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[bookmark: _Toc47106597]Thesis Abstract 

This thesis focuses on the lived experience of what it is like to be an inpatient detained under the Mental Health Act (MHA) in England and Wales. It aims to evaluate and contribute to national efforts being made to improve the experience of people under the care of the National Health Service (NHS); specifically in this case detained inpatients. 

Paper 1 presents a review of the existing literature about the general lived experience of being detained as an inpatient under the MHA. It was found that people overall had a negative experience of detention. Significant aspects of this experience included the importance of being included, validated and treated with respect and the restrictions imposed on them whilst detained. This review indicated ways that experiences of detention could be improved, and further research that could be done to explore this.

Paper 2 is an empirical paper addressing the research question of what it is like to attend a hearing to review detention under the MHA after which detention is upheld. Thematic analysis was used to analyse data from interviews with eight participants. Three themes were identified: ‘Getting out’ (sub-themes: ‘Understanding vs Expectations’ and ‘Left To It’), ‘F**k…I’m not getting out’ (sub-theme: ‘Silenced’) and ‘I’m stuck here’ (sub-themes: ‘Captive’ and ‘I shouldn’t even be here’). Clinical implications are discussed with recommendations for future research.

An executive summary of this research is presented in Paper 3. It provides evidence about how detention review hearings resulting in upheld detention are experienced by inpatients, and suggestions on how this may be improved. This can be used to support health and social care initiatives aiming to improve mental health service-users’ experience.
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[bookmark: _Toc47106600]Abstract

A review conducted by the Department of Health and Social Care in 2018 highlighted the need to improve people’s experience of being under the care of mental health services. Despite increasing numbers of individuals being detained under the England and Wales Mental Health Act (MHA, 1983; amended 2007) and growing emphasis on improving service-user experience, little is known about the actual experience of people detained under the amended MHA. This review aimed to identify and appraise existing literature to investigate what is known about this experience. Relevant articles were retrieved through searching various online databases from 2009 (when the 2007 MHA amendments would be incorporated into practice) onwards. The databases searched included EBSCOhost, Scopus, JSTOR and Open Grey. 10 articles were critiqued using Critical Appraisal Skills Program tools. Six overarching themes were identified: four reflected the importance of being included, validated and treated with respect (‘dignity and respect’, ‘relationships’, ‘communication’ and ‘involvement in decisions’), and two concerned restrictions imposed by being detained under the MHA (‘institutionalisation: being detained’ and ‘access to meaningful activities’). Findings suggest that the experience of detention under the amended MHA could be improved through providing access to meaningful activities and the development of effective therapeutic alliances with staff.
[bookmark: _Toc47106601]Key Practitioner Message
· Little is known about the lived experience of people detained under the amended MHA
· 10 papers on this topic were integrated and analysed
· Research suggests that the experience of detention does have positive aspects, but this experience is mainly negative
· Experience of detention could be improved through access to meaningful activities and the development of effective therapeutic alliances with staff
· The role of this review in contributing to the development of future care initiatives and practice is considered
Keywords: experience, inpatient, detained, involuntary treatment, Mental Health Act


[bookmark: _Toc47106602]Introduction

The Mental Health Act (MHA, 1983; 2007) provides legal authority in England and Wales for people with mental health difficulties to be admitted to hospital for treatment. The current Act was enacted in 1983 and reviewed in 2007. The main amendments resulting from this review included: the criteria for detention being broadened, including a wider range of settings in which someone could receive compulsory treatment, revising the definition of ‘mental disorder’, and including psychological intervention under the definition of medical treatment. Two new roles, ‘Approved Mental Health Practitioner’ and ‘Responsible Clinician’, were also created to allow professionals from a range of disciplines to assume powers under the Act (Department of Health [DoH], 2007). Another significant amendment was The Mental Health Units Act (2018) to stipulate oversight and management of the appropriate use of force in relation to people in mental health hospitals. 

Detentions under the MHA are made when someone has a mental health difficulty that requires assessment or treatment in order to maintain the safety of themselves or others (Walker-Tilley, Exworthy, Baggaley, Wilkinson & Nilforooshan, 2011). The difficulty must be of a nature or degree that makes detention the necessary treatment option. Rates of detention in the UK are rising: 49,550 people were detained in 2017/18 compared to 43,361 in 2005/6 (NHS Digital, 2019). Whilst enforcement of the MHA can save lives, it can also mean that people are given treatment against their wishes (Department of Health and Social Care [DHSC], 2018). 

In 2018, the DHSC completed an independent review of how the MHA legislation is used and how practice can be improved based on this. A survey conducted within this review asked service-users who had been detained if this was the best way to help with their mental health needs. Although many service-users thought that being detained was the best way to help them and that it had saved their life, just as many people said being detained was not the best way to help them. Moreover, two thirds of respondents said that the way they were detained did not respect their dignity as detained patients are vulnerable to potential coercive mistreatment, abuse and deprivation of human rights (DHSC, 2018), leading to physical and psychological harm. 

Following their review, the DHSC (2018) made practice-based recommendations to government to ensure that: the dignity and rights of people treated under the MHA are protected, people have more say in decisions about their care and treatment, and people are treated in the least restrictive setting, with hospital as a last resort. Over recent years, several documents and initiatives have highlighted the importance of the service-user experience and the need to focus on improving this where possible through increased autonomy and dignity, such as Lord Darzi's report 'High quality care for all' (2008) and the NHS Constitution (2013). With the DHSC’s suggested changes to legislation having an increased focus on improving service-user experience, it would be useful to gain insight and understanding into service-users’ perspectives of their care in order to inform future practice. 

Previous narrative reviews have investigated the existing literature on the experience of being involuntarily detained in a mental health care facility (Katsakou & Priebe, 2007; Seed, Fox & Berry, 2016) and found that experiences vary, with participants reporting both positive and negative aspects of detention. However, Katsakou and Priebe’s (2007) review was conducted before the 2007 MHA amendments were made, so their data would not reflect experiences of detention under the amended Act. Furthermore, previous reviews included only qualitative data. Whilst this methodology may better fit phenomenological questions about lived experience, the exclusion of papers reporting quantitative data means that these reviews could fail to acknowledge important evidence about what it is like to be detained. This review therefore includes both qualitative and quantitative research to ensure that all perspectives are accounted for despite the methodology by which they were collected. 

Perhaps the principal difference of the current review is that whilst previous reviews investigated data collected from compulsorily detained psychiatric inpatients internationally, this review focuses solely on the experience of people detained under the Act in England and Wales. This will therefore provide information about the experience of being detained under this specific legislation; mental health regulations and their implementation can vary greatly even between developed countries (e.g. Fistein, Holland, Clare & Gunn, 2009)  in relation to the criteria to define ‘mental disorder’, the occurrence of automatic review hearings in a timely fashion after a patient is involuntarily admitted, and the role for supported decision-making under mental health legislation (Cronin, Gouda, McDonald & Hallahan, 2017). 

[bookmark: _Toc47106603]Aims
Despite the increasing numbers of individuals being detained as inpatients under the MHA and the growing emphasis on improving service-user experience, little is known about the actual lived experience of people detained under the MHA in England and Wales. Therefore the aim of this narrative review is to appraise and synthesise existing literature to investigate what is known about this experience. 

[bookmark: _Toc47106604]Method

[bookmark: _Toc47106605]Search Terms
Relevant online databases were searched for records from 1st January 2008 to 3rd May 2019 using search terms encapsulating three concepts (Table 1):


145
Peer-Reviewed Articles
· Scopus
· CINAHL (Cumulative Index to Nursing and Allied Heath Literature)
· Medline
· PsycARTICLES
Grey Literature
· JSTOR (online repository of past theses from Staffordshire University
· Open Grey (http://www.opengrey.eu) 

· PsycINFO
[bookmark: _Toc38030817][bookmark: _Toc38031153][bookmark: _Toc47106606]Table 1. 
[bookmark: _Toc38030818][bookmark: _Toc38031154][bookmark: _Toc47106607]Search Terms and Concepts 
Sets of search terms for each concept were combined together using the ‘AND’ Boolean operator. 
	Concept
	Search Terms

	Inpatient
	inpatient OR detain* OR detention OR "section 2" OR "section 3" OR compulsory OR involuntary

	Experience
	experience OR effect OR affect OR impact


	Mental Health Act
	“mental health act”




Search terms were defined using the SPIDER Tool (Cooke, Smith & Booth, 2012) which helped identify key words relating to the review question in terms of sample, phenomenon of interest, design, evaluation and research type. This was done to ensure a broad search of the literature that would provide specific literature relevant to the review. 

MHA sections 2 and 3 were included in the search terms as these are the sections most used to detain people (NHS Digital, 2019). Articles whose participants were detained under criminal sections of the MHA were also provided by the search. These were included to expand the reviewed range of experiences as an inpatient detained longer-term under the MHA.

[bookmark: _Toc47106608]Search Strategy 
Entering the search terms as described (Table 1) with limiters into the aforementioned databases provided 180 search results; 151 following the removal of duplicates. 10 additional records were identified through Google Scholar and a hand-search (Armstrong, Jackson, Doyle, Waters & Howes, 2005). Titles and abstracts of the 161 records were then screened using the eligibility criteria (Table 2). These criteria were applied in order to avoid drift from the topic in question and to further refine the search (Aveyard, 2010). Study authors were contacted if further information was required in order to accurately apply the criteria. 

[bookmark: _Toc38030820][bookmark: _Toc38031156][bookmark: _Toc47106609]Table 2. 
[bookmark: _Toc38030821][bookmark: _Toc38031157][bookmark: _Toc47106610]Inclusion and Exclusion Criteria
	Inclusion criteria for articles

	Empirical research relating to experiences of detention under the MHA after the 2007 amendments were introduced

	
	Articles that collected data from England and/or Wales to ensure they were governed by the relevant mental health legislation (i.e. MHA, 1983; 2007)

	
	Adults (aged 18 years or over). Adults were selected as the population of interest since they make up the majority of people detained under the MHA (Figure 1) 

	
	Participants have experience of being detained under a section 2, 3, or a criminal section of the MHA, to ensure they were sectioned for a long enough time to have sufficient experience of detention than those on a shorter-term section

	Limiters and exclusion criteria for articles

	Published before 1st January 2009. The revised Act was introduced in 2007, and most provisions of the reviewed Act came into effect in November 2008 (Lawton-Smith, 2008) following a revised Code of Practice for England being issued in 2008 to guide mental health professionals in implementing the Act correctly and appropriately (DoH, 2008)

	
	Detained under MHA Section 136. This is a police section that enforces detention of an individual in a ‘place of safety’. This could be at home, in police custody or in a hospital. This was excluded as people held under a Section 136 may not have had experience of being detained as a psychiatric inpatient



NHS Digital (2019)
Crude Rate by Age per 100,000 Population


[bookmark: _Toc38031158][bookmark: _Toc47106611]Figure 1. Bar chart to show the rates of detention under the MHA by age in 2017/18

[bookmark: _Toc47106612]Results

Figure 2 (page 10) shows a detailed break-down of the sources of search results and the process of identifying relevant papers.




English articles published January 2009 – 3rd May 2019 identified through database searching.
Scopus (n=91)
CINAHL (n=12)
Medline (n=36)
JSTOR (n=27)
PsycARTICLES (n=0)
PsycINFO (n=6)
Open Grey (n=8)
N=180
 
Screening
Included
Eligibility
Identification
29 duplicates removed
151 records screened by title 
135 records excluded based on title/abstract
26 full-text articles assessed for eligibility
Qualitative = 17 Quantitative = 4
Review = 2
Mixed Methods = 1
Commentary = 2


Full-text articles excluded (n=16), with reasons:
Data collected from outside England/Wales (4) 
Data collected pre-2009 (3)
Experience of detention under un-amended MHA (pre-2007) (2)
Unable to separate data from participants who did/ did not have experience of involuntary detention (5)
Not empirical study: commentary or speculative (2)
Articles meeting inclusion criteria 
N=10
Qualitative = 9 Quantitative = 1
Additional records identified through other sources:
Google Scholar (n=9: 4 duplicates removed, n=5)
Hand search (n=5)
N=10
 
 
(n=161)





























[bookmark: _Toc38031159][bookmark: _Toc47106613]Figure 2. Flow chart diagram of literature review screening and study selection process 

[bookmark: _Toc47106614]Quality Assessment 
Literature on critical appraisal of research (Hannes, 2011) was consulted in order to select appropriate quality assessment tools. Although tools such as ‘Criteria for the evaluation of qualitative research papers’ (Blaxter, 1996) and the Mixed Methods Appraisal Tool (MMAT: Hong et al., 2018) were considered, the Critical Appraisal Skills Programme (CASP, 2018) tools were chosen because they offer guides to assess the quality of both qualitative and quantitative studies (Appendices B-C). Using tools of a similar format and scoring system would enable the reviewer to more easily compare quality scores. Use of the CASP checklists is also advocated by National Institute for Health and Care Excellence (NICE) review protocol guidelines (2018), suggesting that they are highly regarded and effective tools for appraising articles.

10 articles were critically appraised using the CASP tools to assess rigour, methodology, and usefulness to clinical practice and the empirical evidence base. Nine studies were qualitative and one was a randomised controlled trial (RCT). They were scored using the appropriate CASP tool out of 20 (qualitative) or 22 (RCT). These scores were then converted into percentages to ensure accurate comparison of scores across both tool versions. Each item on either CASP tool could achieve a maximum score of two, if that item was fully addressed by the article. If partially addressed, the item scored one, and if the item was not addressed or it was too unclear to comment, the item was awarded no points (Tables 3-4). 

[bookmark: _Toc38030825][bookmark: _Toc38031161][bookmark: _Toc47106615]Table 3.
[bookmark: _Toc38030826][bookmark: _Toc38031162][bookmark: _Toc47106616]Quality Scores for Qualitative Articles Reviewed
2 points = question criteria fully met
1 point = question criteria partially met
0 points = question criteria not met/ too unclear for the reviewer to tell

	CASP (2018) Quality Checklist – Qualitative Research
	Study (by author) and Scores

	
	Chambers, Gallagher, Borschmann, Gillard, Turner and Kantaris (2014)
	Seed, Fox and Berry (2016)
	Loft and Lavender (2016)
	Sustere and Tarpey (2019)
	Hughes, Hayward and Finlay (2009)
	Giacco, Mavromara, Gamblen, Conneely and Priebe (2018)
	Tapp, Warren, Fife-Schaw, Perkins and Moore (2013)
	Grace (2015)
	Lord (2014)

	1. Was there a clear statement of the aims of the research?
	2
	2
	2
	1
	1
	2
	1
	1
	1

	2. Is a qualitative methodology appropriate?
	2
	2
	2
	2
	2
	2
	2
	2
	0

	3. Was the research design appropriate to address the aims of the research?
	2
	2
	2
	1
	0
	0
	2
	2
	0

	4. Was the recruitment strategy appropriate to the aims of the research?
	1
	2
	1
	1
	1
	2
	1
	1
	2

	5. Was the data collected in a way that addressed the research issue?
	1
	2
	2
	1
	1
	2
	1
	2
	1

	6. Has the relationship between researcher and participants been adequately considered?
	0
	2
	1
	1
	0
	0
	2
	0
	0

	7. Have ethical issues been taken into consideration?
	1
	1
	1
	1
	0
	1
	1
	1
	1

	8. Was the data analysis sufficiently rigorous?
	0
	2
	2
	0
	0
	1
	2
	1
	1

	9. Is there a clear statement of findings?
	2
	2
	1
	1
	2
	2
	2
	2
	2

	10. How valuable is the research?
	1
	2
	2
	2
	0
	2
	0
	1
	2

	Total Score (out of 20)
Score as Percentage
	12
60%
	19
95%
	16
80%
	11
55%
	7
35%
	14
70%
	14
70%
	13
65%
	10
50%





[bookmark: _Toc38030827][bookmark: _Toc38031163][bookmark: _Toc47106617]Table 4.
[bookmark: _Toc38030828][bookmark: _Toc38031164][bookmark: _Toc47106618]Quality Scores for Quantitative Articles Reviewed 
2 points = question criteria fully met
1 point = question criteria partially met
0 points = question criteria not met/ too unclear for the reviewer to tell


	CASP (2018) Quality Checklist – Randomised Controlled Trials
	Study (by author) and Scores

	
	Wykes, Csipke, Williams, Koeser, Nash, Rose, Craig and McCrone (2017)

	1. Did the trial address a clearly focused issue?
	2

	2. Was the assignment of patients to treatments randomised?
	2

	3. Were all of the patients who entered the trial properly accounted for at its conclusion?
	2

	4. Were patients, health workers and study personnel ‘blind’ to treatment?
	0

	5. Were the groups similar at the start of the trial?
	2

	6. Aside from the experimental intervention, were the groups treated equally?
	0

	7. How large was the treatment effect? 
	1

	8. How precise was the estimate of the treatment effect?
	0

	9. Can the results be applied to the local population, or in your context?
	1

	10. Were all clinically important outcomes considered? 
	2

	11. Are the benefits worth the harms and costs?
	1

	Total Score (out of 22)
Score as Percentage
	13
59%




The final 10 articles’ key details and quality scores are summarised in Table 

5.
[bookmark: _Toc34980907][bookmark: _Toc38030830][bookmark: _Toc38031166][bookmark: _Toc47106619]Table 5. 
[bookmark: _Toc38030831][bookmark: _Toc38031167][bookmark: _Toc47106620]Data Extraction Table: Characteristics of Reviewed Studies.
	Author(s), Date
	Title
	Sample and setting
	Methods
	Key Findings
	Quality

	Chambers et al. (2014)
	The experiences of detained mental health service-users: issues of dignity in care


	19 participants detained under Section 3 of the amended  MHA 

Recruited across three mental health hospitals in South East England 

	Inductive Thematic analysis 

Semi-structured interview conducted by researchers


	Dignity and respect are important factors in recovery. 
Factors that compromise dignity and respect included: not feeling heard by staff members; feeling uninvolved in making decisions about their own care; a lack of information about their treatment plans; limited access to talking therapies and therapeutic engagement; the environment; and a lack of activities to alleviate boredom.
	12/20
(60%)

	Seed et al. (2016)
	Experiences of Detention under the Mental Health Act for Adults with Anorexia Nervosa
	12 participants with experience of detention under the amended MHA

Recruited from one NHS inpatient service and one private inpatient unit in the north of England, and B-EAT eating disorder charity
	Constructivist Grounded Theory

Semi-structured interviews
	Participants felt as if their control was removed, resulting in feelings of being ’dehumanised’ and thoughts/acts of rebellion against ward staff
Once settled, participants would comply – this facilitated recovery
Participants sometimes felt a strong identity with their illness 
Recognised both positive and negative aspects of detention; e.g. needed the help but felt isolated from friends and family
	19/20
(95%)

	Loft and Lavender (2016)
	Exploring compulsory admission experiences of adults with psychosis in the UK using Grounded Theory to identify key characteristics of these experiences.
	Eight service-users with psychosis and experience of detention under the amended MHA

Recruited from NHS adult mental health services in South East England
	‘Classic’ Grounded Theory

Qualitative interviews (type unspecified)
	Once detained, service-users felt they had limited freedom and some expressed safety concerns.
Some individuals developed positive relationships with staff and other service-users. Reports of feeling betrayed, angry, distressed, isolated, powerless, and stigmatised in an oppressive environment
Most service-users eventually complied with rules/ treatment 
Changes in perception of their illness
	16/20
(80%)

	Sustere and Tarpey (2019)
	Least restrictive practice: its role in patient independence and recovery

	12 male participants detained on medium-secure NHS ward in England
	Thematic analysis

Semi-structured interviews 

	Participants felt a lack of shared understanding between them and staff of what is considered ‘least restrictive’. 
Recovery was promoted through positive risk-taking, meaningful activities reflective of life in the community, and reduced use of seclusion
Participants felt it was difficult to find balance between restriction and recovery
	11/20
(55%)

	Hughes et al. (2009)
	Patients’ perception of the impact of involuntary inpatient care on self, relationships and recovery
	12 participants with experience of detention under the amended MHA 

Setting not specified
	Thematic analysis 

Semi-structured interviews 

	Varying experiences of the effects of detention on the self, relationships and recovery were reported. 
Participants’ perceptions of self were related to their experience of relationships with professionals. 
Perceived barriers to recovery included loss of competence and negative experiences of medication.
	7/20
(35%)

	Giacco et al. (2018)
	Shared decision-making with  involuntary hospital patients: a qualitative study of barriers and facilitators

	22 participants with experience of detention under the amended MHA

Facilities within East London NHS Foundation Trust
	Thematic analysis 

Focus groups and semi-structured interviews 

	Barriers to service-user involvement in making decisions included difficulties in communication presented by language or noise
Advantages and disadvantages of carer involvement in decision-making were identified
The importance of relationships with staff was highlighted as a facilitator to involving service-users in the decision-making process
	14/20
(70%)

	Tapp et al. (2013)
	What do the experts by experience tell us about ‘what works’ in high secure forensic inpatient hospital services?
	12 male participants detained on high-secure NHS ward in England
	Thematic analysis 

Semi-structured interviews 

	8 themes were generated that represented valued elements of high security: temporary suspension of responsibility, collaboration in care, learning from others, supportive alliances, specific interventions (medical and psychotherapeutic), a safe environment and opportunities for work. 
	14/20
(70%)

	Grace (2015)
	The experience of being assessed and detained under the Mental Health Act: An interpretative phenomenological analysis
	7 male participants with experience of detention under the amended MHA

Recruited across four Community Mental Health Team (CMHT) sites in the Midlands
	(Thesis)

Interpretative phenomenological analysis

Semi-structured interviews
	Some experiences that people have while detained under the MHA can increase their  psychological distress
The importance of service-user and carer input
The influence of the service-user perspective is still limited and requires further change
Negative initial contact with mental health services may be linked with negative perceptions of mental health issues
	13/20
(65%)

	Lord (2014)
	Therapeutic Engagement in Medium-Secure Care: An Interpretative Phenomenological Analysis of Service-users’ Experiences
	10 male participants detained in a medium-secure NHS facility in the West Midlands
	(Thesis)

Interpretative phenomenological analysis

Semi-structured interviews
	Therapeutic engagement was influenced by the ‘different worlds’ that service-users and staff are positioned in; what the individual brings to therapy; what the therapy entails; and service-users’ perceived control over their therapeutic care
Service-user engagement was affected by their understanding of their positions relative to therapeutic staff
	10/20
(50%)

	Wykes et al. (2017)
	Improving patient experiences of mental health inpatient care: a randomised controlled trial
	1108 inpatients: 616 detained under the amended MHA 

Mental health wards across 5 ‘boroughs’ of England
	Randomised Controlled Trial: Quantitative pre- and post-measures
	Involuntarily detained patient’s perceptions of the therapeutic ward environment improved after training staff to deliver therapeutic activities.
Involuntarily detained service-users’ satisfaction with mental health wards also increased post-training. 
	13/22
(59%)




[bookmark: _Toc47106621]Critique of Key Papers
Nine of the 10 articles reviewed employed qualitative methodological approaches, including thematic analysis, interpretative phenomenological analysis (IPA), and grounded theory using qualitative data. Semi-structured interviews were predominantly used to evaluate aspects of participants’ experience as an inpatient detained under the MHA. Only one of the 10 studies used a quantitative approach. This review focused on lived experience, for which qualitative approaches are commonly used. It is therefore not surprising that the majority of relevant literature used qualitative methods; however it was useful to explore relevant research using quantitative methods in order to ensure a comprehensive review of the available literature on this topic.

Some common strengths were shared between the qualitative studies reviewed. Eight of the nine used purposive sampling. This is an appropriate sampling method to use in many qualitative approaches as it provides a homogenous sample across which theoretical generalisations can be made, giving a better idea of what general experience is like for (in this case) involuntarily detained inpatients. The studies all used a large enough sample size to gain rich data and improve rigour. Most of the studies gave useful ideas of how their findings could be usefully applied to clinical practice, with two exceptions (Hughes et al., 2009 and Tapp et al., 2013). Furthermore, all reviewed studies included low-inference descriptors (quotes) to support their findings and increase transparency.

A common weakness was a lack of clear descriptions of how data was analysed, reducing the studies’ transparency and rigour. Although most of the studies included a statement of ethical approval, most failed to elaborate on any other ethical considerations or decisions made. Little was reported about the relationship between the researcher and participants, so it is difficult to understand how the researchers interpreted the findings. Furthermore, most of the studies were conducted in one geographical location, so it is questionable how transferrable the results could be to different areas of the UK. Individual strengths and weaknesses of each study are discussed below. 

Chambers et al. (2014) investigated general experiences of detained inpatients using semi-structured interviews. They used service-user researchers with experience of detention under the MHA, which may have reassured participants and helped them relate their experiences more honestly and openly. Weaknesses were that participants were identified by staff, so people deemed ‘too unwell’ may have been discounted. This may bias findings and be unrepresentative of the detained population. Furthermore, no measures such as reflexivity, triangulation or verification were considered, reducing the study’s rigour.
Seed et al. (2016) explored the experiences of adults with anorexia nervosa detained under the MHA. This study was transparent and rigorous as it considered relationships and reflexivity and used inter-rater checking on themes identified. However, the sample was self-selecting, which again may bias findings and transferrability if the participant sample is too homogenous. This study received a high score on the appraisal tool as it addressed important issues such as ethical considerations and reflection on the researcher’s position in relation to the research, which the other studies largely neglected.
Loft and Lavender (2016) explored the compulsory admission experiences of people with a diagnosis of psychosis, which was useful as people with this diagnosis account for a large proportion of detainees. Rigour was addressed by involving service-users in the development of the interview schedule, researchers keeping a reflective diary, and using respondent verification to clarify and confirm interpretation. Weaknesses included participants being identified by clinicians, which again is an issue as those who were not deemed appropriate to take part may well have had a different experience of detention, which is a barrier to uncovering new knowledge. 
Sustere and Tarpey (2019) focused on the role of least restrictive practices (LRPs) in inpatient independence and recovery. An opportunity sample was used, which reduced the potential for clinicians to present barriers to participants’ involvement; however this may have presented a self-selecting sampling bias and attracted an overly homogenous sample of people who volunteered to participate. The interviewer was a member of hospital staff, which may have prevented participants from being completely honest in their responses. 
Hughes et al. (2009) explored detained inpatients’ perceptions of the impact of involuntary inpatient care on the self, relationships and recovery. A purposive sample was used, the benefits of which have already been discussed. Furthermore, transcripts and emerging themes were reviewed by two additional researchers, and participants were invited to comment on the analysis to provide external validation. Weaknesses were that it was unclear whether clinicians identified the participants, the disadvantages of which have been discussed, and no other measures of rigour (e.g. reflexivity, comments on own standpoint or biases) were mentioned.
Giacco et al. (2018) investigated barriers and facilitators to shared decision-making in involuntary care. As well as purposive sampling and a suitable sample size, rigour was addressed using inter-rater checking when coding interviews and focus groups, and three researchers analysed the transcripts together. A unique strength of this study was the use of an interpreter to interview non-English speaking participants. This would allow them to attain more diverse viewpoints to represent experiences for a wider range of people. Weaknesses included participants again being identified through clinicians.
Tapp et al. (2013) investigated forensic inpatients’ experience of ‘what works’. Strengths included purposive sampling, pilot interviews being conducted to ensure suitability of questions, the researcher’s position being made explicit and supported by a reflective statement, and rigour being addressed through triangulation and reflexivity. Weaknesses were that the focus on interviewing those deemed ready for discharge might bias responses, as this group may have less conflictual relationships with staff. Furthermore, participants were identified by hospital staff. The honesty of participants’ responses may have been affected as the researcher was part of the hospital staff team.
Grace (2015) explored the experience of being assessed and detained under the MHA. Rigour was addressed using reflexivity, triangulation, and bracketing using a research diary. However, transferability was compromised as all participants were white British males from the Midlands, who were also identified by clinicians, again presenting barriers to participation. A further weakness was that some participants had experience of both voluntary and involuntary hospital treatment, so it is possible that their reported experiences may come from a memories of both rather than just involuntary. This would reduce the trustworthiness of the results.
Lord (2014) explored therapeutic engagement in medium-secure care. Unlike most of the other studies reviewed, ethics were considered in relation to what would be done if any participants became distressed, highlighting a strength of this study. Furthermore: the interview schedule was designed in consultation with five people with lived experience of being a forensic inpatient; findings and interpretations were checked with others (research team, host institution IPA research group, members of a national IPA group); and a research diary was kept. This demonstrates measures being used to maintain rigour. Weaknesses were that hospital staff decided who could/not be approached to participate, and no rationale or description was given for IPA, the chosen methodology.
Wykes et al.’s (2017) study was an RCT focussing on improving experiences of psychiatric inpatient care. This was the only study that met the criteria for this review that used quantitative data. As such, a strength was a large sample size to ensure statistical power. Rigour was further increased through use of a computerised programme to ensure true randomisation of participants. Self-report outcome measures were used, and potential confounds accounted for. Service-user researchers were involved in the study. However, significant weaknesses were identified during quality appraisal. Different interventions were offered across hospitals and the number of sessions varied depending on staff available on the ward (range 24–81 sessions), so calculations were approximate. Pre- and post-intervention data was not obtained from the same number of participants (less post-intervention data obtained), but it is not discussed why participants may have declined/been unable to provide data post-intervention. These issues decrease the overall reliability and validity of the study.

The strengths and weaknesses discussed are important to consider when applying the findings of this review to clinical practice.

[bookmark: _Toc47106622]Synthesis Results
Each study included in the review explored different aspects of the experiences of people detained as an inpatient under the MHA; however there were many commonalities between these experiences. These were organised into themes in order to condense and summarise the material for clarity. Six themes relating to the aims of this review were identified through synthesis of the findings from a critical realism framework (Table 6).  

[bookmark: _Toc38030834][bookmark: _Toc38031170][bookmark: _Toc47106623]Table 6. 
[bookmark: _Toc38030835][bookmark: _Toc38031171][bookmark: _Toc47106624]Superordinate and subordinate themes identified from the review of the literature on the experience of being detained as an inpatient under a section of the MHA
	Superordinate Theme
	The importance of being included, validated and treated with respect
	Restrictions imposed on the life of a person detained under the MHA

	
Subordinate Themes
	1. Dignity and Respect
2. Relationships
3. Communication
4. Involvement in Decisions
	5. Access to Meaningful Activities 
6. Institutionalisation: Being Detained



Although conceptualised independently, several of these themes were naturally interrelated. Links between themes are discussed.

1. [bookmark: _Toc47106625]Dignity and Respect
A theme that spanned the reviewed literature was the desire of detained inpatients to be treated with dignity, particularly by staff (Chambers et al., 2014). Feelings of being heard by staff helped to preserve participants’ feelings of being treated with dignity (Chambers et al., 2014; Loft & Lavender, 2016), whilst perceptions of being ignored were associated with a loss of dignity and self-respect (Hughes et al., 2009). Inpatients’ perceptions of ‘us’ and ‘them’ (e.g. Seed et al., 2016) were reported across several papers, resulting in breakdowns in communication and relationships and perhaps increasing people’s feelings of institutionalisation. These issues will be discussed further in the relevant sections below.

An issue discussed in several of the papers was the use of punitive methods such as physical restraint. Whilst specific feedback from staff about unacceptable behaviour increased inpatients’ engagement with the staff and wider ward environment, punitive methods reduced motivation to do so (e.g. Lord, 2014). This could be because of the perceived lack of dignity and respect that punitive methods can understandably induce, for example methods such as physical intervention and restraint being potentially (re)traumatising for an individual (e.g. Hughes et al., 2009). LRPs were added into the Mental Health Act: Code of Practice in 2008 and Sustere and Tarpey’s (2018) review of the role of LRPs in inpatient independence and recovery found that since their introduction into practice: seclusion was rarely used, staff were more responsive to inpatients’ needs, and staff appeared less judgemental towards inpatients. Furthermore, participants felt that the balance between treatment and security, rather than unnecessarily harsh restrictions being placed that perhaps may reduce feelings of one’s dignity and self-respect, was an important influence on the therapeutic relationship whilst detained. 

2. [bookmark: _Toc47106626]Relationships
Relationships with Staff
Being treated with dignity and respect in order to create trusting relationships with staff was indicated as an important part of detained inpatient experience. It was found that people also placed importance more generally on staff attitudes and the therapeutic relationship between staff and inpatients (Chambers et al., 2014; Loft & Lavender, 2016). Within the reviewed literature, polarising relationships with staff were reported. Some participants felt cared for by some staff because they listened, were empathic, treated patients equally and were non-judgemental (Seed et al., 2016), whilst others reported more variable relationships with staff as they regarded them as either caring or custodial and devoid of care, even going as far as to describe staff as ‘punitive’ and ‘abusive’ (e.g. Hughes et al., 2009). 

It was found that when inpatients could relate to a staff member and have ‘normal’ interactions with them, it helped them to feel protected and less alone (Seed et al., 2016). Although inpatients may have found it easier to engage better with someone of a similar background, staff members of either sex who made them feel comfortable allowed them to experience a supportive staff/service-user relationship (Lord, 2014). However, it was perhaps more difficult to develop relationships with staff who were perceived as doing their job in a manner that suggested they were more concerned with rules than individuals’ needs (Hughes et al., 2009), as this could make inpatients feel as though sometimes staff were working ‘on’ them rather than ‘with’ them (Lord, 2014). The literature suggests that although empathy and therapeutic alliance helped inpatients feel cared for and reduced stress, staff did not always spend enough time with them to develop an effective therapeutic relationship (e.g. Grace, 2015). Therapeutic relationships with staff were identified as an important feature of detainee experience, because without this, some participants felt unable to discuss things with staff (e.g. Lord, 2014) which could lead to negative feelings of conflict and give them ideas to rebel against the rules; for example secreting medications or objects, or planning to abscond (Seed et al., 2016). This lack of relationship and potential for increasing conflict would likely impede effective communication, which is highlighted as an important aspect of inpatient experience, and reduce feelings of dignity and self-respect. An increase in conflict and perceptions of an ‘us against them’ culture may also exacerbate feelings of being institutionalised (Figure 3).

[image: ] 

[bookmark: _Toc38031174][bookmark: _Toc47106627]Figure 3. Flow diagram to illustrate how a negative cycle may develop from a lack of communication between staff and detained inpatients 

Relationships with Friends and Family
As in staff/inpatient relationships, the literature revealed a dichotomy in inpatients’ relationships with friends and family outside hospital. Whilst there was some evidence of people maintaining these relationships and finding them helpful and supportive throughout their time in hospital, others felt that their outside relationships fell apart during the time they were detained (Hughes et al., 2009). 

For some inpatients, being detained resulted in them feeling a loss of former friends and a ‘normal life’ (Seed et al., 2016). This, coupled with social isolation (Loft & Lavender, 2016; Sustere & Tarpey, 2018), detachment or ambivalence from family (Loft & Lavender, 2016; Tapp et al., 2013), and the anxieties that arose from this (Tapp et al., 2013), were felt by some to contribute to a ‘dependence’ on the ward (Seed et al., 2016), even though participants were able to identify reasons why family and friends may appear detached or distanced. These included reasons such as involuntary detention of a relative being distressing for them, or competing commitments such as work (Giacco et al., 2018). The literature describes inpatients’ reduced contact with family and friends resulting in them forming an attachment to peers and the inpatient unit itself as ‘family’ (Seed et al., 2016), which may contribute to and exacerbate feelings of institutionalisation and make them resent their detention under the MHA (Seed et al., 2016). This may present a barrier to engagement and communication with staff and therefore to forming relationships, which may prevent inpatients from feeling like they are being involved in their own care or treated with dignity and respect. 

An identified benefit of maintaining relationships with friends and family whilst detained was that people in this network said or did things which helped the individuals realise that they did actually require help and treatment in hospital (Hughes et al., 2009). This may have helped alleviate some negative feelings instilled in a person as a result of being sectioned under the MHA, thus reducing perceptions of institutionalisation. Furthermore, relationships with family, as well as with peers and staff, helped people feel less isolated and more like they were being cared for (Tapp et al., 2013). This is reflected by positive accounts of carers being involved in inpatients’ treatment; for example it was reported that carers were able to help inpatients feel more comfortable in meetings and express their wishes about their treatment (Giacco et al., 2018). It was nicely put by one participant that the outside relationships maintained whilst detained were helpful in reminding inpatients who they are (Hughes et al., 2009).

3. [bookmark: _Toc47106628]Communication
The discussed themes of ‘dignity and respect’ and ‘relationships’, particularly those with staff, are naturally linked to another key feature of experience as a detained inpatient: communication. Communication with staff appeared in several of the reviewed papers as an area of importance. Difficulties in communication with staff, such as inpatients finding it hard to explain themselves to staff or likewise struggling to understand some terminology used by clinicians (Giacco et al., 2018), could lead to perceived ‘splits’ between inpatients and staff (Lord, 2014), again illustrating the potential for perceptions of an ‘us’ and ‘them’ separation. A common issue identified with communication was that of transparency and inpatients’ concerns with what they felt they were not being told (Chambers et al., 2014; Grace, 2015). This included such things as not being properly informed about their medication (Chambers et al., 2014), being denied requests but not being told why, not being kept up-to-date with ward rules and procedures (Sustere & Tarpey, 2018), and being uninformed about their section, for example how long they would be detained (Grace, 2015) or the process and implications of their detention (Seed et al., 2016). Participants understandably found this lack of communication about such important parts of their detention distressing (Grace, 2015). Perceptions of poor communication appeared to breed feelings that staff were dishonest, created a lack of trust towards staff (Loft & Lavender, 2016; Grace, 2015; Sustere & Tarpey, 2018), and made inpatients feel distressed and uncared for (Seed et al., 2016). 

A further issue with communication appeared to be understaffing, which was mentioned in several of the reviewed articles (e.g. Chambers et al., 2014, Loft & Lavender, 2016). Many wards use temporary staff to fill gaps in staffing: inpatients found the lack of familiar staff intimidating (Grace, 2015), which may have contributed to poor communication, again potentially lowering feelings of dignity and respect within their care and creating barriers to forming effective therapeutic relationships. On the other hand, it was identified that collaboration in care to reach a shared understanding of difficulties between staff and inpatients was helpful, and this involved transparency, proactivity, and the promotion of autonomy in making decisions (Tapp et al., 2013). This highlights the importance of effective communication for people who are detained under the MHA.

4. [bookmark: _Toc47106629]Involvement in Decisions
This theme is closely linked to communication, and has been touched on in the earlier synthesis of the category ‘dignity and respect’. It was identified from the reviewed studies that inpatients place importance on being involved in making decisions about their care, and that this is considered a prerequisite for meaningful, effective engagement whilst detained (Chambers et al., 2014; Lord, 2014). Without this involvement, participants felt that they had no control over their decisions and these were made for them, were unchangeable, and were often not made in their best interests (Chambers et al., 2014, Seed et al., 2016, Sustere & Tarpey, 2018). This perceived lack of autonomy made inpatients feel powerless (Chambers et al., 2014) and decreased their sense of self-efficacy as they were unable to leave the ward or practice skills (Hughes et al., 2009). This links to the category ‘access to meaningful activities’ below. 

A large discussion point with regards to inpatients’ involvement in decisions concerning their care centred on medication. Participants across the papers reported being ‘forced’ to take medication, which was distressing and produced negative physical and psychological side-effects (Grace, 2015; Hughes et al., 2009; Loft & Lavender, 2016). These included drowsiness and a ‘masking’ rather than reduction of symptoms (Tapp et al., 2013), as well as re-traumatisation from (e.g.) past abuse when subjected to forced intramuscular medication (Hughes et al., 2009). Some helpful aspects of medication were identified in the review: for example that medical treatment helped improve social functioning and engagement in other therapeutic activity (Tapp, 2013). However, the view was largely negative, and some felt it impeded rather than assisted recovery (Hughes et al., 2009).

5. [bookmark: _Toc47106630]Access to Meaningful Activities
The review revealed access to meaningful activities as an important part of the experience of detained inpatients as it allowed them to regain a sense of normality by providing opportunities to engage in activities reflective of life in the community (Chambers et al., 2014; Sustere & Tarpey, 2018). Work opportunities allowed people to maintain and develop skills, which as identified above is important in preserving an individual’s sense of self-efficacy whilst detained by allowing them to be involved in making decisions about their care (Hughes et al., 2009; Tapp et al., 2013). This perception of positive risk-taking and providing a sense of personal choice in regards to meaningful activities (Lord, 2014; Sustere & Tarpey, 2018), including access to/choice of talking therapies (Tapp et al., 2013), reflects the DoH (2012) initiative of ‘No decision about me, without me’. This is further supported by findings that involuntary inpatients’ perception of and satisfaction with mental health wards improved after staff were given training to provide therapeutic activities (Wykes et al., 2017). 

6. [bookmark: _Toc47106631]Institutionalisation: Being Detained
Compliance
As discussed, perceived conflict between detained inpatients and staff can result in an ‘us’ and ‘them’ mentality. Whilst at first this could make people want to rebel against the rules, the literature overall suggested that inpatients would eventually comply with the rules of the institution, whether this was because they learnt that non-compliance was ineffective in getting their needs met, or they eventually lost hope and became ‘too tired to fight’ (Loft & Lavender, 2016; Seed et al., 2016). Some of the reviewed literature identified that participants would comply by hiding their feelings and ‘pretending to be ok’ as they felt they had learned what staff wanted them to do, and so acted in this way in order to get discharged quicker (Hughes et al., 2009; Seed et al., 2016). Grace (2015) referred to this as ‘playing the game’ and gave an example of one gentleman who complied and acted ‘ok’ in order to get released faster, regardless of recovery, and subsequently made an attempt to end his life once released. On the more positive side, others began to comply upon realising that staff were working with them and making a conscious decision to comply in order to attempt recovery (Seed et al., 2016). This suggests that regardless of their motives for compliance, detained inpatients often do eventually comply with the rules imposed upon them. Their motives may however determine the success of their recovery.



Lack of Power and Control
Issues related to this subtheme have been mentioned already in other categories identified from the review. Here, we focus more on the restrictions imposed on the person by the MHA that create a sense of loss of power. A loss of control and feeling of ‘powerlessness’ when in hospital seemed to be associated with negative feelings such as stigma, marginalisation, betrayal and persecution resulting from their detention (e.g. Chambers et al., 2014; Loft & Lavender, 2016), as well as a perceived lack of freedom and independence (Chambers et al., 2014; Loft & Lavender, 2016; Sustere & Tarpey, 2018) (Figure 4). 


[image: ]Figure 4. Flow diagram to illustrate how negative feelings may develop from inpatients experiencing a perceived lack of power and control

Some participants’ feelings of losing control reduced their sense of self-worth and increased their distress, hopelessness and therefore risk when detained (Chambers et al., 2014; Loft & Lavender, 2016; Sustere & Tarpey, 2018; Tapp et al., 2013). This was worsened by worries about how their detention under a section of the MHA may affect their future prospects following discharge (Chambers et al., 2014; Seed et al., 2016).

Feelings of powerlessness seemed to be also related to staff attitudes. Rigid rules and punitive attitudes were felt to contribute to inpatients’ perceptions of ‘us’ and ‘them’, which both disrupted therapeutic alliances and made people feel dehumanised through the lack of autonomy that was enforced by both the MHA restrictions and staff attitudes (Chambers et al., 2014; Hughes et al., 2009; Seed et al., 2016). Participants in several of the articles reviewed felt that emotions and normal requests were pathologised by clinicians, and often feelings and behaviours were attributed to them having a ‘mental illness’ (Seed et al., 2016). As such, it was felt that the ‘threat’ of treatment, medication or restraint was used to control inpatients in order to prevent the expression of ‘extreme emotions’ (Grace, 2015; Seed et al., 2016). The ‘overpowering’ presence of professionals on wards coupled with unhelpful staff attitudes is likely to exacerbate people’s sense of limited power and control over their detention, and that this is just ‘how things are’ (Loft & Lavender, 2016; Sustere & Tarpey, 2018). This illustrates the impact that not only MHA-enforced restrictions but also staff attitudes can have on inpatients’ sense of power and control, and supports that detention may have the potential to increase psychological distress and symptoms of this (Grace, 2015). 

The Inpatient Environment
A common theme between articles was concerns with the inpatient environment itself. The physical surroundings were described as unclean, oppressive, controlling and ‘uncontaining’ (Chambers et al., 2014; Loft & Lavender, 2016). Psychologically, participants felt as though they were imprisoned due to the constant surveillance and lack of privacy they experienced (Chambers et al., 2014; Lord, 2014). This, combined with the noise from other inpatients and the negative impact of being around other unwell people, led to the description of the environment as an unstimulating, hostile and scary place (Grace, 2015; Lord, 2014). Despite this, it was identified that for some this environment becomes ‘the norm’ (Seed et al., 2016). 

Benefits of Detention
Participants in the reviewed articles discussed mixed feelings about their detention, most commonly both anger and relief (Loft & Lavender, 2016; Seed et al., 2016). The relief appeared to emerge from the sense of some personal responsibility being removed, almost giving respite (Seed et al., 2016; Sustere & Tarpey, 2018). Whilst this was noted to be helpful to an extent, it was also thought to be detrimental if this responsibility was restricted for too long (Tapp et al., 2013). This links to the previously discussed categories of ‘dignity and respect’ and ‘involvement in decisions’, which illustrate that participants found it helpful to maintain some agency in order to maintain self-respect and self-efficacy. 

Furthermore, participants felt that they were able to learn from their experience of detention through sharing experiences with others (Loft & Lavender, 2016; Tapp et al., 2013). This enabled detained inpatients to not only reduce their feelings of loneliness, but also to better understand their experiences and their ‘illness’, thereby increasing self-compassion (Seed et al., 2016; Tapp et al., 2013).

[bookmark: _Toc47106632]Discussion

Exploration of the literature investigating what is known about the experience of being detained as an inpatient under the amended MHA identified six categories reflecting salient aspects of detainee experience. A common theme throughout these categories was the desire to be treated with respect whilst detained, which naturally encompassed the importance of effective relationships and communication with staff. This finding may be of particular importance following evidence that poor relationships between staff and inpatients are frequently reported (Cleary, Hunt, Horsfall & Deacon, 2012; Stenhouse, 2011; Weich et al., 2012). These poor relationships can arise due to barriers including low staffing levels, the associated lack of staff continuity, and bureaucratic demands (Johnson et al., 2009). The issue of compulsory medication may contribute to strained staff/inpatient relationships: such treatment is a condition of being subject to the MHA, differing to patients with physical health problems who can refuse treatment. This may exacerbate the experienced power-imbalance if detained individuals do not believe the treatment is helpful and feel like their objections are not being heard. The evidence reviewed illustrates that feeling listened to by staff and that staff are interested in what a person has to say are key aspects of feeling treated with dignity and respect (Giacco et al., 2018; Lord, 2014).

Previous quantitative research has indicated mixed findings regarding inpatients’ satisfaction with involuntary care (e.g. Bonsack & Borgeat, 2005; Rain et al., 2003). The results of this review, using mainly qualitative data, support these mixed findings. Whilst some benefits of detention were identified and discussed through the review, there is still an overwhelmingly negative perspective depicted of detained inpatient experience. Negative perceptions of being detained identified in the review involved feelings of lack of power and control. This is consistent with findings from a previous review, conducted before the 2007 amendments to the MHA (Katsakou & Priebe, 2007), suggesting that the amendments have not yet alleviated this hardship.

Many inpatients complain that there is very little to do on psychiatric wards in the way of therapeutic activities, which can result in intense boredom (e.g. Care Quality Commission [CQC], 2014, 2015; Csipke et al., 2016; Theodoridou, Schlatter, Ajdacic, Rössler & Jäger, 2012; Walsh & Boyle, 2009; Wing & Brown, 1970). This review indicates that a remedy to this may be to support detained inpatients to choose how they use their time, and thereby enable them to do things that are important and relevant to their lives. This may include therapy, work, and/or activities to develop skills, but should be personally meaningful rather than something the service suggests they ‘should’ do. Supporting people to spend their time doing something that they consider personally meaningful may help promote feelings of autonomy, which is important for good psychological health (Deci & Ryan, 1985).

[bookmark: _Toc47106633]Limitations
Limitations of this review must be considered. The data appraised was mainly qualitative, gained through interviews. This relies on accurate recall from participants. However, some may have been detained up to years beforehand and thus may not recall their experiences as a detained inpatient accurately, or they may recall it in an overly positive or negative way. Furthermore, people may have had multiple inpatient stays, both voluntary and involuntary, so it is possible that their account of their experience may amalgamate the two and make it difficult to extract the experience of one type of hospitalisation from the other. This would make the findings of this review less credible, trustworthy and transferable to practice. 

An inherent issue in literature reviews is publication bias. The overall publication rates of both quantitative and qualitative papers is only around 44-45% (Petticrew et al., 2008; Scherer, Langenberg & von Elm, 2006), with unpublished studies being less likely to report significant findings. This reflects underrepresentation of negative findings in the literature (Fanelli, 2012), which is likely to cause important research to be missed as finding no effect is just as important as finding one. This bias in publication of papers may also mean that papers are published which are not necessarily of high quality. This is reflected by the large range (35-95%) in quality assessment scores for papers included in this review. This may affect the review’s findings as a complete picture of inpatient experience may not be available due to relevant papers being unpublished. This issue was addressed in this review through searching online databases of unpublished ‘grey’ literature and student theses, of which two were included in the review.

An issue around quality appraisal was that all relevant papers were reviewed regardless of their quality rating, as the CASP does not advise a quality score ‘cut-off’ below which studies should be excluded. This may affect the integrity of the findings presented, as drawing conclusions using information from ‘weaker’ studies may make the review less representative of reality. The use of a quality appraisal tool did mitigate this somewhat, as the reviewer was cautious to draw assumptions about aspects of the study that had been scored low on quality. 

The searches, synthesis and conclusions presented were performed by one reviewer, and it was not possible to perform checks with others to clarify or confirm findings. Therefore the findings may be limited in rigour. The review process is subjective, as is the synthesis of qualitative information; supposedly more so than that of quantitative data (Katsakou & Priebe, 2007). To moderate this, a detailed search strategy is described in the review in an attempt to increase reliability by allowing others to replicate the review and achieve similar findings. 

Articles whose participants were detained as inpatients under criminal sections of the MHA were provided by the literature search, and were included in the review to encompass a wider range of experiences of being detained under the MHA. This was both to include multiple perspectives of adult longer-term involuntary hospitalisation, and also to increase reliability of the search as these results would appear if this search strategy were to be replicated. However, this may have slightly skewed the review: if the review had specifically aimed to include criminal inpatient sections, the resulting themes may have been different. This presents a potential limitation that could be explored more in a further review.
 
[bookmark: _Toc47106634]Clinical Implications 
The knowledge gained from this review may be applied to clinical practice in order to improve inpatient experience of detention under the MHA, in line with the DHSC’s (2018) recommendations and other recent initiatives (see ‘Introduction’) advocating that service-user experience should be improved through increased autonomy and dignity. 

Promoting positive staff/inpatient relationships may allow both parties to feel more comfortable collaborating in care, including routinely involving detained inpatients in shared decision-making, which is a quality standard for inpatient care (NICE, 2011). Helping people make informed choices is important, so explaining their options is as important as offering them. Collaborating with inpatients more in their care, for example around treatment options (e.g. medication, psychological therapy) and providing more information about the detention process, might alleviate feelings of being worked ‘on’ rather than ‘with’. This would likely increase feelings of autonomy, inclusion and empowerment. The development and maintenance of effective therapeutic alliances may increase inpatients’ satisfaction on the wards through increased feelings of agency and dignity, respect from self and others, a reduction in isolation and more involvement in one’s own care. Promoting therapeutic engagement and development of effective therapeutic alliances through communication skills training for staff may therefore be an important step in improving detained inpatient experience.

Positive relationships between staff and inpatients may also increase staff’s confidence in implementing LRPs rather than imposing harsher restrictions or penalties than necessary upon inpatients. Use of LRPs would likely increase inpatients’ ownership of treatment and feelings of empowerment and independence. Relationships with staff could then become more trusting, which is vital to promote feelings of self-respect and dignity (e.g. Lord, 2014), and may reduce both perceptions of an ‘us’ and ‘them’ divide between staff and inpatients and also feelings of powerlessness and institutionalisation. This emphasises the importance of relationships, involvement and communication for inpatients detained under the MHA in helping them to preserve their dignity and self-respect, and supports that staff should strive to use LRPs as far as possible in accordance with the Mental Health Units Act (2018).
	
Detained inpatient experience may be improved through increased staff training around, and increased access to, meaningful therapeutic activity on inpatient wards. Supporting inpatients to choose how they spend their time and thereby engage in interests that are personally relevant and important to them as an individual is likely to increase their sense of autonomy and empowerment, and may both increase inpatient engagement while detained and also help to reduce the number or length of an individual’s admissions (Wykes et al., 2017). Findings suggest that access to meaningful activities can improve inpatients’ perceptions about their environment (Wykes et al., 2017), perhaps due to eliciting a sense of participation and belonging and making the ward environment seem like a less hostile, more welcoming place.
 
[bookmark: _Toc47106635]Directions for Future Research 
There is relatively limited literature on the experience of inpatients detained under the amended MHA. In order to fully understand and appreciate the experiences that people detained under the Act currently have, further rich, in-depth qualitative exploration is required to allow us to address and improve the most significant issues of MHA-detainee experience. Following the implications for clinical practice, future research could focus on barriers to effective therapeutic relationships and meaningful/therapeutic activity from both staff and detained inpatients’ points of view. Training or other measures may then be implemented to remove these barriers, in order to offer these important experiences to detained inpatients. This may consequently reduce negative perceptions of detention, reduce feelings of institutionalisation, and improve service-user experience as advocated by the aforementioned initiatives such as 'High quality care for all' (2008). 

Future research would benefit from attempting to avoid methodological limitations similar to those of the studies reviewed in this report. A major concern was that very few of the studies described how they would handle ethical issues that arose, for example what procedures would be taken should a participant become distressed. Involuntarily detained patients are a vulnerable group of people and research into their detention may cause upset. Future research should consider how to manage this and be transparent about their processes to demonstrate that they are protecting this vulnerable population when including them in research. 

It would be helpful if participants were recruited from a variety of geographical locations in England and Wales. This would help us understand whether the experience of detention under the MHA is consistent or perhaps dependent on where a person is detained, as this may indicate that interrelated factors such as socioeconomic and cultural influences can affect detainee experience. Likewise, wider use of interpreters (Giacco et al., 2018) could obtain more diverse viewpoints and accounts of detainee experience, as could inviting people to volunteer to participate rather than them having to be identified by staff. These measures would make the research more inclusive and representative of the target population. This would allow stronger, more credible recommendations to be made from higher-quality studies as they would provide a more accurate and representative idea of what current inpatient experience is, so we can be more confident that we understand what needs addressing and prioritising in order to make meaningful improvements.

The DHSC published recommendations from their independent review in late 2018, which essentially focused on improving service-user experience. It would be useful to replicate this literature review in a few years’ time once these recommendations have had the opportunity to be incorporated into practice, if not legislation in a further amendment to the MHA, to investigate whether their contribution makes any difference to detained inpatient experience. This would help inform the ongoing development of clinical initiatives, legislation and practice.

[bookmark: _Toc47106636]Conclusions

This review highlights some important issues to address when focusing on the experience of those detained under the MHA. It can be used as a foundation to inform future research and reviews, and to increase awareness of the most significant themes in detained inpatient experience as explained by the available research on this important topic area. This may help to facilitate continuous development of future care initiatives and practice. 

The findings suggest that the experience of people detained under the amended MHA could be improved through enabling individuals to have choice and control over their own time and treatment through personally meaningful activities, and development of effective therapeutic alliances with staff. These would allow individuals to maintain agency and a sense of control during detention, due to their dignity and respect being nurtured and relationships improved through better communication with staff and involvement in their treatment. This would potentially reduce negative feelings associated with detention such as isolation and powerlessness, and may empower people to consider their detention as a more positive experience.
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[bookmark: _Toc47106640]Abstract

In 2018, the Department of Health and Social Care published a review of the Mental Health Act (MHA, 1983; 2007) and associated safeguards, including detention review hearings. This study aims to explore the experience and impact of attending a hearing to review detention under the MHA where detention is upheld. Semi-structured interviews with eight inpatients detained on acute psychiatric wards were analysed using thematic analysis to search for common patterns in meaning. Three themes were identified: ‘Getting out’ (sub-themes: ‘Understanding vs Expectations’ and ‘Left To It’), ‘F**k…I’m not getting out’ (sub-theme: ‘Silenced’) and ‘I’m stuck here’ (sub-themes: ‘Captive’ and ‘I shouldn’t even be here’). Findings suggest that participants were not supported to understand the purpose and process of detention review hearings, which generated unfounded expectations of release. This led to negative emotional responses both during and after the hearing, which were exacerbated by having to remain ‘stuck’ on the ward and subject to compulsory treatment. This highlights the need for intervention both before and after detention review hearings to increase inpatients’ knowledge and understanding of these, manage expectations, and address practical and emotional needs. 

[bookmark: _Toc47106641]Key Practitioner Message
· Inpatients detained on acute psychiatric wards under the MHA can have a limited understanding of the process and purpose of detention review hearings (DRHs)
· This can create unfounded expectations of release following a DRH, leading to negative emotional responses and the negative impact of remaining on a psychiatric inpatient ward 
· Provision of education and information about DRHs and support for psychological needs following a DRH need to be improved 

Keywords: experience, impact, detention review, Tribunal, inpatient, acute
[bookmark: _Toc47106642]Introduction

The Mental Health Act (MHA, 1983; amended 2007) provides legal authority in England and Wales for people with mental health difficulties to be admitted to hospital for treatment. Detentions under the MHA are made when someone has a mental health difficulty that requires assessment or treatment in order to maintain the safety of themselves or others (Walker-Tilley, Exworthy, Baggaley, Wilkinson & Nilforooshan, 2011), and is of a nature or degree that makes detention necessary over any other treatment option. Use of the MHA can save lives, but can also mean that people are given treatment against their wishes (Department of Health and Social Care [DHSC], 2018). 

MHA powers are usually exercised when people are at their most vulnerable, presenting the risk that people’s rights and personal dignity may suffer as a result of the Act and its powers of detention. Inpatients may therefore be subject to experiences of epistemic injustice (Fricker, 2007) whereby their capacity as a person with knowledge is wrongfully denied. Their concerns and complaints about detention can be ignored or dismissed as ‘symptoms of a disorder’ (DHSC, 2018), thus challenging their human value and creating senses of loss, fear and trauma (Seed, Fox & Berry, 2016). Whilst some inpatients experience detention under the MHA as a ‘sanctuary’ (Seed et al., 2016), it makes others feel dehumanised, marginalised and powerless (Akther et al., 2019). 

Detention rates in England are around average for Europe, but they appear to be rising faster here than anywhere else (DHSC, 2018). Detentions under the MHA have climbed 15% from 43,361 in 2005/6 to 49,550 in 2017/18 (NHS Digital, 2019), with a 40% increase reported between 2005/06 and 2015/16 (NHS Digital, 2017). It appears that these account for the detention of new people rather than the same people being repeatedly detained (Care Quality Commission [CQC], 2019). This implies that people are being detained with no previous experience of detention, what this entails, or the implications of detention; therefore their understanding of these issues may be limited.

People are detained under various ‘sections’ of the MHA depending on their treatment needs. The most well-known (Linden, 2009) and most used sections are 2 (s2) and 3 (s3) (NHS Digital, 2019). Individuals can be held for up to 28 days under s2 and from six months to a year at a time under s3. They may then be discharged, changed to ‘voluntary’ inpatient status, or have their section upheld or revised to a different section. Both the MHA Code of Practice (2015) and National Institute for Health and Care Excellence (NICE) Guidelines (2011) state that a person being treated under the MHA has the right to appeal against their detention, and should be supported with this by health and social care professionals. 

In England, inpatients have two different options to review a decision to detain or continue detention under the MHA. One option is a Hospital Managers Hearing, where an independent panel considers the potential for discharge from detention. The other is to apply to the First-tier Tribunal for Mental Health, an independent judicial body that reviews the cases of individuals who are compulsorily detained or subject to guardianship and community treatment orders (Administrative Justice and Tribunals Council [AJTC] & CQC, 2011). The Hospital Managers Hearing is organised locally by a Mental Health Administrator rather than the Tribunal Service, and the panel consists of three non-executive directors of the organisation whereas the Tribunal consists of a judge, an independent psychiatrist and a specialist layperson. Both have powers under sections of the MHA to discharge inpatients from their detention. For the purposes of this report, both will be referred to as a ‘detention review hearing’ (DRH). 

Previous studies report appeal rates of 22-50% (Deshpande, Morton, Haque & Oyebode, 2008; Nilforooshan, Amin & Warner, 2009; Rimmer, O’Connor & Anderson, 2002). Inpatients may initiate an appeal themselves and automatic referrals to the Tribunal are made periodically on their behalf in line with MHA requirements. Although applications for both types of DRHs have increased, the rate of inpatients being discharged from their sections has dropped (CQC, 2015). 

An independent review of the MHA (DHSC, 2018) raised questions about how effective DRHs are at carrying out their purpose. Concerns have been identified by the CQC, the AJTC, and from evidence provided by relevant stakeholders, including such issues as current demand on Tribunal and clinical resources and potential duplication between DRHs. It is concerning that these opportunities for release from detention are anticipated by detained individuals, yet may not be conducted effectively. The DHSC’s review of the MHA has therefore published practice-based recommendations to government that aim to improve the treatment and support received by people experiencing mental health difficulties, and to improve services that support people whilst detained. These recommendations also aim to improve other safeguards, including DRHs.

The DHSC’s (2018) review findings supported recent initiatives emphasising the need to improve the experience of people using the National Health Service (NHS), such as 'High quality care for all' (Department of Health [DOH], 2008) and the NHS Constitution (2013). With proposed changes in legislation having an increased focus on service-user experience, it would be useful to gain insight and understanding into inpatients’ perspectives of DRHs in order to inform future practice. 

Whilst experiences of the processes involved in the preparation for a DRH, such as sharing Tribunal reports, managing delays and ensuring appropriate representation, have been explored through previous qualitative research (AJTC & CQC, 2011; DHSC, 2018), there is a lack of empirical evidence that explores the after-effects of actually attending a DRH. People place a great deal of hope in these processes as a means of participating in their care and treatment and restoring their liberty (AJTC & CQC, 2011). It is therefore reasonable to hypothesise that this experience may have an impact on an individual’s mental health and wellbeing, especially as only 23% of inpatients report achieving the DRH outcome they wanted (AJTC & CQC, 2011).  

As there is evidence of an increase in people being detained, and literature to suggest that detained individuals face challenges including imbalanced power and other inherent injustices (e.g. Akther et al., 2019; Fricker, 2007), it may be useful to explore the impact of attending a DRH after which detention under the MHA is upheld. This would not only help inform practice and improve inpatient experience of these safeguards, but may also help NHS Trusts to meet NICE quality standards (2011) such as involving service-users in monitoring and improving the performance of services, and protecting service-users from avoidable physical or psychological harm. Exploring nuanced themes and similarities/differences across people’s experiences and perceived impact of attending a DRH that upheld detention may help inform services how to provide appropriate support for individuals whose detention is upheld.

Acute psychiatric inpatient (‘acute’) wards provide care for adults with acute or severe mental health difficulties who require short-term assessment and treatment under s2, or longer-term treatment under s3. It is particularly useful to explore the experiences of people currently detained on acute wards, especially in light of rising MHA detention rates (CQC, 2019; DHSC, 2018), as these are usually the first mental health service in which people will be subject to compulsory detention. 

This research focuses on the experiences of people who are currently detained as inpatients in order to avoid any ethical complications associated with contacting people in the community post-discharge; for example causing undue distress when they may have limited support available. This also increases the homogeneity of the group, as those who are no longer detained in hospital may have differing perspectives of the experience. This approach will enhance the potential for the outcomes of this study to directly inform future practice regarding the provision of support for people who remain detained on the ward following attending a DRH, for which there is currently limited empirical research.

[bookmark: _Toc47106643]Aims
The purpose of this investigation is to identify key patterns of meaning in people’s experiences and the impact of attending a DRH which decides to support continuing detention of a person on an acute psychiatric ward under a section of the MHA. The principal objective is to improve understanding of the inpatient experience of this event and its aftermath. 

[bookmark: _Toc47106644]Method

[bookmark: _Toc47106645]Recruitment
Inpatients from 11 acute wards across five NHS hospitals in North-West England and Staffordshire were invited to participate. Purposive sampling was used to ensure a homogenous sample with experiences relevant to the research question. Service managers and individual ward managers were approached for support to recruit to the study from their wards, and the study was presented to ward staff at team meetings. The researcher approached inpatients who had been identified as eligible by clinicians (Table 1) and had provided verbal consent to the clinicians to be approached about the study. 

[bookmark: _Toc38031193][bookmark: _Toc47106646]Table 1. 
[bookmark: _Toc38031194][bookmark: _Toc47106647]Eligibility criteria.
	Inclusion Criteria
	Exclusion Criteria

	Aged 18 years or over	
	Unable to speak/understand English well enough to participate in an interview

	Currently detained on an acute psychiatric ward under Section 2 or 3 of the MHA
	Assessed as being unable to give informed consent (by clinical team and researcher)

	Have attended a First-tier Tribunal for Mental Health review or a Hospital Managers Hearing that upheld detention
	

	Able to confidently recall details of their review hearing
	



Inpatients who expressed interest in participating were given a participant information leaflet (PIL, Appendix D) and a participant information sheet (PIS, Appendix E) to consider. They were offered a minimum of 24 hours afterwards to decide whether they wanted to consent to participate, to reduce the possibility of people feeling coerced to take part. The study was also advertised on wards using the PILs and posters (Appendix F) so that people could contact the researcher to discuss participating; however no participants self-identified this way. Recruitment took place between October 2019 and February 2020. Participants were required to complete an informed consent form (Appendix G) at the time of interview before being recruited to the study. 

[bookmark: _Toc47106648]Participants
A target of 8-14 participants was set based on guidance for thematic analysis (TA) that 6-15 participants is appropriate for doctoral research (Smith, 2017). 30 people were identified as eligible by clinicians; 18 consented to discuss the study with the researcher. Four declined to participate, three were deemed by the researcher to lack capacity to provide informed consent, two were not eligible to participate, and one declined due to feeling uncomfortable being audio-recorded. Eight people (5=female, 3=male) were recruited to participate (Table 2) from four of the five hospitals involved. 

[bookmark: _Toc47106649]Table 2. 
[bookmark: _Toc47106650]Participant information.
	Pseudonym
	MHA Section
	First experience of attending a DRH that upheld detention?

	Sal
	2
	Yes

	Kath
	3
	No

	Daniel
	2
	Yes

	Nicholas
	3
	Yes

	Liz
	3
	Yes

	Emily
	3
	No

	Becky
	3
	Yes

	Ash
	3
	No



Seven participants were White British; one was South-Asian. All eight participants had attended a Tribunal rather than a Hospital Managers Hearing.

[bookmark: _Toc47106651]Procedure
A qualitative design was chosen as this topic currently has a limited empirical evidence base: qualitative data allows rich descriptions of participants’ personal accounts to be gained that can further our understanding of their particular experiences. Single, semi-structured interviews were conducted with participants. These were audio-recorded to allow the researcher to transcribe what had been said verbatim for analysis. The interviews focused on participants’ experience of attending a DRH after which their MHA detention was upheld, and their perception of any impact this had on them. An interview schedule (Appendix H) was used to prompt the researcher and participants about possible topics to discuss. These were influenced by relevant literature and anecdotal evidence from both ex-acute inpatients and also professionals with experience of working on psychiatric inpatient wards. Someone with previous experience of detention under the MHA was consulted about the interview schedule and their feedback was incorporated before it was finalised. It was intentionally left reasonably broad as this is a topic with scarce research, so participants were encouraged to talk about relevant aspects of their experience that were not listed on the interview schedule.

Participants were interviewed by the researcher for between 18 and 56 minutes (mean=36 minutes). These interviews were transcribed by the researcher, who removed identifiable information and destroyed the audio data following completion of each transcript to maintain confidentiality and anonymity. All interviews were conducted face-to-face on the ward on which the participant was detained, and all consented for their data to be used. 

[bookmark: _Toc47106652]Data Analysis
Inductive TA was used so that common themes from participants’ experiences of attending a DRH after which MHA detention was upheld could be identified and used to inform the research question without predetermined ideas or concepts influencing the data. TA allows data to be organised and described in rich detail (Braun & Clarke, 2006) in order to identify and interpret shared meanings and experiences. The themes created are then ‘grounded’ in the content of the data to provide an account of shared experiences and meanings for the participants, allowing sense to be made of these.

Data was analysed following Braun and Clarke’s (2006) six-phase method for TA (Appendix I) to ensure credibility, replicability and trustworthiness. Familiarity with the data was achieved through transcribing the interviews (Riessman, 1993). The data was then re-read, and potential codes were noted using the computer software package NVivo. Codes were generated across each interview transcript by sorting selections of the text into initial meaningful groups. These were reviewed, amended and refined through repeated reading of each transcript. Coding focused on the explicit semantic content of the transcripts, meaning that themes originated from the content of the data rather than fitting into any predetermined concepts and topics (Braun & Clarke, 2013). Connections between codes were identified, reviewed and refined. Codes were then organised into possible themes. Themes and sub-themes were developed through reviewing these collations of codes across the whole data set. The final themes were chosen based on their salience and prevalence across the data set (Braun & Clarke, 2013). Particular attention was paid to salience as focusing on highly important patterns was considered more meaningful than just their recurrence across the data. Salience was judged by the researcher in terms of data that could advance understanding and be used to address real-world problems in relation to the lived experience being investigated.  Identified themes were re-checked against the transcripts to verify that plausible interpretations were made for what participants had said.

The researcher adopted the epistemological position of critical realism to inform analysis. Critical realism integrates aspects of both positivist and constructivist philosophies, suggesting that although there is a ‘real world’ existing independently of our perceptions and theories, our understanding of this world is constructed from our own perspectives, interpretations and social conditioning (Dobson, 2002; Mitchell, 2013). There is therefore a difference between people’s perceptions of reality and reality itself (Healy & Perry, 2000), meaning that every person will have a different view of ‘reality’. This position aims to identify structures and processes resulting in an experience, and is well-suited to the current project as it has been suggested that critical realism can be used to help explain social events and suggest practical recommendations to address social problems (Fletcher, 2017).

[bookmark: _Toc47106653]Reflexivity
Despite the researcher adopting an open, exploratory position and an analysis method to match this, the existence of context and awareness of this cannot be denied; nor can its potential influence on data interpretation. Therefore the researcher’s reflections were recorded in a research diary throughout data collection and analysis. This bracketing (Tufford & Newman, 2010) facilitated identification and management of possible presuppositions that may influence interpretation (Appendix J); for example pre-existing knowledge around issues of power and distress that can arise from MHA detention. The author’s position and reflections on potential power dynamics between themselves and participants is discussed in a reflexive statement (Appendix K) so that any influences on the current study can be considered (Finlay & Gough, 2003). 

[bookmark: _Toc47106654]Credibility 
Codes, themes and thematic ‘maps’ were reviewed and developed through discussions with the author’s research supervisors and an independent Clinical Psychologist with knowledge of TA methodology but not of MHA detention, who provided feedback on the clarity of themes. These discussions were helpful in generating, refining and verifying themes.

[bookmark: _Toc47106655]Additional Ethical Considerations
Ethical approval was granted by both Staffordshire University Ethics Committee and NHS Research Ethics Committee (Appendices L-N). The researcher required further permission from NHS Trusts (Appendix O), service leads and ward managers to access the wards. Participants’ capacity to consent was considered to ensure the person was able to make an informed decision to participate. A risk assessment and management plan was completed (Appendix P) to help protect both participants and the researcher from harm. A distress management protocol was planned by the researcher in case any participant became distressed during the interview (Appendix Q). It was not necessary to implement this protocol at any time during the study. 

[bookmark: _Toc47106656]Results

Analysis revealed that salient aspects of participants’ experience were common across the data set. This indicated that the themes captured important features of the experience and perceived impact of attending a DRH and remaining detained afterwards. Although it may have been difficult for participants to discuss this experience at a potentially vulnerable, challenging time for them whilst detained, they offered rich, detailed and complex accounts. Three main themes were identified:
1. ‘Getting out’
Sub-themes:
i. Understanding vs Expectations
ii. Left To It 
2. ‘F**k…I’m not getting out.’
Sub-theme:
i. Silenced
3. ‘I’m stuck here.’
Sub-themes:
i. Captive
ii. “I shouldn’t even be here”

Although conceptualised independently, themes were naturally interrelated. Figure 1 illustrates relationships between themes, organised under the overarching theme of ‘From Hope, to Disappointment, to Defeat’. 

[image: ]
[bookmark: _Toc38031202][bookmark: _Toc47106657]Figure 1: Thematic map representing the relationships between overarching theme, main themes and sub-themes.

Extracts from interviews are presented to illustrate the themes, accompanied by pseudonyms. Participants are not equally quoted as shorter interviews contained more closed answers. This did not affect analysis or theme development. 

[bookmark: _Toc47106658]‘Getting out’
Participants believed that DRHs were their ‘way out’ of detention. Although this is true to an extent as DRHs provide the only means of discharge if the person’s clinical team is unwilling to lift their section, participants appeared to expect discharge rather than considering it as just a possibility. It appeared that no one helped them clarify this, and it was only afterwards that participants realised they had needed professionals to support them through the DRH process. 


Understanding vs Expectations
A lack of clarity and understanding about DRHs’ purpose and what they entailed was shared among participants, both before and after they attended. Whilst most participants had heard of a ‘Tribunal’ or ‘managers meeting’ before, they struggled to explain what one was or recognised that their knowledge was limited.

“(Sighs)...I can't say the NHS have...educated me on a Tribunal before…I've just had to kind of pick up the pieces and get on with the job.”–Nicholas 

 “I think the Tribunal’s there so that you can get your section lifted and get off the ward quicker”–Kath

“I thought I was getting my release date…I don't know why I'm still here today.”–Daniel

Participants’ beliefs that they would be discharged following their DRH reflects the great deal of hope that inpatients can place on DRHs as a means of being discharged from detention. As described by ‘Ash’, however, this is not necessarily the case: 

“You're very unlikely to get off [your section following a DRH]. I think that's not explained enough…it needs to be put more realistic that it's so hard to get off.” –Ash

This suggests that not being discharged challenged participants’ understanding and expectations of DRHs, which was confusing and “shocking”. This appeared to leave them in a state of not knowing why this happened or what might happen next. This mismatch between participants’ understanding and expectations suggests a lack of effective information and support provided around DRHs.


Left To It
Participants felt a sense of injustice about their detention being upheld and that they were left alone to figure things out for themselves afterwards. This expressed itself as frustration or dissatisfaction with the support received from staff both before and after their DRH; for example not having DRHs explained to them, being unable to discuss the outcome with the necessary people, or being unsupported with further options/planning. Participants spoke about the support they felt they should have received regarding the DRH, but did not know or believe this was available to them: they did not know what or who to ask.

“You're supposed to get taught what Section 3 is and [Nurse] never told me…that's the first thing they should have done after the Tribunal…I've told three people that I've never had my section read to me…[nursing staff] have let me down so badly, because they should have been preparing me”–Liz 

 “…the care-coordinator stirred it up and made it worse…And then after that she just disappeared…when she’s supposed to look out for my care needs.”–Sal 

A DRH is a potentially unfamiliar, intimidating experience that holds great importance for inpatients. They may therefore require different kinds of support both before and after the event. Participants feeling unsupported by staff at a very emotional, challenging and uncertain time may exacerbate the feelings of frustration and disappointment reflected in the data.

[bookmark: _Toc47106659]‘F**k…I’m not getting out.’
Participants’ overwhelming realisation that they were not being discharged from detention, and perceptions that they had nobody to turn to, left them feeling helpless and powerless. Rather than the DRH being the thing that would restore their choice and agency over their lives, it transpired to be the opposite.

“I did feel like hurting myself…I just felt like completely helpless, let down, like all my hard work had gone to nothing…I didn't really know what more I could've done to get a better outcome and it wasn't a good outcome.”–Ash

The decision against discharge gave participants no choice but to remain within the ward environment and endure the perceived adverse effects of this, including staying subject to compulsory medication that they believed exacerbated physical and mental health problems. Participants also described perceptions of unjust and impersonal treatment from staff and detrimental aspects of the environment itself, such as screaming, loud alarms, and being around other people who were ‘more unwell’. 

“…all they did, the staff, were just laugh. Thought it were funny…it's just humiliating and degrading.”–Liz 

“…being a Guinea-pig on various different medications, there's lots of side effects such as itchy skin, hair falling out, all the jingling of the keys that you hear here can set any man off at any point.”–Nicholas

So much hope was perhaps put on DRHs granting discharge as participants were desperate to ‘escape’ an environment they perceived as physically and psychologically harmful. Remaining detained and thereby not regaining choice and control over their lives may have compounded their disempowered position within services and intensified the associated distress.

Silenced
Most participants felt as though they were not heard during the DRH, and that this contributed to the decision to uphold detention. Despite some participants reporting that they were offered the opportunity to represent themselves during the hearing, they found it difficult that they were not allowed to speak as and when they wanted to ‘defend’ themselves.

“…it made me feel like hang on a minute I need to put my hand up here and say something but that wasn't available. I didn't have the right to speak...when things were being said about me that I didn't agree with…I felt agitated, I felt unheard, I felt like I may as well not be in the room…I felt depressed when I walked in and I felt even more depressed when I walked out.”–Nicholas

Perceptions of being silenced may have made participants feel their views were discounted and decisions were made ‘for’ rather than ‘with’ them. Furthermore, many participants felt that the information presented about them in the hearing was untrue, exacerbating perceptions of injustice and powerlessness.

“…I just sat there while…people who were representing me just started coming out with information that was totally untrue...I thought, ‘what – where have you got your information from? That's not what I do on this ward!’”–Kath  

This suggests that participants believed they were not given the opportunity to communicate why they should be discharged, or that their voice was neither listened to nor taken seriously. 

“My heart was ripped out…Not one of them would listen…I think their job is broken. I wanted them to believe me; I needed them to believe me.”–Daniel

Their inability to speak freely, coupled with perceptions of untrue information being presented, may have contributed to the sense that they were powerless to influence the DRH’s outcome. It seems participants’ feelings about the decision to uphold detention and the information that contributed to this activated feelings of resentment towards staff and detention itself. This perhaps intensified distress caused by the realisation that they were not being discharged after all.

[bookmark: _Toc47106660]‘I’m stuck here.’
This theme captures participants shifting from initial powerful feelings of injustice and powerlessness to a position of defeat and despondency. They succumbed to the idea that they could not change their situation and had to endure it whether they agreed they needed to be detained or not. 

Captive 
After participants did not regain their freedom, they felt defeated and resigned to being ‘stuck’ in this environment.
	
“I just don't know what to do, I'm stuck in the system and I can't get out”–Liz 

“It felt like I was snookered. Felt like I might, might as well put a little dog cage in the corner of the room and ask me to sit in there.”–Nicholas

Within this came the belief that they had to submissively comply with treatment and follow the rules of the institution because of new uncertainties such as how much longer they may be detained for. So they had to either accept the outcome, or at least pretend they had, so as not to jeopardise future opportunities for release.

“I'm going to have to just make sure that for six months I bow down, kiss people's feet when they say I need to kiss their feet and I don't know what else I can do.”–Liz

“I knew I wasn't going to get what I wanted, or what I needed...but since then, I've, I've stuck with it because I thought well…if you can't beat them, join them.”–Kath

It appeared that participants’ attitudes changed from seeing DRHs as a means of release to an exercise in futility: they felt like they should have been released and did not understand what they could have done, or could do in the future, to change this outcome. Some participants viewed DRHs as ‘pointless’ due to nothing changing afterwards. 

“…it makes you wonder why you actually do it cause I don't think no matter how well I were doing, if I would have ever got off…I don't see the point of Tribunals. I wish I'd not gone for it now.”–Ash 

Participants’ accounts conveyed a mix of disappointment, frustration and perhaps fear about their DRH outcome, as if they were hoping for the best but received the worst as their chance to ‘get out’ was snatched away. This was possibly made worse by their limited understanding of potential outcomes and their implications. 

“I shouldn’t even be here”
Very few participants believed they should be detained on a psychiatric ward, as they saw themselves as able, well and functioning individuals. 

“I feel at my lowest point now after being in a mental health hospital because I'm not mentally unwell.”–Nicholas 

Even though three participants recognised that they were struggling with their mental health and needed help, they too disagreed that they should be detained as an inpatient. This supports feeling ‘captive’ as participants felt that they did not require detention on a ward, but were unsure how to ‘escape’ after the DRH was ‘unsuccessful’ (meaning detention was upheld). 

“I was going to come in voluntarily. How dare they do that to me? I shouldn't even be here.”–Emily 

This sub-theme captures desperation and frustration felt by participants that their opinions, abilities, personal circumstances and characteristics counted for nothing in the decision made to uphold detention. Although they held views and opinions they felt deprived of the opportunity to express these, which forced them to adhere to treatment despite not believing that they needed it. 

“Yeah, it made me feel like…I didn't mean nothing. I didn't mean nothing, to anything. You know, because I'm telling them all this, but it…I didn't mean anything to them.”– Daniel 

Depriving participants of their individual voice and expression may have been a dehumanising experience: they may have felt seen and treated as ‘just another inpatient’, confined within a system, with no power or influence over their situation.

[bookmark: _Toc47106661]Discussion

This study sought to improve understanding of the inpatient experience of attending a DRH on an acute ward after which they remained detained under the MHA, and the perceived impact of this. Findings illustrate a journey from hope, to disappointment and turmoil, to resignation and defeat.

From Hope…
Participants expected to be discharged from detention following their DRH. Although further research may aid understanding of what caused these expectations, this finding suggests that participants had an incomplete understanding of DRHs’ process and purpose. Their perception that they were not adequately supported to understand DRHs reflects that inpatients often struggle not only to access information about Tribunals, but also to discuss it with staff (Akhter et al., 2019). This echoes previous findings that communication and appropriately-presented information for inpatients about their care and treatment is limited (Walsh & Boyle, 2009). Furthermore, inpatients have voiced concerns that information about detention is withheld from them, including: details about their section, how long they would be detained, the process and implications of detention (Chambers et al., 2014; Grace, 2015; Seed et al., 2016), and perceptions that hospital staff had refrained from informing them of their right to a Tribunal (DHSC, 2018). 

This lack of communication may disempower inpatients if they believe they are not effectively involved in their care and treatment (Chambers et al., 2014). Any agency and hope participants felt from the opportunity to have a DRH was perhaps taken away by them not getting their expected outcome of being discharged, reinforcing their disempowered position within inpatient services. This was exacerbated by a limited understanding of detention, DRHs, and what support may be helpful or available both before and after these. This could be addressed through providing inpatients with information about DRHs and sections, perhaps in an information pack that they can refer back to as suggested by one participant. Practical support and education may have helped participants to develop a more realistic concept and expectations of DRHs, understand their position, and what needs to be achieved before discharge is a more realistic possibility. Increased understanding of these issues and the associated support available may assist inpatients to reclaim some power through greater involvement in their care.

To Disappointment…
Despite most participants reporting a negative emotional response during or following the DRH, including feelings of being unheard, helpless, and distressed about their detention being upheld, emotional support was only mentioned by one participant. This again indicates a lack of knowledge and understanding about from whom or where they can access support, or even what support is available. This reflects that little attention is paid to emotional needs on inpatient wards (Loft & Lavender, 2016; Tierney, 2008) as control and containment is often prioritised over care and support (CQC, 2015). 

Barriers to effectively providing such support may include poor relationships between staff and inpatients (Cleary, Hunt, Horsfall & Deacon, 2012; Stenhouse, 2011; Weich et al., 2012). Poor relationships may arise from practical issues including low staffing levels and associated lack of staff continuity (Johnson et al., 2009), which present barriers to providing compassionate care (Christiansen, O'Brien, Kirton, Zubairu & Bray, 2015) and may exacerbate compassion fatigue. Compassion fatigue suggests that staff who work with highly distressed clients become physically and emotionally exhausted over time, making it difficult for them to carry out their roles with empathy and compassion (Figley, 1995; Mathieu, 2007). Similarly, those in a position of power sometimes subconsciously dehumanise those less powerful as this makes it easier to justify difficult decisions made on their behalf that may cause pain and suffering (Lammers & Stapel, 2010). The disconnect between how staff perceive the care they provide and how it is experienced by inpatients may contribute to inpatients’ perceptions of being ‘processed’ rather than ‘cared for’ (DHSC, 2018). Some inpatients report neglectful, impersonal care (DHSC, 2018): if inpatients attribute (Weiner, 1974; 1986) negative interactions with staff as a result of them being ‘uncaring’, this may create a sense of mistrust in staff (CQC, 2020). Poor relationships and lack of trust may deter inpatients from approaching staff to discuss their care and treatment (Lord, 2014), potentially including asking for practical or emotional support around DRHs. 

Findings suggest that the longstanding challenge to ‘give voice’ to inpatients’ perspectives during DRHs (Greer, O'Regan & Traverso, 1996) is still significant. Participants felt unheard and powerless during DRHs; perhaps due to reduced autonomy (Chambers et al., 2014) stemming from not being permitted to speak when they wanted to voice their opinions. This was potentially worsened by participants holding conflicting opinions to DRH panels that they should be released, but then remaining detained against their will. This possibly reinforced disempowerment and marginalisation already experienced as a result of detention (Akhter et al., 2019). 

Furthermore, participants’ thoughts that ‘untrue’ information was presented about them during their DRH echoes concerns that the Tribunal process is biased against the detainee (DHSC, 2018). Perceptions that their voices and opinions were not heard or were misrepresented reflects epistemic injustice (Fricker, 2007) where inpatients feel their views are discounted as ‘others know best’ and decisions are made ‘for’ rather than ‘with’ them. Inpatients have reported that this represents their experience of detention including their credibility being challenged for no good reason and their testimony not being believed (DHSC, 2018). DRHs may therefore be experienced as dehumanising, supported by findings that dehumanisation can occur in medical settings through disregard of patients’ individuality and emphasis on treating ‘passive individuals’ whose agency and autonomy are neglected (Haslam 2006). This suggests that Tribunals can be humiliating and stressful enough to cause traumatisation (Pandarakalam, 2015), supported by participants in this study describing trauma responses after their DRHs including shock, confusion, sadness and hopelessness (Van Der Kolk, 2014). This illustrates the highly emotive impact that an ‘unsuccessful’ DRH can have, highlighting the need for increased psychological support.

Perceptions of limited support increased participants’ feelings of being stuck on the ward. As reflected in this study’s findings, detained inpatients feel that their environment impedes rather than assists recovery (Hughes, Hayward & Finlay, 2009) due to negative physical and psychological side-effects of compulsory medication (Grace, 2015; Hughes et al., 2009; Loft & Lavender, 2016), noise, and being around other unwell people (Grace, 2015; Lord, 2014). Strong negative feelings towards the ward environment may exacerbate negative feelings and resentment towards DRHs for keeping them within this environment, which may then extend to other aspects of detention including staff. This indicates that support for detained inpatients may be a more general issue in acute settings (CQC, 2020), exacerbated by their increased level of need following an ‘unsuccessful’ DRH. If not addressed, this will potentially feed into the cycle of lack of understanding, lack of support, confusion and turmoil and feeling stuck.

To Defeat
Participants spoke about being more acquiescent following their DRH due to uncertainty about what else to do to achieve discharge. This real or perceived absence of control over the outcome of their situation appeared to create learned helplessness (Maier & Seligman, 1976). This reflects findings that detained individuals do eventually comply with institutional rules, either as they eventually lose hope and become ‘too tired to fight’ or ‘pretend to be ok’ in order to get discharged quicker (Hughes et al., 2009; Seed et al., 2016). These feelings of helplessness and uncertainty about how and when they might be released and having ‘no way out’ echo inpatients’ reports that being on a psychiatric ward feels like being in prison (Chambers et al., 2014): trapped, powerless, and afraid (Akhter et al., 2019; Seed et al., 2016). 

It is concerning that an ‘unsuccessful’ DRH leads to people being kept in an environment that they feel is detrimental to their wellbeing and are prepared to mask their true feelings in the hope of this facilitating discharge. This demonstrates the lack of effective communication about what inpatients must do to show that they no longer require compulsory treatment, and highlights the need for increased practical, emotional and psychological support for those who have been through an ‘unsuccessful’ DRH.

[bookmark: _Toc47106662]Further Research
It may be helpful to conduct further research into possible barriers to inpatients being effectively supported and involved in their care and treatment, with emphasis on DRHs. This could include exploring barriers preventing staff from effectively providing information about detention/DRHs and supporting inpatients with any associated concerns they may have. Such barriers to communication about detention and DRHs may include clinical teams’ understanding of DRHs or how they are following the processes around these, such as reading people their rights and providing information about different MHA sections. Psychological barriers may also exist that prevent staff from feeling able to provide the necessary support; for example barriers to forming effective relationships. Investigating this may indicate necessary support or training for staff that could then improve inpatients’ experience.

Similarly, although it is nursing staff’s responsibility to ensure that inpatients understand their rights and options whilst detained, it is suggested that this responsibility should be shared among the wider multidisciplinary team (MDT) (CQC, 2020) including Independent Mental Health Advocates (IMHAs) who are available to support inpatients with information about such things as their rights and detention. It would seem that the issue is not that inpatients are not asking for support, since they ‘don’t know what they don’t know’, but that support that they are unaware of but may benefit from is not being offered properly. Further research into perceptions of whose responsibility it is/should be to share information about detention, including DRHs, may help address the issue of perceived lack of support and understanding around aspects of detained inpatient experience.

Tribunal receipts increased over 33% between 2007/8 and 2016/17, with s2 appeals now comprising 34% of the English Tribunal’s workload (Glover-Thomas, 2019). It is suggested that this and the associated rise in caseloads will negatively impact inpatients’ experience of Tribunals (Glover-Thomas, 2019). It would be valuable to assess the effect of this increased workload on the performance of panel members and whether this impacts how they communicate with inpatients. This may indicate ways the panel members can be supported so that inpatients will have an improved Tribunal experience. 

This study focussed on the impact of attending a DRH after which the individual remained detained under the MHA. Mainly negative accounts were given: this supports a previous survey in which few positive things were reported about Tribunals by carers and ex-inpatients (DHSC, 2018). It may be useful to explore people’s experiences of being discharged following a DRH in order to compare their accounts of attending the hearing to those of participants in this study. This may provide insight into further aspects of the DRH process that require amending or improving, or that work particularly well and should be encouraged.

[bookmark: _Toc47106663]Limitations
Although the number of participants included meets the criteria for TA (Smith, 2017), it is a smaller sample. Whilst capturing more inpatients’ experiences of DRHs may have provided additional useful data,  it is more important to gain rich data from a homogenous group that will enable development of greater understanding of the lived phenomenon being investigated. The number of participants included in this study was sufficient to allow shared patterns of experience to be identified. Detained individuals who have been through the DRH process is a relatively small participant pool, who can be reluctant to engage in research as this may be seen as an additional burden at a challenging time in their lives. The researcher faced many barriers to accessing potential participants in this study, potentially highlighting issues including paternalistic protection of vulnerable people, overworked staff, and fragmented communication within teams. This may be reflective of barriers and restrictions experienced by inpatients, compounding their position as disenfranchised and unheard. Therefore we must recognise the value that can be gained from hearing the voices of the eight people from this marginalised group who participated in the study and facilitated a greater understanding of the DRH experience. 

Clinicians directed the researcher to eligible participants, so may only have selected inpatients who they thought were appropriate. People who agreed to participate may have had more of an interest in the study topic, which may result in a less varied set of accounts being represented. Different levels of effort were required by the researcher in interviews as respondents’ accounts varied in their complexity and richness in relation to the research question. This may affect the extent to which different views are represented in the findings. The researcher attempted to mitigate this by continuing to use open questions during all interviews, and reflecting on these issues using bracketing throughout data analysis.

Only one participant was from a minority ethnic background, which highlights a lack of diversity in the sample. It would have been preferable to include people who were unable to speak and understand English well in order to gain a diverse range of experiences, particularly as Black and minority ethnic (BME) groups are disproportionately detained under the MHA (CQC, 2019); however, the resources were unavailable to allow this. This limitation could be expanded on through future research to investigate whether the impact of attending DRH differs or remains consistent across nationalities and cultures.

All participants had attended a Tribunal, so the present study does not include accounts of attending a Hospital Managers Hearing. The two types of DRH may be experienced differently; therefore identified themes may have varied if experience of attending both types of DRH had been discussed and analysed. Similarly, findings may differ between participants who had appealed their detention and those who were automatically referred for a DRH. This data was not gathered in the current study. Further research could investigate this.

[bookmark: _Toc47106664]Clinical Applications
The findings of this study are important for both Clinical Psychology and wider systems involved in psychiatric inpatients’ health and social care. The findings and recommendations of the DHSC’s (2018) independent review of the MHA have recently been published, and so policies including those of DRHs are likely to be reviewed based on this. This study offers a valuable insight into the lived experience of attending an ‘unsuccessful’ DRH and its consequences for acute inpatients, a group who are otherwise marginalised. The additional knowledge provided of this significant experience for detained inpatients may allow appropriate support to be put into place for these individuals and help improve NHS service-user experience, in line with DHSC and CQC recommendations. This includes involving inpatients in decisions about their care and treatment by improving communication and sharing of information about DRHs between staff and inpatients to help them feel better prepared for it and its potential outcomes, and also provision of more effective practical and emotional support following the DRH. This may require increased support for staff to help them support inpatients in their care.

The Accreditation for Mental Health Inpatient Services (AIMS) Standards (Royal College of Psychiatrists, 2017) promote that it is best practice on inpatient psychiatric wards to provide at least basic psychological support, and the British Psychological Society (BPS, 2012) has called for increased psychological support in acute settings. Clinical psychologists are skilled in helping people with impaired understanding and communication, developing culturally sensitive support approaches, developing strategies to help service-users develop trust in their support teams, and are able to facilitate peer-support groups for inpatients. Furthermore, they can help staff to provide psychological support, for example through reflective practice groups (Collins, 2011). This may enable psychologists to directly or indirectly help inpatients manage their expectations around DRHs and also provide the necessary emotional support following ‘unsuccessful’ ones. 

The data echoed previous ideas that imposing medical treatments and legislation based on a medical model of understanding is, for many, counter-therapeutic (e.g. Johnstone, 2018). The MHA’s quite stringent legislation and the mechanisms within it designed to protect vulnerable people may actually be causing as much harm as good. Clinical psychologists are able to facilitate care informed by a different ideological foundation and offer psychologically-informed influence into medically-dominated MDTs, taking into account inpatients’ psychological needs. Implementing this ideology around DRHs and before/aftercare may help address perceived adverse effects of medically-dominated models that inpatients are currently treated from.

Reflections
Although emotional information was discussed in the interviews, the researcher did not fully realise its intensity until reflection on the data and supporting quotes. Perhaps a disconnect was initially experienced in the interviews as participants’ perceptions of reality were beyond the researcher’s understanding, as they were so far removed from their own. This made it hard to fully appreciate the challenges of the experience of attending a DRH and remaining detained afterwards. Through immersion in the data and selection of supporting quotes, the researcher gained more appreciation of participants’ own ‘truth’ which more fully realised the intensity of their experiences. Perhaps this reflects how Tribunal panel members experience inpatients in DRHs: they may not appreciate nor reflect on the experience they nor the inpatient had, and so may not realise the powerful impact of this situation.

[bookmark: _Toc47106665]Conclusion

The accounts of participants involved in this study illustrate that a lack of knowledge and understanding about the processes of detention and DRHs brings a sense of hope and expectation for release. This was taken away by the DRH itself rather than education or provision of information, meaning that participants experienced powerlessness, emotional confusion and uncertainty around what would happen to them following their DRH. This highlights the need for intervention both before a DRH in terms of provision of information and care-planning about possible outcomes, and also after the DRH for practical and psychological support. The evidence presented in this report demonstrates the negative impact that attending a DRH without adequate preparation and support can have on people. This is therefore a risk factor that clinicians and detained individuals need to be aware of. These findings can help inform practice and national initiatives about the support required both before and after DRHs.
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The purpose of this paper is to increase the accessibility and usability of the research and its findings for anyone involved with detention review hearings, including inpatients and clinical staff. A draft was shared with Tribunal panel members, current acute psychiatric ward staff and a service-user with experience of detention under the Mental Health Act for their comments. Feedback was received from the service-user, two Tribunal panel members and two acute ward staff. This has been incorporated into the final report. The intention was to also share the draft with currently detained inpatients for feedback; unfortunately due to restrictions implemented around the Covid-19 pandemic this was not possible. 

[bookmark: _Toc36632626][bookmark: _Toc47106668]Background
The number of people being detained under the Mental Health Act[footnoteRef:3],[footnoteRef:4] (MHA) has risen[footnoteRef:5],[footnoteRef:6],[footnoteRef:7]. The MHA provides legal authority in England and Wales to detain people with a ‘mental disorder’1,2 of a nature or degree that requires treatment in hospital. It seems that more new people are being detained under the MHA rather than the same people being detained again[footnoteRef:8]. This indicates that they may have limited experience and understanding of detention and what it involves.  [3:  Mental Health Act, (1983)]  [4:  Mental Health Act (1983; amended 2007)]  [5:  NHS Digital (2017)]  [6:  NHS Digital (2019)]  [7:  Department of Health and Social Care (2018) ]  [8:  Care Quality Commission (CQC) (2019a)] 


This may include limited knowledge of detention review hearings (DRHs).  The two options inpatients in England have to review their MHA detention are Hospital Managers Hearings and the First-tier Tribunal for Mental Health. Although applications for DRHs have increased, the rate of inpatients being discharged from their sections has dropped[footnoteRef:9]. [9:  CQC (2015)] 


A recent independent review of the MHA published recommendations to government to improve the treatment and support received by people experiencing mental health difficulties and the services that support people whilst they are detained, including DRHs5. This proposal for increased focus on service-user experience indicated that it would be useful to gain insight and understanding into inpatients’ perspectives of ‘unsuccessful’ DRHs, meaning when their detention is upheld by the DRH. Qualitative research into this may improve future practice by helping services to understand people’s experiences and what support they need around this. This is of particular importance on acute psychiatric wards as these are usually the first mental health service in which people will experience compulsory detention and DRHs.

This study aimed to contribute to the limited evidence base of how inpatients experience an ‘unsuccessful’ review of their detention, in order to improve understanding of the experience of this event and its aftermath.

[bookmark: _Toc36632627][bookmark: _Toc47106669]Method
[bookmark: _Toc36632628][bookmark: _Toc47106670]Recruitment and Participants
Participants from four different NHS hospitals across North-West England and Staffordshire took part in the study. They were identified as eligible (Table 1) by clinicians on the ward on which they were detained. 

[bookmark: _Toc38031216][bookmark: _Toc47106671]Table 1. 
[bookmark: _Toc38031217][bookmark: _Toc47106672]Eligibility criteria.
	Inclusion Criteria
	Exclusion Criteria

	Aged 18 years or over	
	Unable to speak/understand English well enough to participate in an interview

	Currently detained on an acute psychiatric ward under Section 2 or 3 of the MHA
	Assessed as being unable to give informed consent (by clinical team and researcher)

	Have attended a First-tier Tribunal for Mental Health review or a Hospital Managers Hearing which upheld detention
	

	Able to reliably recall details of their review hearing
	



If they expressed to their clinical team that they were interested in taking part, the researcher approached them to discuss this. 18 inpatients were approached and eight consented to participate (five females, three males). This was a suitable sample size based on current recommendations[footnoteRef:10].  [10:  Smith (2017)] 


[bookmark: _Toc36632629][bookmark: _Toc47106673]Procedure
A qualitative design was used to gain rich descriptions of participants’ lived experience. Single, semi-structured interviews were conducted with participants on the ward where they were detained. These interviews were audio-recorded so that the interviewer could type them up for analysis. Interviews lasted for an average of 36 minutes. People were assigned a participant number and all identifiable information was removed as interviews were typed up to maintain confidentiality and anonymity. 

Interviews followed a schedule of possible questions about how the experience of attending an ‘unsuccessful’ hearing had affected the participants. This schedule had been checked by a service-user with experience of detention under the MHA. The schedule was not a strict guide and they were encouraged to talk about anything that they felt was relevant to the research question.

[bookmark: _Toc36632630][bookmark: _Toc47106674]Data Analysis
[bookmark: _Toc36632631]Data was analysed using thematic analysis to identify, analyse and report key ‘patterns’ in the data. This involved ‘coding’/grouping data into categories and arranging these into patterns of meaning. These patterns were synthesised into themes that aimed to capture the voices of the participants and reflect their combined views about the experience of attending an ‘unsuccessful’ DRH. The researcher kept a research diary throughout data collection and analysis to help identify any underlying assumptions they might have and how this may influence interpretation of the data.


[bookmark: _Toc47106675]Ethical Considerations
Ethical approval was granted by both Staffordshire University Ethics Committee and NHS Research Ethics Committee. Participants’ capacity to consent was considered to ensure the person was able to make an informed decision to participate. A distress management protocol was planned by the researcher in case any participant became distressed during the interview, but it was not necessary to implement this protocol at any time during the study.

[bookmark: _Toc36632632][bookmark: _Toc47106676]Key Findings
The data demonstrated the complexity of experiences and perceived impact of attending a DRH and remaining detained afterwards. Three main themes and five sub-themes were identified (Table 2).

[bookmark: _Toc38031222][bookmark: _Toc47106677]Table 2. 
[bookmark: _Toc38031223][bookmark: _Toc47106678]Themes Identified.
	Theme
	Sub-Themes

	Getting Out
	i. Understanding vs Expectations 
ii. Left To It

	F**k…I’m not getting out.
	i. Silenced

	I’m stuck here.
	i. Captive
ii. ‘I shouldn’t even be here’




Figure 1 provides a visual representation of themes.

[image: ]

[bookmark: _Toc38031224][bookmark: _Toc47106679]Figure 1. Map of the main themes and sub-themes of people’s experiences of an ‘unsuccessful’ DRH.

[bookmark: _Toc36632633][bookmark: _Toc47106680]Overview of Themes
Anonymised quotes are presented to illustrate themes.

1. [bookmark: _Toc36631710][bookmark: _Toc36632634][bookmark: _Toc47106681] ‘Getting out’
Understanding vs Expectations
· Participants reported a lack of clarity and understanding relating to the process and purpose of the DRH, both before and after they attended.
· Many participants believed that the main purpose of a DRH was to discharge them from their detention.
· This suggests that people are not adequately informed about DRHs.

“Yeah, basically I thought I was getting my release date…I don't know why I'm still here today.”


Left To It
· [bookmark: _Toc36631711]Participants felt they were not helped to understand the process or purpose of DRHs beforehand, nor what would happen if their detention was upheld. 
· [bookmark: _Toc36631712]They felt they were left to ‘get on with it’ and figure things out for themselves.
· [bookmark: _Toc36631713]Participants reflected that in retrospect they were not well prepared for the DRH or possible outcomes, yet they did not know who to ask for support or what support was available. 
· [bookmark: _Toc36631714]Participants expressed frustration or dissatisfaction with this lack of ‘practical’ support around their DRH. 

“I can't say the NHS have...educated me on a Tribunal before…I've just had to kind of pick up the pieces and get on with the job.”

“You're supposed to get taught what Section 3 is and [Nurse] never told me…it means nothing to the staff, a Tribunal…I feel like it's fraudulent…these [nursing staff] have let me down so badly, because they should have been preparing me…I don't think I'd trust people again”

2. [bookmark: _Toc36631715][bookmark: _Toc36632635][bookmark: _Toc47106682]‘F**k…I’m not getting out.’
· The conflict between understanding and expectations of a DRH caused participants to experience negative reactions both during and after the hearing, in response to both the information presented and also the decision to uphold detention.

“It made me feel like…I didn't mean nothing. I didn't mean nothing, to anything. You know, because I'm telling them all this, but…I didn't mean anything to them.”

· A big factor in their distress was that they had to remain on the ward, as they found aspects of this detrimental to their mental and physical health; including having to take medication against their will, poor treatment from staff, a noisy environment, and being around people who were ‘more unwell’. 

“…being a Guinea-pig on various different medications, there's lots of side-effects such as itchy skin, hair falling out, all the jingling of the keys that you hear here can set any man off at any point.”

Silenced
· Participants felt that they were not heard during the DRH, and could only speak in a limited slot.
· Participants also reported that they disagreed with a lot of the information they heard, but could not say so at the time.
· Being ‘silenced’ intensified feelings of injustice and powerlessness.

“I found it hard to…be quiet when things were being said about me that I didn't agree with…I felt agitated, I felt unheard, I felt like I may as well not be in the room…I felt depressed when I walked in and I felt even more depressed when I walked out.”

“My heart was ripped out…Not one of them would listen…I think their job is broken. Every single one of them, for not listening to one person, to what I'm saying…I wanted them to believe me; I needed them to believe me.”


3. [bookmark: _Toc36631716][bookmark: _Toc36632636][bookmark: _Toc47106683]‘I’m stuck here.’
Captive
· After an ‘unsuccessful’ DRH, participants seemed to become resigned to being ‘stuck’ on the ward.
· Participants did not understand what they could have done or could do in the future to get released, and some viewed DRHs as ‘pointless’ due to nothing changing afterwards.
· Due to their uncertainty about how long they might be detained and what would keep them in hospital, people became almost submissive in order to try and achieve release.

“I'm going to have to just make sure that for six months I bow down, kiss people's feet when they say I need to kiss their feet and I don't know what else I can do.”

“I shouldn’t even be here”
· Many participants believed they did not require detention as they were well, able, or not ‘unwell enough’.
· Some participants recognised that they had mental health difficulties, but did not believe that they required compulsory treatment. 
· People felt like they should not be on the ward but were unsure how to ‘escape’ following an ‘unsuccessful’ DRH.

“I feel at my lowest point now after being in a mental health hospital because I'm not mentally unwell.”


[bookmark: _Toc36632637][bookmark: _Toc47106684]Implications
Clinical staff and DRH panels may not realise the intense emotional reactions that inpatients can experience as a result of a DRH being ‘unsuccessful’. This study illustrated a journey from hope, to disappointment and turmoil, to defeat. This was made worse by both limited information about DRHs and other aspects of detention, and a perceived lack of practical support and effective communication[footnoteRef:11] around what is involved. This may create poor staff-inpatient relationships[footnoteRef:12],[footnoteRef:13],[footnoteRef:14] and deter inpatients from engaging with staff[footnoteRef:15], thereby preventing them being involved in decisions about their care[footnoteRef:16]. The data also suggested that emotional support is not provided effectively for inpatients7,[footnoteRef:17],[footnoteRef:18] in relation to feelings of being unheard, powerless, or distressed about their detention being upheld[footnoteRef:19]. Effective communication about detention and DRHs may address these issues, empower inpatients to be involved in their treatment, and help them gain a clearer understanding of what they can and cannot do to show they no longer require compulsory treatment. This knowledge may allow appropriate support to be put into place for these individuals and help improve service-users’ experience. [11:  Walsh & Boyle (2009)]  [12:  Stenhouse (2011)]  [13:  Cleary, Hunt, Horsfall & Deacon,2(012)]  [14:  Weich et al. (2012)]  [15:  Lord (2014)]  [16:  CQC (2020)]  [17:  Tierney (2008)]  [18:  Loft & Lavender (2016)]  [19:  Pandarakalam (2015)] 


[bookmark: _Toc36632638][bookmark: _Toc47106685]Recommendations
The results of this study indicated several clinical implications and areas for future research. These include:
· Focus on improving relationships and communication in order to involve inpatients in their care, including more effective provision of information around detention and DRHs to aid understanding and manage expectations.
· Consider developing an information pack about the detention process and what can happen in DRHs for patients to keep and refer back to.
· Improved psychological support provision on acute inpatient wards in line with best practice recommendations[footnoteRef:20],[footnoteRef:21]. [20:  AIMS Standards (Royal College of Psychiatrists. 2013)]  [21:  British Psychological Society. (2012)
] 

· Further research may clarify current perspectives on whose responsibility it is/should be to provide and ensure inpatients have received and understood information about detention, including DRHs and sections. This may be used to create clearer guidance for both staff and inpatients.
· Further research around clinical staff’s understanding of detention, DRHs and how to discuss these well with inpatients may indicate the need for increased staff training about these so that they can provide more effective support to detained inpatients.
[bookmark: _Toc36632639]
[bookmark: _Toc47106686]Dissemination
· This executive summary will be shared with the Care Quality Commission’s Service User Reference Panel and MHA External Advisory Group so that it can contribute to the development of a patient MHA experience tool.
· This executive summary will be made available on all the wards involved in the research for both staff and inpatients. 
· The empirical paper will be submitted to ‘Clinical Psychology & Psychotherapy’ for publication. 

[bookmark: _Toc36632640][bookmark: _Toc47106687]Limitations
· Only one participant was from a minority ethnic background, highlighting a lack of diversity in the sample. Black and minority ethnic (BME) groups are disproportionately detained under the MHA[footnoteRef:22] so it would have been useful to interview a more diverse sample. [22:  CQC (2019b)] 

· Clinicians referred participants to the study who they thought were eligible. The opportunity to participate may not have been offered to all eligible inpatients and meant that a wider spectrum of views and experiences was not represented by the findings.
· All participants had attended a Tribunal rather than a Hospital Managers Hearing. These may be experienced differently. The identified themes may have varied if experience of attending both types of DRH had been discussed and analysed. 
· The sample size was relatively small. Replication of the study with more participants may provide additional useful information. 
[bookmark: _Toc36632641]
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2. MANUSCRIPT CATEGORIES AND REQUIREMENTS
Research articles: Substantial articles making a significant theoretical or empirical contribution (submissions should be limited to a maximum of 5,500 words excluding captions and references). 
Reviews: Articles providing comprehensive reviews or meta-analyses with an emphasis on clinically relevant studies.

[bookmark: preparing]3. PREPARING THE SUBMISSION
Parts of the Manuscript
The manuscript should be submitted in separate files: title page; main text file; figures.

The text file should be presented in the following order:
1. A short informative title containing the major key words. The title should not contain abbreviations (see Wiley's best practice SEO tips);
1. A short running title of less than 40 characters;
1. The full names of the authors;
1. The author's institutional affiliations where the work was conducted, with a footnote for the author’s present address if different from where the work was conducted;
1. Conflict of Interest statement;
1. Acknowledgments;
1. Abstract, Key Practitioner Message and keywords;
1. Main text;
1. References;
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] 


Authorship
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Can be accessed here: https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf
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Interview Schedule
Semi-structured interview that will last up to one hour

Questions about the impact of attending a hearing to review acute inpatient detention

1. Can you recall what your thoughts were as you entered the room where the detention review hearing (i.e. First-tier Tribunal for Mental Health review/ Hospital Managers Hearing) was taking place?

1. Can you describe what it looked like?

1. How do you think attending the hearing affected you?

1. What was it like to be in that situation (i.e. a panel deciding whether to keep you detained or not / whether to release you or not)?

1. What was good about the experience [of attending]?

1. What did you find less helpful about the experience [of attending]?

1. What did you do / how did you feel during the hearing?

1. What did you do / how did you do just after the hearing?
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Appendix I: Thematic Analysis
Step 1: Transcription and familiarisation with the data
Step 2: Coding (Generating Initial Codes)

*(Participant requested to be ‘Participant 24’ as this was their favourite number)
	Speaking
	Transcript
	Initial Codes

	Researcher (R)
	Ok. And then you went in and they said they're going to disappoint you?
	

	Participant ‘24’* (P’24’)
	Yeah. It started from then and then I just started crying.
	Sadness
Disappointment

	R
	Right? Can you tell me a little bit more about maybe what was going on in your head or how you felt when that happened?
	

	P’24’
	I was disappointed. And I think at that point I thought, 'Why am I going through all this'... all that, I were just upset, I want to go home, I miss my family and I knew I had to come back here. I've got to be around loads of people that are unwell and I think that was the hardest bit as well. 
	Sadness
Disappointment 
Regret
I want to go home
Powerless
Pointless
Unhelpful environment

	R
	Right ok so what is it about being round more unwell people that's difficult?
	

	P’24’
	It's just hard, they hurt people a lot and I don't hurt people. I don't hurt people, I've never hurt people. So then to be around loads of people that are hurting people and especially people who know what they're doing when they're hurting people, in my opinion, it's just harder and I don't need to be on this ward anymore like I've got loads of leave like I don't need to be on here. And I think that irritates a few of the patients.
	Different to others 
I’m ok, the others aren’t


Unhelpful environment
Different to others

	R
	Yeah. So it's hard to see people hurting people: how do you think that affects you?
	

	P’24’
	Well, when they're ill, I completely understand it in a sense, but because I don't do it to other people, it's just not nice is it. There was a really nasty incident on the ward, erm... where like this girl - I think this is when it changed my opinion that I really didn't need to be on here - where a patient , it were - it were - I won't say her name, actually. Well, she's called [name], but - erm, pulled some of the staff member's hair and they couldn't get her off her, and she were kneeing her in the face and I helped, and, they got off her and everything. But I think since that day, everyone's on edge. And it's just it's just not - I've been on this ward when it's been a nice place to be where people have been settled and it's been alright and we've been able to watch films at night and now it's just like incident after incident after incident. Like where you're getting woke up at night and stuff like that so it's just not a very nice place to be. So I think that was more from the tribunal that I wouldn't be getting moved to [other ward] because there's been two beds available on [other ward] they've both gone to people in the community. So I just feel let down a lot of the time I suppose; but it's no one's fault, like I don't blame anyone, but.
	
Different to the others
Unhelpful environment 





Unhelpful environment






Let down 

	R
	Yeah, it doesn't change how you feel and doesn't make that any less valid.
	

	P’24’
	But yeah, my, probably my lasting comment throughout all of this would be I don't see the point of tribunals. I wish I'd not gone for it now.
	Pointless
Regret

	R
	What makes you wish that you hadn't?
	

	P’24’
	Because of how shit I felt afterwards.
	Sadness
Made my wellbeing worse

	R
	Can you tell me more about that?
	

	P’24’
	I just felt like hurting, not hurting myself, but there was no point to being settled. But I did feel like hurting myself, cause I did think about swallowing my e-cig, so. I just felt like completely helpless, let down, like all my hard work had gone to nothing, that I don't, I didn't really know what more I could've done to get a better outcome and it wasn't a good outcome.
	Pointless
Made my wellbeing worse
Disappointment
Unsupported
Hopeless 

	R
	Yeah. I get you, so if you feel like you did everything then you wouldn't know what else to do in the future?
	

	P’24’
	Yeah, so it was just a bit like helplessness, I suppose.
	Hopeless
Let down





Step 2 Continued: Initial codes generated



Acceptance 
Appearance 
Blaming others
Conducted well
Confusion
Could be worse
Diagnosis
Different to others
Disagreed with what was said in hearing
Disappointment
Dissatisfaction with services
Don’t know what else I could have done 
Effects on physical health 
Expecting to be released
External or Family support
Fair outcome
Familiarity is helpful
Fear of a setback
Feeling positive
Felt like it was going well
Frustration
Get on with it
Hard to hear what was said
Highlighting own strengths 
Hope
Hopeless
I did nothing wrong
I don’t need to be here
I want to go home
I’m ok, the others aren’t
I'd done everything right
Identity
If x had been different, y would have been different
Intimidating
‘Journey’
Just a formality
Lack of clarity or understanding
Lack of control
Leave
Left alone, Unsupported
Let down
Life on hold
Looking to the future
Made my wellbeing worse
Meaning to Staff
Medication
Misled
Mistrust of staff
Multiple sections
Need to be there
Negotiation
No prior warning
Not going my way
Nothing Changes
Opportunity to represent self
Others' preconceptions
Overwhelming
Play the game
Play the system
Pointless
Poor organisation
Power and Powerless
Preparation & organisation
Previous experience
Procedures
Punishment
Recognition
Reflecting on before to now
Regret
Relationships with Staff
Restriction
Sadness
Safety
Self-blame
Shock
Sort it out by self
Staff protecting themselves
Staff support
Support in the tribunal
Support Systems
Surprised by outcome
They don't know me
They don't understand me
They got it wrong
They said positive things
They want one thing, I want another
Time to come to terms
Timely decision
Trapped
Treatment by staff
Unavoidable 
Uncertainty
Uncomfortable
Unhelpful Environment
Voice not heard
Ways of managing it
Withholding information
Worries about things outside hospital
Worthless


Step 2 Continued: Refined Codes


Acceptance of needing help
Appearance
Blaming others
Coping strategies
Could be worse
Diagnosis
Disagreed with what was said in hearing
Disappointment
Dissatisfaction with services
Expecting to be released
External or Family support
Fair outcome
Familiarity is helpful
Fear of a setback
Feeling positive
Felt like it was going well
Frustration
Get on with it
Highlighting own strengths
Hope
Hopeless
I did nothing wrong
I don't need to be here
I want to go home
I’m ok, the others aren’t
If x had been different, y would have been different
Increased knowledge
Intimidating
Lack of clarity or understanding
Lack of control
Left alone, Unsupported
Let down
Life on hold
Looking to the future
Made my wellbeing worse
Medication
Misled
Mistrust of staff
Negotiation
Nothing Changes
Opportunity to represent self
Others' preconceptions
Overwhelming
Physical health 
Play the game
Pointless
Poor organisation
Poor treatment by staff
Powerless
Punishment
Reflecting on before to now
Regret
Sadness
Self-blame
Some things are private
Sort it out by self
Staff following procedures (preventing release)
Staff support
Staff were unhelpful
Support during the hearing
Timely decision
Trapped
Uncertainty
Uncomfortable
Unhelpful Environment
Voice not heard
What they said was accurate
Worries about things outside hospital
Worthless

Step 3: Searching for themes

‘Collating codes into potential themes’ (Braun & Clarke, 2006)
[image: IMG_0931]Codes were written onto index cards and laid out so that similar codes could be identified and grouped together. 

[image: ]Collections of similar codes were given a title reflecting a potential theme they demonstrated.  Themes were modified and refined, which involved rearranging codes and re-naming the developing themes.  

Step 4: Reviewing potential themes

Once codes were organised into themes that the researcher felt captured and reflected the most important features of the data, these themes were checked against the coded extracts on NVivo across both data items and the entire data set. 

[image: ] 

A thematic ‘map’ was constructed to illustrate relationships between the themes and how these reflect a broad level of meaning across the data set - an ‘analytic story’ (Braun & Clarke, 2006). Below is an example of an early draft of mapping potential themes and their relationships as these themes and their titles were refined and developed.

[image: IMG_0939]


Step 5: Defining and naming themes
Braun and Clarke (2006) advise ‘constructing a concise, punchy and informative name for each theme’ that identifies its essence.
This process included development and evolution as the researcher reviewed themes and began writing comprehensive reports of each theme.
Example of earlier theme arrangement and names
	Theme
	Understanding vs Expectations
	Negative Impact on Wellbeing
	Unsupported
	Stuck on the Ward

	Supporting codes
	Acceptance of needing help
Expecting to be released
Feeling positive
Felt like it was going well
Felt misled
Hope
Lack of clarity or understanding
Poor organisation
Staff were unhelpful
Uncertainty
	Disappointment
Frustration
Hopeless
Intimidating
Lack of control
Made my wellbeing worse
Medication
Overwhelming
Physical health
Poor treatment by staff
Powerless
Sadness
Self-blame
Unhelpful environment
Voice not heard
Worries about things outside hospital
Worthless 
	Dissatisfaction with services
Left alone, unsupported
Let down
Mistrust of staff
Sorted it out by self
	Sub-theme: Trapped

	
	
	
	
	 ‘Get on with it’
I want to go home
Life on hold
Nothing changes
‘Play the game’
Pointless
Punishment
Regret
Staff following procedures (preventing release?)
Trapped

	
	
	
	
	Sub-theme: ‘I shouldn’t even be here’

	
	
	
	
	Blaming others
Diagnosis
Disagreed with what was said in hearing
Highlighting own strengths
I did nothing wrong
I don’t need to be here
If x had been different, y would have been different
I’m ok, the others aren’t
Others’ preconceptions


Step 6: Producing the report

From Braun & Clarke (2006): 
[image: ]


[bookmark: _Toc47106698]Appendix J: Research Diary Extracts

These extracts have been copied from the researcher’s research diary that was kept to aid reflection on presuppositions about the data throughout collection and analysis so that any potential influence of these could be addressed and mitigated. 

The extracts have been edited from the original entries where necessary to maintain confidentiality and anonymity. 

03/01/2020: Data Collection
Emailed [Academic Research Supervisor] today about slow horrible recruitment and what to do. Absolutely stressed to death. I'm going to see someone next week to see if he will participate, but then have no other leads until people who are due to have hearings at the end of Jan. Starting to reflect on this: it is quite a small target population as not loads of people end up having tribunals – and also people on acute wards are generally quite unsettled so may not want to participate for all sorts of reasons – but it is very important to get the voices of marginalised individuals heard. So as stressed as I might be it is really important to keep going with recruitment and try to get my target number... Maybe instead of finishing at end of Jan I can keep going til mid-Feb? Just need to be mindful of how this might impact/delay analysis.

23/02/2020: Data Analysis
I’ve printed out the stuff from the Braun & Clarke paper on the six steps for TA… here goes nothing! [doodle of a concerned face]
Having coded and re-read the transcripts, some themes appear to be ‘emerging’. Some of these what I think I might have expected but also some that I wouldn’t probably have thought about. (Lucky the participants did.) Glad I reread the transcripts or else I might have overlooked them [candidate themes]. – BUT! Braun & Clarke are very clear that themes do not just ‘emerge’, it takes bloody hard work to develop a coherent and useful theme! Remember this when arranging the codes! 
[bookmark: _Toc47106699]Appendix K: Reflexive Statement 

I am a twenty-nine year old White British female working as a Trainee Clinical Psychologist. I completed this research as a requirement of a Doctoral Programme in Clinical Psychology. I hold an interest in giving power to those in disadvantaged positions and supporting them to have their voice heard, which influenced my epistemological position of critical realism. I therefore consider ethical issues that may contribute to the marginalisation of populations and have an interest in addressing these to improve such populations’ experiences. I recognise that my position of privilege may contrast to those of the populations I wish to support. Although it is not possible to determine the extent to which my age, appearance and professional role may have had an influence on collection, analysis and interpretation of the data in this study, I attempted to use my professional skills to build rapport to facilitate disclosure with participants during interviews, and also to mitigate any power imbalance in order to work collaboratively with this population.

I have previously worked in medium and low secure inpatient services and witnessed both challenges and positives experienced by detained inpatients. An assumption I held about the research topic from my previous professional experience was that participants may have an understanding of tribunals and Hospital Managers Hearings; however reflection helped me to recognise that experiences of people detained in a secure inpatient setting likely differ from those in acute psychiatric inpatient services due to such factors as lability of mental disturbance and familiarity with detention and associated processes. Preconceptions such as this were identified within a reflexive journal maintained during the research process to ensure that these preconceptions were not imposed upon the findings of the study. Reflection facilitated by the reflexive journal reminded me not to assume people’s previous knowledge or experiences of any of the issues discussed in the interview.

The new knowledge and understanding gained by completing this research made me realise the power of detention review hearings and the intense impact they can have on detained individuals. This was further emphasised to me by the feedback provided about Paper 3: Executive Summary by the service-user: she fed back that she could relate to the findings of the study and was glad that I was doing this study as she believed from her lived experience of ‘failing’ at Tribunals that change is needed. 

People with an interest in detention review hearings may traditionally be those with an interest in judicial systems and mental health law. My background and training in Clinical Psychology may make me more aware of and interested in the psychological impact of attending these when detention is upheld. This helped me to keep focus on the application of this research to clinical practice and consider how the responses of the eight individuals interviewed may be applied to wider systems. Therefore the research has driven me to disseminate these findings to attempt to address and improve this experience for people. I have also developed an interest in becoming a Specialist Lay Member of the Tribunal Service in order to provide a psychological perspective to proceedings. 
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[bookmark: _Toc47106703]Appendix O: Favourable Opinion of Capacity and Capability from Participating NHS Trusts

Lancashire Care NHS Foundation Trust
[image: ]Redacted
Redacted
Redacted
Redacted



Midlands Partnership NHS Foundation Trust
[image: ][image: ]Redacted
Redacted
Redacted
Redacted






North Staffordshire Combined Healthcare NHS Trust
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Redacted
Redacted
Redacted
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[bookmark: _Toc47106704]Appendix P: Research Ethics Risk Assessment and Management

Study Title: The impact of attending a hearing to review acute inpatient detention
	Identified Risks
	Likelihood
	Potential Impact/Outcome
	Risk Management/ Mitigating Factors

	Identify the risks/hazards present
	High/Medium/Low
	Who might be harmed and how?
	Evaluate the risks and decide on the precautions, e.g. Health & Safety

	Discussion of a sensitive topic in the interview has the potential to cause the participant distress
	Medium
	Psychological distress to the participant
Physical aggression or violence to the researcher 
Researcher anxiety and stress about having caused distress/ dealing with the situation 
	· Offer to end the interview
· Signpost the participant to external/internal support services e.g. advocacy, telephone support lines

	Discussion of a sensitive topic in the interview has the potential to cause distress to the researcher

	Low
	Psychological distress to the researcher
	· Seek supervision and support from other agencies 

	Data collection in an unfamiliar location with people not already known to the researcher
	Medium
	Threats of or actual violence from the inpatients
Physical or psychological harm
	· Researcher to make self known to staff and inform them of where the interview will take place
· Allow extra time to familiarise participants with research 
· Allow extra time for researcher to familiarise self with the environments (e.g. emergency exits, safety alarms)
· Follow personal safety and security procedures of the ward

	Slips and falls




	Low
	Physical or psychological harm
	· Researcher to remain aware of environment and any obstacles or domestic activities that may increase this risk

	Altercations with participants or ward staff

	Low
	Physical violence
Threats
Aggression
Barriers to further research being conducted on the ward
	· Researcher to make self known to staff and explain why they are there
· Researcher to be mindful to conduct herself in a way that is unlikely to interfere with smooth running of the ward
· Researcher to report back any significant information to ward staff (in line with participant confidentiality) 


	Travel risks to location of research project, such as road/rail accident or physical assault

	Low/Medium
	Physical injury to the researcher
Psychological harm to the researcher
	· Remain aware of options for mode of travel and any incidents on the route
· Remain aware of physical environment
· Remain aware of health and safety policies of the research location, e.g. emergency exits

	Research participant in danger of harm to self or others
	Low/Medium
	Immediate or urgent response may be required from care providers or emergency services
	· Ensure all verbal and written information about research indicates possible researcher response to indication of danger to self or others




[bookmark: _Toc47106705]Appendix Q: Distress Management Protocol

In the event of any distress, it was devised that the researcher would offer to cease the interview and provide reassurance to manage the distress. 

The researcher and supervisors’ contact details were provided on the PIS, as well as contact details of support services such as the Samaritans and Mind, in case the participant wanted further support afterwards. 

Independent Mental Health Advocates (IMHAs) at all study sites were contacted during study set-up so that the researcher could direct participants to advocacy services should they wish to seek this support. 

There was also the option that the researcher could follow up with a telephone call in the two days following the interview to check on the participant’s welfare should this be deemed necessary and appropriate by the participant, clinicians, researcher and study supervisors.
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This will be done by
taking partin an
interview thatwill lastup
to one hour. This

We would like to talk to you if you
What is it? have been to a meeting to review
your detention on an acute mental
health inpatient ward. including the
one you are on at the moment.

interview will be audio-

You are being invited to
recorded.

take part in a research
study.

This meeting might have been a
Before you decide whether Tribunal or a Hospital Managers’
to take part, it is important Hearing.
that you understand why
the research is being done We hope this can help us

and what it will involve. understand more about

4 4 what going to one of these
Please take time to read - meetings is like from your
the following information I perspective.
carefully. )

‘We can go over it in more R
detail if you wish, and you ‘We would like to learn about your ~ ‘?
can also discuss it with experience of going to this

others if you would like to. meeting, and how you feel it This might help us

affected you. identify ways to improve

them in the future!
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‘detention (First Tir Triunal for Mental Health or Managers Hearing)

Youare being inviedto take partina researchstucy. Beforeyou decide wheher totake.
paritis impotant thatyou un derstand why the researchis being done and what it will
involve. Please take time oread he folowing information carefull. We can go over tin
more detailwhenwe meet ifyouwish, and you can also discuss it with others if you
would liketo. Please askif thereis anythingthat is notclearor if here is anyihing that
youwould like more information about.

Wnyis the study being done?
“This study aimsto find out more aboutwhatitwas ke romthe perspective of  person
detainedonthewardwhentheyaftendeda hearingto reviewther detenton, such as &
FirstTier Trbunalfor MentalHealth or a Managers Hearing. We are interested in the.
impacttheyfeel thishad onthem. The study is beingcarried out by a Trainee Clinical
Psychologist at Staffordshire University for their doctorate qualfication.

Who will b taking part?
Weare hopingfor 8-14 peopie whoare detained on an acute inpatient ward under a
Mental Health Act section2 or 3, and have remained detained ftr atending a hearing
toreview detertion to take partinthisstudy. Partiipants need to be age 18 years or
over. There is no upper age limit All parcipants need to be able fo speak and
understandEnglishto a suffidentleveltotake partin aninterview, and will nesd 1o be.
willing to be audio-recorded.

Why have | been asked to take part?
Weare invitingyoutotake part because you area service user who s detained, have.
beento a TribunalorManagers Hearing, andis curenty recaiving acute mental health
inpatient care. We would value you sharing your experiences of having attended a
hearingto reviewdetenion We hope your responses can help us understand more.
‘about what it s like from your perspeciive.

5125 2412312212120 119 1181171161 15114113 12 111111019 181716+ 151413

checkthatyou are aged 18 or over, can speak andunderstand Englsh, have atendeda.
hearingto reviewyour detenton, and are wilingto be intenviewed and have this audio
recorded. Theinteniew wil be about your experences of havingatiended a hearing to
reviewyour defention,such s the First Tier Tribunal for Mental Health or Managers
Hearing, andihe interviewwillbe audiorecorded. This wiltake up to one hour and you
may take breaks during this time if you wish.

What will happen if | don't want to carry on with the study?
Participants canwithdawfromthe studyat any time without giving a reason, and this
willnotaffectany of the treatment youusuallyreceive orthe standard of your care. You
‘can requestforyour datato thewthcrawn rom the study up untithe poittis analysed
(approximatey one monthfollowing the interview). This data will then be destroyed.

What are the good things and bad things about taking part?
“This projectis unlikelyto have any direct beneft to you, but it will help us find out the.
impactthat attending one of hese hearings had onyou. Thiswillhelpus to understand
theimpactfrom the perspectve of someone ke youwho has experencedone of these
hearings, so we can learn from this.

We do not expect any disadvantages, but it is possible that talking about your
experiences may cavse some distress. We will check with you if you have any
‘concems. You can contactthe researcher s supervisor (detals below) or speakwith you
clinical team if you feel in need of support

Other service organisations you may find it helpful to contact include:
Rethink (telephone 0300 5000 297)

‘Sane (telephone 0300 304 7000)

‘Samaritans (telephone 116 123)

What do | do if something goes wrong?
1fyouhave a compaint or any concems you woud ke to discuss,thenyou can contact

Harm
In the eventthat something does gowrong andyou are harmed duringthe research, you
may have grounds for a legal actonfor compensation aganst Stafordshire University
‘andthe NHS. You may have o pay your ega costs. The nomial National Healf Service
‘complaints mechanisms will sl be available to you.

Will my taking part be confidential?
Staffordshire University i the sponsorforthis study basedinthe United Kingdom. We.
willbe usinginformationomyoun order to undertake this study and willact as the.
data controlrforthisstudy. This means thatwe are responsbl fo looking after your
informationand usingit property. Noidentfiable information relatingto yourpartiGpation
in the study will be kept at the [Lancashire Care NHS Foundation TrusUNorth
‘Staflordshire Healihcare Combined Midlands Parinership NHS Trusg site followingyour
participation. Al icentifiablenformation il be removed from the NHS site and vl be:
Stored securely at Staffordshire University. Staffordshire University will keep
identfiableinformation about you for 12 months years afer the study has finished.

Yourrightsto access, change of move your information are limited, as we need to
manage yourinformatoninspecficways in order for the research {0 be reliable and
‘accurate. fyou withdraw from the stucy, we ill keeptheinformationabout you that we.
have already obtained Tosafequardyourrighs, wewilluse the minimum personally-
identifiable information possibie.

Youcan find out more about how we use yourinformationby contacting Penny Foster
(contact details below).

Stafordshire Uriversity wil use your name and cortactdetailsto cortact you about the.
researchstucy, andmake sure thatrelevantinormation aboutthestudy is recorded for
your care, and to oversee the quality ofthe study. Individuals from Staffordshire.
‘University andreguitory organisations may look atyourmedical and esearch records
to check the accuracy of the research study. [Lancashire Care NHS Foundation
TrustNorth Stafordshire Healthcare Combined! Midiands Partnership NHS Trust] wil

= NES Trost

- Lo 2

= pant Information Sheet What will it involve for me?

I Ifyouagree o take part the researcher ill visit you on the ward to interview you. ‘Otherwiseyou canmake a complaithrough the Trusts complaint procedure. Your
- itle: Beforethishearingthe researcherwil cortadtyou o yourcare team (staffon the ward) ‘advocate or a member of saff on the ward will be able to support you wth this
2 Study Title: The impact of attending a hearing to review acute inpatient [l st sotht st

I Susan Leawin Orfebeces Huton pass hese sl Stardiee Unwertyacngwahinsirormaton cllectd rom
ave part? ‘Staffordshire University The Sutheriand Centre ‘you. The only people at Staffordshire University who will have access toinformationthat
Itis completely upto you whetheryouwoudliketo take partornat. Ifyoudo decide to ‘ScienceCentre Room 206 Belgrave Road identifies youwill be people whoneedto cortactyou for any reason related the study
sk partyouil e gven  copy o i information sheet and be sked to sign & SSlencece ] \dentfes 1o pecpehoneedlocotctyoutor any resson e e sty
consentform. Ifyoudecidenat to take part, thiswillnot affect any of the treatment you ‘Stoke-on-Trent ‘Staffordshire. ‘collection process. The people who analyse the information will not be able to identify M
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orcanee Vau and wl ot e bl o i ot your name r conact et :
Saroras Ttz
Tiotmeazearra °
: . ¥
Page: 10f 5 | Words: 2,004 | <35 | IEFE +)

16:18 D

ﬂ O Type here to search 0

03/01/2020




image9.png
11 you sgrs t take pan i th sty any information you gve e rsearcher il be
ket sty confidental. We wil conorn to the General Data Prtectn Ragulstion
2918) wih respect to data colectn, stoage and destuction. Your rame wil not
2ppear on any o the forms. and you wil be ssigned 2 study numbes instead. Your
personal dtais il besiord ssparately 0 your stuy ata 3nd 31 nformaton colecied
25 pan o the sty wil be on gasswerd prtected fslcomputers o kept n 8 locked
abimet i & secure room st Stafordsnis Unersty.

iny informaton you g o the reseacher wil no be shared wthout your consent
nlss the eseatcher fsks hatsler yoursel or cthrs ae kel o be Ramd. Ifyou
8316115 sboutany malpractoaorham1o youseffor anyona &6e, then we would
b required t follow the Trust ‘whistieblowing’ polcy in order o report these
concams in order to protect you and others. I the ever tht you G discose
Somathing tha we needed 101k t someone e abou, 5uch 25 you care eam, we
wouki hiays ty 1o scuss this wih you fst.

e il sk fo your consent 1o aui record th tenvew. I you do ot wish fobe
recorded we cannot ienvien you 25 wa naed o make sure that he researchars can
‘ccuratly record what s2ch parson has s34 Ths makes 1 possie 1o fd common
xperencas betusn parepants, Thess recorings i 58 stored snonymousy snd
secursly.Folowing the iterview, audo ecordings wil be typed up and all personal
information that might denfy you wil b removed. Al typng wil b caried o by he
researer

T storage of resssrsh dats (mtenview transorpts) wi comply wih Sisforishe
Universys Research Data Managemant Pocy: & wil b peserved and scoessie for
10 yaars ate competion o the study. Ao recorings wilbe delted onc thy have
en transcribed and anonymised. Al personaly Kenifiable data (such 25 normad
onsent foms) i e reanas for 12 months st study & compRies ser whih
e 2wl be destoyed using paper shreddrs.

s study i 2 student rect being supenised by induas &t both Siforishie
Universy and as0 North Saffordshi Combinad Heatheare NHS Tust. Tharelora:
ndivibials from Staflordshie Univrsty, the NHS Trst o reqltory auhories may
e t ok a th datacoleted fortis sty 1o make sur the project 5 being cared
out 25 lannad.Tis may invoie looking a enfabe data, but a idviduas invoved
n monkorng th sty wil ave 3 stt duy of confidentaty 10 you 2 3 research
paticgant.

What will happen to the resuts of the research study?
11 hoped tha th findings from this sty wil e to mprovethe dsvery of mental
heatih senioss. Tha resus may be pubished in 3 sceific foumal. Some diect
Quotesfom your discussion wih th reseacher may appear i (hese resuls: these wil




image10.png
a1 5o anonymous, however athough Wentfiabe iformation il be removed fom
auotes anonymity cannt be bsoltey quaranised.

Who is organising and funding the research?
s sty  pr of 2 prfessionsl ranng quslfsaton, fundsd by the NHS. Al esearch
Sttt working on the prject 3 employed by Safordshie Universty or the NHS.

Wha has reviewed this study?
A1 resaarch in he NHS s Koked at by an independent group of peope caled 2
Research Etrics Commitee, to prosact yoursafty. rghs, welbeig and gy, This
study has besn revsusd and given approra by ihe £t of Engand Essex Resesrch
Eitics Commitee. 1t has alio been subect o scienfic review by Siflorishice
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Wihat happens now?
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The impact of attending a hearing to
review acute inpatient detention
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-Are you here on a Mental Health Act Section 2 or 3?

-Have you been to a Tribunal or Hospital Managers Meeting to
discuss your detention on an acute inpatient ward?

Would you be willing to take part in an audio-recorded
interview (up to 1 hour) to tell us about this?

Then we would like to hear from you!

We would like to learn about your
experience of going to this meeting, and
how you feel it affected you.

‘This might help us identify ways to improve them in the future!

Ifyou would like to take part, please let me or your staff
team know!

Penny Foster - 07565 058655
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Table 1: Phases of Thematic Analysis

Phase

Description of the process

1. Familiarising yourself with your data:

Transcribing data (if necessary), reading and re-
reading the data, noting down initial ideas.

2. Generating initial codes:

Coding interesting features of the data in a
systematic fashion across the entire data set,
collating data relevant to each code.

3. Searching for themes:

Collating codes into potential themes, gathering all

data relevant to each potential theme.

4. Reviewing themes:

Checking in the themes work in relation to the coded
extracts (Level 1) and the entire data set (Level 2),
generating a thematic ‘map’ of the analysis.

5. Defining and naming themes:

Ongoing analysis to refine the specifics of each
theme, and the overall story the analysis tells;
generating clear definitions and names for each
theme.

6. Producing the report:

The final opportunity for analysis. Selection of vivid,
compelling extract examples, final analysis of
selected extracts, relating back of the analysis to the
research question and literature, producing a

scholarly report of the analysis.
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INDEPENDENT PEER REVIEW APPROVAL FEEDBACK

Researcher Name  Penny Foster

Tt of Study “The impact of attending a hearing to review acute inpatient
detention

AwardPathway  DCinPsy
Status of approval:  Approved

‘Thank you for forwarding the amendments requested by the Independent Peer Review
Panel (IPR)

Action now needed:
‘You must now apply through the Integrated Research Applications System (IRAS) for
approval to conduct your study. You must not commence the study without this second

approval. Please note that for the purposes of the IRAS form, the university sponsor is.
Professor Nachi Chockalingam, N.Chockalingam@staffs ac uk

Please foward a copy of the letier you receive fom the IRAS process to
ethics@staffs ac uk as soon as possible after you have received approval.

Once you have received approval you can commence your study. You should be sure to
do 50 in consultation with your supervisor.

‘You shouid note that any divergence from the approved procedures and research method
wil invalidate any insurance and liabilty cover from the University. You shouid, therefore,
nolify the Panel of any signficant divergence from this approved proposal

When your study is complete, please send the IPR coordinator (Dr Peter Kevern) an end
of study report. A template can be found on the ethics BlackBoard site.

Comments for your consideration: None

WMl

Signed: Dr Peter Kevem Date: 3.4.19
University IPR coordinator
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Research Ethics Committee at which it was reviewed. Stephanie Eltis

Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified below.

Cond

ns of the favourable opinion

‘The REC favourable opinion is subject to the following conditions being met prior to the start of
the study.

Confimation of Capacity and Capabilty (in England. Northern Ireland and Wales) or NHS
management permission (in Scotiand) should be sought from all NHS organisations involved in
the study in accordance with NHS research goverance arrangements_Each NHS organisation
must confirm through the signing of agreements and/or other documents that it has given
permission for the research to proceed (except where explicily specified otherwise).

‘Guidance on applying for HRA and HCRW Approval (England and Wales)/ NHS permission for
research is available in the Integrated Research Application System.

For non-NHS sites, site management permission should be obtained in accordance with the
procedures of the relevant host organisation.

Sponsors are not required to notify the Committee of management permissions from host
organisations

Registration of Clinical Trials

Itis a condition of the REC favourable opinion that all clinical trals are registered on a publicly
‘accessible database. For this purpose, clinical trials are defined as the first four project
categories in IRAS project fiter question 2. For_clinical trals of investigational medicina! products
(CTIMPs), other than adult phase | trials, registration is  legal requirement

Registration should take place as early as possible and within six weeks of recruiting the first
research participant at the latest. Failure to register is a breach of these approval conditions,
unless a deferral has been agreed by or on behalf of the Research Ethics Committee ( see here
for more information on requesting a deferral

hitps://www hra.nhs uk/planning-and-improving-research/research-planning/research-registration-rese

As set outin the UK Policy Framework, research sponsors are responsible for making
information about research publicly available before it starts e g. by registering the research
project on a publicly accessible register. Further guidance on registration is available at
hitps://www hra.nhs uk/planning -and-improving-research/research-planningtransparency-responsibilit

est

You should notify the REC of the registration details. We will audit these as part of the annual
progress reporting process.
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Itis the responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its ble).

After et

al review: Reporting requirements

‘The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including

Notifying substantial amendments
Adding new sites and investigators

Notifcation of serious breaches of the protocol

Progress and safety reports

Notifying the end of the study, including early termination of the study
Final report

‘The latest guidance on these topics can be found at

Ethical review of research sites
NHS/HSC sites

‘The favourable opinion applies to all NHS/HSC sites listed in the application subject to
‘confirmation of Capacity and Capabilty (in England, Northe reland and Wales) or
management permission (in Scotland) being obtained from the NHS/HSC R&D office prior to the
start of the study (see “Condtions of the favourable opinion” below)

Non-NHS/HSC sites

1:am pleased to confirm that the favourable opinion applies to any non-NHS/HSG sites listed in
the application, subject to site management permission being obtained prior to the start of the
study at the site

Approved documents

‘The final lst of documents reviewed and approved by the Committee is as follows:

|[Document |Version__|ate
[Copies of advertisement malerials for research paricipans [ [17 December 2018
[Participant Information Leaflet]

|Copies of advertisement malerials for research paricipants i [17 December 2018

[information Poster for Wards]

| Evidence of Sponsor insurance or indemnity (non NHS Sponsors [04 April 2019
|only) [indemnity Certificate]
Interview schedules or topic guides for participants [Interview [2 (01 July 2019
|Schedule v2]
IRAS Application Form [IRAS_Form_10052019] 10 May 2019
IRAS Application Form [IRAS_Form_10072019] 10 July 2019
|Letter from sponsor [Sponsor Approval] i [03 April 2019
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[Other {Email re sponsor contact]
[Other (Risk Assessment] i [08 October 2018
[Other {Further Info requested following Inftal Assessment] i [05 July 2018
[Partcipant consent form [Consent Form v2] 2 [02 July 2018
[Participant informaton sheet (PIS) [Participant Information Sheet |2 [02 July 2078
= ‘protocol o project proposal [Project Proposal] i [03 April 2018
[Summary CV for Chief investigator (C1) [CT Summary CV] i [o4 January 2018
[Summary CV for student [Penny Foster Research CV] i [o4 January 2018
[Summary CV for supenvisor (stuent research) [CI Summary CVI _[1 [04 January 2018
[Summary, synopsis or diagram (flowchart) of protocol in fon i [04 October 2018
technical language [Summary Diagram: Flowchar

Statement of compliance

‘The Comittee is constituted in accordance with the Governance Amangements for Research
Ethics Committees and complies fully with the Standard Operating Procedures for Research
Ethics Comittees in the UK

User Feedback
‘The Health Research Authority is continually striving to provide a high quality service to all
‘applicants and sponsors. You are invited to give your view of the service you have received and
the application procedure. If you wish to make your views known please use the feedback form
available on the HRA website:

HRA Learning

We are pleased to welcome researchers and research staff to our HRA Leaming Events and
online learning opportunities— see details at

TO/EEN202 Please quote this number on all correspondence

With the Committee’s best wishes for the success of this project

Yours sincerely

el

Stephanie Ellis
Chair

Email:NRESComnittee. EastofEngland-Essex@nhs.net

Enclosures “After ethical review — guidance for researchers”
Copy to: Nachiappan Chockalingam (Professor). Staffordshire University
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Senor Lecurer i Paychocay oot
‘Staffordshire University S
Soence Cente Room 206
Loek Roas, Sicke-onTrent
Strorinre
sta20e
26 July 2019
Dear s Lacwin
RoprovalLster
‘Study title: A thematic analysis of the impact of attending a hearing
to review detention of people who remain detained on
an acut el health patient ward
RAS projectiD: 250351
Protocol umber: ot appicable
REC reference:  1OEE202
Sponsor Stffordshire University

1:am pleased to confim that HRA and Health and Care Research Wales (HCRW) Approval
has been given for the above referenced study, on the basis described in the application form,
protocol, supporting documentation and any clarifcations received. You shouid not expectto.
receive anything further relating to this appiication.

Please now work with participating NHS organisations to confim capacity and capabilty, in

ine with the insiructions provided in the “Information to support study set up’ section towards
ihe end of this letter

How should | work with participating NHSHSC organisations in Northern Ireland and
Scotland?

HRA and HCRW Approval does not apply to NHSIHSC organisations within Northen Ireland
and Scotiand.

fyou indicated in your IRAS form that you do have participating organisations in either of
these devoived administrations, the final document st and the study wide govermance report
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(including this letter) have been sent to the coordinating centre of each participating nation
‘The relevant national coordinating function/s will contact you as appropriate.

Please see IRAS Help for information on working with NHS/HSC organisations in Northem
Irefand and Scotiand.

How should | work with participating non-NHS organisations?
HRA and HCRW Approval does not apply to non-NHS organisations. You should work with
‘your non-NHS organisations to obtain local agreement in accordance with their procedures.

What are my notification responsibilities during the study?

‘The document “After Ethical Review — guidance for sponsors and investigators”, issued with
your REC favourable opinion, gives detalled guidance on reporting expectations for studies,
including:

 Registration of research

 Notifying amendments

= Notifying the end of the study
‘The HRA website also provides guidance on these topics, and is updated in the light of
changes in reporting expectations or procedures.

Who should | contact for further information?

Please do not hesitate to contact me for assistance with this application. My contact details
are below.

‘Your IRAS project ID is 259351. Please quote this on all correspondence.

‘Yours sincerely,

Pl

Helen Poole
Approvals Specialist

Emailhra approval@nhs.net
Copyto:  Nachiappan Chockalingam (Professor), Staffordshire University
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List of Documents

‘The final document set assessed and approved by HRA and HCRW Approval s listed below.

Document Version __|pate
[Copies of advertsement materials for research pariiipans. g [17 December 2018
[Participant Information Leafiet

[Copies of advertisement materials for research pariicipans. g [17 December 2018
[information Poster for Wards]

[Evidence of Sponsor insurancs of indemnity (non NHS Sponsors [0 Apri 2018

lonly) indemnity Certicate]

[FRA Schedule of Events.

[terview schedules o topic guides for partcipants [Interview a (07 Juy 2018
|Schedule v2]

[RAS Application Form [IRAS_Form_10072015] [10 Juiy 2078
[Letir from sponsor [Sponsor Approvall g [03 Apri 2018
[Organisation Informaton Document [Organisation Information [24 June 2018

[Document Tempiate - Not Locaiised]

[Other [Risk Assessment] g [08 October 2018
[Other [Further Info requested following Inital Assessment] g [05 Juy 2018
[Partcipant consent form [Consent Form v2] 2 [02 Juy 2018
[Partcipant information sheet (PIS) g [22 Juy 2018
[Research protocol or project proposal [Study Protocol -minor |2 [24 Juy 2018
llarfication adde]

[Response to Request for Further Information [Assessment Queries [22 Juy 2018
IResponse

Simmans G o Rt i 0 T Sy € i sy 2078
[Summary CV for student [Penny Foster Research OV g [04 January 2015
[Summary CV for supervior (student ressarch) [C1 Summary CVI |1 [04 January 2018
[Summary. synopss or diagram (Towehai) of protocol i nion g [04 October 2018,

liechnicallanguage (Summary Diagram: Flowehart)
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IRAS project D | 255351

Information to support study set up

‘The below provides all parties with information to support the arranging and confirming of capacity and capability with participating NHS
organisations in England and Wales. This is intended to be an accurate reflection of the study at the time of issue of this letter.

Types of Expectations related to | Agreement to be | Funding Oversight | HR Good Practice Resource Pack
participating | confirmation of used arrangements | expectations | expectations.
NHS capacity and capability
organisation
Al sites will Research activities A statement of No study A Principal No Honorary Research Contracts,
perform the should not commence at | activities has been | funding will be. | Investigator | Letters of Access or pre-engagement
same fesearch | partcpating NHS submitedanatne | PIOVIE 10 | stoud e dl:e:l:syge J’i"n‘é""‘r" for plmnml st
ies Engla sites as per e participating
eretore there s | oo ::':r":, “gand o ectne "‘:d the statement m’;rsm organisations. Where arrangements are
only one site J confimation of requesting ar of activities not already in place, research staff not
type. formal does not expect employed by the NHS host organisation
capacity and capability | any other site undertaking any of the research activities.
to deliver the study. agreement to be listed in the research application would
used be expected to obtain a Letter of Access
based on standard DBS checks and
occupational health clearance.

Other information to aid study set-up and delivery

This details any other information that may be helpful to sponsors and participating NHS organisations in England and Wales in study set-up.

‘The applicant has indicated that they do not intend to apply for inclusion on the NIHRCRN Portfolio.
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Foster Penny (RLY) NSCHT

Lowe Beverley (LCFT) <Beverley.Lowe @lancashirecare.ahs.uk>
30 August 2019 0834
Foster Penny (RLY) NSCHT 024114n@studentstaffs acuk
susan edwith @staffs.ac.uk: nchockalingam @staffs.ac.uk; Capsick Mark (LCFT);
Moretta Russell (LCFT); Ten-Cate Hein (LCFT), Bioby Chrs (LCFT) Taylor Joanne
(LCFT) Wojnarowski Caroline (LCFT); Bicwel Polly (LCFT); Davies Rebecca (LCFT);
Paimer Karen (LCFT)

Subject: HEXTERNAL** IRAS 259351 - Confirnation of Capacity and Capability at
Lancashire Care NHS Foundation Trust

Attachments: 259351 OUTLINE_24.06.2015_01D_NonCommercial v1_0.doox; Capaclty and
‘capabilty appendixdocx

Dear Miss Penny Foster,

RE:IRAS 259351, Confirmation of Capacity and Capability at Lancashire Care NHS Foundation Trust

Full tudy Title: A thematic analysis of the impact of attending a hearing to review detention of people who
remain detained on an acute mental health inpatient ward

“This email confirms that Lancashire Care NHS Foundation Trust has the capacity and capability to deliver the above
referenced study. Please find attached the agreed Organisation Information Document (OID) as confirmation.

‘We agree to startthisstudy on Friday 30” August 2015, as previously discussed.

In addition to the conditions set out in the HRA approval letter, we ask you to review the appendixas part of
‘conducting research in Lancashire Care NHS Foundation Trust

Fyou wish to discuss further, please do not hesitate to contact me.

Kand regards

Y

Andrew Pennington
Associate Director of R&D
Lancashire Care NHS Foundation Trust
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RE: IRAS 259351 - Confirmation of Capacity and Capability at MPFT

Grocott Chantel-Lea (RRE) MPFT <Chantel-Lea Grocott@mpft.nhs.uk>
Tue 03/09/2019 2013

To: FOSTER penny <0241 14n@student st acuk>
Ce Davi Frances (RRE) MPFT <Frances Daviss@mphs.uk>: Glaves Liz (RRE) MPFT <Liz Glaves@mpfinhs k>

D 2 atiachments (2 M3)
‘OUTLINE 24 06 2010 Organisation_Information_ Document NenCommercalv1_0.__docx LOA Foster P Signed pdf.

Dear Penny,
RE: IRAS 259351 - Confirmation of Capacity and Capability at MPFT

Full Study Title: A thematic analysis of the impact of attending a hearing to review
detention of people who remain detained on an acute mental health inpatient ward

On behalf of Ruth Lambley-Burke (Head of R&l), this email confirms that Midiands
Partnership NHS Foundation Trust has the capacity and capability to deliver the above
referenced study:; please find the agreed Organisation Information Document attached as
confirmation.

I you wish to discuss further, please do not hesitate to contact me; good luck with your
study.

Kind Regards
Tily

Chantellea Grocott
Research and Innovation Governance Administrator

Midiands Partnership NHS Foundation Trust
Research and Innovation Department, Block 7
St George's Hospital, Corporation Street
Stafford, ST16 3AG

01785 783180
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Capabilty at North Staffordshire Combined Healthcare NS Trust

Attachments: 'NSCH OID Final 05.08.2019.pf
Dear Penny
NS Confirmation of Capacity and Capability at North Staffordshire Combined Healthcare NHS Trust

Short Title: The impact of attending a hearing to review acute inpatient
detention
IRAS ID.: 259351
incipal Investigator: | Penny Foster
REDID: CHCo179/RS

“This email confirms that North Staffordshire Combined Healthcare NHS Trust has the capacity and capability to
eliver the above referenced study. Please find attached our agreed Organisation Information Document as
confirmation.

‘We agree to start this study on 2 date to be agreed when you as Sponsor give the green light to begin

NHS Confirmation of Capacity and Capabiliy for the above research has been granted on the basis described in the
HRA 2pproval application. The documents received are:

Document Version | Date
Participant Information Sheet 3 22/07/2019
Participant Consent Form 2 02/07/2019
Protocal 2 24/07/2019
Participant Information Leaflet 1 17/12/2018
Information Poster for Wards 1 17/12/2018
Interview Schedule 2 01/07/2018
‘Summary Diagram — Flowchart 1 04/10/2018
Risk Assessment 1 08/10/2018

For further information regarding how to notify us of any amendments to the study please refer to the

£ you wish to discuss this further, please do not hesitate to contact me.
Kind regards
Louise Alston
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