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Abstract
Background:Exi sting research has identifi dQQYP)ri sks to

connections to their friends, family and education during periods of inpatient mental health
care. However, to date there is a dearth of research on what interventions and processes

support CYP to maintain these connections.

Aim: To explore the interventions and processes that promote or hinder children and young
peopleds connections to their education, friends

hospital for mental health care.

Method: Case study methodology was used involving the generation of qualitative and
guantitative data in a single CAMHS inpatient unit. Three outcome measures relating to
mental health, friends, family and education were completed by adolescents admitted to
hospital for care and treatment of their mental ill-health (n=26). A subset of children and
young people (n=9), their caregivers (n=6) and health, social and education practitioners
(n=11) were interviewed, multidisciplinary team (MDT) meetings were observed, and policy

and procedure documents were examined.

Results: Demographic data were collected and results from three questionnaires indicate

participants were in the abnormal banding for the total difficulties score on the Strengths and

Difficulties Questionnaire (SDQ). Participants scored highest on the global scale and trust

and communication subscales in relation to mothers in the Inventory of Parent and Peer
Attachment-Revised (IPPA-R). Highest scores were recorded on the behavioural and

emotional engagement subscales of parts A and B of the Student School Engagement

Survey (SSES). Thematic analysis of interviews (n=26), observations and documentary

analysis of policy and procedure documents identified fivet hemes: & Remote connec
friends and familyod, 6Physical connections to fr

on familiesd and 6Connections to educationbo.



Conclusion: The study highlights significant barriers to children and young people
maintaining connections to their friends, family and education during periods of inpatient
mental health care. It identifies candidate interventions to help children and young people

maintain these connections.
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Chapter one i Background

1.1 Introduction
This thesis is about the connections children and young people (CYP) make to

friends, family and education during periods of admission to hospital for care and

treatment of their mental health.

Throughoutthet hesi s, the abbreviati onzhildrénvaRd wi | | b
young peopleda n ahildband young persond This abbreviation will be used

interchangeably with other terms found in the literature involving the mental health

care of CYP s uc hrefarstoindaidual$ aged d leton 18 andl

incorporates young people who were under the care of the Local Authority (LA).
Furthermore, the term O6caregiver o6 wild./l be wus
aunties and uncles, foster carers, and legal guardians and will be used

interchangeably throughout the thesis.

1.2 Mental health difficulties in CYP
There is growing concern over the prevalence of mental health difficulties in CYP

which has become a significant public health priority. Global estimates suggest that
one in seven 10 to 19-year-olds experience a mental health disorder, accounting for
13% of the global burden of disease within this age group (World Health
Organisation (WHO), 2021). A previous US study found that rates of mental health
disorders was 12% for CYP aged 11 to 16, with an increase of 20-39% in the rates
for those aged 16-24 (Kessler et al, 2005). This study established that half of all
lifetime cases of mental health disorders start by the age of 14 and three quarters

were by the age of 24 (Kessler et al, 2005).

Until recently there was a dearth of research in up-to-date prevalence figures of
mental health difficulties in CYP in the United Kingdom (UK). The first major survey
of mental health difficulties was conducted on behalf of the Office for National
Statistics (ONS) in 2004 (Green et al, 2005). This systematic survey of the mental
health difficulties in CYP aged between five and 16 estimated that one in 10 CYP
had a diagnosable mental health problem. In recent years the rates have increased,
with a survey conducted in 2017 reporting that one in eight 5 to 19-year-olds had a
mental health disorder (NHS Digital, 2018). When this survey was followed up in
2021, it concluded that the rate of mental health disorders in CYP aged 5 to 16 had



strikingly increased, to a rate of one in six (NHS Digital, 2021). It is thought that a
contributing factor to this sharp increase is the impact of the global coronavirus
pandemic on adolescent mental health (Department for Education) (DfE), 2022).

1.3 Child and Adolescent Mental Health Services (CAMHS) in the United
Kingdom
The provision of mental health services for CYP in the UK is predominantly delivered

through National Health Service (NHS) Child and Adolescent Mental Health Services
(CAMHS). CAMHS is planned, commissioned, and delivered through a four-tiered
model of service delivery first adopted in the NHS Health Advisory Service (HAS)
report6 Toget her ini®5 (BlidSaHealttd Advisory Service, 1995). Whilst
developed almost three decades ago, the four-tiered model remains the preferred
framework to commission, manage and deliver mental health services for CYP with
mental health problems (McDougall and Cotgrove, 2014). A diagram providing a
brief overview of the four tiers can be found below in Figure 1.1 7 The CAMHS four-

tiered framework.

Generoily services for the smoil number of
children and young peopie who are deemed to
be at greatest risk (of rapidly declining mental
heaith or serious seif-harm)ond/or who require
o period of intensive input for the purposes of
assessment and treatment.

Usually multi-gisciplinary teams or senvices
working in o community mentol heaith
setting or @ child and adolescent psychiatry
outpatient service, providing a service for
children and young peopie with more severe,
compiex and persistent disorders.

Offer consuitation to fomilies and
other practitioners. Identify severe
or compiex needs requiring more
speciolist intervention, assessment
(which may lead to treatment at a
different tier), and troining to
proctitioners ot Tier 1. Tend to be
CAMHMS specialists working in teams
in community and primary care
settings.

Offer generai odvice ond treatment
forless severe probiems.
Contributing towards mentai health
promaotion, identifying probiems
early in the child’s development and
refer to more specialist services.

Figure 1.1 7 CAMHS four-tiered framework (Department of Health, 2017)



Tier 1: at the first tier CAMHS are provided by professionals in primary, universal or
front-line services. This consists of general practitioners (GPs), health visitors,
school nurses, teachers and social workers. Although the focus of these
professionalsétraining is not primarily mental health, they should have basic
knowledge of difficulties such as self-harm (McDougall and Cotgrove, 2014) and are
able to refer CYP to primary care or more specialist services.

Tier 2: second tier CAMHS are provided by mental health professionals with
expertise and specialist training in the mental health of CYP. Their role is to provide
assessment and treatment for CYP with less severe mental health problems that
have not responded to tier 1 interventions, although they do not require more
specialist interventions from tier 3 or 4 services. Another key role of professionals at
this tier is to provide support and training to professionals in Tier 1 services.

Tier 3: CAMHS at the third tier involve dedicated multidisciplinary teams (MDT)
located at a community mental health team (CMHT). Professionals within these
services such as psychiatrists, psychologists, nurses, social workers and a variety of
therapists, provide comprehensive assessment and treatment of CYP with more
severe and complex mental health issues. This may involve the offering of a range of

both pharmacological and psychological interventions.

Tier 4: tier 4 CAMHS are reserved for highly specialised services such as inpatient
units, day units and intensive community services. They are required for CYP who
have the most severe and complex problems or are experiencing a rapid
deterioration in their mental health. The severity of these difficulties cannot be
managed by tier 3 CAMHS at home or in a social care placement and therefore
require an intense period of assessment and treatment of their mental health
(Cotgrove and Northover, 2021). Tier 4 services may also include other specialist
services such as eating disorder services, forensic CAMHS and residential facilities

provided by organisations outside of the NHS.

1.4 Tier 4 inpatient units
Inpatient units are a part of a wider range of specialist CAMHS including non-bed-

based Tier 4 services. They play an important role in meeting the needs of a small

number of CYP who have the most complex or severe mental health difficulties and



are commissioned on a sub-regional, regional or supra-regional basis (McDougall et
al, 2008).

The number of beds in and admissions to UK inpatient CAMHS units has increased
over time. A previous study highlighted that across 91 UK CAMHS inpatient units
there were approximately 1,130 beds taking around 2,500 admissions per year

( Mérlihy et al, 2007). In the autumn of 2020, there were 1,368 beds across 115
inpatient unit wards, with the private sector providing nearly half (47% in 2015) of
beds (Hayes et al, 2021). A freedom of information (FOI) request in 2020 to the NHS
by the independent charity Article 39, found that admissions have increased in

recent years to around 3,500 per year (Article 39, 2021).

Different types of Tier 4 inpatient units exist, with the majority of inpatient units being
classed as @eneral adolescent unitsé( G A Uwhich account for 727 of the 1,368
beds available in the UK (Hayes et al, 2021). These units provide different
interventions for CYP with a range of mental health disorders and usually admit CYP
aged from 13-14 up to 16 or 18 (Cotgrove, 2014). Other units include more specialist
units which treat specific disorders such as eating disorders where 248 beds are
available, Psychiatricl nt ensi ve Ca r ensidtimg of 124 beds,RowC U)
secure unit (LSU) and medium secure unit (MSU) forensic CAMHS services with a
combined 148 beds, with the remaining 56 beds being made up of beds across
GAUG6s, LSUbGs and IMB2A)6Thergaltappesmately8 @ GAUOG s
the largest region of the UK (McDougall and Nolan, 2017), although this figure has
increased to 107 when LSUOG s , MS UG s wenedncliRiédQDIE) 2018).

Whilst there is some evidence to suggest that inpatient units are effective for CYP
with mental health difficulties (Green et al, 2007), there is ongoing debate as to the
advantages and disadvantages of admission to inpatient units. Generally, a mental
health admission to an adolescent inpatient mental health unit is not the treatment of
first choice for CYP (Hayes et al, 2021). Admission is often considered as a last
resort (Kurtz, 2009), pursued when all other options have been exhausted and no
equivalent alternative treatment to inpatient care has been identified (McDougall and
Cotgrove, 2014 and Kennedy et al, 2020).

For CYP who need hospital admission, it is usually indicated by clinical factors such

as risk, severity and complexity (Hayes et al, 2021). Treatment in inpatient units aim



to reduce risk, or severity, of long-term psychopathology through the provision of an

intensive therapeutic environment (Hanssen-Bauer et al, 2011). Inpatient units can

provide a more comprehensive assessment of anindividu al 6 s c¢cl i ni cal pres
management of their risks associated with the mental health problem and the

initiation of treatments where previously there may have been issues regarding

concordance in the community (Hayes et al, 2021). A systematic review evaluating

the effectiveness of adolescent inpatient units concluded that admission generally

helped improve symptom stabilization (Hayes et al, 2018).

Although there have been perceived benefits of admission to an inpatient unit for

CYP, there are also disadvantages that have been well documented. Admission to

hospital presents risks to CYP with the disruption of their development, social

networks, relationships with family and progress of their education (Evans et al,

2017). Removing CYP from their normal environment may expose them to additional

stressors (Hayes et al, 2021) and can make them often feel deskilled, isolated, and

more dependent on hospital care due to the loss of crucial support structures and

links with their community (James and Worrall-Davies, 2015). A more in-depth

account of the risks facing CYPOGs connection

education will be discussed in Chapter two.

The financial costs associated with inpatient CAMHS are also very high (Cotgrove
and Northover 2021), with hospital admission being regarded as the most expensive
way of treating CYP with mental health difficulties (Hazell, 2021), and this has been
highlighted when compared with intensive community-based treatment (Kwok et al,
2016). The average cost of an admission to a GAU is estimated to be around
£60,000 and the annual operating cost of a GAU bed to be around £220,000 (NHS
Benchmarking Network,2016; 2019).

Despite the potential drawbacks to adolescent inpatient units, they remain a crucial
part of mental health services for a small minority of adolescents with the most

severe and complex mental health difficulties (Cotgrove, 2014).

1.5 Theresearcher
During the final year of my mental health nurse education at Cardiff University in

2016, | had the opportunity to work at a Tier 4 CAMHS inpatient unit for my

management placement. Throughout this placement | cared for patients with various



severe and complex mental health difficulties. During this placement | developed a
passion for nursing CYP and would seek to pursue a position as a staff nurse upon

the completion of my undergraduate studies.

After qualifying as a Registered Mental Health Nurse (RMN) | took up employment
as a Staff Nurse at the same CAMHS inpatient unit. During Multidisciplinary Team
(MDT) meetings with various health, social and education practitioners and in 1:1
engagement sessions with patients, | noticed recurring issues relating to their
friends, family and education such as living significant distances from the unit.

Whilst in clinical practice | became aware of a jointly funded opportunity by
Knowledge Economy Skills Scholarships (KESS2) and an NHS Local Health Board
(LHB), to conduct research exploring the areas of C Y P 6asnections to friends,
family and education during periods of inpatient mental health care. The origins of
this study stem from the further research recommendations of a previously published
evidence synthesis into the risks to CYP in inpatient mental health care (Hannigan et
al, 2015) which will be explored in further detail in Chapter two. It is through my
previous experiences of clinical practice that | decided to apply to undertake this

research project involving CYP in inpatient mental health care.

1.6 Overview of thesis
The thesis highlights barriers to and interventions that promote CYP keeping in touch

with their friends, family and education during periods of admission to hospital for

mental health care.

Chapter one provides an overview of the chosen topic including the prevalence of
mental health problems in CYP in the UK, service provision of mental health services

and brief background of the researcher.

Chapter two reviews the literature of CYP in inpatient mental health units with a
specific focus on the risks of connections to their friends, family and education and

concludes with a rationale for the study.

Chapter three focuses on the design and development of the study, including the
justifications for the chosen methods of data collection and analysis. The process of
obtaining the necessary permissions from an NHS Research Ethics Committee

(REC) to conduct the study are discussed, along with the process of gaining and



maintaining access to the research site. Finally, the key ethical issues that were
considered such as safeguarding against potential psychological distress, consent

and confidentiality procedures and the management of data are discussed.

Chapter four provides an overview of the research site and presents tabulated data
collected of demographic information on the sample and the results from three

validated outcome questionnaires/tools.

Chapters five, six and seven present the findings of CYPO sonnections to their
friends, caregivers and education from the data collection and analysis of interviews,
observations, and official documents. Themes pertaining to each chapter produced

through thematic analysis are discussed.

Chapter eight draws together and discusses the findings of the study to provide an
overview of the opportunities and barriers for CYP to remain connected to their
friends, caregivers and education during inpatient mental health care. This chapter
concludes with noting the limitations of the study, along with recommendations for
further research to improve the experience for CYP in inpatient CAMHS maintaining

social connections.



Chaptertwoi Chi | dren and young peoplebs con
family and education when in hospital i an evidence review

2.1 Introduction
Thischapter provides a background to the study

keeping in touch with their friends, family and education when receiving inpatient
mental health care within the wider context of literaturerelating t o CYPO&s i npat
mental health care.

This will begin with providing an overview of a recently published evidence synthesis

into the risks to CYP using inpatient mental health services (Hannigan et al, 2015) on

which this study directly builds. Following this, the methods utilised when conducting

an updated review of the literature on this topic will be outlined, which will include the

search strategy employed and the process of appraising research articles. The

chapter will provide an updated review of the literature in the subsequent years that

have passed si nc 01B)&wdencegsgnthess and will facss on the
findings from more recent | iterature concern
their friends, family and education during periods of inpatient mental health care.

Finally, this chapter will present a summary regarding the overall state of knowledge
relating to these three areas of CYPO6s inpat

knowledge which this study intended to explore further.

2.2 Summary of Hannigan et al (2015) evidence synthesis
In 2015 Hannigan and colleagues published an evidence synthesis of risk

identification, assessment and management for CYP using Tier 4 inpatient CAMHS
(Hannigan et al, 2015). This research was funded by the National Institute for Health
Research (NIHR) Health Services and Delivery Research programme and used a
two-stage framework, the Evidence for Policy and Practice Information and Co-
ordinating Centre approach (EPPI-Centre) (EPPI-Centre, 2010).

In this first phase of their study, searches were made to the electronic databases
MEDLINE and PsychINFO with an applied end date of March 2013, to acquire
citations related to the intersection between the following four key areas: young
people, mental health, inpatients and risk. Of the 4539 citations found, 124 were
finally included and were displayed in a series of evidence maps. Of the included
articles, most predominantly focussed on the clinical risks to CYP in inpatient mental



health services such as the risks of harm to self, suicide, harm to others, and

predictors of restraint or seclusion.

Between phases one and two of their study, a collaborator for the UK CYP mental
health charity YoungMinds, conducted a series of conversation consultations with
CYP who had been previously admitted to inpatient CAMHS. Additionally, a similar
consultation conversation occurred with the mother whose child had been in hospital
for care and treatment of their mental health. These conversations were recorded,
and CYP were asked to identify the risks which the project team should concentrate

on in their in-depth phase two part of their study.

Part of Ha n(8019 researah tncluddd ansindependently chaired

Stakeholder Advisory Group (SAG) meeting. In 2013, the Stakeholder Advisory

Group members, consisting of the YoungMinds representative, CYP who had

experienced inpatient mental health services, practitioners, and a senior manager,

met with the project team. The descriptive maps from phase 1 of the study which

mainly focussed on clinical risks and a presentation from the outcomes of the

conversation consultations with CYP were presented to the group. Utilising principles

of nominal group technique (Evans et al, 2017), the group participants independently

generated lists of the risks to CYP transitioning into, through and out of inpatient

mental health care. These lists were then personally ranked by participants with the

purpose of prioritising the category of risk to take forward into the second, in-depth

phase of the study. Phase 2 priority categories of risk which were individually

generated and ranked from the stakeholder advisory group were put alongside both

the priorities from the carer and YoungMinds consultations. Items were coded and

themed by the project team and a list of ranked priority risk categories was created.

The top risk category priorities highlighted
obviousdé risks, unli ke the maoftheirénadpingof cal 6 r
the literature. Following the SAG meeting, the project team created the concepts of

6di sl ocationd and O6contagiond, terms used to
categories to explore in the second part of their study. The concept of dislocation

was used to refer to a set of risks to CYP o
CYP6s | oss of identity, of being stigmatised
education and to social and psychological development. The concept of contagion

was used to refer to the risks of CYP making unhelpful friendships and of the



learning of unhelpful behaviours from other patients during periods of admission to
mental health hospitals (Hannigan et al, 2015).

Phase two of the study focussed on the search, appraisal and synthesis of citations
related to the risks to CYP in inpatient mental health care within the two broad
categories of dislocation and contagion. The search strategy used for this phase of
the study comprised of three main areas: young people, mental health and inpatient.
17 electronic databases were searched with a date limit of 1995-2013 applied. Of the
15,662 citations identified in this phase of the study, 40 papers reporting on 38
studies were i ncl ud201b)review, Bleng with 20galicyand al 6 s
guidance documents specifically addressing the inpatient CAMHS field. All evidence
included for the final review was synthesised under a series of narrative syntheses
within the following themes: Dislocation: Normal Life, Dislocation: Identify,
Dislocation: Friends, Dislocation: Stigma, Dislocation: Education, Dislocation:

Families, and Contagion.

For the purpose of this thesis, the following section will present a summarised

account of the findings from the 40 articles and 20 supplemented policy and

guidance documents included inthein-d e pt h 6 phase 206 (@0fl5) Hanni gart
evidence synthesis, with specific attention being paid to the synthesised themes in

the priority risks ar eas anddamiydudrg periddsaf ends hi p
inpatient mental health care. These three themes were further categorised into the

following nine sub-categories: Dislocation: Friends 1 relationships with young people

outside hospital, relationships with young people in hospital. Dislocation Education -

Education provision and facilities, quality of inpatient education, academic progress

and reintegrating with school after discharge. Dislocation: Families i Impact on

family relationships, family involvement and maintaining contact with families. Each

item included in these synthesised sections relating to friends, family and education

i n Hanni g(20mh5) review @&ere®istained independently by the researcher

and read in depth.

2.3 Friends
The first theme to be s u(B0bs reseadchtbcussadomanni gan

CYPs friendships outside and inside hospital
further categorised into the following two sub themes: Relationships with young

people outside hospital and Relationships with young people in hospital.
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2.3.1 Friends - Relationships with young people outside hospital
The first theme (2015) edidence sygtteesisrectl aalithsgy t o CYPO ¢

friendships was synthesised through the subt
friends and peers outside of hospital. Tier 4 CAMHS deliver specialist in-patient and
day-patient care to CYP who experience severe and/or complex mental health
conditions that cannot be adequately treated by community CAMHS (NHS
Commissioning Board, 2013). Maintaining relationships, particularly with families,
carers and friends is vital for CYP when their treatment involves in-patient admission.
In policy and guidance documents specifically relating to CAMHS inpatient settings,
guidance was found to be limited to recommending that there should be private
spaces on inpatient units to enable visiting, along with there being specific policies
and procedures on visiting in place (Solomon et al, 2011) and that inpatient
treatment should enable improved peer relationships (NHS Commissioning Board,
2013).

Several studies explored pre-existing friendships between CYP in hospital and their

friends at home. In one study, it was reported that CYP in hospital valued their

friendships and maintained contact with their friends from home through writing

letters and making telephone calls (Painter, 2008). Although for some, maintaining

contact with friends was not always possible, making friendships difficult to preserve

and leaving CYP feeling distressed when their friendships deteriorated (Painter,

2008). Multiple studies into CYPd6s experienc
reported the admission to hospital being a contributing factor to the deterioration of

friendships (Puotiniemi and Kyngas, 2004; Painter, 2008 and Clemens et al, 2010).

Some CYP experienced discomfort seeing their friends whilst in a mental health

hospital (Moses, 2011) and experienced rejection by their friends outside of hospital

(Clemens et al, 2010). Other CYP appeared to feel isolated from their friends due to

t hei r imited endedstar@ding of mental health issues. This led CYP in some

instances to distance themselves from their peers prior to being admitted to hospital

(Of ford et al, 2006) . Il n one study, a CYP©O6s
discovered that they were in a mental health unit (Puotiniemi and Kyngas, 2004). In

other studies, as part of their process of recovering from their mental health

difficulties, CYP purposely disconnected from their friendships outside of hospital as

11



their friends were perceived as contributing
mental health difficulties prior to their admission to hospital (Painter, 2008).

Throughout policy and guidance documents, it is recognised that there are benefits
for CYP in hospital maintaining contact with their friends from home (Solomon et al,
2011). However, certain barriers to maintaining outside friendships exist. In some
studies, this involved specific rules around visitation, whether friends were able to
visit and the conflicting priorities between
(Painter, 2008). A conflicting barrier for some CYP maintaining friendships outside of
hospital was the physical distance between their homes and inpatient units
(Svanberg and Street, 2003 and Painter, 2008). A concern for CYP maintaining
contact with their friends through visiting was that lifts for friends often had to be
provided by their parents (Painter, 2008). It has also been reported that in some
cases CYP recognised it being helpful to be away from their home lives with regards
to the difficulties and pressures they faced (Svanberg and Street, 2003).

The concerns CYP had around reconnecting with their friends post discharge was
reported in various studies (Offord et al, 2006; Painter, 2008; Clemens et al, 2010
and Moses, 2011). CYP reported feeling worried about explaining to their friends
where they had been (Clemens et al, 2010), with some thinking their friends would
treat them differently after they had been on an inpatient mental health unit (Offord et
al, 2006 and Clemens et al, 2010). For others, they appeared to feel that their friends
may reject them post discharge from hospital (Clemens et al, 2010) and in some
cases, CYP did not want to inform their friends, or for them to find out where they
had been (Moses, 2011). In one study, it was reported that CYP experienced the
same social problems that they experienced prior to admission, and difficulties in
explaining their absences to their peers and appeared worried about how this would

i mpact their friendships (Clcemeeadtsecnesadd WO
friends in a study was described as the way in which CYP perceived their
relationships with their friends as close, confiding, satisfying and supportive (Czyz et
al, 2012). In this study, perceived connectedness was reported to have changed
after being on an inpatient unit and affected levels of depression and suicidal
ideation (Czyz et al, 2012). Throughout the evidence synthesis, there appeared to be
no intervention studies that were found to support CYP in inpatient mental health

care maintain relationships with their friends from home (Hannigan et al, 2015).

12



2.3.2 Friends - Relationships with young people in hospital
The second synthesised s y2iShreseachrelatedteanni gan

CYP6s friendships explored their relationshi
Findings from previous studies involving CYP in inpatient mental health care report
CYP found it positive being on an inpatient unit with others who had similar mental
health conditions (Buston 2002; Svanberg and Street, 2003; Colton and Pistrang,
2004; Claveirole, 2005; Offord et al, 2006; Painter, 2008 and Moses, 2011). CYP
appeared to find peers in hospital supportive (Svanberg and Street, 2003; Colton
and Pistrang, 2004; Claveirole, 2005; Painter, 2008 and Moses, 2011). CYP
experienced genuine acceptance and companionship from their peers (Offord et al,
2006 and Moses, 2011), and enjoyed the support and advice from others (Colton
and Pistrang, 2004 and Painter, 2008). Often through the process of talking and
listening to each other, CYP developed supportive relationships with their peers
which appeared to help with the negative emotions associated with being in hospital
(Svanberg and Street, 2003 and Painter, 2008).

However, studies also report negative aspects associated with CYP living in hospital
with their peers. This appeared to cause distress in some CYP (Colton and Pistrang,
2004; Painter, 2008 and Moses, 2011), and concerns from caregivers around
vulnerable CYP living together (Svanberg and Street, 2003). Distress in CYP
appeared to be heightened, particularly after witnessing others exhibit bizarre or
violent behaviour which they struggled to understand (Svanberg and Street, 2003).
In the case of peer relationships in hospital, there were no intervention studies
identified promoting positive peer relations among CYP who were inpatients
(Hannigan et al, 2015).

2.4 Education
The second theme to be sundkyréessachifocuseed Hanni g a

on CYP6s education when in hospital. The the
categorised into the following four sub themes: Education provision and facilities,

Quality of inpatient education, Academic progress and Reintegrating with school

after discharge.

2.4.1 Education i Education provision and facilities

The provision of education in inpatient mental health care has been identified in both

research and policy and guidance. In various UK policy and guidance documents the
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importance of inpatient units working in partnership with education services has been
highlighted (Department of Health (DoH), 2003; National Institute for Health and
Care Excellence (NICE), 2004b; Royal College of Psychiatrists, 2003; Scottish
Executive, 2005 Welsh Government, 2005; and DoH, 2011a).

Information regarding education provision in UK CAMHS inpatient settings has been
published across studies and reports (Tulloch et al, 2008 and Mental Welfare
Commission, 2009). A large UK wide study reporting on the cost, outcomes and
satisfaction of 29 UK CAMHS inpatient units, it was reported that education was
delivered across two different types of education modelling. Of the inpatient units
surveyed in the study, 72% had a school integrated into the unit and 28% of units
had education provision outside of the main unit but still within the main grounds of
the hospital (Tulloch et al, 2008). In Scotland, all inpatient units were found to have
specialist inpatient education provision on site (Mental Welfare Commission, 2009).
A study conducted in the USA of CYP in hospital at a Residential Treatment Center
(RTC) reported either partial or full attendance at the centre and found that during
the admi ssion there was no significant

academic performance (Shabat et al, 2008).

In some UK CAMHS inpatient mental health hospitals, the same approach to that of
mainstream schools was adopted regarding the provision of education hours with
some CYP receiving a full day of education as opposed to part day (Claveirole,
2005). Additionally, the importance of teachers having expertise in both teaching and
mental health was emphasised by health professionals (Claveirole, 2005). In a study
exploring education provision in UK CAMHS inpatient units, it was reported from two-
thirds of teachers that access to local school facilities were available for CYP
(Tull och et al, 2008). When exploring
reported contrasting experiences. Some felt they were well supported by the unit
with regards to their education (Svanberg and Street, 2003), whereas others wanted
more frequent study sessions and felt the inpatient education provision was not

enough in comparison to their mainstream education (Svanberg and Street, 2003).

In the case of CYP who are admitted to adolescent inpatient mental health hospitals
and are over the age of 16, recommendations from policy and guidance state that

hospitalised CYP should be able to continue with compulsory education (Solomon et
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al, 2011) and where possible, students should be supported by education and
training providers to remain on their courses or to keep their places on courses open
(Welsh Government, 2012). The educational situation for some CYP over the age of
16 in the UK may have changed in recent times (Hannigan et al, 2015). As of 2015
legislation states there is a legal requirement to provide education and training to
those who are under 18, and in 2013 the age for CYP to leave school was increased

to 17 (Education and Skills Act, 2008). The provision of educationforpost 1606s i n
some inpatient units in the UK appears to be underdeveloped, with one study

reporting that there was | imited provision f
However, in a large UK wide study assessing CAMHS inpatient units, it was reported

that of the post-16 CYP well enough to attend inpatient schooling, most were

receiving some input with regards to their e
CYP with access to education including appropriate classroom spaces and

educational facilities when they are hospitalised is recognised in policy and guidance

(DoH, 2003; NICE, 2004b; Solomon et al, 2011; NICE, 2013 and Welsh

Government, 2013). Whilst this is recommended, there appear to be no UK studies
reporting on t hi sioredurl@inpatiént niehtéd Bealth eacku c a t

(Hannigan et al, 2015). One international study reported CYP were able to increase

the volume of work they were doing whilst in hospital through having more

opportunities for one to one teaching, teachers expertise in subjects and being in a

smaller, multiclass learning environment (Simmermann,1997). In inpatient units,

having the resources available to meet the demands of the national education

curriculum and the various key stages, is stated in guidance documents and national

service frameworks (NHS Commissioning Board, 2013 and Welsh Government,

2005). Recommendations are that the provision of core subjects of Mathematics,

English and Science are facilitated (Solomon et al, 2011). The provision of the

national curriculum has been documented briefly, with one study finding that only 35

of the 62 inpatient unit schools surveyed had the educational resources to cover the

key aspects of the national <curriculum (O0He
surveyed in the study reported having the resources available to cover teaching the

di fferent key stages dep e mierihynegal 2001).t h e of

It has been noted throughout policy that partnership between education services and
inpatient units is crucial (Royal College of Psychiatrists, 2002; DoH, 2003; NICE,
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2004a; Welsh Government, 2005; Scottish Executive, 2005; DoH, 2011a and
Solomon et al, 2011). Where CYP have been admitted to inpatient units specifically
for the treatment of eating disorders, NICE guidance recommends the provision of
age-appropriate facilities (NICE, 2004b). Partnership working between services has
beenhi ghl i ghted as cruci al I n maintaining the
admission to an inpatient unit (Scottish Executive, 2005 and Solomon et al, 2011).
The assignment of a key worker or named nurse within an inpatient setting to carry
out liaison a role with schools and colleges has been recommended (Scottish
Executive, 2005), in addition to maintaining communication with caregivers (Solomon
et al, 2011). When reporting on the relationships between inpatient units and
education services, a study found that most inpatient units had good relationships
with their respective education authorities (Tulloch et al, 2008)

2.4.2 Education - Quality of inpatient education

The second subtheme within the education theme to be summarised from Hannigan
et d&2015)&wdence synthesis relates to the quality of inpatient education being
provided to CYP admitted to hospital for care of their mental health. Inpatient and
conventional schooling has been compared in two studies (Buston, 2002 and
Svanberg and Street, 2003), and teaching staff have been explored in an additional
f our st udhyetsal 200Q0;6SkHaalrerg and Street, 2003; Claveirole, 2005 and
Tulloch et al, 2008). The quality of inpatient education being provided to CYP has
been addressed through policy and guidance (Scottish Executive, 2005 and NHS
Commissioning Board, 2013). Studies report that CYP appear to appreciate the
supportive aspect of inpatient schooling (Svanberg and Street, 2003), with only a
minor number of CYP expressing concerns around the quality of education being
provided when on an inpatient unit (Buston, 2002). The importance of the training
needs of teachers providing the education to CYP in hospital has been highlighted in
policy and guidance (Scottish Executive, 2005 and NHS Commissioning Board,
2013), and recommends that all teachers in hospital education services should hold
formal graduate and post graduate Diplomas in Education. Further recommendations
for teachers include continuous professional development and training in the area of
child and adolescent psychiatry (Scottish Executive, 2005). When exploring the
perspectives of experienced teachers in inpatient units, teachers reported that they

were better equipped in understanding CYPOG6s
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training in education and mental health, which they kept up through conferences and
dedicated study days (Claveirole, 2005).

The ratios of teaching staff to students within the context of inpatient mental health

education has been the focus of both policy and research. Although now dated,

policy at the time recommended there be at least one full-time teacher for every eight

CYP on the unit (Scottish Executive, 2005). Within other parts of the UK, many units

reported to have a staff to student ratio of 1:3, with ratios of 1:4 and 1:10 being

reported i n a s mal Heslihy etal) 200l $peatically infEngtared, ( OO
public sector NHS units were reported to have significantly lower staff-student ratios

to that in private sector adolescent inpatientme nt a | heal th units (O6H«
2001). A shortage of inpatient teachers was reported in one study, with unit staff

reporting that on occasions they felt they needed more staff than they had available.

This was especially highlighted when staff reported that although there may only be

a few CYP on the unit, the severity of difficulties of those CYP may affect the unit

schools capacity to accept more CYP (Svanberg and Street, 2003). CYP also

reported feeling they needed more support staff in the unit school and commented

that the teachers found it difficult to provide work for older CYP (Svanberg and

Street, 2003). Despite teachers reporting that they had good working relationships

with CYPd6s caregivers (O6Herily eatdbgal , 2001)
caregivers who in some cases reported poor school liaison between the inpatient

unit and mainstream school (Svanberg and Street, 2003). Additionally in some

instances, CYP reported wanting to have more contact with their mainstream

school/college during their admission to hospital to prevent them from losing contact

(Svanberg and Street, 2003).

2.4.3 Education i Academic progress

The third subthemeof CYP6s education when in hospital f
related to academic progress throughout admission to hospital. This issue was

covered across multiple studies, wit-h the ef
term goals and achievements being explored by a further two studies. When asked

guestions around what they feel they have missed out on during admission to

hospital, CYP reported that they felt they had missed out on a chance to get an

education, due to missing exams (Painter, 2008). CYP also reported falling behind
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with their schoolwork and were concerned around having to re-sit the school year
(Painter, 2008).

According to service standards and recommendations for adolescent inpatient

mental health hospitals, units should be registered as examination centres (Solomon

et al, 2011). When this issue was explored in a national study, findings showed that

the majority of teachers from the inpatient units surveyed stated that there were

opportunities for CYP to take their examinations, with staff from only one unit

reporting that this was wunavailable (O6Herl.

Studies have reported that pre-existing academic issues are prevalent in CYP who

are entering mental health hospital for treatment (Anderson et al, 2008 and Clemens

et al, 2010), such as typically obtaining below-average grades (Clemens et al, 2010).

One study in the USA found that 79% of CYP on discharge reported doing either

better or the same in school prior to being admitted to an RTC (Larzelere, 2001).

CYPOs educational attainment post discharge
studies. This has shown that hospitalised CYP were less likely to complete high

school, obtain a bachelorés degree -or gradua
hospitalised adolescents (Best et al, 2004). It has also been reported that

hospitalised adolescents were less likely to take up a career post discharge (Halfon

et al, 1995), and were more likely to be expelled from school (Brinkmeyer et al,

2004).

2.4.4 Education 1 Reintegrating with school after discharge

The fourth and final synthes{®R4msemahnbt heme i n
f ocussed o-aentny@drsehdod after discharge from mental health hospital. It

has been suggested that the difficulties surrounding school reintegration for CYP

following discharge is a significant barrier to academic progress (Hannigan et al,

2015). School re-entry and reintegration is especially of concern when an individual

has been admitted to an inpatient unit far from their home (Svanberg and Street,

2003). As previously stated, government policy states that CYP should be able to

remain on their courses or to have their place on their course held open where

possible (Welsh Government, 2012).

Studies suggest there is a requirement for partnership working between both mental

health services, mainstream and inpatient schools, patients, and their caregivers for
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successful school re-entry and reintegration (Clemens et al, 2011). Education and
mental health services working in partnership to promote successful school re-entry
is also highlighted in commissioning policy (NHS Commissioning Board, 2013),

which recommends effective liaison with schools on discharge to maintain the

continuity of CYPO6s education. Additional po

recommend a named nurse or keyworker from the inpatient unit undertake liaison

with schools as part of their role (Scottish Executive, 2005),

A study exploring hospi t-enfryisggests reeehtoylamds cent s 0

reintegration should be a focus for services

admission to the inpatient unit (Clemens et al, 2011). Another paper from the same
author reporting on the same study recommends that jointly made plans for school
re-entry should be made (Clemens et al, 2010). There was a particular emphasis on
ensuring the plans were flexible however, and this study highlighted that CYP are not
always ready to re-enter school despite being discharged from inpatient mental

health services (Clemens et al, 2010).

Both CYP and health care professionals have provided an account of their
experiences of school re-entry from an academic perspective (Offord et al, 2006 and
Clemens et al, 2010). In one study health care professionals reported that CYP
experienced further stress in addition to being in hospital, as they were concerned
about how much work they had missed from their mainstream school and the
thought of catching up (Clemens et al, 2010). CYP also reported struggling with
knowing their friends were progressing with their education by doing their exams and
moving on to university (Offord et al, 2006).

For CYP to have better opportunities to reintegrate back into mainstream school post
hospitalisation, health care professionals indicated that this was better achieved

when there was co-ordination with education staff (Clemens et al, 2011). When

making the transition from hospital to mainstream school health care professionals
also reported that having an identified adult to support the CYP was beneficial and
hel ped with CYPG6s confidence and-emeangi ng
school (Clemens et al, 2011). It was also identified in this study that a key aspect of
partnership between education and mental health services was open and honest

communicati on. Similarly, a vital aspect
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their education was through effective liaison with their mainstream school (Svanberg
and Street, 2003). It was found however that work to be sent to inpatient units from
some mainstream schoolteachers did not always occur, and links with mainstreams
schools were patrticular difficult to maintain when the CYP lived a significant

geographical distance from the inpatient unit (Svanberg and Street, 2003). In another

study however, | iaison between the inpatient
school was reported in the maHalhyietajf of i npat
2001).

Studies have shown varied approaches to mainstream school reintegration (White et
al, 2006 and Clemens et al, 2011). A study reporting on a school-based practice
initiative described a programme in which CYP post hospitalisation, were provided
with intensive support and care-coordination for 6-10 weeks. For the 67 students
where data on their educational status were available, all students were successful
in resuming their studies post discharge from hospital (White et al, 2006). In another
study exploring school reintegration, an emphasis was placed on ensuring the
process of reintegration was student led and recommended asking what students
thought was important in addition to following up interventions (Clements et al,
2011).

2.5 Families
The final theme to be summarisedf ocussed on CYPO6s families wl

mental health care. The theme of families was further categorised into the following
three sub themes: Impact on family relationships, Family involvement and
Maintaining contact with families.

2.5.1 Families i Impact on family relationships

Documented throughout policy and guidance is that one of the objectives of
treatment during an admission to inpatient mental health care should focus on
improving family relationships (NHS Commissioning Board, 2013). Despite this, the
impact an admission has on family life has been highlighted as a disadvantage of
inpatient mental health care (Kurtz, 2009). Further guidance from adolescent
inpatient service standards recommend support groups for caregivers (Solomon et
al, 2011). As reported from the perspectives of caregivers, the need for additional
support from within the inpatient unit has been described. Caregivers have reported

contrasting experiences, with some reporting that that they received support from
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unit staff, whilst others felt they did not get support from the unit (Claveirole, 2005).
Some caregivers also described their relatio
wider members of their own family breaking downover t he cour se of thei

admission to hospital (Puotiniemi and Kyngas, 2004).

Various studies have explored CYPO6s perspect
for their mental health. When interviewed CYP reported feeling homesick after being

admitted to hospital for extended periods of time (Svanberg and Street, 2003;

Claveirole, 2005 and Thurber et al, 2007). Others reported feeling a sense of

rejection from their family or experienced isolation after being admitted to the unit.

Additionally,resear ch has shown CYPO0s | evels of depre
changed after being on an adolescent ment al
perceived connectedness with their families (Czyz et al, 2012). In this study,

connectedness was described as a sense of closeness with friends and family,

which CYP perceived as caring and supportive, and feeling a sense of belonging and

having satisfaction with their relationships (Czyz et al, 2012). Findings from this

study indicated that less severe depressive symptoms at 3 months after

hospitalisation, as well as a lower likelihood of attempting suicide during the entire

follow-up period, was significantly associated with a greater increase in

connectedness with families (Czyz et al, 2012).

2.5.2 Families i Family involvement

The second synthesised subtheme r(@001%ting to
evidence synthesis explored the involvement
whil st they were in hospital. Family invol ve
government policy and guidance (DoH, 2011b) and partnership working with families

should be a focus for inpatient units (NHS Commissioning Board, 2013). This is

particularly important in the context of the formulation of care planning and aftercare

decisions (Solomon et al, 2011).

A study investigating the family-friendliness of the admission process to a mental
health unit explored training staff through role playing and mindfulness (Singh et al,
2002). Findings indicated that role play did not appear to have any significant impact
on the family-friendliness of treatment teams. During the 6-month follow up period
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however, mindfulness did appear to be of limited benefit to treatment teams (Singh
et al, 2002).

Studies reporting on the involvement of familiesint he CYPO6s care concept
term O6family involvement6é in various ways. S
through CYP having received visits from their parents while hospitalised (Lakin et al,

2004 and Charlemagne, 2011), and the frequency of visitation (Brinkmeyer et al,

2004). Additionally, family involvement was also described as parents taking part in

family sessions being involved in treatment and discharge planning and participation

in hospital activities (Brinkmeyer et al; Lakin et al, 2004 and Charlemagne, 2011).

The benefits of the involvement of families
throughout research. Studies have shown a higher rate of readmission to psychiatric

hospital in CYP who had poor family engagement throughout their treatment

(Brinkmeyer et al, 2004). Furthermore, two studies reported that where parents were
involved in their childbés care, there was a
maintaining therapeutic improvements in the community, and CYP were more likely

to engage in aftercare services (Parmelee et al, 1995 and Lakin et al, 2004).

However, through perspectives of health care professionals, obstacles to families

being involved in their childbs care were re
parentoarypywng ability to get involved in the
from home to inpatient unit and parents having the time to be available (Claveirole,

2005).

2.5.3 Families i Maintaining contact with families

The final subtheme to be summarised fromHan ni g a n (2015) edderce

synthesis focussed on CYP maintaining contact with their family throughout their

stay in hospital. As discussed earlier in the summarised subtheme of friends-

relationships with young people outside hospital, inpatient units should have specific

policies and procedures around visiting for friends and family and this recommended

by inpatient service standards (Solomon et al, 2011). Further recommendations on

families visiting emphasise the importance of flexibility around visiting times (Scottish

Executive, 2005). Studies have shown that some inpatient units followed this flexible

approach to visiting (Mental Welfare Commission, 2009) however this was not the

same for all inpatient units with some having inflexible visiting times and lack of

private spaces to facilitate visiting (Offord et al, 2006). Studies have shown that a
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particular challenge for CYP being admitted to inpatient units is the physical distance
between the unit and their homes (Buston, 2002; Svanberg and Street, 2003;
Claveirole, 2005; Tulloch et al, 2008 and Mental Welfare Commission, 2009). In
policy and guidance, it is suggested that where possible inpatient services should be
located as close to home as possible to enable frequent visitation (DoH, 2003 and
Welsh Government, 2005), and within the first week of admission, it has been
recommended that families should be offered family meetings (NHS Commissioning
Board, 2013). Particularly in the case of CYP living a significant distance from an
inpatient unit, guidance recommends alternative options to inpatient admission
should be explored (NICE, 2013).

The provision of facilities in inpatient units to support families with visiting is
suggested, with recommendations of private spaces being made available to families
to visit and providing refreshments (Solomon et al, 2011 and NHS Commissioning
Board, 2013). Other guidance suggests accommodating families who are required to
travel a significant distance (Scottish Executive, 2005). This was achieved in some
studies through the provision of overnight facilities for families travelling from outside
of cat chme Herlihyaet a 2091 ahdOviental Welfare Commission, 2009).

Both CYP (Tulloch et al, 2008) and caregivers (Buston, 2002; Svanberg and Street,
2003 and Mental Welfare Commission, 2009) have described the financial aspects
associated with frequent visitation to inpatient units which they perceived as
inaccessible. CYP reported their parents struggling to visit regularly due to the cost
of fuel (Buston, 2002 and Svanberg and Street, 2003). In some instances, inpatient
units had access to funds to support families with the costs associated with travelling
to the unit if they were in receipt of welfare benefits (Mental Welfare Commission,
2009).

When interviewed CYP reported wanting to keep in contact with their families (Offord
et al, 2006 and Mental Welfare Commission, 2009), and studies have reported CYP
using additional methods of communicating with their families such as through
telephones (Claveirole, 2005 and Mental Welfare Commission, 2009). This method
of communicating was of particular importance to CYP whose families lived long

distances from the inpatient unit (Tulloch et al, 2008). However, restrictions placed
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on and the prevention of access to mobile phones was an obstacle for some CYP
(Offord et al, 2006 and Moses, 2011).

Earlier sections of this chapter summarised a previous evidence synthesis into the
risks facing CYP in inpatient mental health care. The following sections will provide
an update to the I|iterature in the case of C

and education during inpatient mental health care.

2.6 Overview of literature searches
An updated literature search was undertaken to bring specific areas of the evidence

synthesis up to date and to ensure this thesis built on the most current available
evidence. The review of the literature aimed to provide an overview of current
knowledger el ati ng to CYP&6s experiences of their

and education during periods of inpatient mental health care.

The databases accessed were chosen depending on their relevancy to the topic
area. Alongside research articles, current policies and guidelines were examined.
The review was initially undertaken in January 2018, with a final updated review
being undertaken in December 2021 and automatic updates were set up to capture

any relevant studies published after these dates.

To understand the extent of the problem a comprehensive search of the literature
was conducted. A total of 14 research articles were identified, reviewed, and
included for the final review. Articles originated from the following countries: UK
(n=2), Europe (excluding UK) (n=2), USA (n=4), Canada (n=2), Australia (n=3) and

New Zealand (n=1).

An overview of the number of research articles identified through both electronic
databases and hand searching reference lists of journal articles can be found in
Table 1.1, a PRISMA flowchart. Information and in-depth details of the search
strategy and the tables containing a summary of articles reviewed are presented in

Appendices 1 and 2.
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Screening ldentification

Included

Identification via databases

Identification via other methods

Records identified (n = 9,029)

Duplicate records removed
(n=4916)

v

Records identified from:
Back chaining (n =49)

Duplicate records removed
(n =0)

Records screened
(n=4,113)

Records excluded
(n =4065)

Y

Reports sought for retrieval
(n =48)

Y

Y

Reports not retrieved
(n=25)

Reports sought for retrieval
(n=13)

Reports not retrieved
(n=36)

Y

Reports assessed for eligibility
(n=23)

Y

Reports excluded (n =14)

Reports assessed for eligibility
(n=18)

Primary research included via databases (n=9)
Primary research included via other methods (n=5)

Total number of research articles retrieved (n=14)

Reports excluded (n=31)

Figure 2.1 - PRISMA flow chart for primary research which included searches of databases and other sources
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2.7 Friends

2.7.1 Friends i CYP valuing their relationships with others in hospital
As mentioned earlier in this chapter, CYP experienced acceptance and

companionship from peers in hospital (Offord et al, 2006 and Moses, 2011). In more

recent studies, a central aspect of the inpatient experience for CYP was the

importance of feeling understood by other adolescents and staff in the unit (Gill et al,

2016 and Reavey et al, 2017). Gill et al (2016) undertook a qualitative study utilising
semi-structured interviews to explore CYPO6s pel
mental health care. Participants in this study reported the inpatient experience as

having a mixture of benefits such as supportive relationships with staff and peers,

and drawbacks such as I|living in a o0fake worl
cotton wool 6 (@CWH inthis seidy reerdred to Bov $0Bng aspects of

inpatient treatment disrupted established relationships with family and friends,

however, also gave them new opportunities to develop valued relationships with

peers and staff members. CYP also commented on having a sense of belonging and

validation with fellow inpatients through having shared experiences. In addition, a

theme in this studyds results was that some
significant relationship with either a fellow inpatient or staff member over the course

of their admission to the unit. These relationships were described by several
participants as being a o6life saverd and pl a
of inpatient treatment (Gill et al, 2016). Some CYP experienced feelings of isolation

prior to being admitted to hospital, with one CYP reporting that they felt they did not

have anyone to talk to including their parents and friends. In contrast, others

reported highly valuing having people around for most of the time, including fellow

peers and staff that they could talk to (Gill et al, 2016).

Another qualitative study which aimed to gain a better understanding of adolescents 6
experiences of inpatient care with a particular focus on staff and peer relations, and
the ward space was undertaken by Reavey et al (2017). Some patrticipants in this
study felt forming supportive and trusting relationships with peers, was a safe and
reliable way of expressing themselves on the ward (Reavey et al, 2017).

Furthermore, in situations where CYP were experiencing distress and there were no
staff available to care for them in a crisis, patients would look after each other. This

resulted in participants believing they had gained a greater sense of emotional
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competence through the informal development of relationships with other patients
(Reavey et al, 2017).

A study aiming to explore CYPO0s experience

was undertaken by Stanton et al, (2020). In this study, Self-determination theory
(Deci and Ryan, 2002) was explored with CYP in relation to them meeting the three
needs of self-determination theory of relatedness, autonomy and competence.

Rel atedness referred to fian experience
a communityo, and included exper i acoepteds
by others (Stanton et al, 2020). In this study, relatedness in relation to other CYP on
the unit was described. CYP reported feeling connected to their peers and this
continued post discharge from the unit. Most CYP spoke positively of their peers and
there appeared to be a general sense of companionship between patients. CYP
described others as helpful, particularly when orientating them to the unit,
encouraging them to participate in group activities and offering advice and coping
strategies. An important aspect between CYP in this study was having similar or
shared experiences. CYP reported experiencing a sense of comfort knowing that
other patients were going through similar challenges, and they reported feeling

understood by the peers and less alone (Stanton et al, 2020).

A study by Schneidtinger and Haslinger-Baumann (2019) aimed to explore the lived
experience and personal recovery of adolescent users of inpatient mental health
services. Findings from this study indicated that personal recovery was influenced by
external factors such as peers, family and treatment. During interviews with
participants, patients discussed friendship and peer relations with fellow patients
during hospitalisation. Participants in this study described friendships with fellow
patients that were of great importance to them. They described groups of inpatients
forming on the ward and stated that fellow inpatients were extremely helpful as they
perceived they understood each other (Schneidtinger and Haslinger-Baumann,
2019). Many participants also saw themselves and other inpatients as a community
in which they supported each other. Finally, some CYP described how fellow

inpatients would orientate newly admitted patients around the ward.

Salamone-Violi et al (2015)resear ched CYPO6s perspectives

admission to a child and adolescent psychiatric inpatient unit in Australia. A theme in
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theirstudyfocussed on CYPO6s interactions with othe
this study found that when CYP experienced some form of connection with their

peers, they perceived this relationship as one of the driving forces in making them

have a positive inpatient experience. This was most prominent in those who were

more accepting of their inpatient admission (Salamone-Violi et al, 2015). Participants

who were more open to the idea of inpatient admission reported perceptions of

acceptance and non-judgement with other inpatients on the unit with whom they had

some connection.

The positive influence of peers was an important aspect in two studies of clinician

and adolescent and caregiver perspectives of inpatient care of (Hayes et al, 2019

and 2020). In the earlier study focussing on perspectives of ten clinicians, clinicians

reported that once admitted to the inpatient unit, adolescents who may have
previously struggled with o6fitting ind or fe
suddenly had peers who understood them and people who they could open up to

and share their problems with (Hayes et al, 2019). Another clinician described

acceptance between adolescents in the inpatient environment because they
understood each other, and that this was dif
groups of people such as their peers from school. An aspect that promoted peer

relationships in hospital according to clinicians was the unit environment. Clinicians

described the environment as one with no judgement, which provided a platform for

CYP people to develop therapeutic relationships (Hayes et al, 2019).

In the later paper researching the perspectives of CYP and caregivers, CYP

perceived their relationships with peers as helpful due to being around others who

were in similar situations to themselves (Hayes et al, 2020). A key aspectto CYP

making new friendships in this study was the feeling of being understood and

developing trust with other CYP (Hayes et al, 2020). However, caregivers reported
finding their childds peer relationships bei
rejected. Caregivers also acknowledged the importance of CYP meeting new friends

in hospital, although in some instances they were concerned about the intensity of

these peer relationships (Hayes et al, 2020).

2.7.2 Friends - Negative interactions with other inpatients

I n addition to being nr20bpearliceedidencasythesisni gan et

more recent studies have also described positive interactions and experiences

28



between CYP when in hospital. However, there were also reports of some
challenging and negative aspects of CYP living in hospital together.

Il n Gill et aldés (2016) study, some of the pa
arose from living with CYP with difficulties, including witnessing others in distress.

Participants also reported the uncomfortable feelings they experienced in becoming

too attached to peers and staff. This worried CYP and they felt it would make it more

difficult for them to leave the inpatient unit and return home to their families (Gill et al,

2016). Several CYP in another study described how their peers could be annoying,

and invade their personal space (Stanton et al, 2020). CYP also described being

influenced negatively by their peers and they found it difficult to contain themselves

when their peer s moaetal 2028)cin Schmegidtinggrénd ( St a
Haslingerr-Baumannds (2019) study, it was suggeste
was hindered by negative group dynamics. It was also noted that certain individuals

were negatively influencing others, particularly younger adolescents. This study also

describes CYP participating in internal groupings associated with self-harming such

as cutting themselves and anorexia nervosa (Schneidtinger and Haslinger-Baumann,

2019). Participation in such groups were previously outlined in this chapter in

Hanni gan208)r eeMiéesw t hrough the concept of O&6¢co

The challenges of CYP living together when in hospital for their mental health was
document ed i n (2019 gtwdg. In éheir paper d@rscliniciansdperspectives,
clinicians reported that there were issues with CYP forming unhelpful friendships

such as them being disruptive. Clinicians also reported that by becoming concerned
with their peer so fnoakbne#ectsnwhichCYPsofteo avaideed d a
their own issues (Hayes et al, 2019).

Some of the challenges of CYPROL&)studyaspi t al t o
described the risk of CYPOs behaviour #Atrigg
(2016), an aspect to Reavey etal (2017)was t he concept of O&6tri gge
CYP. A term commonly taken from social media websites, such as Tumblr or Reddit,

was associated with the emotional distress from people who experience mental

health difficulties such as anxiety or Post Traumatic Stress Disorder (PTSD) (Reavey

et al, 2017). Participants defined an interdependency between what they were

feeling and how it would negatively affect other CYP. This risk of potentially causing
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emotional distress in others affected some participants to either purposely hide their

feelings, attract attention, or invited further criticisms or scrutiny of their behaviours

by other CYP (Reavey et al, 2017).

2.7.3 Friends i CYP explaining to friends where they had been

One key theme throughout literaturer el at i ng t o CYPO6s rel ationst
outside of hospital was the difficulty they experienced in explaining to their friends

where they had been, with some CYP feeling anxious and not wanting their friends

to know where they had been (Moses, 2011). CYP were also concerned about how

other people in the community might perceive their stay in hospital and how it may

i mpact existing friendship groups (Reavey et
most participants expected they would have to answer difficult questions when they

returned to school, and that they would be talked about behind their backs by their

peers (Gill et al, 2016). Participants in other studies also expressed concerns about

having to manage difficult enquiries from peers when returning home and this was a

particular competence in which CYP felt the need to address to staff members

(Stanton et al, 2020).

In one qualitative study focussing on the perspectives of parents whose children had
been in inpatient mental health care, a subtheme of this study briefly focussed on the
implications for CYP when entering their mainstream school. Whilst parents highly
valued the support from their childds mainst
being afraid of being judged negatively with regards to their peers (Merayo-Sereno et
al, 2021).

2.7.4 Summary of friends

In summary, recent research has highlighted some of the positive aspects of peer
relations between CYP when in hospital for their mental health, such as having a
sense of similar or shared experiences and feeling understood by each other.
Studies have also reported some of the challenges of CYP living in hospital,
including living with others who had difficulties with their mental health, witnessing
distress in others and peers having a negative influence on one another. CYP also
highlight concerns when explaining to friends where they had been post-

hospitalisation.
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2.8 Families

2.8.1 Families - Visitation and Telephones
In the most recent standards for services for UK inpatient CAMHS units, Quality

Network for Inpatient CAMHS (QNIC) recommend adolescent mental health units

have specific policies and procedures on visiting and ensuring there are private

spaces on the ward available for families to visit (QNIC, 2021). Throughout the

literature ward visits were seen as a prominent way in which CYP maintained contact

with their par en(@620)sthdnthefetwasrevidence ofthe al 6 s

adol escent inpatient wunit supporting o6relate
Most CYP in this study described feeling well connected to their caregivers during

admission to the unit, with some increasing the sense of connection with their family

over the course of their admission (Stanton et al, 2020). Supporting CYP and their

families with practical solutions to maintain contact included providing onsite

accommodation, ease of making phone calls, staff members encouraging families to

go on outings and supporting long visiting hours (Stanton et al, 2020). Receiving

support from the family during hospitalisation was experienced by the participants in
Schneidtinger and Haslinger-B a u ma rn(201®)study. Regular visits to the ward by

family members were seen as highly positive for CYP, with one CYP reporting that

she felt &édbol ster ed up dgheraisitthg esdhdag dugngthe ned by
wards allocated vising hours (Schneidtinger and Haslinger-Baumann, 2019).

Visitation between CYP and their caregivers was also described as a key time
throughout the CYP6s stay for caadwitlgthever sé r e
unit and its staff members in another study (Merayo-Sereno et al, 2021). However, in

this study it was recommended that parents were to work on management strategies

with their child during the visit as opposed to spending time with them. This often left

parents feeling this task should have been undertaken by a therapist and not

themselves (Merayo-Sereno et al, 2021).

Telephone calls to friends and family are an important method of contact for CYP

and provision for this has been recommended by inpatient service standards (QNIC,

2021). The ease of making phone calls has been highlighted as practical support for

patients (Stanton et al, 2020). Although in this study there were rules around the use

of mobile phones which appeared to Ingmit CVYP
The restrictions on the use of mobile phones were described as beneficial by some

CYP, particularly during the night-time where they would retire to bed at an earlier
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time and incorporate sleep strategies into their bedtime routines (Stanton et al,

2020). Restrictions on mobile phones were not appreciated by all CYP however. One

study sought to understand how adolescents perceived the hospital experience

when hospitalised for medical stabilisation (Bravender et al, 2017). CYP in this study

rated the limits put on mobile phones as the least helpful aspect of the inpatient

experience.

2.8.2 Familiesi Parents @nder standing of their chil dos 1
Il n Gi | (2016 study CYd sdentified the need for support from others such as

friends, family and mental health aftercare services. All CYP reported feeling more
confident in their familyds understanding of
had received at the unit, with some CYP reporting that they had good support

networks upon discharge from the unit. In some instances, it was staff members who

were attributed with helping CYP6s families
their childbés ment al health iIissues (Stanton
reported feeling understood by their caregivers, with some reporting the feeling of

their mental health issues not being taken seriously enough (Schneidtinger and
Haslinger-Baumann, 2019). One CYP reported issues becoming more difficult as

their family developed more of an understanding of the seriousness of what they

were going through (Stanton et al, 2020).

2.8.3 Summary of families

In summary there were two key methods of communication for CYP to remain in

contact with their families when in hospital for mental health care, through visits to

the ward and telephone calls. The provision of quiet spaces on inpatient units to

enable visiting is recommended by CAMHS inpatient service standards. CYP

reported visiting to be a positive aspect of the inpatient experience which helped

them stay connected to their families. Despite restrictions being applied to

telephones for some CYP, telephone calls were also seen as an important way for

CYP to contact their families. CYP reported feeling their parents had a better

under st andi n g menfal healthgilolllems dver thalcousse of their

admission to hospital. Although this was not the same for all CYP, with some

reporting that they did not feel understood by their parents or that their parents did

not take their mental health issues seriously enough.
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2.9 Education

2.9.1 Education - Inpatient education
In a recent report exploring inpatient education in UK CAMHS units, survey

responses were collected from 62 of 107 (58% response rate) inpatient units in
England which accounted for around 75% of CYP in inpatient CAMHS care (DfE),
2018). Overall, survey responses from units found that the majority of CYP received
over 16 hours of education per week (DfE, 2018). Findings from this report also
indicated that education was mainly delivered through regular timetables, although
there were varying models of delivering education. Inpatient CAMHS service
standards recommend the provision of the core educational subjects of Mathematics,
English, and Science (QNIC, 2021). In the report by the DfE, 92% of units
responding to the surveyo6s provided Engli sh,
Science to all pupils (DfE, 2018). In addition to providing core subjects, units also
provided a range of other subjects including Art, Personal Social Health and
Citizenship Education (PSHCE/PSHE), Physical Education (PE), ICT, Music, History,
and Geography (DfE, 2018).

Since the undert aki 2@L5)ceviewHlere appeas to hasebeean | 0 s

two further studies briefly reporting on CYP

education being provided inside inpatient mental health units (Hayes et al, 2020 and
Stanton et al, 2022)s.t udy , HaG¥PR0 sete dau cdast i on
from the perspective of CYP both prior to and during their admission to the mental

health unit. Schoolwork was described as the focus of admission for some CYP, who

stated that they were willing to accept an admission to the mental health unit if the

admission helped them to do their schoolwork. For others who were asked questions

around the key expectations of the admission, school was a priority. Some hoped to

regain a structure to help them with returning to school. Other CYP were more

explicit with their expectations however and hoped that the admission would help

them to do schoolwork at the standard they were working at previously (Hayes et al,

2020). Some CYP had other expectations and commented that they realised the

admi ssion was not going to 6fix06 them, but

they could then continue attending their mainstream education (Hayes et al, 2020).

Adolescent inpatient mental health service standards recommend that all CYP are

provided with a personal education plan, and that the unit provides a broad and
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balanced curriculum, which is appropriate tothe s t u d eneetds@NIC, 2021). In

St ant o n(2020) stuayl thée shird pillar of Self-d et er mi nati on t heory 6
wasex pl ored within the context of the inpatie
CYP described the unitdéds school as pivotal i
they felt they had lost competence in doing their schoolwork. CYP on attending the

unit school as a good way to start off doing small tasks as some CYP had already

missed one year of mainstream education. However, some CYP reported that the

school within the mental health unit was not stretching them enough academically or

felt that not enough was being done to keep them up with their studies (Stanton et al,

2020).

2.9.2 Educationi Suppor t i ng -efnhtsnainseéream school post

hospitalisation
Si nce Hanni(204a5)evidence ayhtlgesis one of the education subthemes,

CYP reintegrating with school after discharge from a mental health hospital, has
been discussed more recently in the literature through policy and new research.

New service standards for UK inpatient mental health units recommend unit staff
support CYP with their reintegration if they are returning to their local education
facility post discharge (QNIC, 2021). As mainstream schools are one of the key
environments in which CYP will attend following discharge from hospital for mental
health related issues (Marraccini et al, 2021), there has been an increased number
of studies that have focussed on exploring the best practice for supporting CYP
during reintegration to their mainstream school (Tougas et al, 2019). These studies
have included exploring existing practice through conducting surveys with school
psychologists (Marraccini et al, 2019), identifying some of the barriers and facilitators
for CYP re-entering school (Clemens et al, 2010; 2011) and has focussed on the
experiences of returning to school through the perspectives of adolescents (Preyde
et al 2017;2018 and Marraccini et al, 2021) and caregivers (Blizzard et al, 2016).

Procedures for CYP reintegrating into their school typically involve meeting with
families prior to the students return, communicating with hospital providers and the
development of an individualised re-entry plan (Marracinni et al, 2019). In this study
by Marracinni et al (2019), the following six domains were synthesised and outlined
for consideration when CYP were reintegrating to their school post hospitalisation:
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School related stressors, Supports and interventions, School environment, Safety

plan, Key individuals and Re-entry plan.

Firstly, studies recommended that schools are encouraged to identify and provide

support for studentsbéacademic, social and emotional school-related stressors in

relation to their mental health (Clemens et al, 2010; Preyde et al, 2017;2018),

including any anxieties students had about schoolwork and difficulties involving their

peers (Savina et al, 2014, White et al, 2017 and Preyde et al, 2018). It has been

suggested that students, families and school professionals should be provided with

appropriate preparation and interventions to support CYP such as the teachers and

school professionals who would be interacting with the returning student gaining

knowledge or awareness about their mental health issues (Savina et al, 2014). It has

also been suggested that parents and families may require information about the

resources available for psychosocial support and information on the process of

school reintegration (Blizzard et al, 2016). Suggested interventions for students may

focus on certain adjustments to school such as additional academic support,

behavioural support, counselling support and/or skill development. These

interventions should vary in intensity depending on the individual needs of the CYP

and be monitored with both short and long term goals (Savina et al, 2014; White et

al, 2017; Preyde et al, 2017;2018). Recommendations from studies also include
considering the CYP6s school environment, an
address peer reactions in support of a positive school environment in order to reduce
discrimination and bullying (Savina et al, 2014 and Preyde et al, 2017;2018). Studies

recommend the development of a safety plan for potential mental health and

behavioural concerns to support CYP reintegrating to school (Savina et al, 2014 and

White et al, 2017). Further considerations include identifying key individuals involved

inthe process of CYPO®s .Theseincluge@ pesisbnoverseeing s chool
this process -pechoma@ntrpaco-opdéenatord to support
during reintegration (Clemens et al, 2010 and Savina et al, 2014). Other studies

have made recommendations for schools to develop an individualised re-entry plan

in collaboration with other stakeholders (Savina et al, 2014; Tisdale, 2014 and

Preyde et al, 2018;2019).

There has been a call from practitioners and researchers for improved

communication between hospitals, families and schools both during and post
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discharge (Savina et al, 2014; White et al, 2017 and Tougas et al, 2017). It has also
been suggested that support for students returning post hospitalisation should be
tailored to the individual needs of the person (Tougas et al, 2019), and to the specific

context of their school (Marraccini et al, 2021).

Common services available to support CYP upon returning to their school may
include support with time management, individual counselling and on-site tutoring
(Marraccini et al, 2019). Other practical support for students in some studies

included extended time to complete academic deadlines, being flexible with studentso
time of arrival and departure from school, and providing students with a universal
pass to see a counsellor (Marraccini et al, 2019). However, it has been noted that

the availability of these service and support may vary across communities and rural
and high-poverty schools may have fewer resources to support returning students
(Marraccini et al, 2021). Findings from this recent study exploring hospital
recommendations for schools during CYP6s dis
hospitalisation also reported that compared to schools located in urban and

suburban areas, schools in rural areas were found to less likely to have school
reintegration protocols for students returning (Marraccini et al, 2021).
Recommendations were made outlining a series of steps to prepare for school re-
entry following discharge. These included considering a return to school throughout
the hospitalisation period, discuss information sharing with families, providing school
with a discharge summary, provide recommendations to schools supporting CYP
returning to school tailored to their needs and finally to consider the variability across

schools to provide support to returning students (Marraccini et al, 2019).

Il n a follow up study to an earlier piece of
(2015) evidence synthesis, (White et al, 2006), researchers reported findings from a
schoo-based transition pr ogr anentfyfolowihgi t ati ng CYF
psychiatric hospitalisation (White et al, 2017). Of the 189 participants in the study

situated across eight high schools, findings from this study indicate that there were

i mprovements observed in CYPOG6s todhergbeing day fu
positive trends in participantséschool attendance and rates of graduating high school

(White et al, 2017).
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Anot her study which aimed to support CYPO6s t
to school implemented a school transition programme to support CYP (Weiss et al,

2015). In this study, CYP and families participating in the school transition

programme were assigned a 6Transition Teamo.
Connector (FC) and School Transition Specialist (STS) which would provide peer to

peer support to CYP and their caregivers. ST S Gvere social workers with extensive

experience of working with CYP and families and would create transition plans for

the school and would monitor the implementation of these plans over a period of

three months (Weiss et al, 2015). Findings from this intervention reported that

through providing transition specialists, outcomes for CYP and caregivers were

improved, and it also promoted cross-system communication between schools and

families (Weiss et al, 2015).

2.9.3 Summary of education

Findings from recent research studies indicate education is a focus for CYP when

being admitted to hospital, and CYP reported varying expectations of inpatient

education. For CYP who had experienced inpatient education, some described the

unit school as being helpful in regaining their competence with regards to their

schoolwork. This was not the same for all CYP however, and some CYP reported

not feeling challenged enough academically by the unit school.

Supporting CYP6s to their mesrepogedmbothm school
service standards documents and research. Research studies have detailed some of

the procedures and processes when considering CYP returning to their mainstream

school and studies have also described interventions such as school transition

programs to assist CYP returning to their school post discharge from inpatient

mental health care.

2.10 Conclusion and study rationale
This chapter began with the summary of three key areas from a previously published

evidence synthesis exploring the risks facing CYP admitted to mental health
hospitals. This literature was updated for the purpose of the current study which
explored therisksp er t ai n i ngpnnecionsaorttreid fsiends, family and

hospital during periods of inpatient mental health care.

In the case of C Y P &isndships, previous research has found that admission to

adolescent inpatient units pose risks to the maintainingof CY P 6 s mskeps withi o
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their friends. However, studies in the evidence synthesis and the subsequent
updated review of the literature found a lack of research exploring actions to support
adolescents in hospital to maintain relationships with their friends both inside and

outside of hospital.

Admission to an inpatient mental health unit also poses a risk to adolescentsofamily
connections. Although the review found some support for families to maintain
contact, the review failed to highlight studies reporting interventions to promote
family contact in UK inpatient units.

Int he case of CpoRcy and guicldnae onbke clegr,recommendations
that inpatient units provide education, including facilities and classroom space.
Whilst a recent DfE report (2018) briefly surveyed education in UK inpatient units, no
studies were found in the previous evidence synthesis or updated literature review
exploring how CYP maintained connections to their education during mental health
hospital in the UK.

Despite the updated review finding limited additional research uncovering risks to
CYP6s friendships, f ami | theredsostila éearthdfo n s
research of CYP and caregiversdviews of staying connected during mental health
hospital admission. There is also a lack of research exploring what everyday staff in
adolescent inpatient mental health services do to promote CYP maintaining these
connections. Gathering CYP and caregiverséexperiences of maintaining connections
during admission and inpatient staff membersoviews of facilitating connections would
help address this gap in the literature. Highlighting potential barriers to social
connections and identifying candidate interventions to facilitate connections would
potentially help adolescent mental health services address these issues for CYP and

caregivers.
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Chapter three i The research process

3.1 Introduction
In this chapter details of the research process are outlined. This will begin with the

aims, objectives, and purpose of the study. The research design, methods of data
collection are described and some of the potential drawbacks of using case study
methodology are considered. The process and challenges surrounding obtaining
NHS ethical approval for the study and its implications for the research are
described.

| then proceed to outline the process and my experiences of collecting data, which
will begin with a reflection upon the challenges and successes during my attempts to
gain and maintain access to the research site. | then describe my experiences of the
practicalities of recruiting participants, conducting research procedures and outline
the approach taken to manage the data and psychological welfare and safeguarding

of participants.

3.2 Study aim, objectives, and purpose

3.2.1 Aim
The aim of the study was to explore the interventions and the processes that

promote or I(tonmedtens to thefrRdusation, friends and families during
periods of admission to hospital for mental health care.
3.2.2 Objectives

1) To explore how health care, social care and education practitioners facilitate
connections to education, friends and families when CYP in hospital receiving
mental health care.

2) To explore CYPOGs and their caregiverso vi
connections during admission to inpatient mental health care.

3) To assess the suitability of standardised tools used to measure outcomes
related to mental health, friends, family and education for CYP in a mental
health hospital.

4) To identify candidate interventions and processes helping CYP maintain their
connections during periods of inpatient mental health care.

3.2.3 Purpose
The study reported in this thesis contributed to the body of knowledge relating to the

social connections of adolescents when in hospital for mental health care. The
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purpose was to understand how CYP kept in touch with their friends, family and
education when in hospital for mental health care and to gain an understanding of
how health, social and education practitioners facilitated maintainingCYP &6 s soci al

connections.

3.3 Study design
Having outlined the purpose of the study, the focus turned to the epistemological

considerations, methodology, methods of data collection and data analysis. It was

therefore important to first establish my philosophical and epistemological position. In

heal th and social care settings, research
or shape the researcherds understanding of
Beck, 2008). A paradigm has been definedasa o6wor |l d vi ewd or way
researcher studies a phenomenon guided by a set of philosophical assumptions

(Gerrish and Lacey, 2010 and Polit and Beck, 2017). Paradigms have been

described as lenses that assist a researcher to focus on a phenomenon (Polit and

Beck, 2017) and consequently influence what should be studied, how research

should be conducted and how results should be interpreted (Bryman, 2016).

Research paradigms provide a framework for planning and implementing studies
and are comprised of the four following four fundamental aspects; ontology,
epistemology, methodology, and methods (Scotland, 2012). All paradigms are
applicable to qualitative and quantitative research designs and different research

paradigms have varied epistemological and ontological assumptions which will

S
a
b

inform the methodology and methods that suit

2012). It is therefore important to understand these concepts which are crucial in the

planning and implementation of research.

Ontology refers to the world view and assumptions about the nature of reality which

are rooted in researchersd philosophical bac

and Plano Clark, 2018). Ontology is descri
social entities (Bryman, 2016). Researchers therefore need to understand their own
ontological perspective in order to understand their interpretation of how real life

scenarios are in relation to their research topic (Scotland, 2012).

Epistemology refers to the nature and forms of knowledge such as what is

be

considered as knowledge or &6éshould bed knowl
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2017), how the knowledge is acquired, or concepts understood (Bryman, 2016).
Furthermore, epistemology involves the nature of the relationship between the
researcher and the participants, objects or phenomena under study (Creswell and
Plano Clark, 2018 and Polit and Beck, 2017). Research methodology is linked
closely with ontology and epistemology as they are both concerned with how
researchers come to acquire knowledge. As different research approaches have
varied bodies of knowledge (Gerrish and Lacey, 2010), a particular research
methodology can influence the particular methods chosen for a study design
(Bryman 2016). Furthermore, Scotland (2012) suggests that research methods can
be traced back to a particular ontological position through methodology and
epistemology and adds that it is not possible to conduct a study without an
ontological and epistemological stance, therefore showing the crucial part these two

concepts play in research.

A key paradigm involved in nursing research is the constructivist paradigm or

naturalistic paradigm (Polit and Beck, 2017). The constructivist paradigm is one of

0rel ativismd whi c h ubjectieewasd diffeecatfromtpgrsoatse bei ng s
person (Scotland 2012, Polit and Beck, 2017). Researchers using the constructivist
approach aim to understand phenomena from an
be achieved through the active interaction between the researcher and participants

(Scotland, 2012, Polit and Beck, 2017).

It is suggested that this paradigm is suitable to study phenomena involving human
behaviour in the social sciences (Bacon, 2014). Researchers in this paradigm
believe that people interpret their environment and those interpretations are shaped
by the context and culture in which they live in (Scotland, 2012 and Parahoo, 2014).
Constructivists believe in active interactions between the researcher and the
participants and aim to understand rather than predict (Parahoo, 2014). Parahoo
(2014) also suggests that a constructivist approach strives to grasp the subjective
meaning of situations and look at how meanings are developed through interactions.
Constructivist r eseaeéc heepiss taednooplto gai cdaslu bp cescitti
based on real world phenomena (Scotland, 2012). Evidence in this paradigm is
obtained through inductive processes and it is suitable in methodologies including
case studies, phenomenology, hermeneutics, and ethnography (Scotland 2012, Polit
and Beck, 2017).
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Although the constructivist paradigm is sensitive to individual meanings and suitable

for understanding human behaviour in social contexts, it has limited transferability

and generalisations due to small sample sizes in the studies conducted (Polit and

Beck, 2017). Additionally, the subjective nature of the findings of interpretive

research are regarded as oOidiosyncraticd whi
researchers studying the same topic area would arrive at the same interpretation of

the phenomena under study (Polit and Beck, 2017).

Despite its limitations, a constructivist paradigm was chosen for this study which

aimed to explore CYP, caregivers and staff experiences of connections to friends,

family and education during periods of inpatient mental health care. The interactions

between the researcher and CYP, caregivers and ward staff in the social setting

(CAMHS inpatient unit) demonstrated the rese
aided in the construction of the knowledge being sought in the study. The

researcher® prior experience and knowledge of CAMHS inpatient services combined

with rich data from participants aided in obtaining an insight into the phenomena

under study.

The decision to use multiple methods was based on the need to answer the study
objectives and a review of previously used methods in the literature on the topic of
CYP in inpatient mental health care. Along with qualitative and quantitative research,
mixed methods research has been described as the third major research approach
(Creswell and Creswell, 2018). While dating back to the late 1980s (Creswell and
Plano Clark, 2018), this emerging research approach is increasingly used by health
researchers in health services research (Tarig and Woodman, 2013). It has been
defined as research that focusses on the combination of elements of both qualitative
and quantitative research (Schoonenboom and Johnson, 2017), and the application
of mixed methods research has been suggested as an effective way of exploring
real-life situations in their contextual settings (Creswell, 2013). This approach
involves the collection, analysis and mixing of both qualitative and quantitative data
in single or multiple studies for the purpose of breadth, understanding and
corroboration (Johnson et al, 2007). The underlying assumption of mixed methods
research is that it can address some research questions more comprehensively and

provides more evidence for studying a research problem than either quantitative or
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gualitative research alone (Tarig and Woodman, 2013 and Creswell and Plano Clark,
2018).

Equal status was given to each method of data collection and analysis and were

conducted concurrently. Qualitative research methods included semi-structured

interviews, direct observations and documentary analysis and the quantitative

element comprised of validated outcome tools. The mixed method design for the

current study followed the core O6convergent
2018). This popular approach to mixing methods is used when the researcher seeks

to generate a more complete understanding of the research problem through

collecting and analysing both qualitative and quantitative research data for the

purpose of comparing or contrasting the results (Creswell and Plano Clark, 2018).

The procedures for conducting a convergent mixed methods design involve four key
steps. First, both quantitative data and qualitative data are collected concurrently but
usually separately by the researcher. Secondly both types of research are
independently analysed using separate analysis procedures. The third step involves
the merging on the two sets of results, with the final step involving the researcher
interpreting the merged results through a format such as a discussion (Creswell and
Plano Clark 2018). The convergent design is an efficient design in which both types
of data are collected at approximately the same time. This is useful if there is limited
time for collecting data in the field and both qualitative and quantitative data need to

be gathered in one visit (Creswell and Plano Clark, 2018).

The core mixed method convergent design in the current study was applied to a
wider case study methodology (Yin, 2018). Whilst Creswell and Plano Clark (2018)
suggest that any of the main three core mixed methods designs (convergent,
exploratory sequential and explanatory sequential) can be applied to a mixed
methods case study approach, it has also been suggested that the most prominent
design to use is a convergent design (Curry and Nunez-Smith, 2015). A mixed
method case study design is a type of mixed methods study in which collection,
results and integration of the quantitative and qualitative data are utilised to provide
an in depth understanding of a case through gathering diverse sources of data
(Creswell and Plano Clark, 2018). A case may be constituted as a person, activity, or

organisation (Stake, 1995 and Yin, 2018) such as a family, school or medical clinic
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(Creswell and Plano Clark, 2018). It is suggested that one of the first steps of case
study methodology is to identify the case (Heale and Twycross, 2018 and Yin, 2018).
In the current study, the case was identified as a single Tier 4 CAMHS inpatient unit.
The specific choice of case study design was to be a holistic design, where the
researcher is interested in examining the global nature of an organisation (Yin,
2018). A key rationale for the use of a single case design is for it to represent the
common case (Yin, 2018). Here the objective is to capture the circumstances and
conditions of an everyday situation. A further logical rationale for the selection of a
single case study was due to the lack of Tier 4 CAMHS inpatient units within this
region of the UK and limited resources of the doctoral study.

Despite the potential benefit of using more than one case study and the associated
challenges regarding scope and scale of this, other research approaches to
conducting the study were considered which may have been appropriate.

A popular approach to conducting research is ethnography. Ethnography is a

versatile research method for studying social or cultural groups and refers to a type

of research often used in behavioural or social sciences where an individual explores

a particular group with the aim to better understand it (Kramer and Adams, 2017).

The individual conducting ethnography research, or ethnographer, immerse

themselves in a group, social setting or organisation for an extended period of time
(Bryman, 2016). They activel y parti ci pate in the group 1in
perspective of the group and to have experiences similar to the group members

(Kramer and Adams, 2017).

Ethnographic researchers regularly observe the behaviour of participants in a setting
and listen and engage in conversations and conduct interviews with participants.
Additionally, they collect documents about the group, and develop an understanding
of the culture of the group and its behaviour within the context of the groups culture,

while writing a detailed account of the setting (Bryman, 2016).

Ethnography has been applied to a wide range of groups, from small teams to larger
organisations, multi-organisational collaborations, and community settings.
Ethnographic research can provide valuable insights into how members of a group or
organisation create and maintain culture through communication and social

interaction with the understanding that the data collection and analysis are
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conducted rigorously (Kramer and Adams, 2017). A potential disadvantage of
adopting an ethnographic approach regarding
would be the requirement of long periods of time in the field with CYP combined with

the unpredictability of their discharge from the unit.

Another research approach that was also under consideration was Interpretative
Phenomenological Analysis (IPA). IPA is a form of qualitative research commonly
used in health and social care research settings (Peat et al, 2019), and aims to offer
insights on the understanding and experiences of participants, and how participants
make sense of their own experiences through a process of in depth reflective inquiry
(Smith et al, 2009). IPA is an interpretive process between the researcher and the
researched and acknowledges that we are each influenced by the world in which we
live in and the experiences we encounter. This approach has gained prominence
across health and social sciences as a way to understand and interpret topics which
are complex and potentially emotionally burdensome such as participants

experiences of ill health.

However, as with IPA there is a particular focus on the experience of the individual, a
limitation to adopting this approach in the current study is that it may not have
provided sufficient insight into the context, structure and system of the adolescent
inpatient mental health unit in the study. Furthermore, this approach would not have
answered all of the studies objectives given that there was a specific sub objective of

collecting data on organisational policies and documents.

3.4 Interviews
Semi structured interviews were utilised to partly fulfil study objectives one and two.

As there was a clear focus of the research being based around the topic areas of

CYPO6s connections to fri ensttuwturedfiinlemvienlswereand edu
chosen to allow for these specific topics to be explored in depth and provided a

degree of flexibility (Clark et al, 2021). In addition, they help to uncover explanations

to key events and provide insights reflectincg
Individual interviews were planned with CYP who were inpatients at the unit, their

caregivers and a variety of health, social and education practitioners employed at the

unit, who expressed an interest in participating in the study.
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Considerations were given to alternative popular methods used in health care

settings to gather the views and perspectives of participants such as focus groups

(Gibson, 2007). They have been viewed as efficient and inexpensive to conduct
(Fontana and Frey,2005)and encour age participants to el/
experiences, views and feelingkeummad t o buil d
Savithiri, 2009).

For some however, there is great difficulty in talking about sensitive topics,
particularly in a group setting (Gibson, 2007) such as experiences of mental health
issues and hospital admission. In contrast where appropriate, interviews allow for
sensitive topics to be discussed where individuals may not wish to discuss sensitive
topics in group settings (Gill et al, 2008). Some of the challenges of undertaking
focus groups with CYP include participants finding the group setting unsettling or feel
pressured to agree with individuals who may dominate discussions (Raby, 2010).
Therefore, interviews were planned as opposed to focus groups. Furthermore,
gathering the subgroups of participants together in a focus group would have been
extremely difficult logistically. CYP often have scheduled school timetables to adhere
to (Gibson, 2007) and both ward staff and caregivers often had other work
commitments or caring responsibilities.

3.4.1 Rationale for questions

Questions were designed to explore patientsé
their friends, family and education, from the perspectives of CYP, caregivers and
ward staff. A set of demographic questions were asked first, before exploring the
context surrounding admission. Following this, questions covered friendships both in

and outside of hospital, family and inpatient and mainstream education.

Questions specifically relating to ward staff included information on their position, an
overview of the unit and questions in relation to how CYP connections to friends,

family and education were addressed through their daily professional practice.

Il nterview questions were developed from the
mental health care and involved an iterative process of adding questions if new

concepts arose from interviews (Appendices 3-5).
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3.4.2 Documents, direct observations and fieldnotes
To support meeting objective one, the healthc ar e or gani sati onbés pol i

procedures were treated as documentary data (Clark et al, 2021). Permission was

sought from a Senior Manager at the research site to access these documents

to explore how they facilitated or hindered CYPG6s connections to thei
and education. Official documents deriving from private sources such as an

organi sat i o nabedikelg to betantreemtit, sieaningful and can be important

in conducting case studies in addition to using methods such as interviews and

participant observation (Clark et al, 2021). The advantages of documents include

richness, relevance, natural occurrence and availability of data (Silverman, 2014).

Observations were undertaken to examine unit-based discussions between health,
social and education professionals in group settings such as daily short MDT
meeti ngs knowh ana morsdirpdepth weeklg waéd round MDT
meetings. Of the CYP who agreed to participate in interviews, consent was obtained
to observe their individual Care and Treatment Plan (CTP) meetings. Direct
observations (Hammersley and Atkinson, 2007) of these meetings were conducted
and recorded using fieldnotes to establish how connections to friends, families and

education were addressed.

Field notes are an effective tool to keep track of qualitative research procedures that

help researchers learn and understand information about a certain social group,

culture, or event (Tenzek, 2017). They are detailed summaries of events and

behaviour which i1include t h€larketal,@2t)dthhasr 6s 1 ni
been suggested to write field notes that provide a rich and detailed description of

events, including who was involved and where the setting occurred (Phillippi and

Lauderdale, 2017). Therefore, field notes that are descriptive can be seen as a

tangible, physical and objective interpretation of what was being observed. The field

notes recorded in the current study started out as brief notes but were converted into

detailed formal field notes daily (Yin, 2018). They were stored in a physical journal

and were backed up in electronic format.

! Pay over adaily MDT meeting where professionals discussed and reviewed the care and
treatment of CYP. A brief meeting, shorter tithe weekly Ward Round.
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3.5 Outcome Measures
To achieve study objective three, CYP were invited to complete three validated

outcome questionnaires relating to friends, family, education and mental health.

The tools were presented to CYP individually in pen and paper format in a pack
containing the tools, with the researcher distributing the questionnaires to
participants and collecting them on completion. CYP were provided with a quiet room
on the ward to complete the questionnaires whilst the researcher sat outside in the
corridor. Participants remained in eyesight of the researcher in case they had any
gueries regarding phrases or questions with which they were not familiar.
Completion of the tools took on average 45 minutes to an hour. The following three

outcome tools used in the current study are described in further detail below:

3.5.1 The Strengths and Difficulties Questionnaire
The Strengths and Difficulties Questionnaire (SDQ) (Appendix 6) is a screening

measure of emotional and behavioural disorders designed for children aged 3-17

(Goodman, 2001). The brief self-report questionnaire consists of 25 items across five
subscales and utilisesathree-poi nt Li kert scale ranging frol
l=6somewhat trued and 2= 6certainly trued. T
five subscales: Emotional problems, Conduct problems, Hyperactivity scale, Peer

problems and Prosocial behaviour and each subscale has five items. The four

problem behaviour scales (Emotional symptoms, Conduct problems, Hyperactivity,

and Peer problems) can be summed to generate a Total Difficulties score (Kovacs

and Sharp, 2014). A Total Difficulties score can range between 0-40. A score of 0-13

is considered to be withinthe 6 n o r ma | 1@-16onwa ntdh,i n t h ébardamader | i n
score of 17 and above consi derResllitstarenobae i n t h
judgement of heNkhPbhutshigharescotesiténd to correspond to CYP

whose mental health and wellbeing are likely to be under considerable strain

(Wolpert et al, 2012).

Items comprising the Emotional Symptoms scale include unhappy mood,
fearfulness, headaches or stomach aches, clinginess, and worries. The Conduct
Problems scale includes items pertaining to temper tantrums, obedience, lying or
cheating, stealing, and fighting. The Inattentioni Hyperactivity scale includes items

pertaining to restlessness, fidgeting or squirming, distraction, concentration
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problems, impulsiveness, and task completion. The Peer Problems scale includes
items regarding preference for solitary play, friendships, being liked or bullied, and
preference for adults. The Prosocial scale includes consideration of others' feelings,

sharing, displays of kindness, and willingness to help others.

The SDQ is a widely used outcome measure for children, adolescents and carers
(Brann et al, 2018). It has been used extensively by both researchers and clinicians
(Lundh et al, 2008) for purposes including clinical assessment, evaluation of
outcomes, epidemiology, screening and research (Child Outcomes Research
Consortium (CORC), 2021). In a review of 48 studies, it was shown across a variety
of settings both cross-sectionally and longitudinally that the SDQ had good reliability
and validity (Sharp et al, 2005 and Stone et al, 2010).

3.5.2 The Inventory of parent and peer attachment-revised

The Inventory of parent and peer attachment - revised (IPPA-R) was developed by
Armsden and Greenberg (1987) to assess adolescentsoperceptions of the quality of
their relationships with parents and peers such as the degree of mutual trust, quality
of communication, and feelings of anger and alienation. The original IPPA was
revised by its authors to separately assess perceived quality of attachment to
mothers and fathers as opposed to the original assessing parents together. Some of
the wording was later revised for use in children and younger adolescents (Gullone
and Robinson, 2005) and whenever possible, the authors recommend the revised

guestionnaire over the original version (Armsden and Greenberg, 1987).

The instrument (Appendix 7) is a self-report questionnaire with a five-point Likert
scale response format. The revised version (Mother, Father and Peer version) is
comprised of 25 items in each of the mother, father, and peer sections. It is scored
by reverse-scoring the negatively worded items and then summing the response

values in each subscale (Armsden and Greenberg, 1987).

For all scales of the IPPA-R, items are included to assess three aspects of
attachment including trust, communication and alienation, with higher scores
corresponding to more positive attachments (Gullone and Robinson, 2005).
Specifically, the Trust subscale measures the degree of mutual understanding and

respect in the attachment relationship, the Communication subscale assesses the
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extent and quality of spoken communication, and the Alienation subscale assesses
feelings of anger and interpersonal alienation (Gullone and Robinson, 2005).

The IPPA-R has been demonstrated to be a valid measure of attachment for the
developmental periods of mid to late adolescence and early adulthood alienation
(Gullone and Robinson, 2005). The sample of participants for the earlier
development of the IPPA-R were 16 to 20 years of age, however the IPPA-R has
been used successfully in studies with adolescents as young as 12 (Gullone and
Robinson, 2005).

3.5.3 The Student School Engagement Survey

The Student School Engagement Survey (SSES) (Appendix 8) is a set of two
student self-report questionnaires (ashortand | onger version)
behavioural and emotional engagement with their school. It was developed by the
National Center for School Engagement (NCSE) as an outcome measure in
evaluating interventions aimed at school truancy and focuses on psychological
investment in learning, affective reactions in classroom and school conduct
(Fredricks et al, 2011).

The questionnaires contain a total of 45 items across three subscales of cognitive
(22 items), behavioural (7 items) and emotional engagement (16 items) (NCSE,

2006). Most items are answered on a Likert scale with responses ranging from

of

AStrongly disagreedo to AStrongly Agreeo,

CYI

and

Sample items for the subscal es imocdluad eandilf lf

~

am happy to be at my school 6 (emotional ), #fl

Al | earn a | ot from my classeso (cognitive)

working, o Al get in trouble at tslytestedat, o

three intervention sites with 150 students and has been used in both low-income and

ethnically diverse students. Target population for the questionnaire is CYP in middle
school (ages 11-13) and high school (ages 14-18). Administration of the
guestionnaire is through a teacher or appropriate adult and is in paper and pencil
format, with completion taking around 30-45 minutes. No information was provided
for scoring and reporting procedures although items that are mapped onto scales
can be summed to create scale scores (Fredricks et al, 2011). This was confirmed
when the researcher contacted the authors about the outcome measure.
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3.6 Data Analysis

3.6.1 Triangulation of data
Collecting data from multiple perspectives offers the opportunity for triangulation

which can be used to increase confidence in
2013). Triangulation is the study of a social phenomenon by the combination of more

than one method or source of data (Bryman, 2016). A combination of interviews,

observations and documentary analysis with that of three outcome tools, built an

overall picture of how CYP maintained connections to their friends, family and

education during periods of inpatient mental health care.

3.6.2 Descriptive statistics of questionnaires

Single data entry was carried out with all patient reported outcome measures. A

second person independently checked the data entry and any corrections were

identified, verified and rectified. Data were entered into IBM Statistical Package for

the Social Sciences (SPSS) Statistics 27 software (IBM Corporation, 2020). Baseline

and demographic characteristics were summarised using descriptive statistics

(percentages or means and standard deviations (SD) as appropriate) and results

were tabulated. Additional data on gender, age on admission, admission rate,

diagnosis, and average length of stay for the previous threey ear sé wort h of
admissions and for the current study were recorded and calculated into percentages.

Results were tabulated and are available in Chapter four.

3.6.3 Thematic Analysis of interviews, direct observations and documents

A number of major approaches to analysing qualitative data exist such as narrative

analysis, content analysis, discourse analysis, grounded theory and thematic

analysis (Barbour, 2014 and Silverman, 2019). Thematic analysis (TA) is a

descri pti ve approach and has been described as
and reporting patterns (themes) within datao
exploring individualséviews, experiences and perceptions and was chosen as the

most suitable way of analysing the data generated from the interviews, direct

observations and documents. In recent years TA has developed significantly such as

reflexive thematic analysis (RTA) (Braun and Clarke, 2019a;2021), an accessible

and flexible interpretive approach that facilitates the identification and analysis of

patterns or themes in a data set (Byrne, 2022).
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A brief outline of the six stages of TA recommended by Braun and Clarke (2006) are
described below, and as suggested stages were moved through back and forth in a

recursive and iterative process (Braun and Clarke, 2020):

U 1. Familiarisation of the data: phase one is where the researcher becomes
immersed in the data by actively reading, re-reading or listening to audio to
gain an understanding of the depth and breadth of the content. It is
recommended to take notes during this phase for future coding.

U 2. Generating initial codes: phase two involves systematically coding by
working through the whole dataset to generate ideas.

U 3. Searching for themes: phase three is assembling codes into potential
overarching themes by the combining, rearranging and splitting of codes.

U 4. Reviewing themes: in phase four the researcher rearranges themes, so
they fit within the coded extracts for the whole dataset.

U 5. Defining and naming themes: in phase five there is ongoing analysis of
refining the themes, generating clear names for each theme.

U 6. Producing the report: writing up the analysis selecting appropriate data
extracts to showcase each theme.

Transcribed recordings from the interviews, fieldnotes of direct observations and
documents were entered into NVivo 12 software (NVivo, 2018). A second person
independently coded an interview transcript to reduce coding bias and improve

rigour.

3.7 Permissions Process

3.7.1 Ethics
When undertaking research involving patients in NHS premises in the UK,

researchers must first obtain ethical approval for their studies which are reviewed
and approved by a Research Ethics Committee (REC). The primary role for REC is
to protect and promote the interests of patients and the public in health research.
However, they are also responsible for the streamlining of regulations in research.
Before the research can proceed, both the Health Research Authority (HRA) and
Health and Care Research Wales (HCRW) through local health board research and
development (R&D) and the REC must approve the same research protocol and
accompanying documentation. A key part of obtaining ethical approval for research

involves researchers completing an online research ethics application form known as
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the IRAS system (Integrated Research Application System). The process of the

application form depends on the nature of the study such as whether the study is a

single or multi-site study, the type of research being undertaken and whether the

study involves clinical interventions. Each IRAS application differs slightly, and the

number of questions will be increased or reduced according to relevance of the

research. Obtaining ethical approval for this project involved the completion of a 78-
guestion IRAS application,i ncl udi ng a OoPart B6 section for
specifically involving children, a 10,000 worded research protocol and accompanying

research documentation. All documents were reviewed by a local health board R&D

department and an NHS REC before awarding approval.

3.7.2 Sponsorship

The policy framework for health and social care research emphasises that studies

are required to have identified a suitable sponsorship organisation before submitting

research applications to REC (HRA, 2017a). For the current study, the research

protocol and all study documents were submit
Innovation service to be reviewed and approved to be eligible to act as the study

sponsor.

3.7.3 Patient and public involvement

In more recent years the value of patient and public involvement (PPI) in research

has become apparent to improve the quality of projects (Wicks et al, 2018 and

Tomlinson et al, 2019). Some researchers have argued that research should be

designed by and with the people it is meant to benefit (Fletcher et al, 2021). To

ensure CYPO6s voi ces wdtheresbael, thafollowng strategy d e si g n
was utilised before applying to the NHS REC.

CYP with experiences of mental health difficulties were consulted in the design of the

research. CYP aged 12-17 receiving care and treatment from a local Tier 3 CAMHS

were involved with the development of patient facing materials such as consent

forms, participant information sheet (PIS) and the proposed interview schedule. This

involved forwarding the documents to primary mental health nurses within the

CMHT, to distribute to CYP on their caseloads. The community mental health nurses

then providedt he CYPOs f e e db aankat hitarfeedbgck indears a |

mixture of understanding with CYPma ki ng t he f ol | lowd $ gf cmenmelint

understand what it says and what ités asking
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be able to answer Rdspondentl.ilhegetofsarme hadadtt dod
understand some of what it means really. | might need some help if | was doing it

pr op &espopdent2.il t hink it should be a |ittle bi
understand it, but |1 &dm not surthelanfuaggounger p

mi ght need t o Resporgent3i t si mpl er o

The feedback was taken forward for refinement and the patient facing materials were
subsequently changed to aid potential participantsbunderstanding. In addition to the
PPI strategy, | consulted with health care professionals with experience of inpatient
CAMHS such as staff nurses, senior staff nurses and a NHS Consultant Nurse when
developing participant facing materials, to ensure documents such as interview

guestions were appropriate and suitable.

3.7.4 REC meeting and obtaining favourable opinion
Following the submission of the IRAS form and associated documentation, an

appointment was made to attend a regional REC meeting on 15" November 2018
via telephone conference to discuss the research. This REC meeting involved a
panel of fourteen committee members, nine with a range of medical professional
backgrounds and five lay people. Specialities for this REC included research
involving children and research involving adults lacking capacity. In the meeting, the
proposed research was discussed along with the IRAS application, protocol and
supporting documentation such as consent forms and PIS. In the meeting attention
was paid to the design and value of the research, the benefit/risk ratio to participants,
the care and protection of participants in terms of data protection, maintaining
confidentiality and obtaining informed consent. Members of the committee were
satisfied with the main points raised in the meeting and comments were made on the
ease of reading and understanding of PIS and consent forms. The REC requested
that the questionnaires were modified to remove any requests for identifiable data
from participants. The subsequent modifications were made to the questionnaires to
reduce identifiable information, removing requests for names, date of birth and the
adding of more option selections for gender. Finally, the REC recommended that in
accordance with the Welsh Language Act (1993), participant-facing study
documentation needed translating and Welsh copies should be available to

participants. The local R&D department were consulted and | was informed that
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HCRW would provide a translation service if required. A short time after the REC
meeting, | received a letter of favourable opinion subject to conditions (Appendix 9).
After amendments had been made to the research protocol, PIS and consent forms,
these were updated on the IRAS submission and a letter of favourable opinion was
obtained from the REC, granting ethical approval for the study on December 41",
2018.

3.7.5 HRA and HCRW Approval
Running simultaneously with the REC review is the HRA and HCRW approval. This

is the process of the assessment of governance and legal compliance for studies
taking place in the NHS in England and Wales. After the IRAS form and supporting
documentation were reviewed by specific staff at HRA and HCRW, a formal letter of

approval was issued on 5" December 2018.

3.7.6 Capacity and Capability Assessment
The final stage in the process of obtaining ethical approval and before the study

could officially commence was for the local R&D department to arrange a Capacity
and Capability (C&C) assessment. This involved the R&D department liaising with
the research site to establish whether the research site is equipped to support the
study. The assessment considered the patient population and who is responsible for
the identification of participants, staffing requirements and what costs and resources
would be involved to deliver the study such as equipment, space and location.
Additionally, the availability of suitable clinical/management supervision to support
the study and to provide study oversight was assessed and approval from the clinical
directorofthe research setting was sought before a
was issued.

It was also deemed by the HCRW portfolio team that the study would be registered
on the National Institute for Health Research (NIHR) Clinical Research Portfolio. The
Clinical Research Portfolio (CRP) is a register of active health and social research
studies in Wales that are deemed high quality by meeting a set of specific eligibility
criteria. Gaining registration onto the CRP is essential to receive Activity Based
Funding, obtaining NHS support costs for research studies and to access HCRW

resources such as specific training (HCRW, 2017). It is also a requirement of the
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CRP that all recruitment data is uploaded online to a portfolio monthly to verify the

recruitment activity for the month.

3.7.7 Post approvals delays and barriers to beginning fieldwork
Despite having formal REC approval on 26" November 2018 and HRA & HCRW

approval on 51" December 2018, | did not begin my fieldwork until the 13" March
2019 due to delays between the research site and Health Board R&D department in
completing the Capacity and Capability
for me to begin the study. This was due to several reasons. During the time spent
developing the protocol and IRAS form in preparation for the REC meeting, there
had been restructuring of managerial staff within the NHS research site with a
change in head of department of which | was unaware. Information regarding the
research study appeared not to have been communicated to the new in-post head of
department and therefore | had to explain the purpose of the study to the new senior
management team at the research site. Eventually after several weeks of delays, in
January 2019 | was invited along with a Health Board R&D research officer to
discuss the research with a senior manager who would also be acting as a research
site supervisor. In this meeting the site supervisor had queries around maintaining
the safety of myself and participants during the interviews, particularly as | would be
working with vulnerable CYP in the capacity as a lone worker. Despite explaining the
procedures to follow in the research protocol in the event of safety concerns such as
a participant becoming distressed, the site supervisor insisted a staff member act as
a chaperone during interviews to protect myself against potential allegations from
participants. Although the chaperone was initially recommended, they were
subsequently not required during the fieldwork.

Following this meeting there were consultations between the R&D department and
the research site via email in order to complete the C&C assessment. During this
time, | attended two planned introductory visits to the research site. The first visit
involved an induction to the unit by a member of staff and to complete the necessary
induction paperwork. The second visit involved me briefly attending a Multi-
Disciplinary Team (MDT) meeting to discuss the research with the Clinical Lead and
a variety of health, social and education practitioners at the unit. In this meeting, |
gave a presentation of the research to around 15 professionals and | received a

mixed response. Some individuals seemed hesitant in participating and were
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concerned with anonymity and how | would protect their identities when writing about
the research. Other professionals openly stated that they would like to participate
and welcomed research being undertaken at the unit for the first time. After C&C was
confirmed by the R&D department on 13" March 2019, | was issued a letter of
access and commenced nine months of fieldwork which finished a few months prior

to the beginning of the global Covid-19 coronavirus pandemic.

3.8 Data Collection

3.8.1 Gaining and maintaining access to the research site
The initial steps to gaining access to the research site were relatively straightforward.

After the introductory visits | was issued with a key-fob to gain access to the
building/wards and inducted in the health and safety and fire safety procedures. |
was also provided with a desk space to work from in an unused room away from the

main wards.

Ini ti al stages of fieldwork involved me atter

Wednesday. This professionals-only meeting was led by a Child and Adolescent
Consultant Psychiatrist (CP) involved various health, social and education
practitioners. The meeting was an opportunity for staff members to discuss each
patient individually and would provide an
previous week. This meeting originally served two purposes. Firstly, to begin
recording anonymised fieldnotes of patient cases. Secondly, to provide an
opportunity for the CP to discuss and identify potentially suitable participants for the
research. Participant inclusion criteria stipulated that CYP needed to be aged
between 11-18, comfortable talking about their experiences of their friends, family
and education, able to converse in English, provide informed consent and were
willing to participate in the study. A detailed description of study inclusion and
exclusion criteria for CYP, caregivers and ward staff can be found in Appendix 10.
During the first week of fieldwork, the CP stated that he was very busy at the end of
the meeting and was unable to identify suitable participants for the research. The
following week the CP was away and the ward round was chaired by a speciality
trainee (ST) Doctor. Although this Doctor was able to discuss potential patient
participants with me, he preferred me to liaise with the CP when back from teaching.

| therefore scheduled a meeting with the CP for the following week. In this meeting |
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outlined my research with the CP, who suggested to recruit patients on the ward, |
drafted a letter to send to CYP on his behalf, inviting them to take part in the
research which he would sign. | explained my reluctance to go against research
procedures that were not in the research protocol which may result in seeking
amendments with the REC. | recommended that when discussing patients in the
ward round, he take time to consider whether they would be suitable to approach for
the research by staff on the ward. For the next weekly ward round, | proceeded to
bring a copy of the participant inclusion and exclusion criteria (Appendix 10) for the

CP to refer to when identifying participants for the study.

3.8.2 Identifying and recruiting CYP
CYP deemed approachable for participation in the research were identified by the

direct clinical care team in the weekly ward round meeting. Once clinical discussions
by the MDT about individual CYP had finished, the MDT would proceed to check
against the participant inclusion/exclusion criteria and discuss whether each
adolescent would be suitable for participation. Once identified, members of the
nursing team would approach identified CYP to see if they were interested in taking
part. Other members of the MDT such as therapists and education workers, would
discuss the study with eligible CYP in 1:1 therapy and teaching sessions. In addition,
there was a community meeting held on the ward each week which was facilitated by
a therapist and a nurse. In this meeting study leaflets (Appendix 11) were distributed
to CYP. If a CYP expressed interest in participating, members of the nursing team

and MDT would inform me.

3.8.3 Identifying and recruiting caregivers
During fieldwork, the strategy for recruiting caregivers was similar to that of recruiting

CYP. As outline in the studybés research prot
caregivers would mainly come from weekly MDT meetings. After identifying suitable

caregivers, members of the MDT would first approach them to introduce them to the

research. If caregivers expressed interest in the study, | would arrange to meet with

them in a consultation room at the unit. Additionally, study leaflets were placed on

cof fee tables in the buildingbés reception ar

of caregivers. These study leaflets provided an easily readable summary of the
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research. Therapists at the unit also provided families with these leaflets during
therapy sessions involving the CYPG6s family.

3.8.4 Identifying and recruiting health, social and education practitioners
To identify and recruit suitable health, social and education staff, | spent the first

three weeks attempting to recruit in MDT meetings. After initial struggles, | met with
the research site supervisor to discuss the slow recruitment process. Additionally, |
requested individual meetings with the head of the therapies team and ward
manager to discuss the research and recruitment.

| first met with the ward manager and discussed the research with her. It was agreed
in this meeting that the ward manager would compose an email with a summary of
the study and what it would involve for professionals. The ward manger sent this
emalil to all health, social and education staff at the unit. This prompted responses
from staff within the unit, the majority of whom were from the nursing team and
ranged from health care support workers to qualified nurses and senior staff nurses.
To increase the prospect of recruiting therapists, the head of therapies suggested |
attend a therapist specific meeting held on the unit each week to explain the
research. After attending this meeting and discussing the research, | received a

positive response from therapists and four agreed to take part in the study.

3.9 Consent
The principle of informed consent is applied in nurseséand other health care

professional sé6 everyday <clinical practice an
Midwifery standard for professional Practice (Nursing and Midwifery Council (NMC),

2015). Informed consent in clinical practice is often obtained through verbal

communication with patients and should be accurately documented (NMC,2015).

The same principle of informed consent also applies in research (WHO, 2011). Prior

to recruitment to the study all participants were provided with a detailed PIS

(Appendices 12-16), given ample time to consider their participation in the study and

had frequent opportunities to ask the researcher questions. It is suggested that there

is no definitive period of time that participants should be allowed to consider taking

part in research (HRA, 2017a). Consideration should be given to factors such as the

type of research, research setting, and participantsélevel of understanding of the
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research. After discussing with the researcher what involvement in the study would
include for participants, they were given 24 hours to consider participating.

For people to decide whether or not they wish to participate in research, common
practice is for informed consent to be obtained by the researcher prior to recruitment.
This is taken voluntarily from an individual, without coercion or undue influence after
receiving comprehensive information and who has adequately understood this
information (WHO, 2011). After obtaining written informed consent (Appendices 17-
24), participants were informed of their right to their withdraw consent at any time
without their care being compromised.

3.9.1 Obtaining consent from CYP

The CYP participating in the study were admitted to the unit for an assessment of
their mental health or had various mental health conditions. Sometimes, our mental
heal th can I mpact our capacity to make deci s
capacity was undertaken by the direct clinical care team in the weekly ward round
meetings. It was also not assumed that the researcher would carry out the
assessment of capacity in CYP and that capacity would be assumed. The Mental
Capacity Act (MCA) (2005) specifies that a person must be assumed to have
capacity unless it has been established that they do not have capacity. As capacity
to make informed decisions is often situation specific, it was explained to CYP that
time would be given during the consent process to ensure they understood their

involvement in the study and that there were no misunderstandings.

Consideration was given to incorporatingé pr opor t i onal consento6 int
process for the questionnaires, whereby the act of completing the questionnaires

would warrant consent and written consent would not be needed (HRA, 2017b).

However, many CYP only taking part in the questionnaire stage of the study

requested PIS. Therefore, a decision was made to provide all CYP with copies of

consent forms and PIS for their own records and for a copy to be placed in their

medical notes.

Due to the research being undertaken on a CAMHS inpatient unit, the patients were
aged 11-17. Consent procedures involved obtaining consent from patients for them
to participant in a semi structured interview, complete questionnaires and to be

observed in meetings about their care. However, as there was the possibility of some
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participants being under the age of 16, advice was sought from the HRA on the best
practices to follow when involving CYP in research. The guidelines for consenting a
person under the age of 16 into a Clinical Trial of an Investigational Medicinal
Product (CTIMP) are clear (HRA, 2021). There are also guidelines for researchers to
follow when consenting an under 16 for treatment purposes (Medical Research
Council, 2004). However, guidance is less clear for researchers when consenting a

person under 16, specifically for research purposes.

Guidelines state that i1t can be commonly ass
Competenced to be appCYPaw researenrfHRA, R0RE).ent i ng a
However, an i mportant aspect to consider is

research being imposed on them and their ability to assess and understand the risks
involved. Another important aspect to consider when obtaining consent from
someone is their capacity and developmental age. It is also good practice to involve
the family in the consent process wherever possible. Although it may be more
beneficial in certain situations to obtain assent from the CYP and to obtain consent

from their caregiver or guardian (HRA, 2021).

Considering this guidance, | made the decision to seek assent from CYP aged 11-15
and to also seek consent from their caregiver. If aged 16-17, | sought consent from
the CYP. Under 6 c ¢oisnassumed that thdse dged 16 and over can
consent (HRA, 2021). However, the involvement of the C Y P &amily in the research
was promoted where possible, whilst respecting the wishes of CYP regarding
whether they wanted their family involved. Prior to providing written valid informed
consent, participants were informed of their right to withdraw from the study at any
time without their care being affected.

3.9.2 Obtaining consent from caregivers

Consent forms (Appendix 20) sought the consent from caregivers to take part in the
research by attending an interview which would be audio recorded. It was deemed
that caregivers would have the capacity to consent to take part in the research.

3.9.3 Obtaining consent from health, social and education practitioners
Consent forms (Appendix 21) sought the consent from health social and education to
take part in the research by attending an audio recorded interview, and to be
observed in meetings at the unit. It was deemed that staff at the unit would have the

capacity to consent to take part in the research.
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3.9.4 Emotional distress and safeguarding
Researchers have a moral and ethical responsibility to consider the impact the

research will have on participants (WHO, 2011). For some patrticipants, talking about
their experiences could be distressing, whereas others may find it beneficial to have
the opportunity to open up and talk about their experiences of inpatient mental health
care. As this study explored mental health problems, there was a possibility that
participants may find the topics discussed sensitive. The questions and wording
used on the PIS, consent form and interview schedules for CYP, caregivers and staff
members went through public involvement to ensure the most appropriate language
was used. As the researcher and a mental health nurse who has worked in a
CAMHS inpatient environment prior to the commencement of the study, | have

experience in discussing sensitive issues with CYP and caregivers.

A previous discussion with a consultant CAMHS nurse provided guidance on what
would warrant contacting the nursing team at the research site. The recommendation
was a disclosure of risk of harm to self or others would warrant an immediate contact
with the nursing team. Guidance was also sought from local Community Mental
Health Team (CMHT) CAMHS nurses, who provided additional guidance on the
referral process. For CYP and caregivers requiring immediate support, contact with

the senior staff nurse in charge of the shift was advised.

Consent was sought from CYP completing the questionnaires, taking part in the
interviews, and caregivers taking part in interviews to contact the direct nursing team
on the ward should a serious safety concern arise. PIS also indicated that staff were
there to support participants should they become distressed due to participating in

interviews.

3.10 Data management
Permission was sought and obtained from the senior nurse and participants at the

research site to collect data from NHS patient records. Participants were given
reassurance that personal information or details of the interviews would only be
accessed and shared within the research team, unless there was a disclosure of a
safety concern such as a participant disclosing themselves or others were at risk of
harm. Participants were also aware that information regarding safety concerns could

be passed on to relevant authorities with or without their permission as detailed in
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thePIS.I n the event of a safety concern disclos
Boardoés saf eguaradtnbg folpwed.c edur es w

The study recruitment log containing participant personal information was kept in a
password-protected Microsoft Excel spreadsheet and kept separately from the

guestionnaires, transcripts and clinical data which was only linked together by the
participantds study identification number. P
& consent forms, questionnaires and unit policies and procedures were only

accessible by the research team and were kept in a ring binder file separate to the

study site file. The files were stored in locked filing cabinets either at the hospital site

or University and access to both premises required card-key access. Audio

recordings were uploaded and stored on a password protected server maintained by

theuniversi t i es network. I n concordance with Uniwv
Framework Regulations for clinical research, the data will be kept for 15 years after

the end of the study.

Maintaining the privacy and confidentiality of CYP taking part in interviews and

completing questionnaires was a challenging process. This was due to all CYP being

pl aced on Ospecial obser vat limitedsodomsporQteu, 2016)
locked ward that could be used for research purposes and procedures. The special

observations ranged from being observed every 15 minutes, to 1:1 (within eye

contact or at armés reach) by staff member s.
room on the ward was identified, providing some privacy for CYP to complete

consent forms, questionnaires and to be interviewed. Maintaining the privacy and

confidentiality of caregivers and staff members was less complicated. This was due

to there being plenty of consultation rooms available to be used for research

purposes within the unit which were away from the main wards.

Consent was obtained from participants to allow for anonymised quotations to be
used in all publications related to the project. Participants were informed of data
which may identify them would not be published but direct quotations may be used.
Participants were reassured that quotes may be edited sensitively, if necessary, to
reduce the risk of identification. Audio recordings were anonymised after
transcription, with a confidentiality agreement in place between the University,

research team and transcription company. Data extracts containing first names
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correspond to CYP. They were given pseudonyms to help protect their anonymity
and had the opportunity to choose their own pseudonym.

3.11 Researcher Positionality
Reflexivity is an important aspect of qualitative research, allowing researchers to

continuously examine how their own experiences may influence the research
process (Dowling, 2006). The researcher was previously employed as a registered
mental health staff nurse at the research site 18 months prior the commencement of
the study.

To assist being an 6outsiderd to the researc
the patients involved in the study prior to the fieldwork. As expected, some of the

staff members who | had previously worked with, particularly in management

positions remained in these posts during fieldwork. However, the majority of the

therapies team and most of nursing staff | met for the first time.

| ensured | met regularly with my academic supervisors for discussions on ethical
considerations with aspects of the fieldwork, with some of these discussions taking
place whilst in the field. | also kept a research journal containing my general
thoughts, feelings and ethical considerations, an important facet of reflexivity (Barrett
et al, 2020).

3.12 Chapter Summary
This chapter has provided an overview of the research process, with the study

design being based on the aims and objectives of the study. Multiple methods of

data collection and analysis wer e pl anned to provide an ove
caregiversbéand health, social and education practitionersdperspectives of keeping in

touch with friends, family and education. Descriptive statistics were used to describe
guestionnaire data and thematic analysis (Braun and Clarke, 2006) was chosen to

analyse data generated from interviews, observations and policies and procedures.

A Tier 4 CAMHS inpatient unit was selected as the site for recruitment of
participants. Permissions from an NHS REC and local R&D were obtained prior to
recruitment. Obtaining these necessary approvals was a challenging process
requiring a comprehensive review of all documentation and procedures to maintain

the safety of participants and the researcher. Ethical, consent and data management
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procedures were discussed, along with the safeguarding of psychological welfare of

participants.

Chapter four will provide an overview of the location where the research was
conducted and will report the results of demographic data of the sample of CYP and
three outcome measures completed by CYP relating to mental health, relationships

with friends and family and education.
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Chapter four 1 Overview of inpatient unit and results of outcome
measures

4.1 Introduction
This chapter provides a background of the research setting, including the selection of

the site, its architectural layout, and facilities. Also included is the process of referral,
assessment and admission to the unit. Demographic statistics of CYP admitted to
the unit are tabulated. T h e s tmetlogalogy, data collection and analysis

methods and permissions process were outlined in Chapter three.

This chapter presents the results of the three outcome questionnaires completed by
CYP which related to their mental health, friends, caregivers and education: The
Strengths and Difficulties Questionnaire (SDQ) (Goodman, 2001); The Inventory of
Parent and Peer Attachment (IPPA) (Armsden and Greenberg, 1987) and The
Student School Engagement Survey (SSES) (National Center for School
Engagement) (NCSE), 2006). Finally, a section will be embedded within this chapter
which will reflect on some of the difficulties encountered when conducting the

guestionnaire phase of the study.

4.2 Unit Background
This section will provide an overview of the NHS CAMHS inpatient unit where data

collection was undertaken. As previously mentioned in Chapter one, CAMHS
throughout the region is planned, commissioned, and delivered through a four-tiered
strategic model consisting of four tiers (Figure 1.1). The model allows CYP to access
various services across the four tiers, depending on the level of risk and clinical
presentation. At the top of the tier system, is Tier 4. Tier 4 consists of highly
specialised CAMHS community treatment, day unit and inpatient services. These
services are usually reserved for the small number of CYP who are deemed to be at
highest risk of rapidly declining mental health who may require a period of intensive
support for the purpose of assessment and treatment (McDougall and Cotgrove,
2014).

4.2.1 Selection of research site

The Tier 4 CAMHS inpatient unit was chosen as the research site for its practicality
and location. One of only two NHS adolescent inpatient mental health hospitals
within the region, the 15 bedded mixed-gender hospital comprised of two wards: a

ward for general psychiatric admissions and a second ward, a high intensive care
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area. CYP admitted to the general ward may have experienced a wide range of
complex mental health conditions and be at risk of further rapidly declining mental
health such as harm to self or others including suicidality and aggression towards
others (McDougall et al, 2008). The high care area allows CYP whose needs cannot
be met on the general ward, to access a low stimulus environment with additional
nursing support. The purpose of this ward was to provide short term extra care,
enabling a prompt transition back to the general ward. The unit covers a wide
geographical area across the southern half of the region with a total population of
approximately 2.2 million people (Welsh Government, 2021a) and included a diverse
population group in terms of socio-economic status. CYP were admitted to this unit
onthe basisofatwo-we ek assessment period (Organisati.
2019 page 5) although admissions to CAMHS inpatient units tend to be considerably
longer than two weeks (Hayes et al, 2021).

The research site was deemed appropriate for the study as it was a CAMHS
inpatient unit, commissioned to deliver care for CYP aged 11-17 with the highest
level of need with various mental health difficulties including major mood disorders,
emerging personality disorders, psychotic and eating disorders (James and Worral-
Davies, 2015 and McDougall and Nolan, 2017). The consultant led team at the unit
included a multidisciplinary team (MDT) providing assessment and treatment to
CYP. The MDT consisted of health, social and education practitioners including
consultant psychiatrists, junior doctors, psychologists, nurses, therapists and social
and education workers. Education is provided through an on-site school, which is
representative of most adolescent inpatient unitsinthe UK ( O6 Her i | hy et al ,
Despite more a recent survey also confirming most UK adolescent inpatient units
provide onsite education, at present there is no central register of education within
inpatient settings (DfE, 2018).

4.2.2 Unit layout

The unit opened in 2011 and was situated within a building on the grounds of an
NHS general hospital site, located in the South of the region. The two-storey,
hexagonal shaped building had a ground floor consisting of a reception area, two
electronically locked hospital wards, a variety of visiting rooms, sports hall and
outdoor courtyard access. The second floor of the building had two main corridors.

The first corridor on the second floor is made up of administration offices and
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therapistds rooms. The seV¥0andS$uteasddeathng compr
Centre. Consent procedures and interviews and questionnaires with CYP were

conducted in either of the two quiet rooms located on the general admissions ward.

Interviews with caregivers and health, social and education practitioners were

conducted in the visiting rooms and therapis
wards but still within the building.

4.2.3 VisitorsoSuite

The Visitors6Su i t e, commonly referr edpatteisands t he &éuni
caregivers was located on the second floor of the building and was separated from

the two wards. It enabled caregivers, some who may have had to travel a significant

distance to the unit, to stay in the flat with their child overnight. It was also used by

health care professionals such as the Dietician, Family Therapist and Nurses to

conduct o6family meal sb6 as |(essifotpateritswithe wei ght
eating disorders. The Visitors6Suite consisted of a main living room area, with sofa

beds and a T.V, telephone access to the main ward, a kitchen area, a bedroom, and

bathroom facilities. Additional information regarding the availability, access and

process of booking the VisitorséSuite will be described in further detail in Chapter

SiX.

4.2.4 Learning Centre

Located on the second floor of the main building, the Learning Centre was

comprised of three small to medium sized classrooms. Access was restricted for

CYP unless accompanied by staff members such as education workers and nurses.

The first classroom facilitated up to 15 CYP at a time, and consisted of tables and

chairs, a white board area, and an area with an ample amount of desktop computers.

The second was utilised as an art and crafts room but was also the room which was

used to facilitate examinations such as GCSE
of the three classrooms and was used for specific timetabled events such as group

art therapy and music therapy. Further details pertaining to the Learning Centre such

as opening times, how it is organised and operates, timetables and the level of

education provided will be outlined in Chapter seven.

4.3 Referral, assessment and admission process

4.3.1 Process of Referral
Before a referral to Tier 4 CAMHS services can be made, an assessment must first

be undertaken by a Tier 4 CAMHS Psychiatrist. CYP being referred should be
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thought to require treatment or further specialist assessment of a severe mental
illness or disorder (James and Worral-Davies, 2015). It is recognised that admitting
CYP to hospital for psychiatric care can be traumatic for them and their families
(Kurtz, 2009). Therefore, all community-based alternatives to admission must be

considered before an assessment by Tier 4 services is made.

Usually the CYP, their caregiveroés and
when discussing which service will likely be most beneficial. This will be informed by
the level of risk to the patient and community, and by the local services which are

available.

The process of referral to Tier 4 CAMHS inpatient services is primarily made through
a community CAMHS consultant psychiatrist, although referrals can be made from
other CAMHS inpatient units. The referring Psychiatrist is required to complete a
comprehensive referral form, a widely utilised risk assessment (Wales Applied Risk
Research Network (WARRN) (Snowden et al, 2019) and community Care and
Treatment Plan (CTP) (Welsh Government, 2010a).

4.3.2 Referral Criteria

There are specific guidelines to adhere to when referring patients to regional NHS
Tier 4 CAMHS inpatient care services and community intensive support and
treatment services. Referral to adolescent inpatient mental health services within the
region are widely viewed to be appropriate when admission would be seen as the
least restrictive, effective and safest option to manage a clinical situation that would
require 24-hour observation which cannot be provided by community services and all
other options have been considered and exhausted (McDougall and Cotgrove,
2014).

4.3.3 Admission Criteria

The admission criteria to an adolescent mental health inpatient unit are dependent
on several factors such as age, level of risk and clinical presentation (Evans et al,
2018). A more detailed description of the admission inclusion and exclusion criteria

for the unit which acted as the research site is outlined below:
Admission Inclusion Criteria:

1 CYP must be of secondary school age (aged between their 11" and 18t
birthday).
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1 The CYP has had or is expected to have a comprehensive assessment for a
primary diagnosis of a mental health iliness.

1 The CYP has severe and complex needs that are unable to be managed
within Community CAMHS.

Admission Exclusion Criteria:

CYP over 18 years of age.

CYP with a diagnosis of moderate to severe learning disabilities.

CYP with a primary diagnosis of substance misuse or conduct disorder with
no co-morbid mental iliness.

1 CYP with a primary diagnosis of severe autism spectrum disorders where it
has been clinically assessed that care would be more appropriately provided
in a specialist unit.

9 Situations where there is a primary need for accommodation due to
breakdown with the family or current placement.

1 CYP whose risk profile suggest referral to adolescent forensic services,
including those who need admission to low secure/medium secure inpatient
services.

1 Those who are in secure placements provided by local authorities, who would
initially have been referred to adolescent forensic services or to a low secure
inpatient unit.

4.3.4 Assessment process for admission to Tier 4 Inpatient CAMHS

After an assessment has been undertaken by a Consultant child and adolescent

psychiatrist and referral a has been received by Tier 4 CAMHS inpatient services, an

admission assessment will be made by inpatient services staff. This will consist of a

CAMHS inpatient services Psychiatrist and senior staff nurse. This psychiatric
assessmentwillcovers ever al factors such as the CYPO6s

identified risks, and care and treatment needs (McDougall and Cotgrove, 2014).

If an assessment is to take place outside of normal working hours, the on-call
consultant psychiatrist and senior staff nurse will assess the patient. Inpatient
services aim to complete all urgent referral assessments within 24 hours and

complete non-urgent referrals within 72 hours. A comprehensive referral pathway to
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NHS Tier 4 CAMHS inpatient services and to out of area placement can be found in

Appendix 24.

4.3.5 Admission to Tier 4 inpatient CAMHS
During the two-week period of admission, the unit provided an assessment

programme in a therapeutic environment by nursing, medical, therapies and

educational teams. The focus for the unit was to provide an understanding of the

current difficulties experienced by the CYP whilst providing support for the increased

difficulty. The unit offered 24 hours a day supervision by a multidisciplinary team to

gather information to further guide and support the management of the CYP and

their caregivers difficulties. The inpatient assessment included observing specific
behaviours or allowing time for a range of investigations to be carried out. These

included physical and cognitive assessments with CYP and caregivers.

4.4 Anonymised demographic data for 2016, 2017 and 2018

Data on gender, number of admissions, length of stay and partial data on primary

diagnosis were acquired from a child and adolescent consultant psychiatrist

empl oyed at
t he

rates, primary diagnosis and average length of stay for the years 2016, 2017 and

2018.

the unit,

who

provi ded

s field@oykdThe following tables present anonymised data on admission

Table 4.1- Gender and admission rates for 2016,2017 and 2018

2016 2017 2018
Female admissions n=32 | Female admissions n=69 Female admissions n=56
(78.4%) (68.3%) (67.5%)
Male admissions n=9 Male admissions n=32 Male admissions n=27
(22.0%) (31.7%) (32.5%)

Total number of
admissions for 2016
n=41

Total number of admissions
for 2017 n=101

Total number of admissions
for 2018 n=83

The table above presents data on C Y P gender and rates of admission to the unit

for 2016, 2017 and 2018. Across the three years there were significantly more

female admissions and whilst admissions increased from 2016 to 2017, they

decreased in 2018.

three
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Table 4.2- Admission by primary diagnosis in 2018

Primary diagnosis

Number and percentage of patients with

primary diagnosis n/n & %

Emotional Dysregulation

N=22 (26.5%)

Psychatic lliness

N=15 (18.1%)

Eating Disorder

N=12 (14.5%)

Depression N=10 (12.0%)
Attachment Difficulties N=8 (9.6%)
Acute Trauma N=3 (3.6%)
Autistic Spectrum Disorder N=3 (3.6%)
Anxiety N=2 (2.4%)
Learning Difficulties N=2 (2.4%)
Somatoform Disorder N=1 (1.2%)
Obsessive Compulsive Disorder (OCD) N=1 (1.2%)
No Formal Primary Diagnosis N=1 (1.2%)
Total number of admissions for 2018 N=83

The above table presents data on the primary diagnosis of CYP admitted in 2018.

Although data on primary diagnosis were only available for the year of 2018, there

was complete data for all 83 patients admitted regarding their primary diagnosis.

Table 4.31 Age on admission to the unit March i December 2018

Age on admission to unit Number of CYP admitted
11 years old N=2 (4%)

12 years old N=1 (2%)

13 years old N=5 (10%)

14 years old N=12 (24%)

15 years old N=6 (12%)

16 years old N=14 (28%)

17 years old N=10 (20%)

Number of admissions Marchi December | N=50

2018
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Table 4.3 presents anonymised dataof CY P 0 s

age

on

only obtainable for 50 of the 83 patients admitted in 2018 between March and

December 2018.

Table 4.41 Average length of admission to the unit in 2016, 2017 and 2018

a d mbDatasvere n

to t

Year and number of | 2016 (data available | 2017 (data available | 2018 (data available
admissions for all 41 for 100 of 101 for 79 of 83
admissions) admissions) admissions)
CYPG6s aver|N=73.6days N= 48.1 days N= 47.3 days
length of stay in
days N= number of
days
Table44pr esents anonymised admission data for

the unit in the previous three years prior to data collection. Admission and discharge
dates were available for all 41 admissions in 2016, however data were only
obtainable for 100 of the 101 patients admitted in 2017 and 79 of the 83 patients
admitted in 2018. Length of stay ranged from 2-407 days in 2016, 3-535 days in
2017 and 3-203 days in 2018.

The following series of tables correspond to the nine month period of fieldwork for
the study and are first presented for the total number of patients screened for

participation in the study n=42, followed by a series of tables corresponding to the
of he

number participantsanplem26l uded i n t

4.4.1 Demographic data for total number of patients screened N=42
Demographic data of the total sample of CYP screened for potential participation in
the study are tabulated by gender, admission rates, primary diagnosis, age, and
average length of stay in days.

Table 4.51 Gender and admission rates for total number of patients screened (March
T November 2019)

Gender Number and percentage of admissions
Female n= 31 (73.8%)
Male n= 11 (26.2%)

Total number of admissions during March i | n= 42

November 2019
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The table above provides information on gender and admission rates for the total

number of patients screened for participation in the study.

Table 4.61 Admission by primary diagnosis for total number of patients screened

(March i November 2019)

Primary Diagnosis

Number and percentage of patients with
primary diagnosis

Emotional Dysregulation

n= 15 (35.7%)

Psychatic lliness

n= 8 (19.0%)

Eating Disorder

n=15 (35.7%)

November 2019

Depression n=1 (2.4%)
Acute Trauma n=1 (2.4%
Autistic Spectrum Disorder n=_0
Anxiety n=1 (2.4%)
Learning Difficulties n=0
Somatoform Disorder n=0
Obsessive Compulsive Disorder (OCD) n=0
Neurological lliness n=1 (2.4%)
No Formal Primary Diagnosis n=0
Number of admissions for March 1 n=42

The table above presents data on number of admissions by primary diagnosis for the

total number of patients screened for participation in the study.

Table 4.71 Age on admission to the unit for total number of patients screened (March

T November 2019)

Age on admission to unit

Number of admissions

11 years old n=0

12 years old n=0

13 years old n=0

14 years old n= 4 (9.5%)
15 years old n= 6 (14.3%)
16 years old n= 16 (38.1%)
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17 years old n= 16 (38.1%)
Number of admissions March 7 November | n= 42
2019

Table 4.7 presents data on C Y P age on admission to the unit for the total number
of patients screened for participation in the study.

Table 4.81 Average length of admission to the unit for total number of patients
screened (March i November 2019)

Year and number of | March i November 2019 (data
admissions available for 38 of 42 admissions)
CYP6s aver|N=78.8days

length of stay in

days N= number of

days

The table abovepr esent s anonymi sed admi ssion data f
stay at the unit for the total number of patients screened for participation in the study.

Admission and discharge dates were available for 38 of the 42 admissions from

March-November 2019. Length of stay ranged from 5-292 days.

4.4.2 Demographic data for total number of participants in the study

The following section presents a series of tables providing demographic data of the

sample of CYP who were included in the data collection phase of the study from

March-November 2019 n=26, by gender, admission rates, primary diagnosis, age

and average length of stay in days.

Table 4.91 Gender and admission rates for participants included in the study (March
T November 2019)

Gender Number of admissions March-November
2019

Female admissions n= 21 (80.8%)

Male admissions n=>5 (19.2%)
Number of admissions included study n=26
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The table above presents data on gender and admission rates for the participants

included in the study.

Table 4.101 Admission by primary diagnosis for participants included in the study

(March i November 2019)

Primary Diagnosis

Number and percentage of patients with

primary diagnosis

Emotional Dysregulation

n= 13 (50%)

2019

Psychotic lliness n=2 (7.7%)
Eating Disorder n= 10 (38.5%)
Depression n=1(3.8%)
Attachment Difficulties n=0

Acute Trauma n=0
Autistic Spectrum Disorder n=0
Anxiety n=0
Learning Difficulties n=0
Somatoform Disorder n=0
Obsessive Compulsive Disorder (OCD) n=_0

No Formal Primary Diagnosis n=0
Number of admissions for March-November | n= 26

Table 4.10 presents data on number of admissions and their primary diagnosis for

the participants included in the study n=26.

Table 4.111 Age on admission to the unit for participants included in the study

(March i November 2019)

Age on admission to unit Number of CYP admitted within age range
11 years old n=0

12 years old n=0

13 years old n=_0

14 years old n= 2 (7.7%)

15 years old n= 3 (11.5%)

16 years old n=11 (42.3%)

17 years old n= 10 (38.5%)
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Number of admissions March T November
2019

This table presents

included in the study n=26.

data on CYP @articipagte o0 n

Table 4.121 Average length of admission to the unit for participants included in the

study (March i November 2019)

Year and number of admissions

March i November 2019 (data available

for 26 admissions)

CYP6s average | engtt

number of days

N= 88.6 days

This table presentsanonymi sed admi ssion data for

the unit for the participants included in the study. Admission and discharge dates

CYPOGs

were available for all 26 participants who took part from March-November 2019 and

the length of stay ranged from 5-292 days

4.5 Description of demographic data

451 Gender

Results of the population of CYP who participated in the questionnaire phase of the

study indicate that the most common gender of the sample were females n=21

(80.8%), followed by males n=5 (19.2%). This was in line with the overall number of

CYP screened for potential participation in the study, which stood at 31 females

(73.8%), and 11 males (26.2%). The sample of CYP included in the study was
typical with regards to gender and was consistent with the previous 3 years6

admissions. Previous years also indicated that there were more female admissions

compared to male admissions, despite the higher number of admissions in 2017 and

2018.

45.2 Admission rates

42 CYP were admitted during the data collection period and all were screened for
potential participation in the study, of which 26 were recruited. Of the remaining 16
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CYP who did not take part, 1 declined to participate, 6 experienced a deterioration in
their mental health and were therefore unable to be included. A further 9 were either
discharged as | began data collection or were on extended leave and were

discharged soon after, without returning to the unit.

In comparison to previous years, the sample size is consistent with 2016 when there
were 41 admissions but contrasted with the higher admission rates in 2017 n=101
and 2018 n=83. An explanation for the lower than average admission rates and by
default the lower number of participants, could be that period of data collection was
limited to 9 months from March-November. There were significant challenges to
recruitment during this period such as ward closures, which will be discussed later in
this chapter.

4.5.3 Primary diagnhosis

CYPO6s primary di adnmssienitosghe dnit was ooectedlasepart of a
demographic data. The results indicate that half of the participants included in the
study, n=13 (50%) were diagnosed with emotional dysregulation. The next most
common diagnosis was eating disorders, which accounted for n=10 (38.5%) of the
sample, while 2 patients (7.7%) had a psychotic illness, and 1 patient (3.8%) had a

diagnosis of depression.

When compared with the total sample of 42 screened CYP, primary diagnosis was
comparable between the samples with the most common primary diagnoses again
being emotional dysregulation n=15 (35.7%) and eating disorder n=15 (35.7%). The
next most common diagnosis was a psychotic illness n=8 (19.0%), with the
remaining 4 CYP in the sample who were recorded as having n=1 depression, n=1

acute trauma, n=1 anxiety and n=1 neurological iliness.

In comparison to the primary diagnoses recorded for 2018 n=83, the results of the
study sample were consistent with 2018 records and the most common diagnosis
was emotional dysregulation. This contrasted the second most common diagnosis,
which was a psychotic illness n=15 (18.1%), followed by eating disorder n=12
(14.5%), depression n=10 (12%) and n=8 (9.6%) with attachment difficulties, while

the remaining 13 CYP were split between various other mental health conditions.
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4.5.4 Age on admission
CYP age on admission to the unit was collected as part of routine demographic data.

These results indicate that for the study sample, the majority of CYP admitted were
aged 16 n=11 (42.3%) and 17 n=10 (38.5%), followed by 3 who were 15 and 2 who
were 14. When compared with the full sample of CYP who were screened for
potential participation, the spread of age ranges was consistent between the two
samples. The most common age on admission was 17 n=16 (38.1%) and 16 n=16
(38.1%), followed by 15 n=6 (14.3%) and 14 n=4 (9.5%).

These results contrasted the anonymised admission data with regards to age for the
CYP admitted in 2018. Although records were only available for 50 of the 83 CYP
admitted in 2018, the most common age was 16 n=14 (28%), followed by aged 14
n=12 (24%). The next most common age was 17 n=10 (20%), followed by 15 n=6
(12%). An additional contrast between the sample of 2018 and the study sample was
the inclusion of CYP younger than 14, with n=5 (10%) aged 13, n=2 (4%) aged 11
and finally 1 person (2%) aged 12.

455 Average length of stay

The admission and discharge dates of the sample were also collected as part of
routine CYPd6s demographic data and an averag
calculated. The average length of stay of the sample of CYP included in the study
was 88.57 days. This was a higher average length of stay when compared to the full
sample of screened CYP which was 78.79 days. When compared with the previous
three years of admission data, the average length of stay for the study sample was
higher than the sample for 2016 which was 73.59 days. However, the data for 2017
and 2018 indicates a far lower average length of stay at 48.12 days in 2017 and
47.26 days in 2018 respectively.

4.6 Results of outcome measures

This section tabulates data from the questionnaire pack consisting of three tools, the
SDQ, the IPPA-R and SSES part A (SSESA) and part B (SSESB) administered to 26

CYP who were recruited into this phase of the study.

The SDQ (Goodman, 2001) is a brief behavioural screening tool intended to
measure child and adolescent psychological functioning. It consists of 25 items on

psychological attributes split across five subscales: emotional symptoms, conduct
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problems, hyperactivity, peer problems, and prosocial behaviour (Stone et al, 2010
and Brann et al, 2018).

The IPPA-R (Gullone and Robinson, 2005) is a tool used to measure the quality of
communication, feelings of trust, and degree of alienation that adolescents and
young adults perceive in their parental and peer relationships and is comprised of 25
items in each of the three sections of mother, father, and peers (Andretta et al,
2017).

The SSES (NCSE, 2006) is a questionnaire designed to measure adolescents
behavioural, emotional, and cognitive components of school engagement (Moreira et
al, 2020). Items are organised into three subscales: behavioural engagement,
cognitive engagement, and emotional engagement. The Survey focuses on
psychological investment in learning, affective reactions in the classroom, and school
conduct (Fredericks et al, 2011). Additional details regarding the three measures
were outlined in section 3.5 of the previous chapter.

4.6.1 The Strengths and Difficulties Questionnaire (SDQ)
Table 4.13i Strengths and Difficulties Questionnaire (SDQ) overall scores

SDQ Subscales Proportion Percentage
n/n %
Emotional problems scale n=26
ONor mal 6 8 30.8%
0Borderlinebd 2 7.7%
OAbnor mal 6 16 61.5%
Conduct problems scale n=26
ONor mal 6 18 69.2%
6Borderlinebd 2 7.7%
6Abnor mal 6 6 23.1%
Hyperactivity scale n=26
ONor mal 6 13 50%
6Borderlinebd 8 30.8%
6Abnor mal 6 5 19.2%
Peer problems scale n=26
ONor mal 6 8 30.8%
6Borderl inebd 10 38.5%
OAbnor mal 6 8 30.8%
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Prosocial scale n=26
6Nor mal 6 22 84.6%
6Borderl inebd 4 15.4%

Table 4.13 presents the SDQ and its five subscales - Emotional problems scale,

Conduct problems scale, Hyperactivity scale, Peer problems scale and Prosocial
scaleandthecut-poi nts ( 6Nor mal 6, ¢&éBorderlined and
Note, there i s-poinfordhd Prosocialecale. ®atawere collected

from all 26 CYP indicating that was is no missing data.

Results indicate that over half of the CYP in the sample n=16 (61.5%) scored in the

abnormal category on the emotional problems subscale. The next most common
category was O6nor only? QYPwlassell asbord@rline. Whisi | e

contrasted the conduct problems subscale where the majority of the sample n=18

(69.2%) were categorised as normal, while n=6 (23.1%) scored within the abnormal

category, and finally 2 CYP (7.7%) were classed as borderline. For the hyperactivity

subscale, exactly half of the sample n=13 (50%) scored in the normal category. The

next most common category was Oborderlineo,
CYP were classed in the o6abnormal 6 category
results of the hyperactivity subscale scores, in the peer problems subscale CYP

scored relatively similarly in all three categories, with n=10 of the sample (38.5%)

were classed as borderline, while the remaining sample n=16 were both equally

classed as abnormal n=8 (30.8%) and normal n=8 (30.8%). Finally for the prosocial

subscale, as previously noted there is no abnormal category for this subscale. The
overwhelming majority of the sample n=22 (84.6%) were classed in the normal

category, while the remaining 4 (15.4%) scored within the borderline category.

Table 4.141 Strengths and Difficulties Questionnaire (SDQ) Mean, Standard
Deviation and Median (Min, Max) scores

n=26 Mean (SD) Median

(min,max)

Emotional problems scale 6.8 (2.2) 7 (3,10)
Conduct problems scale 2.3(1.9) 2 (0,5)
Hyperactivity scale 5.2(2.1) 5.5 (1,10)
Peer problems scale 5.0 (2.3) 5(2,10)
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Prosocial scale 8.1 (1.6) 8 (5,10)
Total sum of SDQ 19.3 (6.5) 19 (8,33)

Table 4.14 presents the overall and subscale Mean, Standard Deviation and Median
scores for the sample of CYP for the SDQ. Results from this table indicate that of the
five subscales, CYP reported higher levels of prosocial behaviour followed by the

second highest scale indicating CYP perceived to have emotional problems. Scores

of the next highest scale indicate hyperactivity problems, closely followed by

problems regarding their peers. The lowest scoring subscale within the SDQ

indicated CYP had conduct problems. Despite the small sample size, these results

are consistent regarding Mean and SD with a previous study involving 532
adolescents in CAMHS (Brann et al, 2018). The total sum of SDQ (19.3) placed the

A

participantsinthe6 abnor mal 6 tolaldifficulties cale di the SDQ, indicating

that their emotional health and wellbeing was likely to be under considerable strain.

4.6.2 The Inventory of Parent and Peer Attachment - Revised (IPPA-R)
Table 4.15i Inventory of Parent and Peer Attachment Global and subscale scores

Mean (SD) Median (min,max) N
Global Mother Score 89.5 (25.0) 92 (39,125) 25
Global Father Score 69.1 (25.7) 75 (5,108) 19
Global Friends Score 84.6 (17.9) 84 (50,117) 25
Mother Trust Score 39.5 (9.6) 42 (17,50) 25
Mother Communication 31.0 (10.49) 31 (12,45) 25
Score
Mother Alienation 17.0 (6.4) 17 (6,28) 25
Score
Father Trust Score 31.2 (11.8) 33 (3,47) 19
Father Communication 22.8 (7.7) 24 (12,36) 19
Score
Father Alienation 18.4 (5.2) 18 (10,28) 19
Score
Friends/Peer Trust 37.2 (8.7) 38 (18,50) 25
Score
Friends/Peer 28.4 (6.7) 27 (17,40) 25
Communication Score
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Friends/Peer Alienation 23.0 (4.9) 23 (15,32) 25
Score

Table 4.15 presents the Inventory of Parent and Peer Attachment - Revised (IPPA-

R) Global scores and its three subscaleds of
across the three individual tools for Mother, Father and Friends/Peers. There were

incomplete data, with n=25 out of the full sample of n=26 completing the sections

asking about their relationship with their mother and friends. The section of the tool

asking about CYPO6s relationship with their f
out of the sample of n=26 completing questions. Despite the missing data, the

results suggest that for IPPA-R global scores and its subscales of trust and

communication, CYP scored highest scores with regard to their mothers, followed by
friends/peers and finally their fathers in terms of Mean and Median. For the

alienation subscale, CYP scored highest in regard to friends, followed by fathers and

finally mothers.

Table 4.161 Inventory of Parent and Peer Attachment Revised - Global Scores by
Family status on admission

n= Cared for by n= Not cared for by family on
family on admission n=25
admission n=25
Mean | Median Mean Median (min,
(SD) (min, (SD) max)
max)
Global Mother Score 20 | 92.7 93.5 5 76.8 61 (39,123)
(20.5) (40,125) (39)
Global Father Score 17 70 | 75 (5,108) 2 62 62 (43,81)
(26.3) (26.9)
Global Friends/Peers 20| 83.9 85 5 87.6 81 (65,117)
Score (16.6) (50,116) (24.7)
Mother Trust Score 20 | 41.2 | 42 (17,50) 5 33 28 (19,49)
(7.5) (14.8)
Mother Communication 20| 32.1 32.5 5 26.4 21 (12,45)
Score 9 (14,45) (15.1)

83



Mother Alienation 20| 16.7 16.5 5 18.4 23 (6,28)

Score (5.7) (6,27) (9.4)

Father Trust Score 17| 31.8| 36(3,47) 2| 26(9.9) 26 (19,33)
(12.1)

Father Communication 16 | 23.4 | 24(12,36) 2 18.5 18.5(12,25)

Score (7.7) (9.2)

Father Alienation 17| 18.4|18(10,28) 2 18.5 18.5(13,24)

Score (5.7) (7.8)

Friends/Peers Trust 20 37 | 38 (18,50) 5 38 38 (25,50)

Score (8.4) (11.2)

Friends/Peers 20| 281 25.5 5| 30(9.3) 28 (17,40)

Communication Score (6.2) (21,39)

Friends/Peers 20 | 23.2]23(15,32) 5 22.4 23 (15,29)

Alienation Score (4.9) (5.9)

Table 4.16 presents Mean, Standard Deviation and Median of the Inventory of
Parent and Peer Attachment Revised (IPPA-R )

Gl obal and

t he

(Trust, Communication and Alienation) across the three individual questionnaires for

Mother, Father and Friends. Data were split into two different categories, with CYP

being grouped into either being cared for by their family on admission, or not cared

for by their family on admission. The data collected were incomplete, with N=25 of

the sample completing the sections on relationships with their mother and friends,

and N=19 of the sample completing the sections on relationship with their father.

Resul ts

suggest

t hat f

or t he

secti

on o

relationship with their mothers, CYP who were cared for by their family before their

admission to the unit, had slightly higher scores in terms of Mean and Median in the

global score, trust and communication subscales when compared to the CYP who

were not cared for by a family member. In the alienation subscale, the CYP who

were not cared for by a family member on admission scored slightly higher in this

subscale than the CYP who were cared for by a family member.

For the questionnairer el at i ng

t o

CY P ldteeir fathelr, again themes hi p s

were higher scores in terms of Mean and Median for the CYP who were cared for by

a family member on admission for the Global, trust and communication subscales.
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For the father alienation subscale, there appeared to be very little association in
scores between the two categories of CYP.

CYPOs rel

peers, results indicate that in terms of Mean, the CYP who were cared for by family

Forthequesti onnaire which relates to
on admission scored slightly higher in the global scores in comparison to the CYP in
the not cared for by family category, but this was not the same for Median scores.
For the trust, communication and alienation subscales of this section of the
guestionnaire, there also appears to be no association between the scores in the two

category groups of CYP.

It is important to note that these results need to be interpreted with caution due to
incomplete data and small sample size, as only 5 CYP were not cared for by their
family on admission to the unit, in comparison to the 20 CYP who were cared for by
a family member on admission.

4.6.3 The Student School Engagement Survey (SSES)

Table 4.171 Mean, Standard Deviation and Median Student School Engagement
Survey Global Scores for parts A and B

n=26 Mean (SD) Median (min,

max)

SSES A Behavioural Engagement 19.4 (4.6) 21 (7,25)
SSES A Cognitive Engagement 15.0 (5.1) 16 (5,24)
SSES A Emotional Engagement 14.0 (5.0) 13.5 (5,23)
SSES A Global Engagement 48.4 (13.8) 52.5 (19,70)
SSES B Behavioural Engagement 12.4 (1.4) 12 (10,16)
SSES B Cognitive Engagement 49.6 (12.5) 55 (19,67)
SSES B Emotional Engagement 52.6 (13.1) 55.5 (24,74)
SSES B Global Engagement 116.5 (26.7) 123 (60,154)

The data displayed in table 4.17 present Mean, Standard Deviation and Median of
CYPO6s t he and B of

(SSES) and across the three subscales (Behavioural, Cognitive and Emotional).

gl obal scores of parts A
Data for this questionnaire were collected from all CYP recruited to complete this tool
n=26 and there were no data missing. Results indicate that for part A of the

guestionnaire, the highest scores were found in the Behavioural Engagement

85



subscale. The second highest scores were in Cognitive Engagement, followed

closely by Emotional Engagement. These results contrast Part B of the questionnaire

where highest scores were found in Emotional Engagement, then Cognitive

Engagement and finally Behavioural Engagement.

Table 4.181 Student School Engagement Survey Global Scores parts A and B by
education status prior to admission

In education prior to admission Not in education prior to admission
n=12 n=14
Mean (SD) Median (min, Mean (SD) Median (min,
max) max)

SSES A 22.4 (2.0) 23 (17,25) 16.9 (4.8) 17.5 (7,24)
Behavioural
Engagement
SSES A 17.4 (3.9) 18 (12,24) 13.0 (5.3) 15 (5,21)
Cognitive
Engagement
SSES A 16.2 (4.0) 17 (11,23) 12.0 (5.0) 11 (5,23)
Emotional
Engagement
SSES A Global 56.0 (8.2) 59 (42,70) 41.9 (14.4) 45 (19,65)
Engagement
SSES B 13.0 (1.4) 13 (11,16) 12.0(1.2) 12 (10,15)
Behavioural
Engagement
SSES B 56.2 (6.6) 57.5 (41,67) 44.0 (13.8) 48.5 (19,62)
Cognitive
Engagement
SSES B 57.5 (11.1) 58 (32,72) 48.5 (13.6) 51 (24,74)
Emotional
Engagement
SSES B Global 129.7 (17.9) 134 (86,154) 105.2 (28.3) | 111.5 (60,153)
Engagement

The data displayed in table 4.18 presents the Mean, Standard Deviation and Median

of CYPO6s

gl obal

SCOres

of t he

parts A
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Survey (SSES) and across the three subscales (Behavioural, Cognitive and

Emotional).

This table is split into two categories, with CYP being grouped into either being in
education prior to admission, or not in education prior to their admission. Data for
this questionnaire were collected for the whole sample of CYP N=26 and there were

no missing data.

The results from this table suggest that the CYP who were in education prior to their
admission to the unit, had higher global scores with regards to Mean and Median
and across all subscales in both parts A and B of the questionnaires when compared

to the CYP who were grouped into the dédnot in

4.7 Reflections on outcome measures
This section outlines some of the difficulties and challenges when undertaking the

guantitative aspect of the study with regards to recruiting participants, administering
the questionnaires and obtaining complete data for the sample.

4.7.1 Recruitment challenges

As mentioned previously, there were 16 potential participants that were unable to
take part in the study and were excluded due to reasons such as a deterioration in
mental health and being on extended leave before the commencement of the study.

There were also issues with the organisation® capacity to admit new patients.

It was initially anticipated to allow six months to collect and generate sufficient data

from participants. When wr i titiwasgnticipatedtost udy 6 s
recruit 30 CYP into the questionnaire phase of the study. Over the course of the data

collection between March and November 2019, | encountered two periods that had a

direct impact on the study and significantly hindered my ability to recruit new

participants. | had been informed by a member of the management team that they

were not accepting any new admissions to the unit during these periods:

~

A have been informed by the |l ocality man:
rates and the level of acuity is being assessed in conjunction with the current

mix of young people admitted. | am informed that the unit has been closed for

any new admissions over the past fortnight, but new referrals are still being

accepted and discussed by the MDT.0 ( F i eMadagevidl $taff

Conversation)

87



This situation occurred twice during the data collection period and in total the unit
was closed for admissions for approximately seven weeks. During both time periods
| maintained a good relationship with the senior nurse at the research site and
focussed on other aspects of the fieldwork such as recruitment of staff members,
caregivers, and reviewedt he or gani sationds policy and pr
Ultimately the fieldwork phase of study was extended for a further two months to
allow for additional time to recruit potential participants into the questionnaire aspect
of the study. By the end of November 2019, | had collected questionnaire data from
a total of 26 participants.

4.7.2 Questionnaire completion rates and missing data for IPPA-R and SSES
Although most CYP recruited into the questionnaire phase of the study completed all
three with little difficulty or concern, there were some issues regarding the
completion of the IPPA-R and SSES which resulted in there being incomplete and
missing data. As mentioned earlier, there were missing data from up to seven CYP
regarding the IPPA-R. Some CYP informed me that they had completed the friends
section of the IPPA-R questionnaire but had decided to base their responses in

relation to their siblings instead:

fCarly completed the questionnaires this afternoon and when handing the

guestionnaires back to me, she stated that she does not have any friends so

when completing the inventory of peer and parent attachment survey, she

completed the friends section on behalf of her siblings as she stated her

siblings are the closest resemblance to friends. Carlywrote 6 si bl i ngs 6 at t

the questionnaires, crossing out friends.0  ( F i eRatient €dnweersation)

As mentioned previously, seven CYP did not complete the father section of the IPPA
for various reasons. Heidi for example, informed me that she had not been in contact

with her father:

ANVhen handing the questionnaire pack back to me this morning, Heidi informed
me that she did not complete the father section of the IPPA-R as she has not

seen or spoken to her father in 11 years.o(Fieldnote, Patient Conversation).

There were also some issues with the completion of the questionnaires. Two
participants, Heidi and Kayleigh, during the consent process informed me that they

were going to have difficulties completing the questionnaires due to their dyslexia. At
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their requests | supplied the PIS sheet, consent form and questionnaires on yellow or
blue coloured background paper to assist them with their difficulties. Another issue
encountered when administering the SSES to CYP was that a significant proportion
of the sample n=14 informed me that they were not in education immediately prior to
admission and asked me whether they should be completing the SSES
guestionnaire in relation to their previous mainstream school or the Learning Centre.
| therefore gave CYP the opportunity to base their answers on the school they felt

was most appropriate.

4.8 Chapter Summary
This chapter began with an overview of the research site. Next, tabulated

demographic data of the study sample and the previoust hr e e agneissions 0
were presented and compared. The results of the demographic data collected for the
study sample suggest there were similarities in terms of gender, admission rates,
primary diagnosis and age on admission. For average length of stay, the study

sample was longer than the previous two years.

Results for the three outcome measures were tabulated. For the SDQ subscales,
most of the sample scored in the abnormal category for the emotional scale and in
the normal category for the conduct problems, hyperactivity and prosocial scales.
However, for the peer problems scale, CYP scored similarly across the three
bandings. The total sum of SDQ scores indicated that CYP were placed in the

0 a b n o r moaeof tlte totaldifficulties scale, suggesting that their emotional health

and wellbeing was likely to be under considerable strain.

For the IPPA-R, results indicate CYP scored highest in global and trust and
communication subscales regarding their mothers, followed by friends/peers and
finally their fathers. For the alienation subscale, CYP scored highest in regards to
friends, followed by fathers and mothers. When split into the two categories of either
cared for or not cared for by a family member on admission, CYP who were cared for
by a family member on admission scored higher in global, trust and communication
scales across all three questionnaires. For the alienation subscale, results were

similar between both categories.

For the SSES, results indicate that for part A of the questionnaire, the highest scores

were found in the Behavioural Engagement subscale. The second highest scores
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were in Cognitive Engagement, followed closely by Emotional Engagement. These
results contrast Part B of the questionnaire where highest scores were found in
Emotional Engagement, then Cognitive Engagement and finally Behavioural
Engagement. When split into either being in education prior to admission and not in
education prior to admission, CYP who were in education prior to admission scored
higher scores across all four engagement scales in both parts of the questionnaire.

Some of the challenges encountered when administering the questionnaires such as
missing data and completion rates were discussed. In Chapter five, findings from
interviews with CYP, caregivers, ward staff, observations and policy and procedure

documents relating to CYP connecting to their friends are discussed.
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Chapter five i Connections to Friends

5.1 Introduction
This chapter will explore the key methods in which CYP were able to keep in touch

with their friends when admitted to hospital for care and treatment of their mental

health. This chapter is split into three themes, with the first theme exploring the

remote connections between CYP and their friends. The second theme will focus on

CYP physically keeping in touch with friends and the third theme of this chapter will
exploreCYPG6s relationships with peers in hospit

It is important to note that whilst some CYP stated in interviews that they had close
friends and supportive friendship groups, this was not the same for all who
participated in the interviews. Some reported that they had pushed their friends away
and many stated that they were not very confident in making new friendships. Others
stated that they had lost friendship groups whilst being on the ward. This was also
acknowledged by staff members, who informed me that one of the areas a CYP may
be struggling with prior to being admitted to the unit is a limited friendship group.

5.2 Theme onei Remote connections with friends

5.2.1 Unit policy on mobile phones
Theme one will begin with exploring the healthc ar e or gani sati onds pol

procedure document which relate to CYP remotely keeping in touch with their

friends.

Inthe listofdocuments | was provided with by the ut
and procedures relating to CYP keeping in touch with their friends were first outlined

i n the or ¢28ld)iindoanatiormBodklet. This was a document produced by

the organisation for CYP and caregivers and provided information about the unit

such as what type of unit it is, what professionals work at the unit, the education and

therapies available, information about visiting, meals and restricted items. In this

document devices such as mobile phones and tablet computers were classed as

restricted items and were not allowed on the unit for safety reasons including
confidentiality and potentially interfering
of f er e dmabilephwzed dwhi ch could be used to contac
gave CYP two options of either having one, 15 minute call per day or 3 five minute

calls per day:
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AWhil st we understand that mobile phones
for young people we do not allow them to be used in the Unit as they may

compromise confidentiality and can be an unhelpful distraction to your

treatment programme. However, we recognise how important communication

with friends and family is and therefore offer use of the ward telephone as

outlined below: 15 minutes per day or 3 calls of 5 minutes each per day.o

(Information Booklet 2014, page 13)

In the following years, the organisation implemented a specific policy to allow CYP
access to their mobile phones whilst being on the unit. As part of this policy, CYP
were required to sign a contract with the nursing staff and their caregiver on
admission to the unit. This contract discussed safety concerns of using mobile
phones such as breaches of confidentiality, safeguarding issues, and stipulated what
media could be accessed, or supervised and restricted, by the nursing staff:

frhe internet holds both helpful and useful information; however, it can also be

a place for people to share dangerous information or a platform for bullying. All
contracts will agree stipulated access to
into account individual risk assessments including safeguarding and emotional

well-being, this may indicate that some young people require limited phone

use/supervised phoneuse.0 ( Pati ent Access and Use of
2017, page 4)

Key principles of the policy stipulated that during the initial two-week assessment
period, all CYP who have been recently admitted would be informed that mobile
phone use would be limited to one hour per day from 6pm-7pm. After the two-week
assessment period, limits on mobile phone use were increased to four hours per day

from 4pm-8pm on weekdays and from 10am-8pm on weekends.

Il n conjunction to the organi maebileipmoned, sheirspeci f i
inclusion and the limits placed on their use were later added to the organisat i on 6 s

revised information booklet (2019):

AWe wunderstand that keeping in touch with
important to you. To support you in these important contacts all young people

have an hour access to their mobile phones each day between 6pm and 7pm
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for their first 2 weeks of assessment. This is to support the team in getting to
know you.0 (I nformation Booklet 2019

During the first week of data collection, | had been informed that in the previous
week there had been incidents on the unit whereby patients had broken the
organi sati onos dmahllephgne policye Ratientohad allegedlly taken
confidential photographs on their phones of clinical areas and had recorded
conversations with staff members and had posted them on the internet. These
incidents prompted a series of discussions within the MDT leading to an investigation
being undertaken and the amount of time CYP were allowed on their mobile phones
was reduced from 4pm-8pm on weekdays and 10am-8pm on weekends, to a blanket
one hour per day between 6pm-7pm. This reflected a previous mobile phone policy
and continued to be the policy throughout the entire 9-month period of data

collection:

AThe MDT rediewmagtheemobile phone policy. The Consultant
Psychiatrist states the mobile phones of the patients who have posted
confidential information should be removed. Other MDT members agree the
issue of inappropriate social media use needs to be investigated by the Local
Management Team (LMT) and some phones will be confiscated until the
investigation concludes. After discussions between the MDT and ongoing
investigations regarding social media use, the mobile phone policy has reverted
to a previous policy of one-hour mobile phone use each day Monday-Sunday.0
(Fieldnote, MDT Meeting)

5.2.2 Access to mobile phones

The most common way in which CYP remotely kept in touch with their friends was by

using mobile phones. Of the nine CYP interviewed for the study, seven reported

having a mobile phone and two stated that they did not own a mobile phone. Many

who were interviewed reported that they used their mobile phone or tablet to keep in

touch with their friends by messaging, texting and occasionally calling them:

AYou get your phone for an hour a day.

and Facebook messenger... yeah | me an

got pretty much everything you need
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CYP would access their mobile phones between the allocated time slot of 6pm-7pm
in the wards main communal lounge and were supervised by members of the
nursing team. Staff members reported that they supervised CYP not only for
confidentiality reasons, but also to support CYP if being on their phone seemed to

have an impact on their emotional wellbeing:

AThey have an hour a day, up in the oung e
present. So, theyob6ve got their phone whi cl
messages, their phone calls, internet access. They could potentially be using
WhatsApp, Facebook, Instagram. But obviously the staff member would be
present so if they can see that anybody is struggling or seems to have been an
impact on their emotional wellbeing then that would also factor into it.0
(Interview, Ward Manager)
For some, mobile phone contact was the most appropriate way of keeping in touch
with their friends due to factors such as geographical location. For one CYP, living in
a remote location within the far west of the region meant that contact between
friends was difficult and was mostly made over the phone:
AThe Community Ment al Hepatlennthvesharem@e st at es
area where there is a large catchment area with her friends. There are not
many groups or clubs available to her and therefore contact between the CYP
and her friends is mostly made using mobile phones.6 ( Fi e MDBT Not e,
Meeting)
5.2.3 Time constraints on mobile phones
Almost all CYP who took part in the interviews reported that the one-hour time slot
between 6pm-7pm was not enough time to spend on their phone. Jenny whose
parents were divorced, described being allowed to use her phone for one hour going
by very quickly, especially when CYP may have wanted to speak to friends and
multiple family members during the allocated time:
Altés not enough [time] when | i ke you want

speak to your friends, | just feel like an hour goes really, really quickly when you
like spend about 20 minutes on the phone to your mum but they [parents] might
be separated so you might spend another 20 minutes on the phone to your dad
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and thatoés 40 minutes go nbersyithatteves pe a ki

wanting to like check on social media or stuff likethat.do (I nt er vi e w,

Joanna described having to juggle between doing different things on her phone
during the allocated hour, whereas outside of hospital she would have her phone all
day. When asked what she would have liked to have changed regarding the policy,

she informed me that she would prefer to increase the time limit to a couple of hours:

ng t

Jenr

el 6m used to having my phone | i ke every h

hour. Youdre | i ke what do | do? Do | t ext

my

do this? Do | UHomthat? 1 tdos gaat Byéltr essf i

have to do a hundred things at once on my phone to get everything done. So,
i tréaby difficult. @nterview, Joanna)

When discussing the change from the previous mobile phone policy to the current
policy, some staff members appeared to relate to what CYP had said regarding the
restrictiveness of the policy and acknowledged that they have not quite figured out
the right balance of time to allow CYP their phones. Some staff even stated that they

would struggle if they were only allowed access to their phones for one hour per day:

Al think, |l dondot think that wedve got
one hour especially at the weekends. I

extreme to another.o(Interview, Senior Staff Nurse)

When discussing the previous phone policy, a staff reported that despite the current
access to phones limits seemingly being more restrictive, allowing more time for
CYP to spend on their phones was not necessarily a positive step and at times

hi nder ed stundidsto@ssesoaneagage with patients.

5.2.4 Mobile phones impacting assessment and engagement

A Staff Nurse stated that particularly during the first two weeks of the holistic
assessment period, there needed to be a balance between allowing CYP access to

their phones and therapeutic engagement with staff and other peers:

feyoung meedthdir emobile phones in 2019. We want them to keep
those friendship groups open and stay in contact with their friends. We also

want them to recover and engage with other CYP and with professionals and
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theydre not going t o hdnesal thedite.o(lrfterviein, e y 6 r e
Staff Nurse)

Despite the restrictions to mobile phones, CYP seemed to cope with this outside of

school and mealtimes by utilising ward facilities such as the art room to paint, draw

and colour books. Other patients often read books, completed puzzles, or watched

films and TV shows in the communal lounges.

One parent of a patient admitted to the unit for difficulties with regulating her
emotions, reported his daughter would have the tendency to spend more time on her
phone when she was struggling with her thoughts and emotions. When asked about
restrictions around mobile phone use on the unit, he appeared to be surprised that
his daughter was able to cope well without her phone for long periods and attributed

this to her taking part in other ward-based activities:

Altés amazing how well shebsmuchéné by not

(O |

t

because when shedés very bad she does shrir

made me be a bit more determinedé énot t

al

what life is today, but just to limit thetimes,and say At hatoés enough

you have to do somethingelse. 06 (I nter vi ew, Parent)

Not all CYP felt the access to mobile phones was so restrictive. When asked
whether she felt she had enough time to spend on her phone, Nia stated that she did
and that she frequently kept in contact with her friends. She also stated that whilst
the limited access may be difficult for some, she did not spend a lot of time on her
phone and attributed this to having just one or two close friends as opposed to

having many friends and occasionally receiving visits from them:

Ade#nough time for me because | dondot real
Someti mes | dondt e v ehour gtexttkem eviery otifercday t he w
and | probably see them about once every
would be quiter est ri cti ve for some. I dondt real
that many friends. | just have a couple of good friends.0 (I nt er vi ew, Ni a)

For some, restrictions on the access to mobile phones gave a sense of relief. During
a discussion with a therapy staff member, the therapist described how some CYP

were relieved to have their phone less, due to previous instances of cyberbullying:
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A6 ve agumberofyoungsters whobve been at the re
cyberbullying and bullying. | know some have beenrel i eved when weodve
reduced the phone time because theyodre not
s ubj e c finterviews Theérapist)

5.2.5 Requests for additional mobile phone access

CYP requested in both individual and community-based meetings to discuss the

current limitations to mobile phone access and to have it increased. Some requested

this in the weekly ward round meetings throu

specific topics the CYP would like the MDT to discuss on their behalf. On one

occasion, a CYP requested in their individual MDT meeting for mobile phone access

to be increased. This was discussed in the meeting and was denied due to the

investigation into misuse of social media by some CYP:

AStaff Nurse states Car foryhe tugentmabilevar d r o un
phone policy to be changed and to be extended. If not, she requests if patients

can have access to mobile phones from 1pm-7pm during half term.

The Ward Manager and Consultant Psychiatrist state that this is difficult to
change at present but will be discussed in the monthly LMT meeting.0
(Fieldnote, MDT Meeting)

Other CYP preferred to discuss this collectively with staff and their peers in the

weekly O6community meetingéd. Each Tuesday aft
held between members of the nursing and therapies staff, and all CYP on the unit.

This provided CYP with an opportunity to voice their opinions on issues which might

be impacting them, and to provide feedback on areas the unit is doing well at or can

improve on. During a community meeting, CYP raised the one-hour phone time slot

as an issue which they felt was too restrictive and requested the policy to be

changed and for mobile phone access to be extended. This request was discussed

in the following weekly MDT meeting and despite the difference of opinion between

staff, was subsequentlydenied wunt il the unitdéds management

investigation:

AThe Consultant Clinical Psychol ogi st st at
restrictions and privacy issues with mobile phone use in the community

meeting. The Consultant Clinical Psychologist states that 1 hour per day is not
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very much for young people in comparison t
live in a mobile worldod. o The Ward Managert
people want more time on their mobile phones but states it still needs to be

reviewed by LMT before a decisioncanbemade.0 ( Fi el dnot e, WeeklIy

meeting)

When discussing the restrictions on mobile phone access with a therapist, she
appeared to empathise with CYP and statedthatdue t o t he wunitodés mobi

policy, some were going to find the reduction of time for telephones difficult:

Al think maintaining contact is so fundame
aswelé 6t 6s hard whemryapdwd gotungsters, Vyo
to make a blanket policy which is going to be positive to some, but really
harsh on others. | was at a community meeting when we had to announce that
we were reducing the telephone contact. It was an interesting response! We
had some effing and | eifffissgmeama tyolud dme xIf
near my phone for an h@nteniew, Therapist) dndét be hz
5.2.6 Friendsolimited availability
CYP described feeling frustrated having to rely on friends being available and online
between 6pm-7pm, to stay in touch and message them on social media applications
such as Facebook, Instagram, and Snapchat. Emma reported feeling annoyed after

sending messages to her friends but did not receive any back during the hour:
A | Rldw:often do you keep in touch with your friends?

| try and talk to them each day but sometimes you can send a message at the
beginning of the hour and you wondt get a
mi ght be busy when |ytoudr@urh upgl@nteevidty,i me ad d

Emma)

This was acknowledged in an interview with a Staff Nurse who commented that
CYP6s friends wer e.Smaethe mlicwhad/bseen aharged toallmw e
CYP to spend less time on their mobile phones, consequently it may have reduced

the frequency of contact they had with their friends:

Al think certainly since the ,whohe pbokrey:

been benefits to that, it has limited the amount of [contact] because your friends
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arendt necessarily al walyhas peobablyureddceditter t hat
frequency of their contact with their frie
someone then obviously once thab hour i s 1

(Interview, Staff Nurse)

Routine interventions knownas 6 k ey wor ki ngé or Onurse engage
take place in the evenings on the ward between staff and CYP. Despite these

sessions potentially clashing with the allocated time for mobile phones, some staff

were flexible in their approach to this:

ATheyore [ st &f fédhje othenday levasfwithea Nurde brel she was
|l i ke Ayou can have t he sphheonvea suntaillk i 200y: @ o
done a key working session so she gave me my phone until 20:00 which was
coolo (I nterview, Joanna)
5.2.7 Ward mobile phone
Although most CYP who were interviewed had a mobile phone, they were reassured
t hat amoldilevmhrane 6 was aletsveen Sam-8pmlif théyldid not own
a personal mobile phone or preferred to use the ward phone. This phone was not a
smartphone but could be used for up to 15 minutes per day, either through one 15-
minute phone call, or through 3, 5-minute phone calls. Although the organisations
Information Booklet to patients and family members stated the ward mobile phone
would be available to contact friends in addition to family, it appeared to be mainly
used outside of the allocated one-hour phone slot for CYP to make short phone calls
to family members, health and social care professionals or mental health advocates
rather than to contact their friends. This method of remote communication will be
explored further in the following chapter in relation to connections to family.
5.2.8 Letter and card writing
Although the most common way CYP remotely kept in touch with their friends was
through mobile phones, some were able to keep in touch with their friends remotely
by making cards and writing letters to them. Staff reported CYP made cards and
received them from their friends, and commented how this helped when CYP missed

out on importanteventsathomes uch as friendsdé birthdays:
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AWe have had young people that have written letters and received them as well,

which has helped to keep them connected, ¢
on and all the gossi@ thatdéds going on at |
Int: Right

€ other times, there was one young person whose best friend, it was their
birthday when they were inhereé é soyou know, if theydre ups
not going to be there, maybe sitting with them in the art room to make like a

birthday card and getting that sent for them.o(Interview, Staff Nurse)

Although there appeared to be a difference of opinion with other staff suggesting
CYP writing letters to friends was not actively discussed as frequently between the
MDT:

AWe have encouraged some | etter writing or
something that we [MDT] discuss frequently to be honestd (I nt er vi ew, So
Worker)

Other staff members highlighted that although writing letters to friends may be
appropriate for some CYP, others may have found it easier to have kept in touch

superficially over the phone as opposed to writing letters:

Al t hi nk anpodbably easiér to camnect maybe on like a more
superficial level | suppose, writing like lettersé  §ou need to be a bit more
okay with being in hospital | guess.o(Interview, Senior Staff Nurse)
5.2.9 Social media
CYP remotely kept in touch with their friends by contacting and messaging them
through social media platforms such as Facebook, Twitter, Instagram, and Snapchat.
Before CYP were able to access their social media accounts on their mobile phones
and tablets, they fir st mdbike dhortecontsactglongwithhe or ga

their caregivers and a Nurse. This contract had the following 5 key components:

Al. Di scuss and document any concerns r e(

taking into account [the] history of young person and safeguarding issues.

2. Stipulate agreed parameters for smart phone use; including requirement to

restrict/supervise use
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3. Stipulate agreed access to media

4. Young person consents to the history of the phone being reviewed by staff

as indicated as necessary by the multi-disciplinary team

5. Young person demonstrated understanding of the smart phone procedure

and understands that breaches in the terms of usage set out/confidentiality will
result in the phone being confiscated.0 ( Pati ent Access and
Phones Policy 2017, pages 6 and 7)

When asked how they kept in touch with their friends, the majority of CYP stated that
they mostly communicated with their friends online through various social media
platforms. Emma, who was on her second admission to the unit, spoke of using
social media to stay connected to friends that she had made on the unit during her

first admission:

fOn my first admission, it was my first time being in this type of unit. | was very
qguiet and being very like reserved, very nervousé € but towards the end | was
relatively chatty and made a few friends and | had like kept in some contact

when | was on home leave through social media.o0 (I nt er vi ew, Emm

Not all CYP kept in touch this way however and some like Sarah, stated that she did
not use her mobile phone very much or use social media. Instead, she preferred to

see her friends face to face when on home leave:

~

Al nt: Have you managed to keep in touch

When | go home on | eave, | meet wup with
dondét really talk to them, becaused | do
(Interview, Sarah)

Staff members reported that it was common for the current generation of CYP to
likely want to keep in contact with friends virtually through social media as opposed

to face to face interactions:

Al would say there i s mor e -toifacetcontmdt. c on't
However, the generation of 111 18-year-olds are quite used to keeping in touch

Us e

a)

Wi

S C

n ot

a ct

with each other virtually, or through the phone.0 (I nt er vi ew, Ther api
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One parent spoke about his daughter having more virtual contacts rather than close
friends. The parent described these virtual contacts his daughter had on the unit with
her friends through soci al media as being a

she had with herfiends wer e not Oproper interactions?o:

AWhen Emma was first laddondtedt Pinnlo aimye avfar
visited here at all, certainly none on her second admission. So, she keeps in

touch as much as you can keep in touch via social media. She readily will be

messaging them on her phone, via snapchat, but | dondt see that
communi cati on. Il tés a anytking plastelt 08¢
of keeping in touch really rather than face to face, so | think she was potentially

on the fringe of a discussion rather than

(Interview, Parent)

An issue that concerned staff members and pa
usage was the accessing of social media pages and websites that were potentially

harmful to their wellbeing. A therapist described CYP accessing harmful websites

whilst referring to the previous incident of CYP inappropriately sharing images of the

unit on social media:

~

Al n recent months we wer e belwahowphpnei ncr e a:s
use was being used, because webre alll mi n
that can have, and what kids can access. There were circumstances where our

unit was being shared on social media in not an appropriate manner, and we

were mindful that some of the children in our care were accessing pages and

sites that was wunhealthy t dhefagisi r ment al f

On one occasion, the MDT discussed CYP allegedly participating in an online game

which contained elements of self-harm:

AiThe MDT are concerned that patients are participating in inappropriate social

media use with others on the ward. Two patients have been playing a game

called oyellow birdd which originates froil
the Oblkuehwhalenged which includes 6échall e
harm by cutting and refuse food and drink. Members of the MDT state they are

unsure how to proceed with managing this game and state it could potentially

influence others. The MDT discuss increasing supervision in the communal
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| ounge during the allocated time for mobil
MDT Meeting)

Another example of how CYP were potentially accessing social media and websites

that were unhelpful to them was when a Staff Nurse described CYP with eating

di sorders a@oesexngodéodépmnodernet webpages and |
These websites relate to the promotion of behaviours associated with the eating

disorder Anorexia Nervosa:

fé [those] with eating disorders, they would be on Pro-ana websites, Instagram

accounts, theydve got I nstagram accounts \
people who will be moti vatipatgentdtdkiegn. Wedv e
selfies on the ward with NG tubesi n and i tos just promoting

got safeguarding concerns and confidenti al
two-week period of assessment we want them to open up to staff and not be
fixated on negative images online.o(Interview, Staff Nurse)

Caregivers also felt strongly about the potential negative effects associated with

social media, as during a discussion one father described the negative impact of

social media posts were havingonhisd aught er 6s ment al heal t h

ADad st at dadghterhautd lobkiatpictures and images of female
fithess models on social media platforms such as Instagram and she would be
upset. Dad stated that what his daughter does not realise is that social media is
a place where there is unregulated marketing and sales tactics, and

60i nf | uaeergettmg paid a fortune to post pictures on social media.o

(Fieldnote, Post Parent Interview)

Despite the potentially positive and negative effects associated with CYP accessing
and using social media on the unit, many staff members acknowledged the
difficulties on how this was managed on the ward. Firstly, a staff member
acknowledged that were difficulties with technology changing and how this affected

the unitds mobile phone policy:

AThe big oneiBbr mmdias $othink wedve hit :
Technology is going so fast and itds such
literatureand t he policies candét really keep up

days, because what was relevant last year and what was relevant last month
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i sndot r el elvfeal hke mantalwealth seovices are playing catch-

u p (Inberview, Staff Nurse)
One of the conditions of the mobile phone policy was that during the one hour
allocated for CYP to spend on their mobile phones and tablets in the evening, there
had to be staff members present in the communal lounge. Staff members recognised
that although CYP were allowed to access social media, they also highlighted the

issues associated with monitoringandobs er vi ng CYP&ds soci al me di e
AWeandét ban people from using soci al medi ;
want, thatods their discretion completely.

in self-harm in the effect of social mediahason young plbeimlVebds wel

know thatoés happening, but then at the sar
of what canwe dotostopité ée candét. | tds things that
Anot | ooking amoarixi al esvebemtesowhil st you

wa r d orealistically how can we police that? We say to young people, think

of confidentiality, youdre not to take pi ¢
goingto have eyesonal4-year-ol d al |l the ti me. I f theyor
of their friends and upload it to Facebook, how can we really stop that? We

candédt. So, youdbve got policy saying one tl
that 6s const.@an(ll rytSmamfiNursew ,n g

Another example of where social media was an issue for staff was when CYP who
were out on leave, were messaging and sending images to peers who were still on
the ward. When asked questions around how social media is managed on the unit, a
Staff Nurse acknowledged that it is a difficult issue to manage, and through key
working sessions with CYP, staff tried to educate them around the appropriateness

of using social media:

Al't 1 s really di.fOurihandslare tietl io somairespectowitina n a g e
social media. | know that therebs been some young

group chat. We do sit with the young people and try and explain that

relationships that develop while in hospi-t
for young peopl e, i todakethateombpardandtd listentol t f or
us rather than their peergroup.0 (I nter vi ew, Senior Staff N

104



To summarise, this theme has discussed the organisations policy and procedure

documents on how CYP remotely connected with their friends when in hospital. It

has also detailed the remote ways in which CYP make these connections through

mobile phones, writing |etters, making cards
discussed some of the issues highlighted by CYP with regards to time constraints on
mobilephones and the i mpact this has on staffobés

discussed some of the issues related to CYP using social media whilst on the unit.

5.3 Theme two i Physical connections with friends
This theme will explore the physical means in which CYP kept in touch with their

friends. CYP admitted to the unit were able to keep in touch with their friends

physically in two distinct ways, through visitation and seeing them whilst on home

leave from the unit. The first part of this theme will focus on friends visiting the unit

and the second will explore how CYP kept in touch with their friends as part of

having leave from the unit.

5.3.1 Visiting policy relating to friends

Information regarding friends visiting the unit is relatively limited throughout the

organisati onds policy and procedure document s.
Information Booklet (2014), there was no mention of friends being able to visit and

information regarding visiting rather focussed on visits from caregivers:
AWhen can | see my family and other visitoc

We strongly encourage contact and visits from family and carers throughout a

young person6so stlayf o mmathieomnBaokl|l et, 2014

The lack of recognition for friends visiting is also highlighted in one of the
organisations two policies relating to visitation. In this policy there was also no
mention of friends visiting and instead the

members and various health and social care professionals:

AThe fivwirsm t orso can be defined in a number
professionals from other agencies, employees from other Health Boards,
employees from other parts of the CAMHS Network and family members
should be considered visitors.0 ( Pr ocedur e hUmauthoideda | i ng wi t

Visitors or Intruders, 2016 page 4)
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In a later policy relating to visiting, it was explicitly stated that people outside of the
core family such as friends and other visitors must first be permitted to visit through

the MDT before they are allowed access to the unit:

AOut side Visitors/ Add IiNo¢.istors/additiorRahfamijjoy or Fr i
friends will be allowed on the premises without prior consent from the core

professionalsteam.6 ( Use of Vi sitors Suite, 2017 pa

In the organisations revised Information Booklet (2019), friends were recognised in
the visiting section of the document. In this document it was specified that visiting
hours were between 6pm to 8:30pm on weekdays and any time after 12 midday on
weekends. Although friends and family were unable to visit on the main ward due to
confidentiality reasons, the unit had specific areas off the ward but still within the

vicinity of the building where visits took place:

Al nformal visits fr om yeacouragedth@ugldoutiouri e nds ¢
stay. [the organisation] houses visiting rooms and a Vi s i tSuite te support
this. Visiting is not permitted on the main ward areas to support confidentiality
of all young people. @nformation Booklet 2019, page 13)
5.3.2 Staff members views on friends visiting
According to the unit management staff, exploring the possibility of friends visiting is
something which was focussed on at the very beginning of an admission to the
inpatient CAMHS unit and started with the assessment for admission:

Al nt: How does the unit promote young peojf

friends when theyodre on the ward?

It would start from the initial Tier 4 assessment, that is one of the questions
which a staff nurse woul cheirfrendshipgreup est ed i 1
look like outside of the unit?0because theyodére things that

working with.o(Interview, Ward Manager)

The ward manager later described how it can be more difficult to support discharges
where the patient reduces their risk-taking behaviours, the longer they are away from
normalised friendships, activities and education. Through nurse engagement
sessions, staff nurses identified potential supportive friends which can help with the

recovery process for CYP:
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ASo when t hewewowdba wsing ournesd engagement sessions
to identify if there was a friendship group who were pivotal to support the
recovery process. That is something that we would put in the care plan
straightaway and we would be encouraging. An example would be mum to
fetch in a significant peer or a group of significant peers from the offset of the
admission.0 (I nt er Managery War d

When asked questions around CYP keeping in touch with their friends when they
were on the ward, various staff members stated that receiving visits from friends was
encouraged at the unit and they emphasised being flexible as possible regarding

facilitating friends visiting:

ASo wedve had multiple groups of friends ¢
same time, whichisnice.It 6 s about being flexible and n
If we can facilitate them meeting their friendst hen we é&lell yabdsoo Iltuhat .
only when therisgive 6a@n hawter t@ghtdo .soomet hi ng

(Interview, Staff Nurse)

When discussing friends visiting, a staff member from the medical team described
how it was important for friends to visit and commented on its therapeutic value and
how it contributed to a CYPOs recovery:

AGenerally, we encourage that [friends vi s
part of the healing process for young peoj
social aspect of it, although it is encouraged on its own, but also in therapeutic
terms we believe it to be kind of something that - that should be encouraged.
So yes, thatdés another resource weodoencour :

(Interview, Medical Team)

Requests for friends to visit were usually made through either the CYP or caregiver,
and this was then agreed with the ward staff on shift or through discussions in MDT
meetings. When asked if there were any restrictions regarding visiting, an education
team member reported that in addition to being dependent on clinical factors such as
mental state, visits from friends had to occur in the evenings, away from scheduled

education and therapy timetables:
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AFriends woul dnoét be abl e to therageutc i n | i nc¢
timetable. But outside of that we are very flexible, we would be encouraging
friendships from the outside as much as we possiblycould.d6 (I nt er vi ew,
Education Team)

5.3.3 Experiences of friends visiting

According to CYP who were interviewed in the study, only three out of nine stated

they had received visits from friends whilst being in hospital. This was due to several

reasons. Some preferred for family members to visit rather than friends, and

described preferring to focus on their own recovery during what was a particularly

difficult period for themselves before being comfortable with friends visiting:
Al nt: Have you had visits from your frienc

| 6ve had visits from professionals and my
that.

Int: Would you want them to visit you if they could?

Probably not because 1 6d rather focus on 1

before they come andseeme.0 (Il nterview, Jenny)

As previously stated at the beginning of this chapter, some CYP stated in interviews
that they did not have many, if any, friends. Therefore, some did not expect to
receive any visits from friends. Recognising that CYP do not have a friendship group

prior to being admitted to the unit was acknowledged by staff members:
Al nt : Do vy loavervigits fpom @ripnbdsevhen they stay here?

Some do, for others it is more difficult because for other young people they
havendét got that strong friendship group \
admi ssion and that may be oragglingpwithot he ar ea:

(Interview, Staff Nurse)

Kayleigh who regularly received visits from friends, described them coming to see her

as helpful, especially when she was experiencing periods of low mood:
i |: Mave your friends come to visit you here?

Yeah theybve come every Sunday with my muri

week as welll. 't all depends how my week?Od:
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we ek, l'i ke i f 1 6m feeling | owdo t(hlienytéelrlv iceow
Kayleigh)

For one CYP, her friends asked at the beginning of her admission if they were able
visit her. Emma stated she did not feel comfortable with this, so she purposely

informed them only family members were allowed to visit her:
A | HRldve your friends come to visit you?
No.
Int: Would you want them to come and visit you if they could?

| 6ve told them I dm not allowed visitors.
wa s @& 6 ésomething | was comfortable with so | said only my family could visit

me.
Int: | see
It was just easier than teldl i(nignttehrevm elw,d iEdn
534 Friendsd supervised visits
Through interviews with CYP, caregivers and staff, | had been made aware that any
visitor to the unit under the age of 18 had to be accompanied by an adult. This was
due to the variety of ages on the unit and for the safeguarding of a vulnerable client
group, CYP with complex physical and mental health needs. Despite this restriction,

there did not seem to be any information in

under 186s needed to be accompanied by an ad

Interestingly, this restriction was the topic of discussion during a ward round meeting
when a CYP6s boyfriend who was over the age
Despite being over 18, the MDT insisted on h

mother, as there were concerns about whether the visit was appropriate:

ASeni or Stafd GCGlukHEends dua toeisttoday and he is over
18 years of age. The MDT discuss whether the visit should be supervised as
the young p e hasprevibsly statet to staff members that the
boyfriend may have been supplying her daughter with illegal substances.

The MDT debate whether there is sufficient evidence to supportt he mot her 6s

caim. The Consultant Clinical Psychol ogi st st
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boyfriend is an adult male and that she is a vulnerable child, and questions if
the MDT should allow this visit to go ahead unsupervised and asks what the

visiting policy states. The Ward Manager admits more needs to be done

regarding the visiting policy, astherearemor e 6égr ey areasod6 cropp

The MDT conclude that as per the unitds

the parent to ensure the safety of their child during visiting hours. The MDT

decide that the boyfriend can visit during visiting hours, if he is always in the

Vi

presence of the patientds mother. A Staff

mother to explain this to her and her child.o ( Fi eNDI Meeting),

The unitds policy of certain visits havi
for some friends visiting but also CYP wanting their friends to come and visit. Some

stated that they purposely would not want visits due to the supervision involved:

Al nt: So what ways do you have access

Justphone, really. They doné6ét really <co

Il nt: Oké Is that something that youobve

ng

t o

me

No,t hey just donét really come. Because i

supervised because theyor earemtarNurse mesr 1 8.

sit in for it all, they have got to be inside the room with us. @nterview, Lilly)
5.3.5 Observation levels
All patients on the unit were under various levels of observations by nursing staff. To
maintain their safety, staff members would intermittently observe them and check up
on them throughout the day. The frequency and intensity of observations were
dependant on what level of observation the CYP was placed on by the medical and
nursing staff. It was also recognised by CYP and caregivers that during visiting times

the caregiver would be responsible for supervising the visit.

A parent described expecting to have to
friends due to her being placed on an intermittent level of observations. He also

reported how having to do this upset his daughter:

AThey [friends] came at the weekend.

because theydre under 18, which Jessi
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was on quarter hourlyobser vati ons so | kind of thought
anyway so | just said 1 | put headphones in and brought the papers and | could
hear them talking but | didndét really 1i st

was safe | was happy with that.o ( | n tParent)i e w,

This interview with the parent took place in the family therapy room. This room was
utilised by a therapist and was dedicated to family therapy sessions in the day and
was used as a visiting room in the evening. This room was attached to another
consultation room where a two-way mirror had been installed on the wall to allow for
observations to take place into the family therapy room. The parent wondered
whether it would have been possible to prioritise the family therapy room for when
friends visit in the evenings, as parents could observe from the joining room to whilst

still maintaining privacy:

Al think ités difficult for tedmadagers to t
wonder , t hat 0 snexatothea famlyithergpyroanmoins nét i1t ? [ par
points at two-way mirror on the wall] | wonder whether it would have been all
right just to watch from a distance?Id on 6t know, possibly. |t
shame to have to sit there withthem.0 (I nt er vi ew, Parent)

5.3.6 Ward staff views on supervising visits

When asked about CYP6s visits having to be s

members were very clear about the visiting policy and the restrictions around

supervising CYP:

AFriends can come and vi si tHoweveetheyemren g p e o |
restrictions in that the young people that come to the ward, if they are under the
age of 18 they must be supervised by an adult and an adult must be in the

presence of the visitatalltimes.0 (I nt er vi ew, Healthcare Su

Despite the restrictions, other staff seemed to empathise with CYP and stated that
supervised visits were importanthe due to the

appropriateness of friends visiting:

At 6s di f f i c ulthefrierelsamewsder an agd tlsat we fvould
necessarily feel is appropriate for them to just spend time, just alone on a ward.
For example, we recently had a young person that came in and potentially her

friendships were felt by parents as not necessarily to be the healthiest, so it
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would involve a parent being in the room with the young people or even a staff

member. lknowi t 6s not necessarily what the youn
woul dndét be what | wanted, you dondét want
when rgeteedager.0 (Il nterview, Therapist)

Caregivers also played a vital role ensuring CYP connected with their friends through
helping arrange visits and provide friends with transport to the unit. Kayleigh, spoke
of how she managed thderSigndskip gbouprduettohher | oo p 6

mot her 6s efforts with transport:

Al nt: Could you talk to me about how you
friends while youdre here?
From my phone and | 6ve rung my mum as

keep the girls in the loop. My mum brings them in to see me when they text her

andaskhero (I nterview, Kayleigh)

It appeared visits from friends had the potential to impact the visits with other family
members, however. The mother of Jessica described the process of friends visiting,

and only wanting the occasional visit from friends as she felt it was important that other

family members also visited. Jessicads mot h

own time when friends visited:

Al nt: How hgadsto kedp e touch with them then?
So, theyodéve [friends] offered and itébs
whenfo t hey c¢ome, | don@tavgetupa Saitsirdaryéas!| Iv

friend to be there and | just put headphones on in the corner and spoke to her

for five minutes at the endé  é&he needs to have a visit maybe once a week,

but |l 6ve not done it more than that becau:

(Interview, Parent)

When discussing the barriers associated with friends visiting, a Staff Nurse
mentioned caregivers sometimes wanting to limit the visiting to family rather than to

focus on friendships:
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Ailt can be quite difficult because somet i
protective of the young person and naturally, cannot really want any visiting
time and want to keep it to themselves.o(Interview, Staff Nurse)

5.3.7 Distance impacting friends visiting

Another key issue preventing CYP staying connected to their friends physically was

the distance they lived from the unit. Of the nine CYP interviewed for the study, four

lived a significant distance of more than an hour drive from the unit. A breakdown of

the distance the nine CYP and families lived from the unit can be found below in

figure 5.1.

Distance CYP and caregivers lived from the unit in miles
2.5

15

0 I | I I | I I

0 - 10 miles 11 - 20 miles 21 - 30 miles 31 - 40 miles 41 - 50 miles 51 - 60 miles 61 - 70 miles
Distance lived from the unit in miles

[En

0

Number of CYP and caregivers
(&3]

Figure 5.1 7 The distance CYP and caregivers lived from the unit in miles

Sarah, who lived over a two-hour drive away from the unit reported that she had not
seen her friends very much and one of the reasons for this was due to the distance
between the unit and where she lived. She also stated that she would have liked for

them to have visited her if they could:

~

Al nt: How often woul ahwtloyour fsiemds fromdback k e ep i n

home?
Not very often.

|l nt : Ok é
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|l t6s just that its quite a | ong way for tl

Sarahés parents reflected on whether they co
However, they stated they would have felt uncomfortable with having to sit with their
daughter and her friend in the visiting room and they also felt that the distance was

too far:

Alt is a long distance to come down and m:
of friends down, but we dé idnmghttha@e been difficult and of course it is
always awkward when you are just meeting in aroom withthem.0 (I nt er vi ew,

Parent)

Other caregivers felt the distance between the unit and where they lived was a
barrier to friends visiting. Emma 6 s f at her hi ghlighted that hi
age where people would begin to start driving but may not have their own transport

yet . He also referred to the poor public tr
friends would visit more often when she was in a paediatric unit before her

admission to the CAMHS unit as it was located closer to her home:

~

Alnt: What do you think the reasons are f

this unit?

| think ther edé¢g édheogisticg.ll e 6osf atnhihnogusr 6 s dr i v
for young people that havendét got a car,
tests,but most of them arendét drivers. Real ly
mean they could come by train bolkget hat 6s 1

and theyodéve got | ives themsel ves.

When the proximity was easier, in the local hospital as a paediatric patient, they

[friends] were visiting. | think if this unit happened to be close by, and they

could drop in after college or that type of thing, then | think they would. | think

thereds that barrier of distance. o0 (Il nter)\

Other caregivers reported feeling awkward having to potentially ask other parents if
they could visit with their son or daughter instead and described physical distance as

being a barrier to friends visiting:
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Al nt: What do you think the barriers or i:¢
with her friends when she's in hospital?

Probably distance, physical distance. It's quite a big ask, | mean I've done a
couple of bringing friends myself, | feel awkward about asking the friends
parents to drive like over an hour, stay for an hour, I'm asking them to kind of
give up four hours of their time and obviously there's petrol and they've got

other children to think about.o(Interview, Parent)

Staff members also acknowledged the difficulties for CYP and caregivers whose
friends lived far away from the unit, and that for others on the ward were able to

meet their friends frequently due them living closer by:

Al t hi n kereonborthie wagd given that some young people can live
geographically, miles and miles away if t1
that can be really difficult to maintain contact with peers. So yeah, distance is
probably a massive one. Obviously we do have young people that are a lot
closer by and in that case itbés, it is ea:¢
in or keep a more regular contact rather than it being a really big thing.o
(Interview, Staff Nurse)

5.3.8 Home leave

The other primary method in which CYP were able to physically keep in touch with

their friends was through having periods of leave from the unit. Discussions on

whether to allow CYP to have time off the unit were made during MDT meetings.

Regardl ess of whet $itethe uQit¥were dn a eotlimeryis i o n

involuntary basis, MDT discussions regarding home leave were usually made in

partnership with the patient and their caregiver. The organisation did not appear to

have a specific policy & procedure document on CYP having permitted leave from

the medical staff to go home from the unit. Despite this, having time off the unit to go

home was referenced in both unit information booklets when discussing supporting

them to return home:

AOur aim is t o heidklpaspossible gnd teturvte your ovans g
home and | ife away from té&whenjoauiateready, soon ¢

we usually send you home for short periods of home leave. If this goes well, we
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will gradually increase the time you spend at home until you are spending most
of your time at home. o0 (Il nformation Bookl e

The unitdés revised I nformation Booklet (2019
having home leave. In this document however, more of an emphasis was on CYP

going home as being part of the process of the two-week assessment:

AWe consider time off the unit to be an e:
process and will seek feedbackéfarom you ar
gradual approach will be taken to increase the time that you spend off the unit
andathome.0 (I nformation Booklet 2019, page 114

5.3.9 MDT discussions on CYP having home leave

Discussions between the MDT on patients having home leave usually took place

during daily meetings and within the weekly MDT ward round. In these meetings staff

would discuss whether a CYP should have leave based on a range of factors such

as if they have had any leave previously, and if so, how it went, the period of leave,

whether caregivers have the capacity to facilitate the leave, what the current level of

risk was, and whether the period of leave can be supported by a CMHT.

Discussions by the MDT on matters such as clinical presentation had the potential to
impact CYP going home to see their friends. In some instances, CYP with eating
disorder presentations often had to gain weight, sometimes in consecutive days to
be able to go on home leave. This issue will be discussed in further detail in Chapter

SiX.

When questioned around home leave, a Staff Nurse explained that keeping CYP
connected to their friends through home leave was an intervention that was
promoted by staff at the unit. He explained that the unit tried to facilitate leave and

tried to keep some normality in CYPO6s | ives:

A We want dkeep life asynorraahas possible for the young people while
theyodre her e, keapind their frientdshiprgeoaps going by
facilitating |l eave. Weo6ll always try and f
keep them going to tghoitn gyso ulnigk ep ecolpul bes .t hVdet 6 \
facilitated into gymnastics groups. Weodll

possibly can to keep those linksino (I nt er vi ew, Staff Nurse)
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Despite unit staff wanting t osucghasiomsideoduce no
friendships and school by promoting leave to go home, one staff member reiterated

that this was often based on the level of risk:

~

Al nt: Do young people have |l eave from t hi:

Yes, it would be to be encouraged that they would go home to be with their
families, but also go home to establish their peer relationships again and go
back to school. [the consultant] is very keen on people returning back to
normality, so they would be granted leave quite quickly depending on the risk.0

(Interview, Education Staff)

One member of the therapies team stated that home leave is usually considered by
the MDT when they are working towards discharging a CYP from the unit. She also
stated that despite the MDT encouraging CYP to have leave, it does not happen

often enough:

AYoung people have had visits from friend:
towards the sort of discharge process, we [MDT] would encourage, yes, going
home to see family but also to reconnect with friendship groups, whether it be
going to the cinema or doing something with their friends, so yeah it does
happen, but probably not as frequently as we would like.o(Interview, Therapist)
53.10Ad o | e s cveewd 05 bome leave
Nearly all adolescents who participated in the interview part of the study, stated that
they had gone home on leave at least once over the course of their admission. One
described how being at home meant she was able to see her friends more often:

~

Al nt : How different is |life on this unit (

At home there is a lot more freedom. | get to see my friends a lot more, see my

boyfriend a lot more. | can just, Icandowhatlwant.d6 (I nt er vi ew, Kay Il

For Sarah, being on home leave was important in seeing her friends as she did not
use her mobile phone very often or have visits from her friends when on the unit:

~

Al nt : Have you managed to keep in touch wi
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When | go home on | eave | meet up with

SOOI

dondt really talk to t hseont,i able cnaeudsiea 10 rd oanndyt

€ | suppose it would be nice to see them
t

to do it when | go home, because tohen

(Interview, Sarah)

Emma described how along with having enough time when on leave to see her

I

A

0 ¢

friends, an el ement of her Z2impactedhergoingoupr ogr an

of her home to meet her friends:

A | khat do you like doing when you go home?

| just tend to relax at home. Sometimes | see my friends but it depends on their

schedule and mine and how | ong | have

6restdé still applies when youbére at home

throughouttheday.d6 (I ntervi ew, Emma)

CYP were also able to keep in touch with their friends face to face by seeing them in
their own schools. This was usually dependant on the duration of leave from the unit
that had been agreed between the patient, caregiver and MDT. Sarah, commented

on how her friends from school missed seeing her. Sarah enjoyed going into her own
school when she went on leave, and having increased periods of leave from the unit

as she was getting closer to being discharged:
Al nt : Il 6d |Ii ke to ask you about your
Yes, t heyor ereallymissgneio sthool thhdugh.

Int: How often would you say you keep in touch with your friends from back

home?

Not very often right now. I like it when | go into school because then | see them

f

r

t he

C
<

mor e. | uswually do t hatleavedromhered e(vl hber ¢i &\

Sarah)

2 Restq a period of thirty minutes or an hour, when CYP admitted with eating disorders would sit
and rest as part of their treatment plan.
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Nia commented on how not being in school meant that she was unable to keep in
touch with most of her other friends and instead, had to focus on keeping in touch

with her closest friends:

fNot being at school is quite a big one for not being so frequently in touch with
them [friends] and ités not as easy to ke:é
itdéds only with my closest fricefdsanttehati elw, ¢

Nia)

Staff members acknowledged that CYP not being in their own school was a barrier to
them keeping in touch with their friends. An education staff member noted that it
does not take long for CYP to feel isolated and left out of their friendship groups,
especially if they may have not been engaging with their friends prior to their

admission:

fé even one day away from a group of teenagers can make you feel like you

dond6t know whatodos going on. | todés probably
that starts quite quickly with teenagers. They might have started whilst they

were at home anyway, because they might not have been attending school, or

engaging with friends.0 (| n t Belucation& @ain)

A social care staff member also noted that often CYP had not attended their own
schools months prior to being admitted to the unit, and therefore had already

struggled to keep in touch with their friends in their own school:

AWel | |, I think school i's a real big one,
theydve been managing di st remsdét floae s oaldloen
access school for some months prior to coming into the inpatient environment,

and | think that in itself creates a barrier, because tentatively they may have

been keeping in touch with their school peers via social media, texting, or

Facetimingo (I nt er vWoekevy, Soci al

For some CYP, the risk of being observed and supervised due to their level of risk
continued beyond the unit. One parent described how although his daughter was
able to have leave from the unit to see her friends, he or his wife still had to be
present when she would arrange to meet up with her friends due to her level of risk.
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The father of Emma also noted how his daughter was not pursuing these

relationships anymore:

Aint How are Emmads relationships with her for

Emma has had some home | eave and on some ¢
arrangements to meet with people, but she
home leave. IfEmmawasmeeti ng her friends, | etds say,

coffee shop with them, myself or her mum \
a natural environment for young people to be chatting about whatever they
want to chat about. |ofInbesvievd Barentn i t el y been |

This theme has discussed the physical ways in which CYP were able to keep in

touch with their friends. 't has discussed t
friends visiting and how CYPo6s fringthedshi ps a
admission process. It has explored the views of ward staff promoting visits from

friends and CYPO0s experiences of friends vis
facilitating visits from friends, CYP having home leave to see friends along with

geographical issues such as distance and physical barriers of lack of contact with

school to keep CYP connected to their friends have also been discussed.

5.4 Theme three - Relationships with peers in hospital
This theme will discuss r@afidat@aentheenit&wii onshi ps

report some of the interventions utilised by staff promoting peer interactions and it
will explore CYPOs, caregivers, and staff me
hospital, including some of the positive and negative aspects associated with CYP

living together in hospital.

According to staff members, interventions which helped CYP interact with their peers

was through participationinward-b ased acti vities. Along with
such as treating others with mutual respect on the ward, various activities for CYP

promoting interactions were organised in the evenings and at the weekends by ward

staff:

Aln the evenings and on the weekends, ther

promote relaxation and fun! This may also include time off the unit with staff,
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day trips at weekends (depending on the individuals Ward Management Plan)

or leave with your familyand carers.06 (I nf or mati on Bookl et |, 2

Staff members reported how unit activities such as arts and crafts, cooking, music
groups and team games helped CYP interact with their peers:

el think just the way that wedre set up i
we go down to the sports hall to play rounders a loté € & kids seemed to

really like rounders and naturally,y o u 6 r e oand workirg assa team

together. Other things like when we use the activity room or the art room, they

would tend to be doing that together and just talking can often promote that sort

of friendship.0 (I nt e rfMurse)w, St af

Another staff member whose role was to facilitate activities on the ward, commented
that staff encourage CYP to be involved with group activities when they are admitted

to the unit;

Yeah we do actively [promote friendships], when somebody comes onto the

unit, we encourage them to come over and do this, do that, come up to the art

room. And | think as young people, they just naturally flock towards other

children that theydveogétntbramgewinTbhemmpi

CYP described being able to make new friends with peers on the unit due to having

things in common with each other:

Al nt : |l s there anyone that youbve made fri
| 6d say so yeah.

Int: Ok, how has that been?

Al think we had a | ot odtfvasguiterdady totalkkdi es and

(Interview, Emma)

Emmadés father also acknowl ed g e éasedmaetiviies hr ough
and by having common interests, his daughter had managed to form a friendship

with another patient:

~

Al nt: How ddsybeenhifmk Emma staying in ho

people?
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Emmads been able to shar e toftrdationshipwith has f or
some of the young people. There are some young people who were playing
musical instruments and Emma playsmu s i ¢ a | i nstruments, so t
with that in some of the group therapies, media and TV shows, that type of
thing.fi(Interview, Parent)

5.4.1 Making new friendships

When asked questions around what it is like being on the unit with other CYP, over

half of who were interviewed stated that they had formed at least one friendship with

another peer on the unit. CYP reported being in hospital with peers they had met on

a previous admission which helped them to re-form a bond. Some even reported

making friendships on previous admissions which lasted beyond their discharge. For

Jenny, being on the unit with other CYP was helpful in feeling at ease:
Al nt: Have you wthotleRegyeuwhg peaple?mi x i n

It 6s a really wedbeauseyynwgu duwna tgotl tadsbit of e\
not everyonendost tehvee rsyaormee 6 s got t he same st
background, itds nice to just mix with evg¢

everyone on the ward.
Int: Is there anybody that you have made friends with?

Yeah, | 6ve made friends with a couple of

and itdéds justo b(elemt erevaildw, nliecreny)

Other CYP reported being on a mental health unit with others helped them to feel
less isolated and alone during periods where family were not always around to

support them:
Alnt: What is it |ike being on the wunit wi

t makes the time go by quicker and you do
your own support system of your family and friends you do feel quite alone

here.o (I nterview, Emma)

Caregivers also reported feeling reassured that their child were having contact with

their peers:

122



AShe tells us who she has done things witd.@

likes, who she has chats with, that kind of thing. So that's reassuring for us that

she is getting that contact with herpeers.0 (I nt er vi ew, Par e

In addition, CYP reported finding it helpful to be around other peers who they

perceived to have more of an understanding of mental health issues:

A I kindl of nice to talk to people that sort of understand mental health.o

(Interview, Nia)

Caregivers also agreed that their child had managed to form friendships with others
who had also experienced mental health difficulties, even after they had been
discharged. The mother of Kayleigh reported that her daughter kept in touch with

them through social media:

ASheds made some good friendships |
her outside friends who try to umeder

nt)

t hink,

stand

ongoing friendships even if .d t(blsntjearsti evw,a

Parent)

According to some staff members, CYPO6s
friendships on the unit. One therap+ st
discharge from the unit, and described how there was an acceptance between

peers:

Al think they find a sense of shared
peer-to-peer perspective, and that must be such an intense relief, and | think
friendships quickly develop. They may not always be the healthiest of
friendships, and we as aunithavetobe mi ndf ul of that,
mi ndful that kids go on | eaving here

developed.o(Interview, Therapist)

A Senior Staff Nurse further described how CYP were able to form bonds and

connect with each other as they potentially had similar experiences and difficulties:

~

Al often think the young people that
difficulties with their friends or just with life in general, things have been a

struggl e. So often when they do c¢ome
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isndét 1t, we find people we have si mil

certain level and often their experiences, their difficulties, their suffering brings

ar ¢

them together because theydve found ot her

understand them on a |l evel that other
do have young people that form friendships and quite strong bonds on the

wa r {Inteoview, Senior Staff Nurse)

Il n addition to ward rounds focussing on
interactions with others on the ward were frequently discussed in MDT meetings by

the health, social and education professionals:

fA Student Nurse states she spoke with William yesterday and he stated that
he is very lonely. Consultant Psychiatrist states that William has told him he has
no friends, struggles to find new friendship groups, and struggles with social
interactions with peers on the ward. Trainee Psychologist suggests William has
regular key working sessions with nursing staff around friendship groups. Staff
Nurse recommends William is signposted to friendship groups in the community

when he is having periods of home leave.0 ( Fi eMDI Meeting),

Some CYP felt that they were not ready to make friendships however, and stated

that they were too unwell to make friends at the time:

A

peoj

pat.i

Al dondét really hang out with the peopl e t

that.ljustsort of i solate myself in my room
right now. |l do know this girl that |

bec:

me t

today soé éshe was asking for mel acha@ndt wa:

want to speak to anyone right now otherthanmymum.o (I nt er vi ew,

Despite some not feeling ready to make friendships, in some instances this
appeared to happen naturally. When asked whether she had made any friendships
on the unit, Heidi reported that she wanted to focus on getting better and was not
expecting to make any friendships, but ended up making some friendships

regardless through interactions with her peers:

ATo me It was not [important to make

here to make fri éoredd.erl éam dhdarheattés g ato.

friends so that was quite nice.0 (I nt er vi ew, Hei di )
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Some CYP reported struggling initially with their interactions with their peers.
Although after being encouraged by ward staff, reported feeling more comfortable

talking to others unitébés communal | ounge:
AWhen | first came i n, I was keeping mysel
to anyone.

Int: Did anyone help you with getting to know the other young people?

Some of the staff helped me. They wanted me to go into the lounge to say hi to
the girls. They were |ike 01ltoéll do you g«
right away.

Int: Ok

So yeah, then | slowly came around inside and started to talk to people.o

(Interview, Joanna)

In some instances, the nature of the assessment model of the unit had the ability to
hinder CYP making new peer relationships on the ward. Some described it being
difficult to make new friendships with peers due to the two-week admission process
and high turnover of patients, with some being discharged either before or after two-

weeks of admission to the unit:

Altés a bit hard sometimes, especially in
know when somebody is going to leave. You never know if somebody is going
tobedischarged, or how | ongo(inttrédeywdSarah) goi ng t o

5.4.2 Difficulties of being in hospital with others

During the interviews with CYP, some stated that they found it difficult being on a

ward with their peers. Some stated that this was due to the difference in age ranges

of CYP, but also witnessing others being distressed and displaying symptoms of

mental health issues:

Al't can be challenging because obviously \
nearly 18-year-old patients and you can have 11-year-old patients. You might
have a 17-year-old who might be very unwell and can be quite aggressive or
[be having] psychotic episodes, challenging behaviour or self-harm episodes

and it can be quite daunting and scary for a younger child. It could scare them
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when you see older patients like going through things likethat.d6 (I nt er vi e w,

Jenny)

Some CYP described oO0triggeringdéd others and f
terms of which were used to describe a perso

distress:

~

Alnt: What has it been |Iike for you stayir

It can be difficult. People have been banging doors trying to get out. Sometimes

it would all get scary.
Il nt : | seeé

It has been hard because some of them are really unwell, especially when like
one young person has an incident and it upsets another young person and then

itéds | i ke dominos. Sometimes itds good, b
Int: What do you mean by the term triggering?

Like you could upset someoneoritcoul d tri gger an emotion t
want to have and they say a | ot of .ad thi

(Interview, Jenny)

During an MDT meeting a staff member also re
other young people which was causing her to have an increase in risk-taking

behaviours:

AA young person reported to a Nurse that ¢
young people on the ward and has been an increase in risk taking behaviours
such as purging, pacing, exercising and self-harming.d6 ( Fi el dnot e, MDT
Meeting)
5.4.3 Forming unhelpful relationships with others
An issue that was frequently discussed in the interviews with ward staff and between
staff members in daily handovers and MDT mee
relationships with their peers. Senior Staff Nurses described how the ward staff tried

to manage these unhelpful relationships:

AThere can definitely be some unhealthy fi

connect in an unhealthy way, anlklpfult ds abol
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and whatodos unhel pful. They could keep two
activities, sitting them in different places in the dining room, for example.o

(Interview, Staff Nurse)

When discussing CYP being around their peers on the ward, a Staff Nurse reported
that although CYP can sometimes help each other, they can also escalate each

otherdés distress:

AAnpanient environment i s quite unique, it
when youdre on the ward with anothitker youn
that has both positives and negatives, positives being that they can help with

one anotherodos experience, and | guess t he)
distress on the ward. But likewise, it can also escalate your distress when

youobr e a reanawhd cosldbequite escalated at a given time.o

(Interview, Staff Nurse)

During an interview with a member of the medical team, a Doctor reported that there
were incidences of CYP encouraging each other to self-harm, and explained how

there were specific policies to manage this such as special observations:

A [ s ithlelphEldsophy is that you promote normalityé é | remember recently,

one patient brought nail varnish to anot he
used nail varnish. It was to be used as glass to cut herself with. They do supply

each other with blades and things like that sometimes. So we have to control

that with a different procedure, by checking when they come in and out and

back from leave. But generally we encourage them to engage in something

positively. That 6s offltewiew Medical freant) o manage it

Interestingly, a therapist offered a different point of view with regards to CYP aiding
others to self-harm on the ward and described how they often wanted to help one

another:

fiWedbve had some young people for instance
self-harm, other young people help them or aid them to do things, or give them

items thatthey couldself-har m wi t h and | dondét think th
negative place, they understand possibly what that serves the other young

person, so they warlherapish hel p. 0 (I nterview,
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CYP forming unhelpful relationships with peers was also an issue that was frequently
discussed by staff members in MDT meetings. An example of these discussions
came when there were incidents of violence and aggression on the ward involving a

group of CYP:

AMDT di scuss a series of incidepatentson t he

in the communal lounge. A Staff Nurse states patientswere 6 pus hi ng
boundariesd and 6egging each other onodo t
display violence and aggression towards staff. A Healthcare Support Worker
statesapatienti nsti gated the incidents and 6sat
Ward Manager states that all patients apart from two were involved in incidents.

The Staff Nurse states one young person appeared to be pre-occupied and

influenced by a group of peers at the time. Consultant Psychiatrist states he is

concerned that this young person is becoming like other young people and is

(0]

increasing herrisk-t aki ng behaviours especially when

construction is so different to that of
states that Violence and Aggression Manager is attending the ward today to
speak to the young people involved in the incidents.0 ( Fi e | d Meeting), MDT

Of the CYP who did not participate in these series of incidents on the ward, the

incidents nevertheless appeared to affect their wellbeing:

fA young person reported to a Nurse that they are finding it difficult on the ward
as it is loud and noisy and uses a blanket to avoid the current ward
environment and certain young people. Young person reported to a Healthcare

ot

Support Worker that she feltinti mi dat ed by other YP and st a

end up | i ke thato. MDT feel ward environ

causing her mental health to decline.0 ( Fi el d Meeting), MDT

During interviews with caregivers, some stated that they were worried about their
child becoming involved with other CYP and that they knew there was a risk of their

daughter learning different coping strategies from her peers:

ilt worries me because | know one of t he
alwaysarisktoeverything, a risk that sheodl | pi
she has, sheds | earned a few more behavi
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audience to play to sometimes, so she has upped her behaviours.o(Interview,
Parent)
5.4.4 CYP comparing themselves to others
In some instances, staff had discussions in MDT meetings about CYP with eating
di sorders O6comparingdé themselves to other
difficulties with their eating. There were instances on the ward of patients refusing to
eat their food which on occasions meant that staff had to feed them through a
Nasogastric (NG) tube. CYP were purposely maintaining eye contact with other
patients who had eating disorders during mealtimes and were refusing to comply

with the rest period after meals:

p a

AMDT di scuss Emmads clinical presentation

young personés mood is |l ow. Staff nurse

boundarieso at times such as not foll owi

stated to a Healthcare Support Worker that she struggles with comparing
herself to other young people with eating disorders on the unit. MDT agree that

this is likely due to another young person with an eating disorder who has

a l

n

recently been admit tteeMDTtMeetinghe unit. o (Fi el

One staff member reported that although ther

against each other, there were other examples of CYP with eating disorders being a

support network for each other when recovering from their eating difficulties:

Al t hicnakn tbheeya supportive network. Most

and cons, with the children with eating disorders, is that they can be really

of

hel pful 1 f theyo6re helping each other r1 ecc

competng against each other as to who can

be

when youdve gofl prebVieew, Healthcare Suppc

When discussing his daughter being in hospital with other CYP, the father of Emma
spoke about how he and his wife felt nervous that his daughter would be around

other CYP with eating disorders when on the unit.

Al think she has had quite an i mportant
patients that | think that might have been something that she wanted before she

was admitted that she wanted to meet other anorexics, which was something
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that we were obviously nervous about because they can have very negative

influence 6 (Il nterview, Parent)

In summary thisthemeh as expl ored CYPO6s peer relationst
described how ward staff promoted ward-based activities encouraging interactions

between CYP, and how through having common interests and a sense of a shared

experience, CYP interacted with theirpe e r s . I't has explored CYPO:
hospital with their peers, including making new friendships and the difficulties

involved with CYP forming relationships that were potentially unhelpful to their

wellbeing.

5.5 Chapter summary
In conclusion this chapter has reviewed and explored the data generated from

interviews with CYP, caregivers, various ward staff and documents such as policies

and fieldnotes.

The first theme in this chapter discussed how CYP remotely kept in touch with their

friends when they were in hospital for care of their mental health. Interventions

keeping CYP in touch with their friends remotely such as mobile phones and tablets,

writing letters and cards were outlined. This theme also discussed social media and

some of the issues associated with CYPOG6s s

o
(@]

organi sationds policies and pr oaidadcafores wer

D

the appropriate use of mobile phones and tablets.

Theme two within this chapter focussed on exploring the physical means in which

CYP maintained connections to their friends, through visitation and having periods of

leave from the ward to go home and to see friends in their own school. This theme

al so provided a review of the organisationos
leave from the unit to go home.

The final theme of this chapter explored CYP
described how ward staff encouraged interactions between peers through activities,

and how CYP were able to interact with their peers, especially when having common

interests and shared experiences of mental health difficulties. CYP, caregivers and

st af fwéaf CWP baing in hospital with others were also explored. This theme

discussed CYP making new friendships and explored the difficulties associated with

CYP potentially forming relationships that were unhelpful to their wellbeing.
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In Chapter six, findings of interviews with CYP, caregivers, ward staff and policy and
procedure documents relating to CYP keeping in touch with their families will be

discussed.
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Chapter six 1 Connections to Family

6.1 Introduction
The previous chapter explored C Y P dosinections to their friends when in hospital

for care and treatment of their mental health. This chapter will focus on connections
to their family. Data collected from CYP, caregivers and staff members which was
generated through interviews, observations, and documentary data will be presented
in the following three themes: Theme one will focus on remote connections with
family. Theme two will explore physical connections with family and theme three will
focus on the emotional, employment and financial implications an inpatient unit
admission had on caregivers. It is important to note that whilst some CYP were a
part of a nuclear family and were in frequent contact with their caregivers, this was
not the same for all CYP who participated in the interview phase of the study. Of the
nine CYP who were interviewed, four had either been in the care system such as a
residential or foster placement prior to being admitted or were due to go into a foster

care placement upon being discharged from the unit.

6.2 Theme onei Remote connections with family
As explored during the previous chapter, a key method of communication enabling

CYP and their friends and family members to keep in touch was through personal
mobile phones and the ward mobile phone. The previous chapter also identified and
outlined the key principles of the organisations policy with regards to the use of

mobile phones.

Many CYP who had access to their mobile phone utilised the allocated hour between

6-7pm to call, text message and occasionally video call caregivers through

applications such as Facetime and WhatsApp. When discussing this with Emma, she

informed me that she was able to contact her parents and other family members

each night by using her mobile phone:

Al nt: How have you managed to keep in touc
Phone time.

Int: Ok

| ing mum and dad each night, and sometimes | text my brother. | ring my aunt

occasionally.0 (| ntBEnma)i e w,
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Parents informed me that he kept in touch with their child through the messaging
application WhatsApp and regularly used this app in the evenings to text and video
call her. They also informed me that they created WhatsApp group chats between
their daughter and the rest of the family which allowed them all to communicate

under a single conversation:

fesheds going thcoughtameeawnddi tbs massi vel

thatshek nows sheédés cared for and part of the

sheds in hospital having treatment, it doce

Soyou know, we think Kkietebps irne atloluyc hiémp oérbtuatn te

know about other things going on in the family, everyday life. We use group
chat as a family so, her sister can join
and | thindswellboél hekbpedew, Parent)

As discussed in the previous chapter, CYP reported struggling with the time
constraints around mobile phone aomedasus and
timeframe where they could use their phones. This appeared to be the same

experience for some those trying to keep in touch with their family when using their

mobile phones. CYP found it difficult during conversations with parents due to these

time restrictions:

A | s$trictly 18:00-1 9: 00 és 0 és quite hard because |6
my mum and t fleawe togd mw.ISorrgoeand I just like, leave the

conversation.o (| ntJeanna) e w,

When discussing the allocated phone hour with a staff member, they highlighted that
unfortunately some parents were not always available between 6-7pm due to other
commitments such as work and therefore were not able to speak to their child. Some

parents described struggling with only being able spend time talking to their child at
certain times of the day and disliked this
hospital. They also highlighted the previous mobile phone policy where access to

mobile phones was increased and felt it was unfair that all CYP were affected with

restricted access to mobile phones despite some not being involved in the incident

regarding inappropriate social media use:

ACertainly, as far as communication goes

from the set times. | think initially the first two weeks it is very restricted when
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they can and canodot have phones. Then it w:

some incident and it was restricted really tightly. So, she was only allowed it for

anhouraday and thate | just found that reall
oh you know, I candt start Ednmaisggngonyt hi ng
ringé érather than just being able to thirt
that seems very harsh onthosethat obvi ously werendt i nvol
that everybody has to be treatedthesame.0 (I nt er vi ew, Parent)

Anot her parent reported having to get wused t
contact with her daughter due to the limited access to mobile phones and described
this being difficult, especially when she had other responsibilities to attend to during

the evening:

AThe | imited access to mobile phones does
| don't know, say cooking supper or doing something else or another phone call
comes during that hour window, you knowé
we forgot to say that to Nia and now it's 7 o'clock and we won't be able to." |
mean we know that we can get messages to her by phoning the ward but that
direct communication, you know, it's a matter of getting used to, and being
organised about having that small window between sixandseven.d0 (I nt er vi ew
Parent)
6.2.1 Limited privacy
Theor gani sationds policy on nrasehddeotakehones st
place in the wardés main communal |l ounge und
Due to this ward rule, some described finding it difficult to have private conversations
with their family. One parent informed me that his daughter struggled with having
tel ephone conversations with him in the ward

described this as being a barrier to communication with her:

fEmmad o e s n licomfoitable having conversations or discussions when
sheds in a communane alhera, atge oRigmdculangt Ipdic k
shebdbs had atcanbewgnhmudhavg lead the conversation, she says,

AYeso, fANoodo, but conversatiol,llt ®® motsuipdedli ci al
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Equally, a | ot of the time, they canot

be

know. I t 6s a di f fifcoul tbuotne ttdos fdienfd na tsed |yt

barrier6 (I nter vi ew, Parent)

Another parent informed me that her daughter preferred to communicate by text
messaging and through using mobile phone apps such as WhatsApp, as opposed to

talking over the phone with her due to the lack of privacy in communal areas:
fint: What has it been like keeping in touch?

Difficult. She doesndt really,iltiblse onp ga
qguick calls, but mostly webdbve beén text

(Interview, Parent)

When discussing the one hour allocated time for mobile phones with participants,

some described finding it upsetting being unable to have private conversations with

their parents:
AWell phone time you have to use your phone in like communal areas so if you
want to call somebody in your phone time, people can hear your half of the
conversation which,i f 1t 6s quite personal it can

have that privacy when you have your phone calls.0 (| ewt Heidi)v i
Patients who appeared to struggle with staff members supervising the communal
lounge during the phone time, highlighted the possibility of upsetting other patients

when wanting to discuss sensitive issues with their parents:

A | Are you able to have telephone conversations with your family?

keivr

mé

Yesbutl woul dnét say theybébre private because

supervised in the |l ounge so i1itodés I|Iike you

privateé éyou should be able to talk to your
but you candét because youbre in a room

triggered. Il find it quite hard that I

f

f ul

cart

conversation about it withoutstaff j ust watching .@verything

(Interview, Jenny)

Whilst she acknowledged the lack of privacy when using her mobile phone, Lilly
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informed me that in a previous policy, patients were able to have their mobile phones
in their bedrooms which enabled them to have more privacy when talking to their
family:
fiéewedre not even all owed them in our rooms

have them anywhere.
Int: How has that been for you?

|l t6s a bit awkward because youpersoaahb6t r eal l
because people are going to be listening. You just have to try and talk quietly.o

(Interview, Lilly)

CYP informed me that whilst they acknowledged the lack of privacy when using their

mobile phone to contact family, some were able to use the ward telephone and one

of the units meeting rooms when contacting their family which provided them with

more privacy:
AThereds a mobile phone here that | can gc¢
room. So when the staff are available you can use that, but only for three five
mi nute phone calls, or one 15 minute phonce

one you get is if you go over to the meeting room. @nterview, Carly)

6.2.2 Ward telephones
Telephones situated in the ward office were used routinely by staff to communicate

with caregivers and to provide them with regular updates or significant changes to
certain aspectsoft h e i r ¢ hsuch asdnedicatianroeoutcomes of the weekly
ward round. This was often done more informally however, when updating
caregivers on how their child had been throughout the day. When interviewing a
Senior Staff Nurse, | was informed that she regularly provided families with updates

as it helped them to keep in touch and feel involved inthei r ¢ ¢tarel d 6 s

~

Al I i ke to make sure the family are kept
oné €& | think that it helps i t(dmn ewivti ke wt

Senior Staff Nurse)

As discussed in the previous chapter, some CYP who did not have access to a
personal mobile phone or wanted to contact their family outside of the allocated time
for mobile phones, were reassured by staff that they were able to contact their

parents by using the ward-based mobile phone:
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AThey can use their own mobile phone to cc
also make use of the ward phone. So, the ward phone is available to young

people whenever they need to speak to their parents.0 (| n t Tharapist)e w,

When discussing C Y P bnsited access to mobile phones and their contact with their
parents, some staff members acknowledged that it was difficult for CYP, but they
tried to ensure they were able to speak to their parents outside of the allocated hours

through access to the ward mobile phone:

Altés really difficult and all they want t
had young people in as young as 11, which is really sad and we do our best to

facilitate usingt he t el ephone. | f they come to the
they desperately want to speak to their parents they could phone up and they

could even come into the ward. Wedre not
are very boundary driven, there has to be boundaries for it to work. However, if

a young person is that distressed and they want to speak to or see their family

then they can, i1itdés not something that we
young person to keep those links butwe doourbestdo (I nter vi ew, He al
Support Worker)

Although there was a ward phone that CYP could use to contact their parents
outside of the allocated phone time, it appeared to only be available for 15 minutes a
day, either through three 5-minute or one 15-minute phone call. When discussing the
organisations phone policy with a staff member, they acknowledged the restrictions

on access to both mobile phones and the ward phone:

Al t hi nk armsthe phene policy sorfamiies will need to be aware of

when the young people have their phones. If they need to use the ward phone,

that 6s quitei thobsmut ednl ¥ L Bi mknot €ésnt ey de:t
Staff Nurse)

Despite the short period the ward phone could be used for, those like Nia who did
not have access to a mobile phone and mostly relied on visiting and the ward phone
to speak to caregivers, informed me that the ward phone was a helpful intervention

which enabled her to keep in touch with them daily:
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Al found it quite har dfelblkeil mgdedatorsavpur f r om t h ¢
every moment they were there. The ward phone is quite a nice facility though, |

used to phone them pretty much everyday.0 (| ntNeaj vi e w,

During interviews with caregivers, some reported that they found it reassuring that
their child had access to the ward phone that they could use to contact them, in

addition the allocated hour for mobile phones in the evenings:

AThe availabil i tEmmatanhabheaccesato awapm phomee |,
any time of the day or night. I f she want
always available.6 (I nter vi ew, Parent)

Whilst acknowledging the availability of the ward phone,one of t he wunitds th
interviewed reported trying to think of additional remote methods in which CYP could

connect with their caregivers whilst in hospital. She informed me that she was

thinking of setting up a video conference system for CYP to virtually contact their

parents. The therapist stated that this system would be particularly useful as the

population of adolescents admitted to the unit is spread across the region:

AWe do have a video system, a conference g
facilitate conference-st y| e me et i n gosofessibnals) lsut | havesoftenf o r
thought whether there could be a system set up even in the meeting rooms

where it could have a video system where people could virtually meet with their

families. | guess it can happen on Facebook, Facetime and those sorts of

things... € particularly because [the region] is notoriously spread-out, our

population is in pockets, | do wonder whether we could make more use of

technology0 (I nterview, Therapist)

In summary theme one reviewed the remote methods enabling CYP to keep in touch
with their family whilst in hospital. This began with exploring C Y P ansl caregivers
experiences of using mobile phones to contact each other through texting, phone
calls, and social media. Following this some of the issues associated with mobile
phone usage on the unit were highlighted such as time constraints and the lack of

privacy for CYP to converse with their parents.

This theme explored the telephone contact between nursing staff and caregivers,

which often occurred when caregivers were informed of updates about their child
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regarding their care. Finally, the ward-based phone was explored as a further
method for CYP to remotely contact their caregivers. This was particularly helpful for
the few who did not possess a mobile phone. Despite the availability of the ward

mobile phone, the time constraints around its usage were also highlighted.

6.3 Theme two 1 Physical connections to caregivers
This theme will explore the physical means in which CYP connected to their family. A

key physical method of contact which enabled CYP keep in touch with their family

face to face was through visitation, which occurred between the hours of 6-8pm on

weekdays and at any time after 12 midday on weekends. Informal visiting between

CYP and caregivers occurred on the unit, but away from the main wards in areas

such as the r ec e mspedfiovisiting mons,éasd the Vir 9 iutbujte. s 6

CYP and family members were aware of the visiting policy and its times and rules

through the organisationés (2019) Informatio
this document stipulated that visiting would take place away from the main ward

areas to protect the confidentiality of other patients. Whilst not clearly stated in the
organisationdés 2019 I nformation Bookl et (Y
parents that visiting had to take place away from certain times of the day such as

school and mealtimes which were protected.

When discussing visiting with one of the management staff, | was informed that soon
after a patient was admitted to the ward, visiting was promoted by the nursing team

to give the MDT a better understandingofthe CYPasd famil yés interact

il t €iteg] yery much promoted. So we would look at first of all getting the
family in to visit, seeing how the young person and the family are interacting

witheachother6 (I nterview, Ward Manager)

When interviewing staff members, | was informed that whilst family members visiting
was promoted by staff members at the unit, the frequency of visiting by parents was
different for each family and was dependent on factors such the f a mi dwy 6 s

capacity to visit:

AGener al | yyousgopeopl& camhgve their parents here every single
day, some young people, they may not see their family from one week to the
next. We do as much as we can to promote visitation, and we acknowledge the

benefits of having family and friends. But unfortunately, itisnotourde ci si on, it
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the familybds decision, and we can only f act
feel theydor® dbhhnhe erovi deampg Educati on

| was informed that the distance parents lived from the unit had the potential to
impact them visiting, and that other family members would visit if parents were
unable to. | was also informed that visiting became more difficult for some CYP if

they were under the care of the LA:

fé it really depends on where the parents liveé  é&ome parents may come

every evening, some parents may come every otherdayé é f t hey donoét
to visit then an auntie or an uncle, or another family member will come. But for

some people,par t i cul ar | yaftar¢hildjtheynsay reot have @ \ksie ad

all, they may have one visit a week if that.0 ( | n t Taarapist)e w,

Most of the CYP who were interviewed in the study informed me that they had
regular visits from their caregivers and other family members. When exploring how
they kept in touch with their parents when they were on the ward, Kayleigh informed
me that she had frequent visits from her parents and wider members of her family if

her parents were unable to attend:

AMy mum and my dad come and visit me prett
hour 6s dr i viet o rsttihlelm rsioce t hey make the e
émy parents try and alternate or i f they
make it they try and ask another member of the family to come and visit like my

grandparents.0 (| n tKayleigh) e w,

Another adolescent described to me the feeling of looking forward to seeing her

parents and feeling happier after she had spent time with them:

Aéwhen my parents came that was really exc¢
around all dayl iakha, tGo@m myhwedreeds somet hing
forward to,6 and then they came and then I
back on the ward and then | feel much happier because | saw my parents.o

(Interview, Joanna)

The official periods for visiting were in the evenings on weekdays and additionally
there were protected times of the day where visiting was unable to take place such

as during school or mealtimes. Although there were protected times, one of the
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health care support workers | interviewed, informed me that the nursing team tried to
be as flexible as possible when accommodating parents visiting:

ATher e pareofficallvisiting timesé é b u t undangtanding and my
experience is that we are very, very flexible, and we will always try to promote
any visiting as long as its having a benefit.o ( | n t Healtivcare Support
Worker)

When discussing the topic of visiting, one parent | interviewed also reported that
nursing staff members were accommodating towards her and her husband and were

flexible with the time allocated for visiting:
i |: Mave there been any issues with visiting at all?

No, as far as thatodos concerned, therebds nc¢
If Kayleighwant s t o go out, thatodés nevéaeylbeen a
been very flexible on the times.0 (| n tParem)i e w,

As there was less of a structure on weekends and during holiday periods, such as no
school or therapies for CYP to attend, there were more ward based activities
organised by the nursing team. There were also more relaxed visiting hours, with the
unit allowing visiting after midday. In addition to having more time to visit their
daughter on weekends, a parent also reported visiting and taking their daughter off
the ward after h eng, wiich Ras outsielesof visiting offinial iditing

hours:
Aéwe were told six to eight in the eveni ng
but I presume half term therebds no school

nobody said we couldnédtcamesidt amdo&wlemc kvha
after the review, we took her out then. I

wanted to visitmore.0 (| n tParend)i e w,

Emma 6 s ihfarmheld me that his daughter struggled on occasions with the ward
environment. He also reported trying to visit the ward as much as possible and to

take her off the ward:

AWe visited the maEmmawasyolddfelpgitasgesusdnd gue s s.

to have time off the ward, but veloesnot al
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environment so weodbve tended t oTheveihgavet as ml
been other visitors for Emma as well, other family members, who are able to
visit and whoove .be(elnn thaehtei evwo c al | her

Not all parents were able to visit their child frequently however. On occasions, some

CYP were unfortunately unable to see their parents through visits due to their

parents6é work commitments. Whe&€¥WPhdadwitt ussi ng s
keeping in touch with their family, Heidi described how due to her mother working

afternoon shifts, she was unable to visit most evenings during the week:

Al think sometimes the visiting hours arert
my mum and dad work different times and shifts, my mum works in the

afternoon, she could come and visit in the morning but obviously | have school.

A(Il nt dHeidi)i e w,

In some instances, siblings also found it difficult to frequently visit. One parent
described how due to a combination of their other daughter being in university and
working, she struggled with having enough time to regularly visit. She also informed
me that their other daughter had found if difficult seeing her sister in a mental health
hospital. Despite this however, | was informed that she had managed to visit on

occasions after attending a family therapy session:

fé so her sister is in the midst of her exams at the moment, she also works part

time, so generally work, studguess Vi &gstal
been the emotional aspect of things. Sheds found it difficult
hasnét been down t oShdachme dawn ontthe am aradwf u | | ot

brought loads of activities and things and movies on the laptop and they had a

really nice evening together. Jenny was talking about it this morning really

fondyandher si ster said, AOnce the exams are
inpatient 1061l I be abl e ©0Soo,c otnhea tdbosw.db eneunc hp or

(Interview, Parent)

Another issue for some CYP and caregivers was the clash between the allocated
time for visiting and access to mobile phones. In some circumstances, parents
described the challenge between wanting to visit their child during visiting hours, but

balancing this with their child wanting to spend time on their mobile phone:
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challenge becausei f we wer e visiting the uni

come down at s iEmmaadncd oschke 6tso gsieveen her

Aln terms of the visiting time, that

cl as'
bet w

phon

[like], A Oh, thanks for comingo,So,asewerewant s t o

trying to avoid that phone time if we could, or just accept that we could be in a
room with her, but you know, not to

on the phone.0  ( Viewt Parent)

Staff members also acknowledged the issue of mobile phone and visiting times
clashing. A therapist | interviewed reported to me that some families would avoid
visiting between 6-7pm as it was likely that the CYP would want to spend that time

on their mobile phones:

press

Nféwhat [ heard from families was that t he

six and seven, because they knew the young person wanted to be on their

mobile, because theyodd want to | ook

at t he

their friends, and they didn®dt(Ilwathdér tioew,r e\

Therapist)

She also described a dilemma facing families with having to juggle between allowing
their child to spend time on their mobile phone during visiting, but in doing so would
mean they would end up spending less time with them and with the previous policy of

extending the period of time for mobile phones was more helpful for parents:

fé that was quite a juggling act for some parents because what do they do? Do

they come at seven which means they get less time with the young person, and

if theybve come from a | ong way i s

young person to lose out on their telephone time.o(Interview, Therapist)

6.3.1 Visiting rooms
Visiting mainly occurred in specific visiting rooms outside of the main ward area.

There were two rooms used for visiting which were just outside the main ward area
but were still situated along a corridor leading to the ward and were behind
magnetically locked doors. The remaining visit rooms were located further away from
the ward area and were also the rooms used to conduct interviews with CYP,
caregivers and staff members. When discussing visiting between parents and CYP,
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a Nurse described the process of visiting and informed me that there were usually

enough visiting rooms available:

A We Ogwet side rooms like this one, so when they come to visit, families will
come and have a sit down. Wedl Indthenual | y cl

the young people will come in. Then just go from there.0 (| n t Staff Murse)w ,

Another staff member informed me that visiting times were often busy periods of the
day, requiring the nursing team to find rooms to accommodate CYP and family
members. She also informed me that the type of rooms used for visiting was often

based on risk and special observation levels:

AWebve got two rooms just before you go i
use, webve got a family therapy room, and
family therapy room area that we can utilise as well. The difficulty is looking at

what the observation levels are for the young person, so if their risk is high and

theydore on a 1:1 obs, i1tdés probably not b
in on the ward in one of those family roor
because observation levelscanchange qui te quickly, so that¢
intoito (I nterview, Social Worker)

When discussing visiting with caregivers | was informed that they felt accommodated
by the ward staff with regards to private spaces for visiting, and one family informed
me that they did not have any issues with finding a room that could be used for
visiting:
ASometi mes itodés, AOh, weol |l go to that r oc

a problem at all, and the staff have always been great in being able to
accommodate.0  erViewt Parent)

When discussing the visiting rooms with staff members, | was given an overview of
the different visiting rooms available. The staff member also described the layout of a
room, and | was informed of how they tried to make it feel homely for families by

providing activities for them such as games and books:

AYeah, so dedicalTlkReyd®disinongbirgomsut t heyd¢
probably seats for four, five people. If there are more people or if there are lots

of families visiting all at once, it tends to be in the evenings when the other
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rooms on the ward ar en therapibtedr menbessofehet, s o b
MDT, so we would use other rooms. Sometimes family bring in like board
gamesorcards,we do have them on the ward as wel
families and a box of books for younger children.o (| n t Senmioy Stadf w ,

Nurse)

When discussing a par e nthed daugbterpretheiuretitheye s of v
reported to me that when they first visited, they assumed they would be visiting their

daughter in her own bedroom, similar to visiting in most general hospitals. Despite

the rooms being made to look homely and inviting, the parent informed me that they

were neither too clinical or homely:

AWe had no i dea what 6 wejmstassumedaove wouldbtakb e h on e s
her throughtoherroombecause they said thataTeehedd ha

visiting rooms ar e s oofirgetview, Ragentve di dndt e x|

When describing the visiting rooms to me, parents also informed me of an issue with
visiting rooms which was that because they were located next to another visiting
room, on occasions they could hear upsetting conversations coming from other

families which affected their own visit with their daughter:

iSo, 1 f youdre in a room nextand tshoemedvoed yg c
troubles, or they could be upsetting things going on, you can hear absolutely
everything. So, that can be difficult for conversation, you know, sets a mood for
a visit sometimes.0 (| n tParen)i e w,
6.3.2 Distance
As identified in Chapter four, the CAMHS inpatient unit selected as the research site
for the study was located in the south of the region, covered a large geographical
area and admitted patients from a wide range of distances from the unit. During an
interview with a Senior Staff Nurse, | was informed of the sheer scale the unit

covered, which incorporated other health and social care organisations within the

region:
AWebre based in [a southern regi ocaret own],
organisation], b ut AMHS inspatient uhitein [therrdgipn]. Ti er 4
Wedve got one in [in the North of the Coutl
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authorities, and seven [health care organisations], so itd a huge geographical

areathatwecover6 (Il nterview, Senior Staff

The distance some families lived from the unit had the potential to be a barrier for
them to frequently keep in touch with their child face to face. When discussing some
of the barriers to CYP keeping in touch with their families, | was informed by a Senior

Staff Nurse that some parents were required to travel long distances to visit the unit:

fewebve had young people from all over

maybe two, three hours away. So me of our young peopl eds

two and half hours drive each way. Others not so far but it does cover a really

wide area. @nterview, Senior Staff Nurse)

Another staff member informed me that when the unit was in its planning phase, it
was moved from a more easterly location to a southern location to be closer to the
west of the region. Despite this, the staff member acknowledged that face to face
contact between CYP and caregivers can be significantly difficult. | was also
informed that in rare circumstances, if the CAMHS inpatient unit in the north of the
region was full, the southern inpatient unit admitted patients from the north and vice-
versa. The distance for families travelling from the north of the region would be over

four h o u drigedeach way:

ATherebdbs distance, which is quite a
saying that we have had people from [the north] when the [name of north

inpatient unit] is full, and the transport down is four hours. So, the face-to-face
contact can be difficult due to the geographical location.o(Interview, Education

Team)

Despite the location of the unit, staff members highlighted the difficulty some parents
had with travelling to the unit. | was informed that this was especially difficult for

parents who relied on public transport and lived in rural areas within the region:

AWebre in a town in the SoulfMbtorwalilisc h
very-very close to the bus service and the train service, so it is possible to catch

a bus or catch a train here, but that can be quite tricky if there are transport

t

issues.Youbve got parents who candt drive

minefield. And if youbve got to get
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station, then from the train station to [°
parents that have got off at [Town] and walked to get here. | think it can be
difficult. Also, if we think we may have a young person admitted from the West;
our catchment goes up to [a town] all the way down through to [another town],
so thatdés a huge ge ofhe ecopntryisquite nadoricdy f or whi
badly connected transportwise.0 (I nterview, Therapist)

6.3.3 Experiences of distance being a barrier to seeing family

The issue of distance being a barrier was also voiced by CYP in MDT meetings and

interviews. In one weekly MDT meeting | attended, a CYP who had been on the unit

for just over a week, expressed to a Nurse how upset she was that her parents were

unable to frequently visit her due to living in the West of the region:

AThe Staff Nurse reports that the young p
ward and lots of encouragement has been needed from staff for her to engage

with staff and her peers. The young person stated in a nurse engagement

session that she is sad because her parents live so far away from the unit and

struggle to see herregularly.0  ( Fi el d Meeting), MDT

When discussing what the potential issues or barriers were seeing parents whilst
being on the unit, Sarah informed me that due to her parents living 90 minutes away
from the unit by car, the most realistic way for her to keep in touch with them

regularly was through the use of her mobile phone:
Al nt: So how do Yo wokiged aimm |tyo uwchhe nwiytou 6 r e

Just through the phone really. Tikteydbs basi
do come down and visit, so itdéds distance
if you lived in [a town close to the unit] then they could come down every night

because theydd only be 10 minutes away, bl

forthemo (| ntSarehy i e w,

When discussing some of the issues they had
Sar ah 6 s inpanedenre that they had done a lot of travelling back and forth to

the unit which had taken a lot of time. Whilst they found the travelling due to the

distance an issue, they acknowledged there was not a lot that could have been done

to change this:
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AR1: Al't's taken a huge amount of time out

R2: Yesé it is a | ot to ask because obvi ol

each way.

R1: We can't blame the unit for where it is so, it's just the practicality really.o

(Joint Interview, Parent)
6.3.4 Vi si tSuites 0
A facility frequently promoted by staff to support CYP keeping in contact with their
families iwadsSaotilted 66V mor e commo rntlhy réeufnartr €d att
Vi s i tSuwte vgas situated away from the two hospital wards on the upper ground
floor within the main building. According to the organisation® policy, the main
purpose of the Vi s i Suite vgad to enable caregivers to be more actively involved
in their childds care and treatment through
facilitated by staff at the unit:

AThe pri me f unmsd tSue witbo fthe drgamsatidn] is to promote
specific therapeutic work between patient and family, facilitated by a core team
of professionals. This will allow parents/carers to be more actively involved in
the care and treatment of their child as well as having increased direction and

support from identified staff6 ( Use of Vi sitors Suite Poli

The Vi s i tSuite vgaé a self-contained apartment. Within it was a series of rooms

consisting of a main lounge area with sofas and a TV, a kitchen with a dining area

and cooking facilities, a bedroom area with two single beds and a bathroom with a

toilet and shower. The Vi s i tSwte v8as booked by caregivers through the nursing

team and if available, could be used flexibly by families throughout the day and even

for overnight stays. The process of booking the Vi s i tSuite vga$ straightforward for
families, they liaised with the nursing team who diarised the date. There did not

appear to be any specific criteria for caregivers to meetin ordertousetheVi si t or s 6
Suite, with bookings being taken on a first come, first served basis. There was high

demand forthe Vi s i Sute andit was often booked weeks in advance throughout

the period of fieldwork.

One of the primary functions of the Vi s i Suite vga$ to promote therapeutic
working between the patient, caregivers and staff members and to deliver

interventions such as family meals. It was also utilised informally and provided
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caregivers with an opportunity to spend time with their child in a quiet setting. One
staff member described to me how the Vi s i Swte endbled a caregiver to

sensitively provide care, away from the main hospital wards:

AOne of our young people currently wears ¢
forafew hourseveryeveni ng but doesndt feel safe en
ward, so, as a result of that therebds s ome
allow her maternal grandmother to come and visit, she will take her wig off in

front of her, and she will allow her grandmother to rub cream on her head. So,

for that to happen in a respectful way, we can utilise the flat to make sure

t her edanspassingthewindowdo (I nterview, Social Worke

When discussing the Vi s i tSuite it CYP, one person informed me that they had
enjoyed the facility as they were able to have family meals which she felt provided

her some normality with her parents:
A |: @k and just to go back to talking aboutt he f |l at, whatoés the f

|l t6s quite basicé beddhearmrdst men adl lei i ah e
family meals which it sounds doavetkat si | | vy,

conversation and a sense of normality.0 (| ntEMmMa)i e w,

When discussing the Vi s i tSuite vgitld a parent, she reported that she and her
husband had used it occasionally for overnight stays, but they had also used it to
spend time with their child throughout the day on weekends watching TV

programmes:

AA couple of ti me sdaywbecaysalysau udsoendd ti ta citnu a lhley
stay, you can use it just during the day as well. Lots of effort has been made to
make it feel more homelyé éwe put the telce

soaps and cwtched® up together.6 (I nt er vi ew, Parent)

Another parent described the Vi s i tSute beifg useful when wanting to provide his

daughter with personal care. During an interview he informed me thattheVi si t or s 6

3Cwtch i a word used by the local population meaning a cuddle or embrace, although with a sense of
offering safety.
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Suite provided an opportunity for his wife to give personal care to their daughter in a

safe environment, and without this facility it would have been more difficult:

AThe second ti mé éwd hu se & otulmeal sf Ibatzarr e,

arenot adrd oo theewhrd,rl guess for obvious reasons. Emma had
really hairy legs and was getting really sort of agitated about it, that kind of
effected the mood and the esteem and all those sorts of things, so Emma mum
booked the flat literally for an hour one evening so Emma could use the shower

and bathroom facilities so mum could supervise Emma shaving her leg with a

y

razor, so thatdés somet hiharghatimadeherféeer mum

better, that the flat allowed to happen, and that was great. So, without that flat,

we probably wouldndét have had that same

facility here. 0 (Il nter vi ew, Parent)

With the distance to travel to the unit being an issue for some families,the Vi si t or s o

Suite was especially useful in supporting families who lived far away from the unit.
The issue of distance was highlighted within the Vi s i Swte pol@y, and direct

reference was made to the facility with supporting these families:

o

C (

o[

AThis facility wi lidvaluablesnavorking with Familieatha¢ ut i c al |

do not live in close proximity to [the organisation], due to the large geographical

area covered by the unité ~ éworking with and increasing contact with families

in difficult to reach areas would therefore be via the provision ofthe Vi si t or s 6

Suite 6 (Use of Visitors Suite 2017, page

| was informed that the staff regularly promoted caregivers using the Vi s i tSuite s 6
as an overnight facility to keep them connected with their child and to minimise the

travelling required for visits:

AWe get a | ot stroghletdb @mma hiere. @rey mah aome here
maybe once a week, but they want to be here much, much more often, which is
when weobdve tried to utilise the fl at
particularly if they are coming from far away, it can be a real lifeline for them to
feel, even if the young persons not staying there with them, to feel closer to

theirchido (I nterview, Soci al Wor ker)
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Joanna whose mother who travelled to the unit by public transport, described to me
how the Vi s i tSute ledame beneficial for her mother on the night of her

admission as there was a lack of public transport available at the time:

Al think twice | O6ve used it. My mum, she
first night that | c¢came irmownbécaubeshest ayed i1
couldnét go home on the train because it \

The next day | saw her and she went home then and then the other time, we
both stayed in the flat together and we had a lovely time and watched movies
and stuff like that. It was lovely.0 (| n tJeanna) e w,
6.3.5 Usingthe Vi s i tSuitescdsupport home leave
As previously mentioned by staff, the Vi s i Suite vead promoted particularly for
parents who struggled with transport to the unit to allow them to spend longer
periods with their child. Another key feature of the Vi s i tSwte vgas that it could be
used by caregivers to stay overnight. Not only was this helpful for caregivers who
were travelling from a distance, but it was also promoted by the MDT in preparation
for discharging a CYP from the unit and transitioning back into the community. On
occasions, discussions between the MDT centred around the use ofthe Vi si t or s 0
Suite being utilised as part of the process of home leave. When discussing the
Vi s i tSute keifg used in the build up to CYP having home leave with staff
members, | was informed that the facility was often considered if the parents were
unsure if they were able to manage having their child home and may have needed

further support from the unit:

Aéif wedre | ooking further down the |ine,
first step towards home leave, the young person will stay in the flat with their

family. It really depends on how safe the families feel about having their child

back home, so if they feel they can manage some overnight time with them, but
theydbre not quite ready for it ta be in tI
stepping-st one that they use the flat first wh
support downstairs on the wards if they need it, or the young person can return

to the ward if they feel theyneedto.0 (I nt er vi)ew, Therapi st

During a ward meeting | observed, the MDT were discussing the process of home

leave for a CYP who had been admitted to the unit one week prior to the meeting.
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This CYP was under the care of the local authority and professionals discussed how

best to keep the foster carersinvolvedi n t he c¢chi |l dés car e

firhe Consultant Clinical Psychologist states the foster carers are supportive. A
Staff Nurse states that when the foster carers visited, they stated to staff that
they need help and guidance before taking the young person on home leave.
The Consultant Clinical Psychologist states that it is vital for the foster carers to
feel supported. The remaining MDT members agree and suggest it is a good
idea for the foster carers to utilise the Visitors6Suite with the young person

before considering home leave.0 Fi€ldnote, MDT Meeting)

When discussing the experiences of having their son or daughter home on leave
from the unit, some caregivers described how the Vi s i Swte vgad first used as a

way of safely building up leave to eventually having overnight leave from the unit:

fé the first time we used it, it was a little bit of the unknown, but actually it
worked out pretty well. We got to spend the night with her [daughter] before she
got home leave, it was actually really good, a really positive step. It feels like a
safe step for us to do first before taking her home as if we have any issues in
the flat we could be supported.0 (I nt er vi ew, Parent)
6.3.6 Home Leave
One method which enabled CYP to stay connected to their family face to face was
through having leave from the unit. Home leave from the unit was an intervention
that many CYP admitted to the unit experienced, with eight of the nine CYP who took
part in the interview phase of the study informing me that they had gone home from
the unit at least once throughout their admission.
6.3.7 Organi sationés policy on home | eave
As stated in the previous chapter, the organisation did not appear to have a specific
policy or procedure document in relation to CYP leaving the unit to go home. Having
|l eave off the unit to go home was mentioned
(2019), which included spending time off the ward with parents to visit local
amenities. CYP gradually spending increased periods of time at home once the
process of home leave had started was also emphasised within the Information

Booklet:
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A We ¢ o nmeiofd therunitttol be an essential part of the assessment
process and will seek feedback from you and your parents/carers. When you
are ready a gradual approach will be taken to increase the time that you spend
off the unit and at home. This might start with spending time with your parents
and carers going on a short walk or outingslocally.o0 (I nf or mati on Book
page 14)

6.3.8 Discussions on home leave as part of MDT meetings

Discussions between various health, social and education practitioners regarding

whether a patient should have home leave would usually take place in the daily MDT

handovers and weekly MDT ward round meetings. These discussions were debated

by the MDT routinely as partofeachp at i e n tlas inforaneddy a Staff Nurse

that home leave discussions could also be prompted through CYP indicating that

they would like to have leave on their ward round request sheet:

A égenerally we will try and get families in to visit as often as we can and

also get the young people out if we can. If the young person has putin a

request and said, 6l would Ilike | eaved, we
Wednesday, and that will be discussed at
feasiblee We 61 | feed that back to botlidgsartdlrye y oun
and organise whentheycango.do (I nterview, Staff Nurse)

| was also informed that if a CYP had recently been admitted to the unit, it was

unlikely that they would be able to go home within the first few days. In these

circumstances, a Nurse informed me that the MDT would promote the use of the

Vi si Sute: s 6
Al f someoneds new on the ward or theyobve I
about promoting | eave we rbhallyyeodsopdrdntat upst e
and young people can stay overnightd6 (I nt er vi ew, Staff Nurse

6.3.9 The process of home leave

CYP having leave from the unit to go home was a gradual process. | was informed

by staff members that this would usually begin with the CYP and caregivers having

time off the ward together for a few hours u

grounds, going to the local shopping centre, or to spend time inthe Vi s i Sute.s 6

Following this, the nursing team would arrange leave for a period of 24 hours from
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the unit. As time progressed, CYP would gradually spend increased periods of time
from the unit at home as they worked towards being discharged.

When discussing home leave with staff members, | was informed that after the first
few home leaves, the subsequent periods of leave that a CYP would spend at home
were generally based on how much the parents felt they could manage. For CYP on
the ward who were under the care of a CMHT prior to being admitted, staff also
informed me that they discouraged periods of 24-48 hour leave over the weekend as
the community teams were unavailable to support CYP on leave over the weekend:

ARéwe donodét | i ke to do a 24 or 48 hour over
aware of is, the community (lemtmsr dioamWw,t Soca
Worker)

A staff member explained the process of home
which would normally begin with 24 hours leave from the unit and would gradually

increase until the CYP is discharged. For the CYP who were receiving support from

a community CAMHS team prior to being admitted to the unit, | was also informed of

how the MDT linked local community CAMHS teams to support periods of home

leave:

MWe | i ke to do whatodos call edwd hwee pharse dourn

risk assessments,they 6ve received a medic review and
feel theyodre onboard with the plans, ideal
leave off the ward and they want overnight leave, we will link into the

community team to | etgtheom tkinewdve 6gothap@ec
support in case anything goes wrong. Then it will be 24 hours come back to the

ward, we get feedback from the family, and review how that leave went.0

(Interview, Social Worker)

The social worker further informed me that if the first leave were to be positive,
longer periods of time away from the unit would be arranged over the subsequent
weeks working towards discharging the CYP. SupportromCMHT 6 s woul d al so

continue where possible:

Alf 1itds positive we can then arrange a 4¢

with the community team so they know that young person is going to be home
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for that amount of time, and if itds a 48
visit to maintain their own working relationship. Then they return to the ward,

and if that goes well its 72 hours, 96 hol
discharge pathway.0 (| n t Sedial/\Woekav),

When discussing home | eave in leadand nterview W
responsible clinician, | was informed of the average length of stay of an admission to

the unit, which was suggested to be far lower than the rest of the general adolescent

inpatient mental health units in the UK. The consultant also stated that the length of

admission was longer for patients diagnosed with eating disorders such as Anorexia

Nervosa and that home leave was promoted more frequently by this unit compared

to other CAMHS inpatient units in the UK, including CYP who were admitted with

eating disorders:

AWe are the top of the é& oiBfnightsyforgemeraji vi ng |
adolescent unit per episode, of these, eight would be home leave. Eight of the

58. When in our case itodés 18 and 12é éso
30 days, but 12 of those will be at home. The anorexic patients, because it

takes longer, so we have 35 and 30. While there are 144 in the general [unit],

thereds 10 at home. | believe tédhyau 6s part
have a patient in a mental health institution for 58 days, and of these, eight

days you go home, then your allegiance, your belonging, your identity, has

become mental health. While in our case 18 plus 12, so the exposure to the

community isfarmore.0 (| nt er v iTeam) Medi cal

| was also informed that home leave was encouraged by the unit soon after CYP had
been admitted to the unit and in general, they would have stayed overnight at their
own home at least once after the first couple of weeks after admission. However, this
was also dependent on other clinical factors such as level of risk and severity of

mental health issues:

fé we start this contact as soon as we can. It may be in the first week, it may be

in the second week, definit dchlyunbajetot he t hi r
do it. A patient is suicidal, for example, or they are very unwell with anorexia

and stuff |ike that. Then we .Ohavienttea vwaeiw,

Medical Team)
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When interviewing the one QPhavilgédome leave, 0s man a
she acknowledged that despite staff promoting CYP having home leave, decisions

on whether CYP will go home were on an individual case by case basis and were

assessed by factors including risk and clinical presentation. She also stated that

home leave enabled parents to feel empowering with looking after their child, and

that parents sometimes felt disempowered by health care professionals being

involved in their care:

fiIMost young people have home leave. It is different for every individual

dependent on their risks and their illness. But it is definitely encouraged that a

young person has as much leave as possible. Because like | said, you know, it

is about empowering the parents to be able to look after their children. When a

young person comes into hospital it can often be a little bit disempowering for

the parent, | ike professional swané . .Daking

(Interview, Ward Manager)

In some instances, parents did not feel ready for their child to be home after being
admitted to the unit, as they felt that it was too soon and that they would be unable to
cope. In these circumstances, the MDT often promoted other face to face
interventions to keep the CYP in contact with their family such as visiting and the

Vi si Sute: s 6

AA young personb6s requests to have home | ¢
birthday party. The MDT members are hopeful that this can go ahead. The
ConsultantPsychi atri st states that he doesndot \
admitted for long and wants to encourage leave with her parents. He also

states that the young person is close with her sibling and does not want them to

be away from each other for long. The MDT discuss whether the young person

is ready to have overnight leave and agree that she is.

The Consultant Clinical Psychologist suggests the young person go on leave

this afternoon after parents have family therapy at the unit and come back for

the CTP review tomorrow. She explains that the assessment of the overnight

|l eave could be added to tomorrowbs review.
suggestion. A Community Mental Health Nurse informs the MDT that she spoke

with the parents yesterday and states that they do not want their child to have

156



leave, they are not ready for it yet and wish to use the flat first. The MDT
recommend the parents stay in the Vi s i tSuite vaitid their child this week.o
(Fieldnote, MDT Meeting)
6.3.10C Y P @wperiences of home leave
At the time of interviewing Jenny, she stated that she had recently started to have
home leave for the first time since she was admitted to the unit and enjoyed the
comforts of her home compared to the ward environment such as having more
privacy and being supervised less. Jenny reported gradually building up home leave
starting with 24 hours leave initially, with a further 48 hours leave planned the
following week. She also informed me that she was able to go off the unit for periods

with her family, and within the hospital grounds escorted by staff members:

Al nt: Do you have time off the ward?

| do yeah, |l go home. | had one overnight

overnight this weeké wedre just trying.
Int: When was the last time you went on leave?

Last Friday.

Int: How was it?

It was really good, ités just nice to have
nice bed without someone checking on you every 15 minutes, so it was just
nice to have a shower without being checked on and being able to just use a
razor to shave your |l egs without someone |

it was just nice to .ha(lentadentny itew,f pri vac)

Heidi who was recently admitted to the ward and had not been home yet at the
time of the interview, explored with me ways in which she could have more
contact with her mother. Heidi informed me that she was planning to request to

have home leave from the unit as part of her upcoming ward round request:
Al nt : How coul d y omthybuamuen? mor e contact
| think leave maybe.

Int: Mmm-hmm.
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|l &dm going to ask for It on the next
Int: Ok, is it a request?

Y e ah . e]ybudnsite it dovikn on a piece of paper and then give it to the staff
and then they go into a bigmeetnganddependi ng on wh#t
you ask, 6Can | have 24 hours | eave?

you.0 (| ntHeidivi ew,

When discussing home leave with staff members, some informed me that the

process of home leave was encouraged soon afteraCY P 6 s a dtmthesunit. o n
This was not always possible however, due to factors such as the level of risk and
severity of physical and mental health issues. When discussing home leave with
Joanna, she informed me that she was unable to go home for a few weeks after first
being admitted due to her clinical risk at the time. She also reported feeling happy
when going home and described to me how she initially perceived her home
environment to appear differently after spending a long period of time on the unit

without going home:

war d

0

y OuUOVE
t hey

Al nt : Wh ehave lpavey whdtiwds it like going home?

Oh, it was amazingé el was so happy, my |
and it was I|Iike Christmasé éevery time |
60h my God, 6 everything is so different a:
youdre used bedroosneeWhgnypaou wal k into your
6t his has changed so mucho 't hasndt, but

l i ke i solatedé fomntlwanhap egv, t i me
6.3.11 Health impacting home leave
As indicated to in the previous chapter, a barrier to some CYP in touch with their
family outside of the unit was due to their deteriorated mental state and physical
health issues. When discussing barriers to CYP going home from the unit in
interviews with staff members, | was informed that some patients were unable to go
home as it would not have been safe due to their physical or mental health. In these
circumstances, the promotion of visiting on the unit between CYP and caregivers

was encouraged by unit staff:
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ASome young p acugly alowedrofétherwartl because perhaps
theyore not physically well enough at the
the best so safety wise, they need to remain on the unit. So, then we provide
rooms so itds quite prutvatlreyd\heystcialnl h@ok
vicinity to have that support if they neededito (I nt er vi ew, Seni or S

Although most CYP were able to go on home leave over the course of their
admission to the unit, some were unable to have home leave or go off the ward with
their families due to the severity of their physical and mental health issues. When
discussing Stevend sare and treatment in a weekly ward meeting, the MDT were
unable to agree him having home leave due to the severe deterioration of his mental

state, despite him requesting to have home leave as part of his ward round request:

fA Senior Staff Nurse provides the MDT with an overviewof St even o6 s
presentation. She states that he is still being nursed on 1:1 observation due to
psychosis presentation. The Consultant Psychiatrist states that Steven is very
unwell at present, and that he has had very few lucid moments.

A Senior Staff Nurse states that Steven has asked for 3 days leave on his ward
round request sheet. The MDT concur that Steven is too unwell at present to
have home leave but suggest offering the VisitorséSuite to his parents when it
isavailable.o ( Fi el d Meeting), MDT

The physical complications associated with Anorexia Nervosa prevented some CYP
from having leave from the ward on occasions. Certain medical complications as a
direct result of ongoing weight loss and malnutrition such as hypotension, required
nursing staff to undertake more frequent physical observations with CYP. For one
CYP who experienced these complications and was unable to go home, the MDT
discussed potential ways of supporting her to spend time with her family, despite

being unable to go home:

ATHVEDT di scuss t hephysicaldetgriomten oseo thedpast
week. The young person has requested to go home on leave, or to spend time
off the ward with her mum. The Consultant Psychiatrist states that the young
person is too physically unwell to have home leave at present. The Consultant
Clinical Psychologist states to the MDT that they need to give the young person
opportunities to do normal things off the ward. A Staff Nurse suggests using a
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wheelchair with the young person so her mother could take her for a

therapeutic trip to the local Costa. MDT agree withthis.6 ( Fi el dnot e,

Meeting)
6.3.12 Compliance with Care and Treatment Plan impacting home leave
Having contact off the ward with family for some CYP such as going off the ward for
a certain period or planned overnight home leave, was sometimes dependent on
their ongoing compliance with their individual care and treatment plan. In some
cases, CYP who had requested to go on home leave, had this granted by the MDT
on the basis that they were compliant with certain aspects of their CTP such as
gaining weight or periods of incident free behaviour. On occasions, CYP who were
due to go on home leave had this revoked by the MDT due to breaching certain
conditions of their CTP.

Jessica, whose mental health declined throughout her admission, frequently
displayed high risk-taking behaviours such as self-harm. When discussing her care
and contact with her family in a meeting, the MDT concluded that her current mental

state had deteriorated too severely to allow her to go home:

AA Staff Nurse informs the MDT t hat-
harm. The MDT conclude that home leave for Jessica is not currently possible
due to her level of risk and continuing to be on 1:1 observation at present.0
(Fieldnote, MDT Meeting)

When exploring Jessica having home leave with her mother who | happened to
interview around the same time as the MDT ward round meeting, explained to me
that despite leave from the unit not being possible, they were still able to frequently

visit her:

Al nt Jessit@lad any home leave yet from this unit?

MDT

t her e

No, because itbés not safe. They [unit

st af

knowwe wi | | get there, and we wil/l eventual

give her flat | eave now, it was not

been visiting her in the evenings.o(Interview, Parent)

Throughout the data collection period, several CYP diagnosed with eating disorders

appeared to have their requests for home leave granted by the MDT on the basis
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that they would continue adhere to their CTP and gain weight through following an

individualised meal plan set by the dietician.

A AStaff Nurse reports that a young person has been positively engaging with

her care and treatment plan and individual meal plan, but she was upset about

not being able to go on leave previously due to weight loss. The Consultant
Psychiatrist states that if the young person gains weight when she returns to

the ward, and the community CAMHS team can continue to support her leave,

she can go home for 48 hours over the weekend.0 ( Fi el d Meeting), MDT

When discussing home leave with Sa r a h 6 s , tipeginf@met e that there were
occasions throughout her admission where home leave had been revoked due to not
gaining enough weight in between weigh-in periods. They also informed that they
were fortunate to live close to the unit so therefore they were able to frequently visit

the unit and were allowed to take their daughter out in the car whilst she was unable

to go home:
Al nt: Are you able to take your daughter ¢
AR1: Wel |, d e thermweightrwgs reallyé \sliedad a week where
she was on 1:1 where she was not allowed off. Ot her ti mes we havendo
because of her weight, she hadnodé4d4ns.put on ¢
R2:Luckily it isndét very far t anddaailittee. So me

drive in the evening and go down and see the sea and stuff. So, at least there

isplacestogo.do (I nt er vs) ew, Parent

When discussing home leave with Joanna, she informed me that she had been put
on a meal plan provided by the dietician as part of her treatment for Anorexia
Nervosa. She described how she found it difficult to follow her meal plan on

occasions and therefore was unable to go home due to losing weight:
Al nt: What do you dislike about being her ¢
When youd6re not allowed to go home.
Int: Why are you not allowed to go home?

Il f you dondét gain weight in my case, or i/

to do, something like that. They wanted me to go home but the doctor said until
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| eat and drink something and show them that | can do it, | can manage on

l eave, | vghomdto bEnNgleanmm) e w,

In summary theme two reviewed the physical methods enabling CYP to keep in

touch with their family when in hospital for care of their mental health. This began

with discussing the healthc ar e or gani sati onaéten.lttkegul ati ons
focussed on the experiences of CYP and caregiverséexperiences of visiting. This

theme also explored staff members flexibility around visiting, whilst acknowledging

some of the challenges associated with visiting such as parents work commitments

and visiting hours clashing with the allocated time for CYP to use their mobile

phones. This theme then provided an overview with the various visiting rooms

available at the unit.

Distance as a barrier to keeping CYP and their parents in touch was then explored,
with CYP and parents giving accounts of the challenges with frequently travelling to
the unit due to the vast distances required. The focus of this theme then turned to
exploring the Vi s i Sute, which supported parents with contact with their child.
This was especially useful for caregivers who were travelling to the unit from a
distance. It also explored how the Vi s i tSuite vga® an intervention used when

preparing CYP for home leave and to eventually be discharged from the unit.

Finally, this theme explored another physical method of keeping young CYP and

their family connected through having leave from the unit. This began with exploring
how home leave was discussed between the MDT, before explaining the process of
CYP having gradual periods of leave. CYP& accounts of home leave were explored,
including the mental and physical health barriers some experienced associated with

home leave.

6.4 Theme three 1 The emotional, employment and financial impact on
families
A potential barrier associated with CYP keeping in touch with their family throughout

their admission to the CAMHS inpatient unit was the impact on the family. During the
interviews, both staff and caregivers gave accounts of the emotional toll an
admission had on parents and wider members of the family, in addition to the
financial and employment implications experienced by parents. To support

caregiversat t he beginning of their childés admis
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intervention called a O6Welcome Meetiergbd was

the admission.

6.4.1 Welcome meetings

This meeting usually consisted of a nurse, a member of the therapies team, and
caregivers, which occurred a short period of time after a CYP had been admitted to
the unit. Its purpose was to keep the family involved by having an informal

di scussion about any queries they had
information. Reference to the welcome meeting was first highlighted in the
organi sati onos tifanpatentsread carersiundgoad® k-laeni |y

l nvol vement & section:

A we understand that family and carer involvement is very important to
supporting your recovery and this is a central part of the work we do here at

[organisation]. Your family and carerswil |  be i nvited to

a

with staff. Every effort will be made to ensure that this meeting is held within the

first 3 days of your admission. This is an opportunity for parents and carers to
share information with staff and ask any questions that they may have about

your admission.0 (I nf or mati on Booklet, 2019

When discussing the welcome meetings with ward staff, some staff provided an
overview of what a typical meeting involved, which included timescales and some of

the topics that would be covered in the meeting between staff, and caregivers:

regard

6 We |

page

Alf theyodre admitted, they should have a

offered within a certain timeframe, | think i tbétaween 24-48 hours. We contact

the family to arrangei taboswlrihgngtheentotheet i ng é

unit and giving them a full overview of our model of working, the purpose of

admission, what we hope to achieve, what the parents hope to achieve, and

C

\

{

making sure that the parents have got realistic expectationsaswell.d (| nt er vi e\

Senior Staff Nurse)

Another staff member who was a social care practitioner, also discussed welcome
meetings with me in our interview and highlighted its value of contributing to an
important aspect of a C Y P ,Gmaintaining family involvement from the outset of

admission:
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A | & vayg of maintaining that kind of family liaison, family communication.
Theycaregiverf] t ol d that their input vitkaht o t hei
itéds really important. They are such a huc¢
that we as a unit want to work with them
Social Worker)

Many staff acknowledged that an inpatient admission can be particularly difficult time

for families and their anxieties may be heightened, especially if it is the first time,

they have experienced their child being admitted to the unit. Staff reported that the

welcome meeting was beneficial in relievings o me of t he parentds anx

the admission:

Aéfrom the initial assessment, itbés not |
heightened, ités also the fameél ¢ hvehyddreaer e ¢
not taking everything in because it can be quite disorientating for them, a Tier 4

CAMHS admission.o (I nterview, Social Worker)

On occasions during MDT meetings, welcome meetings were discussed and one set
of parents who were reportedly to have beenanxiousa bout t heir daughter

admission to the unit, stated to staff that they found the welcome meeting helpful:

A Staff Nurse states that parents had a welcome meeting this morning and then
came back in the evening to visit their daughter. The Staff Nurse reports that
the parents stated they found the welcome meeting helpful and gave good
feedback about staff saying they were professional and wanted to thank staff

for taking care of their daughter.6 ( Fi el d Meeting), MDT

Despite efforts being made by unit staff to ensure all families were offered Welcome
Meetings within the first 3 days of admission, this did not always occur. In one
instance, a family were not offered a Welcome Meeting by the unit staff until a month

after their daughter had been admitted:

MNEducation Worker states that the parent s
the darkdé as they have been waiting four \
Consultant Clinical Psychologist states that welcome meetings with families are

supposed to occur 72 hours after admission. Ward Manager states she will
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email ward staff to remind them to arrange timely welcome meetings with

parents.0 ( Fi el d Meeting), MDT

The emotional toll of an inpatient CAMHS admission was felt and described by
parents, with a mother describing how she and her husband were struggling to cope

with their daughter being in hospital:

AMy husband and |, either one of us has
al |l struggling. Nobodyds sl eeping, | 6m of f
inabubble,k eepi ng ourselves going. Wedve got

we dondét really want t potryisgeoenanageeWwe. justl t 6 s |

think about Jessica all the time and | know people say you can get a bit of rest

but yosldepd6t You dondt stop thinking about

things are gettingworse,| havendét had anything positiv

reallyhardo (I nterview, Parent)

The impact of an admission siblings was also highlighted during an interview with a
member of the therapies team. The therapist described how in some cases, siblings

have struggled to understand and process their brother or s i s tadnmissian:

i | geally mindfuli tnotgust mum and dad. T h e r séblings, you know. How

do siblings make sense of big or little brother or sister is now in a hospital

because of ment al healthé éwebdve had conve

theydove said AAm | going to catch this?

home?0. | d6m mindfut oheybeei mpaoesestdwhad

(Interview, Therapist)

During the interviewwithJ e s si c a 6 s desctibedchow shesandsher husband
tried to protect their other daughter who was already under pressure and stress from
upcoming exams. The parents decided not to inform her of the extent or seriousness

of J e s s ideteridrated mental health:

A Her <sterd i@ the middle of her A levels so we protected her quite a lot.

She doesndt know everyt hi ngh et hdeotedssn 6ht e ekm ohw

about the extent of more suicide attempts and self-har m because weodr e
to save that until after the exams areover. She j ust knows that t

gooddo (I nterview, Parent)

165



6.4.2 Caregivers taking time off work
Caregiversal so reported having to take time off w

admission due to stress or to be available to support their child when having home

leave from the unit:

Altés draining you know, Il work full ti me,
earlier this year for a couple of weeks, because of the stress of the situation
and itodés taken its toll. Between work and

do whatoés righwo, (hot ewlwvatdvs Easent)

The mother of Jessica described how she was unable to work due to stress, and
how she and her husband were anticipating taking a period of time off work to care
for their daughter post discharge. She also disclosed her concerns about how they

would manage with providing around the clock care for their daughter:

Al 6 m odtf twlhhe kmoment. My husbandds going to
comes out. His company are very supportive
he finds work a distraction for him, hel p:
overtred, | think hed6és doing too much. 1 6d |1k
heds saving it for a couple of weeks when
we 61 | be giving 24 hour care ourseloves an«

(Interview, Parent)

Not all parents were able to take time off work to be able to look after their child,

however. In a CTP meeting | attended, there were discussions between the patient,
patientdés mother and MDT members about arran
leave from the unit. The mother stated concerns about continuing to request time off

from her employer after a long period of absence:

AThe Consultant Ppatenthnd hig mother how ¢the recent 24h e

hours leave went. The mother explains that it is difficult to judge how things

have been over the past 24 hours when comy
isnét | ike the real world being in hereo.
this statement. Young person states he would like to try more home leave.

Mum explains that she is back in work but on a phased return as she has been

off sick from work for 6 months.
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The Consultant Psychiatrist states that trying more leave is important, and that

he recommends 48 hours leave as soon as possible. Mum states she is young
personbés sole carer and asks the MDT how t
work. Mum [visibly upset] states she is on phased return and cannot keep

asking for days off. Mum states that she needs to think about this. MDT

recommend arranging home leaves over the weekend.0 ( Fi el dnote, CTP

Meeting)

Some staffwer e empat hetic towards parentso empl oy
therapist described to me some of the employment issues that some parents face

which may impact their ability to frequently visit the unit. She also reported that

parentso6 employment concerns were someti mes

parents not visiting as much as they had expected:

Al 6m mindful that some parents are really
may have had to have time off to care for their son or daughter. You know, we

all work and come April 1st we know how mi
the back of our heads, if need be, we know how the [name of organisation] is

going to support us for our sick leave or maternity or bereavement. We have

that knowledge and these parents are juggling those life experiences as well.

So, that might hinder, and | think sometimes then that can be open to

misinterpretationT 6 Oh, t hey o6r e n 0 yeah; utmihatlgurdieso vi si t .
are there that hinder that? |Is it because

on their last warning that if you take any more leave your employment is

atrisk?Then youdbve got to think of what a | ac
fami 'y homeé éso, itbds about bei(ngptempatehvet
Therapist)

6.4.3 Financial impact on caregivers
An adolescents admission to a CAMHS inpatient unit also had financial implications

for caregivers. The cost of travelling to the unit when visiting or reducing the amount
of hours worked due to caring responsibilities impacted caregivers financially. Ni a 6 s
parents who owned a business, described how they had experienced a loss of

i ncome over the c¢our s emoothadmigsientathedratught er 6 s t

~

Al nt : How has it Been for you with work
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Yes it has been slightly stressful. We're self-employed, we've kind of

rescheduled and delayed orders and things and everyone has been incredibly
understanding luckily. It has resulted in a drop in income but not to any kind of

worrying extent yet, so | think we've been able to kind of absorbit.6 (I nter vi ew

Parent)

Due to the large geographical area covered by the unit, some caregivers were
required to travel long distances by either car or public transport. Another parent
described how due to the vast distance between their home and the unit, along with
one parent reducing work hours, the family had experienced some financial hardship

t hroughout their daught earpéried oheightmonihid: e admi s si
Int: Has there been any financial difficulties with regards to travelling?

Yeah, the whole situation is a challenge in that sense. Because of the care and
responsibilities, and also the emotional ¢
able to work anywhere near as much as normal. She tends to just work a

Saturday or a Sunday at the moment so the income is reduced in the family.1 t & s

hard on the outgoings in terms of travel obviously increased. We 6 ve pr obabl vy
done close to 7000 miles back and forth since Emma has been admitted.o

(Interview, Parent)

Joanna, whose parents relied on public transport described how on a previous
admission to the unit there had been challenges with her parents and older sister

travelling in the evenings to the unit on occasions due to a lack of finances within the

family:
Alnt: Have your parents ever struggled to
At night yeah, becauseof money é eitds quite a | ot of
train and then going back and even i f thre

of money, you know, they have struggled.0 ( | n tJeanna) e w,

When discussing famil i es 6 oheiohttestaffimerhbera,nd tr av
they informed me that there were families who struggled with the financial aspect of

keeping in touch with their child:
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Aféeespecially families who may be |l iving it
drive and have some financialconcer ns where theyo6re not al

tickets, ortheirtaxio6 (Il nterview, Staff Nurse)

To support caregivers with the financial costs of travelling to the unit, | was informed

that the staff regularly promoted caregivers completing expenses claim forms to try

to reimburse some of the travel cost when visiting the unit.

6.4.4 Travel reimbursement challenges

| had been informed that some caregivers were eligible to apply for a specific fund to

have travel costs reimbursed. When discussing this with various staff members in

interviews and through observing meetings, | had been made aware that the process

for reimbursing travel expenseswasmade t hrough the unitds soci
with some of the issues associated with families claiming travel expenses such as

reimbursement delays:

AWe do have an expenses form that families:s
expenses of travelling back, the nursing t
through the social worker. But sometimes families have had problems in
actually getting that sorted so that can be a problem for them as wellé
ésometi mes therebdbs a delay and so the fine

difficulties actually getting here in the firstplace. 6 (I nt er vi ew, Seni or

During an MDT meeting | attended, there were ongoing discussions between

professionals aboutaCYP6s parent visiting. This meeting
constraints some parents were under and the challenges associated with claiming

for travel expenses, with there seemingly being specific criteria that needed to be

met in order for caregivers to be able to claim:

AThe Senior Staff Nur seonlyvisitevergfewdaygtor t he p:
a couple hours, and that they struggle with transport. The Consultant Clinical

Psychologist states that not knowing when his parents are going to visit is going

to make the young person feel worse. The Family Therapists states that there

is a process of reclaiming for travel expenses and that the parents need this

explaining to them. She also states however that it is an online process, and it

is complicated.
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An email is read out by the Senior Staff Nurse from the Social Worker

explaining to the MDT that the young per s«
and they struggle with frequently paying for a 1 hour 30-minute train journey to

the unit. The Social Workerdés email al so
discretionary funding to help with travel expenses but explains that some local

authorities do not provide reimbursement if the hospital visit is not for their own

care. The Social Worker also explains through the email that she will contact

the parents to inform them about the potential funds available for travelling.o

(Fieldnote, MDT Meeting)

During interviews with social care staff, the topic of reimbursing travel expenses was
highlighted when discussing caregivers travelling to the unit. During this discussion,
the social care worker reported that the reimbursement process was difficult, and
clarified some of the criteria for claiming for expenses:

~

Alnt: What support is there for families \

We always advise that families can apply for a discretionary fund, its an online
process that they can fill out. The difficulties that we do have with travel
expenses is, families are only entitled to travel expenses if they visit in hospital

for an appointment.
Int: For their child?

Yes. We record the visiting bmakersiothis,i ousl y
because a lot of the time they could be visiting the family therapist, or the

psychotherapist for their own appointment, but it may be that not all of the

visiting costs are going to be covered by the fund. So, | would love to say that

that i1 s in pl ace, lyhotlsettund)andteerobhesthaidon 6t app

sometimes have difficulty getting the money back for their expenses.

But what we have done for a few families i
authority i f therebés an all octhdatthalocddoci al
authority have made an agreement to cover some of the transport expenses.

Because without it theyodre not able to cor
so much part of the recovery process, is to maintain that communication and

thatlink. So, it és not as .odreesvigw, Sogial Worked houl d be
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As previously mentioned by some staff members in interviews and MDT meetings,

the process of claiming for travel expenses seemed to be complicated. When
discussing this with one of theunitd s t her api sts, she indicated
being proficient in IT systems, she struggled with the online expenses

reimbursement system and reported to me that parents have found the system

difficult too:

AThere I s a scheme ladd\Vfend ils qudekcengplicatenltoo my s e | f
access. Previously there used to be a system where parents could go over to

the main hospital site here and reclaim their travel expenses. But that system

changed and itdéds an online sygguitedim, and | t
savvy, but when | 6ve |l ooked at the system
do wonder i f our families when theyodre unoi(

be able to navigate that for themselvesé ¢
it does seem to be a barrier to them claiming back their travel cost, even if they

cano (I nterview, Therapist)

When discussing being reimbursed for travel expenses with a parent, | was
reminded of the impact of the rising cost of living on families. Despite the difficult
process of claiming for travel expenses, fortunately some were able to receive
funding:

A had a [unig sayirg therd wasthis DAF fund, discretionary

assistance fund. lofitdtifirgt.Batt thoudghtihangonanyt hi ng
mi nut e, | 6m putting in a tank of petrol p I
Kayleigh so we followed up again and we have had some payments to cover

some of the travel that will apply retrospectively. It 6 s money we di dnoét
going to be there to help, and it relieves some of that financial concern.o

(Interview, Parent)

Another parent who had managed to have some travel expenses reimbursed,

explamfedhow t he funding had been helpful in rel
anxieties who had been worrying about the financial impact that the admission had

been causing the family:

AThe ot he&Emma i e @ daftissbe knows petrol costs money, she
knows the amount of driving thaheds been t:
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knows we 0 v saorking &s mhch,smher mind is processing all of that

and is worried about the financi al i mpact
helpful forher. So, wedve been able to say,|l tfidAst ual
all being taken care ofoand that I think has helped reassure Emmaas wel | . 0

(Interview, Parent)

Although another parent who had previously informed me that there had been a
decrease in income within the family due his wife being off sick from work, tried to
claim for travel expenses but discovered that it appeared to be a means tested

system and was unable to claim due to his salary being over a certain threshold:

~

Al nt: Has anyone fr om tHelporsupportwitsthadb ken t o

[travel reimbursement]?

i \& looked on the [regional government] website and effectively, it means

tested and i f youdre receivindnhpvelaenef i ts. |
reasonable job, a reasonable incomeé é&e di dndét meet the thre
was one of those things. For t unately, wedve got savings
where wedre spending monegahayau tkmadw, ovhre
wedre spending our .omo(nlenyt earnvdi etwh a tPdasr efnitn)e

In summary theme three explored the impacta C Y P adsnission to the unit had on
caregiversand wi der members of their family. This
post admission welcome meetings, an intervention aimed at reducing parents stress

andanxieti es around their childds admission, whi
helpful. Following this the emotional impact an admission to a CAMHS inpatient unit

had on siblings and parents was explored, with accounts from parents reporting that

they had struggled to adjust to the admission. The effects of the admission on

parentsé6é employment were highlighted, with s
leave from work due to ill health. In addition, some parents struggled to take time off

work in order to support their after their child on home leave. Finally, the financial
hardship that some parents experienced due t
explored, with some parents working reduced hours and the cost of frequently

travelling to the unit when visiting their child. The challenges associated with

reclaiming travel expenses were also explored, with this appearing to be a complex,

means-tested system.
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6.5 Chapter Summary
In conclusion, this chapter reviewed data generated from interviews with CYP,

parents, carers and various health, social and education practitioners. In addition, it

reviewed fieldnotes generated from observations of ward-based events such as MDT

and CTP meetings, and documentary data in the form of the health care
organisationdés policy and procedure document

CYP6s connections to their family produced th

Theme one focused on how CYP remotely connected with their family when they

were an inpatient at the unit. Through the use of mobile phones CYP were able to

contact their parents by texting, phoning and video calling them. CYP and their

parents appeared to take issue with some of the restrictions associated with the

uni tdéds mobile phone policy such as the ti me
private spaces to make phone calls. The ward
remote communication method for some CYP, particularly those who did not have

access to a mobile phone. Despite staff members flexibility around this intervention,

the restrictions around its use was an issue for CYP and parents.

The telephone contact between caregivers and staff members was also explored in

this theme, which included nursing staff contacting caregivers to update them on

aspects of their childdés care. Telephone cal
occurred through parents calling the ward for updates and to pass on messages to

their child. Staff members were not always able to give accurate updates however,

and cited reasons such as the high changeover of nurses and shift patterns may

have led to information to parents being miscommunicated at times.

Theme two focussed on the physical methods enabling CYP to remain in contact

with their family. This began with discussing visitation at the unit and explored

CYPOs, parents and staff members experiences
protected times where visiting was restricted such as meals and school, staff

appeared to be as flexible as possible with visiting around these times. Certain

barriers to visiting were highlighted, such as parents own work commitments and

some of the time allocated for visiting and mobile phone use clashing with one

another. In addition, the provision of adequate visiting spaces was discussed.

173



The physical distance some families lived from the unit was highlighted by CYP
parents as a barrier frequently keeping in touch, with accounts from parents and
CYP acknowledging the vast distances that some families were required to travel.

T he unisti GSsite ¥ad highlighted as a helpful intervention in supporting CYP
and parents keeping in touch. This intervention was highlighted as being especially
helpful to families who lived far away from the unit. CYP having leave for a specified
time to go home was a physical way keeping in touch with their family, and the
process of gradually having more leave until being discharged was described. This
theme also recognised that some CYP®& opportunities for home leave were impacted
by the severity of their physical and mental health issues.

Theme three highlighted how caregivers were impactedbyaCYP6 s admi ssi on t o
CAMHS wunit. This began with a desscani ption of
i nfor mal I ntervention aimed at maintaining p
This meeting also appeared to relieve caregivers concerns and anxieties regarding

their c h i hdin&son. Following this the impact a CAMHS admission had on
caregiawnwdrsoblingsé well being was explored, v
adjust to the admission and how they tried to safeguard their other children by

withholding certain information from them. Parents employment concerns were

explored in this theme, with some parents taking sick leave from work due to stress

and struggling to take additional time off work to care for their child. Finally, the

financial implications an admission to the unit had on family were explored, with

some experiencing a loss of income throughout their ¢ h i bhdin&son to the unit. In

addition, some caregivers struggled with paying for the cost of frequently travelling to

the unit when visiting their child. The challenges surrounding parents being

reimbursed for travel expenses was explored, and despite some parents

successfully claiming for travel expenses, the process of claiming appeared to be

complicated.
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Chapter seven - Connections to Education

7.1 Introduction
The previous two chapters focussed on expl or

and caregivers. This chapter will explore the ways in which CYP accessed their

education when admitted to hospital for care and treatment of their mental health.

This wil/l begin with discussing the organi sa
documents r el at i ngAntoerviéwoPtibed eamidguCerare willdba .

provided and the various levels of education provision are discussed, along with its

differences compared to typical mainstream schools. Following this, the process of

assessing CYPO0s education needé®loredpon admi ssi

Later in this chapter the communication and liaison between the Learning Centre

and mainstream schoolswillbe di scussed. CYPO6s experiences
their education whilst in the Learning Centre are discussed, including those CYP

who were in post-16 education and were either still or no longer attending their

mainstream school. Finally, some of the limitations of the education provision at the

Learning Centre will be explored.

7.2 Theme one 1 inpatient education and reduced opportunities

7.2.1 Education policies and procedures
In the list of organisational policy and procedure documents that | was provided with,

there appeared to be a lack of documents specifically relating to the facilitation of

CYPO6s education at the unit. Reference to su
education was addressed in the Information Booklet for CYP and caregivers when

providng details of the uni,morecommonligreferradtoase ar ni n
t he O uniThisisfarnmed @YIP @nd caregivers that in addition to providing a full

timetable to CYP, effortsweremade by the unitds educational
with the CYPO&s mainstream s cthecontinuatianoef est abl i

their studies:

AAl'l young people of school age are requir
based within [the unit]. The Learning Centre offers a full timetable during

normal school hours and term times. It includes individual study on core

subjects and group sessions which can include cookery, yoga and music. Links

are made, with permission from parents, with the young person 6 s ma i n
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educational establishment to ensure continuity of studies.6 (I nf or mati on B

Page 6)
7.2.2 Overview of Learning Centre
Located on the upper floor of the hospital building and situated away from the two
hospital wards was the Learning Centre. The structural layout of the Learning Centre
consisted of a main classroom, art room, kitchen and a third larger classroom which
was used for group work and group therapy sessions with patients. Overall
management of the Learning Centre was overseen by a Headteacher, and the day to
day running of lessons were managed by a mixture of specialist Teachers, Learning
Support Assistants (LSA) and health care support workers who were there to

supervise and support CYP.

Attendance to the Learning Centre was compulsory for all CYP still in mainstream
school and were expected to attend from Monday to Friday from 9:30am to 3:15pm.
CYP were provided with a structured weekly timetable/planner which incorporated
the school day around mealtimes, breaks and various individual and group-based
therapy sessions and activities such as group art therapy, walking, yoga, sports,

music and cooking:

Al nt: How often do young people attend t he
Daily, Monday to Friday 9:30 to 3:15, with a variety of things on the timetable to
ensure we promote some type of break in between learning as well. Therapists
work alongside the timetable, so they would run joint groups, or groups would
berunbytherapist s during the day. o6 (Il nterview, E (

When discussing a typical day at the Learning Centre, a health care support worker

reported CYP starting the day off with a group discussion on a specific topic, such as

history or the United Nations convention Rights of a Child, before moving on to

individualised work for the school day:
ARSo they go into school at 9.30, they have
morning, i1itds kind of |ike an ice breaker,
thisdateinhist ory and theyoll have a |little disc
say, Aright when youbve got maths work to
ti me withéo, whoever the teacher i s. And
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youdbve got some sBngltidosh awdr Kk ndi vi doual i sed
(Interview, Healthcare Support Worker)

When asked about a typical day at the Learning Centre, CYP also described starting
the day with group-based activity such as a discussion, before moving on to
individualised work for the day such as maths, before finishing off the school day

with a group activity or therapy in the afternoon:
i |: €dn you describe a typical day to me in the unit school?

We normally go up there in the morning and we normally have the circle time

which i s where wedre in a group and we do
thatdos done we normally go and do what we
solutions. Then we normally sit down and t

normally either therapy group or stuff like that. Then we go back to what work
you want to do.o(Interview, Carly)
7.2.3 Learning Centre Education Provision
This section will explore the various provisions of education for CYP who were
admitted to hospital for care and treatment of their mental health. When discussing
what academic curriculum and subjects CYP were able to study during their stay at
the unit, a nursing staff membereflecewhatl ai ned t

work they were being taught at their mainstream school:

~

Al nt: Do you know what LearningjCentef? s ar e t aught

As far as I 6m aware itodés all the core subj

mainstream school that is on the curriculum will be taught here.

Int: Ok
Soabitof everything really. It would be dict
come from. Theyodl|l say, ntdtthsmomentgaddat we 61

this is what they need t(lotenkew, ShfoNurse on t he

With the Learning Centre providing education to CYP between the ages of 11-18,
most of the learning being incorporated was through the UK national curriculum of
Key Stages (KS) 3 and 4. When conducting an interview with an education staff

member, she was able to provide further details on what education could be
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provided for CYP at the unit Learning Centre, which was dependant on their age and

current level of study:

~

Alnt: going back to the wunit school, what

Because we can have from 11 to 18, we cover Key Stage 3 which is 11 to 14,
with the teachers that we have here, as long as the work coming from their
school is relevant, but we can provide work also. We could go into many areas
but the core subjects are Maths, English and Science.0 ( | n tEelucatione w,

Team)

The education staff member later explained that whilst they can comfortably support
CYP who were in Key Stage 3 education, some CYP on the unit were in KS4
education (14-16 years of age). Facilitating education for these CYP was still
possible, although this required a more specialist approach to facilitate if it was

outside of core subjects:

ASo Key Stage 3, we would cover everything
the school, so we facilitate all the subjects. Key Stage 4 they need a little bit

more specialist, but we have access to specialist teachers, and | can source

those generally through the medium of English through a supply company, if

theydre doing their GCSEOGSs,.WehadsSciencepor t ant
Maths, English for Key Stage4.0 (I nt er vi deam) Educati on

The education worker also explained that whilst in theory the Learning Centre was
able to support CYP who were doing their A-Levels, this was highlighted as being a

significant challenge for the education team:

AAevel, then youdre talking very speciald@
especially in the sciences, someone to come and support those young people.
But | just need t o s ay ;léswedudatiod whernlfirsts ed t o
started working here; when | first started working here we had Key Stage 3 and
Key Stage 4, thatodés what | was employed t«

learning for those young people.

Then, there was something to do with the Mental Health Act and 16 year olds
werenodt all owed to go on adult wards. We :

16s, post-16s in education generally are independent learners who will be able
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to use the internet and link with us for some suggestions, we can facilitate that
education, butpost-16s not in education can be diffi
16s from colleges that are doing courses such as mechanics and plastering, so

| 6ve actually sat next to a guy and tal ke«

So, we will adaptinor der t o support every young pers
specialist teachers from agencies if that is required. We can usually manage
Key Stage 3 but need a bit more specialist for Key Stage 4.0 (Interview,
Education Team)
724 Assessing CYPOs educasionon needs on adm
Ward staff described the process of identify
were newly admitted to the unit. This usually began as part of discussions about
newly admitted patients between health, social and education staff members in the
daly 6épay overd6 and weekly ward round MDT mee
explained this process and how following the meetings, education and nursing staff

would often informally meet with the CYP on the ward:

AOn admissi on t h edisoussadmghe pag avgr in the rmornmg.

We like to meet the young person on the ward and introduce ourselves, then

when they come up to school which is quite quickly really, some people are

admitted and theydédre up on t htodustanme day, \
our area of work, give them an introduction booklet and just let them settle in for

a certain period. We try to find out a little bit about them, build up trust etc. If

theydbve got work to do from theinnewdhchool ,
that. We will also contact their parents and have a chat with them about their

perspective of t hei(rl nctheirlvd 6dmam deuwdcuactait o no n

Nursing staff also described how educational needs were addressed during the

admission process and when completingthep at i €TPt TlhesCTP allows for

people who are receiving secondary mental health services, the opportunity to set
outcomes in eight areas of their | ives. l n d
to be achieved in relation to education and training and what services are to be

provided by who and by when are documented within the plan. A senior staff nurse

described to me how she implemented this as part of her role:
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AYeah, so as part of the care mnd treat mer

occupationé étheyo6re two of the domains, ¢
ontothewardfindoutlwhat their goals are, what they
education-wi se. As a nurse, when | first meet t

w e 0 | throughdheir care and treatment plan, looking at the mental health
measure* where we must see to their educationalneeds.d0 (I nter vi ew, Se
Staff Nurse)

Staff reported to minimise the potential delays in receiving work fromthe CY P 6 s
mainstream school and to get a better understanding of where they were at with their
education, CYP were encouraged to attend the Learning Centre regardless of

whether contact had been made with their mainstream school:

A | Regarding their education, what happenstoayoun g per son when t hu

first admitted to the unit?

So they would attend school and usually what happens is the teachers get
them to do key stage assessments to see where they are and what kind of help
and support they need.60 (| n t Healtivcare Support Worker)
7.2.5 Differences between Learning Centre and mainstream schools
A key difference between the Learning Centre and mainstream schools was the
shorter school day. Although the school day officially ran from 9:30am to 3:15pm, it
was difficult to state exactly how much time patients spent studying in the Learning
Centre. The structure of the morning to mid-afternoon school day incorporated
lessons around mealtimes and other activities. Considering the time spent having the
mid-morning snack, lunch time meal and afternoon snack, therapy sessions, along
with the associated rest periods around mealtimes for some CYP, it would be safe to
estimate they spent an average of three to four hours of study in total per day at the

Learning Centre.

4 The Mental Health Measure 2010 is a law about the support that should be available for people with
mental health problems in living within the region. Within part 2 of the measure is the right for an
individual to have a personalised, comprehensive Care and Treatment Plan to assist their recovery.
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When discussing the Learning Centre in interviews with CYP, some highlighted the
difference in daily structure and shorter day when compared to their mainstream

school which was often a longer and much busier day:

Al nt: How differ enmrtobackhomé?e school here th
Very different. | usually do an eight till four day in my college with quite a busy
timetable and not that many frees whereas here you only work a couple of
hours obviously because of the food times and you have therapies which
obviouslyyou dondét have i.on (nlonrtnearlv iceow,l eEgnema )

Another stark difference between a mainstream school and the Learning Centre was

the vastly smaller number of pupils in attendance and a higher teacher to pupil ratio

compared to a mainstream school. According to staff members, the smaller

classroom numbers also helped CYP experience a more relaxed environment when

attending the Learning Centre:
AYeah massively (different) | would say be¢
of staff support for young people. ltés much smaller cl asses
people that are on the ward have access t«
staff and about six or seven children. So
|l ot more relaxed and igtebdteemmronment.y nurtur i ng
(Interview, Activity Co-ordinator)

This was echoed by adolescents who informed me that the lower number of pupils

attending helped them to feel less intimidated when in the Learning Centre as

opposed to a larger classroom found in most mainstream schools:
Al nt: What is the school l i ke here?
Altds not proper | essons. Theyore more rel
better than actual school becausei t 6s a small er c¢class so it
Overall | t hi nk andricsr pgoplesot (nionrtee rfvriieewn,d IHe i d

The mix of age groups within the classroom was also a key difference between the
Learning Centre and mainstream school which some found difficult to come to terms
with. Many like Joanna, highlighted the lack of year groups and lesson schedules in

the Learning Centre which are common in mainstream schools:
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AObviously we don6t have year groups but |
do whatever, and then the youngerregheopl e

scheduled.o(Interview, Joanna)

During Joanna6s happened ® beimany CYPtwihewere around the

same age as her. Howeverdur i ng Emmads, she appeared to b
the unit and was admitted around the same time as others a lot younger than her.

She described finding it difficult to study in the Learning Centre whilst transitioning

from GCSE to A Level, especially when she was not around people her age:

fé because | am an A Level student that transition from GCSE to A Level isn6 t
easy especially whilst being in a unit | il
the same age group either which is quite difficult.do (I nt er vi ew, Emma)

Whilst the Learning Centre appeared to provide CYP with a relaxed learning
environment, staff informed me that some adolescents found the Learning Centre
difficult and unsettling due to not being in their usual school environment and away

from their peers:

i [[tie Learning Centre] can be very unsettling for some people, because
theyodre not used to this, thewdweul d pref
understand that learning takes place when you have interaction with others. We
candt really set group activitiegesy related
different6 (I nt er vi deam) Educati on

7.2.6 Learning Centre liaising with mainstream school

A key component in supporting CYP with keeping in touch with their education was

through the communication and liaison between education staff at the Learning

Centre and mainstream education providers. The liaison between the two

departments would usually be prioritised by the unit education staff and connections

were established soon after the patient had been admitted to the unit:

AWhat o ur pastoehtaaes reatlyevell is build strong connections with

the schools or colleges out in the communi
teacher, or the Headteacher, or the support worker, look at what work that

young person needs t otwbrkesetio.iSo,theyoumgnd t hey ol
people then have got a focus when theyo6re

within our own schoolunit.6 (I nt er vWogev), Soci al
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When conducting an interview with one of the u n i wal snanagers, she reported
how the Learning Centre staff made links with the C Y P &al education provider to
get a better understanding of their education needs and ultimately to reintegrate the

CYP into their own school when possible:

AThe [ Headteacher] woul d b e providerfkommhg wi t h t
initial point of their admission to see exactly where the young person is at in

terms of their education, what subejects tI
prioritised and then get the work from the local education providers that they

can continue as best as possible from within our own provision. We would also

be looking at getting the young person back into their own subject lessons

locally from the earliest possible stage.06 (I nt ervi ew, Ward Manag

The ward manager also highlighted how the unit tried to make arrangements to have
the CYP attend their mainstream school whilst still being an inpatient at the unit. This
process will be outlined in further detail later within this chapter in theme two.

7.2.7 Experiences of the Learning Centre

Of the nine adolescents who patrticipated in the interview phase of the study, five
were regularly attending the Learning Centre. One had left school and was in
employment, one was anticipating enrolling in college in the new academic year, and
two were not in education, employment, or training (NEET). Over the course of the
data collection period CYP managed to study the core subjects of English, Maths
and Science in the Learning Centre, in addition to a range of national curriculum

subjects such as geography, history, art and design and music.

CYP reported positive experiences of the Learning Centre and some had managed

to keep up with their schoolwork over the course of their admission. Lilly, listed the

core subjects she had studied throughout her admission:

Al nt: Have you managed to keep up with yol
Yes, quite well really.

What subjects are you studying at the moment?

Maths, English, Science and P S E . I t hionk( Itnhtaetrévsi eand,| Li | |y
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Another participant, Carly, described how the unit was able to address and support
her with her additional learning needs as opposed to her mainstream school:

~

Al nt : What 6s the uni't school Il i ke?

| t 6s g o od .helplwhare | geedittinithe gchoolher e. Theydre hel
a | ot more. |l 6m dysl exi c. I have dysl exi a,
helping me atallwithito (| ntGanyy i e w,

7.2.8 Post-16 provision and in education prior to admission

Due to the range of ages of adolescents being admitted to the ward ranging from 11

up to their 18™ birthday, inevitably there were some who were in post-16 education

and were still attending their mainstream school or college prior their admission to

the unit. This range of age groups in the Learning Centre was acknowledged by

ward staff:

AWe have a broad range of ages of young pc¢
who is 11 or young person whaodg Ihaiemrgsitehwe i
Healthcare Support Worker)

Some ward staff reported there had been instances of CYP keeping up with their A-
level studies whilst on the unit and described the efforts the education staff at the
unit made in liaising with their college to obtain suitable work for them to do on the

unit:

ASo t her e eaoplechergwhamage dgne A-levelsé ét he ones who a
doing their A Levels or those who are in colleges, again we liaise with the
college and stuff like that, and try to give them as much work as possible. 0

(Interview, Staff Nurse)

However, as mentioned previously in this chapter, education staff reported the
challenges and difficulties associated with provision of education for those in post
compulsory education such as A-Levels. When interviewing a CYP who was at the
time studying for A-Level Sciences, she reported to me the unit managing to source
a science teacher for her however she found it difficult to study this subject due to

the tutor primarily working with CYP learning at GCSE level:

filnt;: What is the school like here?
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Umlthinkitmai nl'y wor ks with people up to the acg

necessarily sure what to do with an A Level student.
Int: Oh | see, okay.

They were on about getting a science tutor in, which they did but she mainly
worked with GCSE so it was harder forhert o é she was kind of | e
me as we were going through the biology and chemistry, so it was quite

difficult.do (I ntervi ew, Emma)

Parents also reported how they felt the unit was not best equipped to support their
child with their education, especially when their child was undertaking A-Level
learning. The father of Emma described to me how he felt the unit was more suited

to adolescents studying forther GCSE 6 s :

AThe | acekveolf pAovision at the unit HhHere.

i s. 't meant that she didndédt have tutors t
Emmawasdoi ng GCSE6s, and shedvidhalsimieam abl e t o
structure to what she was studying butit di dndét wor klkbmwt 1 n tha

thereds been sowmkro yauegapttwpllley studying f
theydre sitting their GCSEOG6s at the moment
woul dndt have happened, i tdnlypositve, kuhasiv, we cC
said, etddseabpyp at the GCSE |l evel .0 (Il ntei

7.2.9 Post-16 and not in education prior to admission

Over the course of the data collection period there appeared to be a significant

number of patients aged 16 and over who were no longer enrolled in mainstream

school. Some had either completed their GCSE

to sitting their exams. Addressing the education needs for CYP beyond age 16 was

highlighted in the patient & parent Information Booklet:

AYoung people not in education and over 16 are offered the opportunity to
access OLearn Directd6é courses and engage |
and can be supported to access education or employment on discharge. A
Careers Advisor i s av a atibneBodklet 2019, pagesgqu e st ed.
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Many staff members acknowledged there being an issue with those who were post
16 and were no longer in school and the difficulty in how this should have been best
managed by the unit, particularly when there were such a vast range of age between

CYP studying at the Learning Centre:

e wedbve got such a mix of inpati-Bpts that
youbve got one school unit which iIs trying
perhaps studying for thGedgs VCESEMsY ratt bd
to access educationinthec o mmuni ty. So, i1itoés quite diff
all of that.o (I nterview, Social Worker)

Other staff spoke of how post-1 6 éasked motivation for attending the Learning
Centre and often refused, especially when they were no longer enrolled in

mainstream education and were no longer required to attend compulsory education:

fé there is sometimes a lack of motivation for kids to attend school when they

feel they @& é&néhteynedeodh 6tto have to | egally at
Quite often the young person will refuse to go up to the Learning Centre, which

| thinkisarealshame because they could be doing wo
about what they do next, not necessarily academic work. It could be about what

courses are available to them, special interests they might have, hobbies, they

could use their time in other ways, more constructive ways.0 (I nt er vi ew,

Therapist)

Alternative education provisions in more vocational based subjects as opposed to
academic subjects were something many post-16 CYP were interested in

undertaking according to unit management staff:

~

Al nt : Dotesuwpott yowng people who are in post 16 education?

It does but it can be more tricky. The feedback that | get from a lot of our post

16s is that they feel that an alternative provision would be helpful such as,

young people who maybe struggled academically for many years and it maybe

one of the red flags for them. Such as the vocational side of things, that is

something which has been brought to my attention and | flagged up to

[ Headteacher 6s] attenticon l o emwmemwq usVao adc
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Discussions regarding the provision of vocational learning for occurred over a series

of meetings between CYP and staff members within the wider MDT. During the

weekly community meeting, CYP collectively highlighted the need for more

vocational activities, particularly for those who had finished school or had completed
their GCSEOs:

fiYyoung people reported in the weekly community meeting that they would like
more activities, specifically for post-1 6 arsl for those who have completed
t hei r Qudpéaple stated they wanted more opportunities to do arts &

crafts, karaoke, music and mindfulness.0 ( F i eNDI Meeting),

Addressing the requests from CYP in the following weekly MDT meeting, staff

members explored how vocational subjects could be incorporated into post-1 6 6 s

weekly timetable more often:

As

AEducati on Wor ker s ugpyrposdragom inthe llearrsng n g
Centre specifically for post -16 young people to do activities like yoga, music,
arts & crafts during the general school timetable. She states the room is
appropriate as it allows the other young people doing school work and exams a
quiet place for revision and others who want to be a bit louder, a place to do
other activities without disrupting others. MDT members are in agreement and
the Consultant Psychiatrist states that the unit is here to accommodate the

young people, not for staff and managers.0 ( Fi eMDI Meeting),

t he 1

previously stated in (2009gnengadgeménf or mat i

act i wiere pramoted by the unit in conjunction with a more formal education.

Vocational activities were especially promoted by staff with post-16 CYP who were

no longer attending their mainstream school:

ASome of the other people adget hiefy ahey @abe\

school, weodll make sure we have some sort
could be led by the Occupational Therapist (O.T), led by the activity co-

ordinator, that will be art and crafts or
but theyére doing something engaging. They:

something.o(Interview, Staff Nurse)
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When interviewing the un0.T),bwasiOfarmedpfgrouponal Th
work she did specifically with post-166 and what groups were provided by wider
members of the MDT. She also informed me that there were opportunities for CYP to

contact a careers adviser for future career and education plans:

A fun two groups looking at budgeting and life skills. Budgeting,itd s | i ke a
transferable skill, going to the shop with the young people to buy ingredients,

that kind of thing. | do life skills too, like how to make a meal, cooking a proper

meal. But there are other groups too, there is art therapy, a discussion group by

psychol ogy. Recentl y welbgreupgaswetlforshbser t ed d «
children that arenét of school age.

We also have the careers lady who comes in to speak to post-16s about
careers and can get the young people in contact with the right people outside of

here, whether 1 tbés for .&an( lamptjhempistiea ve,es hi ps

During an interview with a parent, the mother of Kayleigh praised the Learning
Centre for managing to keep her daughter occupied and involved in various
vocational activities:

Anl nt : How i s the school here?

Yeah, incredible. Yeah.

Int: Ok
It focused on what Kayleigh needed really
school. Kayleigh certainly isndét, especial

more out of the cooking, the art and the music than she would have got out of
RE and her Welsh lesson. So yeah, it was more through the efforts of the

school here, they were very good. @nterview, Parent)

Jenny, who had finished her GCSEOG6s pri oedtot o beir
me how she enjoyed participating in some of the vocational ward-based activities
when discussing the Learning Centre:
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fé they have music,cyoga, art therapy and stuff 1ike
today. A music man comes in with instruments and microphones,t hat 6 s qui t e
nice. Then thereb6s a kitchen as well
Int: Ok
Musicbs really good. We do singing and pi ¢
do recordings as well and then they give it to you to take home with you.
Int: You mentioned the kitchen too?
Weal | have a day where weodore all owed to co
| made chocolate cake but you can make curry, anything you want really.o
(Interview, Jenny)

7.2.10 Examinations

A key aspect education provision at the Learning Centre was the capability for CYP

to prepare for upcoming coursework and examinations. CYP and caregivers were

informed of this on admission through the units information booklet stating that whilst

limited, examinations could be undertaken at the Learning Centre if they were unable

to sit them in their mainstream schools:
AThe Learning Centre is a registered exami
able to sit examinations for which they heéa
Booklet 2019, Page 6)

When discussing CYP preparing for exams and coursework with a Staff Nurse, | had

been informed that CYP had managed to complete exams during an admission to

the unit and the exam revision work that tends to be studied in the Learning Centre

was usually the same work as what would be studied in mainstream schools:
AWebve had quite a | ot of young peopl e the

school. The teachers here are really good at preparing and working alongside
the pupi |l 6s s c h Oheytake tbeir exanis wighwif néetisdbe .
and they then will have like test papers, the same ones that they have in their
own school, everything would be the same, the coursework that they would
follow is exactly the same as what they would if they were in their normal

school .o (I nterview, Staff Nurse)
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Whilst informing me that the unit was a registered examination centre and describing
to me the process of entering a patient for an exam, the headteacher highlighted the
potential challenges with a CYP undertaking exams in certain practical based

subjects such as science and geography:

Yes, webdbre an exam centr e, we can host

entering exam centre, and we would transfer the candidate across to us to
allow them to sit the exams. We have to meet exam conditions through the
Joint Council for Qualifications (JCQ), and for that we would also be able to
administer controlled assessments which are part of coursework that needs to
be done. The only thing that would be difficult for us to do is practical science

work because we donot have a | ab, s o

We also find geography coursework & fieldwork difficult due to the illness of the
young person not being able to leave the ward, there would be a certain thing
they would have to do that their teacher from their school would have

organised.

So, we can facilitate exams, we can look at catching up with coursework, and
completing controlled assessments under exam conditions. We also have had
the government tests which are annual tests, during this time of year, and we

can administer those in exam conditions and return them back to their schools,

nl nt: Do young people manage to p?repare

f o

e X «

W (

i f theyodre well enoududtontTeamdo it. o (I ntervi

When interviewing the CYP, some informed me that they had managed to complete

their exams at the Learning Centre:

Al nt: So, you said you were doing ar

continue that in this school?

Yeabh, in fact it was better in this school. | got two or three art qualifications from
this school sootlHamderwve 2w,y Hgo dd )

Kayleigh informed me that on a previous admission to the unit she had managed to
complete a hairdressing exam by completing the theoretical work in the Learning
Centre and having time off the unit to complete the practical assessments at a local

work placement:
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fiWhen | was here last, | was still doing my level one hairdressing, so they had
the examiner come into here and do the tasks with me and | was allowed to
work one day a week to do the practicalwork.0 (I nt er vi ew, Kayl ei g
When discussing her upcoming exams in our interview, Sarah informed me that she
was unsure whether she would be sitting them in her mainstream school or at the
Learning Centre. She did not appear to be concerned by this uncertainty however as
she had been reassured by one of the unit teachers that she could still sit them at

the Learning Centre if she was unable to attend her mainstream school when they

were due:
Al nt: Are you due to sit any exams this s
Yes | think 16d probably justhergdeveni t , t he

You can do them here, can you?
Yes.
Int: Have the teachers explained that to you?

Yes hopefully 106l be able to do them in

themhere 6 (Il nterview, Sarah)

Not all CYP were able to complete their exams however, Lilly reported in our

interview that she had recently missed a practical exam due to being admitted to the

unit when she was due to sit the exam:

Al nt: Have you managed to prepare for any
Imi ssed my science because | 6ve been here.

Int: What was that like?

It was hard, because |é ddulhatnochoce, | | 'y want

really. @nterview, Lilly)

However, when the i ssue o fcusdedih MDT nsetingsx a mi nat i
the unfortunate missed opportunity to sit her exam was addressed by arrangements

being made for Lilly to resit her science exam later in the academic year.

191



7.2.11 Limitations of Learning Centre education provision
As previously mentioned when discussing the various education provisions that were

available to CYP within Learning Centre, education staff informed me that the focus
appeared to be on providing teaching support for KS3 national curriculum core
subjects such as maths, English and science. | was also informed that other subjects
were facilitated with the support from the CYPs mainstream school. Nia reported that
due to the main focussing being on core subjects, she felt her learning in other

subjects had been neglected:

Al nt :doyséh thibk the barriers or issues are to keeping up with your

studies when youdre in hospital?

Well they only have like, provision to do the core subjects so like other subjects
that you choose for GCSE, | think they slightly get neglected. Like | havend t
done any history or RE. |l 6ve done a bit of

otherthanthato (I nter vi ew, Ni a)

Education staff acknowledged that practical based subjects such as geography and
science were difficult to support due this requiring CYP to go off the ward and due to
a lack of practical facilities available in the Learning Centre such as a laboratory and
equipment. This appeared to be an issue for some CYP with the limitation of

subjects that they could be supported with when studying in the Learning Centre:

AThe teachers arendt really trained to do
teacher, thereb6s a maths teacher but ther
teacher, PE teacher, any of the other subjects. When | was trying to do my

chil dcare course | found it very difficult
they were doing. S04 lIntjeusvti edvi, d rkéaty | cea giht)

When discussing the subjects she had previously been studying, Sarah described to
me what she had been learning before attending the Learning Centre and how she
was unable to keep up with her studies in one her subjects, Design and Technology

(DT) due to the practical requirements these courses:
Al nt: What subjects were you studying?
Triple science, partially geography, and design and technology (DT). | took it

but | havenot really had time to do any of
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making stuff and they dondét have | aser cut
really doit.o ( Viewt Sarah)

When discussing education provisions with staff members they had informed me of
some of the limitations of what could be studied within the Learning Centre. One staff
member was keen to remind me that the Learning Centre was situated within a

hospital, and whether a full curriculum with young people could be supported:

fé this is a Learning Centre within a hospital, so i t ndtpossible to offer a full
curriculum. They [Learning Centre] canodt f
everychild,because theyoére catering for 11 to 18

possibleto be honestd6 (I nt er vi ew, Therapist)

When discussing their daughter being unable to keep up with her science
coursework, the parents of Sarah described her daughter being disappointed. They
did however acknowledge and comment that this would have been difficult for the

unit to achieve logistically:

R1: Al think she is disappointed that she
Sciences because it is theedgongtte i Nt eresti:

experiments.

R2: Yeahé having téa&t thhmaact iscalomeltdahb ngoiyl
never get back is ité | dondt think they
R1: No.

R2: It would be quite tricky to do thathere.0 (| n tParem)i e w,

Another barrierto some CYP6s educati on was those whose fii
English and in particular, CYP who studied through the medium of the Welsh

language. Of the five who participated in the study who were still in mainstream

school and regularly attended the Learning Centre, three studied through the Welsh

medium. Sarah, who had been an inpatient at the unit for nearly three months by the

time the interview was conducted, described how she had to adapt her learning to

English as her first language was Welsh and no Welsh tutors were available at the

Learning Centre:

Al nt : What 6s the school |l i ke here?
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Because | speak Welsh in my school, 1td0s ¢

English, because they cané6t findveato Wel sh t
doing everything in English since |1 06ve bec¢
InttOkay. So they havendét even nfanaged to ge
No, because theyore all/l i n the Wel sh schoct

Int: How have you felt about that, doing English work?

It was strange to start off with, but because | speak English at home anyway,
sometimes | do things in Welsh, but then if | want help, then | have to translate
them back again. So ot @d nd ebbivti eavwk Bam d,h)r ¢

Nia who came from a Welsh medium school, described how her Welsh speaking had
become érustyd due to only speaking it in he
study it at the Learning Centre. She was also concerned about it deteriorating further

the longer she was in hospital:

Al f eel l i ke my Welsh is probably quite r.

|l tés only in school

Int: Did you have any concerns about your Welsh speaking when you first came

to this unit?

Not really at Fcarny entfad muechuldnget then ihwillrstlrt to f
deteriorate. | dondt know éwbbadyredlih ey woul d

speaks Welsh.o (I nterview, Nia)

The number of CYP being admitted to the unit from Welsh medium schools and the
limited availability of Welsh language tutors was also recognised by the education

staff at the unit:

AAt the moment we canodt support peopl e wh
of Welsh, but it is an issue that is being looked at. We have access to a Welsh

learning support assistant who can translate and work with that young person,

she did come over here once when we required her a while back. We

understand therebds quite a | ot who come f
doing particular subjects, and we have ac«

supply that particular typaeatoadvelgpandson. The:
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have a bank of teachers that we can refer

moment.0 (I ntervi deam) Educati on

When discussing their daughter studying through the medium of Welsh, the parents

of Sarah described how they made theunitst af f awar e of their dauc
language needs upon her admission and how the unit staff were going to address

this:

A nt: How different i s the school here to

R1: The main difference is that she goes to a Welsh medium school and they
dondt have any Wel sh speakers here at the
in either. So, sheds sort of carried on t ¢

Int: Were there any discussions with staff at all around her learning through
Welsh?

R1:Theydidsay,didn6t t hey? We made them awar e.

R2:Yes she was hoping they might be able tc

happené

R1: They did say she could have done a Facetime or something with her Welsh

teacher, but that di dnotSaabthoaghtavhehitf or wh at
was mentioned, she knew it wouldnét happet
Int: Oh, right.

R1: Yeah, so there were a few things that have been mentioned that might

have been set u.p@omtintecview, Ragente n 6 t

Despite the parents addressing theird a u g h larguagesneeds on admission and

staff stating they could accommodate this expectation, in reality this specific need

went unmet.

7.2.12 Summary

In summary, this theme has explored CYP6s educati on nweeths whil st
hospital receiving care and treatment for their mental health. It has highlighted the

lack of local policy and procedure documents in this area, whilst providing an

overview of the unit and the education provision that was available to CYP. Some of

the key differences between the Learning Centre and mainstream schools have
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been discussed, along with the communication and liaising between the two
education departments to ensure CYP are provided with their schoolwork. CYPO s
experiences of their education in the Learning Centre have been explored, including
CYP who were undertaking exams and in post 16 education. Finally, some of the

limitations of education provision at the Learning Centre have been outlined.

7.3 Theme two - Interface between Learning Centre and mainstream
School

7.3.1 Introduction
This theme will explore the role mainstream schools played in supporting CYP with

keeping up with their education whilst in hospital for care and treatment of their
mental health. This will be achieved through exploring some of the methods
mainstream schools used to facilitate supporting CYP with their studies. Following
this an important aspect and key component of inpatient education will be explored,
the process of reintegration back into mainstream school and the support provided
from community CAMHS teams.

7.3.2 Mainstream schools providing work

As mentioned in the previous theme, after being contacted by the Learning Centred s
education team, the school was usually responsible for arranging work to be sent
into the Learning Centre. This work had been prepared by the mainstream school
and was usually sent through email, by mailing it to the unit, or given to parents to
bring in when they visited their child. In some mainstream schools however,
interactive methods were being utilised to keep CYP in touch with their education
such specific online learning platforms. By remotely logging into these websites from
the Learning Centre, the platforms gave CYP the opportunity to access lessons their

peers would have been studying in mainstream school:

~

Al nt: How do you promot e hywihuheigedycaionp| e ke e

studies?

We keep in touch through email with their teachers directlyé  éhte main thing

that s happenin@ dtott lod macrmemtl si @are using
Moodle, or Google Classroom, or social media, in order to keep young people

up to speed. They can put lessons on there so we can access those lessons

directly, we would encourage them to look at their school emails as well,

because some teachers email work or messages about work to their pupils
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directly. So,titédatveepvempgottanough comp.
them enough access to that aspect of schoc
straightaway show us their school website
I f they candét remember thebdlit |l pgesswacd t or
school and get that password and encourage themtologon.do (I nt er vi e w,

Education Team)

The education worker also described an interactive method that some mainstream
schools had started to implement which involved creating podcasts of lessons for

CYP to access remotely:

AWe have had some schools now going a bit
lessons, and | would really like to see more schools doing that type of thing,

because it allows that young pelthinbn to f ec
t hat 6s t he waody (tlon tgehrcationsreans r d

When discussing this further however, the education worker highlighted that this
relatively new interactive method involved certain schools within the region and that
there was a large financial element involved when providing this bespoke education

for an individual:
Al nt : Il s this something that 1is pretty ne\

|l t6ditrlse time this year that wetereearehad a
some isolated schools that are going for a Skype type of method where they
can watch that | esson. Wedve al so had s ome
is an interactive lesson, at certain times they would log on, like a distance
learning system | should imagine, where the tutor was available and gave a
lesson through that. But that was a specific young person who had been
offered it due to not being able to attend school, so there was a big cost around
that for her school.6 ( | n t BEelucationd ®am)
7.3.3 Slow links with mainstream schools
A barrier for some CYP accessing their education whilst being an inpatient was the
mainstream school that they were associated with at home. When interviewing a
management staff member at the unit, | was informed that some mainstream schools

were more consistent than others at maintaining contact with the Learning Centre
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and at attending key meetings regarding the planningof CYP6s car e such as C

review meetings:

ASome schools are not as good at kaseping i
they could be... € some are better than others at attending reviews and being
available for meetings, and itbs pré&Gbably
[in the West of the region]. Yes, the distance they live away is probably going to

show up as being anissue.0 (| n tVWardWanager,)

An activity co-ordinator who worked closely with the education team, highlighted
whether or not a CYP received timely work from their mainstream school could have

been dependant on their mainstream school:

Al nt: what you think the barriers or 1| SsSuUc¢

with their studies when theyodre on the uni

AwWel | |, I t hriinekr éa émati nalblardepends how good
theydbve come from because theydére the one:
the host school i snét providing them with

difficulties.d0 (I nt er vi eondinato)ct i vi ty Co

When discussing the issues of mainstream schools with caregivers, they described
problems with communication and delays in their daughter receiving mock

examination papers to practice at the Learning Centre:

fR1: | think it is just the communicationwith Sar ahdés (mai nstr eam)
Because the teachers here (Learning Centre) are having to get in touch with
ot her t eéicidabvays dfficult getting in touch with teachers in a big

school when they are teaching themselves.
R2: Yes. That is probably more of an issue. The links from her school.
R1: There wasno6ét a continuous flow of worl

R2: No. I think there have been a few hiccups. It took a little while to get the

papers coming from her school efficiently. @oint Interview, Parent)

7.3.4 Mainstream school reintegration
For CYP who had been attending their mainstream school prior to being admitted to

the unit, some were able to gradually transition back to attending their mainstream
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school during their admission. Reintegration to mainstream schools often occurred
when a CYP had been on the unit for some time and was working towards being

discharged from the unit.

The planning of CYP potentially attending their mainstream schools in the future was
often discussed each week in MDT meetings between professionals as part of wider

discussions on CYP having home leave from the unit:

firhe planning for S a r ahordesleave is discussed. The Consultant Psychiatrist
states he would like Sarah to have 24 hours leave and to attend her school for
one session, even if this is just for the social aspect. Education worker states

that Sarah has exams coming up this summer.o(Fieldnote, MDT Meeting)

Following these initial discussions regarding CYP reintegrated into their mainstream
school, arrangements were often discussed in liaison with mainstream school
teachers, and in partnership with the CYP, caregivers, and unit staff members in

MDT and CTP O6reviewb meetings:

Al nt: Do young people attend their own sci

Yes, i f tthreaynosriet ioonn apat hway andttrheydre sp
hours at home, generally it can start off with an hour or two, go to breaktime
just to be in the building, meet your peers, have a catchup, and then maybe the
next day or whatever the young person is able to start incorporating some
lessons. The young person very much leads that in what they feel able to
manage. So, ités veryomydmteowve dpam) fcautcme
7.3.5 Experiences of mainstream school reintegration
Over the course of their admission to the unit, some CYP reported that they had
managed to begin attending their mainstream school. Nia reported to me how
despite her education started to return to normal, she struggled with seeing her

friends:
A |: Mdve you kept in touch with your school?

Yeah, a little bit, | first went to school about a week or two ago and in a way, it
was quite nice to go back to normality, but it was also quite difficult as well. It

was quite stressful seeing everyone.0 (| wiNeaj v i e
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Lilly, who was further along the care pathway and was working towards being
discharged from the unit, described to me how she gradually spent more days per

week at her mainstream school:

~

Al go there on certain plodaply.|hadtogtadualtyhr ee t i
build it up.

Int: Okay, s o it wasndét something that happened

No, over time. First | went once a week first and then increased it slowly.o

(Interview, Lilly)

The stress experienced by some CYP when going back to their mainstream school
was acknowledged by staff at the unit. A Senior Staff Nurse recognised this in our
interview and reported on how different the environment of the Learning Centre is
logistically. She also highlighted how the education team at the unit liaised with
mainstream schools in CTP reviews to support the CYP when returning to their
mainstream school and described strategies such as being accompanied by a close

friend:

Al nt: Do young people attend their own sci

A

Yeah,t hat 6s &é workipgatowards@ding back into the community, so
often if young people have been here for like a couple of months, that can be a
really scary thing for them to contemplate going back to school, so sometimes
they start going back one day a week or one class a week. Often during the
CTP reviews, education would speak with the young person& school to look at
their timetable and establish a fairly comfortable class for the young person to

go back to for that one Nusegne. 0 (Il ntervi ew,

The gradual reintegration to mainstream school did not always go as planned by the
MDT however and in some cases, there was too much reintegration. In one MDT
meeting it was reported that a CYP had planned to go to her mainstream school for
30 minutes to see her friends for the first time since being admitted whilst she was
on home leave from the unit, but ended up staying longer than had been planned
and attended additional lessons:
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i AStaff Nurse reports that Jessica is currently on home leave, and the plan

was for her to gradually attend her own school.

An education worker states that when Jessica last went on leave from the unit,
she took on too much at once at her own school. She was due to attend her
mainstream school just to see her friends but ended up staying for half a day.
Jessica stated to a Nurse that this felt overwhelming, and that she realises she

needs to take small steps.0 ( Fi el d Meeting), MDT

In some cases, staff members undertook individualised work with CYP specifically
around reintegration into mainstream school. One therapist described to me a piece
of ongoing roleplay she was doing with a patient to support them with the anxieties

they had about returning to their mainstream school:

Al often role play with a child, we willdovi sual i sati on techniques
all ow me to be you walking through those ¢
to seeé éwho are you going to meet? How long are you going to be there?0l
want to hear what youbve told your mates.
because some kids will say theyodéve told tI
Asorry | 6ve been travelling theoworl do. | ¢
(Interview, Therapist)

7.3.6 Community teams supporting reintegration

During weekly MDT discussions, the availability of various community CAMHS

teams to support CYP returning to mainstream school was often discussed. When

exploring support for CYP transitioning to mainstream school from the Learning

Centre, the head teacher explained that the community CAMHS teams were relied

upon by the unit:

Aéwebve got different areas where we have
working through certain health boards. They can meet people in schools but |

dondot t hi nk.Thdyeay liaisewithtlse gahaoltin the community

because that would be something we would find difficult to do due to staffing.

We havendt got the abi[CYP}lirythetsachoot r ansport or
environment. So, we would rely on the communityteams.0 (I nt er vi ew,

Education Team)
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The education worker later explained however that the support for adolescents from
community teams with mainstream school reintegration often depended on where
they lived, due to various community teams having different remits with their service

provision:

ARéit depends on the remit of the communit

support people in school by having meetings with the school. [another
community team], link with colleges and schools and take on that responsibility.
But [West community team]don6t actually do anything, t

all of the other teams.

In fact every team is a little bit different in what they can offer. So, we would
encourage parents to keep in touch with the school, and we would organise a
meeting with the school, or somebody to meet the young person at reception so

they didnét feel they were just wal king

h

I

regarding the anxiety they might be feeling around those situations.06 (I nt er vi e w

Education Team)
7.3.7 Summary
In summary, this theme has explored CYP6s mai nstream school s wi
of when they were inpatients receiving care and treatment for their mental health.
This theme has highlighted the various online, interactive and distance learning
methods some mainstream schools utilised to support CYP with accessing their
studies. It has also reported the lack of communication some mainstream schools
have with the Learning Centre, and the inefficiency of sending work through to CYP.
Finally, the careful planning of CYP transitioning back to mainstream schools has
been discussed, along with the support some community teams were able to provide
depending on their remit and service provision. The final theme within this chapter
will discuss the potential physical health and mental health issues have on CYP6 s

education when they are in hospital for care and treatment of their mental health.

7.4 Theme three i Impact of health on education
This theme will explore some of the physical health and mental health barriers to

CYP6s education whilst they were inpatients
begin with exploring howsome CYP6s access to education was
of the physical and cognitive effects on them due to various mental health conditions,

along with the side effects of medication used as treatment for the conditions.
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Following this the experiences of CYP who were concerned over missing school will
be discussed, and how CYP were encouraged to recover before considering their
educational needs. Finally, some CYP having to reduce the number of subjects they

were studying due to missing school as a way of coping, will be explored.

For some CYP, the severity of the physical and mental health issues they were
experiencing affected their ability to attend the Learning Centre. Throughout the data
collection period there were instances of CYP being unable to go to school due to
physical and mental health reasons. In one MDT meeting, Callum, who had been
admitted to the unit with an eating disorder, anorexia nervosa, had his physical
health discussed by the MDT and how it impacted him attending the Learning

Centre:

ACal |l umds c | i ni csgmptorpsroeAsceerida Netvaosaane a n d
discussed. Education Worker states that she has met Callum and that he has
been enrolled in the Learning Centre, but at present he is too physically unwell
to attend. Due to ongoing rapid weight loss, the MDT agree that Callum will
need to have an extended period of bed rest until he is physically able to attend
the Learning Centre and, in the meantime, the Education Worker will provide

work for Callumto doontheward.0 ( Fi el d Meeting), MDT

Steven, who had been admitted multiple times with Psychosis throughout the data
collection period, often found it difficult to concentrate on schoolwork at the Learning
Centre. When discussing the planning of his care in a weekly meeting, members of
the MDT considered the possibility of engaging Steven in vocational activities as
opposed to academic work due to his reduced ability to concentrate and disrupted

thought patterns:

A St u tlese tescribes St e v @rasérgation. She states he attends the
Learning Centre, although an Education Worker states that he is unable to sit
still and concentrate in school and often sits in the school corridor throwing a
ball. A therapist describes Steven as being warm hearted towards other young
people on the ward despite psychosis present. Consultant Psychiatrist states
he hopes Steven can develop vocational skills on the ward as opposed to
academic work. Education worker suggests modifying his timetable to focus on

more vocational activities.0 Fi€ldnote, MDT Meeting)
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During interviews with staff members, some reported that occasionally there were
instances whereby CYP were unable to attend the Learning Centre due to physical

and mental health related complications:

Alt depends onr eh.owBedd esd hegmet i mes i f say
those patients who are psychotic or treatment resistant, the mind is not capable

of doing the worké €é some of the peopl e wi
were discouraged from going to school because of their physical state.o

(Interview, Medical Team)

In some instances, CYP were unable to take part in certain physical activities due to
the activity potentially impacting their physical health and its complications
associated with Anorexia Nervosa. Nia described how she was unable to take part in

a recent yoga group activity:

feitdés a bit of a shame that | 6m not all ow
nice one to attendé €& but because they dor
would I et me if | chose to have extra f oocf
forthatyeto (I nterview, Nia)

7.4.1 Side effects of medication

Some CYP reported the side effects of medication they had been prescribed was

having an impact on their ability to study in the Learning Centre. When discussing

the Learning Centre in our interview, Nia mentioned that if she was struggling to

concentrate or felt fatigued due to the mediation she had been taking, she would ask

to return to the ward:

ASometi mes it just dposchooflted @ederl gjhtstgod a
concentrate and | feel tired, which | think might be due to the medication.o

(Interview, Nia)

When discussing how she was coping with her
meeting, the MDT discussed r evageasishegqradNi abds n

stated to staff it was impacting her ability to do work:

AA Consultant Psychiatrist asks the MDT hc«
An education worker informs the MDT that Nia is excellent academically,

however she appears to have &hakesoin her hands which Nia has stated she
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believes is due to the medication she is on and is also worried that she is not

performing academically compared to what she has been previously. The

medi cal staff attending the meeting state
and its dosage Meditg) el dnote MDT

The medication some CYP took as part of treatment for their mental health having an
impact on their education was also reported by caregivers. When discussing his
daughter keeping up with her studies whilst being an inpatient, one parent informed
me that her medication, combined with her illness impacted her ability to focus on

her studies:

AEven i f Emma was in the right frame of mi
ill ness and the meds sheds taking, sheds 1
Emmasayst he me di c aohatthexmomdneniales her sleepy, and her
concentration span is lowered. She finds it difficult to really focus on something
complex. She used to love to read, a massive reader. She hardly reads at the
moment because she c anliookapduaketitincmshecent r at e
might pick up a few pages and put it back down again, whereas before, she
would just devourabook.0 (I nter vi ew, Parent)

7.4.2 Concerns over missing school

Several adolescents reported feeling worried or concerned that they had missed time

out of their mainstream education. During MDT meetings, the education team

attempted to address these concerns by contacting staff at the mainstream schools:

AAn education wor ker st athergnaintstneanhschdaly a 1 s ¢
this week. Maya reported to the education worker that she struggles with

missing lessons in her own school and being unable to attend all her lessons.

She is also concerned that her GCSEO6s wil/l
about falling behind in English, Maths and Science. The education worker

states to the MDT that she will contact M:
concerns.0 ( Fi el d Meeting), MDT

Lilly, who was due to begin GCSEs, described feeling scared about returning to

school due to missing time at her own school but was hoping to catch up:

~

Al nt : Have you kept up with your studies?
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I havenoét really. |l 6m quite behind.

Int: Ok
|l think I 6ve fallen behind quite a ,ooal
my GCSEs, because | tfkchoolworklréallye mi ssed a | «
Int: Are you hopeful about catching up?
Yeah, |l want to catch up. I know it goi
behindo (I nterview, Lilly)

The grandmother of Lilly was more optimistic however, and discussed with me how

she believed Lilly would be able to catch up with her studies despite missing some

time off school:
Al nt: Has Lilly mana g echootwork skneeeshe'shheen wi t h h ¢

here?
No, which is one of the things which is making her anxious, that she's behind.
Int: Ok

Although since she's been here | guess she has caught up a little bit. | don't
know really. I think if her recovery is able to continue as it is now, I'm fairly
optimistic that she will be able to catch up. She's very bright and she's very
good at focusing and | think she'll be determined to do well and she will.o
(Interview, Grandparent)
7.4.3 A focus on health in addition to education
When discussing the concerns or worries over missing time from their mainstream
school, CYP and caregivers informed me that previous concerns about missed
education were not as important now and they described how they felt that they
needed to focus on their recovery first, as opposed to education. One father

described to me how due to the severityofhi s daughterds deteriorat

health, she was unable to attend school for many months. During our interview, he

emphasised that it was irrelevant if his daughter did not follow the traditional GCSE

to A-Level learning pathway, and that it was important for her to do what was right for

her at the right time:
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AWI t hout bei nogbluntahe walyil ssentastwithout her coming

here, shedod prHeiphybidalyheabhevaskxtrandely poor when

she was in hospital and they were very worried abouth er physi cal st at e
why she was brought here under a section.If sheds mi ssed school ,
doesndt follow the path she was probably ¢
matter. Education is something that people cangotoatanytime.l f i t 06s r i ghi
her to pick it back up, and tHhtadds ahwadr |
driven student. She still talks about her aspirations to work in medicineé ét 0 s

about findingwhat 6 s r heg ot knéwo and time will tell. The fact that she
hasnétd foll owed tldva pathisardievanirealy@al GCSE A

(Interview, Parent)

The traditional compulsory education pathway was also discussed in interviews.
When discussingher GCSEG6s and how she had missed some
education, Jenny informed me that she was not as worried as she had been

previously, and could take GCSEs in the future:

Al was worried, but tehdeon Yo wrn d@C $H sa nadt yaoruy
just everyone thinks youbre meant to have

doesndét really mattero whlantt eargvei eywo, u Jheanvney )t |

One mother also reported to me having previously felt worried about her daughter
having missed school. She described a change in her outlook towards this however
and was more focussed on her daughters recovery before pursuing her exams. The
mother also mentioned to me in our interview that there had been discussions about
her daughter potentially dropping some of her studies whist she continued her

recovery to focus on a select few:

Al't would have worried me a year ago that

really care now. Il just want my bdgatught er t
and | have come to terms with the fact th:
ready, until shebdés well and if it means s
t hat aos (flinmnteer vi ew, Parent)

In many instances there had been discussions between patients, caregivers and
MDT members about reducing the number of subjects a CYP was studying due to
missing school due to their physical and mental health. In some cases, CYP went
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back a whole academic year. Caregivers described how their child had purposely
planned to go back a year in school due to missing several months of mainstream

education whilst being an inpatient at the unit:

AEmma wanted to go back to coll ege. We we
attendanceé ébut r eal i sdmootlasloflAyevel studye n y o u 6 \
you canodét really catch uSp,Emmahdsmpretty i nt o t he
much written off this academic year for herself. She does want to return to
study, shedés pl annd n(gl nftoerr vtiheat, Par ent)

When interviewing Emma, she discussed with me her plans to re-sit the current
school year and how she had planned to recommence her studies the following

academic year:

AA | otds happened since | 6ve been admitte
i n September s obéhind mydriends do ewilldbe workiag on
different time scales which will be difficult.d6 (I nt er vi e w, Emma)

Emma also described to me how through planning to re-sit to academic year, her

worries and anxieties around potentially falling behind with her studies were eased:

AWhen | was first admitted | was really wc
h a v e n 0 ted aallede @roperly since October, so | was worried that | was

falling behind and | was missing mock exams and that | was going to have to

redo the year. Il just didnét see how | wa:
was better that | justredidthey ear i n September so thatos
worries because | was falling behind.6 (1 nter vi ew, Emma)

On occasions CYP reduced the number of subjects they were studying due to the
additional stress and anxiety it caused them. A staff member reported to me that
often CYP will maintain some form of education by reducing the overall number of

subjects, and to focus on core subjects that they know they will perform well in:

Al nt: Have young people had to reduce the

been studying?

Yes, thatdés quite common, we get a | ot of
want to maintain their education. Theyore
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education but realise that maybe the amount of subjects is quite distressing for
themattimes, t heyo6re not managing the stress tl
feeling anxious about a certain subject, they might not have completed enough,

so it could be a suggestion that they perform better in a number of core

subjects rather than trying to get too many GCSEs, and getting lower grades

etc.

So, we can have discussions with them on what subjects they like, what
Ssubjects they would prefer, and they feel
discuss that with the school. Quite frequently they will go back on a reduced

timetable, but they maintain their education.o (I nt er vWoeey), Soci al

When interviewing the education staff however, one staff member highlighted to me
that not all CYP reduced the number of subjects they were studying. Some managed
to catch up with their coursework and achieved successful gradings in certain

assessments, despite missing many months of schooling:

ASome people do have to reduce their subj ¢
best interest, in conjunction with them and their parents. Some people come
here and havenodét done coursework for six
completely, so they havewdt | maElucstionedvr, op at
Team)

7.4.4 Summary

This theme has explored some of the physical health and mental health barriers to

CYP6s education whilst they were receiving ca

health as inpatients in a CAMHS mental health hospital. Firstly, the physical and

mental health symptoms impacting CYP accessing their education was discussed,

along with some of the side effects of mental health medication. Following this

caregivers and family members experiences of CYP missing school was discussed,

and how there was an emphasis on CYP recovering from their illnesses before

considering their educational needs. Finally, CYP reducing the number of subjects

they were studying as a way of coping with the additional stress and anxiety over

their education was explored.
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7.5 Chapter Summary
In conclusion, this chapter has included data generated from interviews with CYP,

caregivers, a variety of ward staff and documentary data such as local policies and

fieldnotes of direct observations of MDT meetings.

The first theme in this chapter began with an overview of the provision of education

offered to CYP in the Learning Centre, which included KS3 and limited KS4

provi sion. Foll owing this the process of ide
discussed. Next an overview of the Learning Centre was provided, and a comparison

was made between the Learning Centre and mainstream schools in terms of

timetables, class sizes and the mixture of age groups. Following this the experiences

of CYP accessing the Learning Centre were discussed and the education for CYP

aged 16 and above who were both in and not in education was explored. A key
component of CYP6s education was then discus

limitations of the Learning Centre were then explored.

The next theme expl ored CYtiRh@swemme hasptal.tteam s ch
reported how mainstream schools liaised with Learning Centre staff to provide CYP

with work they would be receiving in mainstream school and highlighted online and

distance learning methods some schools were adopting to support CYP with their

studies. However, this theme also found that some mainstream schools were more

consistent than others with regards to arranging sending in work and attending key

meetings at the unit. This theme alesam expl or
school. The planning process of reintegratio
experiences of school reintegration and expl

reintegration although this was dependent on remit and service provision.

The final theme in this chapter explored some of the health barriers to CYP

accessing education at the Learning Centre.
physical and mental ill-health impacting their education, and associated side effects

of medication. This theme highlighted how this impacted some CYP missing school,

and how there was a willingness to support CYP with their recovery of their mental

health before addressing their educational needs.
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Chapter eight 1 Discussion

8.1 Introduction
This study adds to the growing body of literature concerning CYP staying in hospital

for care and treatment of their mental health. The study aimed to explore the
opportunities and barriers to CYPOGs <co
during periods of inpatient mental health care. In this final chapter an overview and
recap of the study is provided and discussions pertaining to the main findings that
have emerged from the study in relatio
of inpatient mental health care in relation to contact with their friends, family and

education are included.

The discussion highlights the studyods
mental health during inpatient mental health care. This is the first study to explore
connections to friends, family and education for adolescents who were patients at an
inpatient mental health unit within the region. The utilisation and application of mixed
research methods to collect data in this study and data collection involving CYP who
were current inpatients, their caregivers and a variety of health, social and education
staff to describe the experiences of each individual has not been previously
undertaken in the NHS in the region. The implications for further research are
provided, study limitations explored and plans for dissemination are described.

8.2 Study overview
This section will provide an overview of the study and its aims and objectives which

were previously referred to in Chapter three. The overarching research question
was:A What are the interventions and the
p e o p | oengdiongto their education, friends and families during inpatient mental

heal t h amd the studythad the following four main objectives:

1. To explore how health care, social care and teaching practitioners facilitate
connections to education, friends and families when young people are in
hospital receiving mental health care.

2. ToexamineCYPO6s and exerienges of maingaiding connections
during admission to inpatient mental health care.

3. Assess the suitability of standardised tools to measure outcomes related to

education, friends and families for young people in a mental health hospital.

211

nnect i

n to e

uni que

proce:



4. ldentify candidate interventions and processes helping young people

maintain their connections during periods of inpatient mental health care.

A summary

of t he

studyos

mai n fi

ndi

ngs |

found in the table below and the findings will be discussed in further detail.

Table 8.1- Summary of main findings for objectives 1 and 2

1 Ward
telephone
1 Letters/cards

I Vi si Sute s 0

U Challenges of
living in hospital
with other CYP

Remote Physical Peers in hospital Impact on Connections to
connections connections families education
] Mobile 1 Visitation i Formation of new | 0 Emotional U Inpatient
phones Home leave friendships U Financial education and
1 Internet/Social | Geographical/ i Group i Employment reduced
media physical distance activities/therapy opportunities

U Interface between
inpatient school
and school of
origin

U Impact of health

on education

8.3 Remote connections

8.3.1 Remote connections with friends and family T Mobile phones

The findings suggest a primary form of remote communication for CYP to keep in

touch with friends and family was through using personal mobile phones, with seven

of the nine interviewed informing me that they had access to a mobile phone during

their admission. The provision of mobile phones for CYP in inpatient CAMHS is

suggested in the most recent inpatient CAMHS service standards, with

recommendations that CYP have access to mobile phones, computers and other

electronic devices subject to risk assessment and in line with local policy (QNIC,

2021). The health care organisation had its own specific policy with regards to

pati ent s dmohilephenssswhichoallowed access for one hour between 6-

7pm in the evenings. The time constraints on the access to mobile phones was an

issue for some CYP, who reported that they felt the one hour per day was not

enough time to speak to their friends and family, particularly if they wanted to contact

more than one family member during the hour or if their friends and family were

unavailable. Parents reported finding it difficult having to get used to the small
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window of opportunity to contact their child during the evening and this was
especially difficult if parents had other commitments such as work or caring for other
siblings. Caregivers also described feeling surprised their children had coped well
with the reduced access to mobile phones, with one parent reporting that his

d a u g h pr@langed mobile phone use directly impacted her mental health.
Interestingly, some CYP interviewed reported not being affected by the restricted
access to their mobile phones, and preferred face to face contact with their friends
and family when they visited or went on home leave. Additionally, staff members
highlighted that in some cases CYP were relieved to have had their access to their

mobile phone reduced due to previous experiences of cyberbullying.

Although a key form of communication for CYP in this study was through using

mobile phones, a concern amongst CYP and parents regarding its use was the

perceived lack of privacy to speakwi t h fri ends and family.

on mobile phones ensured they had to be used in the main communal lounge under
supervision from staff members. This resulted in many CYP relying on text
messaging or using instant messaging applications such as WhatsApp to contact
their friends and family as opposed to calling them, as they did not feel comfortable

having conversations in shared communal spaces.

Access to items such as mobile phones has also been reported in previous studies
(Moses, 2011), where CYP reported access was too limited and rigidly enforced by
unitstaff. In Br av ander 0 sthe(irgitd daced onsntohile phgnes were
understood to be one of the least helpful aspects of the inpatient experience for
CYP. The ability by which CYP were easily able to make phone calls was also
highlighted as practical solution for CYP to maintain contact with their family in
another study (Stanton et al, 2020).

8.3.2 Remote connections with friends and family - Access to the internet and

social media
Findings suggest that whilst CYP used their mobile phones for the purpose of calling

and text messaging friends and family, CYP in this study also accessed the internet
and social media applications through their mobile phones to contact their family and
friends. This appeared to be one of the most prominent forms of remote contact
between CYP and their friends and family and there appears to be a dearth of both
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research and recommendations from policy documents in this area within the UK
adolescent inpatient mental health literature.

Over the past decade, there has been arapid increase inCY P 0 s i and seaiah e t
media use (Glazzard and Stones, 2020). Research has indicated that over a third of
UK1l5yearoldsar e cl assed as Oextreme internet
internet by age 6 (Frith, 2017). CYP in the UK use social media extensively, with

91% of those aged 16-24 using the internet to access social media (Royal Society

for Public Health (RSPH, 2017) and nearly 95% of 15-year-olds access social media
applications either before or after school daily (Frith, 2017).

The internet and social media are important aspects of CYP lives which have
increasingly become a part of clinical practice with CYP (Stanton et al, 2015). In the
current study, mobile technology such as the internet and social media applications
brought new ways in which CYP were able to connect with others. However, this

also brought significant challenges for CYP, parents and staff members regarding its

us el

safety and how staff members safely managed

access on the unit.

As indicated earlier in this chapter, CAMHS inpatient service standards acknowledge
CYP having access to mobile phones and other electronic devices which provide
access to the internet and social media. Further recommendations include inpatient
units having a local policy on mobile phones and that the use of such devices

respects the privacy and dignity of other patients, and to have procedures in place

should this be breached (QNIC, 2019). Withinthe healthc ar e or gani sati onos

on CYPusingmobilephones was a section specifically

the internet and social media. Access to such media was not permitted unless a
contract had been signed between the CYP and their caregivers. Details regarding
the key components of the contract were previously outlined in Chapter five.

The findings suggest there were instances of CYP keeping in touch with friends and
family in a positive manner through using social media and social networking

applications on their mobile phones and other electronic devices. The most

accessed soci al media applicatiimpesmenep pear ed

an instant messaging service such as WhatsApp, Facebook Messenger, Instagram

and Snapchat. There is some evidence to suggest that social media can be a useful
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platform for CYP to make or sustain social connections with others (RSPH, 2017)
and strong adolescent friendships can be enhanced by social media interactions
(Lenhart, 2015) particularly if friendships are affected by geographical restrictions
(Glazzard and Stones, 2020).

Whilst CYP informed me that they had kept in touch with friends through social
media and social networking platforms, some parents perceived this type of contact
to be superficial and not as valuable as face-to-face interactions. Parents also
commented on the negative influence they perceived social media applications such
as Instagram were having on their child, with one parent whose daughter was
admitted with an eating disorder, describing how her mood would be affected after
spending long periods on Instagram comparing her body image with that of female
fitness models.

Through interviews with caregivers and ward staff and through observing MDT

meetings, it was evident that some CYP were accessing online content through

websites and social media that were deemed to be harmful to their physical and

mental health. This included CYP accessing websites on self-harm and the

promotion of har mful behaviours assawcaajted w
O6p-mbad a-edoop ¥kax hnd Blartins, 2013). CYP accessing internet

webpages which may include a higher risk of harm to them such as content that

endorses eating disorders, self-harm and suicide has been reported in other studies.

Findings from a UK study indicated that of girls aged 13-16, 14% reported accessing

anorexic or bulimic content, 9% self-harm websites and 8% reported viewing

websites discussing sui cRedearch(o®OYR accessing and Di n
the internet and social media within an adolescent inpatient setting is scarce,

although a survey from one study in Ireland has reported CYP in both inpatient and

outpatient settings accessed more harmful content when compared with those under

community mental health services (Mullen et al, 2018).

The findings also suggest that there were challenges encountered by staff members

when trying to safely manage CYPO6s internet
When interviewed, some staff membersr eport ed that their o6hands
came to managing CYPO6s soci adsbesrergportadtiand i nt e

the rapidly changing access to and evolving content of the internet may leave
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clinicians feeling unprepared regarding this
Whil st staff members acknowl edgcesstothbe positi
internet and social media, they also described sitting with CYP in key working
sessions and discussing the potential harms. A similar approach to managing
internet and mobile phone use has been previously demonstrated by another UK
CAMHS inpatient unit which was regarded as an example of good practice. By taking
an open approach to the use of the internet and staff being honest with CYP about
its potential risks, this unit aimed to adapt the culture to empower CYP so that they
benefitted from access to the internet (QNIC, 2016).

8.3.3 Remote connections with friends and family - Ward mobile phone
Another means for CYP to remotely communicate with friends and family was

t hr ough tnoeile phene, diiick was available for CYP to use for either one
15-minute phone call or 3x5 minute phone calls. The ward mobile phone appeared to
be particularly important for the two CYP interviewed who did not have access to a
personal mobile phone. Caregivers also reported the ward mobile phone as a helpful
intervention and described feeling reassured that their child had regular access to a
telephone. Initially the ward mobile phone appeared to have restricted access,
although the findings from interviews with CYP, caregivers and ward staff indicate
that in practice, staff were flexible when providing this and CYP were able to use it to
call family members outside of the allocated time for mobile phones. This flexible
approach from staff members regarding the ward phone contrasts the rigidity of staff
member s6 approaches found in other studies (
reported being unable to use a ward telephone to contact their parents regularly. The
provision of a telephone on the ward that adolescents could use to contact friends
and family was also seen as important in other work (Claveirole, 2005 and Mental
Welfare Commission, 2009), where most reported being able to make a private
phone call if they needed to.

8.3.4 Remote connections with friends and family - Letter and card writing

A subtle but rare method of remote communication for CYP keeping in touch with
friends and family was through writing letters, cards and receiving post. This helped
CYP maintain a sense of what was going on back home and helped them to stay
informed about important events that they had missed out on such as attending

friendds birthdays and celebrating their own

216






