wider staff team was useful for

helping the students feel comfortable in their placement areas.

Bella spoke about a difficult incident where a patient would not return to the ward after
something she said. She found her practice assessor supportive by offering her space to
reflect back on the incident and reassurance that it could have happened to another member

of staff not just her:

6He didnét go back. He didndt go back on the
what | did was | just spoketomyment or, | i ke, Al d6m really sad.
Dondt worry, it could be anyone. 0 But she ga:
they didnot say, fi Oh, it was because of you,
said, Alt could be anyone. 0. 0

(Bella)

me | met a student and stuff
k

Al t hough it was a positi ge omnlgde th@otherinand wasbeiag st uden

& e ywiéhich potentially meant less experience and knowledge. Jasper found it difficult when

students had a lack of knowledge or were ignorant to his experiences:

6When | u sharrd a lbt,candsskel wias like, she wanted to help, but she just
di dnét have a fucking clue what she was on
it because you're bored?" I s a imdogred.”™ INust, no,
laughed it off, and then | spoke with a nurse later because it wound me up a bit, but |
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just said to him, " Why, why is she as
anything by it," but | just laughed it off really, because some peopl e j ust d
(Jasper)
Although David thought it was helpful for students to have a bit of understanding when they
first start placements, he also said it was important for them to not have prior knowledge
despite the risk that they would be scared, then at least they would not have poor attitudes:
61l &dm kind of almost glad in a way these stud
they come to these placement . | 6d rather the
placement and not know what personality disorder is than know the wrong things and
have to try and change that. o
(David)
A further example of a negative aspect of students being inexperienced, that Leo referred to,
was students making errors, for example with medication. Bella shared her understanding of
how patients may feel about students doing medication. She recognised they may feel
students are not as knowledgeable as qualified nurses:
6So many times, there are patients, theyo6l]l |
t 6s not because of anything, but itds becaus
student. 0 Everyone has different perspectives
she doesnot know what shebs doing, 0. 0rd AShe:q
(Bella)
Reading care plans was discussed as important by Bella; possibly as a way of building
knowledge, reducing errors and coping with nervousness.
0 As ayeaf studesttyou get to know things and you want to know everything in one
go. No. Ye s, so | think itoés because | 6m new, | d
do and when not, or what not to say, you know what | mean? | know now that before |
get in contact with a patient, | need to read about them and know what triggers their
acti (Bala). 6
However, Molly instead spoke of the importance of focusing on the person and learning about
them by speaking to them, as also stated by Fred and Jasper. She spoke of not reading
patientsd notes bef orkeowtheneforthengnotiwhatyou foundontigeet t o 0
c o mp u Similary, to Jasper, Molly spoke of presumptions that get made from reading about

a person rather than talking to them:
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