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ABSTRACT

Introduction

Inpatient care for people experiencing mental health crisis continues to be
necessary in the United Kingdom, despite the universal availability of home
treatment teams. However, these inpatient care settings have been criticised for
providing limited opportunities for service users to engage in therapeutic
activities. The care environment is known to impact on service users’ treatment
and health outcomes. While most occupational therapy theories and models
attest to the importance of the environment in people’s occupational performance
and engagement, few reported studies have specifically focused on the mental

health inpatient unit’s physical and social environment.
Aim
This study aimed to explore the views of staff and service users concerning an

acute inpatient unit in inner London, to identify factors that impact service users’

engagement in therapeutic activities.
Methods

Participatory Action Research (PAR) was the overarching methodology used in
the two Modules of this study, with multiple methods of data collection, including:
guantitative questionnaires, group discussions, mapping activities and qualitative

interviews.
Findings

A total of seventy-three participants, comprising both staff (n=40) and service

users (n=33), completed the questionnaires. Four interviews and five PAR group



discussions were held with ten staff participants in total. Three key factors
impacting service user engagement in therapeutic activities were found to be: (i)
building design not fit for purpose; (ii) formal systems and policies compromising
user access to spaces; (iii) profession-specific roles and responsibilities. From the
findings, it was evident that the physical environment posed the greatest limitation
to service user engagement in therapeutic activities and interprofessional

collaborative working.

Conclusion

This study’s findings add clear evidence to the understanding that the physical
environment, in particular, but also the social environment within acute mental
health units, requires an evidence-based approach to design, alongside robust
staff and service user consultation to help facilitate service user's engagement in

therapeutic activities.
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Page 1 of 487
Chapter 1: Introduction and Background

CHAPTER ONE
INTRODUCTION

In this chapter | will outline key terms and concepts used in this thesis which
include the environment, environment of care, therapeutic landscape, and mental
health problems. | also discuss mental healthcare, its history and the current
policy context within the United Kingdom (UK). From a historical perspective | will
focus on the ‘periods of moral treatment era’ (Peloguin,1989) and
deinstitutionalisation and include relevant information from these eras to support
the rationale for this PhD study. | will describe the roles of occupational therapy
(OT) in an acute mental health care inpatient unit, refer to the research
programme that this study is part of and then conclude by outlining the structure

of the thesis.

1.1: EXPLORATION OF KEY TERMS AND CONCEPTS

The meaning of the term ‘environment’ is explored using broader dictionary
definitions and then more specifically in terms of its conceptualisation within the
profession of occupational therapy. The environment of care, commonly referred
to as a hospital, is discussed with a justification of the need to set specific
geographical spaces aside to offer support to those who are unwell. This is linked
to the concept of the therapeutic landscape and the understanding that the

environment plays a significant part in people’s health and wellbeing.
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1.1.1: MEANING OF THE ENVIRONMENT

According to the Oxford dictionary definition (2017), the environment is simply the
surroundings or conditions in which a person, animal or plant lives or operates.
Geographically, the environment represents all the settings that living organisms
reside in, whether it be land, space, or water. Hamilton (2010) pointed out that the
first environment that all human beings experience is the uterus which provides
protection and security to the foetus, thereby highlighting that the environment is
fundamental to every individual’s survival. It provides the safety needs of warmth
and comfort as identified in Maslow’s hierarchy of needs (Martin et al., 2007).
Other words related to the environment include habitat, territory, domain, home,
abode, surrounding, context, space, and place. Although these are related
concepts, attempts have been made to differentiate between them. For instance,
Hasselkus argued that a place is part of a space. That space is an open
geographical location, but a place is the meaning that people attach to a space.
At the same time, she indicated that place is set apart from space “by the
intentions and concentrated attention that it harbours" (Hasselkus, 2011, p. 42).
This implies that the meaning people attach to a space is because of their own
experiences and memories of geographical spaces. However, Delaisse et al.
(2020) suggested moving beyond this dichotomous conceptualisation of space
(environment) to embrace the spatial triad of conceived, perceived and lived
space. This was based on the application of Lefebvre’s (1991) theory about the
production of space. According to this theory, space is conceived of as relational
and dynamic, which includes the dimensions of geographical location, material

objects and social relations.
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The environment has also been categorised into the natural, the built, the social
and symbolic environment (Gesler, 1992); "the particular physical, social, cultural,
economic and political context” (Turpin and lwama, 2011, p.144); and the
physical, social, cultural and institutional environment (Canadian Model of
Occupational Performance and Engagement (CMOP-E) (Davis, 2017). The
Occupational Therapy Practice Framework (American Occupational Therapists
Association (AOTA), 2014) adopts a wider perspective concerning the
environment and context, which are categorised into cultural, personal, physical,
social, temporal, and virtual dimensions. Apart from Gesler's (1992), these
categorisations all come from occupational therapy models of practice. This
highlights the relevance of the environment to the philosophy and practice of the
occupational therapy profession. The models consider the environment and its
relationship to a person’s occupational participation and engagement. From an
occupational therapy perspective, as a health profession concerned with what
people do and how it contributes to their health and well-being, a transactional
relationship has been established between the person, the environment and
occupation (Kielhofner, 2008; Law, 2002). The interaction between the person,
environment and occupation is believed to impact an individual’s health and
wellbeing and therefore anything that influences one of these aspects will also

have an impact on the others.

The physical (natural and built), social, political, and cultural environment
commonly recur in the various conceptualisations of the environment. The natural
environment, as understood by Gesler (1992), constitutes everything that is in the

surroundings provided by nature, including the geographical terrain, sea, animals,
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mountains, and other related things. The built environment involves all the
modifications that humans have made to the natural environment (American
Occupational Therapists Association (AOTA), 2014). The built and natural
environment together are often referred to as the physical environment (Wood et
al., 2013b). The social environment includes the people within the environment
and their relationships whereas the group’s accepted set of beliefs, practices,
customs, and behavioural standards constitute the cultural environment (AOTA,

2014).

There are other conceptualisations of the environment, but at this point | focus
specifically on the way that the term environment is used in this thesis. The thesis
is entitled, “Exploring the staff and service user perspective on the impact of the
physical and social environment on service users’ engagement in therapeutic
activities in an adult acute mental health inpatient unit”. The environment under
investigation is the acute inpatient mental health unit (hereafter referred to as
acute unit). This is an environment that mental health service users who are in
crisis are admitted to for assessment, treatment and management, to facilitate
recovery (Sims, 2014). The physical, social, and cultural environment of the acute
unit is the focus of this study. Where the physical environment is conceptualised
to include the building, its’ design and the resources within it. The social
environment that would be considered involves both the staff, the service users
and relationships that exists within the acute unit (Gesler, 1992; Turpin and
Iwama, 2011; AOTA, 2014; and Davis, 2017). However, the other components of
an environment, such as the symbolic, virtual, temporal, institutional, economic,

and political aspects, are discussed as and when relevant. More detailed
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information about the acute unit is presented in Section 1.2.2. The subsequent
section explores the literature on the environment within the occupational therapy

profession.

1.1.2: OCCUPATIONAL PERSPECTIVE ON THE ENVIRONMENT.

Of relevance to this study is the publication by Harrison et al. (2016) entitled,
“Defining the environment to support occupational therapy intervention in mental
health practice” which aimed to define the environment based on Kielhofner's
Model of Human Occupation (MOHO). They proposed that establishing an
accurate definition of the environment with clinical usefulness would help to
understand the impact of the environment on service users’ engagement. This
would also ensure that the occupational therapists’ interventions address the
challenges faced by service users that relate to the environment. The physical
and social environment were again identified as essential to the definition. The
physical environment was explained as constituting the spaces and the objects
within the environment, as discussed earlier. In addition to the groups of people
who come together, Harrison et al. (2016) introduced the concept of occupational
forms as the other aspect of the social environment. Occupational forms are
defined as the typical way of doing a sequence of actions. However, this opinion
piece by Harrison et al. (2016), concluded without achieving its aim of providing a

clear definition of the environment.

Rebeiro (2001) and Law and Case (2010) also discussed the general relevance

of the environment in occupational therapy practices. Law and Case (2010)
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presented a position statement of the AOTA on the use of the environment and
context to support health and engagement in occupations. Recommendations
were made using different case studies from across the life span and various
areas of practise within occupational therapy. Other evidence was also drawn
from the relevant United States of America (USA) legislation which included: the
Rehabilitation Act of 1973, Section 504; the No Child Left Behind Act (NCLB),
2001) and the Individuals with Disabilities Education Improvement Act (IDEA,

2004).

The theme of the environment in each piece of legislation and its practical
application in occupational therapy practice was put forward to support the
argument about the relevance of the environment. For instance, from the
Rehabilitation Act of 1973, the key construct used was that it “helps ensure
students with disabilities receive the services, supports, and accommodations
necessary to meet their needs” (Law and Case, 2010, p. S58). The United
Kingdom has similar pieces of legislation like the Equality Act 2010, which
enshrines in law the importance of providing a supportive environment for service
users’ engagement. The AOTA position statement further indicated that the
environment refers to the external physical and social aspects that surround
service users while they engage in an occupation, and that, any interventions
designed and used should focus on selecting and using an environment
congruent with the service user’s needs to maximize his/her engagement.
However, the position statement was wide in scope and not specific to mental

health practices.

The Rebeiro (2001) study focused more specifically on mental health services

and was based on a secondary analysis of data from a qualitative research study.
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The study explored the importance of an affirming environment and explained
how this enables participation in occupation. The original qualitative study
interviewed and observed eight women with mental health problems who were
discharged into the community and attended a Women’s group in Northeastern
Ontario, Canada (Rebeiro and Cook, 1999). The participants reported that, an
environment that provides opportunity and is not prescriptive is more conducive
to fostering occupational performance. In addition, such an environment provided
an affirmation of the individual as a person of worth, as well as a place where

he/she belonged and would be supported.

Gahnstrom-Strandqvist et al. (2003) also identified that it is important to design a
supportive, tolerant, and safe therapeutic environment that gives the service
users opportunity to grow. In this Sweden study, seven staff shared the narratives
of their structure of occupational therapy interactions with 11 mental health
service users from a psychosocial rehabilitation centre. These four papers have
helped to explore how the environment is understood in the occupational therapy
literature. This was relevant as occupational therapy is my professional
background and therefore the stance from which | approached this study. Also,
as explained in more detail in Section 1.5 of this chapter, the member of staff who
extended the invitation for the study to be conducted in the acute unit was also an
occupational therapist. This body of literature therefore helped to situate our
worldview and conceptualisation of the environment. Bryman (2015, p. 5) pointed
out that, “the training and personal values of the researcher form a component of

the context of social research methods in that, they may influence the research
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area”. Acknowledging the aforementioned helped me to be conscious of my own

biases while carrying out this research.

1.1.3: ENVIRONMENT OF CARE: THE HOSPITAL

In this thesis, the terms; environment of care and hospitals are used in the
context of the current meaning of a place with resources (for example,
equipment) where people who require health care services are cared for and/or
supported by health professionals. The Joint Commission report (2015) identified
three basic elements of the environment of care, namely, (i) the building or space,
(i) equipment used, and (iii) the people within. A categorisation of the
environment linking very well to that adopted for this study is outlined on page
four. The environment in which care and support are provided for those who are
unwell with physical and mental health problems has evolved over the years. As
early as 1972, Rivlin and Wolfe argued that a close relationship exists between
the philosophy of treatment and the facility provided for use. More recently,
Chrysikou (2019, p.1) alluded to this in the development of the SCP (safety and
security, competence, and finally personalization and choice) model that
identified “the relation between policy, care regime, and patient-focused
environment”. In physical healthcare settings, for instance, infection control,
access to skilled staff and sophisticated equipment requires that specific places
be set aside for these purposes. This is an indication that the design of most

hospital buildings was influenced by their intended use.
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Historically, the word ‘hospital’, had a different meaning from that which it has
come to be associated with today, nhamely an institution providing medical and
surgical treatment and nursing care for the sick or injured (Online Oxford English
living dictionary, 2017). The Latin root word originally meant “reception of guest”.
The Merriam-Webster online dictionary provides a definition that closely relates to
this original meaning of a hospital as a charitable institution for the needy, aged,
infirm, or young (Merriam-Webster online dictionary, 2020). It is argued that the
differences relating to the meaning of the term ‘hospital’ make it difficult to
establish its origin (Granshaw and Porter, 1989; Barry and Carruthers, 2005). In
‘The hospital in history’, Granshaw and Porter (1989) explained that, on a
complex and broad scale, hospitals were the creation of societies and their
functions have not remained constant. Hospitals have fulfilled far wider and more
diverse roles than simply caring for the sick: they have provided for the poor and

served as avenues for expressions of Christian charity.

In the past, hospital care was provided by monks and nuns under the influence of
the church (Barry and Carruthers, 2005). As part of their duties the monks and
nuns offered hospitality to passing pilgrims and travellers and helped the local
sick and poor. The care provided by the monks and nuns was very disciplined
and followed a strict routine, such that, between the various times set aside for
prayer, those who were able to be expected to help with household chores or
work in the gardens (Barry and Carruthers, 2005). Gardens were a feature of
these earlier hospitals, usually enclosed by a courtyard, a key recommendation
for the healing environment (Marcus and Sachs, 2013). This background

information provides an insight into how the environment of care and/or hospitals
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has evolved over the years and been influenced by the philosophy of care. In
addition, people have engaged in different occupations following various routines
to serve diverse purposes within this environment. It is necessary to provide this
information as the study investigates an environment of care, the acute unit. |
therefore undertook this study, focusing on the physical and social environment of
the acute unit and with the assumption that the acute unit would have evolved

and changed over the years that it had been in existence.

1.1.4: CONCEPT OF THE THERAPEUTIC LANDSCAPE

Another concept relevant to this thesis, that relates to hospitals in terms of
meaning is the therapeutic landscape. Gesler’s (1992) conceptualisation of the
term has provided a basis for research that examines the relationship between
the environment and health. It originally referred to religious sites that were
associated with miraculous healing such as Lourdes and Bath (Gesler,
1996,1998). The therapeutic landscape is defined as: "those changing places,
settings, situations, locales, and milieus that encompass both the physical,
psychological and social environment associated with treatment or healing”
(Williams, 1998, p. 1193). According to Cutchin (2004), a therapeutic landscape
encompasses the idea of places so imbued with meaning that they have a
healing effect. In contrast, Wakefield and McMullan (2004, p.299) applied the
concept to healing places in decline and argued that, “it is possible for places to
simultaneously hurt and heal”. This conclusion was arrived at, after a secondary
analysis of three data sets of (in-depth interviews) gathered from residents and

city officials in the City of Hamilton, Ontario Canada. In the analysis of the data,
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they realised that, although the city is regarded by outsiders as an unhealthy
place due to the environmental pollution from the steel industry, the residents
could still identify health affirming elements in their everyday experience of the

place.

The concept of therapeutic landscape currently extends beyond places that have
traditionally provided healing like those originally discussed by Gesler, to other
environments like a public library (Brewster, 2014) and hospitals (Wood et al.,
2013b). Gesler et al. (2004) applied the concept to hospital design which has
informed the practice of evidence-based design in healthcare. Evidence-based
design is, “a scientific analysis methodology that emphasises the use of data
acquired in order to influence the design process in hospitals” (Alfonsi et al.,
2014, p. 2). It proposes that buildings purposed for use as healthcare facilities
should be designed and built to meet the needs of the individuals who use them.
Not only should they be structured in such a way as to meet the service users’
needs, but also the needs of the staff working there (Gesler et al., 2004; Alfonsi et
al., 2014; Brambilla et al., 2019). Ulrich et al. (2008) reported that factors like
effective ventilation systems, nature-based distractions with appropriate access to
daylight and improved ergonomic design as essential in evidence-based

healthcare design.

Connellan et al. (2013) conducted a literature review with a specific focus on
mental healthcare facility design which identified security, light, the therapeutic

milieu, and a garden as key elements to be included in the design from an
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evidence-based perspective. However, Curtis et al. (2007) suggested that it is
difficult to determine precisely what form therapeutic hospital design should take,
due to the changing models of care in mental health, in addition to difficulties in
reaching a consensus on models of care. A model of care is defined as "an
overarching design for the provision of a health care service that is shaped by a
theoretical basis, evidence-based practice and defined standards” (NHS
acronyms-glossary of terms online, 2020, p. 9). This study therefore aimed to
explore the acute unit as a therapeutic landscape, and to ask the following
guestions: Is it a place of healing for people with mental health problems? Is the
design of the building (physical environment) evidence-based and, as Wakefield
and McMullan (2004) suggested, is it a place that can both heal and hurt service

users?

1.2: MENTAL HEALTH PROBLEMS AND MENTAL HEALTHCARE SERVICES IN THE UNITED
KINGDOM

This section details the commonly accepted understanding of mental health
problems. | predominantly use the term ‘mental health problems’ within this
thesis, as opposed to ‘mental health disorders’ or ‘mental illness’ that are more
aligned with the biomedical model. The use of the term ‘mental health problem’ is
more in line with the social model of disability (Marks, 1997). Similar terminology
is used in key documents such as the Mental Health Act of 1983. In instances
where | use the term ‘mental illness’ or ‘distress’, it may be a direct quotation from
a study that | have cited. | knew from the outset of this PhD study that | would be
recruiting from a National Health Service (NHS) facility where staff mostly refer to

the people they care for as patients. In contrast, | approached this study from the
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perspective of a biopsychosocial model of care (George and Engel,1980), which
posits that the causes of health problems lie beyond the simple dysfunction of a
biological body part and that social and psychological factors interact to cause

these problems in or for individuals.

Mental health problems have historically been conceptualised from different
perspectives, including biological (Blows, 2010), psychological, social, and
metaphysical (Seidmann and Di lorio, 2015). These perspectives have evolved
and the World Health Organisation (WHQO) has published the following definition
of mental health which has been reached by common consensus: “a state of well-
being in which every individual realizes his or her potential can cope with the
normal stresses of life, can work productively and fruitfully, and can contribute to
his and her community” (WHO, 2013, p. 38). Any deviation from this can be
referred to as a mental health problem. The determinants of mental health
problems are deemed to be not only an individual’s attributes but also
environmental factors such as social, cultural, economic, and political dimensions

(WHO, 2013; Medical Research Council, 2017).

Diagnostic manuals, like the American Psychological Diagnostic and Statistical
Manual of Mental Disorders (5th edition) and the International Classification of
Diseases (ICD-10) are used to categorise mental health problems. In the ICD-10,
for instance, the categories include mental and behavioural disorders due to
psychoactive substance use, schizophrenia, schizotypal and delusional disorders
that are characterised in general by distortions of thinking, perception and affect

that are inappropriate. Also included mood (affective) disorders, behavioural
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syndromes, disorders of adult personality and behavioural and mental retardation
(WHO, 2016). These are some of the mental health problems likely to be referred
or presented to an environment of care dedicated to the care of people with
mental health problems. In the United Kingdom (UK), for instance, it is estimated
that, one in four people is affected by mental health problems, ranging from

common to severe forms (Mind, 2017).

This study did not focus on the diagnosis given to individuals as defined in the
ICD-10 or DSM-V rather, the focus was on the environment, as conceptualised
earlier. The study proceeded with the assumption that, service users within the
environment either have a form of diagnosis or that professionals are working
towards a diagnosis, a common practice in the UK mental health care system.
The people cared for within the acute unit are referred to as ‘service users’ in this
thesis to follow the ethos of the research programme that this study is nested in.
The Department of Health (UK) also use the same term to refer to this client
group in all key documents. However, a systematic review indicated that
recipients of mental health services preferred to be referred to as ‘clients’ or
‘patients’ (Dickens and Picchioni, 2012). The term ‘service user’ was also disliked
more than ‘patient’ and ‘client’ according to questionnaires completed by
healthcare professionals about which of the terms they prefer (Simmon et al.,
2010). In the next section, a further look at some aspects of the history of mental

healthcare in the UK helps to situate this study well within its wider context.



Page 15 of 487
Chapter 1: Introduction and Background

1.2.1: HISTORY OF MENTAL HEALTH CARE: THE MORAL TREATMENT ERA AND
DEINSTITUTIONALISATION

There has been much consideration given to the best environment in which to
support people with mental health problems (Gesler, 1992). In her review of the
history of mental health services in England, Killaspy (2006) identified: the
Monastery Priory in the City of London; the establishment of Bethlem hospitals;
and the County Asylums and their closure leading to community care as the key
points. Over time, both in the UK and other countries, people with mental health
problems have been cared for within a specified environment (Killaspy, 2006).
Parr (2008) explained that the county asylum buildings were located in rural
areas away from mainstream society, which he described as an act “constituting
a hugely powerful geography of differencing with a lasting implication” (Parr,
2008, p.8). Among the most significant implications of the location of the asylum’s
away from the mainstream society is the stigma experienced by people with
mental health problems. People developed this perception that was strongly
reinforced by media reports of isolated cases that, those with mental health
problems are a danger to the community (McDaid, 2008). A perception that

community care has since aimed to redress.

The models of care within mental healthcare have evolved from what Chrysikou
(2019) described as the ‘jurisdictional model’, with an emphasis on safety and
security (before the twentieth century), to the medical model (which the author
describes as dating from the 1950s to the present day), with the introduction of
antipsychotic medication. The psychosocial rehabilitation model, in which

personalisation and choice for service users were also advocated, was claimed to
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have existed side by side with the medical model up to the present day
(Chrysikou, 2019). Each of the models described by Chrysikou was well
patronised when first proposed but subsequently critiqued when shortcomings
were identified. For instance, the introduction of antipsychotic medication, in
addition to other factors, was largely responsible for the closure of the big
institutions as there was hope that finally a cure for people with mental health

problems had been found (Chrysikou, 2019; Killaspy, 2006).

Elements of the three aforementioned models of care can be found in mental
health services today. For example, there is a need to balance the service users’
safety on the ward with providing the opportunity for them to engage in
therapeutic activities in addition to taking their prescribed medications. These
elements could be identified in the acute unit where this study was set. In terms
of studying the environment, there was a focus on the safety of the physical
environment. In addition, as the study title indicates, there was an interest in the
service users’ engagement in the therapeutic activities which is also associated
with the psychosocial rehabilitation model (Chrysikou, 2019). In the next section, |
present some of the ideologies from the moral treatment era in the history of
mental healthcare to demonstrate how and why the environment was deemed

important.
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1.2.1.1: MORAL TREATMENT IN MENTAL HEALTHCARE:

In the history of mental health care in the UK, the York Retreat, which opened in

1796, stands out for its model of moral management and treatment (Parr, 2008).

Moral treatment is defined by Brigham (1847), cited in Peloquin (1989, p. 537) as:
"the removal of the insane from home and former associations, with
respect and kind treatment upon all circumstances, and in most cases
manual labour, attendance on religious worship on Sunday, the
establishment of regular habits of self-control, [and] diversion of the mind
from morbid trains of thought".

This retreat in Yorkshire was managed by the Tukes, a Quaker family. It served

as the blueprint for public asylums during the time when these were built, due to

its success in managing the ‘insane’. The moral treatment of mental health

problems aimed to change the service users' personality and behaviour through

placing them in the appropriate environment and ensuring that they participate in

work (Jones, 1993). William Tukes advocated for an environment with the

essential elements of comfort, nature, beauty and purpose with personal and

social responsibility (Borthwick et al., 2001). They identified seven principles of

the moral treatment era that are useful to revisit, two of which are;

I.  the importance of useful occupation, and
II.  the emphasis on the importance of the social and physical environment for

the service users.

These two principles are part of the philosophy of the occupational therapy

profession. The profession’s roots can be traced back to the moral treatment era

(O’Brien, 2017; Paterson, 2014; Schell and Gillen, 2018). In the USA, for
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instance, the asylums were built to provide moral treatment based on the model
of the York retreat. This later developed to include both medical and moral
superintendents (Peloguin,1988). It has been argued that the demise of moral
treatment in the late nineteenth century was a result of its own principles, as,
“certain aspects of the practice and principles that characterised the moral
treatment made its survival incompatible” with the practices at the time, especially
in the public asylums that housed large numbers (Peloquin, 1989, p. 541). In
America, it was “found that overcrowding, insufficient funds, a decline in public
opinion, and the emergence of new treatment theories led to the shift from moral

treatment to mistreatment in the asylums” (Bartlett, 2017, p. 1).

1.2.1.2: DEINSTITUTIONALISATION AND COMMUNITY CARE

The poor conditions and the human right issues that were faced by service users
in the asylums drew a lot public criticism at the time, which lead to pressure on
governments to take action (Sacks, 2009; Pow et al., 2015). ‘The Water Tower
Speech’ by Enoch Powell,1961 in England signalled the start of a policy to close
of the large asylums (Turner et al., 2015). However, significant time elapsed and
the closure of the first large asylum in the UK took place in 1986
(Thekingsfund.org.uk), which represented significant progress in the
implementation of the deinstitutionalisation policy. Its achievements included the
closure of the big asylums with most mental health service users moving into the
community (Killaspy, 2006). This was strongly influenced by the Community Care
Act. However, it is argued that the deinstitutionalisation policy made some mental
health service users homeless, especially those in urban communities (Dear and

Wolch,1987; Parr, 2008).
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The debate about the real impact of deinstitutionalisation is still ongoing (Lamb
and Bachrach, 2001). At the time when the asylums were closing, the original
plan was for service users to be cared for in the district general hospitals
(Killaspy, 2006), with an emphasis on community care for those with mental
health problems. However, those who were very unwell and posed a risk to
themselves and others and thus could not be cared for by services within the
community began to be admitted for short stays and treatment in designated
acute units (Bowers et al., 2005; Care Quality Commission (CQC), 2017), which
is still the case, illustrating how inpatient care in the UK is now generally reserved

for people who are acutely unwell.
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1.2.2: THE POLICY CONTEXT OF MENTAL HEALTHCARE SERVICES IN THE UK DURING THIS STUDY

Mental health services in England are structured within the National Health
Service (NHS). The NHS is a nationwide, taxpayer-funded healthcare system that
provides services to people. It was established in 1948, and its vision is to help
the people of this country have greater control over their health and wellbeing
(NHS England website, 2020). The NHS also aims to support people to live
longer, healthier lives by providing high-quality health and care services that are
compassionate, inclusive and constantly improving (NHS England website,
2018). The relevant policy document issued by NHS England when this study
commenced was the ‘The NHS Five Year Forward View (2014), which indicated
the direction the NHS was taking from 2014 to 2019 and the possible changes
needed. In the case of mental healthcare, the document acknowledged there has
been an increase in mental health problems among people who use the NHS with

significant impact on their ability to work.

There was a recommendation to improve mental health services. It was
acknowledged that the classic divide between physical and mental health
services needed to be dissolved to achieve parity of esteem between physical
and mental health by 2020. This was facilitated with adequate funding and the
integration of mental health crisis services was proposed and new care models
that integrated General Practice (GP) and hospital services with mental health
and community care services (The NHS Five Year Forward View, 2014). This

policy was subsequently replaced by ‘The NHS Long Term Plan’ (NHS, 2019).
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The NHS Long Term Plan was implemented within the policy context of a
Conservative government that has been criticised for pledging the least amount
of funding to the health services of any of the three main political parties (Labour,
Liberal Democrat and Conservative) (The Health Foundation, 2019; The
Kingsfund, 2019). For instance, whereas the Labour party promised to spend £15
billion on NHS capital investment to bring it up to international standard, the
Conservative party committed to spending only £2.7 billion on six new hospital
facilities. In addition of a seed funding of £100 million to develop a proposal for 34
additional hospitals (The King’s Fund, 2019). Details of the organisational
structure of the NHS, from the Department of Health, through to the
commissioning, monitoring and regulation and training development to the
primary care services are in Appendix A. Healthcare providers in England have
been known as NHS Trusts (www.datadictionary.nhs.uk) since 2006. Foundation
Trusts make up a large proportion of this group; they were established as
independent, not for profit, public benefit corporations with accountability to their
local communities rather than Central government control (Department of Health,
2005). In summary, the NHS Long-term plan aimed to establish a “new service
model in which service users get more options, better support, and properly
joined-up care at the right time in the optimal care setting” (p. 6). In addition,
funding, staffing, and technology issues were to be addressed as a priority to

optimise the effectiveness of the NHS.
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1.2.3: ACUTE MENTAL HEALTHCARE SERVICES IN THE UK

Service users experiencing mental health crises (Crisp et al., 2016) continue to
be cared for in dedicated acute inpatient wards despite the emphasis on
community care within the National Health Services (NHS) and the setting up of
services such as crisis resolution and home treatment (CRHT) to support them in
their homes. A service user’s acute episode could take the form of a sudden
onset of symptoms or a gradual deterioration leading to admission (Sims, 2014).
Simpson and Moriarty (2013) described the characteristics of an individual
experiencing such a psychiatric emergency as one who is unable to care for
themself and/or who poses a threat to the safety of others and/or themself. Most
people in acute mental health crises are now treated at home by the crisis teams.
Acute mental healthcare services in the UK now incorporate liaison services,
crisis or home treatment teams, day hospitals, crisis houses and inpatient wards
(NHS Long Term Plan, 2019). This study focuses on the inpatient services
provided by acute mental healthcare services. These services remain the
relevant service within the overall framework for mental healthcare in the UK and
constitute the first line of admission for adult service users aged from 18 to 65

years (Sheehan et al., 2013; Bowers et al., 2013).

The acute unit is the dedicated service to which severely unwell service users are
admitted for a short period of assessment, treatment and management. Most
service users are detained under the England and Wales Mental Health Act
(1983) within the acute mental health unit. This Act provides information on why a
service user has been detained and the rights that he/she has as a formal or

informal service user. Formal service users are those detained or sectioned
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under the Mental Health Act, whereas those not detained or sectioned are
referred to as informal service users. The Act also includes provisions to protect
service users’ safety and dignity during their admission. Although this Act
acknowledges that service users admitted to the acute wards may have complex
and specific needs, it suggests striking a “balance of the competing priorities and
interests when determining what safety measures are necessary” (Department of
Health, 2015, p. 72) within the environment. This help minimises a culture of
containment of the service users and ensures that staff always maintain the
privacy and dignity of service users while protecting their safety. In acute mental
healthcare, sometimes there is a greater emphasis on managing the service
users’ risks and violence using medication which may provide little opportunity for
service users to engage in therapeutic activities (Gilburt et al., 2008; Mullen,
2009; Bryant et al., 2016; Ikiugu et al., 2017). A Care Quality Commission (CQC)
survey conducted in 2009 reported that 34% to 54% of service users admitted to
the acute mental health wards complained that there were few activities to

engage in on the wards.

1.3: OCCUPATIONAL THERAPY IN ACUTE MENTAL HEALTHCARE SERVICES

Occupational therapy is a profession concerned with promoting service users’
health and wellbeing using occupation. It is a profession based on the
philosophical assumption that all individuals have an innate need and right to
engage in meaningful occupations throughout their lives (College of Occupational
Therapists, 2015). Previous research has explored the inherent evolutionary
relationship between health and occupation and concluded that engagement in

occupation is essential for human survival (Wilcock, 2006). In contributing to the
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‘participation agenda’ of the World Health Organisation, Law (2002) advocated
the need for occupational therapy researchers to examine the complex
relationship between the person, the environment, and participation in
occupation. This is the perspective from which | approached this PhD study:
looking at the person, in this case, the service user, the environment (acute
mental health inpatient unit), and their participation in therapeutic activities. This
study aims to gain insight into how these factors interact and their perceived

impact on the service users’ health and well-being.

Occupation in the sense that it is used in occupational therapy has been defined
by the American Occupational Therapy Association (2014, p. S43) as the daily
life activities that people engage in which can be categorised into activities of
daily living, instrumental activities of daily living, rest and sleep, education, work,
play, leisure and social participation. Wilcock (2006, p. 9) expressed this concept
differently, asserting that the term occupation refers to "all that people need, want
or are obliged to do; what it means to them; and its ever-present potential as an
agent of change". However, these conceptualisations of the term occupation
have recently been criticised as too westernised and lacking cultural sensitivity

(Hammel, 2015).

Occupational therapy in the United Kingdom started in mental health and
occupational therapists work with individuals, groups, organisations, and
communities to improve people’s mental health and wellbeing (College of

Occupational Therapists, 2006a). This is achieved through working in partnership
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with service users, carers, and colleagues within the multidisciplinary team (MDT)
to provide creative solutions to problems of daily living (College of Occupational
Therapists, 2006b). The occupational therapist role in acute mental healthcare
service is centred on discharge planning. It includes but is not restricted to
functional assessments, home assessments, linking service users with
community services, providing employment advice and supporting participation in
meaningful activities on the wards (Sims, 2014; Bryant et al., 2016; Lim et al.,
2007; RCOT, 2017). Historically, occupational therapy for service users with
mental health problems has been prescribed by doctors (O’Brien, 2018).
Although the profession is now autonomous and most mental health facilities use
blanket referral systems, some occupational therapists have reported a perceived
power imbalance within the MDT that they work in, specifically concerning
decision making, with one describing the experience as “being out of the loop”
(Simpson et al., 2005, p. 549). There is a focus in this study on the power
dynamic between different MDT members. This involves the exploration of the
social environment and the impact that it has on the service users’ engagement in

therapeutic activities.
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1.4: SERVICE USERS” ENGAGEMENT IN THERAPEUTIC ACTIVITIES IN THE ACUTE UNIT

A Care Quality Commission (CQC) survey in 2008 reported that more than a third
of people admitted to an acute mental health inpatient unit complained that there
were few activities to engage in during their stay on the unit. Antoniou (2007)
cited the following excerpt, which captures a service user’'s experience of not

having enough to do on the ward:

‘I have counted new leaves coming out on the trees outside the window,
gossiped about staff, timed people in the lavatory and regard other
patients’ symptoms as a floor show. | have also measured the day by
drugs and tea. | would play Scrabble games, knowing they would take
between an hour and ninety minutes to finish... In fact, | would do anything
that would make it, so | did not have to watch the minute hand of the clock

crawl” (Antoniou, 2007, p. 34).

Norton (2004) suggested that, for the acute unit to function effectively, its
therapeutic objectives and how they are to be achieved need to be clearly defined
and articulated to everyone concerned, including the service users. In addition,
the differing needs of the subgroups within the broader group of service users

need to be identified and targeted with the therapeutic engagement required.



Page 27 of 487
Chapter 1: Introduction and Background

This chapter uses the terms ‘engagement’ (AOTA, 2010), ‘participation’ (Rebeiro,
2001), and ‘involvement’, interchangeably to describe service users’ activities.
Therefore, | would like to clarify how they are understood and applied within the
thesis. Engagement is used in some instances in service users being provided
with the opportunity to partake in service evaluation and development. Thus, the
service users are offered the chance to be heard and help make fundamental
changes relating to quality improvement (Greater Manchester West Mental
Health NHS service user engagement 2016 — 2019). This form of engagement
actively seeks out service users’ expertise to be incorporated into their care.
Historically, this source of knowledge was made limited use of, but, in recent
times, more effort is being put into its generation through research and user

forums (Faulkner and Thomas, 2002; Beresford, 2013).

Similarly, Newton et al. (2013) describe involvement as ensuring that mental
health services, organisations and policies are shaped by the service users’ lived
experience, which includes contributing to what should go into the design of the
acute mental health facility, as discussed earlier. In an editorial briefing, Hickey
and Chambers (2019) identified a gap in patients’ and public involvement and
engagement (PPIE) in mental health services. It is worth mentioning here that the
subscale of ‘involvement’ on the Ward Atmosphere Scale, one of the instruments
used in this study, is defined as follows: how active and energetic service users
are on the ward. Law (2002) also identified that participation in daily occupation
is an essential part of people’s development and lived experience. Participation is

defined as follows: “to take part in or become involved in an activity” (p. 641).
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However, definitions of the service users’ engagement in their care, whether as

an inpatient or receiving treatment, vary.

Next, | discuss the meaning of service users’ engagement in the acute unit from
the perspective of different stakeholders. Polacek et al. (2015) explained that
engagement from a nursing perspective refers to staff being clinically involved
with a service user while the service user moves towards their treatment goals.
They argued that this provides the opportunity for the nursing staff to “reach out
to and connect, align, partner and collaborate in order to help” (p. 182) the
service user, as professionals involved in his/her care. The phrase ‘to reach out
to and connect’, can be understood to mean the nurse or the professional making
the first attempt to form a therapeutic relationship with the service user to work
together. This form of engagement is related to the nursing staff and the other
team members within the acute mental health unit. Through such engagement of
the staff and service users, assessments are carried out and interventions
planned. Baker et al. (2014) qualified this as therapeutic engagement, by which
they meant the quality and duration of interactions between ward staff and
service users. Pereira and Woollasten’s (2007) definition of therapeutic
engagement also considers that it aims to empower the service users to actively

participate in their care.

The quality-of-service users’ involvement in an activity, and the relationship they
have with the therapist, is what Creek (2010) referred to as engagement from an

occupational therapy perspective. However, in the context of this study, the focus
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iS on service user engagement in therapeutic activities, that is, activities on the
wards that form part of their treatment. These are activities that service users
would like to engage in, giving them a sense of having something useful to do
and preventing them from getting bored (Bryant et al., 2016). Service users have
described their experience of occupational therapy in an acute mental health
inpatient unit as providing them with an escape from a tiny sort of world, relief
from illness and something to do (Bryant et al., 2016), indicating that service
users’ engagement in the therapeutic activities offered by the occupational
therapy department and other professionals had an impact on their health and
wellbeing. In this study, the focus of the engagement is on the therapeutic
activities that the service user engages in, in other words, those structured
sessions organised by the therapy staff for the service users that involve the use
of occupations. The following section explains my positionality as the researcher.
It provides an overview of the people | worked with from the University, the NHS

Trust, and the acute unit during this PhD study.
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1.5: MY POSITIONALITY AS THE RESEARCHER IN THIS STUDY

| have discussed my positionality in this research from the various roles that |
assumed, including an Outsider researcher, PhD student, international student,
Occupational therapist and non-mental health service user. Within these roles, |
worked with the various stakeholders identified in Fig. 1.1. This study was
originally advertised as a PhD studentship at the University of Essex in 2016, and
| was the successful applicant. The study is nested within a broader research
programme that commenced in 2002 and was led by Professor Wendy Bryant
(hereafter Wendy). The research programme involved service users,
occupational therapists, occupational therapy students and lecturers. It aims to
give “voice to direct experiences of mental health services, without campaigning
for specific changes. Yet the products of the research projects are used to
support service transformation” (Bryant et al., 2019 p. 1265). The impact of this
study being positioned within the research programme will be discussed in other

sections throughout this thesis.

| came from Ghana on study leave to start this PhD journey as a full-time student
in January 2017. Although preparatory work had already been done by my then
PhD supervisor -Wendy, since 2017, | became the study’s principal investigator.
My PhD journey started after four years working as a Clinical tutor, teaching on
the newly established BSc Occupational Therapy programme at the University of
Ghana. | had my Bachelor of Arts degree in Psychology from the University of
Ghana in 2007 and worked as a teaching assistant in the Psychology

department. In 2008, | pursued an MSc in Occupational Therapy at Brunel
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University in the UK, which the University of Ghana sponsored. My relationship
with Wendy dates back to when | studied for my MSc Occupational Therapy (Pre-
registration) degree at Brunel University from 2008 to 2010. She supervised my
MSc dissertation, which fed into one of the studies (Bryant et al., 2016) within the
research programme with the Occupational Therapy department within a local
NHS Trust. Post qualification, | worked as an occupational therapy technical
instructor on an acute ward in a Medium Secured Forensic mental health unit.
Embarking on this PhD journey was a further step in my academic career and my
long interest influenced the choice of this topic in mental health and mental health
services which is detailed in reflective box 1. This PhD study was designed to
build on my MSc research while drawing on my experiences of working in the

forensic unit.
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Reflective Box 1: My interest in mental health

My decision to apply for the PhD studentship, which led to this study, resulted from my long-standing
interest in mental health and mental health services. My search for more knowledge and more,
importantly, to understand issues that people’s mental health came from witnessing my mother’s ill
health, which led to her early death when | was just 10 years old. A death resulted from family members
sending her to a prayer camp for treatment instead of accessing a psychiatric hospital. Although | knew
she was sick and that it was a mental health problem, that was all | understood. These events had
occurred in a particular context, Ghana in 1994, in which mental health services were ill developed and
the cause of mental health problems to a curse from ancestors or demon possession. In the last four
years of engaging in this research, reading more about mental health, the care services, being part of
the PAR group meetings and listening to the experiences of mental health service users, | have

broadened my understanding of mental health issues.

This PhD research study to me was to serve two purposes. First, to help progress my academic career
and investigate my interest area of mental health and mental health services. The PhD journey has been
an experience with both high and low points. For example, in the data collection processes, where staff
shared some of the difficulties, they encountered in terms of working with service users within the acute
unit in the PAR group, | felt overwhelmed, with triggered past emotions. These were managed within the
PAR group by having debriefing sessions after each round of the data collection. As a group, we
acknowledged the difficult conversations we have just had, which were made possible by the
communicative space created by this research study. The cycles of the triggered emotions occurred at
different times during the transcribing and the data analysis processes, but at this point, | had learnt to
manage my emotions. Also, utilizing supervision sessions helped me explore and untangle my personal

experiences and emotions relating to the research process.

Despite the challenges encountered, my personal interest in mental health energised me to progress
with this research study. Indicating that, when | am looking at a future research projects to be involved in,
one of the factors | need to consider is my interest in the research area. Also, | have learned that | can
explore other areas of my personal experiences for inspiration when looking at areas for further
research. From engaging in this study in the UK and exploring the trend in mental healthcare in Ghana
now, | have realised that there is significant progress being made in mental healthcare in Ghana
currently. However, there is the need for more education, resources and the development of the mental
health workforce. Within the UK, where mental health services are far more advanced, | have also
learned from this study’s findings that there are still areas that can be developed and improved. Indeed, |
have come to love the participatory approach to conducting research and the opportunities to
meaningfully involve staff and service users. Going forward, my intention is to disseminate the findings of
this research to assist in improving services for mental health service users. In time, | hope to also offer
support to mental health services in Ghana to ensure that the physical environment they provide for
mental health service users is appropriately structured and promotes the service users’ engagement in
therapeutic activities. So that mental health service users do not end up in prayer camps where they are
chained with no medical intervention. In addition, | plan to undertake further participatory work with
people who have experienced mental health problems in other identified research areas and groups.
However, | need to be mindful of my emotions, constantly reflect and utilise available supervision, as

research in mental health can be emotionally demanding on me as a researcher.
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According to Wendy, the occupational therapy team on the acute unit invited her
to work with them to determine the most appropriate method to carry out this
research, considering her expertise and the available resources. In writing about
how she had used a research programme as part of participatory activism in
mental healthcare, Wendy referred to this PhD research as the Oulton project, or
‘project 9’, which was ongoing (Bryant et al., 2019). The critical issue that needed
to be addressed in the acute unit was the challenges within the environment in
which the staff worked and the impact of the environment had on the service
users’ engagement in therapeutic activities. This was important to the staff, as the
finding from Bryant et al.’s (2016) study was that having an occupational therapy
department that was separate from the ward in an acute unit was vital for the

service users.

As a PhD student from the University of Essex carrying out this research in an
NHS acute unit, | saw myself as an outsider concerning the research setting. Herr
and Anderson (2015) distinguished between the researcher being an insider
versus the researcher being an outsider in relation to action research. They
described an insider as a practitioner who carries out a study in a facility or the
establishment that they already work. A researcher who is an outsider, on the
other hand, is an external researcher who collaborates with an establishment
they may have no prior affiliation. Wilding and Galvin (2014) identified the
responsibilities of an outsider researcher, especially in the case of a PhD student,
as: “coordinating research meetings, collecting and analysing data and finally
reporting the findings as a thesis” (p.105). These were the exact roles that |

fulfilled during this study.
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The detailed processes are described in the data collection section in Chapter
Three. | obtained an honorary contract post (Appendix B) with the NHS Trust to
access the acute unit and some of the other NHS Trust sites, such as the venue
for the Participatory Action Research (PAR) group meetings. There were
limitations on my involvement as | had to strictly adhere to the role of a
researcher and not an occupational therapist. Although | am a Health and Care
Professions Council registered occupational therapist, | also completed all the
hospital staff's mandatory training. Collaborating with insiders (in this case, the
staff) was beneficial in terms of the recruitment, data collection and dissemination

of the findings.
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Figure 1.1: Flowchart of stakeholders involved in this study

NHS Trust PhD student (Myself) University

T |

Consultant OT at the Trust Acute services manager PhD Supervisors (4 in total)

Lo

MDT leads Ward managers Service user’s lead

l |

Occupational therapists Service users
Associate practitioners
Peer support workers
Nurses

Peer researcher

Doctors

Health care assistant
Music therapist
Movement therapist
Art therapist

Clinical Psychologists
Assistant psychologist

As indicated earlier, the idea that resulted in this PhD study evolved over several
years and involved different people at different stages. Figure 1.1 shows an
overview of these people and my relationship with them as | proceeded on this
journey. Changes in the personal circumstances of my supervisors meant that |
worked with four different supervisors during this PhD study. A detailed reflection
on the experiences of working with my supervisors is in Chapter Seven, reflective
box 4. In addition, | also had a link person within the NHS Trust who was an
occupational therapy consultant. She provided supervision and acted as the

gatekeeper between the acute unit and me. Finally, the study site, the acute
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mental health unit, was headed by the service manager who helped complete
most of the paperwork for the ethics approval application. During this research,
from January 2017 to December 2019, | worked with three service managers of

which one was an acting service manager.

In addition, the team leads of the various professions, ward managers and the
service user project lead whom | contacted at various points during the
recruitment, data collection and dissemination of the study findings. The final
group represents the various professional groups that worked at the acute unit
and the service users on admission and who completed the questionnaires. A
service user was also employed as a peer researcher for this study from another
NHS Trust. A detailed description of her involvement is provided in Section
3.4.3.2. for the Module One of the study and Section 3.4.4.3. for the Module Two

in Chapter three of this thesis.

There are eight chapters in all in this thesis which | have provided a summary of
each chapter in figure 1.2. Chapter one, two, seven and eight are summarised in
single text box in figure 1.2 and cover the introduction, literature review,
discussion and conclusion, respectively. Three text boxes have been used to
represent chapter three, methodology, in figure 1.2. The first of the three-text box
outlines the overall methodology while the other two small boxes summarise the
studies’ Module one and Module two. Next are the three findings chapters that |
have put side by side with a summary of the aspect of the findings that each

chapter covered. The decision to present the findings in the three chapters is
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outlined in Section 4.0 of Chapter four. In addition, there are five reflective boxes
in sections of this thesis. The overarching methodology, Participatory Action
Research used for this study, which is detailed in Chapter Three section 3.3.2,
involves cycles of planning, action and reflection. These reflective boxes
highlight the reflection components of the PAR cycle. Including these reflections
specifically helped to detail my learning as a PAR researcher. This PhD research
study has been a research training experience, and therefore, it was essential to
identify the challenges, successes and what | have learnt from engaging in the

processes.
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Figure 1.2: Schematic representation of the thesis structure

Chapter One: Introduction - sets the context for this thesis by exploring terminology such as the
environment, therapeutic landscape, deinstitutionalisation, engagement, and acute mental
healthcare services. These are explored as key concepts used in this study. The chapter also

outlines the researcher positionality and the research programme that this study is nested in.

Chapter Two: Literature review - comprises the literature review on the environment of the
acute mental health inpatient unit during the period after the implementation of the
deinstitutionalisation policy within the UK.

Chapter Three: Methodology - describes the methodology and methods of data collection using
Crotty’s outline of epistemology, the theoretical perspective, methodology, and methods.

Module One: Survey Module Two: Participatory Action Research (PAR)
May — September 2018 June 2018 — September 2019
Questionnaires completed by - 5 PAR group discussions,

40 staff and 33 service users - 2 Mapping activities and
in the acute unit - 4 Key informant interviews.
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1.6: CHAPTER SUMMARY

| explained the key terms used throughout the thesis in this chapter, starting with
how the environment was understood to include the physical, social, and cultural
environment. It was argued that the environment impacts an individual’s health
and wellbeing, such that provisions have been made in legislation to ensure that
supportive environment are provided for the care of people. It was made clear
that the meaning given to the environment was seen through the lens of
occupational therapy, the professional background from which | approached this
study. The environment that | chose to explore was the acute mental health care
inpatient unit linked to the studentship for this PhD. | proceeded with the
assumption that the acute unit would have evolved and changed during the time
that it had been in existence, as the brief history of the environment of care

illustrated.

As the health and wellbeing of service users was the focus of this study, the
concept of the therapeutic landscape was also explained, and the question of
how it applies to the acute unit was raised. In addition, | posited that | approached
this study with reference to the biopsychosocial model of care (George and
Engel,1980). This perspective that emphasises that the causes of health
problems go beyond the simple dysfunction of a biological body part, but instead
can be found in the social and psychological factors that interact to cause these
problems in individuals. This study does not focus on individuals’ diagnosis, as
described in the ICD-10 or DSM-V; instead, the focus is on the environment. An

exploration of the relevance of the environment in the moral treatment era and
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the process of deinstitutionalisation helped to situate this study well within its
context. This study therefore aims to understand how the person, environment
and occupation interact and to gain insight into the perceived impact on the
service user’s health and wellbeing. It does so by looking at the person - in this
case, the service user - the environment (acute mental health unit), and their
engagement in therapeutic activities. Additionally, this study focuses on the

relationships between members of the MDT within the acute unit.
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CHAPTER TWO
LITERATURE REVIEW

2.1: INTRODUCTION AND BACKGROUND

It was challenging to carry out a systematic review (as defined in Bryman, 2016 p.
99) of the published studies in relation to the history of acute mental healthcare
services within the scope and timescale of the PhD study. Therefore, the focus of
this literature review, which used a systematic approach (Aveyard, 2018) was on
the literature relating to the acute mental health inpatient unit environment, during
the period from 1980 to date, after deinstitutionalisation. | argued in Chapter One
(Section 1.2.3) that there have been continued efforts to improve the acute
mental health inpatient environment to support the care of the service users.
However, an important aspect relating to the impact of the environment on
service users’ engagement in therapeutic activities is yet to be fully explored.
Service users, staff and carers have identified the environment of the acute
mental health inpatient unit as constituting an important element in service users’
care (Baker et al., 2014), prompting discussions about what is the most

appropriate environment to support service provision.

These discussions can be traced from the era during which there was no
structured care for people with mental health problems in the United Kingdom
(UK), through to the building of the asylums in the 1800s and their subsequent
closures in the 1960s (Killaspy, 2006; Taylor, 2011) and finally to what Parr
(2008, p. 3) characterised as “neglect and marginalisation” resulting from

deinstitutionalisation. For instance, the Vagrancy Act of 1714 gave authority to
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local officials to take the “furiously mad to secure places” to be cared for (Philo,
2004, p. 177). Parr (2008) also described how The Poor Law Amendment Act in
1834 led to the ‘lunatic poor’ (p. 5) being separated from the ‘able poor’ within the
workhouse to be offered treatment, demonstrating that, historically, both in the
UK and other countries, people with mental health problems have been cared for

within specified environments, depending on the model of care at the time.

Deinstitutionalisation, as explained in the previous chapter (Section 1.2.1),
occurred within the context of structural changes to mental healthcare services in
the UK, as in other developed countries (Hamlin and Oakes, 2008). The
environment of care during this period changed significantly from the County
asylums that were set in rural areas away from mainstream society to
comparatively small facilities within existing district hospitals (Killaspy, 2006; Parr,
2008). This literature review focuses on studies that report on the inpatient acute
mental health services environment, with the term ‘environment’ understood as
including the physical, social, and cultural environment, as explained in Sections

1.1.1t01.1.3.
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2.2: SEARCH STRATEGY

| completed a database search when | started the PhD in January 2017, to
formulate an initial literature review and to enable me to identify knowledge gaps
within this topic area. This work informed the study proposal and the ethics
approval application. In 2019, | conducted a more comprehensive database and
grey literature search which informed the content of this chapter. Throughout the
study period, | identified relevant and newly published studies and, where
relevant, included these. | searched systematically for relevant literature across
six electronic databases through the University of Essex library. These databases
were CINAHL complete, E-Journals, MEDLINE with Full Text, OpenDissertations,
PsycARTICLES and PsycINFO. Search terms used were; “acute inpatient mental
health” OR “psychiatric inpatient” OR “mental health inpatient” AND (environment
OR setting OR context OR “environmental impact”). These keywords and related
synonyms were carefully selected and then refined after | have looked at the key

terms used in relevant studies.

The initial results of 7,063 studies were then (on 19/08/2019) limited to those
published from 2005 to the current period and published in English, because
there were no resources for translation. This reduced the number of studies to
3,331. The results were then further narrowed by; limiting the age of the research
participants to 18 years and older, removing duplicates, only including
publications from 2007 to give a time length of 10 years before the start of the
PhD and to reflect current services as closely as possible. The abstracts of the
remaining papers were then screened to identify those that met the inclusion
criteria. The 2019 search strategy is shown in Appendix C. Only studies on adult

acute mental health and those that investigated issues related to the mental
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healthcare environment were included. The inclusion criteria for the studies were
those that focused specifically on the acute mental health inpatient unit. Few
studies that discussed the inpatient mental healthcare environments that were not
acute unit were included. Studies that examined the forensic mental healthcare
environment, care homes and facilities dedicated to dementia care could
immediately be excluded, as they have a different philosophy of care. In addition,
| drew a clear line of exclusion for studies that examined only issues relating to
the mental healthcare professionals’ workplace. This literature review was last
updated on 16™ July 2020 and thus there may be other studies, published after

this date that are not included in this review.

2.3: STUDY CHARACTERISTICS

Appendix D shows a summary table of the twenty—two studies included in this
literature review, containing the authors' name, publication date, keywords, study
title, aims, methodology, methods of data collection, study participants, key
findings, and comments on the strength and the limitations of each study that
emerged after applying the critical appraisal tool consistent with the study design
(Aveyard, 2018). There were seven quantitative studies, twelve qualitative
studies, two discursive / literature reviews and one mixed methods study. The
guantitative studies included five with a survey design (Nicholls et al., 2015;
Csipke et al., 2014; Urbanoski et al.,2013; Shepley et al., 2017; and Sheehan et
al., 2013), that were critically appraised with the McMaster quantitative critical
review form (Law et at, 2019) and two interventional studies. Of these, Kemp et
al. (2011) implemented two innovative programmes on the wards and evaluated
the outcomes, whilst Wykes et al.’s (2018) conducted a randomised controlled

trial (RCT) to elicit service users’ perceptions of ward care following staff training
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and support for ward-based therapeutic activities. The Critical Appraisal Skills
Programme (CASP, 2019) RCT checklist was used to critically appraise the
Wykes et al (2018) study instead of the generic McMaster quantitative critical
appraisal tool (Law et al, 2019), to support a critique specific to that study design.
Among the twelve qualitative studies, the CASP qualitative checklist was used in
their critical appraisal to identify the strength and limitations of the various
studies. Two of the studies used a phenomenological approach (Shattel et al.,
2008; Kennedy and Fortune, 2014), one used a psychoanalytic observational
method (Blacker et al., 2018) and the Gilburt et al., (2008) study used a
participatory approach. The most commonly used methods of data collection
were interviews. These studies were from the UK (n=12), Ireland (n=1), Australia
(n=5), Canada (n=1), Sweden (n=1) and the USA (n=1). Shepley et al. (2017)
study recruited from multiple countries including; UK, USA, Canada and Australia.
Wood et al. (2013) and Curtis et al. (2013), cited in Section 2.4.2, are both based

on one large study conducted in Northern England over two-year.
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2.4: THEMES IDENTIFIED FROM THE LITERATURE REVIEW

| extracted six overarching themes from the twenty-two papers and discuss
themes of commonality and divergence. The six main themes are (i) design
features, (ii) safety and security, (iii) relocation from old to newly built or
renovated facilities, (iv) engagement in therapeutic activities, (v) service users,
staff and carer’s satisfaction and (vi) relationships. Each theme is presented with

details of the studies from which they are drawn.

2.4.1: THE DESIGN FEATURES OF THE ACUTE MENTAL HEALTH INPATIENT UNIT

Three articles (Shepley et al., 2017; O’Connor et al., 2012; and Sheehan et al.,
2013) discuss mental health hospital designs, which were defined in terms of the
architecture and functional design of the building, looking specifically at what
should be included and which features are deemed most important. This was
related to evidence-based design (Ulrich et al., 2008). Human geography and
medical architecture are two disciplines that were identified by Gesler et al.
(2004) and Chrysikou (2019) as important within this area. Arya (2011)
highlighted the importance of mapping the processes before, rather than after,
building a facility to ensure that the design has a positive impact on care. As
outlined in Section 1.1.4 of this thesis, the principles of evidence-based design
recommend that buildings intended to be used as healthcare facilities should be
designed and built to meet the need of the individuals who use them. Gesler et al.
(2004) recommended that they should meet the service users’ needs in addition
to the demands of the staff working in them. Ulrich et al. (2008) cited an effective

ventilation system, nature distractions, appropriate access to daylight and good
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ergonomic design as key features for any facility designed to be used for the
provision of healthcare services. Shepley et al. (2017) and O’Connor et al. (2012)
argued that the needs of people with mental health problems differ from those
with physical health problems and hence the facility design should be tailored

accordingly.

Connellan et al. (2013) presented a literature review of 165 articles (including
conference proceedings, books, and theses with a specific focus on evidence-
based mental healthcare facilities design). They identified security, light, a
therapeutic milieu, and a garden as some of the thirteen key features. Staff
safety, noise control, daylight and pleasant gardens and landscape were ranked
by staff as very important features to be included in mental healthcare settings. In
addition, indoor spaces for therapeutic activities and places for one-to-one
conversation were ranked as important by Shepley et al. (2017). Staff satisfaction
with the hospital-built environment was higher in those facilities with ensuite
bedrooms and non-corridor design according to the participants in Sheehan et
al.’s (2013) study. They also reported that the respondents viewed features that
appeared to reflect modern design principles more positively. Sheehan et al.
(2013) observed that there was a dearth of instruments that could be used to
measure and describe the built environment. Hence, their study and that of
Shepley et al. (2017) aimed to develop measures of the built environment and to

help generate design guidelines. Shepley et al. (2017) highlighted the challenges
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involved in creating an appropriate inpatient environment for mental health

service users with different diagnoses.

Curtis et al. (2007) also emphasized the problems associated with determining an
appropriate therapeutic hospital design because of the changing model of care in
psychiatry and the difficulties in developing consensus models of care. It has also
been identified that, although many aspects of care have changed over the
preceding thirty years, the physical environment in which care is delivered
appears not to have been adapted to meet this need (O'Connor et al., 2012).
Furthermore, O’Connor et al. mentioned that there is some evidence that the
capital works of health services and architectural design are influenced by an
economic and legal mandate which in turn affects the quality of service for
service users, staff and visitors. One observable difference in the facilities used
for acute mental healthcare services recently, compared to the old asylums

before deinstitutionalisation, is their small sizes.

The studies (Shepley et al., 2017; O’Connor et al., 2012; and Sheehan et al.,
2013) reviewed so far, reporting on the design of facilities and what needs to be
included in them, are mostly from a staff perspective. Perkin (2013) made the
point that, involving staff, service users and carers in the design of a mental
health facility sometimes increases the cost and can be time-consuming. As a
result, the majority are designed "for a client rather than with a client” (p. 380).
Service users’ experiences of being on admission in an acute mental health
inpatient unit have been reported in the literature, as detailed in Section 2.4.2 and

2.4.3. O’Connor et al. (2012) suggested that service users are usually viewed as
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the recipients of care rather than as active agents and called for them to be
allowed to contribute to the design of mental health facilities. There is increasing
mental health service user involvement in many aspects of their care, which is
anticipated that more studies will be published on their views to feed these into
the design of a new mental health facility. The next theme to be discussed is

safety and security within the acute mental health inpatient unit.

2.4.2: SAFETY AND SECURITY WITHIN THE ACUTE MENTAL HEALTH ENVIRONMENT

A discussive paper by O’'Connor et al. (2012) identified a few general
environmental factors to be considered in diverse inpatient care settings, namely:
the design of physical space, family needs, privacy, the impact of technology and
service users’ safety. They believed that inpatient mental health settings should
be safe for both staff and service users, as well as provide a secure space. These
two terms (safety and security) are mostly used interchangeably in the literature.
Service users’ experiences regarding safety and security in an acute unit were
described positively by Nolan et al. (2011) and negatively by Muir-Cochrane et al.
(2013); and Kennedy and Fortune (2014) while others have reported both

negative and positive aspects, for example Jones et al. (2010).

In Nolan et al.’s study (2011) of 44 service users, some described inpatient wards
as places of respite. Thirty-two were satisfied with their care in terms of provision
of respite, reducing fear and uncertainty, and the opportunity to have their mental
health reviewed. Pelto-Piri et al. (2019) advocated that service users’ perceived

feelings of safety could be enhanced through creating reliable treatment and care
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processes, a stimulating social climate within the wards and better
communication between staff and service users. However, the same authors also
noted that powerlessness and unpleasant encounters on these wards served to
undermine feelings of safety. Jones et al.’s (2010) study of 60 service users
found that two out of three of their respondents valued the stability and security
they experienced on the wards when they were in crisis. However, they also
reported sometimes feeling unsafe, bullied, and intimidated on the wards. Other
safety concerns expressed included racism, theft and witnessing other service

users bringing alcohol and drugs into the wards.

Muir-Cochrane et al. (2013) interviewed 12 service users after they were
discharged from acute inpatient wards. They identified feeling unsafe as a reason
for absconding, as well as the physical environment being too crowded, noisy,
busy, too cold or too hot and prison-like. To them, such an environment
represented a lack of freedom and a sense of unfamiliarity (Muir-Cochrane et al.,
2013). This took into consideration that most of the service users in an acute
inpatient healthcare unit are sectioned under the Mental Health Act. The only
study from this review (Kennedy and Fortune, 2014) which evaluated only
women'’s experiences reported that they found the wards to be difficult
environments, where they felt unsafe. The five respondents, who were on the
same, mixed-sex ward, wanted greater gender-division of the living space. This
study recommended that future research could investigate the impact of the
environment on service users’ perceptions of safety and their ability to participate

in activities while on admission.
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The service users in Gilburt et al.’s (2008) study reported that the safety features
on the inpatient unit made them feel that they were being contained on the wards
with limited freedom. Similarly, participants in studies by Shattel et al. (2008) and
Muir-Cochrane et al. (2013) likened it to being confined in a prison-like
environment. Curtis et al. (2013) argued that institutional risk governance has
sought to impose technical safety measures like the installation of Close Circuit
Television (CCTV) to try to ensure the security of the physical environment in
inpatient units. This was one of the reviewed studies that did not specifically
report on the acute unit, but more generally on the mental healthcare inpatient
unit. They expressed the opinion that the risks in inpatient settings seemed to be
managed by the critical judgement of staff and service users, as and when the
issues arose. They therefore, advocated striking a balance between technical
safety (i.e. the use of security equipment) and therapy in the design of the

inpatient wards.

Staff and service users have claimed that these security installations may limit the
use of some spaces originally intended for therapeutic activities, according to
Curtis et al.’s (2013) study. For instance, service users could not access the
therapy kitchen on the ward to make a cup of tea as the space was deemed
unsafe for use and was consequently locked. Having escort regimes to access
locked doors was also identified as restricting when service users could leave the
ward. Curtis et al. (2007) argued that these technical safety measures may have

more impact and offer more opportunities when the ward is adequately staffed.
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Although Chrysikou (2019) argued that it was the jurisdictional model of care that
particularly emphasised safety and security, and that this seems to have been
replaced by the medical and psychosocial models of care, the need to ensure
service user safety within the acute unit remains paramount. In a 2017 report, the
Care Quality Commission (CQC) advocated the safety of the service users, staff
and all those who access the acute mental health environment (CQC, 2017, p.
51). Bowers et al. (2013) studied levels of conflict and containment on acute
mental health wards and associated variables (Bowers et al., 2013). This was in a
secondary analysis of the data that was originally gathered to examine the
relationship between staff factors, levels of conflict and containment among
service users. Conflict was defined as any service user’s action that threatens
other people’s safety on the ward including self-harm, physical violence,
absconding, verbal aggression, and medication refusal (Bowers et al., 2013),
while the “methods that staff use to prevent or manage conflict events on the
wards” were regarded as a means of containment and included seclusion, special
observation, search procedures, de-escalation, manual restraint, time-outs and

enforced medication (Bowers et al., 2013, p. 423).

The data were collected via a survey from 136 acute unit wards across England
between 2004 and 2005. The study found that the unique features of high conflict
and high containment wards were the use of unqualified and temporary staff.
Also, wards with many service users (n=23) had a low conflict rate, but a high
level of containment with a worse physical environment and more breaking of
rules. One such instance of rule-breaking was smoking. By contrast, wards with

low levels of conflict and low containment had few service users who were
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formally detained or from socially deprived communities. The paper argued that
the levels of conflict and containment on the wards may be due to the philosophy
of care adopted by the setting. The paper also argued that low rates of conflict
and containment were the outcomes of effective hospital management to some
extent, which included management inputs like good quality of care, secure

staffing, and a decent physical environment.

2.4.3: SATISFACTION: FROM OLD TO A NEW FACILITY

Post-deinstitutionalisation, new purpose-built mental health facilities were
constructed to support service provision for various mental health services
around the world. Four studies reviewed here, from Australia (Nicholls et al.,
2015; Cleary et al., 2009), Canada (Urbanoski et al., 2013) and the UK (Wood et
al., 2013), reported staff, service users’ and carers’ experiences of moving from
old facilities to new ones. Participants’ in each of these studies described having
a better experience in the new facilities compared to the old ones. In Nicholls et
al. (2015), for instance, staff and service users rated the new mental health
facility more favourably than the old facility on three subscales of the Ward
Atmosphere Scale (WAS) (order and organisation, program clarity, and
involvement). Similarly, 290 service users with a diagnosis of mood and anxiety
disorders perceived the atmosphere on the newly redesigned psychiatric inpatient
unit as more positive, awarding higher scores for peer support, autonomy and
practical skills development (Urbanoski et al., 2013). Although both studies used
the WAS, higher scores were recorded for six different subscales with no overlap

between the subscales used in the two studies.
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In one of the Australian studies, both staff and service users rated their
satisfaction with the new ward environment as very high, although the study
involved more than just the acute mental health inpatient unit (Cleary et al.,
2009). This study also reported that 83% (n=48) of the service users who smoked
reduced or quit smoking during their stay on the new wards as a result of the
information and interventions provided, with 51% (n=63) of the staff reporting that
service users handled the no-smoking rule better in the new facility. The allied
health professionals, however, were least satisfied with staffing levels and
teamwork compared to nurses and doctors. There was limited focus on service
users’ engagement in therapeutic activities although participants were asked
about the quality of groups and activities provided by the occupational therapists.
The old facility investigated by Cleary et al. (2009) was described as Australia's
oldest and largest mental health hospital. By contrast, the new facility had single
occupancy rooms for service users. Another positive aspect of the relocation was

that the service adopted a new model of care that the new facility could support.

The old hospital environment studied by Nicholls et al. (2015) was described by
the authors as "cramped, dark and had few usable outdoor areas" (p. 287).
These restrictions dictated that little could be done to make space for therapy
areas and other activities that required space. It was significant that the new
purpose-built building included individual ensuite bedrooms, multiple therapeutic
spaces, and family-friendly visiting spaces. The old facility examined by
Urbanoski et al. (2013) had similar features to those in Nicholls et al. (2015) and
Cleary et al. (2009) but the renovated facility boasted private ensuite rooms, with

a desk and telephone, central common room, a private visitation room and
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kitchen area with stove and refrigerator. These four studies suggest that the new
facilities are incorporating some of the features proposed by evidence-based
mental healthcare design, namely that the facility should enhance service users’
privacy, safety and dignity through the provision of private bedrooms (Sheehan et
al., 2013; and Shepley et al., 2017). The smoke-free grounds policy also seemed
to be well implemented in the new facilities described in Cleary et al.’s (2009)
study, with 83% of the service users either reducing or quitting smoking since the

relocation.

Finally, Wood et al. (2013) reported carers’ perspectives on their experiences of
the old and new facilities. Carers were defined as the informal family members or
friends who were involved in the service users’ care. They felt that the hospital
environment either facilitated or impeded their journey along the pathway of
caring within the community and in the hospital. An issue of particular concern to
them was that the hospital to which the service user was admitted should be
close to home and on a good transport route with permeability. Carers were less
keen on the locked doors used as a security measure, which they felt made the
nurses seem like gatekeepers. To them, this reflected the subordinate position of
carers and service users in the hospital environment. However, when they
observed good relationships between staff and service users, that helped to allay
some of their fears and concerns, knowing that their loved one was being well
cared for. They also found the enclosed courtyard spaces in the new hospital
very useful, a feature which was lacking in the old facility. In Wood et al.’s (2013)
study, the idea of the acute mental health inpatient unit as a transitional space

was discussed, meaning a place where the service user is temporarily supported
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to be discharged into the community. However, the carers, who were
accompanying the service user on this journey, sometimes seemed to be

neglected.

Broader studies by Wood et al. (2013) and Curtis et al. (2013) gathered data from
service users and staff, including nurses, doctors, managers, and matrons as well
as family and friends. The focus of the study was on evaluating how the new
inpatient psychiatric unit was impacting service users' care. Data was collected
and analysed at three different time points: before the move from the old hospital,
immediately after the move, and nine months after the move. As part of the
project, and to enhance the rigour of the study, one of the authors had the lived
experience of staying on the ward as a volunteer before the move. This helped to
provide rich insights into the experience of living in the new facility. The provision
of new facilities for acute mental healthcare services also correlated positively
with the satisfaction of staff, service users and carers. However, the service
users’ engagement in therapeutic activities, by giving them something to do to
make them feel less bored, was reported as being a persistent issue within the

new environment.

2.4.4: SERVICE USERS’ ENGAGEMENT IN THERAPEUTIC ACTIVITIES

According to the literature, this form of engagement has been widely reported as
low, and service users reported being bored with not enough to do. The symbolic
environment of the acute mental health inpatient unit was described as being
characterised by a lack of freedom, boredom, and nothing to do (Muir-Cochrane
et al., 2013). This perception of the acute unit has been supported by other

studies (Shattel et al., 2008; Gilburt et al., 2008) and major reviews of the acute
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mental health environment by independent bodies like the Care Quality
Commission in the UK (CQC, 2017). Birken and Bryant (2019) published a
service user-led photovoice study that reported service users’ experiences of the
Occupational Therapy department. They expressed the view that the department
was a “distinct therapeutic place where they could practice skills, try out choices
and manage themselves” (p. 532), while engaging in relevant activities that go a
long way towards contributing to their recovery. This study was a collaborative
study between the university, staff, and the service users that used the unique
method of photovoice — a qualitative method used in community-based

participatory research to document reality - in an acute mental health unit.

In Ireland, the level of service users’ involvement within the acute unit was
studied qualitatively as part of a sequential mixed method design (Patton, 2013).
The 18-nursing staff interviewed via the telephone discussed their interactions
with service users to get them more involved in their treatment by offering them
choices and developing trust. They acknowledged that this process occurs
gradually during the service user's admission. Other factors that were identified
as impacting service user engagement included the severity of service user
illness (Sharp et al., 2008) and staff documentation required by policy. They
referred to these two factors as representing the competing demands of caring

and administration.
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Csipke et al. (2014), in contrast, argued that the severity of symptoms did not
affect the frequency of service users’ participation in activities in an acute mental
health unit. Rather, what they found after reviewing inpatient care fifty years after
the process of deinstitutionalisation, was that the reasons for low levels of
engagement in activities were staff shortages, immediate crisis management and
the burden of paperwork and administrative duties for staff. They also found that
less time was spent by service users in engaging in all forms of activities on the
acute wards studied, compared to the least active ward of the three hospitals
studied fifty years ago, as reported in the William, Wing and Brown’s (1971)

study.

Csipke et al., (2014) argued that changes in the activities that service users
engage in were a key factor contributing to lower levels of engagement. It is no
longer common practice for service users to be actively involved in
groundskeeping which was formerly an important part of the service users’
engagement in activities before deinstitutionalisation. The activities that the
service users studied identified as ones that they took part in, on the acute wards,
were: formal therapy (art therapy, problem-solving skills group), community/daily
planning meetings and other activities like a pottery group and bingo (Csipke et
al., 2014). The activity that most closely resembled groundskeeping was
gardening, and some service users were able to engage in this if the hospital to
which they were admitted had a garden. The factors that contribute to lower
levels of service user engagement in therapeutic activities are thought to be
complex and do not originate from a single source, with institutional factors like
the philosophy of care, staffing levels and other factors that directly relate to the

service users all playing a role.
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Blacker et al. (2017) used what they described as a novel psychoanalytic
observational method to study the complex healthcare culture in the NHS, with a
focus on the acute inpatient psychiatric ward. From a psychodynamic
perspective, they studied the unconscious life of an acute psychiatric ward
gualitatively. The study consisted of three groups of participants: the staff, service
users and a supervision group on an 11-bed ward. They concluded that the
picture that emerged was of a fragile ward environment in which staff appeared
“fearful of engagement with patients” (p. 15). There also seemed to be a general
sense of confusion regarding roles and decision-making processes as well as a
sense that the nursing team felt overburdened by responsibilities. They further
argued that the environment felt repressive rather than one of containment, as

reported in other studies (Bowers et al., 2013).

This context of fear, scrutiny and criticism may help to explain why more open
and lively interaction was perceived by the nurses as risky and best avoided.
These findings were generated from the discussion group that reflected on and
interpreted the notes taken by the researcher during the weekly observation
session. A major critique of this study was that it missed the opportunity to
include ward staff in the discussion group. In addition to using clinical
psychologists from outside the wards, ward staff could also have helped to
interpret the observations. However, the situation in the acute mental health
environment is not all bleaks. Other studies reviewed reported that, when new
programmes or interventions were implemented in the acute ward environment in
addition to the usual care regime, service users, staff and carers had reported

being satisfied with these services.
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2.4.5: SATISFACTION RELATED TO THE IMPLEMENTATION OF PROGRAMMES AND
INTERVENTIONS

Although staff, service users and carers have long expressed dissatisfaction with
the service provided by, and sometimes the poor environment of, the acute
inpatient unit, Baker et al. (2014) suggested recovery-oriented organisational
policies and staff training could be used to improve the situation. The cost-
effective factors they suggested included good risk management, therapeutic
relationships, meaningful activities, improved physical health and social inclusion
of the service users. These conclusions were reached after reviewing the
government policies and legislation in force then and other published research on
acute mental health care in the UK. They argued that the focus should be shifted
from the literature that focuses only on the shortcomings and failures to research
that reports positive and innovative practice occurring within the units. One paper
that has reported on exactly this kind of innovative practice is Kemp et al.’s

(2011) study of a service improvement project.

The project studied by Kemp et al. (2011) aimed to turn innovation into everyday
practice through the implementation of Star wards (Janner, 2007) and a
Productive ward programme on nine acute mental health wards. The Star wards
were intended to improve the service users’ acute mental health ward experience
by improving the provision of therapeutic activities and promoting engagement.
Their implementation was guided by 75 practical ideas. The idea of the
productive ward aimed to make ward processes safer, more efficient, and more
reliable to facilitate service users’ and staff’'s engagement to improve the quality

of care (Kemp et al., 2011). Service users felt that they were offered more
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information when they arrived on the wards, were more involved in decisions
about their treatment as well as getting occupied in useful and relevant activities.
Staff contact hours with service users increased from 21% to 60%. The service
users also felt more respected and satisfied with the care that they received.
Overall, the project led to reductions in the length of stay and the use of agency
staff. The authors concluded that such initiatives could result in nursing staff

having more time to engage with service users.

As recommended by Baker et al. (2014), staff training was made the focus of an
intervention programme by Wykes et al. (2018) designed to explore the
experience of service users. This study, the only randomised controlled trial study
reviewed, examined the impact of the training programme on service users’
perceptions of the amount of care they received, especially those who were
admitted involuntarily. The training offered to staff comprised social cognition and
interaction training, cognitive behaviour therapy-based communication for nurses,
computerised cognitive remediation therapy for the occupational therapist and
medication groups. They found that there was an increase in the mean number of
activities that service users engaged in post-intervention from 6.3 to 7.8, with their
attendance also rising by a factor of 6.3. Uniquely to this study, involuntary
service users’ (those detained under the Mental Health Act), perceptions of and

satisfaction with the acute ward environment improved after the staff training.
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This study did not specifically focus on the environment but service users’
perceptions of ward care after staff training. The service users reported positive
outcomes, indicating that when additional support and training is provided to the
staff, it can have a beneficial impact on the perceptions of service users, even
those less likely to have wanted inpatient admission. They reported that the cost
of training per staff member was calculated to be 10 to 12 pounds, which makes it
a very cost-effective intervention. Other studies have reported on how innovations
such as the Accreditation for Acute Inpatient Mental Health Services (AIMS)
programme (Baskind et al., 2010) and Protected Engagement Time (Nolan et al.,
2016) impacted staff, service users’ and carers’ perceptions. The next section
involves looking at those studies of the acute mental health inpatient unit where
the focus was on relationships and the impact on the service user experience

within the environment.

2.4.6: SOCIAL ASPECTS OF THE ACUTE MENTAL HEALTH ENVIRONMENT.

In linking the design of the physical environment to social relationships, Curtis et
al. (2007) identified that the spaces provided as part of the design of these
inpatient facilities are organised specifically to foster social interactions among
service users and to help facilitate activities on the wards. Gilburt et al. (2008)
discussed that, when service users shared their experiences of the acute
hospital, they did so largely within the context of the people that they had
encountered during their admission. The relationships that the service users
experienced during their admission were central to their experience. Five out of

the eight themes generated from their studies related to this idea, namely
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communication, coercion, safety, trust, and culture. For instance, they reported
that service users’ communication within the environment constituted a third of
the codes they generated and comprised listening, talking, and understanding.
Gilburt et al. (2008) discussed service users’ safety in terms of relationships while
Muir-Cochrane (2013) examined it in relation to design features and the risk of

absconding.

With regard to staff relationships and roles, it appeared that the multidisciplinary
team working in the unit had a limited understanding of each other’s roles. Both
Wood et al. (2019) and Smith and Mackenzie (2011) reported similar findings
regarding different professional groups within the acute mental health unit. The
latter study explored the perceptions of seven Australian nurses of the
occupational therapist role within the multidisciplinary team. The nurses reported
that they always had to guess how to work with the occupational therapists and
that they had to use different language with them. Although they did not fully
understand their roles, the occupational therapists’ presence was valued, even if
it was expressed using the phrase: ‘anything’s better than nothing’ (Smith and
Mackenzie, 2011, p. 251). The MDT participants interviewed in Wood et al.’s
(2019) study also concluded that the role of the psychologists was not clearly
understood although they valued and were able to describe the direct and indirect
work that they did with the service users. These two studies illustrate that, among
the multidisciplinary team, there may be less understanding of other professional
roles, especially when it comes to staff other than the doctors and nurses. The
other social aspect of the environment is the social capital that is created when

staff and service users interact. Social capital is defined as: “the networks of
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relationships among people who live and work in a particular society, enabling

that society to function effectively” (Oxford online dictionary, 2020).

Wood et al. (2013), considered the relationships between service users and staff
using smoking spaces in a study set in North England that evaluated the new
psychiatric hospital. The study defined social capital in terms of access to
resources. They found that some behaviours, and practices are used to express
membership of a social group, and that being part of the group confers benefits
and access to resources. While not condoning service users smoking while on
admission, the study claimed that the spaces in which service users and staff
smoked had social and psychological significance. They reported the finding that
it generated social capital and helped build a rapport between the service users
and staff who interacted in these spaces while smoking, prior to the
implementation of the smoke-free grounds policy within the NHS (Wood et al.,

2013).
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2.5: CONCLUSION

The six themes identified from reviewing the 22 studies are: design features;
safety and security; relocation from old to newly built or renovated facilities;
engagement in therapeutic activities; service users, staff and carers’ satisfaction;
and relationships between service users’, staff and carers. Regarding design
features, it was found that the needs of service users with mental health problems
differ from those with physical health problems, and hence the facility design
should incorporate some unique features relating to safety and security, light,
noise control, the therapeutic milieu and a garden. However, it is difficult to
determine the most appropriate therapeutic hospital design because of the
changing model of care in psychiatry, and the difficulties in developing consensus
models of care. The second theme, safety and security issues within acute
hospitals, emerged strongly in the experiences of all the users of the
environment. Whereas some service users reported feeling safe on the unit and
described it as a place offering respite, others felt unsafe which, in some cases,

gave them a reason to abscond from the unit.

Other safety concerns included racism, theft and witnessing other service users
bringing alcohol and drugs into the wards. There was a consensus that there
should be a balance between providing a secure environment and giving service
users freedom. It was also felt that, although there has been a move away from
the jurisdictional model of care, the safety of service users, staff, and carers
within this environment is still paramount. Significantly, the acute mental health

inpatient unit environment was described as a setting in which there were
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insufficient activities for the service users to engage in, which remains an ongoing
concern. This challenge and others faced by the acute mental health inpatient
unit has been addressed in the studies reviewed by the move from older facilities
to new ones, or through the implementation of innovative ideas and interventions.
Within the acute unit, the social environment was regarded as very important,
including relationships between service users, carers, and staff. However,

understanding of other professionals’ roles within the MDT was limited.

As indicated earlier in Section 2.3 on the study characteristics, various
approaches and methods were used in the studies reviewed. Interviews (Pelto-
Piri et al., 2019; Kennedy and Fortune, 2014; Curtis et al., 2013; Muir-Cochrane
et al., 2013; Wood et al., 2013; Patton, 2012; Nolan and Bradley, 2011; Jones et
al., 2010; Gilburt et al., 2008; and Shattel et al., 2008) and questionnaires
(Shepley et al., 2017; Nicholls et al., 2015; Urbanoski et al., 2013; Bowers et al.,
2013; and Sheehan et al., 2013) were the dominant forms of data collection
methods. However, while these methods have their benefits, a questionnaire
cannot probe or ask additional questions about the lived experience of the
participants (Bryman, 2015). The studies that collected data using interviews and
focus groups may compensate for some of these limitations in the findings,
though. Nonetheless, we still need to acknowledge the different focuses of the
studies. Gilburt et al.’s (2007) study stood out because it took a more
participatory approach. The authors showed an awareness of the power
imbalance involved in the research process, and hence made a conscious effort

where possible to empower the participants. This is demonstrated by the fact that
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two of the people who completed the interviews were mental health service

users.

Historically, there has been a lack of involvement of mental health service users
and the public more generally in research on mental health (Telford and Faulkner,
2004; Hickey and Chambers, 2019). This challenge is gradually being addressed
with more service users becoming involved in research and others leading
research, while the service users’ involvement campaign continues to grow in
strength. Meanwhile, other researchers are adopting a more collaborative
approach (Bryant et al., 2016; Birken and Bryant, 2019; Curtis et al., 2013).
Within the studies reviewed, this perspective was not dominant, which highlighted
the need for a study that took a critical approach towards how the power dynamic
between the researcher and service users participating in the research would be

navigated.

Although staff perspectives were reported in the findings, staff participation in the
research was limited. Their involvement in the studies was mostly limited to
completing questionnaires (Cleary et al., 2009; Sheehan et al., 2013) and being
interviewed (Shattel et al., 2008; Patton, 2012). What was missing was their
involvement in the design of the research or participation in action research
through which they could effect change. The final gap identified was that no study
has been conducted in the field of acute mental health that specifically looked at
the link between the environment of the acute unit and service users’
engagement in therapeutic activities. To explore these issues holistically, this
study aimed to investigate both staff and service user perspectives on how they
perceive the physical and social environment of the acute mental health inpatient

unit to understand more about how the environment either supports or hinders
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service users’ engagement. This needed to be done using a research approach
that was participatory and more conscious of the power dynamics operating
within the research. The aims, objectives, research questions and the hypotheses
that | subsequently outline were informed by the findings from this literature
review, the research gap identified, and the background information presented in

Chapter One.

2.6: AIM AND OBJECTIVES OF THE STUDY

The overall aim of this study is to explore staff and the service user perspectives
on the impact of the physical and social environment on the service users’
engagement in therapeutic activities in the adult acute mental health inpatient

unit. This will be addressed via the following objectives;

e To explore the environment of the acute mental health inpatient unit from

the staff and service users’ perspective.

e To explore staff and service users’ perspectives on how the environment
of the acute unit affects mental health service users’ engagement in

therapeutic activities.

e To examine the potential of the acute mental health inpatient unit
environment and how it could contribute to the service users’ engagement

in therapeutic activities.
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2.7: RESEARCH QUESTIONS

What are the service users’ and staff’'s views on the acute mental health
care environment in terms of how it promotes or inhibits service user

engagement in therapeutic activities?

What are the service users’ and staff’s views on the relationships that

exist within the acute mental health unit?
What are the service users’ and staff’s views on the environment of the

acute mental health care unit in terms of how it promotes recovery?

What are the service users’ and staff’'s views on the acute mental health

care environment in terms of how it promotes privacy, safety and dignity?

2.8: HYPOTHESES FOR MIODULE ONE

Ha: Service users will be less satisfied with the physical features of the

acute unit environment compared with staff.

H2: There will be a significant difference in males’ and females’ satisfaction
with the physical features of the acute unit environment.

Hs: The therapy staff will be less satisfied with the physical features of the
acute unit environment compared with the ward staff.

Ha: There will be significant differences in the responses of staff and
service users measured on the Ward Atmosphere Scale; staff will rate the

acute unit environment more favourably than service users.
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CHAPTER THREE
METHODOLOGY

This chapter presents the methodology used in this study, which is structured
around Crotty’s classification of four levels of inter-related elements used in a
research study. These are: epistemology, theoretical perspective, methodology,
and methods (Crotty,1998). A similar four levels were also proposed by Reason
and Bradbury (2008) for PhD students writing up the methodology section of
action research to provide a structure for the theoretical perspectives and the
processes involved. Figure 3.1 provides a pictorial representation of this chapter

according to Crotty’s 1998 four elements.

Module One: Survey

73 questionnaire
responses

(40 staff, 30 Service
users)

Module Two

5 Staff PAR group
discussions

2 Mapping activities

4 Key informant interviews
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This chapter begins with an explanation of constructionism, as the
epistemological stance that | adopted for this study. This is followed by definitions
and explanations of interpretivism and emancipatory research perspectives, the
theoretical perspectives that influenced this study. The overall methodology,
participatory action research (PAR), is then explained, together with the rationale
for its use and the challenges associated with it. This is followed by a description
of the data collection and data analysis processes for the two modules of this
study. | refer to the part of the study that collected the data using the
guestionnaires via a survey as Module One. The other two strands of the data
collection (staff group discussions and key informant interviews) is referred to as
Module Two of this study. The ethical issues identified and how they were
addressed are also discussed. | conclude the chapter by explaining the limitations

that relate to the methodology and methods used in this study.

3.1: EPISTEMOLOGY: CONSTRUCTIONISM

Epistemology refers to what can be known, how knowledge is created and how
we learn about the world we live in (Creswell, 2014). According to Crotty’s four
elements of research, it is described as: “the theory of knowledge embedded in
the theoretical perspective” (Crotty, 1998, p. 3). Crotty argued that
epistemological and ontological issues tend to emerge together and, therefore,
ontology as a philosophical stance can be discussed as part of epistemology.
Ontology questions reality, the real world and how reality is understood (Creswell,
2014). This study draws from constructionism as the underlying epistemology -
the belief that reality is socially constructed. This is in opposition to the positivist

assumption that there is a stable and existing reality that can be known through
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careful scientific research (Green and Thorogood, 2014). Thus, as people engage
with the world, they interpret it to make meaning and different people may
construct reality differently, even in relation to the same phenomenon based on
their experiences. It was therefore anticipated that, in this study, the staff and
service users within the acute mental health inpatient unit would express a
different reality of their experience of the environment and how they perceived it

to impact on the service users’ engagement.
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3.2: THEORETICAL PERSPECTIVES FOR THIS STUDY

The theoretical perspective reflects the beliefs and philosophical assumptions
with which the researcher approaches the research. It informs the methodology of
a study and provides a context for the research process (Crotty,1998). This study
was approached from the interpretivist and the emancipatory perspectives. The

subsequent section provides more detail about this.

3.2.1: INTERPRETIVISM

This study is aligned with the interpretivist perspective — the idea that humans are
complex, unpredictable, and reflect on their behaviours and, as a result, cannot
be studied in the same way as in the natural sciences (Green and Thorogood,
2014). Three key features that distinguish the interpretivist perspective from the
opposing positivist perspective have been identified by Johnson and Parry

(2016):

l. human actions are meaningful, and we need to understand them;
Il. we need to interpret human actions to understand them; and
Il. the subjectivity of human action is appreciated and viewed as

contributing to understanding.

Based on the assumption that this study included human participants with
complex behaviours (Broom and Willis, 2007), a decision was made to adopt the
interpretivist perspective to inform the methodology. This study therefore
progressed with the assumption that it would not discover any fixed reality that
existed within the acute unit, but rather the aim was to interact with the

environment to construct the lived experiences within the environment,



Chapter 3: Methodology Page 74 of 487

encompassing the physical, social and cultural environment, of the staff and the
service users. | sought to uncover the subjective experiences of the participants
(staff and service users) within the setting. As there were different groups of
people within the acute unit, they could provide a more comprehensive
perspective on how they perceived the environment. The information they
provided about the environment would be collected and analysed to help further
our understanding of the acute unit. As is detailed later in this chapter, Module
One of the study concentrated on the perspectives of the staff and the service
users, while Module Two focused on the MDT staff, who shared additional

information in a group discussion and key informant interviews.

The choice of an interpretivist perspective implies that an inductive research
approach is used (Bryman, 2015). The qualitative research methodology is
aligned with the interpretivist perspective. Bryman (2015) identified that, as a
research strategy, qualitative research usually an emphasize words rather than
numbers. The interpretivist perspective has been criticised for observer’s bias, a
lack of consensus focus and generalisability, poor replication, a lack of validity
and high costs (Allsop, 2013). These shortcomings, however, have been
addressed successfully in other studies (Graneheim and Lundman, 2004;
Bryman, 2015). For instance, in Bryant et al.’s (2016) study, although different
people were involved in it at different times, they maintained a coherent focus
through the continuous involvement of the chief investigator and the service
manager. In addition, drawing on the expertise of steering group members, the
data analysis was peer reviewed to ensure rigour, which helped to reduce the
researcher’s bias. Another key feature of the interpretivist perspective is that it

lends itself to research methods that generate data from the natural environment
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(Allsop, 2013). The acute unit could be referred to as the natural environment of
the staff and the service users who participated in this study. | had no intention of
manipulating the environment, as would have occurred in a study that took a
more positivist approach. The challenges to conducting this real-world research
and how it impacted the methodology is discussed in the subsequent section.
The qualitative methodology adopted for this study, namely participatory action

research, is discussed in Section 3.3.2.

3.2.2: THE EMANCIPATORY RESEARCH PERSPECTIVE

Similarly to the interpretivist perspective, the emancipatory perspective was also
proposed as an alternative to positivism (Groat and Wang, 2002). The
emancipatory perspective draws from critical theory, Freirean pedagogy and
feminist theory (Starkey, 2005). At the core of this perspective is the idea that
knowledge generated had to be of benefit to people who are disadvantaged and
marginalised. It has as its central aim to empower research participants and has
particularly been used in research among disability communities to address
issues of inequality (Noel, 2016). It is aligned with interpretivism in that it seeks to
understand the individual but goes further in seeking to act upon the acquired
knowledge to bring about change. This means that an emancipatory perspective
has a political tone to it, as it is usually concerned with addressing issues of
social injustice and power imbalances (Denzin et al., 2008). Johnson and Parry
(2016) claimed, “caring and connection are at the heart of a social justice
research perspective, which aims to make the world a better place by enacting

social change for marginalized and/or oppressed groups” (p.12). Key principles
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used in the emancipatory perspective include openness, participation,

accountability, empowerment and reciprocity (Noel, 2016).

This emancipatory perspective is similar to the occupational science ideology of
occupational injustice. Occupational science is a discipline that concerns itself
with the study of humans as occupational being, the relationship between
occupation and health (Molineux, 2017) and addresses environmental issues that
impact people’s ability to engage in occupations. Mostly, occupational scientists
aim to research and theorise about human occupations and its’ impact on health
and wellbeing. These theories and research evidence are used as part of the
theoretical base for occupational therapists’ practices. Within this research study,
occupational injustice is a relevant issue as previous research in forensic mental
health settings has linked the concept with the experience of people admitted to
the inpatient units (Farnworth and Mufioz, 2009). Occupational justice is defined
as “a powerful idea bridging the gap between people’s wellbeing and harmful
social conditions that restrict what they can do and be” (Hocking, 2017 p. 29).
The commonly identified occupational injustice are; occupational alienation,
occupational imbalance, occupational deprivation, occupational marginalisation
and occupational apartheid (Creek, 2010). The presence of any of these factors
among a person or a group of people indicates them experiencing an injustice
with regard to their engagement in occupation. As such, this study explored
whether any occupational injustice existed within the acute unit, and how from the

emancipatory perspective, this could be addressed.
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The emancipatory perspective however has been criticised because it can only
be used for studies that address issues of injustice. It also advocates equal power
for the researcher and the study participants. However, it is argued that, in reality,
the researcher is perceived by the participants as having more power and being
more privileged than them (Noel, 2016). For example, in a PhD study, only the
student researcher would be awarded the degree after the dissertation is
submitted, as well as developing his/her ability to apply the knowledge gained.
Huisman (2008) reflected on the tension between reciprocity and positionality she
encountered in her ethnographic PhD study and concluded that the PAR
methodology offers a process-oriented approach that adequately promotes

participation among study participants.

Ontologically, the emancipatory perspective believes in the existence of multiple
realities like the interpretivist perspective. The word emancipating is defined as
the release of human potential beyond the constraints of tradition, habit, coercion
and self-deception (Kemmis and McTaggart, 2008). It is also informed by the
central belief that knowledge should not (and is not) only be created by a
knowledgeable researcher or dominant group; the people being studied also have
equal capability to help generate the knowledge (Noel, 2016; Reason and
Bradbury, 2008). This connects to the notion of redressing the power dynamics
between the researcher and the co-researchers, which has been described as an
interactive and collaborative relationship. The literature review revealed that there
was a research gap in terms of service users having the opportunity to contribute
to the design of mental health facilities. It was also noted that few studies

involved staff as co-researchers who could identify the research needs of their
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facility, become involved in the research processes and identify solutions that

they could use to effect change.

This is problematic as the users of these facilities should have a say in how
facilities are designed to ensure that they meet their needs. Levels of involvement
by mental health service users in their care have been low in the past (Beresford,
2007) but current trends, which advocate their involvement, dictate that their
voices must therefore be heard. Similarly, although clinicians work from a
professional perspective to support the care of service users, they too have views
on the design of the physical environment in which they work that should be
considered. It is through research that makes use of methodologies like PAR that
these views can be gathered. Both staff and service users can be co-researchers
and work with other researchers, as in the collaborative research work carried out
by Bryant et al. (2016), in which they involved occupational therapy staff, service

users (inpatient and outpatients), and university staff and students.

These stakeholders can collaboratively work through all the stages of the
research to arrive at findings that could be used to inform policy that can effect
change. The emancipatory perspective adopted in this study sought to address
some of these gaps in the literature. It was also important to address the issue of
power dynamics between the researcher and the study participants in this study,

influenced by the emancipatory perspective.
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However, there were challenges to conducting the study in the true sense of the
ethos of an emancipatory research study, in strictly adhering to the five principles
identified by Noel (2016). Zarb (1992) suggested that emancipatory research,
especially with disabled people, needs to meet the two criteria of reciprocity and
empowerment. And that, whereas researchers have advanced on reciprocity,
empowerment very much relies on what the people decide to do with the findings
from the research. There was therefore a suggestion that “participatory” rather
than “emancipatory” is the point that most researchers are at in terms of research
with disabled people with further explanation that, “participatory research that
involves disabled people in a meaningful way is perhaps a pre-requisite to

emancipatory” research (Zarb, 1992 p.128).

Within the wider research programme that this study is nested, most of the
studies had service users as participants and an example of reported benefits
captured is that; “the previous research had achieved an emancipatory purpose
for some service users, who took up the opportunity to get more involved in the

research programme and take the findings forward” (Bryant et al., 2019 p. 1274).

In alignment with this being an emancipatory research study, the original impetus
for the research study originated from a staff member from the research setting.
They sought out one of my supervisors to look into the issue of the acute unit
environment with them in a more systematic way, with the intention that the
findings would be used to help inform change within the acute unit setting.
However, as this study unfolded it went more towards staff participatory research

considering the nominal involvement of the service users, which is reflected upon
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as a limitation to this study in Chapter Seven. This time, in the research
programme, there was more collaborating with the staff who worked in the acute
unit with limited participation of the service users due to the constraint of the
acute unit. In a way, this helped to factor the recommendation in Birken and
Bryant (2019), one of the studies in the research programme, that there could be
a study to explore “how the partnership between the occupational therapy and

nursing staff impact on access to occupation” (p.541).

The service users were on short admission at the acute unit, hence limiting their
participation to only the Module one of the studies. They were able to participate
in the study but only within the boundaries and the impact of this on the study as
discussed under the limitations of this study. Through the use of a questionnaire
and the assistance of a peer researcher. After much discussion about the short
timeframes that Service users were on the ward, this participation, although
limited, gave voice to some important aspects of service user experience on the
wards. There was therefore an evolving of the emancipatory theoretical
perspective as proposed at the onset of the study to a more participatory
perspective. This, demonstrates part of the “constant methodological decision”

making that occur in the complexity of PAR (Herr and Anderson, 2015 p. 90).

The next section provides a discussion of the methodology that was selected
based on the chosen epistemology and theoretical perspectives. This
methodology was also informed by the distinct nature of the research question

which asked about staff and service users’ perspectives on the impact of the
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physical and social environment on the service users’ engagement in therapeutic

activities in an acute mental health unit.
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3.3: METHODOLOGY
3.3.1: ACTION RESEARCH

This study used participatory action research (PAR) methodology, which can be
understood under the broad umbrella of action research. Taylor and Francis
(2013) described action research as a form of qualitative critical methodology and
grouped it with others such as critical ethnography, discourse analysis and
feminism. It originated from the traditions of Kurt Lewin, Chris Argyris and Paulo
Freire (Herr and Anderson, 2015), who were committed to creating a research

methodology that could lead to social change.
Reason and Bradbury (2008) defined action research as:

“a participating process concerned with developing practical knowing in the
pursuit of worthwhile human purposes. It seeks to bring together action
and reflection, theory and practice, in participation with others, in the
pursuit of practical solutions to issues of pressing concern to people and
more generally the flourishing of individual persons and their communities”

(Reason and Bradbury, 2008, p. 4).

Action research is distinct from other forms of research in that it not only
generates knowledge from research but uses the knowledge to take action. Thus,
action research proceeds with the rationale of taking action either within the
setting or among the group that is being studied (Herr and Anderson, 2015). Also,
the research idea usually originates with the people or the community being
studied, which was the case in this study: the problem which evolved into this
PhD study originated from the staff at the study site. As Bryman (2015) argued,

research topics in action research are sometimes motivated by a pressing social
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problem that exists within a setting. The action research methodology was
therefore identified as the appropriate methodology for this study and is in line

with the constructionist and interpretivist theoretical perspective.

The Lewinian spiral (Kemmis and Wilkinson,1998) of cycles of actions and
reflections is a key component of action research. The choice of a spiral depends
on the researcher, the discipline and the subject matter being investigated. These
cycles range from business-oriented versions at one end of the spectrum to the
end of emancipatory practice at the other. However, they all have the essential
elements of an issue or problem that needed to be identified and reflected on, a
plan being put into place, followed by action to address the original issue. The
outcome is then reviewed and the cycle is then potentially repeated if necessary
(Wilding and Galvin, 2014; Kemmis and Wilkinson, 1998; Wimpenny, 2010). An
example of the spiral is presented in Figure 3.2. Another example is the plan-act
and observe-reflect cycle of participatory action research (Kemmis and Wilkinson,

1998).

Assessment and Preliminary step
Terct i

Action planning
Defining the problem and its
context
Oobservation and
action

2nd Cycle

3rd Cycle

Towards the
resolution of the
problem

Figure 3.2: Lewinian auto-reflective spiral adapted from Santos et al. (2015).
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3.3.2: PARTICIPATORY ACTION RESEARCH

PAR subscribes to all the tenets of action research. Following on from the
traditions established by Kurt Lewin in the 1940s, PAR has at its core the
involvement of the study participants in the whole research process. It is a
research methodology used to guide community interventions, and to address
issues of injustice while engaging in research that increases knowledge and
informs change (Kelly, 2005). The participants in PAR are seen as co-
researchers and the research is done “with” them and not “on” them (Kemmis and
McTaggart, 2008; Reason and Bradbury, 2008). In this study, the relevant
community was the acute mental health inpatient unit which included the staff and
service users. The issue of injustice that | aimed to address was the limited
engagement of service users in therapeutic activities in the acute unit. As
identified in the literature review, the service users felt they were not sufficiently
involved in therapeutic activities, which form an essential part of their treatment
on the ward (Bryant et al., 2016; Hardcastle and Kennard, 2007). Engagement in
occupation is fundamental to all individuals irrespective of their age, gender, or
health status. Townsend and Wilcock (2004) argued that the difficulties that
service users experience in accessing therapeutic activities to engage in are a
social justice issue. Which is termed occupational injustice as discussed
previously. Fieldhouse argued that “PAR is a suitable method for exploring
people’s experience of occupation (including their exclusion from it)” (Fieldhouse,

2017, p. 21).



Chapter 3: Methodology Page 85 of 487

This study, therefore, aimed that the findings could be used to improve the
delivery of services within the acute unit, in line with the ethos of action research.
The three changes that can be effected using PAR, identified by Maguire (1987),
are: developing critical consciousness of the researcher and the participants;
improving the lives of those participating in the research; and transformation of
societal structures and relationships. This study, for instance, aimed to raise
awareness among the multidisciplinary team working on the acute unit about the
importance of the service users engaging in therapeutic activities. In PAR studies,
acting and effecting change are key elements in the cycle of actions and
reflection. However, what constitutes a change in PAR is not always self-evident
(Herr and Anderson, 2015) and can be a slow process. It has been suggested
that, at the outset of the research, the community involved in the study should be
made aware that the study can end without them making any change to their
situation. The community can also clearly define what constitutes change and
what level of change is desired (Grant et al., 2008). Implementing the findings
from a PAR study to effect change is one of the challenges posed by this
methodology. Others are: building relationships, acknowledging and sharing
power, encouraging participation and establishing credible accounts (Grant et al.,

2008). The next section discusses these challenges in detail.

3.3.2.1: CHALLENGES ASSOCIATED WITH CONDUCTING PARTICIPATORY ACTION RESEARCH

To begin building relationships, researchers intending to conduct studies using
PAR need to be either a member of the community or be invited by its members
to be aware of their social issues. In cases where the researcher is an outsider,

collaborating with the people within the community may be difficult at first. The
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members of the community need to agree to be part of the study and to
understand their role. However, this challenge can be overcome by the
researcher communicating openly and honestly with the members of the
community, learning about them and building informal relationships (Gibbon,
2002). In this study, | was an outsider from a university who collaborated with the
acute mental health inpatient unit to conduct the study. A detailed description of
how | established relationships with the research participants is presented in
section 7.5.1. The power dynamics that exist within a PAR group can also be a
barrier to conducting effective research (Herr and Anderson, 2015). In PAR, the
researcher and the participants hold equal power to conduct the study, and the
project is regarded as a learning opportunity for all (Grant, Nelson, and Mitchell,
2008). MacDonald (2012) outlined the types of power imbalances that may exist
among the members of the research group in PAR and proposed that an
egalitarian relationship should be established from the outset. In this research,
the participants in the PAR group were all staff employed at different grades
within the acute unit. During the workshop in PAR 1, |, shared with the
participants that each of the group members was coming into the research with
varied experiences and differing perspectives. The importance of maintaining a
safe communicative space (Kemmis and McTaggart, 2008) at all times was
emphasised during group meetings for collecting data, to ensure that no one felt
intimidated or uncomfortable. However, | acknowledged the research was being
conducted in fulfilment of my PhD and, in that sense, there cannot be equal

power as | was the only one who would obtain a PhD at the end of the research.
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Another challenge is the length of time it takes to conduct a participatory action
research study. PAR usually tends to be carried out over an extended period and
participants need to commit to it. Some participants, however, may struggle to
commit to the study for the whole duration (Gillis and Jackson, 2002). There can
be time and financial constraints, a sense of being overwhelmed or complete
burn-out among the study participants, as the study progresses over a long
period. In the healthcare context, getting the study participants to commit to being
involved in the study for a long period can sometimes be a challenge. Ideally,
service users should have been included in the PAR group but, due to the time
length of the study, this idea was eventually discarded and other methods were
used to collect data from the service users. This was due to the service users
only being on admission for short periods of approximately 30 days, in most
cases (NHS Mental Health Implementation Plan, 2019), whereas the PAR groups
meetings were anticipated to last for eight months. The challenge posed by the
time limit was addressed by setting out some timelines to follow. Although this
may be regarded as a limitation to the study, the practicalities of this research

constituting part of a PhD study had to be dealt with.

Apart from the general challenges involved in conducting a PAR study, additional
difficulties have been identified when it is conducted as part of a doctoral thesis
and within a healthcare setting. Gibbon (2002) identified the two obstacles to
using PAR in a doctoral thesis: the scepticism surrounding the use of the method;
and the institutional obstacles that need to be navigated before the study
commences. These challenges were addressed via the ethics application process

which is explored in detail in Section 3.6. Klocher (2012) has written about the
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challenges associated with PAR PhDs from her own experience of conducting a
PAR study in human geography for her PhD. She argued that the general
literature on PAR PhDs, “has overstated” the extent of the tension and the
challenges faced when PAR is used in PhD research (Klocher, 2012, p. 152). The
paper suggested ways of navigating these challenges, such as formulating a
proposal and ethics approval application before engaging with the research
community, and subsequently amending it if anything changes after engaging
with the participants. Klocher ends on an encouraging note, however, concluding
that, “it is possible to write a thesis without a ‘neat’ ending to the PAR process”

(Klocher, 2012, p. 154).
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3.4: METHODS OF DATA COLLECTION AND PROCESSES.
3.4.1: OVERVIEW OF THE DATA COLLECTION

Participatory action research has no allegiance to qualitative or quantitative
methods of data collection. It lends itself to different methods depending on the
subject matter, and the methods that the co-researchers decide are most
appropriate to investigate the agreed research question (Wilding and Galvin,
2014; Chandler and Torbert, 2003; Marti, 2016). Bryant et al. (2016b) have
argued that PAR is not a single method, and that, “multiple methods can be used
to build a detailed dataset and interpret it to elicit new knowledge and
understanding of human experience” (p. 74). For instance, Matthew and Barron
(2015) used a survey with questionnaires to collect data for their participatory
action research on help-seeking behaviours of self-defined ritual abuse. | have as
much as possible, presented a ‘tidied’, coherent version of the actual data
collection processes in this section, however, the process as Herr and Anderson
(2015) referred to was ‘messy’. It involved ongoing cycles of reflection and
decision making, which led to changes to the original study protocol. Such
changes sought to ensure that the research process remained accessible to and
inclusive of both staff and service users. Indeed, | actively worked with the staff to
identify the issues within the physical and the social environment that they
wanted to change to promote service user engagement in therapeutic activities.
Details of the processes, reflections and some decisions made are captured in
the reflective boxes and also in the text boxes depicting extracts from my

fieldnotes, which are included throughout this thesis.

In this study, | used questionnaires, groups discussions, mapping activities with

photo-elicitation, a diary and personal log, as well as collecting other forms of
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artefacts, as data collection methods (Wilding and Galvin, 2014; Kemmis and

McTaggart, 2008).

These methods were used in two separate modules, forming three different
strands of data collection, as depicted in Figure 3.3. This was in line with the
assumptions of action research that it should involve at least two cycles of data
collection (Kemmis and Wilkinson, 1998). The two modules were chosen to make
good use of the available time and to ensure adequate involvement of all
prospective participants in the study. Module One of the data collection took the
form of a survey in which questionnaires were completed by all staff and service
users with the capacity to consent. This method was deemed relevant as it
allowed a relatively large group of peoples’ views to be gathered during a short
time (Tacchi et al., 2008). For instance, the service users’ stays at the acute unit
were usually short and they could be discharged at any time. It was therefore not
possible to include them in Module Two as it would have required them to commit
to the study for eight months. The survey was initially used to gather the
participants’ perceptions of the atmosphere on the acute ward and their level of
satisfaction with the physical features of the hospital environment. In Module
One, the purpose of the survey was to help fulfil the aim of exploring service
users’ and staff’'s views on the environment of the acute unit. To effectively do
this, the hypotheses outlined in Chapter 2 Section 2.8 were stated and the
rationale for including these hypotheses is outlined in Section 3.4.3.5 of this

Chapter under the data analysis.
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Figure 3.3: Summary of action cycles of the data collection

Module Two used group discussions, mapping activities and key informant
interviews to engage participants in the cycle of reflections and action. Informal
conversations with staff and the initial data from the staff questionnaires indicated
that | could recruit staff who would commit to the study for about eight months, as
most staff had worked there for more than a year. However, getting junior doctors
to be involved in Module Two presented a challenge as they only worked at the
acute unit on a six-month rotation. The gathering of different forms of data was
designed to elicit multiple perspectives from the participants (Creswell and Plano
Clark, 2018, p. 42). In this respect, the study collected mixed-method data
comprising figures, words, and images. Marti (2016) referred to instances where

qualitative methods are used in action research as the “type | sequential
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integration QUAN-PART: from measure to participation” (Marti, 2016, p. 173).
The explanatory sequential design of mixed-method research (Creswell and
Plano Clark, 2018) was used to structure the sequence of the data collection.
This is captured in Figure 3.4. How these methods were used and in which
module is discussed in Sections 3.4.3 for Module One and Section 3.4.4 for

Module Two.

Qualitative data
collection and
analysis

Quantitative
data collection
and analysis

Results Module Two:

connected to
and
explained by:

Module One:
survey with

Interpretation of

5 PAR group the findings in
discussions the discussion

guestionnaires

2 Mapping activities

4 Key informant
interviews

Figure 3.4: Explanatory sequential design of the methods of data collection.

3.4.2: STUDY SITE

The study site for this research was determined by foundational work and
relationships between one of my supervisors and the occupational therapy staff
within a mental health unit in central London. The occupational therapy staff
working there at the time identified an area for further investigation, and my
supervisor worked with them to determine the most appropriate method by which
to do this, taking into account her expertise and the resources available. The
acute unit was opened in 1986 as a psychiatric unit but had originally been built in
1884 as a hospital for colon and rectal diseases (National Archive, 2018). At the

time when the research was conducted, the acute unit was part of a large NHS
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mental healthcare organisation: a foundation Trust, as explained in Section 1.2.2
of Chapter One. Acute wards within NHS England provide 24-hour care and
access to adults of working age suffering from mental health problems which
cannot be managed outside of a hospital environment by the range of other
community mental health services available (CQC, 2017), as detailed in Section

1.2.3.

The acute unit contained three mixed-gender wards and 55 beds, ranging from
18 to 20 on each ward. The wards were on separate floors, and the building had
six levels in total, including a basement, and was situated between other
buildings and a park at the rear. The main entrance had two locked doors that
opened onto the main reception area on the ground floor. The internal layout of
each ward had long corridors with rooms on each side serving as offices,
bedrooms, utility rooms and activity/group rooms. Being in inner London meant
that the unit had very good access to public transport (buses, trains, and Tube)
and was close to local shops. The building had an enclosed rooftop garden on
the sixth floor. Admissions to the unit were sanctioned or ‘gate kept’ by the local
community home treatment team (also known as the crisis team), who provided
acute care in the community as an alternative to hospital treatment (CQC, 2017).
A multidisciplinary team of approximately 60 staff provided clinical care within the

unit, supported by a team of administrative and ancillary staff.
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3.4.3: MODULE ONE: SURVEY USING THE QUESTIONNAIRES

3.4.3.1: Recruitment strategies.

Within the survey component, Module one of the study, | engaged in the first
complete cycle of the action research spiral as in figure 3.2. To commence
recruitment, | presented the proposed study at staff meetings held at the unit. |
also met with service user groups to talk about the study. These presentations
were mostly informal, and | explained the study aims, who could participate, what
participation involved and any potential risks and benefits. Some of these
meetings were attended before putting together the study proposal and others
took place during the data collection period. Table 3.1 provides a summary of the
meeting that | attended at the acute unit to present the study and to recruit staff to

participate in the study.
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Table 3.1: Meetings attended to present the study and for recruitment

peer support workers,

associate practitioners

Date/ Meeting type Professionals present Outcome
time
Prior to data collection
19/05/2017 Ward managers’ | Ward managers, matron, and | Created awareness of proposed
10:30 meeting OT consultant within Trust study
18/07/17 Therapy team Occupational therapists, Created awareness of the
13:00 meeting Clinical psychologists, proposed study. Asked for ideas
Peer support workers, that may be important to include in
Associate practitioners. the study
18/07/17 Ward A handover | Doctor, nurses, and Health Created awareness of proposed
13:40 Care Assistants (HCA) study
18/07/17 One-to-one Service manager Gathered useful information to
15:30 inform study sample size
04/08/2017 One-to-one Service user advisory lead Shared details of the proposed
13:00 study, enquired about trust policy
on service user involvement
15/12/2017 Service user 7 service users & 2 clinical Got feedback on materials to be
forum staff used for the SU data collection
During data collection
11/05/18 Ward B handover | Doctors, nurses, HCAs Talked about the study and gave
@13:30 out questionnaires. Invited staff to
participate in PAR group meetings.
Recruitment
17/05/18 Team meeting Art psychotherapists... music | Gave out questionnaires and
@11:40 therapist, movement therapist | recruited for PAR group
22/05/2018 Therapy team Occupational therapists, Gave out questionnaires and
@ 13:00 meeting assistant psychologists, recruited for PAR group
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3.4.3.2: SERVICE USER PARTICIPANTS AND RECRUITMENT

Inclusion criteria: Service users who had been on any of the three wards for a
minimum period of seven days were eligible to be included in the study. |
considered including those who had been discharged from the wards but decided
against this due to the challenges with recruitment and the length of time from
discharge which could potentially cause recall bias. Recall bias is defined as
instances where study participants can provide erroneous responses when they
have to rely on their ability to recall past events (Althubaiti, 2016). The minimum
period of seven days was agreed upon within the supervision team as an
acceptable amount of time within which a service user could become familiar with
the ward processes and may have established relationships with others in the
environment. The seven days stay inclusion criteria is commensurate with similar
studies conducted in acute mental health units by Csipke et al. (2013) and Wykes
et al. (2018), although Sweeney et al. (2014), used a minimum fourteen-day
period for which service users should have been on the wards in a study that

involved both crisis houses and acute inpatient units.

Preliminary information gathered from the study site indicated that, on average,
30 service users who had been admitted for seven days or more were discharged
each month. Thus, the turnover of potential participants for the 55 beds on the

three wards was approximately 30 service users per month.

The final inclusion criteria for the service